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Abstract 

New Zealand has often been hailed as a champion for women’s rights and gender equality. 

However, national levels of sexist attitudes toward women as well as the trajectory of change 

in sexism were yet to be determined. In addition, baseline levels of support for two aspects of 

women’s reproductive autonomy—freedom to breastfeed in public and access to legal 

abortion—were yet to be established in New Zealand. Thus, the present thesis used nationally 

representative data from the New Zealand Attitudes and Values Study (NZAVS) to explore 

national levels of ambivalent sexism and women’s reproductive autonomy in New Zealand.  

In Study 1, I established the baseline levels of sexism in New Zealand. Additionally, 

several reliable demographic and personality correlates of hostile and benevolent sexism 

were identified, the most notable of which was the negative correlation of honest-humility 

with both measures of sexism. Study 2 established the pace and trajectory of change of 

women’s and men’s endorsement of hostile and benevolent sexism across a seven-year time 

period (2009–2016). The results suggested that although participants’ sexism, relative to 

other similar individuals remained stable, sexism overall is nonetheless decreasing, albeit 

slowly. In terms of New Zealanders’ support for reproductive autonomy, Study 3 examined 

national levels of support for women’s right to breastfeed in public. The findings suggested 

that New Zealanders overwhelming support the right to breastfeed in public spaces. 

Similarly, Study 4 explored national levels of support for legalising abortion (a) for when the 

woman’s life is endangered and (b) for legalising abortion, regardless of the reason. This 

study demonstrated that New Zealanders express high levels of support for legalised abortion 

when the woman’s life is endangered and moderately high levels of support for legalised 

abortion, regardless of the reason. Finally, Study 5 examined the how sexist attitudes can 

hinder public breastfeeding acceptance. The study showed that, contrary to past research, 

hostile (not benevolent) sexism is associated with opposition to breastfeeding in public.  
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Taken together, these studies highlight recent changes in New Zealanders’ attitudes 

toward gender equality as well as national levels of support for two aspects of reproductive 

autonomy. The collective findings suggest that although New Zealanders may appear 

supportive of reproductive rights, the gradual pace of the move toward gender equality may 

nonetheless hinder support for reproductive freedom. 
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CHAPTER ONE 

Overview of Studies 

This thesis will be presented in five parts: 

I. Chapter One: This chapter provides a review of the literature pertaining to sexism and 

reproductive autonomy. Namely, I introduce (a) the theory of ambivalent sexism 

(Glick & Fiske, 1996, 2001) and its relationship with various reproductive outcomes 

for women, (b) international literature on support for breastfeeding in public and 

support for abortion access, and (c) extant New Zealand research on sexism and 

reproductive autonomy as well as (d) a summary of the New Zealand context 

pertaining to these topics. 

II. Chapter Two: This chapter will address the prevalence of sexism and trajectory of 

change in these attitudes in New Zealand. This will be presented in two parts: (a) 

Study 1 which assesses the demographic and personality correlates of ambivalent 

sexism in a nationally representative sample of New Zealanders and (b) Study 2 

which assesses the rate and trajectory of change in sexist attitudes across seven years 

(2009–2016) in New Zealand.  

III. Chapter Three: This chapter will address public support for two aspects of women’s 

reproductive autonomy in New Zealand, across two studies: (a) Study 3 establishes 

the demographic correlates and baseline levels of support for breastfeeding in public 

in New Zealand and (b) Study 4 examines the demographic correlates and baseline 

levels of support for abortion in New Zealand. 

IV. Chapter Four: This chapter will explore the interface between sexism and opposition 

to breastfeeding in public. Specifically, Study 5 investigates how hostile and 
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benevolent sexism differentially affects women’s and men’s opposition to public 

breastfeeding. 

V. Chapter Five: This chapter will provide a summary of the results from the five studies 

presented in the present thesis. Additionally, I will provide a critical discussion of the 

collective findings from this thesis, with reference to, the societal context of New 

Zealand, and reproductive autonomy as a whole.  
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General Introduction 

It is through motherhood that woman fully achieves her physiological destiny; that is 

her ‘natural’ vocation, since her whole organism is directed toward the perpetuation of 

the species. But we have already known that human society is never left to nature.  

– Simone de Beauvoir, The Second Sex, 1949, 2009 

Sexism is an evergreen issue that has continued to influence attitudes toward women’s 

reproductive autonomy. As noted by the epigraph at the opening of this chapter, although 

physiological processes such as reproduction are based in biological functions, a woman’s 

life and reproductive experience is influenced by societal beliefs and cultural sanctions. 

Namely, sexism toward women continues to oppress and persecute women’s reproductive 

decisions. These problems pervade and obstruct women’s reproductive autonomy, even in the 

context of New Zealand, a country which prides itself on being at the forefront of advancing 

women’s rights (Ministry for Women, 2019). The present thesis will (a) establish baseline 

levels of sexism as well as changes in attitudes over time in the New Zealand context, (b) 

assess New Zealander’s attitudes toward reproductive autonomy—namely, the freedom to 

breastfeed in public and access to legalised abortion, as well as (c) investigate the interface 

between sexism and support for the right for women to breastfeed in public. 

The current chapter will present a literature review on sexism, attitudes toward public 

breastfeeding, and attitudes toward abortion as well as a brief review of the socio-political 

context in which these subjects are examined. An overview of the studies presented in this 

thesis will be presented at the end of this chapter. Chapters Two to Four will present 

empirical research on sexism and women’s reproductive autonomy in New Zealand. Finally, 

Chapter Five will provide a general discussion of the thesis and provide avenues for future 

research. 
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Ambivalent Sexism and Gender Equality 

Ambivalent sexism theory (AST; Glick & Fiske, 1996, 2001) conceptualises two 

forms of sexism that work in tandem to maintain male dominance in society. The first facet is 

hostile sexism (HS), an ideology that satisfies the typical understanding of group-based 

prejudice (Allport, 1954), whereby women are seen through antipathy. This antipathy is more 

targeted toward women who are viewed as threatening male power.  

Working alongside HS is benevolent sexism (BS), a superficially positive attitude 

toward women. It sees them placed on a pedestal but also as a ‘rightful’ target of paternalism. 

In other words, the underlying ideology behind BS is that women are wonderful but weak. 

The ‘positive’ nature of BS lends it the power to recruit women—the target of these 

ideologies—to support the system that correspondingly subjugates them (Jost & Kay, 2005). 

According to AST, HS and BS share three central subcomponents, each exemplifying 

ambivalent assumptions about women, whereby women are seen through both antagonistic 

and paternalistic lenses (Glick & Fiske, 1996, 2001). The first subcomponent is paternalism 

which encompasses the views that women are inherently incompetent and are in need of male 

protection. These beliefs function to ensure that women subordinate themselves to men’s 

knowledge and power. The second component is gender differentiation, a justification for the 

belief that men and women must assume complementary gender-specific roles. For men, the 

ideology appeals to the belief that men are naturally competent with great leadership prowess 

whereas women are seen as communal and warm and best suited for domestic and low-status 

duties and roles. These beliefs justify maintaining rigid traditional gender roles that restrict 

men and women within gender-specific domains as well as perpetuate male dominance. 

Finally, the third subcomponent heterosexual intimacy, encompasses the belief that men 

inherently need women for intimacy needs. The assumption is that it is through heterosexual 

intimacy that men see women as both providers and gatekeepers of the satisfaction of sex and 
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intimacy. Together, these subcomponents, through both dimensions of ambivalent sexism, 

identify the central arenas by which male dominance is maintained by these ideologies across 

societies and contexts.  

Ambivalent sexism has also been observed cross-nationally (e.g., Glick et al., 2000). 

Countries with higher levels of institutional gender inequality observe greater support for BS 

in women (Glick et al., 2000; Glick & Fiske, 2001) and higher levels sexism in general 

(Brandt, 2011). It is theorised that for women, endorsing BS may act as a ‘protection racket’ 

for nations with high levels of gender inequality whereby adhering to rigid gender roles could 

potentially afford protective benefits to women these comparatively more unequal nations. 

However, even in nations with higher gender equality, people who endorse both hostile and 

benevolent beliefs about women also have greater national levels of life satisfaction (Napier, 

Thorisdottir, & Jost, 2010). This suggests that sexist beliefs have a ‘palliative’ effect whereby 

those who are inclined to justify gender inequality are afforded cognitive and affective 

benefits (Jost & Hunyady, 2002; Napier & Jost, 2008), which maintains an unequal status 

quo between women and men. Furthermore, this effect is different for women and men. 

Research has suggested that endorsing BS is related to greater life satisfaction directly for 

men (Hammond & Sibley, 2011). But for women, this effect is mediated through gender-

specific system justification. Together, these studies suggest that gender role ideologies, but 

in particular BS, are associated with the maintenance of gender inequality across nations. 

Given that gender inequality is linked to sexist attitudes populations at-large (e.g., 

Brandt, 2001; Glick et al., 2000), it is important to investigate, quantitatively, how much a 

nation endorses these attitudes as well as how these attitudes are changing. Extant 

international research has found that gender role attitudes liberalised in the 1970s in various 

Western nations (Brewster & Padavic, 2000; Brooks & Bolzendahl, 2004; Gubernskaya, 

2010). However, in recent decades (i.e., post 1980s–1990s), shifts toward egalitarian beliefs 
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decelerated or even plateaued (Brewster & Padavic, 2000; Cotter, Hermsen, & Vanneman, 

2011; Cunningham, 2008; Van Egmond, Baxter, Buchler, & Western, 2010). The recent 

stagnation in changes in gender role attitudes may be attributable to the stability of gender 

role divisions in domestic spaces relative to the increased equality observed for women in 

political and occupational arenas (J. Scott, 2008; Yu & Lee, 2013). As such, it is unclear how 

and if gender role attitudes are changing, especially in New Zealand where population-level 

sexism is generally under-investigated.  

Finally, although HS and BS appear to contradict, they often work together to 

maintain gender inequality (Glick & Fiske, 1996, 2001). Hostility, as exemplified through 

HS, is not enough to preserve male dominance. Instead, men, as the dominant group, reward 

favourable outcomes to those who conform to their subordinate status (Jackman, 1994). 

According to AST, BS functions as the ‘reward’ for women who adhere to traditional gender 

roles with adoration and protection. In the following paragraphs, I will review research 

establishing how HS and BS operates to subordinate and control women, including their 

behaviours and outcomes, across a range of domains. 

Consequences of Sexism.  

 Hostile sexism is related to a plethora of negative outcomes for women. For example, 

HS is implicated in the endorsement of physical and sexual violence toward women. Men 

who are high on HS believe that domestic violence is justified (Glick, Sakallı-Ugurlu, 

Ferreira, & de Souza, 2002), are more inclined to commit sexual assault (Abrams, Viki, 

Masser, & Bohner, 2003), more accepting of sexual harassment (Russell & Trigg, 2004), and 

have greater rape myth acceptance (Yamawaki, 2007). More generally, for women, HS can 

limit their economic and occupational outcomes. Women who behave counter to gender 

expectations in the workplace (e.g., being viewed as possessing agentic as opposed to 

communal traits), face a ‘backlash’ and those who are seen as competent are correspondingly 
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evaluated as less ‘likeable’ (Phelan, Moss-Racusin, & Rudman, 2008; Rudman, Moss-

Racusin, Glick, & Phelan, 2012). Furthermore, HS leads to gender discrimination in the 

workplace, such as limiting female candidates from consideration for leadership positions 

(Masser & Abrams, 2004). In a similar vein, HS has been implicated in opposition toward 

female political candidates which potentially leads to more favourable attitudes toward male 

political candidates (Bock, Byrd-Craven, & Burkley, 2017; Cassese & Holman, 2019; 

Okimoto & Brescoll, 2010; Ratliff, Redford, Conway, & Smith, 2017). Collectively, HS 

contributes to a variety of negative, violent, and discriminatory outcomes for women, often as 

punishment for acting against gender expectations. However, the insidiousness of sexism 

does not lie solely with HS. Due to its aggressive and overt nature, HS is easily challenged 

and resisted (Barreto & Ellemers, 2005). Instead, HS relies on BS, an ideology with a 

superficial charm that affords protection to women who endorse it. 

HS and BS work in tandem to maintain male dominance and female subordination. As 

previously mentioned, BS acts to help women ‘buy into’ the unequal gender system (Becker 

& Wright, 2011). Although HS is only hostile and often easily rejected by women, the 

subjectively positive tone of BS means it escapes being perceived as prejudice, leading 

women to endorse these same beliefs (Barreto & Ellemers, 2005). Ideals embedded in BS can 

even be perceived as ‘romantic’, appealing to cultural ideals of ‘Prince Charming’s (Rudman 

& Heppen, 2003) and offers male protection for women who remain subservient to men 

(Fischer, 2006). However, despite the seemingly favourable nature of BS, it nonetheless 

undermines women’s success in a variety of areas. For example, past research has found that 

women’s exposure to BS can hinder cognitive performance when undertaking challenging 

tasks (Dardenne, Dumont, & Bollier, 2007; Dardenne et al., 2013). In addition, BS is linked 

to a decreased likelihood of supporting collective action towards addressing gender inequality 
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(Becker & Wright, 2011) and disturbingly, warms women to accepting ideologies inherent to 

HS (Napier et al., 2010).  

Traditional Gender Role Stereotypes 

Alongside influencing tangible outcomes for women, HS and BS appeal and 

contribute to traditional gender stereotypes. Stereotypes refer to conventional expectations 

regarding the characteristics of a social group, which in the case of gender, denotes 

differential expectations and beliefs about the traits of women and men (Ellemers, 2018). 

These stereotypes can dictate socially sanctioned behaviours, endorse gender role 

differentiation, and may reinforce gender inequality. Of these stereotypes, women are often 

dichotomously subtyped as either non-traditional and challenging male power (e.g., career 

women, feminists) or traditional and enhancing male power through fulfilling supportive 

roles to men (e.g., homemakers; Glick, Diebold, Bailey-Werner, & Zhu, 1997). Furthermore, 

HS predicts negative evaluations of non-traditional gender roles (e.g., stay-at-home fathers 

and career women; Glick, Wilkerson, & Cuffe, 2015) whereas BS predicts positive 

evaluations of traditional gender roles (e.g., stay-at-home mothers and homemakers; Glick et 

al., 2002, Glick et al., 2015). Taken together, gender-based stereotypes rooted in ambivalent 

sexism reinforce traditional gender role expectations through social sanctions of gender 

norms. Those who adhere to traditional gender roles are rewarded whereas those who violate 

them are punished.   

 Gender role ideologies and stereotypes can also affect gender role expectations in 

domestic settings and parental roles. Research has found that non-traditional parents (e.g., 

working mothers and stay-at-home fathers) are evaluated negatively relative to their 

traditional counterparts (e.g., stay-at-home mothers, working fathers; Brescoll & Uhlmann, 

2005; Etaugh & Folger, 1998). Furthermore, women who pursue career goals for personal 

fulfilment relative to reasons such as financial necessity are perceived less favourably. This 
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preference for traditional gender roles is strengthened by endorsing traditional gender role 

ideologies, such as ambivalent sexism. Indeed, people high on HS and BS ascribe greater 

negative evaluations toward working mothers whereas those with more egalitarian gender 

role attitudes evaluate gender role violations more positively (Gaunt, 2013b). More 

specifically, HS is associated with negative attitudes toward women who are primary 

breadwinners in a family and BS is positively correlated with favourable evaluations toward 

caregiving women (Gaunt, 2013a). Together, these studies note how gender role ideologies 

determine attitudes toward women’s roles. HS drives opposition to women who violate 

gender role expectations whereas BS reveres women who adhere to domestic roles. These 

ideologies are not limited to attitudes toward caregiving and domestic roles. In the next 

section I will review literature regarding how gender role beliefs influence women’s 

decisions regarding parenthood, social attitudes toward women’s parental roles and fertility, 

but in particular, how ambivalent sexism constrains reproductive autonomy. 

Reproductive Autonomy 

This thesis is not the first examination of how gender and gender role ideologies 

interact with women’s reproductive experiences. An existing body of work has noted that 

adopting or endorsing traditional gender roles is related to more maternal behaviours 

(Colodro-Conde, 2017).2 In addition, first-time mothers may endorse more traditional gender 

roles after the birth of their child (Katz, Nilsson, & Rasmussen, 2010). Indeed, cultural 

beliefs about femininity and traditional gender norms for women are embedded in cultural 

understandings of motherhood and breastfeeding (Colodro-Conde, 2017). Similarly, notions 

of motherhood are also inherently tied to attitudes toward abortion. Early research on 

motherhood idealisation suggests that stereotypical beliefs about motherhood being an 

 
2 Although a study from Brazil suggested that the relationship between traditional gender role attitudes 

potentially forms a U-shaped curve, where women who are either strongly traditional or strongly untraditional 

breastfeed for longer durations than those with moderate beliefs (Paine & Dorea, 2001). 
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inherent aspect of a woman’s identity (Hare-Mustin & Broderick, 1979) is associated with 

opposition to reproductive rights (Hare-Mustin, Bennett, & Broderick, 1983). Although 

motherhood myths have largely not been examined with regard to reproductive rights in more 

recent years, these beliefs continue to drive opposition to women’s career goals (Verniers & 

Vala, 2018) and detriments to mothers’ psychological wellbeing (Henderson, Harmon, & 

Newman, 2016). Recent qualitative research has suggested that cultural narratives of being 

‘good mothers’ impacts women’s health decisions during pregnancy and infant-rearing stages 

of their lives (Lupton, 2011). Specifically, women feel the need to restrict their behaviours in 

order to conform to societal demands of women being ‘protectors’ of foetuses and infants. 

Together, these studies suggest that gender role ideologies and cultural discourses can have a 

strong influence on women’s experiences and life choices, including that of their 

reproductive health. 

Thus, the restricting effects of ambivalent sexism also contributes to general social 

attitudes toward women’s reproductive bodies. Specifically, ambivalent sexism may be 

associated with favouring fertility. Indeed, in a study on attitudes toward women at varying 

stages of reproductive life, women with higher BS may have more positive attitudes toward 

pregnant women and women with young infants and negative attitudes toward women who 

have undergone a hysterectomy (Chrisler, Gorman, Marván, & Johnston-Robledo, 2013). 

Correspondingly, men’s HS was positively correlated with unfavourable perceptions of 

menopausal women and women who have had a hysterectomy. Furthermore, ambivalent 

sexism is not limited to attitudes toward and subjective evaluations of reproductive bodies but 

also contributes to the policing of pregnant women’s behaviours. Specifically, HS and BS are 

related to endorsing proscriptive rules around pregnancy (e.g., avoiding seafood while 

pregnant; A. O. Murphy, Sutton, Douglas, & McClellan, 2011; Sutton, Douglas, & 

McClellan, 2011). More specifically, BS is related to endorsing restrictions for pregnant 
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women whereas HS is related to punitive attitudes toward women who fail to adhere to these 

rules. Together, these studies suggest that HS and BS work in tandem to judge and control 

various aspects of women’s reproductive identities and behaviours. 

As shown in this section, women’s experiences with the reproductive aspects of their 

bodies is fraught with social limits and sanctions. In the following section, I will review how 

societal beliefs about gender roles leads to opposition to specific aspects of women’s 

reproductive autonomy. More specifically, I will review how gender role expectations can 

prevent women’s bodily autonomy in areas such as the right to breastfeed in public spaces as 

well as reproductive rights. For the purposes of consistency for this thesis, I will be focussing 

on research from Western nations, similar that of the focal context of this thesis—New 

Zealand. 

Breastfeeding in Public. 

According to the World Health Organisation (WHO; World Health Organisation, 

2015), breastfeeding is endorsed by public health authorities across the world as the preferred 

means of infant feeding. However, negotiating social spaces while choosing to breastfeed can 

be fraught with awkwardness and embarrassment, especially on the part of the mother (e.g., 

Hauck, 2004). Indeed, society prefers that women bottle-feed in public spaces (McIntyre et 

al., 2001) or opt to breastfeed in private (Magnusson et al., 2017). Despite this preference, 

research from several Western nations suggests that breastfeeding in public still sees 

generally high levels of support. Research from the US (Mulready-Ward & Hackett, 2014; 

Nouer, Ware, Baldwin, & Hare, 2015), Canada (Russell & Ali, 2017; Vieth, Woodrow, 

Murphy-Goodridge, O’Neil, & Roebothan, 2016), and Australia (Meng, Daly, Pollard, & 

Binns, 2013) has suggested that a majority of people approve of public breastfeeding. In 

addition, most people disagree that breastfeeding should be embarrassing (Li et al., 2002).  
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Past research examining demographic correlates of opposition to public breastfeeding 

has yielded inconsistent results. Although intuitively, women should accept public 

breastfeeding more than men, research on the matter has been inconsistent. Specifically, 

some research suggests that men are more supportive than women of public breastfeeding 

(Russell & Ali, 2017) whereas others suggest that women are more supportive (Roche, Owen, 

& Fung, 2015) or that there are no gender differences (Mulready-Ward & Hackett, 2014). 

Age has also yielded inconsistent results where some research suggests older people are more 

positive toward public breastfeeding (e.g., Kavanagh, Lou, Nicklas, Habibi, & Murphy, 

2012) whereas others suggest younger people are more supportive of the issue (e.g., Li et al., 

2004; Mulready-Ward & Hackett, 2014). However, a few demographic correlates have been 

reliable. For example, higher education is associated with greater support for public 

breastfeeding (e.g., Meng et al., 2013; Mulready-Ward & Hackett, 2014). Being in a 

relationship is associated with greater support for public breastfeeding (Li et al., 2004; Nouer 

et al., 2015) as is being employed (Li et al., 2002; Russell & Ali, 2017). In summary, the 

association between support for public breastfeeding and several demographic correlates 

remains an unanswered question.  

To summarise, several factors have been identified as consistent correlates of public 

breastfeeding support, such as education, relationship status, and employment status. In 

contrast, other factors such as gender and age have been generally inconclusive regarding 

their relationship with public breastfeeding attitudes. In the next section, I will explore 

psychological factors associated with attitudes toward public breastfeeding. 

Women’s Experiences of Breastfeeding in Public. 

 Qualitative research has noted that the choice to breastfeed is often fraught with guilt 

and judgement (E. Murphy, 1999; Taylor & Wallace, 2012; Thomson, Ebisch-Burton, & 

Flacking, 2015). Breastfeeding in public spaces is particularly stigmatised, where women 
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who choose to do so often experience negative reactions from members of the community, 

including being stared at or asked to leave the premises (Thomson et al., 2015). Due to these 

negative reactions, or a fear of eliciting conflict or scrutiny from others, breastfeeding in 

public is often an act that makes women feel awkward, embarrassed, self-conscious, and 

anxious (Hauck, 2004; Sheeshka et al., 2001; McKenzie, Rasmussen, & Garner, 2018; 

Thomson et al., 2015). Thus, negative public reactions can deter women from breastfeeding 

outside of the home (J. A. Scott & Mostyn, 2003; Stewart-Knox, Gardiner, & Wright, 2003), 

leading to unwanted early breastfeeding cessation (J. A. Scott et al., 2015). 

 One of the main contributors of negative reactions toward breastfeeding in public 

spaces are social attitudes toward women’s bodies and the perceived propriety of their 

behaviour. Indeed, breasts hold connotations of sexuality as well as nurturance (Morse, 

1990). This dichotomy is related to Western beliefs about the sexuality of women’s breasts. 

Fictional television portrayals of breastfeeding often frame breastfeeding as a direct 

contradiction to the sexual status of human breasts and thus framed as an uncomfortable sight 

to behold (Foss, 2013). Additionally, these beliefs are evident in everyday conceptions of 

breastfeeding as well. Qualitative analyses of online comments on news websites have 

revealed that women who breastfeed as seen as deliberately ‘provocative’, suggesting that the 

society can perceive public breastfeeding as ‘exhibitionism’ rather than an act of infant 

feeding (Callaghan & Lazard, 2012; Grant, 2016). Thus, women who breastfeed in 

‘unconventional’ spaces are derogated whereas women who breastfeed within the home are 

viewed as good mothers (Stearns, 1999). 

In addition to cultural attitudes toward human breasts, traditional gender role 

ideologies affect social perceptions of breastfeeding. Furthermore, gender role attitudes 

influence perceptions of different modes of infant feeding can differ for women and men. 

Firstly, for men, early research suggested that men with higher BS perceived breastfeeding 



12 

 

women as better mothers relative to bottle-feeding mothers (Forbes, Adams-Curtis, Hamm, & 

White, 2003). In other words, breastfeeding is perceived as more closely aligned to traditional 

gender role ideals. However, positive attributions are limited by where the breastfeeding is 

performed. Men who are high on BS approve of breastfeeding at home but not in public 

(Acker, 2009). Additionally, men who are high on HS are opposed to breastfeeding 

regardless of location. This association was also echoed by research which found that men’s 

endorsement of masculinity ideologies (i.e., a belief in male sex-drives or a battle of the 

sexes) is also linked to associating women’s bodies with sexual functions (as opposed to 

reproductive functions such as breastfeeding; Ward, Merriwether, & Caruthers, 2006). These 

studies suggest that gender role beliefs emphasise a conflict between the status of women’s 

breasts as sexual objects versus sources of sustenance and symbols of motherhood.  

For women, past research suggests that gender role ideology is unrelated to 

breastfeeding attitudes (Acker, 2009; Forbes et al., 2003). As women are the ones who 

perform the act of breastfeeding, attitudes toward breastfeeding inherently differ from men’s 

attitudes. In this way, breastfeeding becomes inherently linked to their relationships with their 

bodies. Past research has found that self-objectification (Fredrickson & Roberts, 1997)—an 

inclination for women to view themselves as ‘objects’ through repeated exposure to cultural 

norms reducing women to their sexualised body parts—is related to women’s attitudes 

toward breastfeeding. Indeed, body shame is positively correlated with breastfeeding shame 

(Johnston-Robledo et al., 2007a) and embarrassment associated with breastfeeding, especially 

if the breastfeeding is in public (Johnston-Robledo & Fred, 2008; Johnston-Robledo et al., 

2007b). Thus, women feel shame associated between the incongruence of breasts culturally 

symbolising both sexuality and nurturance. Furthermore, as self-objectification is inherently 

tied to sexist gender norms (Calogero & Jost, 2011), women’s attitudes toward breastfeeding 

are nonetheless entwined with gender role expectations.  
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In summary, several gender-based psychological factors are associated with 

opposition to public breastfeeding. Namely, cultural beliefs about the role of women’s breasts 

holding dual identities of sexuality and nurturance in Western nations. These beliefs may 

influence how society perceives breastfeeding in public spaces. In the next section, I will 

explore literature related to another aspect of reproductive autonomy: support for access to 

legalised abortion. 

Abortion Attitudes.  

Reproductive rights in terms of a right to an abortion being viewed as a controversial 

issue is a fairly recent development, beginning in the nineteenth century, with the birth of an 

early version of the ‘Right to Life’ movement3 (Luker, 1984). Prior to then, abortion was 

commonplace in the Roman Empire while Christianity was fairly divided over whether 

abortion could be classified as ‘murder’ or if certain circumstances for seeking an abortion 

warranted restrictions. Since then, with medical and scientific knowledge advancements, 

understandings of women’s biological reproductive destiny evolved to account for ‘foetal 

life’, giving rise to various discourses championing opposition to abortion through these 

beliefs (e.g., Bilewicz, Mikołajczak, & Babińska, 2017). In addition to this, women’s 

historical relationship with physicians delivering reproductive healthcare were often fraught 

with assumptions regarding a woman’s presumed incompetence in making her own 

reproductive decisions (Wyatt, 2001). As a consequence, women in the present day continue 

to face barriers to accessing abortion.  

In terms of the current context, women’s experiences of abortion involve a 

negotiation between the law, medical practice, circumstances, and availability of abortion 

services. Although Western nations vary in abortion law, in the degree to which it is 

 
3 This is different from the modern ‘Right to Life’ movement which emerged in the mid-twentieth century in the 

United States (Luker, 1984).  
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decriminalised or legalised (Berer, 2017; Finer & Fine, 2013), abortion services in countries 

like New Zealand are more available and often safer than in non-Western nations (Singh, 

Remez, Sedgh, Kwok, & Onda, 2018). Yet, access to abortions that are nonetheless restricted 

by national laws relying on perceived necessity (e.g., access only when a woman’s life is 

endangered by a pregnancy) obscures the real experiences and circumstances of women who 

seek abortions (such as the case in New Zealand—a fact which I will explore later in this 

chapter).  

Indeed, there are a variety of reasons for which someone may seek to have an 

abortion. Past research suggests that reasons for seeking an abortion can be conceptualised in 

three main categories: person-based reasons, material concerns, and ‘other’ concerns 

(Kirkman, Rowe, Hardiman, Mallett, & Rosenthal, 2009). Person-based reasons include 

issues such as the timing being wrong for having a child (Biggs, Gould, & Foster, 2013; 

Finer, Frohwirth, Dauphinee, Singh, & Moore, 2005), being too young (Biggs et al., 2013), 

the person’s physical or mental health being compromised or affected by the pregnancy 

(Biggs et al., 2013; Larsson, Aneblom, Odlind, & Tyden, 2002), not wanting to have more 

children (Finer et al., 2005), not wanting to have the child or not wanting to put the child up 

for adoption (Biggs et al., 2013), and concerns about foetal development (e.g., Menahem & 

Grimwade, 2003). Reasons noted by Kirkman and colleagues as ‘material concerns’ may 

include a combination of factors such as a lack of finances for parenthood or that parenthood 

may interfere with career or educational goals (Biggs et al., 2013; Finer et al., 2005; Larsson 

et al., 2002). ‘Other’ reasons include issues such as concerns about one’s partner (Finer et al., 

2005; Larsson et al., 2002), worries regarding the possible quality of life for the child 

(Menahem & Grimwade, 2003), negative influence from family and friends (Finer et al., 

2005), worries about one’s existing children (Biggs et al.,, 2013), and deciding to terminate a 

pregnancy resulting from sexual assault (Finer et al., 2005; Larsson et al., 2002).   
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Despite the myriad of circumstances in which an abortion may be necessary, public 

support for abortion can still be fairly divided based on the reasons for requesting an abortion. 

Support is greater for reasons deemed more ‘physical’ and ‘necessary’ such as for preserving 

the life or health of the mother or a pregnancy as a result of sexual assault (Craig, Kane, & 

Martinez, 2002). In contrast, ‘social’ reasons such as a lack of finances, having had enough 

children, or partnership concerns (e.g., not being in a relationship) receives less support. 

However, as noted previously, the reasons for requesting an abortion can be complex, and at 

times, overlap (Kirkman et al., 2009). Consequently, it is important to examine factors 

associated with opposition to legalised abortion.  

 A few key demographic correlates have been previously explored in the international 

literature (see Jelen & Wilcox, 2003 for a review). Although intuitively, women should 

support abortion more than men, research on gender differences is mixed. Some studies 

suggest that men, relative to women, are less supportive of abortion (e.g., Loll & Hall, 2018), 

whereas other studies have not found gender differences (e.g, Swank & Fahs, 2016). In terms 

of age, research suggests that older people are slightly more supportive of reproductive rights 

access than younger people (Barkan, 2014; Jelen & Wilcox, 1997; Lizotte, 2015; Loll & Hall, 

2018; Strickler & Danigelis, 2002; cf. Hayes & McKinnon, 2018). Higher education is 

related to greater support for a woman’s right to choose (Bartkowski, Ramos-Wada, Ellison, 

& Acevedo, 2012; Mosley et al., 2017; Swank & Fahs, 2016; Wang & Buffalo, 2004). When 

it comes to marital status, some studies suggest that being married is unrelated to abortion 

attitudes (e.g., Barkan, 2014; Hayes & McKinnon, 2018) whereas others suggest that married 

individuals are less supportive of abortion (e.g., Loll & Hall, 2018). For income, results have 

also been inconsistent. Some studies suggest that income is unrelated to abortion attitudes 

(e.g., Swank & Fahs, 2016; Walzer, 1994) and others suggest that having a higher income is 

related to higher support (e.g., in a sample of US Hispanics; Ellison, Echevarría, & Smith, 
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2005; also see Lizotte, 2015). Living in a rural community is reliably related to less support 

for abortion (Bartkowski et al., 2012; Walzer, 1994). Finally, a preference for having more 

children is associated with lower support for abortion (Walzer, 1990; Wang & Buffalo, 

2004). 

However, one of the strongest correlates of abortion support is religious affiliation, 

religiosity, and religious service attendance (Jelen & Wilcox, 2003). Indeed, people who 

identify more strongly with their religion express less support for abortion (Barkan, 2014; 

Loll & Hall, 2018; Patel & Myeni, 2008). For those who identify with a religion, being 

Catholic (Barkan, 2014) or Protestant (Bartkowski et al., 2012) is associated with increased 

opposition to abortion whereas those who identify as Jewish (Walzer, 1994) are more 

supportive of abortion. Additionally, attending religious services more frequently is 

negatively correlated with abortion support (e.g., Bartkowski et al., 2012). It has been found 

that religion can affect region-level abortion attitudes as well. The degree to which your local 

region is religious can increase opposition to abortion, even for those who are non-religious 

(Adamczyk & Valdimarsdóttir, 2018). Furthermore, national levels of religiosity can affect 

perceptions of sexual morality (Finke & Adamczyk, 2008), suggesting that attention should 

be paid to contextual differences when examining social issues such as abortion rights. Given 

that the US is comparatively more religious than New Zealand (Finke & Adamczyk, 2008)—

and that most research examining abortion attitudes has been conducted in the US (Jelen & 

Wilcox, 2003)—it is important to examine how religion affects abortion attitudes in the New 

Zealand context. 

In summary, women’s experiences with different aspects of their reproductive bodies 

can be fraught with scrutiny and judgement. Although women’s circumstances can differ 

greatly, society often finds itself invested in policing and restricting women’s autonomy in 

how to navigate their reproductive experiences and choices. One critical barrier to women’s 
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autonomy is that of overall gender equality—as an indicator how much a nation values 

women’s rights—and how much a national context can facilitate women’s reproductive 

autonomy or hinder women’s empowerment. In the next section, I will review the social 

conditions with regard to gender equality in the New Zealand context more broadly.  

The New Zealand Context 

On the global stage, New Zealand ranks highly across several indices of gender 

equality. As of 2017, New Zealand ranks 16th out of 189 nations in the Gender Development 

Index and the Gender Inequality Index which measures gender parity in quality of life, health 

outcomes, educational empowerment and labour force participation (United Nations 

Development Programme, 2018). The 2018 Global Gender Gap Report ranked New Zealand 

seventh out of 149 nations according to the Global Gender Gap Index, a measure of gender 

equality in economic participation, educational attainment, health and survival, and political 

empowerment (World Economic Forum, 2018). This is perhaps unsurprising given that New 

Zealand affords equal rights to women and men across almost all domains of life. (OECD, 

2019). For example, women and men have the same rights for divorce, inheritance, land and 

asset acquisition, employment opportunities, citizenship, voting, and access to litigation.  

However, despite what appears to be overwhelmingly equal rights granted to women 

by New Zealand legislation, two aspects of women’s lives remain under-acknowledged. 

Namely, areas that predominantly affect many women. The first of which is the freedom to 

breastfeed in public spaces. Although other Western nations such as the United Kingdom 

explicitly protect women’s right to breastfeed in public (Equality Act [United Kingdom], 

2010), no such similar legislation is present in New Zealand (New Zealand Human Rights 

Commission, 2005). In terms of relevant existing legislation in New Zealand, the 

Employment Relations Act 2000 includes anti-discrimination provisions for breastfeeding 

women (New Zealand Human Rights Commission, 2005) while the Human Rights Act 1993 
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protects women’s right to breastfeed (National Breastfeeding Advisory Committee, 2009). 

However, the right to breastfeed in public spaces is yet to be explicitly acknowledged in the 

law.4 

Another area in which women’s rights are restricted legislatively is the right to 

procure an abortion (OECD, 2019). Up until 1977 with the enactment of the Contraception, 

Sterilisation and Abortion Act in 1977—which permitted abortions under strict 

circumstances—abortion law was exclusively governed by the Crimes Act 1961. Although 

the 1977 Act allowed for grounds under which an abortion can be requested, accessing and 

procuring an abortion remains a nonetheless difficult task and is subject to the Abortion 

Supervisory Committee’s guidance and discretion (Contraception, Sterilisation and Abortion 

Act 1977). 

In the follow sections, I will review literature regarding New Zealand’s relationship 

with these two aspects of women’s health issues, especially with regard to public opinion. 

The first section will detail and describe the climate for breastfeeding, as a means of infant 

feeding, in New Zealand and relevant research associated with the psychology of 

breastfeeding. The second section will describe abortion in the New Zealand context and 

relevant New Zealand-based research on abortion attitudes. In addition, due to a paucity in 

research originating from New Zealand in these areas, I will also briefly review recent media 

coverage regarding this topic to provide additional contextual information.  

 
4 According to the Human Rights Commission (2005), women have the right to breastfeed in public spaces and 

that it is illegal to remove women who choose to do so. However, the Human Rights Act 1993 does not 

explicitly protect breastfeeding in public spaces. Instead, it allows all persons, regardless of gender (sex) to 

access public spaces, vehicles, and facilities without discrimination as well as protection against gender (sex) 

discrimination in aspects of pregnancy and childbirth. In contrast, the Equality Act 2010 (UK) explicitly states 

that persons should not receive “less favourable treatment of a woman […] because she is breast-feeding” 

(Chapter 2, Section 13, Clause 1(a)). 
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Breastfeeding in public in New Zealand.  

 Breastfeeding, in general, has many notable health benefits for infants (e.g., lower 

likelihood of getting common childhood gastrointestinal and respiratory infections) as well as 

for breastfeeding mothers (e.g., lower likelihood of developing breast or ovarian cancer; 

Victora et al., 2016). Given these health benefits, the WHO has recommended that all infants 

are exclusively breastfed for at least six months of life (World Health Organization, 2015). 

To these ends, New Zealand has several public health initiatives to promote breastfeeding. 

Most notably, New Zealand participates in the Baby Friendly Hospital Initiative (BFHI; 

World Health Organization, 2009) which aims to provide cross-national standards and 

support for initiating and sustaining breastfeeding within populations. The New Zealand 

Breastfeeding Alliance (NZBA; New Zealand Breastfeeding Alliance, 2019) acts as the 

national authority for enacting the goals of the BFHI and does so by providing information, 

training, and support at maternity centres. In 2009, the National Breastfeeding Advisory 

Committee had been tasked by the Ministry of Health to develop a strategic plan for 

increasing breastfeeding rates in New Zealand (National Breastfeeding Advisory Committee, 

2009). In addition to national bodies existing to promote breastfeeding, many New 

Zealanders also receive breastfeeding support and information from societies and 

organisations such as Plunket (2019) and the La Leche League (2019).  

Although several institutions are in place to help new parents breastfeed, many 

barriers in New Zealand remain. As previously noted in this chapter, sustained breastfeeding 

can be difficult to maintain, especially in spaces outside of the home. In New Zealand, 

according to data from 2018, 77% of all infants were fully or exclusively breastfed,5 a 

number reducing down to 58% at three months of age (Ministry of Health, 2018). Factors 

 
5 Being fully breastfed means that most of the infant’s sustenance comes from human milk, supplementing with 

water (Ministry of Health, 2018). Exclusive breastfeeding refers to human milk making up 100% of an infant’s 

sustenance. 
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associated with longer durations of breastfeeding includes having attained tertiary education 

and having breastfed the infant exclusively up to one month of age (Heath, Tuttle, Simons, 

Cleghorn, & Parnell, 2002). A study of individuals of Pacific nations descent found a number 

of demographic factors associated with lower likelihood of exclusive breastfeeding (Butler, 

Williams, Tukuitonga, & Paterson, 2004). For example, being employed prior to pregnancy 

or being employed (prior to pregnancy or after birth) were factors associated with a lower 

likelihood of exclusive breastfeeding at six weeks post-birth. Findings from the Growing Up 

in New Zealand study also identified several demographic correlates associated with 

breastfeeding rates (Castro et al., 2017). For example, older age of the mother, tertiary 

education, and whose pregnancy was planned were some factors associated with any 

breastfeeding in the first six months.  

Past New Zealand-based research has also suggested that challenges to breastfeeding 

include workplace barriers such as a lack of facilities available for breastfeeding 

(Alianmoghaddam, Phibbs, & Benn, 2018; Glover, Hanaena-Biddle, & Waldon, 2007; Payne 

& James, 2008). Women who choose to express breastmilk while working may also feel 

pressure to conceal breastfeeding and breastmilk related activities (Payne & Nicholls, 2010). 

Women who breastfeed in public face fears of judgement and scrutiny (Heath et al., 2002; 

McLeod, Pullon, & Basire, 1998; Thornley, Waa, & Ball, 2007). A qualitative study on the 

experiences of Māori women and their whānau with breastfeeding suggested that—based on 

their experiences—public breastfeeding was not accepted by New Zealand society (Glover, 

Waldon, Manaena-Biddle, Holdaway, & Cunningham, 2009). Notably, in their responses, 

they cited a highly publicised incident where a breastfeeding woman was ejected from a café 

for breastfeeding as influencing this perception. However, encouragingly, more recent 

qualitative New Zealand-based research has suggested that support from one’s partner may 

help ameliorate fears of breastfeeding in public (Alianmoghaddam, Phibbs, & Benn, 2017).  
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Media coverage in New Zealand of women choosing to breastfeed in public mainly 

highlights considerably negative experiences of public breastfeeding. For example, in 2014, a 

Hamilton woman breastfeeding her infant in a shopping centre was asked to desist by a 

cleaner (El-Gamel, 2014, July 4). In 2016, a Tauranga woman was interrupted by a fellow 

customer in a supermarket and criticised for breastfeeding outside of her home (New Zealand 

Herald, 2016, January 15). Another incident which occurred in 2017, involved a Christchurch 

woman who was asked by café staff to breastfeed her infant in the bathroom (New Zealand 

Herald, 2017, July 12). Later in 2017, a Ranui woman was ejected from a bus after a 

passenger complained about her breastfeeding (Clent, 2017, December 19). In 2018, a Lower 

Hutt woman breastfeeding in a shopping centre was asked to leave (Nicoll, 2018, March 28).  

The aforementioned stories share a commonality where the breastfeeding women 

involved felt a strong sense of shame and embarrassment after being confronted which is a 

well-documented fear and deterrent to breastfeeding identified in the extant literature (e.g., 

Hauck, 2004; Heath et al., 2002). Publicised cases of women avoiding breastfeeding may also 

deter others from breastfeed in public (e.g., Glover et al., 2009). However, despite the 

prevalence of stories documenting negative attitudes toward breastfeeding in public, there are 

also news stories of women ‘fighting back’. For example, there have been news reports of 

women sharing stories of breastfeeding in public (Clent, 2017, December 21) or engaging in 

collective action in support of breastfeeding autonomy (El-Gamel, 2014, July 4). Indeed, a 

notably prominent and highly publicised case has been that of Prime Minister Jacinda Ardern 

breastfeeding her infant at the United Nations General Assembly in late 2018, the first world 

leader to ever do so (Ainge Roy, 2018, September 24). Despite this handful of positive media 

coverage, the predominant cultural narrative associated with public breastfeeding is that of 

fear, anxiety, and rejection. Furthermore, these stories suggest that despite efforts from public 
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health initiatives to support breastfeeding mothers, it remains an issue that is difficult to 

negotiate.  

Collectively, these news stories highlight the inconsistencies between international 

research suggesting public breastfeeding as being accepted by society and women’s 

experiences painting a vastly different picture. As highlighted previously in this chapter, 

much of this is informed by gender-based attitudes and social sanctions, limiting women’s 

breastfeeding autonomy. As such, it is important to examine New Zealanders’ social beliefs 

towards women’s autonomy to breastfeed as well has how sexism may influence opposition 

to breastfeeding in public. In the following section, I will review the second aspect of 

reproductive autonomy that this thesis aimed to explore: abortion and abortion attitudes in 

New Zealand. 

Abortion in New Zealand. 

Abortion in New Zealand, at the writing of this thesis, is illegal. However, under 

certain extenuating circumstances, abortion may be permitted. According to the 

Contraception, Sterilisation and Abortion Act 1977, abortion is only permitted across a 

limited range of circumstances: (a) the pregnancy may pose a physical or mental health threat 

to the individual, (b) the child, if born, is at risk of a serious health condition, or (c) the 

pregnancy is a result of sexual abuse from a guardian. Notably, pregnancy as a result of 

sexual assault is not grounds for abortion under New Zealand law. To ensure these conditions 

are met, an individual must obtain the approval of two certifying consultant physicians, 

appointed by the Abortion Supervisory Committee (ASC; Contraception, Sterilisation and 

Abortion Act 1977). As a result, New Zealand has one of the most restrictive abortion laws 

amongst comparable Western nations (Singh et al., 2018). 
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 Although the aforementioned laws appear restrictive, actual abortion practices in New 

Zealand paints a relatively complicated picture (Singh et al., 2018). According to data from 

the Dunedin Multidisciplinary Health and Development Study, the most frequent reason for 

wanting an abortion, of women who had procured an abortion up to age 38, is not being ready 

for a child (69.9%; Burgess, 2017). However, actual reported numbers according to the ASC 

suggest otherwise. In 2017, approximately 97% of all requested abortions were approved 

under the guise of protecting a woman’s mental health (Abortion Supervisory Committee, 

2018). These numbers suggest that although abortion is illegal, they seem relatively ‘easy’ to 

obtain. Despite these seemingly ‘high’ numbers, other data suggests that although these 

abortions may be approved, the process of obtaining one can be fraught with practical 

barriers. These may include long distances for travel to access abortion services (Silva & 

McNeill, 2008) or extended wait-times due to a lack of service providers or extensive steps to 

go through to obtain a procedure (Silva, McNeill, & Ashton, 2010). To summarise, although 

abortion services appear to be readily available, legal restrictions mean that obtaining one can 

be difficult for many people. As such, abortion law requires updating in order to facilitate 

women’s healthcare access, an issue I will discuss later on in this section.  

 Given that over forty years has elapsed since the enactment of the Contraception, 

Sterilisation and Abortion Act, public opinion regarding abortion may have also shifted 

toward greater support for reproductive rights. Indeed, data from the New Zealand Election 

Study 1993–2017 (New Zealand Election Study, n.d.) suggests that in more recent years, 

public opinion is moving toward greater acceptance of abortion, at least among those who 

may have been previously undecided on the issue. Data collected by the International Social 

Survey Programme in 2002 and 2008 (Gendall & Healey, 2009; Gendall, Stadler, & Gendall, 

2003) suggests that the majority of respondents were supportive of abortion in circumstances 

where the woman’s health is endangered, the pregnancy was a result of sexual assault, or if 
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there is a strong chance of the foetus having a serious medical condition. In contrast, 

circumstances that may be perceived as more ‘social’ received less support and greater 

opposition (or indecision). However, more recent data has suggested that New Zealanders are 

more supportive of abortion than opposed. A recent poll found that a majority of New 

Zealanders were supportive of legal abortion for a wide range of circumstances (Curia 

Market Research, 2017). Echoing those findings, data from the Gender Attitudes Survey 

2017 suggests that a majority of respondents agreed that women should have the right to 

choose to have an abortion (National Council of Women of New Zealand, 2018). 

Furthermore, a report by the New Zealand Law Commission (2018) has noted the support of 

medical practitioners in favour of the decriminalisation of abortion.6 Together, these reports 

suggest that New Zealander’s attitudes toward abortion are liberalising. 

Public support for various social issues has the potential to initiate social change (T. 

Lee, 2002). However, legislative change remains highly reliant on the government to initiate. 

Previous efforts on the part of various members of parliament over the last few decades to 

decriminalise abortion have been unsuccessful (in either pursuit of or garnering interest for 

decriminalising abortion; McCulloch, 2013). However, the Sixth Labour Government has 

since made great strides toward reviewing abortion law in New Zealand. In 2018, the 

Minister of Justice Andrew Little, began a review of current abortion law, the intention of 

decriminalising abortion (Bennett, 2018, October 26). The aim of changing the law was to 

ease access to the procedure. This would involve removing abortion from the Crimes Act 

1961 and instead treating abortion as a women’s health issue (Moir, 2018, October 206). To 

these ends, the Law Commission produced a report with three suggested models for abortion 

law in New Zealand (New Zealand Law Commission, 2018). The first model would not 

 
6 Despite this conclusion, as with the general population, there remain medical practitioners in New Zealand 

who oppose the decriminalisation of abortion (Trevett, 2018, December 3).  
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include a statutory test and the decision would be made by the patient with consultation with 

her health practitioner. The second model would include a statutory test performed by the 

patient’s health practitioner, determining whether the patient’s circumstances are appropriate 

for requesting an abortion. A notable difference between this proposal and the current law is 

that the governance of the statutory test will be under health legislation rather than the Crimes 

Act. Finally, the third model proposes that in cases in which pregnancies are under 22 weeks, 

there will be no statutory test performed and the decision to have an abortion will be made 

between the patient and their health practitioner. For cases exceeding 22 weeks, a statutory 

test will be performed.  

Reactions amongst social interest groups toward the proposal to review abortion law 

and the three alternative models have been predictably aligned with the groups’ own political 

interests. Conservative groups such as Voice for Life, Family First New Zealand, and Right 

to Life denounced the proposals (Bennett, 2018, October 26; Coughlan, 2018, October 26; 

Earley & Martin, 2018, October 26). Amongst these groups, objections to the Law 

Commission proposal include the criticism that there was a lack of focus on public 

submissions in support of retaining abortion in the Crimes Act7 and a belief in limiting 

people’s right to choose with a fear of a ‘slippery slope’ (Coughlan, 2018, October 26). In 

terms of groups in support of legislative change, the Abortion Law Reform Association of 

New Zealand (ALRANZ) expressed support for changing the law to treat abortion as a health 

issue rather than a crime (Earley & Martin, 2018, October 26). In addition, ALRANZ and 

Family Planning New Zealand noted explicit support for the first model proposed as it does 

not require a statutory test (Coughlan, 2018, October 26; Radio New Zealand, 2018, 

December 5). They noted that this would be a vast shift from the present law toward fully 

 
7 However, the high volume of submissions in support of keeping the law as it is was likely due to the use of the 

Family First New Zealand “I’m with both” pamphlet (Fitzgerald & Bracewell-Worrall, 2018) which may have 

eased submissions to the commission.  
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acknowledging abortion as a health issue as well as respecting women’s reproductive 

autonomy. 

In summary, the unique legal status of abortion and practical aspects of accessing 

termination services in the New Zealand context provides an interesting arena for the 

examination of public opinion toward reproductive rights. Research from the US has 

suggested that although public opinion toward abortion is relatively stable over time (Jelen & 

Wilcox, 2003), its favourability is highest when there is active political debate in support for 

abortion and tangible legislative change (Ebaugh & Haney, 1980). In the case of US, the 

social climate surrounding Roe v. Wade ([United States], 1973)8 may have produced more 

favourable opinions toward abortion while increased activity by those opposing abortion have 

previously lead to drops in support for abortion. For New Zealand, although abortion 

activism has mostly ceased (at least compared to the higher rates of activity observed in 

previous decades; see McCulloch, 2013), its renewal in the public arena may usher forward 

greater acceptance for legalised abortion itself. As of yet, no comprehensive examination of 

baseline levels of support for legalised abortion using a nationally representative sample of 

New Zealanders has been conducted. 

In the next section, I will provide an overview of the individual parts of this thesis to 

provide a brief guide and summary for the reader. In addition to the sections outlined below, 

each empirical study will be precluded by a small bridging statement. As several chapters of 

the present thesis have been written specifically for publication in peer review journals, there 

may be variation in style, content, and conventions depending on the academic discipline of 

the journal. The bridging statements throughout the thesis will aim to clarify the context and 

audience of each paper for the reader.  

 
8 Landmark United States Supreme Court decision permitting abortion in the United States. 
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Overview of Research Intentions 

The studies comprising this thesis will answer a series of questions regarding (a) how 

ambivalent sexism manifests, depending on demographic factors and societal change over 

time, particularly in the New Zealand context, (b) New Zealander’s overall levels of support 

for and sociodemographic correlates of breastfeeding in public and legalised abortion, and (c) 

how ambivalent sexism impacts support for public breastfeeding in a New Zealand context.  

Extant research on predictors of ambivalent sexism have focussed on intergroup 

psychological factors such as SDO and RWA which serve to maintain intergroup hierarchies 

(e.g., Sibley, Wilson, & Duckitt, 2007). Specifically, it is well documented that HS is rooted 

in a preference for intergroup dominance and hierarchy through SDO whereas BS is fuelled 

by an inclination towards intragroup cohesion through RWA. However, little research has 

been conducted to examine who endorses sexism, such as sociodemographic characteristics 

associated with increased support for HS and BS. Furthermore, broader dispositional qualities 

of individuals such as personality factors have been largely neglected by the literature. Past 

research has found that personality factors like the big-six can help explain political 

behaviours such as engaging with environmental protection (Brick & Lewis, 2016) or 

political party preferences (Chirumbolo & Leone, 2010). Thus, exploring which types of 

individuals, whether demographically or personality-wise, endorse HS and BS will provide a 

more complete picture of how these beliefs manifest in society and what personal qualities 

may be associated with a greater likelihood of holding these attitudes.  

In addition to personal characteristics, this thesis aimed to examine how levels of 

sexism changes over time. Specifically, I investigated whether broader societal attitudes 

towards women across a population were changing over time. Extant research from similar 

Western countries suggests that sexism is decreasing in some contexts (e.g., Denmark) but 

not others (e.g., the US; Braun & Scott, 2009). The present thesis addresses this discrepancy 
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by assessing change in attitudes over time across a population through latent growth 

modelling. Collectively, these studies provide a comprehensive view of who endorses HS and 

BS and how these ideologies are changing over time.   

This thesis also aimed to assess public opinion towards two aspects of women’s 

reproductive autonomy in New Zealand. Namely, I examined support for the freedom to 

breastfeed in public and support for legalised abortion. Prior to the writing of this thesis, 

society-wide attitudes towards public breastfeeding had not been examined in New Zealand. 

Furthermore, support for abortion has not been examined in New Zealand since the 1980s, 

approximately forty years prior to the writing of this thesis (e.g., Perry & Trlin, 1982; Trlin, 

1975). The paucity of research in recent decades (or ever) suggested that more up-to-date 

data were needed in this area of public opinion research. In addition to examining these 

societal attitudes more broadly, the results of these studies contribute to a broader body of 

research originating from similar Western nations (e.g. the US; Jelen & Wilcox, 2003; 

Mulready-Ward & Hackett, 2014), allowing for cross-cultural comparisons of how these 

attitudes are endorsed and manifested between sociodemographic characteristics. Together, 

these studies provide novel data to enable greater understanding of how much New 

Zealanders support reproductive autonomy as well as the personal characteristics associated 

with these views.  

In order to integrate the findings observed in the prior studies of this thesis as well as 

explore how gender role ideologies still affect reproductive rights attitudes, I investigate the 

influence of ambivalent sexism on support for public breastfeeding. Specifically, I investigate 

how hostility towards women (HS) and paternalistic attitudes about women (BS) hinder 

support for public breastfeeding. This final study aims to replicate studies conducted in the 

US utilising undergraduate student samples (i.e., Acker 2009; Forbes et al., 2003) using a 

representative sample of adults in a comparable, but more egalitarian, Western context 
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(World Economic Forum, 2018). In doing so, this study will provide insight into how sexism 

continues to hinder reproductive autonomy even in a fairly egalitarian context. 

Finally, as previously noted, all of the studies presented in Chapters Two to Four have 

been published in, or submitted to, peer-reviewed academic journals. As such, they are 

designed to be read as standalone works. As a consequence, there may be repetition in 

literature and content. However, they are collectively designed to answer questions about the 

characteristics and prevalence of sexism and support for reproductive autonomy in New 

Zealand. Furthermore, it is important to note that due to differences in the time of submission 

for peer review or acceptance for publication, the papers are not presented in the order that 

they were submitted or published. Instead, the papers have been presented in the order that 

best contributes to the focus of the thesis. As such, there may be instances in which an earlier 

study makes reference to a later study but not vice versa.  

A Note on Terminology 

Here, I will present a comment on how this thesis will address gender identity. This 

thesis will make reference to the relationship between ‘women’ and ‘men’ and makes note of 

‘women’s’ reproductive autonomy. I acknowledge that gender is beyond the gender binary of 

‘men’ and ‘women’ (Richards et al., 2016) and that not all people who may be personally 

affected by bodily restrictions to abortion and breastfeeding identifies with what the majority 

of research refers to as ‘women’ (Nixon, 2013). For the purposes of clarity, the thesis will 

predominantly refer to individuals as ‘women’ and ‘men’ as well as refer to women with the 

pronouns ‘she/her’. However, gender identity will be explored in greater detail in Chapter 

Five where I review the limitations of the present thesis.  

I also acknowledge that research on issues such as the right to breastfeed and the right 

to access an abortion refers to these issues as ‘reproductive rights’. However, it is important 
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to acknowledge the distinction between ‘reproductive rights’ and other terms in scholarly 

works such as ‘reproductive justice’—a term that acknowledges that access differs for those 

with marginalised identities, such as people identify outside of the gender binary (Price, 

2011). Reproductive justice recognises that the term ‘choice’ obscures societal and 

institutional boundaries that prevent access to the liberty of choice (Luna & Luker, 2013; 

Silliman, Gerber Fried, Ross, & Gutiérrez, 2004). Given the collective discrimination that 

gender diverse persons and persons of a sexual minority face in the context of reproductive 

health (Price, 2011), I acknowledge that the findings revealed in this thesis is limited in its 

capacity to empower groups outside of those discussed most prominently in this thesis 

(heterosexual cis-women and cis-men). Nevertheless, I am hopeful that future psychological 

research will highlight the experiences of gender diverse and sexual minority persons in their 

experiences of reproductive health and I address this limitation in greater detail in Chapter 

Five of this thesis. Finally, in lieu of using the term ‘reproductive rights’ or ‘reproductive 

justice’, I have opted to use the term ‘reproductive autonomy’ to refer to the freedom to 

breastfeed in places outside of the home and the right to access an abortion, amongst other 

relevant reproductive issues.  
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CHAPTER TWO 
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Bridging Statement  

The following paper is the first of two papers in Chapter Two of this thesis. The 

following study aimed to establish the baseline levels of endorsement of sexism in the present 

day. Gender discrimination, across a range of areas such as political representation and 

health, has been documented both internationally (World Economic Forum, 2018) and within 

New Zealand (Pacheco et al., 2017; Sin, Stillman, & Fabling, 2017). One important factor 

contributing to gender inequality are the ideologies sustaining male dominance in society. 

Extant psychological research has established that hierarchy maintaining ideologies such as 

social dominance orientation (SDO) and preferences for social cohesion between groups such 

as right-wing authoritarianism (RWA; Sibley, Wilson, & Duckitt, 2007) are related to greater 

endorsement of sexism. In addition, a series of common demographic factors such as gender 

(Sibley & Becker, 2012), religion (Burn & Busso, 2005), and socioeconomic factors 

(Carvacho et al., 2013) have been previously examined as correlates of sexism. However, as 

of the writing of the current thesis, a comprehensive account of the demographic and 

personality correlates of the endorsement of HS and BS across a population has not been 

conducted.  

By examining these demographic and personality factors, I provide a more detailed 

and nuanced view of how sexism is endorsed in New Zealand society. Establishing how 

various sociodemographics contribute sexist beliefs can enhance our understanding of how 

various identities influences beliefs about the dynamic between women and men in society as 

well as provide detailed findings for policy-making decisions that target gender inequality. In 

addition to sociodemographic factors associated with sexism, this paper attempts to assess 

how personality factors impact the endorsement of sexism. The big-six personality factors are 

known to be associated with intergroup orientations such as SDO and RWA (Sibley et al., 

2010). However, the direct association between personality, particularly the big-six model, 
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and sexist beliefs has not been previously examined in New Zealand. The following study 

attempts to address this gap by examining how dispositional individual differences affects 

attitudes towards women and gender equality.  

This study was submitted to the New Zealand Journal of Psychology in 2019 and was 

written for a New Zealand-based audience with a focus on psychological research. The 

following work will use the pronoun ‘we’ to reflect the collective contributions of myself and 

my co-authors (Osborne & Sibley) to this work. Finally, the paper is replicated here as it was 

submitted, with only minor formatting and typographical changes. As such, there may be 

repetition within this paper from the previous chapter. 

  



34 

 

Study One: Demographic and Personality Correlates of Ambivalent Sexism in New 

Zealand 

 

The following article has been submitted for review at the New Zealand Journal of 

Psychology. It is currently under review.  
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Abstract 

Although New Zealand is at the forefront of the move toward gender equality, little is known 

about the demographic and personality correlates of sexism amongst New Zealanders. We 

address this oversight by using data from the 2016/17 New Zealand Attitudes and Values 

Study, a national sample of New Zealand adults (N = 21,924), to assess demographic and 

personality differences of Benevolent Sexism (BS) and Hostile Sexism (HS) in New Zealand. 

Key correlates for HS include being a man, lower education, being religious, having lower 

agreeableness, lower openness, and lower honesty-humility. Being a man, being older, having 

lower education, being religious, having lower openness, and lower honesty-humility were 

associated with higher BS. Further correlates are also discussed. This study provides the first 

comprehensive overview of the demographic and personality differences in sexism in New 

Zealand. 

Keywords: ambivalent sexism, hostile sexism, benevolent sexism, big-six personality 
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Demographic and Personality Correlates of Ambivalent Sexism in New Zealand 

 As the first nation to enfranchise women, New Zealand is often heralded as a world 

leader in gender equality and women’s rights. To these ends, New Zealand recently ranked 

ninth on the World Economic Forum’s (2017) report on gender equality across nations. 

Accordingly, New Zealand can boast of having had three female prime ministers as of 2019. 

Despite these notable achievements, women are still underrepresented at higher levels of 

government and leadership in New Zealand. Indeed, although women’s representation in key 

sector boards and committees across the nation reached an historic high in 2017, women still 

hold 45.7% of these important positions and have yet to achieve parity in representation 

(Ministry for Women, 2018). Gender inequality remains omnipresent in contemporary New 

Zealand.  

 In addition to their underrepresentation in key leadership positions, large pay 

inequities exist between men and women in New Zealand. Indeed, women in New Zealand 

earn 12.71% less on average than their male counterparts (Pacheco, Li, & Cochrane, 2017). 

Notably, the gender pay gap is consistent across comparable periods of tenure in the same 

workplaces (Sin, Stillman, & Fabling, 2017). In terms of representation in management 

positions, although 75% of businesses have at least one woman in senior management, only 

24% of the total senior roles are held by women (Grant Thornton International Ltd, 2018). 

Accordingly, New Zealand ranks only 23rd in terms of women’s economic participation 

across nations (World Economic Forum, 2017). In summary, gender discrimination and 

inequality remain tangible concerns in New Zealand, especially in regards to economic 

participation and leadership representation.  

 To further understand the pervasiveness of sexism and gender-based discrimination in 

New Zealand, it is important to first investigate the factors associated with the endorsement 
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of sexist attitudes. Although past New Zealand-based research has revealed cohort related 

changes in sexism (Hammond, Milojev, Huang, & Sibley, 2018), as well as societal-level 

change in sexist attitudes over time (Huang, Osborne, & Sibley, 2019), little is known about 

the demographic and personality correlates of sexism in New Zealand. In other words, we 

know little about who is most likely to endorse sexism and the prevalence of such beliefs in 

the New Zealand population. 

To fill this notable gap in the literature, we utilise data from the New Zealand 

Attitudes and Values Study (NZAVS), a large-scale national probability sample of adult New 

Zealanders. We examine sexism through ambivalent sexism theory (AST; Glick & Fiske, 

1996, 2001), an innovative framework which posits that sexism encompasses two separate, 

albeit related, ideologies. The first belief system is hostile sexism (HS), an attitude indexing a 

general antipathy towards women, whereas the second ideology, benevolent sexism (BS), 

captures a superficially positive—but nonetheless patronising—view of women as pure, but 

weak and needing of protection. Together, societal-levels of these two ideologies correlate 

positively with nation-wide gender inequality (Glick et al., 2000). In other words, countries 

that endorse ambivalently sexist beliefs tend to have greater levels of inequality between 

women and men. As such, it is important to investigate the correlates of sexism in order to 

better-understand the sociodemographic roots of gender inequality. To these ends, we 

examine a range of demographic and personality correlates of sexism in New Zealand in 

order to provide a broad picture of where sexism originates in contemporary New Zealand 

society.  

Ambivalent Sexism 

 Ambivalent sexism theory (Glick & Fiske, 1996, 2001) proposes that sexism consists 

of two distinct, but complementary, attitudes towards women and women’s relationship with 

men. The first dimension is HS, which encompasses a traditional antipathy and prejudice 
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toward women. These attitudes are exemplified by the belief that women seek to usurp male 

dominance through competition and sexual gatekeeping. In contrast, BS, the second 

dimension of sexism, is distinctly positive in tone and appearance, but ultimately functions to 

subordinate women. BS is characterised by a paternalistic, albeit patronising, view of women 

as morally superior to men, but also weak and in need of men’s protection. The notion of 

inferiority exuded by BS encourages women to take on subordinate social positions and 

rewards them for their compliance (Jackman, 1994). 

 The two dimensions of ambivalent sexism work in tandem to maintain men’s 

dominance in society while motivating women to subscribe to the preservation of their 

subordinate status. This occurs through the combination of HS and BS. Those who endorse 

one ideology are likely to endorse the other (Glick & Fiske, 1996). Indeed, past research 

reveals that people’s endorsement of HS closely corresponds to their endorsement of BS 

(Sibley & Becker, 2012). Furthermore, the positive correlation between HS and BS emerges 

across nations (Glick et al., 2000) and elicits gendered stereotypes that punish women who 

violate traditional gender role expectations and rewards those who adhere to them. More 

specifically, HS is linked to negative evaluations of women who are characterised as non-

traditional or ‘bad’ (e.g., career women), whereas BS is associated with positive evaluations 

of women who adhere to traditional gender roles and are seen as ‘good’ (e.g., housewives; 

Glick, Diebold, Bailey-Werner, & Zhu, 1997). Accordingly, a study examining people’s 

attitudes toward ‘sexual subtypes’ of women revealed that men’s HS increased, whereas their 

BS decreased, in response to a ‘negative sexual subtype’ (i.e., a promiscuous woman; Sibley 

& Wilson, 2004). In contrast, men’s BS increased, but their HS decreased, in response to 

‘positive sexual subtypes’ (i.e., a chaste woman). In summary, ambivalent sexism operates in 

tandem to reward women who adhere to traditional gender roles and rejects women who are 

seen as challenging men’s dominance in society.  
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BS maintains the gender hierarchy by providing benefits to women who comply to 

traditional gender roles (Glick & Fiske, 1996; Jackman, 1994). In this sense, BS hides behind 

a façade of flattery, thereby avoiding the label of sexism and masking its negative outcomes 

(Barreto & Ellemers, 2005). Instead, the ideals of protection and chivalry conveyed through 

BS can be attractive to women, as they may be perceived as ‘romantic’ rather than insidious 

(Rudman & Heppen, 2003). Endorsing BS may also provide protection for women in the face 

of hostility. Indeed, women’s BS (but not HS) increases in response to perceptions that men 

hold negative attitudes toward women (Fischer, 2006). However, BS ultimately undermines 

women’s resistance to gender inequality (Becker & Wright, 2011) and increases their 

acceptance of the gender status quo (Hammond & Sibley, 2011). BS also undermines 

women’s reproductive rights (Huang, Davies, Sibley, & Osborne, 2016; Huang, Osborne, 

Sibley, & Davies, 2014; Osborne & Davies, 2009, 2012) and encourages the monitoring of 

pregnant women’s behaviours (Sutton, Douglas, & McClellan, 2011). Thus, although BS 

appears to afford benefits for women who conform to traditional gender roles, it maintains 

their subordination. 

Although the endorsement of BS maintains gender inequality, population levels of BS 

(and correspondingly HS) may differ by context. Indeed, past research suggests that HS and 

BS vary by context, especially with regard to national levels of gender inequality. In a cross-

national study of 19 nations, Glick and colleagues (2000) found that HS and BS correlated 

positively across cultures and that women’s HS and BS correlated with men’s endorsement of 

these attitudes. Additionally, country-level sexism was positively correlated with women’s 

BS. This suggests that BS may function as a ‘protection racket’ whereby BS endorsement 

arises from the presence of gender inequality. Echoing these findings, Brandt (2011) found 

that national levels of sexism correlate positively with gender inequality. Although a number 
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of studies demonstrate that ambivalent sexism varies across nations, we know little about 

how ambivalent sexism varies between people within New Zealand. 

Ambivalent Sexism in New Zealand 

Even though many studies have been conducted in New Zealand using ambivalent 

sexism theory, research has yet to examine the demographic and personality correlates of 

sexist attitudes. Indeed, the existing New Zealand-based literature has focussed on answering 

theoretical questions such as how BS functions to maintain gender inequality (e.g., Sibley et 

al., 2009) or how sexism affects intimate heterosexual relationships (e.g., Cross, Overall, & 

Hammond, 2016). Furthermore, prior studies have predominantly utilised undergraduate 

student samples (e.g., Sibley, Overall, & Duckitt, 2007; Sibley & Wilson, 2004; Travaglia, 

Overall, & Sibley, 2009) or non-representative adult samples (e.g., Cross, Overall, 

Hammond, & Fletcher, 2017; Sibley & Perry, 2010; Sibley, Wilson, & Duckitt, 2007). In 

order to accurately gauge levels of sexism in New Zealand, a comprehensive assessment of 

demographic and personality correlates of sexism using a nationally representative sample is 

needed. 

Past research often treats demographic factors as covariates rather than the central 

research focus. However, of the existing literature in New Zealand, a few key demographic 

factors associated with ambivalent sexism are known. For example, men are consistently 

higher than women in both BS (e.g., Study 2, Cross et al., 2016) and HS (e.g., Study 2, Cross 

et al., 2017; Sibley & Perry, 2010). Studies utilising previous waves of the NZAVS similarly 

reveal that men endorse BS and HS more than women (e.g., Fraser, Osborne, & Sibley, 2015; 

Waddell, Sibley, & Osborne, 2019). In terms of ethnic group differences, Robertson (2006) 

found that participants who identified as Māori or of Pacific nations descent were marginally 

higher in their BS relative to New Zealand Europeans. Similarly, a study utilising Time 4 of 

the NZAVS found that New Zealand Europeans had lower levels of BS and HS relative to 
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those who did not identify as New Zealand European (Radke, Hornsey, Sibley, & Barlow, 

2018). 

Given that religion may encourage traditional gender roles, people who identify with 

a religion may be higher on sexism. In terms of New Zealand-based data examining the role 

of religion, studies utilising prior waves of the NZAVS reveal that identifying with a religion 

correlates positively with both BS and HS (Fraser et al., 2015; Huang, et al., 2016). Yet data 

from the United States (US) suggests that religiosity only correlates with BS (Burn & Busso, 

2005). The inconsistencies in these results demonstrates the importance of further examining 

the relationship between religious identification and sexism across different contexts.  

Relationship status may also influence the endorsement of sexism. Indeed, BS entails 

the belief that women and men hold complementary roles in intimate relationships whereby 

men should ‘cherish and protect’ women, whereas women should emotionally care for men 

(Glick & Fiske, 1996). Notably, these beliefs permeate through intimate relationships (e.g., 

Hammond, Overall, & Cross, 2016). Accordingly, women who are in a serious romantic 

relationship tend to have lower levels of BS (Fraser et al., 2015) and HS (Waddell et al., 

2019) than do women who are single. Men in relationships also report lower HS (but not BS) 

than do their single counterparts (Fraser et al., 2015; Waddell et al., 2019). As such, people 

may differ in their endorsement of traditional gender roles depending on their relationship 

status. 

In addition to influencing beliefs about romantic relationships, ambivalent sexism is 

associated with traditional beliefs about parental roles for men and women (e.g., women as 

caregivers and men as breadwinners; Gaunt, 2013). As such, having children may foster 

traditional beliefs about gender roles. Indeed, correlational data from the US suggests that 

women with children have lower BS (but parenthood was unrelated to HS; Glick, Lameiras, 
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& Castro, 2002). In terms of New Zealand-based data, the number of children men have 

correlates positively with BS (but not HS), whereas the number of children women have 

correlates positively with both BS and HS (Huang, et al., 2014). 

Turning to socioeconomic factors, past research reveals that education (Glick et al, 

2002) and income (Carvacho et al., 2013) correlate positively with gender egalitarianism. 

Previous studies from New Zealand echo these findings and indicate that education is 

negatively (Fraser et al., 2015), whereas neighbourhood-level deprivation is positively 

(Radke et al., 2018), correlated with BS and HS. In terms of income, a non-representative 

New Zealand-based study revealed that personal income correlated negatively with BS (but 

not HS) for men, whereas personal income correlated negatively with both BS and HS for 

women (Sibley & Perry, 2010). Collectively, these results suggest that education and 

socioeconomic status correlate positively with egalitarian beliefs about men and women.  

In addition to socioeconomic factors, the endorsement of HS and BS may vary by age. 

Indeed, cross-sectional data from New Zealand reveals that age is positively associated with 

BS (Fraser et al., 2015; Radke et al., 2018; Sibley & Perry, 2010), but negatively associated 

with HS (Fraser et al., 2015). In a more comprehensive investigation, Hammond and 

colleagues (2018) utilised an age-based cohort-sequential latent growth model to examine 

developmental changes in sexism across time and age. They found that, for both men and 

women, HS decreased over time for most age groups. Conversely, BS decreased as a function 

of age in women, but increased for men. Thus, HS appears to decrease as people age, but BS 

may only decrease over time for women. 

Finally, personality traits may be associated with gender role attitudes. Past research 

reveals that openness to experience correlates negatively with Social Dominance Orientation 

(SDO; Pratto, Sidanius, Stallworth, & Malle, 1994) and Right-Wing Authoritarianism (RWA; 
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Altemeyer, 1998). Given that SDO and RWA correlate positively with traditional gender role 

attitudes (e.g., Christopher & Mull, 2006; Sibley, Wilson, & Duckitt, 2007), some personality 

traits may also correlate with HS and BS. For example, lower neuroticism, agreeableness, and 

honesty-humility are associated with SDO (Sibley & Duckitt, 2009; Sibley, Harding, Perry, 

Asbrock, & Duckitt, 2010). Similarly, lower conscientiousness and higher honesty-humility 

are correlated with RWA. As such, these personality traits may also be correlated with HS 

and BS. 

Overview of the present study 

 In this paper, we present a comprehensive analysis of the demographic correlates of 

sexism in New Zealand using the ambivalent sexism inventory (Glick & Fiske, 1996). As far 

as we know, this study constitutes the most comprehensive, representative, and extensive 

analysis of demographic differences in BS and HS in the New Zealand population to date. In 

doing so, we will be able to establish baseline levels of sexism in New Zealand, as well as 

demonstrate which demographic factors independently correlate with the endorsement of BS 

and HS. Specifically, we analyse scores from a short-form version of the ambivalent sexism 

Inventory using data from the eighth wave of the NZAVS, a nationally representative sample 

of nearly 22,000 New Zealand adults collected in 2016/17. Establishing these results in a 

nationally representative sample of New Zealanders will help to facilitate further cross-

cultural comparisons of demographic factors associated with the endorsement of ambivalent 

sexism.  

 In estimating to correlates of sexism, we examine the following demographic factors: 

gender, age, ethnicity, socioeconomic status, employment status, relationship status, parental 

status, religious affiliation, and neighbourhood density. We also examine the relationships 

between the big-six personality factors and sexism. Although the big-six has been used to 

examine predictors of generalised prejudice (e.g., Sibley et al., 2010), they have not been 
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formally examined with regard to endorsement of sexism. The present study thus provides 

new insights into how personality can be directly related to support or opposition toward 

attitudes associated with gender relations (i.e., BS and HS). 

Method 

Sampling Procedure 

 Data came from wave eight (Time 8) of the NZAVS, a nation-wide longitudinal panel 

study of New Zealand adults. The initial Time 1 (2009) sample was randomly sampled from 

the 2009 New Zealand Electoral Roll. To address sample attrition (and to increase sample 

size and sample representativeness), booster sampling was conducted in later waves (Time 4 

[2011/12], Time 5 [2013/14], and Time 8 [2016/17]; for an analysis of systematic sample 

attrition in the NZAVS, see Satherley et al., 2015). Participants were also recruited from an 

unrelated survey featured on a New Zealand news website in Time 3 (2011). We use Time 8 

in the current study, as this was the most recent completed wave of data collection with the 

largest sample size to date. 

Participants  

 Participants for the current study were New Zealand adults from the eighth wave 

(2016/17) of the NZAVS (N = 21,924). In terms of the demographic composition of our 

sample, 62.7% were women and 37.3% were men. The average age of our sample was 49.62 

(SD = 13.92) and ranged from 18 to 97 years. In terms of ethnic identification, 88.8% of the 

sample identified as New Zealand European, 11.3% identified as Māori, 2.6% identified as of 

Pacific nations descent, and 4.6% identified as of Asian descent. Participants were able to 

identify with more than one ethnic group.  

 As for socioeconomic status, most of our sample were employed (78.2%) and had a 

median household income of NZ$90,000 (M = 109,226.53, SD = 100,529.65). In terms of 
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educational attainment, 3.3% had attained no qualifications, 28.9% completed or partially 

completed secondary school, 20.4% attained a post-secondary school non-Bachelors 

qualification, 25.7% attained a Bachelor’s degree (or equivalent), and 21.7% attained a level 

of post-graduate tertiary qualification. The average degree of area-level socioeconomic 

deprivation was 4.67 (SD = 2.75; 1 [least deprived] to 10 [most deprived]; Atkinson, 

Salmond, & Crampton, 2014). Participants’ average socioeconomic status (SES) was 54.20 

(SD = 16.28; 10 [lowest SES] to 90 [highest SES]; Fahy, Lee, & Milne, 2017). 

 Turning to other demographic factors, 75.2% of our participants were in a serious 

romantic relationship, 73.3% were parents, 38.2% identified with a religion, and 65.0% 

resided in an urban (as opposed to rural) region.  

Measures 

 The present study examined demographic and personality correlates of ambivalent 

sexism. Our variables included a series of demographic variables including gender, age, age-

squared, ethnicity (Māori, Pacific nations descent, and Asian nations descent), household 

income, area-level deprivation (Atkinson et al., 2014), education (New Zealand 

Qualifications Authority, 2012), socioeconomic status (Fahy et al., 2017), employment status, 

relationship status, parental status, religious affiliation, and whether people lived in an urban 

or rural region. We also included the Bix-Six personality factors as psychological correlates 

of ambivalent sexism. Finally, we included BS and HS (Glick & Fiske, 1996) as outcome 

variables in our model. Ambivalent sexism and the big-six personality dimensions were 

measured on Likert scales with anchors at 1 (Strongly Disagree) to 7 (Strongly Agree).  

Ambivalent Sexism.  

Ten items from the 22-item Ambivalent Sexism Inventory (Glick & Fiske, 1996) were 

used to measure BS and HS, with five items per scale. Example items included “Women, 
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compared to men, tend to have greater moral sensibility” for BS (α = .745), and “Women 

seek to gain power by getting control over men” for HS (α = .840).  

Big-six Personality Factors.  

Twenty-four items from the Mini-IPIP6 scale (Sibley et al., 2011) were used to assess 

personality, with four items for each of the six personality dimensions. Example items 

included “Am the life of the party” for Extraversion (α = .754), “Sympathize with others' 

feelings” for Agreeableness (α = .711), “Often forget to put things back in their proper place” 

for Conscientiousness (α = .679), “Have frequent mood swings” for Neuroticism (α = .722), 

“Have a vivid imagination” for Openness to Experience (α = .706), and “Feel entitled to more 

of everything” for Honesty-Humility (α = .769).  

Results 

Missing data 

Missing data for exogenous variables were estimated using Rubin’s (1987) procedure 

for multiple imputation with parameter estimates averaged across 1,000 datasets (thinned 

using every 200th iteration). Cases with missing data for the items assessing sexism (the 

endogenous measures) were estimated using Full Information Maximum Likelihood.  

Focal Analyses 

A summary of the bivariate correlations and descriptive statistics for all variables are 

summarised in Table 1. Overall, New Zealanders expressed moderately low endorsement of 

HS, as reflected by an average level of support that was below the mid-point of our scale (M 

= 2.941, SD = 1.261). In contrast, our sample expressed moderate levels of support for BS (M 

= 3.713, SD = 1.217). Nevertheless, the average level of support for BS was slightly below 

the mid-point of our scale.
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Table 1. Descriptive statistics and bivariate correlations across all measures for Study 1 (N = 21,924). 

 M SD 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 

1. Gendera .373 .484 ---          

2. Age 49.617 13.923 .099** ---         

3. Māori ethnicityb .113 .316 -.033** -.035** ---        

4. Pacific ethnicityc .026 .160 -.013 -.059** .015 ---       

5. Asian ethnicityd .046 .209 -.015 -.118** -.051** .018 ---      

6. Household income (log) 11.269 1.046 .051** -.051** -.081** -.032** -.033** ---     

7. Deprivatione 4.667 2.747 -.024** -.036** .168** .112** .017 -.248** ---    

8. Educationf 5.277 2.745 -.054** -.139** -.105** -.027** .094** .226** -.159** ---   

9. Socioeconomic statusg 54.205 16.281 -.080** -.033** -.073** -.032** .040** .269** -.168** .580** ---  

10. Employment statush .782 .413 .043** -.240** -.026** -.010 .006 .304** -.076** .147** .108** --- 

11. Relationship statush .752 .432 .068** .070** -.078** -.037** -.018** .323** -.187** .076** .107** .098** 

12. Parental statush .733 .442 .002 .440** .028** -.026** -.068** .096** -.054** -.080** .008 -.050** 

13. Religious affiliationh .382 .486 -.045** .138** .029** .089** .075** -.049** .044** -.002 .007 -.061** 

14. Urban vs. rurali .650 .477 .008 -.098** -.068** .077** .123** .108** -.127** .163** .151** .032** 

15. Extraversionj 3.908 1.173 -.053** -.024** .030** .015 -.027** .076** -.044** .032** .056** .053** 

16. Agreeablenessj 5.340 .961 -.281** .015 -.039** -.027** -.020* .025** -.047** .112** .118** -.007 

17. Conscientiousnessj 5.075 1.035 -.092** .091** -.003 .008 .011 .068** -.055** -.012 .020* .016 

18. Neuroticismj 3.468 1.135 -.137** -.209** -.005 .004 .026** -.065** .045** -.022* -.038** -.014 

19. Opennessj 4.927 1.113 .064** -.119** -.010 -.005 -.001 .049** -.036** .233** .144** .055** 

20. Honesty-humilityj 5.344 1.198 -.120** .172** -.063** -.051** -.074** -.005 -.041** .094** .076** -.064** 

21. Benevolent sexismj 3.713 1.217 .155** .117** .106** .083** .072** -.114** .119** -.282** -.224** -.077** 

22. Hostile sexismj 2.941 1.261 .230** .058** .062** .058** .084** -.105** .100** -.263** -.224** -.051** 
Note. *p < .005, ** p < .001 
a Dummy-coded; 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e Area-level deprivation; 1 = least deprived, 10 = most deprived 
g Socioeconomic status (SES); 10 = lowest SES, 90 = highest SES 
h 0 = no, 1 = yes 
i 0 = rural, 1 = urban 
j 1 = Strongly Disagree, 7 = Strongly Agree
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Table 1. (continued). Descriptive statistics and bivariate correlations across all measures for Study 1 (N = 21,924). 

 11. 12. 13. 14. 15. 16. 17. 18. 19. 20. 21. 22. 

11. Relationship statush ---            

12. Parental statush .290** ---           

13. Religious affiliationh -.011 .087** ---          

14. Urban vs. rurali -.045** -.117** -.004 ---         

15. Extraversionj .060** .060** .024** .013 ---        

16. Agreeablenessj .027** .046** .077** .032** .199** ---       

17. Conscientiousnessj .085** .093** .042** -.013 .053** .115** ---      

18. Neuroticismj -.067** -.125** -.027** .027** -.144** -.035** -.180** ---     

19. Opennessj -.005 -.090** -.055** .075** .189** .220** -.029** -.036** ---    

20. Honesty-humilityj .048** .073** .011 -.044** -.079** .216** .095** -.162** .076** ---   

21. Benevolent sexismj -.020* .104** .171** -.092** -.009 -.118** .034** -.013 -.212** -.232** ---  

22. Hostile sexismj -.049** .023* .084** -.070** -.054** -.282** -.019 .031** -.209** -.267** .449** --- 

Note. *p < .005, ** p < .001 
h 0 = no, 1 = yes 
i 0 = rural, 1 = urban 
j 1 = Strongly Disagree, 7 = Strongly Agree 
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To examine the demographic and personality correlates of sexism, we conducted a 

regression model using Mplus v. 8.0 (Muthén & Muthén, 2017) in which demographic and 

personality scores were simultaneously entered as predictors of BS and HS. BS and HS were 

estimated as latent variables, each with the five manifest item scores as indicators. The model 

was estimated using Maximum Likelihood with robust estimation of standard errors. Due to 

the large sample size, we employed a more stringent p-value of < .005 to ascertain statistical 

significance. The results of our regression are summarised in Table 2. 

In terms of correlates of BS, men had higher levels of BS relative to women (B = 

0.282, p < .001). In addition, there was a significant positive correlation between BS and age 

(B = 0.007, p < .001), as well as our quadratic function of age (B = 0.000, β = .034, p < .001). 

As shown in Figure 1, the strength of the correlation between age and BS increased at older 

(relative to younger) ages. Additional analyses revealed that (a) living in an area with greater 

socioeconomic deprivation (B = 0.015, p < .001), (b) being a parent (B = 0.109, p < .001), 

and (c) identifying with a religion (B = 0.250, p < .001) correlated positively with BS. In 

contrast, (a) household income (B = -0.039, p < .001), (b) education (B = -0.057, p < .001), 

(c) socioeconomic status (B = -0.005, p < .001), and (d) living in an urban (as opposed to 

rural) area (B = -0.081, p < .001) correlated negatively with BS. In terms of ethnic group 

differences, those who identified as Māori (B = 0.207, p < .001), of Pacific nations descent (B 

= 0.394, p < .001), and of Asian descent (B = 0.489, p < .001) had higher levels of BS than 

did New Zealand Europeans. Employment status and relationship status, however, were not 

significantly associated with BS (ps > .05). Finally, of the big-six personality dimensions, 

conscientiousness was positively (B = 0.039, p < .001), whereas openness (B = -0.152, p < 

.001) and honesty-humility (B = -0.174, p < .001) were negatively, associated with BS. 

Extraversion, agreeableness, and neuroticism were not correlated with BS (ps > .05).  
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Table 2. Regression models of demographic and personality factors predicting BS and HS for 

Study 1 (N = 21,924). 

Note. *p < .005, **p < .001. Estimated using Maximum Likelihood with Robust standard 

errors. Fit indices: Loglikelihood = -367830.183, AIC = 735806.366, BIC = 736390.025, R2
BS 

= 0.267, R2
HS = 0.289 

a 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e Area-level deprivation; 1 = least deprived, 10 = most deprived 
g Socioeconomic status (SES); 10 = lowest SES, 90 = highest SES 
h 0 = no, 1 = yes 
i 0 = rural, 1 = urban 
j 1 = Strongly Disagree, 7 = Strongly Agree

 Benevolent Sexism  Hostile Sexism 

 B SE β z  B SE β z 

Gendera  0.282 0.015 .137  18.250** 
  0.466 0.017  .196  26.773** 

Age  0.007 0.001  .099  11.516**   0.003 0.001  .041   5.067** 

Age2  0.000 0.000  .034   4.296**   0.000 0.000  .017   2.152 

Māori ethnicityb  0.207 0.023  .065   9.100**   0.099 0.026  .027   3.840** 

Pacific ethnicityc  0.394 0.048  .063   8.247**   0.249 0.054  .035   4.571** 

Asian ethnicityd  0.489 0.036  .102  13.697**   0.531 0.040  .097  13.167** 

Household income (log) -0.039 0.009 -.041  -4.457**  -0.032 0.010 -.029  -3.359** 

Deprivatione  0.015 0.003  .041   5.565**   0.015 0.003  .035   4.873** 

Educationf -0.057 0.003 -.156 -17.029**  -0.062 0.004 -.148 -16.817** 

Socioeconomic statusg -0.005 0.001 -.074  -8.529**  -0.005 0.001 -.071  -8.518** 

Employment statush -0.022 0.019 -.009  -1.160  -0.022 0.021 -.008  -1.054 

Relationship statush -0.029 0.018 -.012  -1.554  -0.061 0.020 -.023  -2.999* 

Parental statush  0.109 0.019  .048   5.766**   0.037 0.021  .014   1.811 

Religious affiliationh  0.250 0.015  .121  16.973**   0.212 0.016  .090  13.298** 

Urban or Rurali -0.081 0.015 -.039  -5.398**  -0.093 0.016 -.039  -5.685** 

Extraversionj  0.011 0.006  .013   1.707   0.007 0.007  .007   0.963 

Agreeablenessj -0.020 0.009 -.019  -2.313  -0.191 0.010 -.160 -19.659** 

Conscientiousnessj  0.039 0.007  .041   5.494**   0.032 0.008  .029   4.037** 

Neuroticismj  0.005 0.007  .006   0.744   0.027 0.007  .027   3.691** 

Openness to experiencej -0.152 0.007 -.170 -21.241**  -0.132 0.008 -.128 -16.767** 

Honesty-humilityj -0.174 0.007 -.209 -25.844**  -0.197 0.007 -.206 -26.747** 
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Figure 1. Curve illustrating the quadratic effect of age on BS, adjusting for other demographic and personality variables for Study 1. Error bars 

represent standard errors. 
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Turning to our model predicting HS, men endorsed HS more than women (B = 0.466, 

p < .001). Additionally, (a) age (B = 0.003, p < .001), (b) living in deprived area (B = 0.015, p 

< .001), and (c) identifying with a religion (B = 0.212, p < .001) correlated positively with 

HS. Conversely, (a) household income (B = -0.032, p = .001), (b) education (B = -0.062, p < 

.001), (c) socioeconomic status (B = -0.005, p < .001), (d) being in a relationship (B = -0.061, 

p < .001), and (e) living in an urban (as opposed to rural) area (B = -0.093, p < .001) 

correlated negatively with HS. In terms of ethnic group differences, people who identified as 

Māori (B = 0.099, p < .001), of Pacific nations descent (B = 0.249, p < .001), and of Asian 

descent (B = 0.531, p < .001) had higher levels of HS relative to New Zealand Europeans. 

Unlike with our model predicting correlates of BS, there was no significant quadratic effect 

of age for HS (p > .05). In addition, there were no significant effects of employment, nor 

parental, status on HS (ps > .05). In terms of personality correlates, conscientiousness (B = 

0.032, p < .001) and neuroticism (B = 0.027, p < .001) correlated positively, whereas 

agreeableness (B = -0.191, p < .001), openness (B = -0.132, p < .001), and honesty-humility 

(B = -0.197, p < .001) correlated negatively, with HS. Extraversion, however, was not 

significantly associated with HS (p > .05).   

Discussion 

 Although often at the forefront of gender equality, sexism is still rife in New Zealand. 

To these ends, the present study provided the first comprehensive assessment of the 

demographic and personality factors associated with BS and HS in New Zealand. We also 

identified New Zealand’s baseline level of sexism. Accordingly, New Zealanders expressed 

moderately low levels of HS—results that are comparable to similarly gender egalitarian 

Western nations such as Germany, the United States, England, and Australia (Glick et al., 

2000). Notably, contemporary levels of HS appear to be lower than they were over a decade 

ago (e.g., see Brandt, 2011), although the aforementioned prior work utilised a slightly 
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different measure of HS rendering direct comparisons difficult. Nevertheless, these results are 

in line with past research on longitudinal change in sexism which suggested that HS 

decreased between 2009–2016 (Huang et al., 2019).  

Turning to our results for BS, New Zealanders expressed generally moderate levels of 

support for patronising beliefs about women including the idea that women are weak and in 

need of protection. Again, New Zealanders’ levels of BS were similar to comparable Western 

nations such as Germany and the United States (Glick et al., 2000). However, unlike HS, past 

research reveals that several nations express even lower levels of support for BS than is seen 

in New Zealand. These results suggest that, although New Zealand has low levels of hostile 

attitudes toward women, patronising attitudes toward women may remain quite resistant to 

change (see also Hammond et al., 2018).  

 Moving onto the demographic correlates of HS, we found that men expressed greater 

endorsement of HS relative to women. This is consistent with research from New Zealand 

(e.g., Sibley & Becker, 2012), as well as past cross-national research that suggests that 

women are lower on HS than men (Glick et al., 2000). Consistent with past research in New 

Zealand, older people were higher on HS (Hammond et al., 2018). We also found that having 

lower education and being single were factors associated with greater HS. These results are 

consistent with the international literature, which suggests education (Glick, et al., 2002) and 

marital status (Harnois, 2017) were factors related to attitudes toward gender equality and 

hostile views toward women. Additionally, we found that household income and 

socioeconomic status correlated negatively, whereas the amount of deprivation in one’s 

neighbourhood correlated positively, with HS. These results are somewhat consistent with 

past data from New Zealand revealing a negative correlation between personal income and 

HS (Sibley & Perry, 2010). Finally, we found that living in a rural area was associated with 

greater support for HS, a previously unexplored finding.  
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 In terms of demographic factors associated with BS, women endorsed these attitudes 

to a lesser degree than their male counterparts. This finding is consistent with past research 

showing that, in nations where gender equality is high (such as New Zealand), women 

endorse BS less than men (Glick et al., 2000). Additionally, we found a quadratic effect of 

age. Specifically, the oldest participants in our sample expressed the most support for HS. 

This is consistent with past research using the NZAVS, as Hammond and colleagues (2018) 

observed that age had a U-shaped association with HS in New Zealand.  

Turning to other demographic factors, we found that educational attainment, being 

religious, and living in a rural area correlated positively with BS. These results echo the 

findings observed in the international literature which suggest that lower education (Glick et 

al., 2002), higher religiosity (Burn & Busso, 2005), and living in the US South (Powers et al., 

2003) correlate with the endorsement of traditional gender roles for women. Additionally, we 

found that having a lower household income, living in a more deprived neighbourhood, being 

of a lower socioeconomic status, and being a parent correlated with greater support for BS. 

These results are consistent with previous data from New Zealand which has suggested that 

lower personal income (Sibley & Perry, 2010), living in a more deprived area (Radke et al., 

2018), and having more children (Huang et al., 2014), correlate positively with BS. 

Although many of our findings are consistent with the international literature, a few of 

our results are inconsistent with past research. For example, we found that religious people 

expressed greater HS, whereas some international research has suggested that religiosity is 

associated with BS but not HS (e.g., Burn & Busso, 2005; Glick et al., 2002). Additionally, 

our finding that identifying with a non-European ethnicity is related to greater endorsement 

of HS and BS is consistent with previous data in New Zealand (e.g. Radke et al., 2018). 

However, research from the US reveals that non-Hispanic Black men, a minority group, are 

more aware of gender inequality than whites (Harnois, 2017). These inconsistencies may be 
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attributed to cultural differences between minorities in the US and New Zealand in the 

understanding of gender relations. 

 Turning to personality correlates, a few big-six factors correlated with BS and HS. 

Starting with HS, both conscientiousness and neuroticism had moderately small positive 

correlations with hostile attitudes toward women. We also found that agreeableness, 

openness, and honesty-humility had comparatively stronger negative associations with HS. 

These results complement related work revealing that agreeableness, honesty-humility, and 

openness correlate negatively with SDO (Sibley & Duckitt, 2009; Sibley et al., 2010). In 

other words, people with a greater tendency toward conflict, lower tolerance of new ideas, 

and a propensity for taking advantage of others also seem to have more hostile beliefs about 

women. 

One unexpected result to emerge from our analyses was that neuroticism correlated 

positively with HS. In other words, those who are more emotionally vulnerable expressed 

greater endorsement for HS. These results contradict past research which has found that 

neuroticism correlates negatively with SDO, a construct associated with prejudice towards 

groups like feminists (Sibley et al., 2010). However, it is important to note that the 

association between neuroticism and SDO (or RWA) has been weak or inconsistent in past 

research (see Duckitt & Sibley, 2017). Given the unique mutually interdependent relationship 

that women and men have in society (Glick & Fiske, 1996), the association between 

neuroticism and endorsement of hostility toward women may differ from attitudes toward 

other social groups. Thus, it would be interesting to explore the relationship between 

neuroticism and hostility toward women in future research.  

Regarding the personality correlates of BS, we found a moderately small positive 

association between conscientiousness and BS. Our results also revealed that openness and 
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honesty-humility correlated negatively with BS. These findings are consistent with past 

research showing that openness and honesty-humility correlate negatively, whereas 

conscientiousness correlates positively, with RWA (Sibley & Duckitt, 2009; Sibley et al., 

2010)—a construct associated with favouring tradition, as well as BS (Sibley et al., 2007). To 

summarise, BS was associated with an aversion to new ideas (low openness), a preference for 

order (high conscientiousness), and a proclivity toward the exploitation of others (low 

honesty-humility). 

Limitations, Implications, and Future Directions 

 Although our study provides a comprehensive first insight into the demographic and 

personality factors associated with the endorsement of sexist attitudes in New Zealand, a few 

limitations still remain. Due to limits with the statistical software that we used to conduct our 

analyses (Mplus 8.0; Muthén & Muthén, 2017) and our decision to utilise multiple imputation 

to address missing data, we were unable to apply sample weights to our analyses. Although 

the NZAVS generally captures the demographic make-up of New Zealand, the study 

nonetheless slightly oversamples women and undersamples people of Pacific and Asian 

descent, younger and older people, and those living in areas with greater deprivation (Sibley, 

2014). Given that both BS and HS correlated with the aforementioned demographic factors, 

the magnitude of some of these associations should be treated with caution.  

Despite the possible limitations in the representativeness of our sample, our study 

provides a critical starting point for future cross-national research on sexism. Past research 

examining cross-national differences in ambivalent sexism either excluded New Zealand 

(Glick et al., 2000) or used proxy measures for HS (Brandt, 2011). Additionally, given that 

cultural and social attitudes toward gender equality change over time (see Huang et al., 

2019), cross-national changes in gender egalitarianism may be an interesting direction for 

future research. As indices of gender equality correlate with sexist attitudes (see Glick et al., 
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2000), formally examining changes in sexism with relation to changes in gender equality 

indices could provide further insight into the interwoven relationship between attitudes and 

tangible levels of gender equality.  

Considering the relationship between sexist attitudes and within-nation gender 

inequality (Brandt, 2011; Glick et al., 2000), it is important to reflect on the relationship 

between people’s levels of sexism and areas of gender disparity in New Zealand. As women 

remain under-represented across leadership roles in New Zealand (Ministry for Women, 

2018), sexism may be a barrier to gender parity in leadership and in the workforce. For 

example, past research suggests that HS is associated with less favourable evaluations of 

women applying for managerial or leadership positions (Masser & Abrams, 2004; Sakallı-

Uğurlu & Beydogan, 2002). Furthermore, research reveals that male managers are less likely 

to assign challenging tasks to female employees, thereby limiting women’s job advancement 

opportunities (King et al., 2012). This is particularly notable, as our results demonstrate that 

men endorse BS more than women. Given that men occupy the majority of senior leadership 

and managerial roles in New Zealand (Grant Thornton International Ltd, 2018), the 

obstructive effects of BS on women’s occupational advancement may be quite pronounced. 

In summary, mean levels of sexism may have tangible implications for gender inequality in 

New Zealand. 

Finally, given the colonial history of New Zealand, the intersection between gender 

and racism must be acknowledged. Māori women have been historically marginalised by 

Pākehā (Johnston & Pihama, 1994). Specifically, colonisation led to the pervasive view that 

Māori women were inferior to Pākehā and Māori men (as well as Pākehā women)—a harmful 

belief that has filtered down to contemporary society. As such, although the present research 

examines an overall traditional and oppositional view of women, the unique experiences of 
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sexism and institutions of gender inequality for Māori women should be considered in light 

of our findings. 

Concluding Comments 

 This study provides the first comprehensive and systematic examination of the 

demographic and personality correlates of sexism in New Zealand. To these ends, we 

identified a series of reliable demographic correlates of BS and HS, including gender, 

ethnicity, income, area-level deprivation, educational attainment, socioeconomic status, 

religious affiliation, and population density. We also found that relationship status correlated 

negatively with HS (but not BS), whereas parental status correlated positively with BS (but 

not HS). In terms of personality factors, honesty-humility, agreeableness, and openness 

correlated negatively, whereas conscientiousness and neuroticism correlated positively, with 

HS. For BS, honesty-humility and openness correlated negatively, but conscientiousness 

correlated positively, with BS. These results highlight important factors that may impact how, 

and the degree to which, New Zealanders subscribe to benevolent (albeit patriarchal) and 

hostile views toward women. These factors help facilitate our understanding of the obstacles 

to overcoming the remaining disparities between women and men in New Zealand.  
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Bridging Statement 

In the preceding section, I established the baseline levels of sexism in the present day 

as well as the demographic and personality correlates of sexism in New Zealand. Notably, 

mean levels of both HS and BS were below the mid-point of the scale, suggesting that New 

Zealanders are generally egalitarian in their views toward gender relations. However, a few 

key demographic and personality factors were nonetheless identified as correlates of sexism. 

Men, relative to women, endorsed HS and BS to a greater degree, as did those who were 

older, less affluent, less educated, identified with a religion, living in a rural area, more 

conscientious, less open, and having lower honesty-humility. Collectively, these findings 

suggest that New Zealanders are liberal in their attitudes towards women. Of particular 

interest is the finding that BS, a superficially positive attitude which nonetheless bolsters 

gender equality, also did not receive outstanding support.  

Whereas the prior section established the dispositional qualities that contribute to 

sexist attitudes, the following section addressed how environmental factors, such as gradual 

change in social norms regarding sexist attitudes, may result in changing attitudes within 

individuals over time. Specifically, I aimed to establish whether gender role attitudes across 

the New Zealand population have changed in recent years. In addition to investigating if 

normative beliefs about gender relations are changing (rather than stagnated), I investigated 

the directionality of these attitudinal shifts. Research from the previous four decades has 

suggested that gender role attitudes can become more egalitarian as society’s priorities and 

values change over time (e.g., Brewster & Padavic, 2000; Brooks & Bolzendahl, 2004; 

Gubernskaya, 2010). Furthermore, past research from Western nations similar to New 

Zealand has also suggested that despite rapid decreases in conservative gender role attitudes 

in the 1970s and 1980s, changes in attitudes in subsequent decades remains relatively 

unclear. Specifically, research has suggested that shifts towards greater egalitarianism has 
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slowed down (Cotter, Hermsen, & Vanneman, 2011) whereas other studies have suggested a 

complete stop in attitude change (Van Egmond, Baxter, Buchler, & Western, 2010).  

Study 2 aimed to address this inconsistency as well as provide the first examination of 

change in sexism over time in New Zealand. It assessed the direction and rate of change in 

the endorsement of HS and BS using seven waves of a nationally representative panel sample 

of New Zealanders (2009–2016).9 Specifically, the study utilised latent growth modelling and 

autoregressive cross-lagged structural equation modelling to assess the rate of change in 

sexism across New Zealand as well as the rank-order stability of the construct. Together, 

these findings attempt to illuminate how overall gender role attitudes may change or remain 

stable over time, especially as a response to normative population-level change in attitudes. 

Establishing this provides greater insight into how ingrained social attitudes, such as that of 

the endorsement of a gender hierarchy, can change over time.  

This study is based on the author’s copy of the manuscript that was submitted to 

Social Psychology and Personality Science. This study was published in 2019 and was 

written for an international audience with a focus on psychological research. The following 

work will use the pronoun ‘we’ to reflect the collective contributions of myself and my co-

authors (Osborne & Sibley) to this work. Finally, in a similar vein to the previous section, 

this paper is replicated here as submitted, with only minor formatting and typographical 

changes. As such, there may be repetition within this paper from the previous chapter. 

  

 
9 Due to differences in publishing times and the availability of data due to the longitudinal and omnibus nature 

of the NZAVS, the following paper uses data from time points prior to the paper presented previously.  
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Study Two: The Gradual Move Toward Gender Equality: A 7-Year Latent Growth 

Model of Ambivalent Sexism 

 

The following article is the author’s copy of a manuscript published online in the journal 

Social Psychology and Personality Science © 2019 SAGE Publications. 

 

Huang, Y., Osborne, D., & Sibley, C. G. (2019). The gradual move towards gender equality: 

A seven-year latent growth model of ambivalent sexism. Social Psychological and 

Personality Science, 10(3), 335–344. doi: 10.1177/1948550617752472 
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Abstract 

Sexist ideologies maintain and reinforce gender inequality, yet the stability of these belief 

systems is unknown. We addressed this oversight by examining changes in men’s and 

women’s hostile sexism (HS) and benevolent sexism (BS)—complementary gender-based 

belief systems respectively rooted in punitive and protective (albeit restrictive) attitudes 

toward women—using seven annual waves of longitudinal panel data (N = 15,626).  

Autoregressive cross-lagged models examined the rank-order stability of BS and HS, whereas 

latent growth models examined mean-level changes in both ideologies, for men and women 

from 2009-2016. Results indicated that both BS and HS demonstrated high levels of rank-

order stability across time for men and women. Nevertheless, women and men experienced 

mean-level curvilinear decreases in HS characterised by initial sharp declines that decelerated 

over time. Conversely, women’s mean-level BS initially declined slowly before gradually 

accelerating, whereas men’s mean-level HS decreased linearly. Together, these results 

indicate that sexism decreased over time. 

 

Keywords: ambivalent sexism, gender inequality, latent growth modeling, longitudinal, 

stability 
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The gradual move towards gender equality: A seven-year latent growth model of 

ambivalent sexism 

Support for gender equality has gradually increased across the globe in recent decades 

(World Economic Forum, 2017). As the first country to establish women’s suffrage (and a 

nation that has had three female prime ministers), New Zealand (the location of the current 

study) has been at the forefront of this change. More recently, women in New Zealand have 

experienced an increase in economic opportunities and political engagement (World 

Economic Forum, 2017). Nevertheless, the gender wage gap persists (Statistics New Zealand, 

2014) and women continue to be under-represented in leadership positions (Human Rights 

Commission, 2015). Thus, there is an apparent paradox between the rise in support for 

egalitarianism and the fact that women remain disadvantaged in society. Because national 

sexism levels have been linked with gender inequality across countries (Brandt, 2011; Glick 

et al., 2000), it is important to examine changes in population-level endorsements of sexism. 

Accordingly, the current study aimed to track the rank-order stability of, and mean-level 

changes in, sexism from 2009-2016 using a nation-wide panel sample of New Zealanders. 

Gender role attitudes experienced a sharp turn towards egalitarianism in the 1970s 

across multiple Western nations (Brewster & Padavic, 2000; Brooks & Bolzendahl, 2004; 

Gubernskaya, 2010). Although the increase in support for gender equality was stronger 

among women than it was for men (J. Scott, 2008; Twenge, 1997), the overall decline in 

sexism may have subsided in recent years. Indeed, the increase in support for gender equality 

started to plateau between the 1980s-1990s (Brewster & Padavic, 2000), and further flattened 

from the 1990s-2000s (Cotter, Hermsen, & Vanneman, 2011; Cunningham, 2008). Data from 

Australia echo this trend as support for gender equality plateaued from 1986-2005 (Van 

Egmond, Baxter, Buchler, & Western, 2010).  

One explanation for why attitude change has stagnated is that traditional gender role 
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attitudes, especially those surrounding the domestic division of labour, have rebounded over 

the last few decades (J. Scott, 2008). Cross-national research has suggested that, in recent 

times, as nations approached greater political and occupational gender parity, support for 

traditional gender roles within the home also increased (Yu & Lee, 2013). Accordingly, the 

reason support for gender egalitarianism has not continued to rise may be due to increased 

support for traditionalism. Indeed, although support for egalitarianism steadily increased in 

recent decades among US adults, attitudes held by high school students have become more 

conservative since the 1990s (Donnelly et al., 2015). Together, these data suggest that the 

trajectory of change in support for gender equality is unclear. 

Differences in socio-political contexts may have affected whether or not nations 

experienced changes in egalitarianism. Braun and Scott (2009) found that, while some 

Western nations like Denmark and Norway experienced steady increases in support for 

gender equality, other countries including the US and the UK saw these changes level off. 

Given the relevance of context in how (or if) gender role attitudes change, it is critical to 

determine whether sexism is changing in various contexts, especially in under-researched 

countries like New Zealand. 

 Many measures have been used to assess changes in gender role attitudes, including 

endorsement of non-traditional domestic roles (e.g., stay-at-home fathers) or support for 

women’s employment (e.g., Brewster & Padavic, 2000). Collectively, this literature has 

demonstrated that attitudes toward women are multifaceted. Accordingly, ambivalent sexism 

sheory (Glick & Fiske, 1996, 2001) posits that gender role attitudes fall into two 

complementary dimensions which operate together to justify gender inequality. Whereas 

hostile sexism (HS) portrays women as inferior and manipulative, benevolent sexism (BS) 

paints a superficially positive, albeit patronising, view of women as precious and in need of 

protection. Due to its superficially positive tone, BS is often not seen as prejudice (Barreto & 
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Ellemers, 2005). People rate BS more positively than they do HS (Kilianski & Rudman, 

1998) and, although women support BS and HS less than do men (Sibley & Becker, 2012), 

gender differences are smaller for BS than they are for HS (Glick & Fiske, 2001). 

Nevertheless, despite its compassionate façade, BS is negatively correlated with support for 

women’s rights (Huang, Davies, Sibley, & Osborne, 2016) and is positively correlated with 

blaming victims of sexual assault (Viki & Abrams, 2002). Thus, BS and HS are correlated, 

albeit distinct, constructs that collectively undermine women’s rights across cultures (Glick et 

al., 2000).  

Current Study 

Most research on sexism has been conducted in the US and Europe (e.g., Brewster & 

Padavic, 2000; Gubernskaya, 2010), with data specific to New Zealand being mostly absent 

from the literature. Because New Zealand has been at the forefront of the movement towards 

gender equality, the neglect of New Zealand-based research on changes in societal-levels of 

BS and HS represents a substantial oversight in the literature. Moreover, extant research has 

predominately used cross-sectional data to examine mean-level changes between time points. 

As such, the extent to which gender role attitudes change over time within the same person is 

unclear. Additionally, data on the rank-order stability of gender role attitudes has also been 

largely absent. 

The current study addressed these oversights by tracking rates of change in BS and 

HS among men and women using the first seven waves of data from the New Zealand 

Attitudes and Values Study (NZAVS), a nation-wide longitudinal panel study of New 

Zealand adults. Because the study assessed the same people’s attitudes over time, we were 

able to examine the rank-order stability of BS and HS, as well as mean-level changes in 

sexism over a seven-year period. The longitudinal nature of our study also enabled us to 

assess individual-differences in the rates of change over time. In doing so, hoped to provide 
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critical insights into the potential intransigency of a complementary ideological system that 

reinforces gender inequality. 

Firstly, we examined longitudinal measurement invariance between men and women 

in order to help rule out the possibility that the measurement of BS and HS varied across time 

and across groups. Examining measurement invariance is needed to show that differences 

over time (and groups) reflect actual changes in the latent construct, rather than changes to 

how items are interpreted (Selig & Little, 2012). Non-invariance would imply a shift in the 

meaning of the measures over time (or across groups), thereby confounding actual changes in 

beliefs with changes in how the constructs are measured.  

Secondly, we assessed the rank-order stability of BS and HS across time for women 

and men. Rank-order stability reflects consistency in the relative position of a participant’s 

response(s) within the sample. Notably, research has found high levels of test-retest reliability 

for both BS and HS (rBS = .710 rHS = .610 across two waves; Sibley, Overall, & Duckitt, 

2007), but studies have yet to examine the rank-order stability of these complementary belief 

systems over an extended timeframe. Nevertheless, because the endorsement of BS and HS 

displays trait-like properties (see Glick & Fiske, 1996), it is likely that BS and HS would also 

have high levels of rank-order stability over a seven-year period (Hypothesis 1). 

Lastly, we examined mean-level changes in BS and HS. These analyses captured 

average increases/decreases in the constructs of interest across the sample. Notably, mean-

level changes in sexism could occur despite high levels of rank-order stability (i.e., 

participants’ relative standings could be stable over time, but mean-level changes might 

occur; see Selig & Little, 2012). Based on the extant literature, however, it was unclear 

whether the recent increase in gender-based egalitarianism observed across many Western 

nations (e.g., Gubernskaya, 2010) has plateaued (e.g., Van Egmond et al., 2010), or continued 

to increase at a decelerating rate (e.g., Twenge, et al., 1997). Thus, we assessed these two 
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additional competing hypotheses:  

Hypothesis 2a: Following the rapid increase in egalitarianism that occurred from the 

1970s-1990s (e.g., Brewster & Padavic, 2000), some data suggest that attitude change has 

decelerated (e.g., Gubernskaya, 2010). As such, mean-levels of sexism may have continued 

to decline, albeit at an increasingly slow rate (e.g., Twenge, 1997). 

Hypothesis 2b: Despite an initial rapid increase in egalitarianism in the 1970s, some 

studies have found that reductions in sexism have plateaued (e.g., Cotter et al., 2011; Van 

Egmond et al., 2010). Thus, mean-levels of sexism may have been stable over the previous 

seven years. 

Method 

Participants 

Data came from the first seven waves (Times 1-7) of the NZAVS, a nation-wide 

longitudinal panel study of New Zealand adults aged 18 and older (for information on the 

sampling procedure, see the Appendix: Online Supplementary Materials; OSM). Although 

the full sample contains 22,609 participants who completed one or more survey wave, we 

limited our analyses to participants who responded to a minimum of three annual 

assessments. This was done to increase confidence that the estimated slopes represented 

change over time, as well as to provide a clearer trajectory of change for each participant 

(5,794 men, 9,832 women). Using the full sample of 22,609 participants did not substantively 

alter our conclusions (see the Appendix: OSM). 

Table 1 displays participants’ demographic information. The mean age of the sample 

decreased at Time 4 due to booster sampling conducted during that wave. Specifically, we 

aimed to refresh the sample by including a younger cohort (i.e., those who had recently 

turned 18), and to increase the representativeness of our sample by adjusting for systematic 

attrition (see the Appendix: OSM for full details on booster sampling). 
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Table 3. Sample characteristics at each time point for Study 2. 

     Age 

 Sample Size  Women  Men 

Sample Wave Women Men Total  M SD  M SD 

Time 1 - 2009 2889 1853 4742  48.41 14.98  51.93 14.81 

Time 2 - 2010 2521 1548 4069  50.30 14.90  53.81 14.86 

Time 3 - 2011 3905 2353 6258  49.76 15.44  55.17 15.17 

Time 4 - 2012 6320 3764 10084  49.32 14.56  53.90 14.50 

Time 5 - 2013 9129 5334 14463  48.44 13.75  52.19 14.04 

Time 6 - 2014 8878 5164 14042  49.38 13.76  53.02 14.01 

Time 7 - 2015 8246 4885 13131  50.44 13.63  53.90 13.88 

 

Our models were estimated using Full Information Maximum Likelihood (FIML) to 

handle cases of missing data and assumed that data were missing at random. By using FIML, 

each individual-level trajectory was weighted based on its reliability, which takes into 

account the number of observations provided by the given participant. Those who responded 

to all seven time points contributed the most to the estimation of the mean-level trajectory, 

whereas those who responded to three time points contributed the least to these estimates.  

Attrition Analyses 

Retention rates for our sample were generally high (i.e., ~80% wave-to-wave retention; 

for an analysis of systematic sample attrition in the NZAVS, see Satherley et al., 2015), with 

over 50% of participants retained from Time 1. Nevertheless, to assess the effects of attrition 

on our measures, we compared participants from Time 1 who were included in our analyses 

against those who did not meet our inclusion criteria (i.e., those who completed fewer than 

three assessments). Included participants were more likely to be women (60.9% included 

versus 55.7% excluded participants) and older at Time 1 (M = 49.33, SD = 15.03 versus 

excluded M = 44.28, SD = 17.12, t(2795.42) = -10.87, p < .001, d = -.31). Moreover, included 

participants endorsed both BS (M = 4.07, SD = 1.17) and HS (M = 3.33, SD = 1.26) at Time 1 

less than did excluded participants (BS: M = 4.42, SD = 1.16; t(6496) = 10.73, p < .001, d = -

.30; HS: M = 3.68, SD = 1.30; t(6492) = 10.06, p < .001, d = -.27). 
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Measures 

BS and HS (Glick & Fiske, 1996) were assessed using shortened five-item measures. 

Example items included, “Many women have a quality of purity that few men possess” for 

BS, and “Women seek to gain power by getting control over men” for HS. Responses were 

measured on a 7-point scale (1 = Strongly Disagree; 7 = Strongly Agree). Measures of BS 

and HS were reliable at each time point (2009 αs = .722 and .810, respectively; 2010 αs = 

.730 and .810, respectively; 2011 αs = .742 and .822, respectively; 2012/13 αs = .735 and 

.816, respectively; 2013/14 αs = .724 and .811, respectively; 2014/15 αs = .743 and .820, 

respectively; 2015/16 αs = .744 and .839, respectively). 

Results 

Measurement Invariance of Sexism  

 Before estimating our latent growth models, we examined the factorial invariance of 

BS and HS across all seven assessments for women and men using maximum likelihood with 

robust estimates. We first estimated five increasingly restrictive confirmatory factor analyses 

(CFA) on our subsample of women, beginning with a null model and then adding sequential 

constraints to estimate models with configural, weak, strong, and strict factorial invariance. 

We then estimated the same set of increasingly restrictive CFAs among the men in our study. 

Finally, we conducted a multi-group CFA to examine the factorial invariance of BS and HS 

across both time and groups, starting with a null model and sequentially estimating models 

with configural, weak, strong, and strict factorial invariance. Notably, BS and HS displayed 

strict factorial invariance across both time and groups (see the Appendix: OSM for full 

results; for tests of the measurement invariance of BS and HS between cohorts, see 

Hammond, Milojev, Huang, & Sibley, 2017). In other words, women and men interpreted the 

scales similarly across time.  
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Autoregressive cross-lagged model  

 After measurement invariance was examined across both time and groups, we 

assessed the rank-order stability of BS and HS over time for men and women. Accordingly, 

we used the previously described multi-group measurement model with strict factorial 

invariance to estimate an autoregressive cross-lagged model in which the Time 7 measures of 

BS and HS were regressed onto the Time 6 measures of BS and HS. Similar paths were 

specified when regressing the Times 2-5 measures onto the Times 1-4 measures. Finally, we 

allowed the latent constructs for BS and HS to covary at the same measurement occasion 

(e.g., the Time 7 measures of BS and HS covaried, the Time 6 measures of BS and HS 

covaried, etc.). Notably, our model fit these data well, χ2
(4558) = 23,321.025, p < .001; CFI = 

.933; root mean square error of approximation (RMSEA) = .023 [.023, .023; p > .999]; 

standardized root mean square residual (SRMR) = .068. Because an alternative model 

estimating stationary effects across all seven assessments (i.e., the cross-lagged effect of HST6 

on HST7 constrained to equal the cross-lagged effect of HST5 on HST6 and so on) significantly 

reduced model fit (i.e., χ2
(4598) = 23,479.005, p < .001; CFI = .932; RMSEA = .023 [.023, 

.023; p > .999]; SRMR = .068; ∆χ2
Satorra-Bentler(40) = 158.845, p < .001), the results from our 

autoregressive cross-lagged model with non-stationary effects are presented below.   

 The individual pathways displayed in Figures 1a and 1b indicate that BS had high 

levels of rank-order stability across time for men and women. Specifically, the standardized 

regression coefficients for the autoregressive cross-lagged effect of BST-1 on BST ranged from 

.904 to .942 (ps < .001) across the seven assessments for women, with similar levels of rank-

order stability for men (i.e., ßs = .876 to .950, ps < .001). HS also demonstrated high levels 

of rank-order stability for women and men (i.e., HST-1 on HST ßs = .847 to .918 and .880 to 

.939, respectively; ps < .001). 

 Our model also examined the cross-lagged effects of BST-1 on HST, and HST-1 on BST, 
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for women and men. Although BS at Time 3 was associated with relative increases in HS at 

Time 4 (ß = .041, 95% CI = [.003, .079], p = .036), the remaining five cross-lagged effects 

were non-significant (ßs = −.015 to .025; ps > .090). Likewise, all six possible cross-lagged 

effects of HST-1 on BST were non-significant for women (ßs = −.038 to .023; ps > .107). 

Similar results emerged among men, as all of the six potential cross-lagged effects of BST-1 

on HST were non-significant (ßs = −.041 to .024; ps > .114), and all of the six possible cross-

lagged effects of HST-1 on BST were non-significant (ßs = −.052 to .012; ps > .089). 

 Latent growth model 

 To assess the mean-level rates of change in BS and HS for men and women, we 

estimated a set of latent growth models with time-varying effects. Our time-varying effects 

used the exact lag between each wave completion for each participant to estimate the growth 

parameters, which enabled us to adjust for individual differences in between-wave 

completion dates (i.e., participants did not complete the study on the same day each year). To 

ensure that the intercept represented the predicted value of BS (or HS) at the approximate 

midpoint of our time series (which ranged from October 2009-October 2016), we centered 

time at April 2013. We also constrained the residual variances in the scale mean scores for 

BS and HS to equality across waves for all of our models. This constraint assumed that the 

amount of unexplained variation in the intercept and rate of change in our outcome measure 

is the same across waves, but also that it could vary between men and women (see Grimm & 

Widaman, 2010). Thus, we assumed that unexplained variation in mean-levels of BS and HS 

was comparable across waves for men, and as well as for women. This constraint is similar to 

the assumption of homogeneity of variance in a repeated measures ANOVA framework. 

Figure 2 presents a structural equation model outlining our modeling approach, which 

estimated separate latent growth models for BS and HS, separately for men and women (data 

were analyzed in wide format). We estimated the fixed and random effects for the intercepts,  
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Figure 2. Multi-group autoregressive cross-lagged model of benevolent and hostile sexism across seven measurement occasions for Study 2 (Times 1-4 shown here), χ2

(4558) = 23,321.025, p < 

.001; CFI = .933; RMSEA = .023 [.023, .023; p > .999]; SRMR = .068, for women (above) and men (below). Estimates reflect standardized regression coefficients (with 95% confidence 

intervals). Paths that are (a) significant for both groups, (b) significant for one group, and (c) non-signifcant for both groups are depicted by (a) solid black lines, (b) black dotted lines, and (c) 

grey dotted lines, respectively. Latent variable factor loadings, as well as the covariances between latent variables at Times 2-6, were estimated but excluded from the figure due to space 

constraints. +p < .10; *p < .05; **p < .01; ***p < .001. 
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Figure 2. (continued) Multi-group autoregressive cross-lagged model of benevolent and hostile sexism across seven measurement occasions (Times 4-7 shown here), χ2

(4558) = 23,321.025, p < 

.001; CFI = .933; RMSEA = .023 [.023, .023; p > .999]; SRMR = .068, for women (above) and men (below). Estimates reflect standardized regression coefficients (with 95% confidence 

intervals). Paths that are (a) significant for both groups, (b) significant for one group, and (c) non-signifcant for both groups are depicted by (a) solid black lines, (b) black dotted lines, and (c) 

grey dotted lines, respectively. Latent variable factor loadings, as well as the covariances between latent variables at Times 2-6, were estimated but excluded from the figure due to space 

constraints. +p < .10; *p < .05; **p < .01; ***p < .001. 
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linear and quadratic growth components for the given sexism measure, spanning a seven-year 

period (we were unable to estimate cubic functions due to the limited number of annual 

assessments included in our dataset). Linear parameters were estimated first, followed by 

quadratic parameters. The slope (i.e., the linear or quadratic component) loaded onto each 

measurement point as a function of the time score (i.e., when each individual completed the 

survey; TS1 = day of survey completion during Time 1, TS2 = day of survey completion 

during Time 2, etc.). Birth cohort (birth year) was also included as a time-invariant covariate. 

Thus, the intercept captured the predicted mean score of either BS or HS in April 2013 after 

adjusting for birth cohort (the linear and quadratic slopes also adjust for birth cohort).  

  

Figure 3. Conceptual representation of the latent growth models for Study 2 

(Note. Values of TS and TS*TS represent the linear and quadratic effects of time-varying 

values. Values of Y_T represent measurement occasions of BS or HS). 
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Table 4. Model fit indices comparing linear and quadratic models for BS and HS, between 

men and women for Study 2. 

 

Fit statistics for the models that build up to our hypothesized model appear in Table 2. 

Models with smaller Akaike Information Criterion (AIC) and/or Bayesian Information 

Criterion (BIC) are preferred over models with larger information criteria, with a preference 

for the BIC over the AIC when indices diverge (see Grimm, Ram, & Estabrook, 2017). Based 

on these criteria, the models that estimated quadratic effects for all but one of our models 

provided a better fit to these data than the models that solely estimated the linear effects (the 

linear model for men’s BS was slightly preferred over the quadratic model). However, a set 

of log-likelihood ratio difference tests (with scaling correction factors applied) indicated that 

all four models with quadratic effects fit these data better than did the models that only 

estimated the linear effects (Men’s BS: ∆χ2
(5) = 28.021, p < .001; Women’s BS: ∆χ2

 (5) = 

41.406, p < .001; Men’s HS: ∆χ2
(5) = 58.300, p < .001; Women’s HS: ∆χ2

(5) = 103.302, p < 

.001). The apparent discrepancy between having a non-significant quadratic slope for men’s 

BS, yet a log-likelihood ratio difference test indicating that the model containing a quadratic 

effect provided a better fit to these data, was likely due to the significant random effect for 

the quadratic slope of men’s BS. As such, the four models presented below included 

quadratic effects to model the rates of change in sexism over time. 

Latent growth parameters 

Table 3 displays the growth parameters that modelled the rates of change in BS and 

HS separately for men and women. The slope coefficients (i.e., the growth factors) represent 

 Men  Women 

 log-likelihood AIC BIC  log-likelihood AIC BIC 

Benevolent Sexism       

Linear -28508 57032 57086  -50160 100335 100393 

Quadratic -28490 57005 57092  -50136 100298 100392 

Hostile Sexism       

Linear -30128 60273 60326  -50493 101002 101060 

Quadratic -30093 60213 60299  -50429 100885 100978 
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the unstandardized rate of change in the given outcome each year. We integrated these 

parameter estimates for the fixed effects in our models and generated the model-implied rate 

of change in men’s and women’s BS and HS from October 2009-October 2016. The model-

implied levels of BS and HS for men and women were then graphed in quarterly increments 

(i.e., October 2009 [.25] to October 2016 [7.25]). 

As shown in Figure 3, women’s mean-level BS declined significantly from 2009-2016 

in both our linear (B = -0.037, SE = 0.002, z = -15.872, p < .001) and quadratic (B = -0.003, 

SE = 0.001, z = -3.401, p = .001) components, indicating that the mean-level decrease in 

women’s BS accelerated over time. Conversely, women’s mean-level HS experienced a 

linear decrease (B = -0.020, SE = 0.002, z = -8.129, p < .001), but a quadratic increase (B = 

0.005, SE = 0.001, z = 4.782, p < .001), over time. The positive quadratic component 

indicated that the initial rate of decline in women’s HS slowed over time. Men’s mean-level 

BS also declined significantly from 2009-2016 in our linear component (B = -0.010, SE = 

0.003, z = -3.436, p = .001). However, the quadratic component was non-significant (B = 

0.002, SE = 0.001, z = 1.913, p = .056). As for men’s mean-level HS, there was a significant 

linear decrease (B = -0.037, SE = 0.003, z = -11.845, p < .001), but a quadratic increase (B = 

0.005, SE = 0.001, z = 4.043, p < .001), over time. Similar to the pattern observed for women, 

men’s HS initially decreased sharply, and then plateaued. 

Random effects and covariances  

As reported in Table 3, the random effects for the intercepts of both BS and HS for 

men and women were also significant. This indicated that there was significant variation 

across both men and women in their mean-levels of sexism. There were also significant 

random effects for both the linear and quadratic rates of change in BS and HS for men and 

women. This indicated that there were individual differences in the rates at which BS and HS 

changed in men and women over time.   
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Table 5. Fixed and random effects for Latent Growth Models in Study 2 predicting linear and quadratic change in BS and HS (on a scale from 1 

to 7) for adult men and women in New Zealand over the October 2009 – October 2016 period. 

 Men’s BS Women’s BS Men’s HS Women’s HS 

 B SE 95% CI B SE 95% CI B SE 95% CI B SE 95% CI 

Fixed effects (means)             

Intercept 3.999* 0.014 [3.973, 4.026] 3.747* 0.011 [3.724, 3.769] 3.432* 0.015 [3.402, 3.462] 2.821* 0.011 [2.798, 2.843] 

Linear growth parameter -0.010* 0.003 [-0.015, -0.004] -0.037* 0.002 [-0.042, -0.032] -0.037* 0.003 [-0.043, -0.031] -0.020* 0.002 [-0.025, -0.015] 

Quadratic growth parameter 0.002 0.001 [0.000, 0.004] -0.003* 0.001 [-0.005, -0.001] 0.005* 0.001 [0.003, 0.008] 0.005* 0.001 [0.003, 0.007] 

             

Random effects (variances)             

Intercept 0.861* 0.020 [.822, .900] 1.050* 0.018 [1.015, 1.084] 1.099* 0.023 [1.053, 1.144] 0.995* 0.017 [0.963, 1.028] 

Linear growth parameter 0.006* 0.001 [.005, .008] 0.008* 0.001 [0.007, 0.010] 0.007* 0.001 [0.005, 0.009] 0.009* 0.001 [0.008, 0.011] 

Quadratic growth parameter 0.001* 0.000 [.000, .001] 0.001* 0.000 [0.000, 0.001] 0.001* 0.000 [0.000, 0.001] 0.001* 0.000 [0.001, 0.001] 

             

Note: *p < .05. N = 9,832 women, 5,794 men. Models estimated using Maximum Likelihood with robust estimation of standard errors. Participant birth year cohort was 

included as a covariate. Disturbances of the scale means (BS over time, HS over time) were each constrained to equality over time. Participants who completed less than 3 of 

the 7 waves were excluded from the model. Missing data were handled using Full Information Maximum Likelihood and assuming data were missing at random. Fit 

statistics: BS Men (Quadratic): Log-likelihood = -28490, AIC = 57005, BIC = 57092. BS Women (Quadratic): Log-likelihood = -50136, AIC = 100298, BIC = 100392. HS 

Men (Quadratic): Log-likelihood = -30093, AIC = 60213, BIC = 60299. HS Women (Quadratic): Log-likelihood = -50429, AIC = 100885, BIC = 100978. 
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Figure 4. Model-implied rates of change in ambivalent sexism for Study 2. (y-axis ranged from 1 = Strongly Disagree to 7 = Strongly Agree) for New Zealand adults over the October 2009 – 

October 2016 period, statistically adjusting for birth cohort. Curves are based on predicted points from the latent growth parameters reported in Table 3. Error bars represent the standard error of 

point estimates. 
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Effect sizes 

 In a final set of analyses, we approximated effect sizes for changes in BS and HS 

among men and women based on the highest order significant growth component. These 

were calculated as ratio percentage changes of the possible scale range (1-7). In terms of 

mean-level endorsement of BS, there was a 1.3% scale ratio decrease among men, and a 

4.1% scale ratio decrease among women. For HS, there was a 3.9% scale ratio decrease 

among men, and a 1.8% scale ratio decrease among women. However, because our slopes for 

women’s BS and HS, as well as men’s HS (but not BS), were quadratic functions, effect sizes 

should be interpreted with caution. 

Discussion 

The current study used longitudinal panel data to examine the rank-order stability of, 

and mean-level changes in (as well as individual differences in the rates of change in), BS 

and HS for men and women in New Zealand over a seven-year period. Consistent with 

Hypothesis 1, both men and women displayed high levels of rank-order stability in BS and 

HS across all seven annual assessments. These results suggest that participants’ relative 

position in their level of endorsement of sexism remained stable over time. Following this, 

we examined mean-level changes in BS and HS. Consistent with Hypothesis 2a, we found 

that mean-levels of both BS and HS generally decreased over this seven-year period. 

Specifically, mean-levels of HS decreased in a curvilinear fashion among men and women 

such that HS initially decreased relatively rapidly, but slowed over time. Conversely, mean-

levels of BS experienced a linear decrease among men, but an accelerating curvilinear 

decrease among women, over time. Confidence in these results was bolstered by our 

autoregressive cross-lagged model with strict measurement invariance, which helps to rule 

out the possibility that these observed changes were due to changes in how participants 

interpreted these scales over time. Moreover, these analyses adjusted for participants’ birth 
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year, thereby accounting for potential cohort effects. Taken together, these results suggest 

that mean-levels of sexism have continued to decline in recent years (see Brewster & 

Padavic, 2000), despite finding high levels of rank-order stability in BS and HS.  

The different rates of change across men and women (and across types of sexism) 

may be due to numerous factors. The slower change in BS found amongst men (vs. women) 

may capture the covert role BS plays in maintaining male dominance in society, coupled with 

the need to establish heterosexual intimacy (Glick & Fiske, 1996, 2001). Because women’s 

BS (and HS) is often lower in nations where women’s empowerment is high (Glick et al., 

2000), there may be less need to endorse BS in relatively egalitarian countries like New 

Zealand. In contrast, the stronger decrease in HS observed for men (vs. women) may reflect a 

“lag” in attitude change whereby men’s attitudinal shifts “catch up” with women’s more 

progressive views (see Twenge, 1997). Because women’s HS was relatively low from the 

outset of our study, we may have been unable to capture larger decreases in HS among 

women that could have occurred before 2009. 

Our results may have also captured changes in perceived social norms about sexism. 

Sexism has become increasingly socially inappropriate (Berkowitz, 2003; Kilmartin et al., 

2008). The decreases in sexism identified in the current study may thus reflect a broader 

societal shift toward egalitarianism and increased intolerance of both BS and HS. Indeed, 

perceptions of men’s endorsement of BS is positively associated with women’s own BS 

(Sibley et al., 2009), indicating that one’s level of sexism can be influenced by (perceived) 

societal norms.  

Our findings provide the foundation for various future research directions. Foremost 

among these is to investigate the possible mechanisms underlying the observed changes in 

sexism. For example, exploring time-invariant covariates (e.g., Social Dominance 

Orientation; SDO; Pratto, Sidanius, Stallworth, & Malle, 1994) during Time 1, or more 
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complex multivariate models that assess whether the rate of change in constructs like SDO 

predict the rate of change in BS and HS (alongside potential mediating growth factors).  

Limitations 

The mean-level decreases in sexism observed in the current study may reflect practice 

effects, as we assessed the same individuals over time. That is, participants may have become 

increasingly familiar with the scale and consequently responded in a more socially desirable 

manner over time. Our autoregressive cross-lagged model with strict factorial invariance, 

however, indicated that there was little evidence to suggest that the measurement of these 

constructs changed across time for both women and men (see Selig & Little, 2012). While 

these analyses may not directly refute practice effects, they suggest that the constructs 

assessed in our growth models were interpreted similarly across waves (and across men and 

women).  

Although men experienced a steeper decline in HS than did women, men also began 

the study with higher levels of HS. As such, men’s relatively stronger decrease in HS may 

reflect a regression to the mean rather than the process of men ‘catching up’ with women’s 

progressive values. Yet, the quadratic function of HS for men showed that HS increased 

slightly in the later years of our assessments, suggesting that men were not simply returning 

to an average. Nevertheless, future research is needed to rule out the possibility that men’s 

steeper decline in HS relative to women reflects a regression to the mean.  

Although we statistically adjusted for participants’ year of birth in our models, cohort 

effects may have still contributed to changes in sexism. Hammond et al. (2017) examined 

cohort differences in changes in sexism over time and found an overall decline in both BS 

and HS across most cohorts for both men and women. Notably, BS was relatively high in 

younger cohorts of women, whereas HS was higher in younger cohorts of both men and 

women. However, the youngest cohorts also saw the sharpest decline in both forms of sexism 
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over time. Together, these results suggest that, while mean-levels of BS and HS may have 

generally declined across our sample, this trend may be concentrated among younger 

cohorts—an artefact further compounded by the inclusion of relatively younger booster 

samples. More waves of data, coupled with additional booster samples, will allow us to 

examine this possibility. 

Conclusion 

The current study examined the rank-order stability of, as well as changes in, 

ambivalent sexism over a seven-year period in a nation-wide longitudinal panel sample of 

New Zealand adults. Despite demonstrating high levels of rank-order stability in both BS and 

HS for men and women, we identified both mean-level decreases and individual differences 

in the rates of change in sexism over time. Levels of HS decreased in a curvilinear fashion 

among women and men such that the decline was initially (relatively) steep, but decelerated 

over time. Conversely, men’s BS decreased linearly, whereas BS among women displayed a 

curvilinear decrease that accelerated over time. The net decreases in sexism for both men and 

women over the 2009-2016 period, however, were relatively small. Nevertheless, our results 

demonstrate that sexism has decreased over the last seven years in New Zealand, and provide 

hope for the future by indicating that sexism may be malleable and, thus, has the potential to 

decline over time. 
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Bridging Statement 

In the preceding chapter, I established general rates and trajectory of change in gender 

role attitudes in New Zealand. Specifically, decreases were observed for both BS and HS 

across a seven-year time period. Furthermore, both women and men endorsed sexist beliefs 

less over time. As previously noted, past research from similar Western contexts as New 

Zealand has yielded inconsistent results in terms of mean-level change in sexism, with some 

countries decreasing in sexism over time (e.g., Denmark and Norway) and others observing 

no change in attitudes (e.g., the US and the UK; Braun & Scott, 2009). The findings from 

Study 2 contribute to the extant literature by observing attitudinal change in a previously 

unexplored Western context by using a nationally representative sample of New Zealanders. 

Combined, the two studies comprising the previous chapter provided a comprehensive 

account of factors contributing to the belief in sexist attitudes in a nationally representative 

sample of New Zealanders. The findings fill two key gaps in the literature such as (a) 

establishing dispositional influences such as sociodemographic characteristics and personality 

factors and (b) how temporal and cultural shifts can influence longitudinal decreases in sexist 

attitudes across a population. Prior research has established how intergroup attitudes and 

orientations such as SDO and RWA influence the endorsement of ambivalently sexist beliefs 

(Sibley, Wilson, & Duckitt, 2007) but have neglected investigating how sociodemographic 

and personality factors (especially honesty-humility) may contribute to sexism. These 

findings highlight that dispositional psychological factors can influence specific social beliefs 

as well as establishing how various identities such as parental status or identifying with a 

religion can be associated with varying beliefs about gender equality. In addition to personal 

characteristics, population beliefs towards gender relations can also change over time as an 

aggregate. Together, these findings show that factors beyond intergroup orientations can 
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influence how sexist beliefs manifest within and across individuals, suggesting a broader 

approach is needed when examining determinants of ambivalent sexism.  

In the next chapter, I turn to investigating attitudes towards two specific aspects of 

women’s reproductive autonomy: (a) support for women breastfeeding in public and (b) 

support for legalised abortion.  

The present chapter extends on the previous chapter by establishing public attitudes 

towards two specific areas of reproductive autonomy for women. Whereas the previous 

chapter examined general attitudes towards women’s rights and gender equality, the 

following chapter will explore societal levels of support for specific aspects of women’s 

reproductive rights. In order to fully understand the magnitude of attitudes toward women’s 

rights, but in particular, women’s reproductive rights and autonomy, we must first establish 

baseline attitudes towards these issues. Extant research from comparable Western nations of 

attitudes towards abortion has been primarily conducted in the US (see Jelen & Wilcox, 

2003), a comparatively less egalitarian country (World Economic Forum, 2018). Similarly, 

attitudes towards public breastfeeding in similar Western contexts have been primarily 

conducted in the US (e.g., Mulready-Ward & Hackett, 2014), Canada (Russell & Ali, 2017), 

and Australia (Meng et al., 2013). The findings from these studies suggest a multitude of 

sociodemographic factors are associated with greater reproductive rights support. For 

example, several studies suggest that having attained higher education (e.g., for public 

breastfeeding: Russell & Ali, 2017 and for abortion: Lizotte, 2015) whereas older people 

show less support for the matters (e.g., for public breastfeeding: Meng et al., 2013 and for 

abortion: Vowles, Coffé, & Curtin, 2017).   

The following paper is the first of two papers in Chapter Three of this thesis. This 

paper assessed the mean level of support for women’s freedom to breastfeed in public as well 
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as established the demographic correlates related to these attitudes. Additionally, this paper 

provides the first comprehensive and representative view of New Zealander’s attitudes 

towards and support for public breastfeeding as well as the first comprehensive examination 

of demographic correlates of these attitudes in New Zealand. In addition to establishing 

baseline levels of support for public breastfeeding in New Zealand, this study contributes to 

the growing body of international literature from similar Western countries such as Canada 

(Russell & Ali, 2017), Australia (Meng et al., 2013), and the United States (Mulready-Ward 

& Hackett, 2014) which suggests that Western contexts with a tradition of bottle-feeding 

especially in public spaces (J. A. Scott & Mostyn, 2003) can still display varying levels of 

support of public breastfeeding.  

This study is based on the author’s copy of the manuscript that was published in the 

New Zealand Medical Journal. This study was published online in 2018 and was written for 

an audience of medical and health professionals and researchers in New Zealand. As a 

consequence, the conventions for presenting information and data within this manuscript may 

differ from the prior studies. The following work will use the pronoun ‘we’ to reflect the 

collective contributions of myself and my co-authors (Osborne & Sibley) to this work. 

Finally, as the following paper is replicated here as was published, with only minor 

formatting and typographical changes, there may be repetition within this paper from 

previous chapters. 
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Study Three: Public support and sociodemographic correlates of public breastfeeding 

support in New Zealand 

 

The following article is the author’s copy of a manuscript published in the New Zealand 

Medical Journal © 2018 New Zealand Medical Association.  

 

Huang, Y., Osborne, D., & Sibley, C. G. (2018). Public support and sociodemographic 

correlates of public breastfeeding support in New Zealand. The New Zealand Medical 

Journal, 131(1487), 44–53. 

  



 

88 

 

Abstract 

Aims: The present study examined levels of support for public breastfeeding and 

sociodemographic correlates of public breastfeeding attitudes in New Zealand. 

Method: Data (N = 19,598) were from the 2016/17 New Zealand Attitudes and Values 

Study, a nation-wide longitudinal panel study of the social attitudes of New Zealand adults 

aged 18 and older. The survey included an item measuring support for women breastfeeding 

in public alongside relevant sociodemographic variables.  

Results: Most New Zealanders (75.3%) supported breastfeeding in public, whereas a small 

minority (5.2%) were opposed (a further 19.5% were neutral on the issue). In terms of 

sociodemographic correlates of public breastfeeding support, men (relative to women), being 

older, identifying with a religion, and being of Asian ethnicity (relative to European/Pākehā) 

were associated with lower support. Conversely, being a parent, having more children (given 

birth to, fathered, or adopted), being in a serious romantic relationship, having attained higher 

education, and being of Māori ethnicity (relative to European/Pākehā) were associated with 

greater support for public breastfeeding. 

Conclusions: New Zealanders expressed high levels of support for public breastfeeding. 

Reliable sociodemographic correlates of public breastfeeding support were also identified. 

These results provide the first comprehensive overview of New Zealanders’ support toward 

breastfeeding in public.  
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Public support and sociodemographic correlates of public breastfeeding support in New 

Zealand 

 Breastfeeding provides various health benefits for infants including increased 

protection against childhood infectious diseases and improvements to early childhood 

cognitive development, as well as a lower likelihood of developing ovarian or breast cancer 

for women who breastfeed (Victora et al., 2016). Accordingly, the World Health 

Organisation (2014) recommends that infants be breastfed exclusively for at least the first six 

months of life. In New Zealand, although the right to breastfeed is technically protected by 

legislation against gender-based discrimination, breastfeeding in public is not specifically 

protected by the law (New Zealand Human Rights Commission, 2005). This subtle legal 

distinction has important implications, as policies that protect the right to breastfeed in public 

increases breastfeeding rates (Heymann, Raub, & Earle, 2013). 

In 2017, approximately 77% of all newborn infants were exclusively or fully 

breastfed at two weeks of age, 72% were breastfed exclusively at six weeks, before dropping 

to 58% at three months (Ministry of Health, 2018). Although there are many factors that may 

contribute to the reduction in breastfeeding rates (e.g., personal factors), social attitudes 

toward breastfeeding may be a critical barrier to breastfeeding in public. However, few 

studies have been conducted in New Zealand that directly examine levels of public support 

for breastfeeding in public. We address this oversight by investigating attitudes toward public 

breastfeeding using a large, national sample of New Zealand adults. 

Two factors that might contribute to the decrease in breastfeeding rates are the lack of 

legislation and the lack of facilities supporting breastfeeding in public spaces. For instance, 

mothers may feel discomfort and embarrassment with the idea of breastfeeding in public 

(Bonia et al, 2013). Hyper-awareness of public scrutiny and the perceived unacceptability of 



 

90 

 

public breastfeeding may lead to feelings of awkwardness and unwanted exposure 

(McKenzie, Rasmussen, & Garner, 2018). Due to these fears, mothers may avoid 

breastfeeding in public or withdraw from breastfeeding earlier than they would otherwise (J. 

A. Scott et al., 2015). Additionally, people may perceive breastfeeding inside the home as 

more acceptable than breastfeeding in public spaces (Magnusson et al., 2017). Taken 

together, both the perceived acceptability of breastfeeding by mothers, as well as the public’s 

attitudes in general, may constrain women’s breastfeeding options.  

Research on support for breastfeeding in public has yielded inconsistent results, 

suggesting that there is considerable cross-cultural variability in attitudes and norms. In a 

community survey conducted in rural Newfoundland and Labrador, 51.9% of respondents 

indicated that they would be uncomfortable around a woman breastfeeding in public (Vieth, 

Woodrow, Murphy-Goodridge, O’Neil, & Roebothan, 2015). Similarly, a survey of New 

York City residents found that 50.4% of respondents were unsupportive of public 

breastfeeding (Mulready-Ward & Hackett, 2014). Yet other studies identify high levels of 

support for breastfeeding in public. A study conducted in Tennessee, United States (US), 

found that people’s comfort with being around a breastfeeding mother in a public space 

increased from 58.4% in 2004 to 66.5% in 2008 (Nouer, Ware, Baldwin, & Hare, 2015). 

Comparatively positive attitudes were observed in a study of Canadian adults in Ottawa, 

where 75% of respondents thought it was acceptable for women to breastfeed in restaurants 

and shopping malls (Russell & Ali, 2017). Similarly, a study of Western Australian adults 

found relatively high support between 1995 and 2009, with around 70% of participants 

believing it was acceptable to breastfeed across a range of public settings (e.g., public 

transport, shopping malls; Meng, Daly, Pollard, & Binns, 2013). 
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The Present Study 

Attitudes toward breastfeeding in public in New Zealand has been largely overlooked 

in recent years. As such, a review of decade-old research is warranted. Echoing themes from 

the international literature, qualitative research reveals that New Zealand mothers experience 

various social barriers including public scrutiny when negotiating the decision to breastfeed 

in public (McLeod, Pullon, & Basire, 1998; Thornley, Waa, & Ball, 2007). Similarly, a 

quantitative study in New Zealand showed that many mothers felt embarrassed when 

breastfeeding in public and, as a result, reduced the duration of their breastfeeding (Heath, 

Tuttle, Simons, Cleghorn, & Parnell, 2002). Finally, a study of Māori women’s and whānau 

experiences with breastfeeding indicated that almost half of participants perceived that 

breastfeeding in public was seen as unacceptable by the general public (Glover, Waldon, 

Manaena-Biddle, Holdaway, & Cunningham, 2009). However, societal attitudes toward 

public breastfeeding has yet to be investigated in New Zealand. 

The aim of this study was to address this oversight by examining attitudes towards 

public breastfeeding in New Zealand using a national sample of adults. First, we examined 

rates of public support for breastfeeding in public. Second, we explored sociodemographic 

factors associated with public breastfeeding support. In doing so, we address a notable gap in 

the literature by assessing how sociodemographic characteristics are associated with public 

breastfeeding support in New Zealand. Furthermore, we also address how religious affiliation 

relates to societal support for public breastfeeding, a previously unexplored factor in the 

extant literature.  
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Method 

Participants 

Participants (N = 19,598) were from Time 8 (2016/17) of the New Zealand Attitudes 

and Values Study (NZAVS) and were limited to those for whom complete data were 

available. The NZAVS is an ongoing nation-wide longitudinal panel study of New Zealand 

adults aged 18 and older. Ethical approval of the study was granted by the University of 

Auckland Human Participants Ethics Committee. See Table 1 for demographic characteristics 

and comparisons between the weighted and unweighted sample. 

Sampling Procedure  

The initial Time 1 (2009) NZAVS sample were randomly sampled from the 2009 

New Zealand Electoral Roll. Sampled participants were sent a postal questionnaire with the 

option to participate in the study. In following waves, booster sampling of adults aged 18-65 

was conducted to increase the sample size and address sample attrition. Specifically, random 

samples were drawn from the 2012, 2014, and 2017 New Zealand Electoral Rolls and then 

incorporated into the study at Time 4 (2011/12), Time 5 (2013/14), and Time 8 (2016/17), 

respectively. Additional participants were recruited from an unrelated survey featured on a 

New Zealand news website at Time 3 (2011).  

  



 

93 

 

Table 6. Unweighted and weighted demographic characteristics of the sample for Study 3 (N 

= 19,598; Time 8 (2016/17) of the NZAVS). 

Characteristic (n) % (unweighted) % (weighted) 

Gender   

Women (12,351) 63.0 54.3 

Men (7,247) 37.0 45.7 

Age (years)   

18-29 (2,061) 10.5 11.5 

30-44 (4,534) 23.1 24.0 

45-64 (10,697) 54.6 53.3 

65+ (2,306) 11.8 11.2 

Religious affiliation   

Yes  (7,460) 38.1 41.2 

No (12,138) 61.9 58.8 

Parental status   

Yes (14,450) 73.7 72.5 

No (5,148) 26.3 27.5 

Relationship status (serious romantic relationship)   

Yes (14,851) 75.8 75.4 

No (4,747) 24.2 24.6 

Employment status   

Yes (15,416) 78.7 78.8 

No (4,182) 21.3 21.2 

Population density   

Urban (12,830) 65.5 69.0 

Rural (6,768) 34.5 31.0 

Born in New Zealand   

Yes (15,509) 79.1 73.1 

No (4,089) 20.9 26.9 

Number of children1   

No children (5,148) 26.3 27.5 

One child (2,376) 12.1 12.4 

Two to three children (10,011) 51.2 49.7 

Four or more children (2,036) 10.4 10.4 

Education   

No qualifications (562) 2.9 3.1 

Partial/full secondary school (5,647) 28.8 27.8 

Non-undergraduate tertiary qualifications (3,861) 19.7 19.5 

Undergraduate qualification (5,193) 26.5 27.7 

Postgraduate qualification (4,335) 22.1 21.8 

Ethnicity2   

European/Pākehā (17,757) 90.6 79.1 

Māori (2,155) 11.0 11.5 

Pacific Nations descent (495) 2.5 6.4 

Asian descent (902) 4.6 14.0 

Area-level socioeconomic deprivation   

1-5 (Low deprivation; 12,359) 63.1 61.0 

6-10 (High deprivation; 7,239) 36.9 39.0 

Note. 1Children ever given birth to, fathered, or adopted. 
2Participants may identify with more than one ethnicity.  
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Measures 

Opposition to Breastfeeding in Public.  

Time 8 (2016/17) of the NZAVS included a measure of opposition toward 

breastfeeding in public. Participants were asked to rate their agreement to the following item, 

“Women should avoid breastfeeding in public”, using a 7-point Likert scale with anchors at 1 

(Strongly Disagree) and 7 (Strongly Agree). 

Sociodemographics.  

A variety of sociodemographic variables were also measured. These included gender, 

age, ethnicity (European/Pākehā, Māori, Pacific Nations descent, Asian descent), religious 

affiliation, parental status, the number of children the participant had given birth to, fathered, 

or adopted, relationship status (serious romantic relationship), employment status, education 

(11-unit ordinal rank of qualifications according to New Zealand Qualifications Standards; 

Statistics New Zealand, 2003), population density (urban vs. rural), birthplace (being born in 

New Zealand or outside of New Zealand), and a measure of area-level socioeconomic 

deprivation (NZ Deprivation Index 2013; Atkinson, Salmond, & Crampton, 2014). 

Analysis Procedure 

Regression analyses were conducted in Mplus. Descriptive statistics and bivariate 

correlations of all measures were examined in SPSS. Post-stratification sample weighting was 

applied to all analyses to adjust for sample biases in gender, ethnicity, and region (Sibley, 

2017). Due to the large sample size, statistical significance was defined as p < .005. 

Results 

Overall Support for Breastfeeding in Public  

 Overall, most participants strongly supported public breastfeeding, as indicated by 

low agreement with the statement “Women should avoid breastfeeding in public” (M = 2.02, 



 

95 

 

SD = 1.52). Based on weighted sample estimates, 75.3% of participants supported public 

breastfeeding (rating their agreement to the statement as 1 or 2), whereas only 5.2% of the 

sample were opposed to public breastfeeding (ratings of 6 or 7). A further 19.5% of 

participants expressed neutral views toward public breastfeeding (ratings of 3 to 5). Post-

stratification sample weighted means, standard deviations, and bivariate correlations across 

all measures are summarised in Table 2. 

Sociodemographic Correlates   

A multiple linear regression was conducted to examine sociodemographic correlates 

of opposition to public breastfeeding. All variables were entered into the model 

simultaneously. Ethnicity was dummy-coded, with European/Pākehā assigned as the 

reference category. Table 3 displays the results of these analyses. To these ends, men, relative 

to women, (B = 0.19), being older (B = 0.02), and identifying with a religion (B = 0.27) 

correlated positively with opposition to breastfeeding in public.  In contrast, being a parent (B 

= -0.28), having more children (B = -0.06), being in a relationship (B = -0.14), and education 

(B = -0.06) correlated negatively with opposition to women breastfeeding in public. 

As for ethnic group differences, Māori (vs. European/Pākehā) expressed less 

opposition toward public breastfeeding (B = -0.13), whereas Asian peoples were more 

opposed to breastfeeding in public (B = 0.48). Conversely, there was no difference in 

attitudes toward public breastfeeding between participants of Pacific Nations descent and 

European/Pākehā (p = .41). Likewise, employment status, population density, birthplace, and 

area-level socioeconomic deprivation were unassociated with attitudes toward public 

breastfeeding (ps > .005). 
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Table 7. Descriptive statistics and bivariate correlations across sociodemographic factors and attitudes towards public breastfeeding for Study 

3. 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 15. 

1. Gendera --- 

              

2. Age .11** --- 

             

3. Māorib -.04** -.02 --- 

            

4. Pacificc -.01 -.07** .01 --- 

           

5. Asiand -.03** -.18** -.09** .02 
--- 

          

6. Religious affiliatione -.05** .11** .01 .14** .13** --- 

         

7. Parental statuse .01 .46** .03** -.04** -.10** .07** --- 

        

8. Number of children .04** .44** .10** .03** -.14** .13** .72** --- 

       

9. Relationship statuse .07** .11** -.07** -.05** -.03** -.01 .33** .23** --- 

      

10. Employment statuse .05** -.24** -.02* -.01 .01 -.06** -.05** -.10** .10** --- 

     

11. Educationf -.06** -.14** -.13** -.05** .16** .02* -.08** -.11** .08** .15** --- 

    

12. Urban vs. Ruralg -.001 -.12** -.08** .11** .20** .04** -.12** -.14** -.05** .03** .17** --- 

   

13. Born in New Zealande .01 -.02* .20** -.05** -.44** -.11** .02 .06** -.05** .01 -.20** -.15** --- 

  

14. NZ Deprivationh -.02* -.05** .16** .17** .03** .07** -.06** .03** -.18** -.07** -.15** -.11** .03** --- 

 

15. Public breastfeeding oppositioni .07** .15** -.03** -.001 .10** .11** -.04** -.03** -.07** -.08** -.10** .01 -.06* .02 --- 

M .46 49.03 .12 .06 .14 .41 .73 1.80 .75 .79 5.37 .70 .73 4.76 2.02 

SD .50 14.00 .32 .24 .35 .49 .45 1.54 .43 .41 2.72 .46 .44 2.78 1.52 

Note. ** p < .001, * p < .005 

Weighted correlation coefficients, means, and standard deviations. 
a 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e 0 = yes, = 1 no 
f 11-unit ordinal rank of qualifications, 0 = no qualifications, 1-3 = partial/full secondary school, 4-6 = non-undergraduate tertiary qualifications, 7 = undergraduate degree, 8-10 = post-graduate qualifications 
g 0 = rural, 1 = urban 
h Area-level socioeconomic deprivation; 1 = least deprived, 10 = most deprived 
i 1 = Strongly Disagree, 7 = Strongly Agree 
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Table 8. Multiple linear regression of sociodemographic correlates of opposition to 

breastfeeding in public for Study 3. 

 B 95% CI SE β z 

Intercept 1.52 [1.35, 1.69] 0.09 1.01 17.48** 

Gendera 0.19 [0.13, 0.24] 0.03 .06 6.94** 

Age 0.02 [0.02, 0.02] 0.001 .21 19.48** 

Māorib -0.13 [-0.21, -0.05] 0.04 -.03 -3.08* 

Pacific nationsc -0.08 [-0.26, 0.11] 0.09 -.01 -0.82 

Asiand 0.48 [0.35, 0.61] 0.07 .11 7.11** 

Religious affiliatione 0.27 [0.22, 0.32] 0.03 .09 9.93** 

Parental statuse -0.28 [-0.38, -0.19] 0.05 -.08 -5.83** 

Number of children -0.06 [-0.10, -0.03] 0.02 -.06 -3.93** 

Relationship statuse -0.14 [-0.21, -0.08] 0.04 -.04 -4.12** 

Employment statuse -0.07 [-0.14, -0.01] 0.03 -.02 -2.09 

Educationf -0.06 [-0.07, -0.05] 0.01 -.10 -11.49** 

Urban vs. Ruralg 0.01 [-0.04, 0.06] 0.03 .003 0.45 

Born in NZe -0.07 [-0.15, -0.002] 0.04 -.02 -2.01 

NZ Deprivationh -0.001 [-0.01, 0.01] 0.01 -.001 -0.13 
Note. * p < .005, ** p < .001 

R2 = .078, p < .001 

Weighted regression coefficients. 

Opposition to breastfeeding in public; 1 = Strongly Disagree, 7 Strongly Agree 
a 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e 0 = yes, = 1 no 
f 11-unit ordinal rank of New Zealand qualifications; 0 = no qualifications, 1-3 = partial/full secondary school, 

4-6 = non-undergraduate tertiary qualifications, 7 = undergraduate degree, 8-10 = post-graduate qualifications 
g 0 = rural, 1 = urban 
h Area-level socioeconomic deprivation (Atkinson et al., 2014); 1 = least deprived, 10 = most deprived 

 

Discussion 

The present study examined support for breastfeeding in public in New Zealand. Most 

participants (75.3%) agreed that women should be able to breastfeed in public, whereas 5.2% 

were unsupportive of breastfeeding in public (19.5% of our sample were neutral on the issue). 

These results are optimistic compared to past research in New Zealand which suggested that 

mothers perceived public breastfeeding as being embarrassing and unaccepted by society 

(Glover et al., 2009; Heath et al., 2002; Thornley et al., 2007). Additionally, these results are 

comparable to levels of support in similar Western nations. Russell and Ali (2017) found that 

a majority (78.2%-80.9%) of people from Ottawa, Canada thought that breastfeeding in a 
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restaurant and/or a shopping mall was acceptable. Similarly, a study from Western Australia 

found that around 70% of people thought that it was acceptable to breastfeed across a range 

of public areas (e.g., restaurants and public transport; Meng et al., 2013). Nevertheless, we 

found higher levels of support for breastfeeding in public than comparable surveys from the 

US, where just over half of participants were supportive of public breastfeeding (Mulready-

Ward & Hackett, 2014; Vieth et al., 2016). 

We found that men expressed greater opposition to public breastfeeding relative to 

women. This finding is notable, as past research has revealed inconsistent gender differences 

in support for public breastfeeding. For example, in Western Australia and Canada, men 

expressed greater support for public breastfeeding than did women (Meng et al., 2013; 

Russell & Ali, 2017). Conversely, Mulready-Ward and Hackett (2014) found no gender 

differences in support for breastfeeding in public in New York City, whereas another US-

based study found that women were more comfortable than men with the idea of 

breastfeeding in public (Roche, Owen, & Fung, 2015). 

Age was also correlated positively with opposition to public breastfeeding which is 

consistent with past work which revealed that people over 44 years old in Western Australia 

and people older than 65 in New York City were more unaccepting of public breastfeeding 

relative to younger age groups (Meng et al., 2013; Mulready-Ward & Hackett, 2014). Yet our 

results conflict with research from Tennessee which showed that older age groups (25-65+) 

were more comfortable with women breastfeeding in public than the youngest age group (18-

24; Nouer et al., 2015). Explaining the apparent cross-cultural discrepancies in public support 

for breastfeeding would be an important direction for future research. 

Although past research has largely overlooked the association between religious 

affiliation and public breastfeeding support, our results reveal that participants who identified 
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with a religion were more opposed to public breastfeeding than were their non-religious 

counterparts. These results appear consistent with past research showing that maternal 

religious affiliation and engagement negatively correlates with breastfeeding initiation and 

duration (Stroope, Rackin, Stroope, & Uecker, 2018). The circumstances under which 

breastfeeding occur may, however, influence perceptions of its acceptability. Specifically, 

breastfeeding within the home is generally more accepted than breastfeeding in public 

(Magnusson et al., 2017). As such, although religious affiliation may be related to support for 

breastfeeding in general, the perceived acceptability may be qualified by where the 

breastfeeding occurs. Given these findings, primary and community care providers should 

consider families’ religious beliefs when providing consultation about breastfeeding and 

breastfeeding locations. 

Perhaps unsurprisingly, we also found that both being a parent and the number of 

children participants had correlated positively with support for public breastfeeding. This is 

consistent with research showing that having more children at home was linked to greater 

perceived acceptability of public breastfeeding (Russell & Ali, 2017). However, Mulready-

Ward and Hackett did not find a relationship between having children younger than 12 years 

old in the home and comfort with being around a woman breastfeeding in public (Mulready-

Ward & Hackett, 2014). 

Additionally, being in a relationship was associated with greater support for public 

breastfeeding. This finding is consistent with a study from Tennessee, which showed that 

participants in a relationship were more likely to feel comfortable with women breastfeeding 

in public (Nouer et al., 2015). We also found that there was no difference in support for 

public breastfeeding between those who were employed or those who were unemployed 

(including those who are retired). These results might contradict past research which found 

that retired people (relative to full-time employed individuals) and unemployed people were 
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more opposed to public breastfeeding (Li, Rock, & Grummer-Strawn, 2007; Russell & Ali, 

2017). 

Our results also demonstrated that education correlated positively with support for 

breastfeeding in public. This finding is consistent with international research, which found 

that higher education was linked to greater support for public breastfeeding in Western 

Australia (Meng et al., 2013), the US (Mulready-Ward & Hackett, 2014; Nouer et al., 2015), 

and Canada (Russell & Ali, 2017) 

Past research has also found that birthplace affects attitudes toward breastfeeding in 

public. Russell and Ali (2017) found that participants born in Canada were less supportive of 

public breastfeeding, although those whose native language was neither English nor French 

were particularly opposed to breastfeeding in public. Conversely, another study found that 

participants born outside of Australia were less accepting of public breastfeeding (Meng et 

al., 2013). Yet a survey from New York City found that birthplace had no effect on support 

for breastfeeding in public (Mulready-Ward & Hackett, 2014). Our results further complicate 

these findings by showing that being born in New Zealand (relative to being born outside of 

New Zealand) was unrelated to attitudes toward public breastfeeding. Collectively, these 

findings demonstrate the need to attend to cross-cultural norms to understand the influence 

birthplace has on support for public breastfeeding, as there appears to be cross-country 

variability in attitudes toward public breastfeeding. Although our results suggest that 

birthplace is unrelated to public breastfeeding attitudes, breastfeeding support tailored for 

mothers born outside of New Zealand remains important to address. Primary care providers 

could help by increasing awareness of societal support of public breastfeeding in New 

Zealand. 



 

101 

 

Finally, our results suggested that, relative to European/Pākehā, Māori were more 

supportive, whereas Asian peoples were less supportive, of public breastfeeding. Our findings 

echo results from New York City which revealed that Asian peoples were less supportive of 

public breastfeeding than their Caucasian counterparts (Mulready-Ward & Hackett, 2014). 

Likewise, our finding that Māori participants were more supportive of public breastfeeding 

complements a previous qualitative study by Glover and colleagues (2009) on Māori mothers 

and their whānau, which suggested that they perceived society as unaccepting of public 

breastfeeding. Considering the high levels of support found in the current study, the perceived 

norms around public breastfeeding may have changed in the decade since the Glover study. 

Implications  

Many women who breastfeed perceive society to be unaccepting of breastfeeding in 

public—a perception that may lead them to avoid public breastfeeding or stop breastfeeding 

altogether (McKenzie et al., 2018; J. A. Scott et al., 2015). However, fostering community 

support for breastfeeding may counteract these restrictive trends. Indeed, co-worker support 

of breastfeeding in workplaces predicts greater self-efficacy to continue breastfeeding 

(Zhuang et al., 2018). As such, the high levels of support observed in the current study may 

help to counteract the fear and embarrassment some women may feel when deciding whether 

or not to breastfeed in public (Bonia et al., 2013). Consistent with this perspective, 

community acceptance of breastfeeding in general correlates positively with the perceived 

ease of breastfeeding (Daly, Pollard, Phillips, & Binns, 2014). Thus, our findings could 

benefit clinical practice and public health initiatives aimed at fostering breastfeeding. Given 

that past research shows that Māori communities may perceive society as being unaccepting 

of public breastfeeding (Glover et al., 2009), primary and community care providers could 

utilise our findings to assuage fears of public judgement associated with public breastfeeding. 

In turn, these targeted campaigns could increase breastfeeding rates in communities with 
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traditionally lower rates of breastfeeding (e.g., Māori and deprived communities; Castro et 

al., 2017; Ministry of Health, 2018). Furthermore, as our findings suggest that Asian peoples 

express the least amount of support for public breastfeeding, public health campaigns could 

specifically target this population when trying to bolster support for breastfeeding in public. 

Limitations 

Although our study makes a number of important contributions to the literature, it is 

worth noting some of its limitations. Due to the omnibus format of the NZAVS survey, there 

was only enough space for a single-item measure of support for breastfeeding in public. As 

such, we were unable to assess the perceived acceptability of breastfeeding across a range of 

locations. Yet research demonstrates that there may be key differences in support depending 

on location. For example, breastfeeding is seen as more acceptable in shopping malls than in 

restaurants (Russell & Ali, 2017). Similarly, the perceived importance of discretion or the 

effort on the part of the mother to “cover-up” when breastfeeding was not assessed. This is an 

oft-noted factor when people consider the acceptability of breastfeeding in public (Meng et 

al., 2013). As such, future work in New Zealand should examine situational variability in 

support for breastfeeding in public. Such research could help to inform public health 

initiatives aimed at reducing the stigma associated with public breastfeeding, as well as to 

increase the number of facilities available for women who breastfeed in public spaces.  

Finally, we were unable to assess people’s (dis)comfort with being around someone 

breastfeeding in public. To these ends, past research reveals differences in support depending 

on the perceived acceptability and comfortability with breastfeeding in public (Mulready-

Ward & Hackett, 2014). Specifically, people report being more comfortable in the presence 

of a breastfeeding mother than they rate the acceptability of breastfeeding in public. These 

critical contradictions suggest that attitudes toward public breastfeeding are multifaceted and 
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that a multitude of factors (including one’s affective responses to, and the location of, 

breastfeeding) should be considered when assessing support for breastfeeding in public.  

Concluding Comments 

 The present study provided the first comprehensive overview of support for public 

breastfeeding in New Zealand. To these ends, our findings provide an optimistic outlook on 

societal attitudes, as most participants indicated that women should be allowed to breastfeed 

in public. Despite high levels of support, our results also indicated that key sociodemographic 

variables predicted support for, and opposition to, breastfeeding in public. Specifically, being 

a woman, identifying as Māori, being a parent, being in a relationship, being employed, and 

having higher education were associated with greater support for public breastfeeding, 

whereas being older, identifying with an Asian ethnicity, and identifying with a religion were 

associated with more opposition to public breastfeeding. Collectively, these results provide a 

snapshot of populations in New Zealand who express more or less support for breastfeeding 

in public. Future public health initiatives should consider these results when developing and 

implementing targeted campaigns aimed at increasing support for breastfeeding in public. 
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Bridging Statement 

In the preceding chapter, I established the baseline level of support the New Zealand 

public has for women breastfeeding in public. The results showed that New Zealanders are 

highly supportive of individuals being free to choose to breastfeed in public. These levels of 

support are similar to studies from comparable Western contexts such as Australia (Meng et 

al., 2013) and Canada (Russell & Ali, 2017) which suggested that the majority of the public 

are accepting of public breastfeeding. In terms of demographic correlates, the results showed 

that women, younger individuals, and those who have attained higher levels of education 

were supportive of public breastfeeding. These findings resonate with international research 

from the United States (Roche et al., 2015), Australia (Meng et al., 2013), and Canada 

(Russell & Ali, 2017). As noted previously, extant research from New Zealand has primarily 

examined breastfeeding behaviour and experiences (Alianmoghaddam et al., 2017, 2018; 

Heath et al., 2002), cultural aspects of breastfeeding (Glover et al., 2009), and social 

narratives associated with breastfeeding (McLeod et al., 1998; Thornley et al., 2007). 

However, public attitudes in New Zealand society had not been previously explored prior to 

this thesis. As such Study 3 was the first ever investigation of broader public attitudes 

towards public breastfeeding itself in New Zealand-based research. 

The freedom to breastfeed is an important aspect of reproductive autonomy. As with 

determining one’s own bodily choices after birth, women should have the right to decide 

when to become a parent. In the next paper, I examine public support for the legalisation of a 

woman’s right to choose, namely, the right to access an abortion. As noted previously, past 

research in the area has predominantly been conducted in the US (see Jelen & Wilcox, 2003). 

Given the political climate during the writing of this thesis regarding the legal status of 

abortion in New Zealand, it is important to assess public opinion towards legalised abortion. 

In addition to examining levels of public support for legalised abortion, exploring how 
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relevant sociodemographic factors influence attitudes is critical to gleaning insight into New 

Zealander’s attitudes towards the issue. Specifically, identifying sociodemographic factors 

associated with abortion attitudes can provide a picture of how various identities contribute to 

support for reproductive freedom in New Zealand.  

The findings from the following study will build on past research from the New 

Zealand Election Study on support for abortion in New Zealand (Vowles, et al., 2017) as well 

as research from comparable Western nations such as the US (Barkan, 2014; Lizotte, 2015) 

and Northern Ireland (Hayes & McKinnon, 2018) which all suggest that public support for 

abortion is favourable overall but somewhat polarised. Importantly, past research of New 

Zealanders have not specifically explored attitudes towards the legal status of abortion but 

rather assessing perceptions of morality towards the issue (e.g., Grimes, MacCulloch, & 

McKay, 2015; Vowles et al., 2017). Thus, the following study attempts to build on current 

New Zealand and international research regarding attitudes towards legalised abortion. 

The following paper is the second of two papers in Chapter Three of this thesis. It 

aims to establish whether sociodemographic correlates identified in similar Western contexts 

(e.g., the US; Barkan, 2014; Lizotte, 2015) are similarly influential in New Zealand as well as 

to identify baseline levels of support for legalised abortion in a politically critical time in 

terms of the abortion debate. Thus, this study provided an up-to-date comprehensive view of 

New Zealanders attitudes toward abortion, using a nationally representative sample.  

This study was accepted for publication at the New Zealand Medical Journal in 2019 

and based on the author’s copy of the accepted manuscript. As such, it was written for an 

audience of medical and health professionals and researchers in New Zealand. As a 

consequence, the conventions for presenting information and data within this manuscript may 

differ from the prior studies. The following work will use the pronoun ‘we’ to reflect the 
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collective contributions of myself and my co-authors (Osborne & Sibley) to this work. 

Finally, the paper is replicated here as it was submitted, with only minor formatting and 

typographical changes. As a consequence, there may be repetition within this paper from 

previous chapters. 
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Study Four: Sociodemographic factors associated with attitudes towards abortion in 

New Zealand 

 

The following article has been accepted at the New Zealand Medical Journal at the writing of 

this thesis. 

 

Huang, Y., Osborne, D., & Sibley, C. G. (2019). Sociodemographic factors associated with 

attitudes towards abortion in New Zealand. Manuscript accepted at The New Zealand 

Medical Journal.  
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Abstract 

Aims: The present study examined the sociodemographic correlates of support for legalised 

abortion in New Zealand. 

Method: Data (N = 19,973) were from the 2016/17 New Zealand Attitudes and Values 

Study, a national longitudinal panel sample of New Zealand adults aged 18 and older. The 

survey measured support for legalised abortion (a) regardless of the reason and (b) when the 

woman’s life is endangered, as well as (c) focal sociodemographic correlates. 

Results: Our sample expressed moderate-to-high support for legalised abortion regardless of 

the reason and high support for abortion when the woman’s life is endangered. Being 

religious, living in a more deprived neighbourhood, and having more children all correlated 

negatively with support for both measures of abortion. Men were less supportive of abortion 

for any reason but did not differ from women’s support for legalised abortion when the 

woman’s life is endangered. Furthermore, age correlated negatively with support for abortion 

for any reason, but positively with support for abortion when a woman’s life is endangered. 

Conclusions: A majority of our respondents expressed high levels of support for legalised 

abortion. Several sociodemographic factors were significantly associated support for 

legalised abortion. 
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Sociodemographic factors associated with attitudes toward abortion in New Zealand 

 According to the United Nations, access to reproductive rights, including abortion, is 

a basic human right (Office of the United Nations High Commissioner for Human Rights, 

n.d.). However, abortion is currently only legal under a few circumstances in New Zealand. 

These include pregnancies that (a) pose a serious risk to life or physical health, (b) pose 

serious danger to a woman’s mental health, or (c) are a result of incest with a guardian 

(Contraception, Sterilisation and Abortion Act 1977). Even within these circumstances, 

abortions are only granted following the approval of two certifying consultants appointed by 

the Abortion Supervisory Committee (Abortion Supervisory Committee, 2018; 

Contraception, Sterilisation and Abortion Act 1977) 

  Although abortion rates across Oceania have generally remained stable over the last 

decade (Sedgh et al., 2016), New Zealand has seen a decline in abortions since the mid-2000s 

(Abortion Supervisory Committee, 2018). Indeed, 20.1% of all pregnancies in New Zealand 

ended in an abortion in 2007, yet the abortion rate fell to just 13.7% in 2017 (Statistics New 

Zealand, 2018a). Of the 13,285 abortions performed in 2017, 97.3% were granted based on 

the pregnancy posing a danger to the mental health of the woman (Abortion Supervisory 

Committee, 2018). Nevertheless, seeking an abortion remains a difficult process. According 

to a study from 2010, women experienced an average delay of 24.9 days between seeking an 

abortion and undergoing the procedure (Silva, McNeill, & Ashton, 2010). In addition to time 

delays, there are geographical barriers to abortion. Specifically, abortion services may be 

unavailable in a given region, resulting in lengthy (and expensive) travel to another region 

where an abortion can be performed (Silva & McNeill, 2008). Numerous consultations may 

also be needed before women can successfully obtain an abortion, creating yet another 

obstacle for women who seek an abortion in New Zealand (Silva, McNeill, & Ashton, 2011). 

Finally, New Zealand remains one of the few developed nations with legislative restrictions 
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to abortion (Guttmacher Institute, 2018). Given these barriers, the United Nations Committee 

on the Elimination of Discrimination Against Women has recommended that New Zealand 

revisit its legislation regarding abortion to improve women’s access to reproductive 

healthcare (Convention on the Elimination of All Forms of Discrimination against Women, 

2018). 

The Present Study  

 Public opinion over the legality of abortion remains divisive across the globe. A 

recent study based on data from 51 countries revealed that public support for abortion is low-

to-moderate (M = 3.31, SD = 2.80, scale range 1 [never justifiable] – 10 [always justifiable]; 

Loll & Hall, 2018). Nevertheless, abortion attitudes differ considerably across nations. For 

example, respondents from Pakistan express the least support for abortion (M = 1.52), 

whereas Swedish respondents express the most support (M = 8.00). Support for abortion 

across nations also differs by the restrictiveness of abortion laws within a given country such 

that those who live in countries with less restrictive abortion policies express higher support 

(M = 4.09) than do those from countries with more restrictive abortion policies (M = 2.55). 

As previously noted, abortion is only permissible under a few limited circumstances in New 

Zealand (Contraception, Sterilisation and Abortion Act 1977). Given that public opinion can 

be a critical driver of policy change (T. Lee, 2002), it is important to understand both New 

Zealanders’ overall support for abortion, as well as the sociodemographic correlates of these 

attitudes. 

To these ends, research from New Zealand broadly suggests that support for abortion 

has changed over the last forty years. Early research from the 1970s, suggested that around 

15.6–31.5% of respondents agreed that abortion should be legal under any circumstance, 

whereas only 8.1–13.9% believed that abortion should be illegal, regardless of circumstance 

(Trlin, 1975). Data from the late 1970s yielded similar rates of support, with 35.3% of 
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respondents reporting that abortion should be approved regardless of circumstance (Perry & 

Trlin, 1982). Yet more recent data from the New Zealand Election Study (NZES; New 

Zealand Election Study, 2018) suggests that previously undecided people may be becoming 

more supportive of abortion (see Table 1). Polling data from 2017 further suggests that a 

majority of respondents are supportive of legalised abortion (Curia Market Research, 2017). 

Together, New Zealanders’ support for abortion may be increasing. However, current 

population levels of support for legalised abortion remains unknown, nor the demographic 

factors related to abortion attitudes. 

 The aim of this study is to assess population levels of support for legalised abortion in 

New Zealand using a national sample of adults. First, we assessed levels of support for 

legalised abortion under two conditions (namely, regardless of the reason and when the 

woman’s life is endangered). Second, we examined sociodemographic factors associated with 

support for legalised abortion under these two conditions. Past research examining attitudes 

toward the legal status of abortion has overlooked a wide range of sociodemographic 

correlates associated with abortion attitudes (Curia Market Research, 2017). As such, we aim 

to address this oversight by assessing rates of support for legalised abortion in New Zealand, 

as well as the sociodemographic correlates of abortion support.   
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Table 9. Summary of support for abortion from surveys conducted by the New Zealand 

Election Study 2008–2017 (adapted from data using the New Zealand Election Study, 2018). 

2008 “Abortion is always wrong.” 27.6 Strongly Disagree 

27.8 Disagree 

19.8 Neutral 

8.6 Agree 

13.4 Strongly Agree 

2.9 Don’t Know 

 

2014 “Abortion is always wrong.” 40.2 Strongly Disagree 

20.2 Disagree 

14.8 Neutral 

8.5 Agree 

12.3 Strongly Agree 

4.1 Don’t Know 

 

2017 “Abortion is always wrong.” 45.5 Strongly Disagree 

18.1 Disagree 

13.5 Neutral 

6.6 Agree 

10.7 Strongly Agree 

5.6 Don’t Know 

 

Method 

Sampling Procedure 

Participants from Time 1 (2009) of the New Zealand Attitudes and Values Study 

(NZAVS), an ongoing nation-wide panel study of New Zealand adults, were randomly 

sampled from the 2009 New Zealand Electoral Roll. Sampled participants were sent a postal 

questionnaire with the option to participate in the study. Booster sampling of adults aged 18-

65 was also conducted to increase the sample size and address sample attrition. Specifically, 

random samples were drawn from the 2012, 2014, and 2017 New Zealand Electoral Rolls and 

then incorporated into the study at Time 4 (2011/12), Time 5 (2013/14), and Time 8 

(2016/17), respectively. Additional participants were recruited from an unrelated survey 

featured on a New Zealand news website at Time 3 (2011). The full Time 8 sample retained 

11,933 participants from the full Time 7 sample (85.6% retention rate from the previous year) 

and included 7,669 participants recruited from the booster sample (response rate = 9.7%). 
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Participants 

Participants (N = 19,973) were from Time 8 (2016/17) of the NZAVS and were 

limited to those for whom complete data were available for each regression analysis. Ethical 

approval of the study was granted by the University of Auckland Human Participants Ethics 

Committee. See Table 2 for demographic characteristics and comparisons between the 

weighted and unweighted sample. 

Measures 

Support for Legalised Abortion.  

Participants were asked to report their support for legalised abortion with two items 

(Smith, Marsden, Hout, & Kim, 2011): “Legalized abortion for women, regardless of the 

reason” and “Legalized abortion when the woman’s life is endangered”, using a 7-point 

Likert scale with anchors at 1 (Strongly Oppose) and 7 (Strongly Support).  

Sociodemographics.  

A variety of sociodemographic variables were also measured. These included gender, 

age, ethnicity (European/Pākehā, Māori, Pacific descent, Asian descent), religious affiliation, 

parental status, number of children (given birth to/fathered/adopted), relationship status 

(serious romantic relationship), employment status, education (11-unit ordinal rank of 

qualifications; Statistics New Zealand, 2003), population density (urban vs. rural), birthplace 

(being born in or outside of New Zealand), area-level socioeconomic deprivation (NZ 

Deprivation Index 2013; Atkinson, Salmond, & Crampton, 2014), and socioeconomic status 

(NZSEI2013; Fahy, Lee, & Milne, 2017). 
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Table 10. Unweighted and weighted demographic characteristics of the sample for Study 4 

(N = 19,973; Time 8 (2016/17) of the NZAVS). 
Characteristic (n) % (unweighted) % (weighted) 

Gender   

Women (12,586) 63.0 54.3 

Men (7,387) 37.0 45.7 

Age (years)   

18-29 (2,086) 10.4 11.4 

30-44 (4,604) 23.1 24.0 

45-64 (10,935) 54.7 53.5 

65+ (2,348) 11.8 11.1 

Religious affiliation   

Yes (7,621) 38.2 41.3 

No (12,352) 61.8 58.7 

Parental status   

Yes (14,749) 73.8 72.6 

No (5,224) 26.2 27.4 

Relationship status (serious romantic relationship)   

Yes (15,145) 75.8 75.5 

No (4,828) 24.2 24.5 

Employment status   

Yes (15,751) 78.9 79.1 

No (4,222) 21.1 20.9 

Population density   

Urban (13,059) 65.4 68.9 

Rural (6,914) 34.6 31.1 

Born in New Zealand   

Yes (15,808) 79.1 68.9 

No (4,165) 20.9 31.1 

Number of childrena   

No children (5,224) 26.2 27.4 

One child (2,429) 12.2 12.4 

Two to three children (10,206) 51.2 49.7 

Four or more children (2,086) 10.5 10.5 

Education   

No qualifications (577) 2.9 3.1 

Partial/full secondary school (5,760) 28.8 27.8 

Non-undergraduate tertiary qualifications (3,941) 19.7 19.5 

Undergraduate qualification (5,292) 26.5 27.7 

Postgraduate qualification (4,403) 22.0 21.8 

Ethnicityb   

European/Pākehā (yes = 18,101, no = 1,872) 90.6 79.1 

Māori (yes = 2,195, no = 17,778) 11.0 11.5 

Pacific Nations descent (yes = 503, no = 19,470) 2.5 6.4 

Asian descent (yes = 922, no = 19,051) 4.6 14.0 

Area-level socioeconomic deprivation   

1-5 (Low deprivation; 12,616) 63.2 61.1 

6-10 (High deprivation; 7,357) 36.8 38.9 

Socioeconomic status (SES)   

10-49 (Lower SES; 7,645) 38.3 38.9 

41-80 (Higher SES; 12,328) 61.7 61.1 
aNumber of children birthed, fathered, or adopted (28 cases were not included in this table due to being outliers 

or due to irregularity in responses). 
bParticipants could identify with more than one ethnicity. Percentages reported represent the proportion of the 

full sample with identification with each individual ethnicity.
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Analysis Procedure 

 Regression analyses were conducted in Mplus version 8.0. Post-stratification sample 

weighting was applied to all analyses to adjust for sample biases in gender, ethnicity, and 

region (Sibley, 2017). Due to the large sample size, we adopted a conservative criterion for 

determining statistical significance (i.e., p < .005). 

Overall Support for Abortion 

 Post-stratification sample weighted means, standard deviations, and bivariate 

correlations across all measures are summarised in Table 3. Notably, our two measures of 

abortion attitudes were moderately positively correlated (r = .545). Accordingly, most 

participants expressed moderate to high levels of support for legalised abortion for any reason 

(M = 5.080, SD = 1.927, Mdn = 6.00 [IQR = 4.00–7.00]) and high levels of support for 

legalised abortion when the woman’s life is endangered (M = 6.281, SD = 1.317, Mdn = 7.00 

[IQR = 6.00–7.00]).  

Sociodemographic Correlates 

 Multiple linear regressions were conducted to examine the sociodemographic 

correlates of support for legalised abortion (a) regardless of the reason and (b) when the 

woman’s life is endangered. Ethnicity was dummy-coded with European/Pākehā assigned as 

the reference category (i.e., Māori, Pacific, and Asian ethnicities were included as dummy-

codes). Participants were allowed to identify with multiple ethnicities. The results from these 

analyses are summarised in Table 4. Unstandardised B coefficients in our regression models 

represent the amount of change in our dependent variables with one unit increase of our 

predictor variables. 
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Table 11. Descriptive statistics and bivariate correlations across sociodemographic factors and attitudes toward abortion for Study 4. 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 15. 16. 17. 

1. Gender a ---                 

2. Age .106** ---                

3. Māori ethnicity b .034** −.015 ---               

4. Pacific ethnicity c .009 −.070** .012 ---              

5. Asian ethnicity d −.036** −.183** −.096** .020 ---             

6. Religious affiliation e −.045** .106** .011 .143** .134** ---            

7. Parental status e .013 .459** .027** −.036** −.103** .069** ---           

8. Relationship status e .075** .112** −.076** −.045** −.031** −.010 .329** ---          

9. Employment status e .051** −.237** −.023* −.005 .013 −.058** −.049** .093** ---         

10. Population density f .000 −.123** −.080** .114** .201** .036** −.119** −.048** .033** ---        

11. Born in New Zealand e .006 .026** .203** −.045** −.437** −.113** .015 −.053** .009 −.151** ---       

12. Education g −.063** −.141** −.129** −.051** .157** .026** −.076** .078** .143** .169** −.200** ---      

13. NZ Deprivation h −.022* −.050** .160** .165** .028** .066** −.060** −.181** −.066** −.112** .029** −.152** ---     

14. Socioeconomic status i −.081** −.033** −.082** −.053** .061** .010 .017 .110** .103** .142** −.105** .570** −.168** ---    

15. Number of children j .041** .444** .098** .028** −.137** .130** .724** .231** −.100** −.142** .059** −.117** .028** −.032** ---   

16. Abortion – any reason k −.026** −.121** .004 −.106** −.134** −.418** −.123** −.002 .064** .011 .091** .084** −.103** .091** −.184** ---  

17. Abortion – life endangerment k .003 .018 −.013 −.151** −.129** −.282** −.019 .024* .022* −.026** .077** .070** −.097** .097** −.073** .545** --- 

M 0.457 49.059 0.115 0.064 0.140 0.413 0.726 0.755 0.791 0.689 0.730 5.364 4.750 54.348 1.794 5.079 6.281 

SD 0.498 13.975 0.319 0.244 0.347 0.492 0.446 0.430 0.406 0.463 0.444 2.723 2.779 16.326 1.521 1.973 1.317 

Note. ** p < .001, * p < .005 

Weighted correlation coefficients, means, and standard deviations. 
a 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e 0 = yes, = 1 no 
f 0 = rural, 1 = urban  

g11-unit ordinal rank of qualifications; 0 = no qualifications, 1-3 = partial/full secondary school, 4-6 = non-undergraduate tertiary qualifications, 7 = undergraduate degree, 8-10 = post-graduate qualifications 
h Area-level socioeconomic deprivation; 1 = least deprived, 10 = most deprived 
i Socioeconomic status (SES); 10 = lowest SES, 90 = highest SES 
j Children given birth to, fathered, or adopted 
k 1 = Strongly Oppose, 7 = Strongly Support 
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Legalised abortion regardless of the reason.  

Men expressed less support than women for legalised abortion for any reason. 

Likewise, participants who identify with a religion, are older, live in more deprived 

neighbourhood, and who have a greater number of children expressed less support for 

legalised abortion regardless of the reason.  

 In terms of ethnic group differences, when compared to European/Pākehā, Māori 

expressed more for abortion regardless of the reason whereas Asians expressed less support. 

Those who were of Pacific descent did not differ from European/Pākehā.  

 Parental status, relationship status, employment status, population density, and 

birthplace were unrelated to support for legalised abortion regardless of the reason. 

Legalised abortion when the woman’s life is endangered.  

Age, education, and socioeconomic status correlated positively with support for 

legalised abortion when a woman’s life is endangered. Conversely, identifying with a 

religion, living in a neighbourhood with higher deprivation and having a higher number of 

children correlated negatively with support for abortion under this condition. 

 In terms of ethnic group differences, Asian and Pacific ethnicities expressed lower 

support for legalised abortion when the woman’s life is endangered than did 

European/Pākehā, whereas those who identified as Māori did not significantly differ from 

European/Pākehā. 

Gender, parental status, relationship status, employment status, population density, 

and birthplace were uncorrelated with support for legalised abortion when the woman’s life is 

endangered.
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Table 12. Multiple linear regressions of sociodemographic correlates of support for legalised abortion for Study 4 (N = 19,973). 
 Model 1  Model 2 

 Legalised abortion for women, regardless of the reason Legalised abortion when the woman’s life is endangered 

 B 99% CI SE β z VIF B 99% CI SE β z VIF 

Intercept 5.840 [5.550, 6.129] 0.112 2.961 51.983 --- 6.113 [5.896, 6.330] 0.084 4.643 72.649 --- 

Gendera –0.130 [–0.210, –0.049] 0.031 –0.033 –4.128** 1.041 –0.016 [–0.076, 0.044] 0.023 –0.006 –0.681 1.041 

Age –0.005 [–0.008, –0.001] 0.001 –0.032 –3.452* 1.486 0.005 [0.003, 0.008] 0.001 0.054 5.111** 1.483 

Māori ethnicityb 0.175 [0.053, 0.296] 0.047  0.028 3.713** 1.093 0.014 [–0.072, 0.101] 0.034 0.004 0.431 1.093 

Pacific ethnicityc –0.284 [–0.562, –0.006] 0.108 –0.035 –2.629 1.083 –0.496 [–0.735, –0.257] 0.093 –0.092 –5.340** 1.082 

Asian ethnicityd –0.611 [–0.807, –0.416] 0.076 –0.107 –8.052** 1.334 –0.349 [–0.502, –0.196] 0.059 –0.092 –5.874** 1.334 

Religious affiliatione –1.508 [–1.594, –1.423] 0.033 –0.376 –45.236** 1.084 –0.669 [–0.732, –0.607] 0.024 –0.250 –27.486** 1.085 

Parental statuse –0.042 [–0.182, 0.097] 0.054 –0.010 –0.781 2.359 0.043 [-0.065, 0.152] 0.042 0.015 1.031 2.358 

Relationship statuse 0.046 [–0.052, 0.145] 0.038 0.010 1.207 1.196 0.014 [–0.058, 0.087] 0.028 0.005 0.514 1.194 

Employment statuse 0.036 [–0.069, 0.141] 0.041 0.007 0.885 1.105 –0.008 [–0.085, 0.069] 0.030 –0.002 –0.267 1.105 

Population densityf 0.048 [–0.030, 0.126] 0.030 0.011 1.581 1.121 –0.023 [–0.085, 0.039] 0.024 –0.008 –0.975 1.121 

Born in New Zealande 0.099 [–0.010, 0.207] 0.042 0.022 2.349 1.319 0.070 [–0.011, 0.150] 0.031 0.023 2.236 1.320 

Educationg 0.038 [0.021, 0.056] 0.007 0.052 5.598** 1.601 0.023 [0.010, 0.036] 0.005 0.048 4.585** 1.601 

NZ Deprivation 2013h –0.039 [–0.054, –0.023] 0.006 –0.054 –6.391** 1.138 –0.019 [–0.031, –0.007] 0.005 –0.040 –4.199** 1.137 

Socioeconomic statusi 0.006 [0.003, 0.009] 0.001 0.053 5.462** 1.523 0.006 [0.003, 0.008] 0.001 0.068 6.253** 1.523 

Number of childrenj –0.157 [–0.200, –0.113] 0.017 –0.122 –9.361** 2.236 –0.068 [–0.104 , –0.032] 0.014 –0.080 –4.902** 2.235 

Note. *p < .005, **p < .001 

R2
Model 1 = .222, p < .001, R2

Model 2 = 0.119, p < .001 

Weighted regression coefficients. 

Support for legalised abortion; 1 = Strongly Oppose, 7 = Strongly Support 
a 0 = women, 1 = men 
b Dummy-coded; 0 = no Māori identification, 1 = Māori identification 
c Dummy-coded; 0 = no Pacific identification, 1 = Pacific identification 
d Dummy-coded; 0 = no Asian identification, 1 = Asian identification 
e 0 = yes, = 1 no 
f 0 = rural, 1 = urban 
g 11-unit ordinal rank of New Zealand qualifications; 0 = no qualifications, 1-3 = partial/full secondary school, 4-6 = non-undergraduate tertiary qualifications, 7 = 

undergraduate degree, 8-10 = post-graduate qualifications 
h Area-level socioeconomic deprivation; 1 = least deprived, 10 = most deprived 
i Socioeconomic status (SES); 10 = lowest SES, 90 = highest SES 
j Children given birth to, fathered, or adopted
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Discussion 

 We examined support for two measures of legalised abortion in New Zealand 

(namely, regardless of the reason and when the woman’s life is endangered). Our participants 

expressed moderate-to-high support for legalised abortion regardless of the reason and 

expressed high support for legalised abortion for when the woman’s life is endangered. 

Furthermore, support for legalised abortion across different circumstances were moderately 

positively correlated. 

Although we found (relatively) high levels of support for legalised abortion, there was 

nevertheless sociodemographic variability in abortion attitudes. Our analyses revealed that 

men, compared to women, were less supportive of legalised abortion regardless of the reason, 

whereas there were no gender differences in support for legalised abortion when the woman’s 

life is endangered. Our results for gender differences in support for legalised abortion for any 

reason is consistent with international research from Northern Ireland (Hayes & McKinnon, 

2018), the United States (US; Lizotte, 2015),23 and overall global attitudes (Loll & Hall, 

2018).11 However, past New Zealand-based research yielded inconsistent results in terms of 

gender differences in abortion attitudes. Specifically, some research suggests that women are 

more supportive of abortion (Vowles, Coffé, & Curtin, 2017) whereas other research suggests 

there are no gender differences (Grimes, MacCulloch, & McKay, 2015). These inconsistent 

findings may be due to a failure to account for religious affiliation (Barkan, 2014; Lizotte, 

2015), as well as the possibility that support for abortion depends on the circumstance under 

which an abortion is sought—oversights which we addressed in the present study. 

 Our results also revealed that participants who identified with a religion expressed 

less support for both abortion support measures relative to those who were non-religious. 

These results are consistent with past international and New Zealand-based research showing 
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that identifying with a Christian religion, church attendance, and religiosity correlate 

negatively with support for abortion (Barkan, 2014; Hayes & McKinnon, 2018; Lizotte, 

2015; Perry & Trlin, 1982; Vowles et al., 2017). 

 Turning to other significant correlates of abortion support, we found that education 

correlated positively with support for both abortion measures. This finding is consistent with 

studies from Northern Ireland (Hayes & McKinnon, 2018), the US (Barkan, 2014; Lizotte, 

2015), and New Zealand (Grimes et al., 2015; Vowles et al., 2017).  

 We also found that those living in areas with higher deprivation were less supportive 

of both forms of abortion. Similarly, socioeconomic status correlated positively with support 

for abortion under both conditions. Previous data from New Zealand suggested a similar 

pattern of results in terms of socioeconomic factors influencing abortion support. 

Specifically, one study revealed that participants from the lowest income quintile in their 

sample expressed less support for abortion than did those in the highest income quintile 

(Grimes et al., 2015). However, there were no differences in support for those from the 

middle-income brackets.  

Our results also reveal that age correlated negatively with support for legalised 

abortion for any reason, but positively with support for legalised abortion when the woman’s 

life is endangered. Past New Zealand-based research has found mixed results in terms of the 

relationship between and age and abortion attitudes. For example, one study suggested that 

age correlates positively (Vowles et al., 2017) with opposition to abortion, whereas another 

study found that age is uncorrelated with abortion support (Begun, Bird, & Ramseyer Winter, 

2016). However, these inconsistencies may be due to a failure to account for differential 

support across circumstances under which an abortion may be sought. 
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Although our data uncovered a number of sociodemographic correlates of abortion 

attitudes, we also identified factors that were not significantly associated with abortion 

attitudes (when adjusting for other demographics). Indeed, parental status was surprisingly 

unassociated with either measure of abortion support. However, there was a negative 

correlation between participants’ number of children and support for both measures of 

abortion. Research from the US suggests that having more children is unassociated with 

abortion attitudes when accounting for religious affiliation (Barkan, 2014). However, our 

results are consistent with early New Zealand-based research which suggested that parity was 

negatively correlated with abortion support (Perry & Trlin, 1982). 

 Notably, relationship status did not correlate with abortion attitudes. This is consistent 

with past New Zealand-based research which suggested that marital status was uncorrelated 

with abortion attitudes (Vowles et al., 2017). In contrast, data from the US has been 

inconsistent, with some studies showing that marital status is unassociated with abortion 

attitudes (Barkan, 2014), or negatively correlated with abortion support (Lizotte, 2015). 

Collectively, our results suggest that there may be important contextual/cross-national 

differences in how marital or relationship status affects abortion attitudes. 

Turning to employment status, our data indicate that there were no differences in 

either measure of abortion support between those who are employed or unemployed. 

Whereas past research from New Zealand has been mixed, data from the World Values 

Survey suggests that being employed was associated with greater support for abortion relative 

to those who were unemployed (Grimes et al., 2015). However, there were no differences 

between those who were employed and those who were retired, a student, or a homemaker. In 

contrast, data from the NZES suggested that employment status was unrelated to abortion 

attitudes (Vowles et al., 2017). Taken together, the association between employment status 
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and abortion attitudes appears to be complicated. Future research should examine 

occupational levels in more detail to disentangle these inconsistencies.  

 Regarding population density, we did not find differences between those who lived in 

urban or rural areas in terms of either measure of abortion attitudes. These results are 

consistent with research from the US, which also failed to find regional differences in 

abortion support (Barkan 2014; Lizotte, 2015). However, one study of Latinos in the US 

found that, people living in a rural community were less supportive of abortion than their 

urban counterparts (Bartkowski, Ramos-Wada, Ellison, & Acevedo, 2012). Similarly, we 

found that either measure of abortion support did not differ depending on whether you were 

born in New Zealand or overseas. We did, however, find a significant negative bivariate 

correlation between religious affiliation and being born in New Zealand (see Table 2). As 

such, adjusting for religious affiliation in our focal analyses may explain why nativity was 

unassociated with abortion attitudes. Similarly, a previous study examining attitudes of 

Latinos in the US suggested that being born outside of the US was related to less support for 

abortion, even when accounting for religious affiliation (Bartkowski et al, 2012). Together, 

although nativity and population density were unrelated to abortion attitudes in our sample, 

further cross-cultural research may be needed to clarify cultural and contextual differences in 

the relationships birthplace, immigration status, and religion have with abortion attitudes. 

Finally, in terms of ethnic group differences, we found that compared to 

European/Pākehā, those who identified as Māori were more supportive whereas those who 

identified with as Asian were less supportive, of legalised abortion for any reason. Those who 

identified as Pacific did not differ from European/Pākehā in terms of their attitudes toward 

for abortion for any reason. In terms of support for legalised abortion in circumstances where 

the woman’s life is endangered, those who identified as Pacific and/or identifying as Asian 

expressed less support than did those who identified as European/Pākehā. There was no 
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difference between European/Pākehā and Māori for support for legalised abortion when the 

woman’s life is endangered. Our results conflict with NZES data which suggested that Māori 

were more opposed to abortion relative to European/Pākehā (Vowles et al., 2017). However, 

consistent with our results, they also found that identifying with a Pacific and Asian ethnicity 

was associated with lower support for abortion (Vowles et al., 2017).  

Implications 

New Zealand women face geographical, temporal, and institutional barriers in 

accessing abortion services (Silva & McNeill, 2008; Silva et al., 2010, 2011). In response, the 

United Nations has recommended that New Zealand change their abortion legislation to 

enable greater and easier access to abortion.10 The results of our study reveal that such 

legislative changes would be well-received by the public, as most participants expressed 

support for legalised abortion. Decriminalising abortion may not only help to reduce the 

physical and institutional barriers present in abortion access in New Zealand (Silva & 

McNeill, 2008; Silva et al., 2010, 2011), it may also ameliorate the stigma women experience 

when seeking and obtaining an abortion (McCulloch & Weatherall, 2017). Additionally, 

these findings provide insight regarding opinions on abortion as a medical procedure across 

different populations and communities in New Zealand. Past research suggests that women 

who obtain an abortion can feel stigmatised by society, their communities, families, and 

various institutions (Hanschmidt, Linde, Hilbert, Riedel-Heller, & Kersting, 2016). As such, 

by considering the factors associated with less support for abortion identified in the current 

study, primary health care providers may be better able to provide specific counselling 

services for women who belong to these communities and choose to seek an abortion.  

Concluding comments 

The present study examined levels of support for legalised abortion. Our results reveal 

that the public express moderate-to-high levels of support for legalised abortion regardless of 
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the reason and high levels of support for legalised abortion when the woman’s life is 

endangered. Nevertheless, there were numerous sociodemographic differences in support for 

both forms of abortion. Men, being older, and identifying with an Asian ethnicity was related 

to lower support for legalised abortion for any reason, whereas identifying as Māori was 

associated with higher support. Being older was associated with higher support for legalised 

abortion for when the woman’s life is endangered whereas identifying with a Pacific and/or 

Asian ethnicity was associated with lower support. Finally, being non-religious, higher 

education, lower area-level deprivation, higher socioeconomic status, and having fewer 

children was associated with higher support for legalised abortion across both measures. 

Together, these results suggest that the majority of New Zealanders are supportive of 

legalised abortion, but that important demographic variables are nonetheless associated with 

abortion attitudes. 
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Bridging Statement 

In the prior chapters, I assessed (a) how individual difference factors and cultural 

changes can determine differences and changes in sexism as well as (b) baseline levels of 

support for two aspects of women’s reproductive rights in New Zealand. Specifically, these 

studies demonstrated how sexism manifests in New Zealand through dispositional 

characteristics such as the personality factors as well as through demographic identity factors. 

In addition to individual differences, sexism can be responsive to social norms, whereby 

sexist attitudes can decrease across people aggregately as collective cultural values change 

over time. In terms of attitudes towards reproductive rights, although overall support for 

individual aspects of women’s reproductive rights can be relatively high, specific individual 

factors can weaken support for issues such as public breastfeeding and legalised abortion. 

Notably, being older or identifying with a religion are associated with lower support for 

reproductive autonomy in these cases. Together, the prior two chapters suggest that although 

attitudes towards gender equality are becoming increasingly egalitarian in New Zealand, 

various sociodemographic factors nonetheless hinder societal support for reproductive rights.  

The following study builds on the prior studies by exploring how sexist ideologies 

inform opposition towards public breastfeeding. Although the previous studies of this thesis 

suggest that sexism is decreasing and that public breastfeeding is viewed favourably, sexist 

ideologies can nonetheless hinder support for the act. Notably, although public opinion 

towards breastfeeding in public can be tolerant, misogynistic beliefs about public 

breastfeeding still pervade cultural attitudes towards the act. Specifically, public 

breastfeeding may be viewed as “disgusting” (Morris et al., 2016) or “exhibitionist” 

(Callaghan & Lazard, 2012; Grant, 2016), evaluations that are tied to sexist and critical 

attitudes towards women’s bodies (Chrisler, 2011). Indeed, past research from a decade ago, 

conducted in the US, has found that men’s sexist attitudes were correlated with opposition to 
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public breastfeeding, suggesting that beliefs about motherhood and women’s bodies 

influenced by attitudes towards women’s status and hierarchy with relation to men (Acker, 

2009; Forbes et al., 2003). However, given that sexism has decreased (see Study 2), studies 

that are more recent are needed to explore the link between sexism and opposition to public 

breastfeeding. It is plausible that aggregate level change in sexist attitudes can lead to 

changes in how these attitudes impact specific reproductive behaviours. Thus, Study 5 of this 

thesis will explore how ambivalent sexism is associated with public breastfeeding in New 

Zealand.   

The following paper is the focal paper of Chapter Four of this thesis. The present 

study aimed to engage with the interface between sexist ideologies and how it reinforces 

opposition to public breastfeeding. Despite the high levels of support for public breastfeeding 

established in Study 3 and the decreases in sexism seen in Study 2, sexist ideologies 

continues to fuel antipathy toward women who choose breastfeed outside of the home. 

This study was submitted to the Reproductive Justice Special Issue of the Journal of 

Social Issues in 2019. As such, it was written for an international audience with a focus on 

psychological and social science research. The following work will use the pronoun ‘we’ to 

reflect the collective contributions of myself and my co-authors (Sibley & Osborne) to this 

work. Finally, the paper is replicated here as it was submitted, with only minor formatting 

and typographical changes. As a consequence, there may be repetition within this paper from 

previous chapters. 
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Study 5: Breast is best, but where? Hostile sexism underlies opposition to breastfeeding 

in public 

 

The following article has been submitted for review at the Journal of Social Issues. It is 

currently under review.  
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Abstract 

Public breastfeeding remains a controversial issue, but the psychological factors underlying 

this debate are largely unknown. Given that gender, gender role attitudes, and breastfeeding 

are intimately connected, one likely (albeit relatively unexplored) set of factors associated 

with the breastfeeding debate is people’s levels of hostile and benevolent sexism. Using a 

national sample of adults (N = 16,536), we investigated the relationships hostile and 

benevolent sexism had with attitudes toward breastfeeding in public, as well as the potential 

moderating effects of gender. Results revealed that, although hostile sexism correlated 

positively with opposition to public breastfeeding among both male and female participants, 

benevolent sexism only correlated with opposition to public breastfeeding correlated 

positively for women. Taken together, these results suggest that opposition to breastfeeding 

in public is rooted in hostile attitudes toward women who are perceived as violating 

traditional gender role expectations. To address these issues, social and health policies should 

aim to reduce restrictive expectations of motherhood and women’s breastfeeding decisions. 

 

Keywords: ambivalent sexism, public breastfeeding, gender role expectations, women’s 

autonomy, reproductive justice 
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Breast is best, but where? Hostile sexism underlies men’s opposition to breastfeeding in 

public 

 

Society often criticises—and polices—women’s reproductive and infant feeding 

decisions. Breastfeeding decisions in particular appear to be imbued with a unique sense of 

shame and self-consciousness, especially when breastfeeding in front of others (Hauck, 

2004). Women who breastfeed are acutely aware of negative reactions to breastfeeding in 

public (Stearns, 1999), and often report embarrassment resulting in unwanted breastfeeding 

cessation (J. A. Scott et al., 2015). One notable case that occurred in New Zealand (the 

country in which the current study takes place) in 2017 featured a woman who was asked to 

leave a bus following complaints from another passenger over the woman breastfeeding her 

infant (Clent, 2017). Such publicised cases are often met with public scrutiny online, with 

comments expressing critical views about women who breastfeed in public (e.g., Grant, 

2016). These critical factors demonstrate that society denigrate women who breastfeed in 

public spaces. As a result, women are forced to negotiate their breastfeeding decisions with 

the unwanted attention, discomfort, and public scrutiny. 

Given the harsh scrutiny faced by women who breastfeed in public, identifying the 

psychological factors underlying opposition to breastfeeding in public has become 

increasingly important. One likely set of factors influencing public opinion in this debate is 

ambivalent sexism (see Glick & Fiske, 1996, 2001). Specifically, endorsement of traditional 

gender roles that relegate women to nurturer roles tends to correlate positively with support 

for breastfeeding in general (Forbes, Adams-Curtis, Hamm, & White, 2003). However, 

because breastfeeding is perceived as a “private act” in Western societies, the same belief in 

traditional gender roles may ironically lead to punitive attitudes toward women who 

breastfeed in public—a double-bind familiar to women not only who breastfeed, but women 
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who dare to step outside of traditional patriarchal roles. In addition, cultural beliefs in 

Western societies dictate that women’s breasts may be seen as both sexual and nurturing at 

the same time (Stearns, 1999). Taken together, these gendered beliefs about women’s bodies 

and breastfeeding decisions may drive opposition to public breastfeeding. 

Past research reveals that ambivalent sexism (Glick & Fiske, 1996, 2001)—a nuanced 

form of sexism that encompasses both hostile and benevolent (albeit patronising) attitudes 

toward women—influences how people perceive the value of breastfeeding. Specifically, 

benevolent sexism, a subjectively positive, albeit restrictive, view toward women, correlates 

positively with positive evaluations of breastfeeding mothers as opposed to bottle-feeding 

mothers (Forbes et al., 2003), but negatively with support for women breastfeeding outside of 

the home (Acker, 2009). These early studies demonstrate that traditional gender role attitudes 

can drive negative and restrictive attitudes toward women’s infant feeding decisions, 

especially when women decide to breastfeed in public spaces.  

Although these studies provide insight into the impact gender role ideologies have on 

opposition to public breastfeeding in the United States (the country that the aforementioned 

studies were conducted in; US), it remains unclear whether these findings translate cross-

nationally. As such, the present study aims to extend on past research by investigating 

support for public breastfeeding in a distinct national context (namely, New Zealand) using 

nationally representative data. New Zealand is a relatively egalitarian nation in terms of 

gender relations (World Economic Forum, 2017) but does not provide explicit legal 

protection for women who breastfeed in public (National Breastfeeding Advisory Committee 

of New Zealand, 2009). Additionally, sexism has been decreasing in New Zealand in recent 

years (Huang, Osborne, & Sibley, 2019), providing an important context to investigate how 

sexism relates to opposition to women’s breastfeeding autonomy in a relatively understudies, 

albeit important, national context.  
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Attitudes toward Breastfeeding in Public 

Breastfeeding, in general, has a variety of health benefits including increased 

protection against infectious diseases for infants, as well as a lower likelihood of developing 

ovarian or breast cancer for mothers (Victora et al., 2016). As such, the World Health 

Organization recommends exclusive breastfeeding for the first six months of life for optimal 

public health benefits (World Health Organization, 2014, 2016). Although breastfeeding 

initiation rates are high in New Zealand (Castro, et al., 2017), there are many barriers to 

sustained breastfeeding. These factors include a need to return to work (Daly, Pollard, 

Phillips, & Binns, 2014), lack of suitable provisions for breastfeeding in workplaces 

(Johnson, Kirk, Rosenblum, & Muzik, 2015), familial opposition to breastfeeding (Clifford & 

McIntyre, 2008), and health related issues for mothers or infants (Odom, et al., 2012). Social 

barriers such as social disapproval of breastfeeding in public spaces may also reduce 

breastfeeding intentions (Daly et al., 2014; McIntyre, Hiller, & Turnbull, 1999). Together, 

these results suggest that women face a variety of structural barriers to their infant feeding 

decisions and autonomy.  

Notably, women face many difficulties when choosing where to breastfeed. 

Specifically, they may face judgement or criticism for deciding to breastfeed in public or in 

the presence of others. Although people perceive breastfeeding privately as acceptable, 

breastfeeding in front of others is often met with scrutiny, especially when it is done outside 

of the home (Hauck, 2004). Indeed, breastfeeding inside the home is perceived distinctly as 

more acceptable than breastfeeding in public spaces (Acker, 2009; Magnusson et al., 2017). 

As a result, women often encounter public scrutiny when they choose to breastfeed in public 

(Stearns, 1999)—experiences that often lead to feelings of embarrassment (Heath et al., 

2002) and unwanted exposure (McKenzie, Rasmussen, & Garner, 2018). Although some 

studies in Western nations suggest that social attitudes toward public breastfeeding is 
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generally positive (Meng, Daly, Pollard, & Binns, 2013; Russell & Ali, 2017), bottle-feeding 

may be seen as the most acceptable feeding option for public places (McIntyre, Hiller, & 

Turnbull, 2001). Collectively, these studies suggest that social attitudes and public reactions 

remains a barrier to breastfeeding outside of the home. 

Past research exploring public breastfeeding attitudes has focused on general 

demographic factors related to support or opposition to breastfeeding. To these ends, many 

demographic factors correlate with support for breastfeeding in public. For example, age is 

positively associated with support for breastfeeding both in general (Kavanagh et al., 2012) 

and in public (Nouer et al., 2015), although some studies reveal that younger individuals may 

be more supportive than older people (Li et al., 2004; Mulready-Ward & Hackett, 2014). 

Education also correlates positively with support of public breastfeeding (Russell & Ali, 

2017), and the employed are more supportive than those who are unemployed (Li et al., 

2002) or retired (Russell & Ali, 2017). 

Perhaps surprisingly, extant research has found inconsistent results regarding the 

effect of gender on support for public breastfeeding. Some studies suggest that women, 

relative to men, are more supportive of public breastfeeding (Roche et al., 2015), whereas 

others reveal that men are more supportive (Meng et al., 2013; Russell & Ali, 2017). Some 

studies even fail to find gender differences (Acker, 2009; Mulready-Ward & Hackett, 2014). 

Taken together, these results suggest that the relationship between gender and support for 

public breastfeeding is more complex than it appears at first glance. As such, we examine the 

role of gender role attitudes in explaining opposition to breastfeeding in public.  

Ambivalent Sexism 

Ambivalent sexism theory (AST; Glick & Fiske, 1996, 2001) argues that sexism 

consists of two complementary, albeit distinct, ideologies. Whereas hostile sexism (HS) 
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expresses antipathy toward women who are seen as trying to usurp men’s power and are 

accordingly met with hostility and aggression, benevolent sexism (BS) is a superficially 

positive view of women as refined and morally superior to men but simultaneously helpless 

and in need of male protection. Although subjectively positive in tone, BS works in tandem 

with HS to maintain gender inequality across nations (Glick et al., 2000). 

Most relevant to the current discussion, ambivalent sexism is related to beliefs about 

women’s reproductive rights and behaviours. Namely, both HS and BS correlate negatively 

with support for women’s reproductive rights (Huang, Osborne, Sibley, & Davies, 2014; 

Huang, Davies, Sibley, & Osborne, 2016; Osborne & Davies, 2009, 2012). Both HS and BS 

are also related to proscriptive beliefs regarding pregnant women’s autonomy during 

pregnancy (A. O. Murphy, Sutton, Douglas, & McClellan, 2011; Sutton, Douglas, & 

McClellan, 2011), including punitive attitudes and restrictions toward women who engage in 

‘unsafe’ behaviours when pregnant (e.g., drinking alcohol, eating seafood). Finally, HS 

correlates positively with support for men’s right to override their female partner’s 

reproductive decisions (Petterson & Sutton, 2018). Taken together, these results demonstrate 

that women whose reproductive decisions are incongruent with gender role expectations may 

encounter opposition or scrutiny via HS and BS. 

In addition to influencing reproductive decisions, ambivalent sexism correlates with 

attitudes toward pregnant women and mothers. Specifically, BS correlates positively with 

favourable attitudes toward pregnant women and women with young children (Chrisler, 

Gorman, Marván, & Johnston-Robledo, 2014). In other words, traditional gender role beliefs 

may facilitate positive attitudes toward women who satisfy gender role expectations of 

motherhood. These beliefs may translate to positive attitudes toward women who breastfeed, 

which should be seen as a form of enacting traditional gender role expectations of women 

(e.g., nurturance and motherhood). To these ends, past research reveals that men with higher 
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BS perceive women who breastfeed (vs. bottle-feed) as better mothers (Forbes et al., 2003). 

However, these positive attitudes may not extend to women who breastfeed in public.  

Gender Role Attitudes and Breastfeeding in Public 

Gender role attitudes affect evaluations of women who adhere to or violate traditional 

gender role expectations. Although BS correlates positively with favourable evaluations of 

women who conform to traditional gender roles (e.g., women who are seen as ‘chaste’; 

Sibley & Wilson, 2004), HS in particular may predict negative evaluations of women who 

violate gender roles (e.g., women who are seen as ‘promiscuous’). Indeed, women who 

violate traditional gender roles for motherhood (e.g., pregnant women who pursue 

employment; Hebl et al., 2007) are often met with hostility or are perceived as worse mothers 

than those who adhere to traditional gender roles (Friedman, Weinberg, & Pines, 1998). 

Accordingly, the act of breastfeeding in public may also be viewed as a violation of 

traditional gender role expectations particularly due to the conflicting meanings that women’s 

breasts hold in Western societies (Morse, 1990). Although women’s breasts may be perceived 

as ‘nurturing’, they are also seen as ‘sexual’ (Callaghan & Lazard, 2012). As such, although 

breastfeeding in private may be seen as socially acceptable (Magnusson et al., 2017), 

breastfeeding in public spaces may be perceived as an act of ‘sexual exposure’ (Grant, 2016). 

In short, breastfeeding in public may be seen by some as a form of traditional gender role 

violation when performed publically, despite being supported when performed privately (see 

Acker, 2009).  

Opposition to public breastfeeding may also be associated with Western cultural 

beliefs about the purpose of women’s breasts in heterosexual relationships. Indeed, men who 

endorse traditional beliefs about women may be more reliant on women to satisfy intimacy 

needs (Glick & Fiske, 1996), a belief that may further affect men’s attitudes towards 

women’s breasts. Women’s breasts are seen as a sign of femininity (Swami & Tovée, 2013) 
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and Western contexts (such as New Zealand) in particular maintain a sexualised view of 

women’s breasts (Morse, 1990). This is particularly the case for heterosexual men who may 

oppose breastfeeding because it interferes with women’s breasts ability to satisfy sexual 

intimacy needs (Ward, Merriweather, & Caruthers, 2006). Indeed, endorsement of traditional 

beliefs toward masculinity (e.g., sexualising women’s bodies and endorsing the belief of a 

‘male sex-drive’) among men correlates negatively with support for public breastfeeding, but 

positively with the belief that breastfeeding hinders sexual relations. These results suggest 

that men who endorse the belief that women (and women’s breasts) should satisfy men’s 

sexual intimacy needs in heterosexual relationships may also disapprove of women using 

their breasts for other purposes, such as breastfeeding. 

The Current Research  

 The present research aims to investigate the role of gender role attitudes on support 

for breastfeeding in public using a national sample of New Zealand adults. In doing so, we 

aim to address notable gaps in the literature. First, research has revealed inconsistent gender 

differences in opposition toward breastfeeding in public. Specifically, some studies show that 

women are more supportive of public breastfeeding than men (e.g., Roche et al., 2015), 

whereas other studies report the opposite trend (e.g., Meng et al., 2013), or altogether no 

gender differences (e.g., Mulready-Ward & Hackett, 2014). To address these inconsistences, 

we focus on the relationship between gender role attitudes (as well as gender) on attitudes 

toward public breastfeeding. As already established, ambivalent sexism has been linked to 

restrictive attitudes toward pregnant women’s behaviours (e.g., Sutton et al., 2011) and 

opposition to reproductive rights (e.g., Huang et al., 2014, 2016; Osborne & Davies, 2009, 

2012), as well as opposition to breastfeeding in public (Acker, 2009; Forbes et al., 2003). 

However, previous studies examining public breastfeeding attitudes have exclusively utilised 
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student or convenience samples and, as such, have questionable generalisability to the general 

population. 

Another oversight in the current literature is that most research on attitudes toward 

breastfeeding in public have been conducted in North America and Europe. As such, it is 

critical to examine the effects of sexism on opposition toward breastfeeding in public in 

nations with (arguably) less traditional views toward women. To these ends, New Zealand 

(i.e., the country where the current study takes place) is a relatively egalitarian nation and has 

had a notable decrease in sexism in recent years (Huang et al., 2019). Despite these decreases 

in sexism, gender role attitudes continue to drive negative attitudes toward various outcomes 

and attitudes for women in New Zealand (e.g., reproductive rights, Huang et al., 2016, and 

derogation of women who violate gender role expectations, Sibley & Wilson, 2004). As such, 

we aim to build on past findings using a large representative sample of participants from a 

previously unexplored national context (namely, New Zealand). 

Finally, our study intends to inform social policy in New Zealand. At present, 

breastfeeding in public is not explicitly protected by New Zealand law (National 

Breastfeeding Advisory Committee, 2009). As such, New Zealand women may face 

discrimination when breastfeeding in public spaces, such as being ejected from public 

transport (e.g., Clent, 2017). Although social policy has identified structural barriers to public 

breastfeeding (e.g., a lack of facilities for women to breastfeed in while in public spaces, 

should they choose to do so; National Breastfeeding Advisory Committee, 2009), pervasive 

psychological factors have been largely ignored. Specifically, previous public health 

initiatives in New Zealand have failed to identify sexism as a barrier to breastfeeding 

autonomy (see National Breastfeeding Advisory Committee, 2009; Thornley, Waa, & Ball, 

2007). To address these concerns, our study aims to establish psychological factors associated 

with breastfeeding-related discrimination, namely, sexist attitudes. To these ends, we hope 



  

138 

 

this study will inform future policy in addressing the role of sexism in constraining women’s 

breastfeeding decisions. 

Hypotheses 1a and 1b: We hypothesised that both BS and HS would correlate 

positively with opposition to public breastfeeding, albeit for different reasons. For the former 

ideology, BS promotes traditional gender roles (e.g., maternal roles such as stay-at-home 

mothers; Glick, Diebold, Bailey-Werner, & Zhu, 1997) which restrict how women can 

behave as mothers or soon-to-be mothers (e.g., A. O. Murphy et al., 2011; Sutton et al., 

2011). Because breastfeeding is often perceived as an act that must be performed in private 

(Magnusson et al., 2017), BS may correlate negatively with support for breastfeeding in 

public (Hypothesis 1a). Similarly, HS correlates positively with opposition to women who 

violate traditional gender roles through punitive attitudes (e.g. Sibley & Wilson, 2004). As 

such, HS should also correlate positively with opposition to breastfeeding in public 

(Hypothesis 1b).   

Hypotheses 2a and 2b: We predicted that the positive relationships between BS and 

HS and opposition toward breastfeeding in public would be moderated by gender. 

Specifically, women’s breasts hold a unique position in heterosexual relationships within 

Western societies. Because BS is rooted in heterosexual intimacy needs (Glick & Fiske, 

1996, 2001), men who are higher on BS may be more opposed to women breastfeeding in 

public given the apparent conflict between heterosexual intimacy afforded through breasts in 

heterosexual relationships and nurturance displayed in public breastfeeding. As such, the 

positive association between BS and opposition to public breastfeeding should be stronger for 

men than for women (Hypothesis 2a).  

Complementing the effect of BS and heterosexual intimacy needs, women’s breasts 

are also hypersexualised—rendering attitudes toward breastfeeding susceptible to the 
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influences of HS. Specifically, the sexualisation of women’s breasts may be seen as 

conflicting with the view of women’s breasts as a source of infant sustenance. As such, men 

with greater HS may be more opposed to public breastfeeding. Indeed, men who endorse 

traditional ideologies about masculinity are more likely to endorse the belief that 

breastfeeding competes with their own sexual satisfaction (Ward et al., 2006). These attitudes 

may extend to opposition to breastfeeding in public, especially as public breastfeeding may 

be seen as ‘sexually provocative’ (e.g., Grant, 2016). Although men may associate public 

breastfeeding with sexualisation, this view may not be shared by women. As women 

breastfeed, they may be less inclined to view breasts through a strictly sexualised lens. As 

such, HS and the belief that women who violate traditional gender role expectations should 

be punished may be more strongly linked with opposition to public breastfeeding for men 

relative to women (Hypothesis 2b). 

Method 

Sampling Procedure 

 Data came from wave eight (Time 8) of the New Zealand Attitudes and Values Study 

(NZAVS), a nation-wide longitudinal panel study of New Zealand adults. The initial Time 1 

(2009) sample was randomly sampled from the 2009 New Zealand Electoral Roll. To address 

sample attrition and increase long-term sample representativeness, booster sampling was 

conducted in later waves (Time 4 [2011/12], Time 5 [2013/14], and Time 8 [2016/17]; for an 

analysis of systematic sample attrition in the NZAVS, see Satherley et al., 2015). Participants 

were also recruited from an unrelated survey featured on a New Zealand-based news website 

in Time 3 (2011).  
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Participants  

 Participants for this study were New Zealand adults from the eighth wave (2016/17) 

of the NZAVS (N = 16,536). Our sample was limited to heterosexual participants for whom 

we had complete responses to our variables of interest. We restricted our sample to 

heterosexual participants to align our sample more closely to our hypotheses which proposed 

that heterosexual intimacy may be a critical element to understanding opposition to public 

breastfeeding. 

In terms of the demographic composition of our sample, 62.5% of our participants 

were women, whereas the remaining 37.5% were men. The average age of our participants 

was 49.53 (SD = 13.57), ranging between 18 to 95 years old. Additionally, 75.0% of our 

sample were parents, 77.8% were in a serious romantic relationship, 80.0% were employed, 

and 79.1% of our sample were born in New Zealand. Of our participants who were parents (n 

= 12,112), there was an average of 2.44 (SD = 1.13) children (either given birth to, fathered, 

or adopted), with a range between one to 13 children. In terms of ethnic breakdown, 92.5% of 

our sample identified as New Zealand European, 9.9% identified as Māori, 2.0% identified as 

of Pacific Nations descent, and 4.1% identified as of Asian descent (participants could 

identify with multiple ethnic groups). With the exception of oversampling women and New 

Zealand Europeans (Sibley, 2014), our sample is generally representative of the New Zealand 

population. 

Measures 

The present study investigated the relationships HS and BS had with opposition to 

women breastfeeding in public. Alongside our measures of ambivalent sexism and public 

breastfeeding attitudes, we included relevant demographic variables as covariates. Political 

orientation was also included as a covariate to account for opposition toward women’s rights 

that may be explained by political beliefs rather than gender role attitudes. Unless noted, 
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items were rated on a 7-point Likert scale with anchors at 1 (Strongly Disagree) and 7 

(Strongly Agree) 

Ambivalent Sexism.  

Ten items from the 22-item ambivalent sexism inventory (Glick & Fiske, 1996) were 

used to measure HS and BS. Example items included “Once a woman gets a man to commit 

to her she usually tries to put him on a tight leash.” for HS (α = .839) and “Every man ought 

to have a woman whom he adores.” for BS (α = .736).  

Opposition to Breastfeeding in Public.  

Opposition to breastfeeding in public was assessed using a single item measure which 

was designed specifically for the NZAVS. Participants were asked to rate their agreement to 

the statement, “Women should avoid breastfeeding in public.” 

Covariates.  

Gender (-0.5 = women, 0.5 = men), age, parental status, relationship status, 

employment status, nativity (born in New Zealand or outside of New Zealand), education 

(11-level ordinal scale of education), number of children (given birth to, fathered, or 

adopted), and political orientation (measured on a Likert scale with anchors at 1 [Extremely 

Liberal] to 7 [Extremely Conservative]) were assessed as covariates.  

Results 

 The aim of this study was to assess the relationships BS and HS had with opposition 

to breastfeeding in public. We hypothesised that both HS and BS would predict opposition to 

breastfeeding in public. Specifically, because BS encompasses beliefs about the propriety of 

women in maternal roles—roles that are largely confined to the household, breastfeeding in 

public may be seen as antithetical to traditional motherhood (Acker, 2009; Forbes et al., 

2003). Similarly, HS correlates with punitive attitudes toward women who are seen as 
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violating traditional gender roles (Sibley & Wilson, 2004). Given that breastfeeding in public 

is seen as less acceptable than breastfeeding in private spaces (Magnusson et al., 2017), HS 

should also uniquely predict opposition to public breastfeeding. We also predicted that 

gender would moderate both of the associations HS and BS had with opposition to 

breastfeeding in public in that these associations may be stronger for men relative to women.  

Descriptive statistics and bivariate correlations for men and women are presented in Table 1. 

To test these hypotheses, we conducted multiple regression analyses assessing the 

associations ambivalent sexism had with opposition to breastfeeding in public, as well as the 

moderating role of gender. In our baseline model, our demographic covariates, BS, and HS 

(all mean-centered) were simultaneously entered into the model. To examine our moderation 

hypothesis, our second model included the following two-way interaction terms: Gender × 

BS and Gender × HS. Both models were estimated in Mplus Version 8.0, using bias-corrected 

95% confidence intervals (CI) with 5,000 bootstrapped resamples (with replacement). Due to 

the large size of our sample, we employed a more stringent p-value of < .005 to indicate a 

statistically significant effect. A post hoc power analysis revealed that with a sample size of 

16,536 and an alpha level of p < .005, the power to detect our effect size of f 2
 = .168 was 

greater than .999. 

Table 2 displays the results from our regression analyses. In our baseline model, age 

(B = 0.022, SE = 0.001, p < .001) and conservatism (B = 0.142, SE = 0.008, p < .001) were 

positively correlated with opposition to public breastfeeding, whereas having more children 

was negatively associated with opposition to public breastfeeding (B = -0.077, SE = 0.011, p 

< .001). In contrast, education (B = -.015, SE = .004, p < .001), being a parent (B = -0.338, SE 

= 0.037, p < .001), being in a relationship (B = -0.118, SE = 0.027, p < .001), being employed 

(B = -0.096, SE = 0.027, p < .001), and being born in New Zealand (B = -0.076, SE = 0.026, p 

= .004) were related to less opposition to breastfeeding in public. After accounting for these 
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associations, gender was unassociated with public breastfeeding attitudes (B = 0.043, SE = 

0.023, p = .060). Surprisingly (and inconsistent with Hypothesis 1a), BS was not significantly 

related to opposition to public breastfeeding attitudes (B = 0.026, SE = 0.010, p = .010). 

Nevertheless, we obtained support for Hypothesis 1b—HS correlated positively with 

opposition to public breastfeeding (B = 0.247, SE = 0.010, p < .001).  

To investigate Hypotheses 2a and 2b, we conducted a moderated regression (see 

Table 2), examining the possibility that gender moderates the associations BS and HS have 

with opposition to public breastfeeding. Consistent with Hypothesis 2a, results revealed that 

gender moderated the non-significant association between BS and opposition to breastfeeding 

in public (B = -0.072, SE = 0.020, p < .001). Hypothesis 2b, however, was not supported, as 

the HS × Gender interaction term was not significant (B = 0.038, SE = 0.020, p = .055). 

To further investigate the significant BS × Gender interaction, simple slopes of public 

breastfeeding opposition were plotted for women and men at high (+1 SD) and low (–1 SD) 

levels of BS. Unexpectedly, for men, there was no significant association between BS and 

attitudes toward public breastfeeding (B = -0.018, SE = 0.018, BC 95% CI = [-0.055, 0.016], 

p = .305; see Figure 1). In contrast, for women, there was a significant positive correlation 

between BS and opposition to breastfeeding in public (B = 0.054, SE = 0.014, BC 95% CI = 

[0.028, 0.082], p < .001). In other words, in contrast to Hypothesis 2b, BS was not associated 

with men’s attitudes toward breastfeeding in public, but correlated positively with opposition 

toward public breastfeeding among women.
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Table 13. Descriptive statistics and bivariate correlations across predictor variables and opposition toward public breastfeeding for Study 5. 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 

1. Gendera ---            

2. Age .101** ---           

3. Parental statusb .025* .432** ---          

4. Relationship statusb .085** .072** .294** ---         

5. Employment statusb .040** -.254** -.056** .063** ---        

6. Born in New Zealand statusb -.031** -.020 .006 -.051** .019 ---       

7. Number of children .045** .433** .734** .218** -.096** .036** ---      

8. Educationc -.059** -.129** -.067** .054** .124** -.152** -.088** ---     

9. Political Orientationd .042** .127** .110** .046** -.030** .052** .138** -.204** ---    

10. Hostile Sexisme .240** .027* -.011 -.047** -.030** -.006 .032** -.246** .302** ---   

11. Benevolent Sexisme .185** .080** .071** -.014 -.053** .009 .101** -.250** .261** .435** ---  

12. Public breastfeeding supporte .088** .166** -.061** -.071** -.084** -.018 -.036** -.129** .213 .277** .161** --- 

M 0.375 49.53 0.746 0.778 0.801 0.791 1.826 5.509 3.637 2.878 3.645 1.915 

SD 0.484 13.57 0.433 0.416 0.399 0.406 1.438 2.665 1.358 1.217 1.175 1.437 

Note. *** p < .001, ** p < .005, 
a 0 = women, 1 = men 

b 0 = no, = 1 yes 
c 11-unit ordinal rank of qualifications, 0 = no qualifications, 1-3 = partial/full secondary school, 4-6 = non-undergraduate tertiary qualifications, 7 = undergraduate degree, 8-10 = post-graduate qualifications 
d 1 = Extremely Liberal, 7 = Extremely Conservative 
e 1 = Strongly Disagree, 7 = Strongly Agree 
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Table 14. Regression models of ambivalent sexism predicting opposition to women breastfeeding in public, moderated by gender for Study 5. 

 Baseline Model  Model 2 

 B SE 95% CI ß  B SE 95% CI ß 

Gendera  0.043 0.023 [-0.002, 0.087]  0.014    0.046 0.022 [0.001, 0.091]  0.015 

Age  0.022** 0.001 [0.020, 0.024]  0.210    0.022** 0.001 [0.021, 0.024]  0.213 

Parental statusb -0.338** 0.037 [-0.411, -0.266] -0.102   -0.342** 0.037 [-0.414, -0.269] -0.103 

Number of children -0.077** 0.011 [-0.099, -0.056] -0.077   -0.077** 0.011 [-0.098, -0.055] -0.077 

Relationship statusb -0.118** 0.027 [-0.171, -0.066] -0.034   -0.114** 0.027 [-0.166, -0.061] -0.033 

Employment statusb -0.096** 0.027 [-0.150, -0.042] -0.027   -0.095* 0.027 [-0.149, -0.041] -0.026 

Educationc -0.015** 0.004 [-0.023, -0.007] -0.028   -0.015** 0.004 [-0.024, -0.007] -0.028 

Born in New Zealandb -0.076* 0.026 [-0.127, -0.025] -0.021   -0.076* 0.026 [-0.128, -0.025] -0.022 

Political Orientationd  0.142** 0.008 [0.126, 0.159]  0.135    0.143** 0.008 [0.127, 0.159]  0.136 

Hostile sexisme  0.247** 0.010 [0.228, 0.267]  0.209    0.249** 0.010 [0.229, 0.269]  0.211 

Benevolent sexisme  0.026 0.010 [0.006, 0.046]  0.021    0.018 0.011 [-0.003, 0.038]  0.015 

Hostile sexism × Gender       0.038 0.020 [-0.001, 0.076]  0.016 

Benevolent sexism × Gender      -0.072** 0.021 [-0.113, -0.032] -0.029 

          

          

F F(11, 16152) = 246.518, p < .001       

ΔF F(2, 16150) = 6.348, p = .002       

R² 0.144        

ΔR² 0.001        

Note. All predictor variables except for gender and interaction terms have been mean-centered. *p < .005, **p <.001 
a -0.5 = women, 0.5 = men (contrast-coded) 
b 0 = yes, 1 = no 
c 11-unit ordinal rank of qualifications, 0 = no qualifications, 1-3 = partial/full secondary school, 4-6 = non-undergraduate tertiary qualifications, 

7 = undergraduate degree, 8-10 = post-graduate qualifications 
d 1 = Extremely Liberal, 7 = Extremely Conservative 
e 1 = Strongly Disagree, 7 = Strongly Agree 
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Figure 5. Relationship between benevolent sexism and opposition to breastfeeding, 

moderated by gender for Study 5. Results are adjusted for all covariates and the two-way 

interaction between hostile sexism and opposition to public breastfeeding. 

Next, we compared the point estimates for high and low values of BS, between men 

and women. At low values of BS, women (M = 1.838, BC 95% CI = [1.798, 1.878]) reported 

significantly lower levels of opposition to public breastfeeding than men (M = 1.969, BC 

95% CI = [1.913, 2.023]; MDifference = -0.131, BC 95% CI = [-0.197, -0.062], p < .001). But at 

high values of BS, there was no significant difference between men’s (M = 1.925, BC 95% 

CI = [1.874, 1.975]) and women’s (M = 1.965, BC 95% CI = [1.920, 2.010]) attitudes toward 

public breastfeeding (MDifference = 0.039, BC 95% CI = [-0.027, 0.108], p = .256). That is, 

women lower on BS expressed lower opposition to public breastfeeding relative to men, but 

women with higher BS expressed the same level of opposition to public breastfeeding as 

men. 
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Discussion 

 The relationship between traditional gender role beliefs and attitudes toward public 

breastfeeding has been previously examined in North America and Europe (e.g., Acker 2009; 

Forbes et al., 2003). However, empirical research examining how gender role attitudes may 

hinder public breastfeeding support outside of these regions has been largely overlooked. The 

present study addressed this oversight by investigating the associations HS and BS have with 

support for breastfeeding in public in New Zealand. Given that BS encompasses traditional 

gender role beliefs about women particularly in the domain of motherhood (Huang et al., 

2014, 2016), we hypothesized that BS would correlate positively with opposition to 

breastfeeding in public (Hypothesis 1a). Conversely, HS is associated with punitive attitudes 

toward women who violate gender role expectations. As such, HS should also independently 

positively correlate with opposition to breastfeeding in public (Hypothesis 1b). Because 

heterosexual intimacy is a major component of ambivalent sexism, we further predicted that 

the associations BS and HS have with opposition to public breastfeeding would be stronger 

for men (vs. women; Hypotheses 2a and 2b, respectively).  

Contrary to Hypothesis 1a, our results revealed that BS was uncorrelated with views 

toward breastfeeding in public. Nevertheless, gender significantly moderated the relationship 

between BS and opposition to public breastfeeding. However, contrary to our predictions 

(Hypothesis 2a), BS was uncorrelated with men’s attitudes towards breastfeeding in public. 

For women, however, BS correlated positively with opposition to women breastfeeding in 

public. These results contradict past research which suggested that BS, or the belief that 

women should adhere to traditional gender roles of maternity, is related to men’s, but not 

women’s, opposition to breastfeeding in public (Acker, 2009; Forbes et al., 2003). 
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Our contradictory findings may be due to contextual differences between our New 

Zealand sample and the previous US samples (Acker, 2009; Forbes et al., 2003). Due to 

recent declines in BS in New Zealand (Huang et al., 2019), the association between BS and 

public breastfeeding opposition may be relatively weak in the New Zealand context.  

Additionally, we observed quite low levels of opposition to public breastfeeding (M = 1.915, 

SD = 1.437). It may be the case that, in a national context where public breastfeeding is 

widely accepted, punitive attitudes (such as HS) may be more effective at controlling 

women’s behaviour than simply rewarding women for conforming to traditional expectations 

of breastfeeding behind closed doors. 

Although BS was not associated with public breastfeeding attitudes for men, we 

found that for women, higher BS was associated with greater opposition to public 

breastfeeding. These results also contradict past research which suggested that ambivalent 

sexism is unassociated with public breastfeeding attitudes for women (see Acker, 2009). This 

relationship is complicated by the fact that women are the ones predominantly affected by 

breastfeeding attitudes. As such, women’s attitudes toward their own bodies cannot be 

untangled from their experiences of the sexualised nature of women’s breasts in Western 

contexts (Stearns, 1999). 

One explanation for our somewhat unexpected results could be linked to self-

objectification, a phenomenon where women adopt an objectified and sexualised view of 

their own bodies as a result of repeated socialization in a context that sexualises women’s 

bodies (Fredrickson & Roberts, 1997). Past research has found that women’s levels of body 

shame, a belief that one’s body does not match societal ideals of women’s bodies, may also 

elicit greater feelings of shame associated with using their body for breastfeeding in public 

(Johnston-Robledo, Sheffield, Voigt, & Wilcox-Constantine, 2007). Furthermore, self-

objectification, as well as embarrassment associated with breastfeeding, correlates positively 
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with opposition to public breastfeeding and the belief that the act is indecent. (Johnston-

Robledo, Wares, Fricker, & Pasek, 2007). Together, these results suggest that due to societal 

sexualisation of women’s breasts and more broadly, their bodies, women’s relationship with 

their own bodies may influence their attitudes toward breastfeeding, especially when it is 

performed in public. 

 In addition to negative internalised beliefs about their own bodies, feelings of 

exposure are often noted when women discuss their fears about breastfeeding in public. 

Public exposure of women’s bodies may be seen as a gender role violation, such as failing to 

‘cover-up’ when breastfeeding in public (Hauck, 2004). These unrealistic ideals may be 

bound in values emphasised by BS (Glick & Fiske, 1996, 2001). Because these ideals directly 

affect women, they may be more attuned to the imperatives laid out by BS. These beliefs may 

further lead to increased policing of other women’s behaviours, including public 

breastfeeding (as shown in the current study). In other words, pervasive social attitudes about 

‘proper’ conduct regarding women’s bodies hinders women from accepting breastfeeding in 

public. 

Turning to the association between HS and opposition to public breastfeeding, 

consistent with Hypothesis 1b, HS positively correlated with opposition to breastfeeding in 

public. However, contrary to Hypothesis 2b, the correlation between HS and attitudes toward 

public breastfeeding was not moderated by gender. In other words, hostile attitudes toward 

women was associated with greater opposition to breastfeeding in public regardless of 

gender. Although our results are inconsistent with past research showing that women’s HS 

was unassociated with their attitudes toward breastfeeding, whereas BS (but not HS) 

correlated positively with opposition to public breastfeeding among men (see Acker, 2009), 

our findings coincide with research showing that women’s sexuality and maternity are 

perceived as mutually exclusive—a belief shared by both women and men (Friedman et al., 
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1998). Specifically, women seen as ‘sexual’ cannot also be seen as maternal. Given the view 

that public breastfeeding may be perceived as deliberately ‘sexually provocative’ (Grant, 

2016), opposition toward public breastfeeding may be due to perceptions of the act being 

‘sexually provocative’ rather than perceived exclusively as a violation of gender role 

expectations. Thus, it may be the case that the positive correlation between HS and public 

breastfeeding opposition is tied to the societal association between women’s breasts and 

sexuality (Morse, 1990). In other words, these results suggest that, regardless of gender, 

opposition to public breastfeeding may be partially driven by antipathy toward women who 

behave in a way that society may perceive as inappropriately sexual.  

Limitations, Implications, and Future Research 

Although our study has many strengths, there are a few limitations worth mentioning. 

Due to the omnibus nature of our survey, we were limited to a single-item measure of 

attitudes toward breastfeeding in public. As such, we were unable to compare differences in 

support for breastfeeding in public versus private spaces. Yet Acker (2009) found that HS 

predicted attitudes toward breastfeeding in general for men, whereas BS predicted attitudes 

toward public breastfeeding. Although we found a significant positive relationship between 

HS and opposition to public breastfeeding, we cannot disentangle this effect from opposition 

to breastfeeding in general. Future research should address this oversight by differentiating 

between attitudes towards public breastfeeding and breastfeeding in general. 

Our findings provide the foundation for future research with regard to gender role 

attitudes and opposition to women’s decision to breastfeed in public. Firstly, the role of self-

objectification in mediating the link between women’s hostile and benevolent sexism and 

opposition to public breastfeeding may be an interesting avenue for future research. Past 

research has revealed that women’s self-objectification positively correlates with feelings of 

embarrassment and shame regarding breastfeeding in public (Johnston-Robledo, Wares, et 
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al., 2007), as well as breastfeeding in general (Johnston-Robledo & Fred, 2008). Other work 

similarly suggests that exposure to BS may lead to increases in body shame and surveillance 

of one’s body or appearance (Shepherd et al., 2011). Thus, future research should examine 

the role of self-objectification and body-shame with relation to women’s BS and attitudes 

toward breastfeeding in public. 

In a similar vein, the role of stigma or disgust toward women’s bodily fluids may 

extend to gendered expectations of women’s bodies. Although breastfeeding is often 

promoted as the ideal way to feed an infant (World Health Organization, 2014, 2018), 

disapproval of public breastfeeding may be linked with societal hostility and disgust toward 

women’s bodily fluids—presenting mothers with a double-bind of being encouraged to 

breastfeed, but out of sight from the society that carefully monitors their every action. Indeed, 

Western societies often feel disgust toward breast milk (Bramwell, 2001). Furthermore, 

disgust with breast milk, and, in turn, exposure to it through public breastfeeding, is often met 

with opposition in online discourse (Morris, Zaraté de la Fuente, Williams, & Hirst, 2016). 

Future research could thus examine the role of disgust towards women’s bodily fluids with 

relation to sexist attitudes towards women and opposition to public breastfeeding.   

 Finally, our results highlight the pernicious effects of ambivalent sexism on women’s 

freedoms in a relatively understudied domain (namely, reproductive justice in breastfeeding 

decisions). Specifically, endorsing traditional gender role attitudes may lead to hostile 

reactions toward women who choose to breastfeed in public. These results are consistent with 

qualitative research showing that women may experience overly unforgiving expectations to 

be a ‘good’ mother (Stearns, 1999; Thomson, Ebisch-Burton, & Flacking, 2014), including 

fears of scrutiny or confrontation if they chose to breastfeed in a public space. These anxieties 

are thus barriers to women’s autonomy in deciding how to feed their children, with women 
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avoiding situations where they feel they could not fulfil societal expectations of being a 

‘good’ mother.  

As benevolent sexism encompasses beliefs about idealised motherhood (Chrisler et 

al., 2014) and hostile sexism punishes women who breach these ideals (Sibley & Wilson, 

2004), women who do not breastfeed in the ‘correct’ way may suffer negative consequences. 

Indeed, exposure to notions of idealised motherhood has harmful effects on women’s mental 

health (Henderson, Harmon, & Newman, 2016). In addition, restricting women’s 

breastfeeding autonomy can be barrier for women to return to work or study (Guttman & 

Zimmerman, 2000). Given that New Zealand fails to protect the right to breastfeed in public, 

it is important to acknowledge social barriers which may contribute to restricting women’s 

breastfeeding autonomy. Together, our results suggest social biases toward women influences 

opposition to breastfeeding in public. As such, our results highlight the necessity to 

destigmatise breastfeeding in public, particularly through negating harmful gendered 

stereotypes about women’s breasts and social roles. 

Conclusion 

The present study examined the relationship between ambivalent sexism and 

opposition to breastfeeding in public. Contrary to past research (e.g., Acker, 2009; Forbes et 

al., 2003), our results reveal that both HS and BS correlate with restrictive beliefs about 

women’s breastfeeding decisions. Regardless of gender, HS correlated with opposition to 

public breastfeeding, whereas BS was only associated with opposition to public breastfeeding 

among women. Collectively, these results demonstrate that BS—an ideology that promotes 

an idealised view of motherhood to which women are expected to conform—has pernicious 

effects on women’s social attitudes about where it is appropriate to breastfeed an infant. In 

addition, HS—a belief system that punishes women for acting outside of gender role 
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expectations—can lead to opposition to women’s freedom in choosing to breastfeed in public 

spaces. Thus, traditional gender role beliefs continues to enforce barriers to women’s 

breastfeeding autonomy. 
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Bridging Statement 

Through Chapters Two to Four, I explored (a) the baseline levels of sexism and its 

rate and trajectory of change in New Zealand, (b) New Zealander’s levels of support for 

breastfeeding in public and legalised abortion, and (c) integrated ambivalent sexism in 

explaining opposition to public breastfeeding.  

To summarise the prior chapter, I explored how ambivalent sexism is associated with 

opposition to public breastfeeding in a New Zealand context. The findings suggested that, in 

contrast to past research, sexism is associated with opposition to public breastfeeding for both 

women and men. Specifically, HS underpinned opposition to public breastfeeding regardless 

of gender. However, BS was associated with lower public breastfeeding support only for 

women, contradicting past research from the US, which suggested that BS in men, not 

women, was linked to opposition to the behaviour (Acker, 2009). 

Chapter Four builds on Chapters Two and Three by integrating HS and BS with an 

underexplored aspect of reproductive autonomy in social psychological literature. Despite 

decreases in sexism observed in Chapter Two in recent years, and high levels of support for 

public breastfeeding observed in Chapter Three, sexist attitudes were nonetheless correlated 

with opposition to women breastfeeding in public. The association between HS and BS (for 

women) was found over and above the sociodemographic correlates in Chapters Two and 

Three that were identified as contributors to higher sexism and lower support for public 

breastfeeding. The collective findings from Chapters Two to Four suggest that a multitude of 

factors contribute to the endorsement of sexist beliefs, changes in these beliefs over time, and 

that these factors have consequences for societal attitudes towards women’s reproductive 

autonomy, namely the freedom to breastfeed in public.  
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In the next chapter, I will provide a general discussion of this thesis. First, I will 

provide summaries of the main findings of the five studies comprising this thesis. 

Specifically, I will explore how Chapter Two captured how ambivalent sexism manifests in 

the New Zealand population through personal and dispositional characteristics such as key 

demographic and personality factors. Furthermore, Chapter Two explored how despite 

individual differences in sexism and relative stability in these beliefs, societal attitudes can 

nonetheless shift aggregately towards more egalitarian views. Next, I will summarise Chapter 

Three which focussed on public opinion towards breastfeeding in public and support for 

legalised abortion in New Zealand. The findings from these studies provide a comprehensive 

and detailed account of two important aspects of women’s reproductive autonomy in New 

Zealand. Finally, I will summarise the findings of Chapter Four which explored how sexism 

impacts support for public breastfeeding in a New Zealand context. This final study provided 

evidence for the persistence of sexist beliefs in hindering support for one aspect of 

reproductive autonomy despite high levels of overall support for the issue across the 

population on the whole.  

Following a detailed summary of the novel findings of this thesis, I will reflect on a 

series of theoretical and practical implications of this thesis. Namely, the impact of these 

findings on both our understanding of how sexism and support for reproductive autonomy 

differs between groups of people demographically but also how it can be responsive to social 

change. Furthermore, I will explore how these findings can have practical outcomes such as 

informing public policy related to enhancing women’s reproductive autonomy in the New 

Zealand context. Following the implications, I will explore the limitations of the studies in 

this thesis. These limitations will explore limitations in the generalisability of the data utilised 

my studies but also limitations of the concepts of sexism and reproductive autonomy as 

defined, measured, and analysed by this thesis. Next, I will provide directions for future 
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research to address these theoretical concerns and to extend upon the findings of this thesis in 

terms of advancing knowledge of sexism and public support for reproductive autonomy in 

New Zealand. Finally, as a reminder, as Chapters Two to Four comprise of individual pieces 

of work, there will be repetition in content from these chapters.   
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CHAPTER FIVE 

General Discussion 

It is really in the woman's domain, that's why I think there has been little progress. 

– Dame Margaret Sparrow, quoted in Duff, 2016, November 9 

New Zealand is not immune to prejudices against women. Although according to 

several indices of women’s empowerment, New Zealand is comparatively higher than many 

other nations (United Nations Development Programme, 2018; World Economic Forum, 

2018), attitudes toward women, as a psychological construct, across the population remains 

unclear. Furthermore, legislation protecting women’s reproductive freedom and autonomy 

remains inadequate. Indeed, accessing abortion, at the writing of this thesis, is illegal in New 

Zealand (unless under extenuating circumstances; Contraception, Sterilisation and Abortion 

Act 1977). In addition, breastfeeding, not just breastfeeding in public, is not explicitly 

protected by the law (Human Rights Act 1993). The slow changes in legislation to 

acknowledge women’s rights in reproductive domains in New Zealand is exemplified by the 

epigraph at the start of this chapter by Dame Margaret Sparrow, a long-time activist for 

reproductive rights in New Zealand (Duff, 2016, November 9). The quote highlights the 

sexist barriers that exist to hinder reproductive autonomy. Because women’s issues are 

women’s issues, they are afforded less regard and less value through pervasive sexist 

ideologies, resulting in lengthy delays to social and legislative change. Furthermore, the 

quote underscores the importance of acknowledging social attitudes and biases and how they 

impact not only our evaluations of women but their real-world reproductive outcomes. 

Given the unique context for studying the psychology of contemporary women’s 

rights as highlighted above, this thesis aimed to identify (a) baseline levels of sexist attitudes, 

and the pace and trajectory of change in these sexist attitudes over time among New 
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Zealanders, (b) New Zealanders’ levels of support for legalised abortion and the right to 

breastfeed in public, and (c) how sexist ideologies hinder support for women’s right to 

breastfeed in public. Together, these studies provide a snapshot of New Zealander’s social 

attitudes towards women and support for reproductive freedom using a nationally 

representative sample. In the following sections, I will briefly summarise the empirical 

findings revealed in the prior chapters. Subsequent to that, I will review implications, 

limitations, and future directions deriving from the key findings of this thesis.  

Chapter Two: Sexism in New Zealand 

 Chapter Two of this thesis aimed to establish the present day levels of sexism in New 

Zealand and its speed and direction of change through two studies. To these ends, Study 1 

investigated the sociodemographic and personality correlates of ambivalent sexism in New 

Zealand. The findings revealed several significant demographic correlates across both facets 

of sexism. Specifically, identifying as a woman (relative to identifying as a man), being 

younger, being more affluent, having higher education, being non-religious, and living in an 

urban area were factors associated with lower endorsement of BS and HS. In terms of 

personality correlates, lower conscientiousness, higher openness to experience, and higher 

honesty-humility were associated with lower endorsement of BS. Conversely, higher 

agreeableness, higher openness, higher honesty-humility, lower conscientiousness, and lower 

neuroticism were associated with lower HS. This study was the first examination of the 

personality correlates of ambivalent sexism. Furthermore, this study was the first study to 

explore the correlation between honesty-humility and BS and HS, a personality factor that 

has been largely neglected in the literature with regard to antecedents of prejudice. 

 Turning to assessing change over time in sexism across a nation, past research on 

change in social attitudes toward women in recent decades have been inconclusive. Some 

research suggest gender role attitudes have continued toward greater egalitarianism but other 
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studies also suggests stagnation (Donnelley et al., 2015; J. Scott, 2008; Van Egmond et al., 

2010), something that is likely influenced by socio-political contextual differences (Braun & 

Scott, 2009). Thus, the aim of Study 2 of this thesis examined the stability as well as change 

in sexism over time using seven waves (2009–2016) of longitudinal data from New Zealand. 

The findings of Study 2 suggested that measures of ambivalent sexism displayed high levels 

of rank-order stability across measurement waves. In other words, participants’ attitudes 

relative to similar other individuals remained stable across time. However, the results also 

revealed decreases in both measures of ambivalent sexism for women and men. Specifically, 

both women and men showed decelerating decreases in HS. In terms of BS, women’s BS saw 

an accelerating decrease whereas men’s BS decreased linearly over time. Together, these 

results suggest that although each individual’s endorsement of sexism relative to others 

remains unchanging, the population is nonetheless gradually becoming more egalitarian 

overall. 

Chapter Three: Support for Reproductive Autonomy in New Zealand 

Chapter Three aimed to establish New Zealanders’ attitudes toward reproductive 

autonomy in general. A considerable dearth exists in the literature with regard to how much 

New Zealanders support breastfeeding in public spaces. As noted in Chapter One, extant New 

Zealand-based research has focussed on women’s experiences with breastfeeding, 

particularly the negative aspects of negotiating breastfeeding in public spaces (Glover et al., 

2009; Heath et al., 2002). Given that breastfeeding in public can be fraught with 

embarrassment for those who choose to breastfeed (Heath et al., 2002), it is important to 

examine rates of support for public breastfeeding amongst New Zealanders in general. Thus, 

the aim of Study 3 was to examine (a) how much New Zealanders support breastfeeding in 

public and (b) the sociodemographic correlates associated with supporting this issue. The 

findings suggested that the majority of New Zealanders support breastfeeding in public. In 
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addition, several sociodemographic correlates were associated with support for public 

breastfeeding, such as being a woman, being younger, being non-religious, being a parent, 

being in a relationship, and having attained higher education. However, it is important to 

acknowledge that despite variation in support noted by these sociodemographic factors, New 

Zealanders were highly in support of public breastfeeding. Furthermore, this study provided 

the first comprehensive examination of social attitudes toward public breastfeeding in New 

Zealand.  

In addition to public breastfeeding attitudes, a comprehensive investigation of New 

Zealanders’ attitudes toward legalised abortion has not been examined in recent years. 

Although a few recent surveys have examined how many people would support legalised 

abortion (Curia Market Research, 2017), the right for a woman to access an abortion 

(National Council of Women of New Zealand, 2018), and the perceived justifiability of 

seeking an abortion (Grimes et al., 2015), sociodemographic correlates associated with 

support for legalised abortion had yet to be explored with a nationally representative sample. 

Establishing these factors provides a broad view of New Zealanders’ attitudes toward a 

topical reproductive rights issue. To these ends, Study 4 examined (a) the levels of support 

for legalised abortion in New Zealand as well as (b) the sociodemographic correlates 

associated with support for the issue. The findings suggested that New Zealanders strongly 

supported legalised abortion when the woman’s life is endangered. In terms of support for 

legalised abortion regardless of the reason, New Zealanders expressed moderate-to-high 

levels of support for the issue. In addition, several sociodemographic correlates of support for 

legalised abortion were identified. For example, those with higher formal education, and 

having fewer children were some of the factors associated with greater support for both 

measures of legalised abortion. The strongest correlate was religious affiliation, where those 

who are religious are less supportive of legalised abortion relative to non-religious people, a 
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finding that echoes international research (Jelen & Wilcox, 2003). Together, the present 

findings provide the first comprehensive assessment of New Zealanders’ support for 

legalised abortion in New Zealand. 

Chapter Four: Ideologies in Opposition to Reproductive Autonomy 

 Chapter Four aimed to explore the interface between sexist ideologies and opposition 

to one aspect of reproductive autonomy: a woman’s right to breastfeed outside of the home. 

As noted in the previous section, social attitudes toward women who breastfeed in public can 

affect the action of breastfeeding itself (e.g., J. A. Scott et al., 2015). Given the inherently 

gendered experience of breastfeeding (Colodro-Conde, 2017), another critical social barrier 

to breastfeeding autonomy is the manner in which traditional gender role ideologies reinforce 

the notion that breastfeeding in public is deviant or inappropriate. Past research has suggested 

that BS, an ideology reinforcing women’s subordination through idealising the caregiver role, 

is implicated in increased support for breastfeeding in general but conversely with opposition 

to breastfeeding in public (but for men only; Acker, 2009; Forbes et al., 2003). Although 

Study 3 suggested that the majority of New Zealanders support breastfeeding in public, there 

remains a small proportion of the population opposed to the act. Thus, I investigated how 

gender role ideologies, despite decreasing in New Zealand (Study 2), hinders public 

acceptance of women’s freedom to breastfeed in public. The findings revealed that BS was 

associated with increased opposition to public breastfeeding in women but not in men. In 

addition, HS was associated with opposition to public breastfeeding regardless of gender. 

These findings suggest that opposition to women breastfeeding in non-domestic spaces is 

related to generalised hostility toward women, an ideology that is often implicated in punitive 

attitudes toward women who violate traditional gender expectations. 

 Taken together, these studies provided novel findings regarding attitudes towards 

gender equality and support for women’s reproductive freedom in the New Zealand context. 
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These findings provide interesting avenues for practical applications and future research 

directions which I will discuss in the following section. In addition, I will further discuss 

limitations to the studies present in this thesis.  

Implications, Limitations, and Future Directions 

Implications 

Theoretical Implications 

The results from the present thesis provides important theoretical implications in 

uncovering several important correlates of sexism and support for women’s reproductive 

rights. The findings from Study 1 provides insight into the characteristics of people who 

endorse ambivalently sexist beliefs. Prior to this research, research on the determinants of BS 

and HS have primarily focussed on intergroup and ideological factors linked to sexism such 

as SDO (Pratto, Sidanius, Stallworth, & Malle, 1995), RWA (Altemeyer, 1998; Christopher 

& Mull, 2006), and system justification (Jost & Kay, 2005). Although these orientations are 

important to explore and provide a broader understanding of sexism as an intergroup attitude, 

general sociodemographic components associated with the endorsement of BS and HS have 

been neglected by the literature. The results from Study 1 show that various identities 

nonetheless impact the degree to which individuals believe in a gender hierarchy or perceive 

women as weak but precious. Identifying these characteristics allows us to understand not 

only how sexism manifests but also who are more likely to endorse these beliefs. For 

example, being younger, living in a rural region, and being more affluent were notable 

demographic factors associated with lower support for BS and HS. In addition, Study 1 

identified key personality factors associated with higher BS and HS, namely lower 

agreeableness, lower openness to experience, and lower honesty-humility. These factors 

provide insight into the dispositional characteristics associated with increased hostility 

towards women and endorsing outdated beliefs about women’s roles in society. In other 
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words, non-specific individual characteristics contribute to whether an individual is more 

likely to endorse sexist beliefs. Together, the results from Study 1 suggest that non-

ideological factors between people can nonetheless contribute to ideological beliefs such as 

the endorsement of traditional gender role ideologies, thereby providing a broader picture of 

how sexism exists across individuals.  

Next, I uncovered how environmental factors affect broad society-level sexism. 

Namely, Study 2 examined how sexist ideologies operate across a population. The results 

showed that BS and HS can remain stable longitudinally as psychological constructs but can 

still display mean-level change across individuals as an aggregate. These mean-level changes 

suggest that constructs that are designed to maintain itself and the status quo by reinforcing 

the gender hierarchy through covert means (Jackman, 1994) can still be responsive to cultural 

changes in societal values. In other words, environmental effects such as cultural shifts 

regarding norms about gender roles over time can operate beyond stable individual difference 

factors such as sociodemographic identities and personality characteristics in determining the 

degree to which a society endorses sexism. Thus, normative changes across a population’s 

values can shift individual-level beliefs over time. Collectively, Study 1 and Study 2 

demonstrate that both individual and dispositional characteristics as well as societal change in 

values operate to determine differences in BS and HS across members of a population.  

Turning to assessments of public opinion towards reproductive autonomy, Studies 3 

and 4 explored individual differences in support for two aspects of reproductive autonomy. 

These studies provided novel insights regarding public opinion towards public breastfeeding 

and legalised abortion in New Zealand. Specifically, several sociodemographic 

characteristics associated with support for reproductive freedom were identified. Uncovering 

these characteristics enables a broader understanding what types of groups or identities are 

more likely to have greater support for reproductive freedom. Additionally, these studies 
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provide a foundation for future research for exploring psychological mechanisms related to 

how certain demographic factors relate to support for reproductive autonomy. Furthermore, 

as public breastfeeding and support for legalised abortion are issues that are relatively under-

explored in the New Zealand context, these studies provide novel findings to help inform 

future cross-national assessments of societal support and key demographic contributors to 

these attitudes. For example, our results resonated with findings from similar Western 

contexts such as the US in that religious status and level of education (Barkan, 2014; Jelen & 

Wilcox, 2003; Lizotte, 2015; Mulready-Ward & Hackett, 2014; Stroope et al., 2018) are 

critical correlates of support for reproductive autonomy. Together, these results provided the 

first comprehensive overview of how attitudes towards two aspects of reproductive autonomy 

manifests across a national population.   

Finally, Study 5 demonstrated that the relationship between BS and HS and 

opposition to public breastfeeding can differ by gender, and more distally, by socio-cultural 

context. As noted previously, past research on the role of ambivalent sexism in determining 

opposition to public breastfeeding was conducted in the US (a comparatively less egalitarian 

nation relative to New Zealand; World Economic Forum, 2018), over a decade prior to the 

writing of this thesis (e.g., Acker, 2009; Forbes et al., 2003). Furthermore, as revealed by 

Study 2, attitudes towards gender issues can change across time periods shorter than a 

decade, suggesting that the dynamics between how sexism hinders support for reproductive 

autonomy can plausibly shift depending on changing socio-cultural contexts. Indeed, the 

results from Study 5 differed from past research. Specifically, whereas past research from the 

US suggested that sexism is unrelated to women’s opposition to public breastfeeding (e.g., 

Acker, 2009), my research found that women’s opposition to the act is associated with both 

HS and BS. Furthermore, my results suggest that it is HS, rather than BS, associated with 

opposition to public breastfeeding for men, contradicting Acker (2009). These results suggest 
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that in a different national and socio-cultural context, beliefs about women’s traditional roles 

as caregivers affect attitudes towards public breastfeeding differently. In particular, in a 

society that is becoming increasingly tolerant of egalitarian views as well as holding 

overwhelming levels of support for the right to breastfeed in public, hostility towards women 

is the central driver of reproductive freedom in this arena. Thus, opposition to public 

breastfeeding may be a form of ‘backlash’ to increased women’s empowerment, such as in 

the case where women violate gendered expectations in the workplace by appearing agentic 

versus communal (Phelan et al., 2008; Rudman et al., 2012). However, future research is 

needed to determine the mechanisms between hostility towards women in general and 

opposition to the freedom to breastfeed in public.  

Practical Implications 

 In addition to theoretical implications, the findings from this study have practical 

implications for women’s rights and reproductive freedom in the New Zealand context. 

Social attitudes toward gender equality and reproductive autonomy are critical factors to 

investigate as they have the potential to impact women’s social and economic outcomes and 

laws protecting women’s rights. This is particularly pertinent to New Zealand as a global 

leader in women’s empowerment (United Nations Development Programme, 2018; World 

Economic Forum, 2018). New Zealand’s high status in gender equality could be attributed to 

the nation’s egalitarian views. However, the country nonetheless still struggles to close 

gender gaps across several economic and political domains (e.g., representation in senior 

management roles; Ministry for Women, 2018 and the gender pay gap; Sin et al., 2017). 

Furthermore, New Zealand still perpetuates a ‘motherhood penalty’, whereby women who 

are parents are paid less than men who are parents (Statistics New Zealand and Ministry for 

Women, 2017). Together, these disparities highlight the importance for New Zealand to 

continue addressing gender inequality. Of particular importance is that of discrimination 
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toward women and women’s reproductive choices. Although the present thesis has shown 

that social barriers remain, in the form of sexist ideologies, there are nonetheless some 

optimistic findings pointing to greater egalitarianism and increased support for women’s 

reproductive autonomy.  

In terms of empowering women’s rights in general, the findings from this thesis 

suggest that although New Zealand is heading toward greater gender egalitarianism in terms 

of attitudes, this progression is still slow. This slow change can be reflected in the gender 

wage gap in New Zealand. The gender wage gap has decreased since 1998, but in the most 

recent decade (coincidentally, the same time period examined in Study 2; 2009–2016), shifts 

toward closing the gap have stagnated (Statistics New Zealand, 2018b). But because Study 2 

observed a slow decline in sexist attitudes, it may be the case that changes in women’s rights, 

like reducing the gender wage gap, needs time to ‘catch up’ with normative social attitudes. 

These findings provide important information for referenda and social policy for enhancing 

women’s rights in New Zealand, particularly that of highlighting differences between 

egalitarian attitudes and practical outcomes for women’s economic and social empowerment. 

Other practical outcomes of increased support for gender egalitarianism includes that 

of support for reproductive autonomy. The findings from Study 3 suggests that breastfeeding 

in public is perceived as a normative act rather than deviant. This is in contrast to 

international research which has implied that the public perceives public breastfeeding as 

‘exhibitionist’ (e.g., Grant, 2016). However, notably, although there remains a small section 

of the population who oppose public breastfeeding, the majority appears to support the act. 

Given that breastfeeding, especially in public, can be fraught with anxiety, fear, and 

discomfort for many women (Hauck, 2004), the normative aspect of public breastfeeding 

may help assuage these concerns. In addition, promoting the high levels of support for public 
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breastfeeding may continue to transform public opinion, especially those with strong 

opposition, toward greater acceptance for the act. 

In terms of psychological avenues for promoting public breastfeeding, future 

initiatives should address the sexist aspects of opposition to women breastfeeding in public. 

Although the proportion of those opposed to public breastfeeding is small, these negative 

attitudes are nonetheless felt strongly by breastfeeding parents (see Glover et al., 2009; 

Hauck, 2004). As revealed in Study 5, sexist ideologies interact with perceptions of public 

breastfeeding in varied ways. Due to Western notions of sexuality and human breasts 

(Stearns, 1999), those who endorse greater HS may associate public breastfeeding with 

‘flashing’ rather than infant feeding (Grant, 2016). As one might expect, the association 

between breasts and sexuality is also more nuanced for women. Specifically, women who 

having higher BS—and in turn, greater endorsement of traditional gender roles—may 

perceive greater conflict between the sexual and nurturing aspects of breasts. This conflict 

thus results in greater opposition to public breastfeeding. Although public breastfeeding may 

not be the ideal choice of infant feeding for everyone, the opportunity to do so freely is 

important to maintain. Thus the findings from Study 5 suggests that addressing gender role 

expectations as well as cultural beliefs about women’s breasts may help target opposition to 

public breastfeeding. A real life example of addressing these issues is that of a television 

news story, featuring the optimistic results from Study 3 of this thesis (Te Karere, 2019, 

January 9). The news story featured a young woman breastfeeding, highlighting the 

importance of addressing gendered assumptions about breasts in overcoming opposition to 

public breastfeeding. 

Turning to matters of abortion access in New Zealand, the timeliness of this survey 

cannot be ignored. At the writing of this thesis, as previously outlined in Chapter One, the 

current Labour Government is presently exploring avenues for changing law in New Zealand 
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to consider abortion as a health concern rather than a crime (New Zealand Law Commission, 

2018). Although the present thesis will not see the outcome of the conscience vote regarding 

abortion law reform, the findings of this study nonetheless provides a brief indication of 

public opinion on the matter of the legalisation of abortion.  

Before delving further into this implication, I do acknowledge one limitation with 

regards to translating these findings into an assessment of practical support for legalised 

abortion in the New Zealand context. Namely, my measures of support for legalised abortion 

only details two possible sets of situations under which a country could legalise abortion (i.e., 

legalised abortion when the woman’s life is endangered and legalised abortion regardless of 

the reason). In order to accurately gauge support for the present law versus the proposed 

alternatives, the public must be surveyed on their support for legalised abortion across other 

circumstances (e.g., legalised abortion for mental and physical health concerns; 

Contraception, Sterilisation and Abortion Act 1977). However, despite this shortcoming, 

some practical implications may still be gleaned from Study 4. The two items still symbolise 

and may be proxies for measuring support for both the present law (“Legalised abortion for 

when the woman’s life is endangered”) and the aspirational proposals for abortion law reform 

(“Legalised abortion regardless of the reason”). Thus, our findings suggest that although the 

present law may receive high support, the public is also positive towards a law that legalises 

abortion for any reason. As such, the public may be mostly supportive of changing abortion 

law in New Zealand to a more liberal one.  

A change to abortion law would not only be publicly supported but would also be an 

affirming act in support of women’s reproductive freedom. It would counter New Zealand’s 

current abortion law, one that has been previously noted as being restrictive in access 

(Convention on the Elimination of All Forms of Discrimination against Women, 2018; 

Contraception, Sterilisation and Abortion Act 1977), resulting in a discrepancy between 
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practice and law. Specifically, the vast majority of abortions are conducted under reasons of 

mental health endangerment (Abortion Supervisory Committee, 2018). The restrictive nature 

of the law and the ‘mental health’ hoop through which women must jump through to obtain 

an abortion symbolises two fundamental violations of women’s rights and autonomy. 

Namely, the fact that, in New Zealand, abortion remains a crime (Contraception, Sterilisation 

and Abortion Act 1977) and that all women who seek it are ‘mentally compromised’ (Leask, 

2013; Leslie, 2010). Collectively, these implications contributes to stigmatising access to 

reproductive healthcare in the form of obtaining an abortion (Hanschmidt, et al., 2016) 

despite the fact that abortion is a safe medical procedure (relative to childbirth; Raymond & 

Grimes, 2012). As such, altering the law to acknowledge abortion as a health matter will 

work to destigmatise abortion, thereby affirming the importance of reproductive health in 

New Zealand.  

Limitations 

Theoretical Limitations 

Turning to the caveats of this thesis, a critical limitation is the assumption that support 

for reproductive autonomy or freedom is equated with support for increased reproductive 

rights or justice. Although the high levels of support for the access to abortion or 

breastfeeding in public observed in this thesis may seem quite positive and empowering for 

women’s health in New Zealand, a shortcoming of my findings is that they do not account for 

other intergroup attitudes that may affect support for reproductive healthcare. Namely, the 

provision of reproductive access or freedom is not universal across all people affected by 

these issues. As such, researchers need to consider reproductive access in the framework of 

reproductive justice (Luna & Luker, 2013; Silliman et al., 2004). Reproductive choice, the 

commonly used term for reproductive freedom, implies that the mere availability of choice is 

enough to empower women’s reproductive autonomy and freedom. However, choice differs 
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from equitable access. In contrast, reproductive justice takes into account issues such as 

institutional barriers and axes of oppression beyond that of prejudice toward women, such as 

the effects of racism, heterosexism, and classism on access to reproductive healthcare (Asian 

Communities for Reproductive Justice, 2005). Thus, although public opinion is in favour of 

accepting abortion or public breastfeeding as fundamental rights, the actual experiences of 

individuals negotiating these issues may differ depending on one’s economic resources or 

ethnicity (amongst other factors that may marginalise individuals). Specifically, people may 

endorse the legalisation of abortion and public breastfeeding but may not endorse 

programmes that seek to provide equity to marginalised communities with fewer resources, 

such as time and finances, to access reproductive healthcare services (e.g., Silva et al., 2010, 

2011; Silva & McNeill, 2008). Indeed, the present thesis only explored support for legalising 

abortion more broadly but did not assess support for practical efforts for increasing abortion 

access. 

A notable example of the importance of acknowledging reproductive justice rather 

than simply choice, concerns the findings from Study 3 (and partly, the findings from Study 

5). Although the findings from Study 3 may imply that support for public breastfeeding is 

relatively high in New Zealand, it is important to note that personal experiences of the act 

may differ for people identifying with a minority ethnicity. Notably, the study of Māori 

mothers and their whānau conducted by Glover et al., (2009) described that their experiences 

of public breastfeeding as negative, with the predominant theme being that society is opposed 

to the act. The conclusion from Study 3 implied that perhaps public opinion has shifted 

toward greater acceptance of breastfeeding in public spaces in recent years, at least since the 

time of the aforementioned study. However, an alternative explanation and important caveat 

is that the experiences of participants from the Glover et al. study may be mediated by racism 

and discrimination, due to a history of marginalisation by Pākehā (Johnston & Pihama, 1994). 
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Indeed, the colonial history of New Zealand has marginalised traditional forms of feeding 

practices for Māori (Abel, Park, Tipene-Leach, Finau, & Lennan, 2001; Glover & 

Cunningham, 2011). Together, this example highlights the importance of acknowledging 

other socio-structural factors that may influence how the public evaluates the appropriateness 

of a behaviour as well as who ‘deserves’ a certain right, such as that of access to reproductive 

healthcare. As such, public support for reproductive rights may be high in principal (i.e., 

support for the right to breastfeed in public), but low in practical aspects of the issue (i.e., 

providing additional resources to provide breastfeeding facilities in public areas and to 

empower communities to breastfeed in these public spaces without fear of scrutiny or 

judgement), highlighting that support may be conditional, not universal.  

In terms of more general, sample-based concerns, the data presented in this thesis may 

be subject to sampling biases. As much of the thesis is reliant on assessing population-based 

attitudes (e.g., proportions of the population who support public breastfeeding or the 

legalisation of abortion), it is important to note potential sampling error in the study. The 

NZAVS as a whole has a relatively low response rate when sampling new participants for the 

study (whether they were drawn at the initial 2009 wave or during subsequent booster 

samples; Sibley, 2018). As such, there may be demographic biases in our data. Indeed, past 

research has identified several demographic and psychological factors associated with panel 

attrition in the NZAVS (Satherley, et al., 2015). Specifically, men and people who identify 

with Māori or Asian ethnicities are less likely to be consistent respondents to the survey. In 

addition, Asian respondents are the most likely to be unreachable or uncontactable for 

subsequent waves of the panel aspect of the study as well as being more likely to withdraw 

from the study altogether. Given that Study 3 and 4 found a statistically significant effect of 

identifying with an Asian ethnicity and attitudes towards both public breastfeeding and 

legalised abortion, the findings from these studies may be biased by the lack of respondents 
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of Asian descent in the study overall. In other words, the sample of Asian participants 

employed in the analysis may differ in important ways from the general population of people 

identifying as Asian in New Zealand. For example, a key characteristic of the NZAVS survey 

programme is that it is conducted entirely in English, thus limiting the pool of possible 

participants of Asian ethnicity. However, I have attempted to amend these issues through 

post-stratification sample weighting in the aforementioned studies. Regardless, biases in 

sampling remains an issue for the representativeness of the NZAVS on the whole.   

Additionally, there is limited generalisability of the results for gender diverse people. 

Research acknowledging and enhancing reproductive autonomy and freedom is 

predominantly framed and conceptualised around binary understandings of gender (Price, 

2011). Indeed, people who identify as non-binary or are transgender are nonetheless affected 

by opposition to reproductive rights (Nixon, 2013) but in a distinctly different way to cis-

women. The findings from the present thesis can only make broad conclusions about societal 

attitudes toward “women” as a whole, without acknowledging differences in experience for 

people who identify as gender diverse. For Study 3 and 4, the measures employed implies 

that only cis-women are affected by opposition to public breastfeeding and abortion.10 Given 

that the public and health and medical professionals have limited knowledge of gender 

diverse identities (see Richards et al., 2016 for a review) and people with gender diverse 

identities continue to face unique and pervasive adversity and prejudice with regard to 

reproductive freedom (Price, 2011), the high levels of support for reproductive autonomy 

may not translate to support for all people who may be affected by attitudes toward public 

breastfeeding and abortion access.  

 
10 Opposition to breastfeeding in public was measured by participants rating their agreement to the statement 

“Women should avoid breastfeeding in public.” Support for legalised abortion was measured by participants 

rating their support to the statements “Legalised abortion for women, regardless of the reason” and “Legalised 

abortion when the woman’s life is endangered” (Smith et al., 2011). 
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Turning to my findings regarding sexism in New Zealand and support for public 

breastfeeding, it is important to recognise that popular psychological measures of gender-

based prejudice are also lacking in precision and nuance. Although the findings from this 

thesis note that sexism—in particular rigid and oppressive expectations of women—underlies 

opposition to many aspects of women’s rights (e.g., gender-based affirmative action; Fraser 

et al., 2015; support for reproductive rights; Huang et al., 2014, 2016), ambivalent sexism, as 

a theory, fails to account for experiences of sexism unique to people who are gender diverse. 

Specifically, due to foundational aspects of ambivalent sexism theory (Glick & Fiske, 1996, 

2001), the results from Study 1, 2, and 5 rely on the assumption that gender is binary. As 

such, the findings of the aforementioned studies can only be interpreted as attitudes towards 

experiences of cis-women. As a consequence, it is unclear whether these same findings could 

translate to public attitudes toward gender diverse persons across situations in the same 

manner. Indeed, although ambivalent sexism is correlated with gender identity prejudice 

(e.g., Nagoshi et al., 2008), more research on gender-based prejudice and reproductive 

autonomy is critically needed. In sum, the findings from the present thesis summarise general 

attitudes toward “women”, likely only cis-women, and provides limited insight regarding 

social attitudes toward reproductive freedom for those who identify as gender diverse.  

Finally, one notable and obvious limitation to this thesis is the absence of 

investigating how ambivalent sexism contributes to opposition to legalised abortion. This is 

indeed an important avenue to explore and one that I have already investigated prior to my 

doctoral studies. These studies have already been cited various times throughout this thesis 

but I will also summarise their findings here. Specifically, my past research has found that 

benevolent sexism is positively correlated with opposition to legalised abortion, both 

regardless of the reason and for cases in which the woman’s life is endangered (Huang et al., 

2014, 2016). In other words, benevolently sexist beliefs such as believing in the importance 
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of women adhering to a caregiver role is associated with increased opposition to women 

accessing an abortion. Furthermore, the idealisation of motherhood—the belief that 

motherhood is an intrinsically positive role for women—mediates the relationship between 

ambivalent sexism and opposition to legalised abortion (Huang et al., 2016). These studies 

further highlight and reiterate the conclusions of the present thesis in that even in relatively 

egalitarian nations such as New Zealand, sexist beliefs permeate opposition to the legalisation 

of abortion. 

Methodological Limitations 

Next, I turn to discussing the measurement-related methodological weaknesses of my 

thesis. A critical limitation of my measures of societal attitudes of women’s reproductive 

health is its use of single-item measures. Although single-item measures can have strengths 

such as space efficiency in a large and content-diverse survey like the NZAVS, many subtle 

distinctions within concepts will inevitably neglected. Namely, the measure of support for 

breastfeeding in public asked participants to rate their support for the statement “Women 

should avoid breastfeeding in public” on a Likert scale. Similarly, our measure of support for 

legalised abortion were measured through participants’ agreement with only two items: 

“Legalized abortion for women, regardless of the reason” and “Legalized abortion when the 

woman’s life is endangered”. However, in reality, social attitudes towards these issues are 

multifaceted and subject to differing levels of support, given the circumstances in which these 

behaviours are pursued.  

For example, in terms of the right to breastfeed in public, the non-specific nature of 

the measure of public breastfeeding support does not explore the more nuanced facets of the 

phenomenon. For example, research from Li et al. (2004) suggests that individuals may be 

more favourable towards breastfeeding in some public locations (e.g., dedicated places for 

breastfeeding in public buildings) but not others (e.g., in public but regardless of location). 
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Similarly, individuals may display different levels of support depending on the type of 

attitude being probed (e.g., some research suggests a majority of participants may be 

‘comfortable’ with public breastfeeding but are not as ‘accepting’; Mulready-Ward & 

Hackett, 2014). Furthermore, although I found high levels of support for public breastfeeding, 

an individual’s actual behaviour when encountering a person breastfeeding in a public space 

may not necessarily be supportive. For example, an individual may express non-verbal cues 

of discomfort or behave unusually in the presence of someone breastfeeding in public. In 

addition, even in cases where members of the public may appear neutral towards public 

breastfeeding in actual practice, women may still feel unwelcome or vulnerable in these 

circumstances (Sheeshka et al., 2001). In sum, although Study 3 provided a broad account of 

sociodemographic correlates of public breastfeeding support overall, more nuanced research 

is needed to uncover further subtleties in how acceptance of public breastfeeding is 

negotiated in practice.   

Turning to attitudes towards legalised abortion, support for the provision of abortion 

can differ depending on the circumstances presented to respondents. Again, as noted 

previously, due to the vast size and content diversity of the NZAVS survey, attitudes towards 

abortion could only be measured for two ‘extreme’ circumstances: “regardless of the reason” 

and “when the woman’s life is endangered.” However, the reality of reasons for seeking an 

abortion can be highly varied. Indeed, as mentioned previously, public support differs 

depending on the circumstance with ‘physical’ reasons (i.e., health concerns) receiving more 

support relative to ‘social’ reasons (e.g., financial) circumstances (Craig et al., 2002). 

According to data from New Zealand, some of the most common reasons for obtaining an 

abortion included not being ready for children, financial constraints for childrearing, and not 

being in a suitable relationship for having children (Burgess, 2017). However, the two 

measures of attitudes towards legalised abortion in the NZAVS could not capture the nuances 
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between each of these circumstances even though they potentially would receive different 

levels of support (see Gendall et al., 2003; Gendall & Healey, 2009). As a result, it remains 

unclear whether the high levels of support observed in Study 4 would hold if participants 

were prompted with more concrete and specific examples. Thus, future research examining 

these more specific circumstances may further elucidate the nature of public attitudes towards 

abortion in New Zealand.  

In addition to single-item measures of attitudes towards reproductive freedom, 

sociodemographic factors were also limited in terms of nuance and detail. In particular, many 

factors such as employment status or relationship status are measured dichotomously in the 

NZAVS survey. Again, this was predominantly due to space constraints associated with the 

paper version of the questionnaire. For example, the exact question in the NZAVS survey 

regarding employment status is the question “Are you employed?” and participants are asked 

to select “Yes” or “No” as a response. As noted in Study 3, this item does not differentiate 

types of employment or unemployment within these categories. This shortcoming would 

especially affect the “not employed” category as this group conflates people who may be 

students, between jobs, stay-at-home caregivers, and/or retired. I attempted to mitigate this 

limitation through statistically adjusting for age in the models affected by this issue in my 

thesis.11  

Another important limitation to note is that although the NZAVS collects detailed 

information on occupations, there are higher rates of missing data on this item (e.g., 18.2% of 

occupations are unreported or missing in the occupation variable which is in contrast to 0.2% 

missing data for the employment status variable). Thus, the NZAVS opts for the single-item 

 
11 According 2013 Census data (the most recent publicly accessible Census data available), the highest rates of 

full-time study are observed for those aged 18–24, (Statistics New Zealand, 2019). Additionally, according to 

2013 Census data, approximately 77% of New Zealand adults aged over 65 years (the retirement age at the time 

of the writing of this thesis) are not in employment. 
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dichotomous measure of employment status for most analyses (examples of the same 

measure utilised in similar studies from the NZAVS include attitudes towards vaccinations, 

Lee, Duck, & Sibley, 2017; correlates of modern racism towards Māori, Satherley & Sibley, 

2018; social media use and psychological distress, Stronge et al., 2019). As a consequence of 

this necessary compromise, more nuanced qualitative differences between occupation status 

categories in terms of support for gender equality and reproductive autonomy could not be 

explored.  

Taken together, these caveats can lead to limitations to the degree to which they are 

applicable to informing social policy. Although reproductive freedom is an important issue 

for New Zealand in particular to address (Committee on the Elimination of Discrimination 

against Women, 2018), the limited breadth of the issues being explored with NZAVS data 

means that my conclusions must be interpreted with caution. Specifically, although the 

findings of Study 3 and 4 suggest that New Zealanders are fairly supportive of women’s 

reproductive rights, these general levels of support may not translate to support for specific 

policies such as improving public facilities to include breastfeeding spaces or expanding 

access to abortion services. Future research is needed to explore whether specific policies 

garners less support relative to an overall positive attitude towards the notion of endorsing 

women’s reproductive rights.  

Future Directions 

The present thesis has a focus on population levels of sexism and support for 

reproductive autonomy. Specifically, the findings from this thesis provides foundational 

knowledge regarding baseline levels of sexist ideologies and support for reproductive 

autonomy across two domains (support for public breastfeeding and legalised abortion) in 

New Zealand. As women’s reproductive health is important to examine with regard to 

population-levels of sexism, these findings provide interesting avenues for future research on 
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the interface between sexist attitudes and public support for women’s reproductive health 

more broadly.  

In terms of correlates of sexism, Study 1 revealed a significant negative correlation 

between the personality facet of honesty-humility and both BS and HS. Past research has 

suggested that honesty-humility is associated with prejudice through different pathways via 

increased RWA but lowered SDO (Sibley et al., 2010). It is possible that this is because those 

higher on honesty-humility value preserving in-group norms and security which results in 

prejudice towards groups who are seen as threatening. However, my findings suggest that 

both facets of ambivalent sexism were negatively correlated with honesty-humility. Thus, 

these findings invite future research regarding the influence of honesty-humility as a 

predictor of ambivalent sexism as the two facets encompass both threat-based (BS) and 

competition-based motives (HS; Sibley, Wilson, & Duckitt, 2007). Contrastingly, the study 

found that honesty-humility was negatively correlated for both facets of sexism, contrary to 

what might be expected according to the findings from Sibley et al. (2010). However, Study 1 

also did not account for RWA and SDO to explain the intergroup motivations in how 

honesty-humility may be related to both BS and HS. As such, future research should explore 

the impact of honesty-humility on BS and HS in a broader structure, with RWA and SDO as 

potentially mediating factors. 

The present thesis also explored breastfeeding bodily autonomy in terms of the right 

to breastfeed outside of the home. However, breastfeeding itself can encompass a range of 

stigmatising and negative discourses and experiences. Although breastfeeding can provide a 

number of health benefits for infants and breastfeeding mothers (see Victora et al., 2016), 

breastfeeding related discourse, especially with regard over-consideration of health-related 

research on breastfeeding benefits, can nonetheless be harmful and restrictive. This is 

particularly the case for women who choose not to breastfeed, opting to formula feeding (e.g., 
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in order to return to work; Guttman & Zimmerman, 2000), who are viewed through a lens of 

shame and immorality and failing as a mother (E. Lee, 2011a, 2011b). Furthermore, 

narratives which elevate the scientific benefits of breastfeeding often neglects to account for 

the importance of women’s bodily autonomy as well as failing to acknowledge structural 

barriers that prevent women from breastfeeding, instead locating fault within the individual. 

These cultural beliefs highlight other aspects of gender-based social attitudes which restrict 

and shame women’s breastfeeding behaviours, especially when they deviate from restrictive 

standards of being a ‘good mother’ (J. L. Marshall & Godfrey, 2011). Thus, another avenue 

for future research should examine how ambivalent sexism can also determine punitive 

attitudes toward women who choose not to breastfeed. Indeed, past research has suggested 

that BS and HS are related to punitive attitudes towards women who violate restrictions 

during pregnancy (e.g., A. O. Murphy et al., 2011; Sutton et al., 2011). As such, BS and HS 

may also be associated with the belief that women must breastfeed as well as punitive 

attitudes towards women who choose alternative forms of infant feeding to breastfeeding.   

Turning to more health and clinical-based future directions, one avenue for future 

research is examining reproductive health attitudes amongst health and medical professionals 

(e.g., nurses, midwives, physicians, dentists etc.). This is important as health and medical 

professionals are often sources of information regarding reproductive health (e.g., Clifford & 

McIntyre, 2008), an important factor related to enhancing empowerment in women’s health. 

Indeed, knowledge of local abortion law is related greater empowerment in accessing safe 

termination procedures (Assifi, Berger, Tunçalp, Khosla, & Ganatra, 2016). In addition, 

breastfeeding knowledge is related to increased intention to exclusively breastfeed (Stuebe & 

Bonuck, 2011). Together, these studies suggest that empowering populations with accurate 

healthcare access information is important for public health. However, differences in support 
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for various aspects of reproductive health amongst health and medical professionals may 

affect the quality or quantity of information they may provide to their patients.  

Exploring health and medical professionals’ opinions toward certain aspects of 

reproductive healthcare for women is important as gender-based biases in healthcare can 

influence the quality of care that patients receive (Cottingham & Ravidran, 2008), including 

the amount of information that is provided regarding options for healthcare. In other words, 

health and medical professional’s gender-based biases toward certain procedures, either 

positive or negative, can influence the amount of information they provide to their patients. 

As a result, informed patient autonomy can be hindered. For example, in a study conducted in 

France, only half of respondents who were seeking an abortion were given adequate 

information or even a choice of whether or not they wanted to have a surgical or a medical 

abortion12 (Moreau, Trussell, Desfreres, & Bajos, 2011).  

There are several factors that may influence health and medical professionals offering 

or providing abortions. Indeed, extant research has suggested that support for the provision of 

abortion can differ based on personal or religious beliefs as well as the patients’ 

circumstances, where ‘medical’ circumstances are seen as more appropriate relative to 

‘social’ reasons (Aiyer, Ruiz, Steinman, & Ho, 1999; Hammarstedt, Jacobsson, Wulff, & 

Lalos, 2005; Shotorbani, Zimmerman, Bell, Ward, & Assefi, 2004, see Lipp, 2008 for a 

review).13 Additionally, health and medical professionals from different disciplines of 

medicine and healthcare may have different levels of support for abortion access (Lipp, 

 
12 Surgical abortion denotes manual termination through surgical means (e.g., dilation and curettage or removal 

through an electrical pump or manual vacuum aspiration; Faúndes & Alverez, 2008). Medical (or 

pharmacological) abortion is performed via medications (e.g., mifepristone and misoprostol). Although medical 

abortions are decidedly less invasive, they may still require the procedure to be performed at a medical facility. 

In the case of New Zealand, all abortion procedures must be performed at a medical facility (New Zealand Law 

Commission, 2018). 
13 Although personal beliefs (i.e., ethical, moral, religious beliefs) do impact whether a medical or health 

professional intends on providing termination services, the strongest correlate of abortion provision is being 

properly trained to perform the procedures (Aiyer et al., 1999; Steinauer et al., 2008). 
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2008). For example, those who have been trained in gynaecology or midwifery may be more 

supportive of abortion relative to professionals of other disciplines (Fonnest, Søndergaard, 

Fonnest, & Vedsted-Jacobsen, 2000, cf. S. L. Marshall, Gould, & Roberts, 1994). As such, 

future research using data from the NZAVS could explore the degree to which different 

health and medical professionals differ in support public breastfeeding and legalised abortion, 

a research approach already applied to the topic of vaccine hesitancy (C. Lee, Duck, & 

Sibley, 2018). 

Conclusion 

 Change for greater gender equality and greater reproductive autonomy can be slow, 

almost glacial. The present thesis aimed to empirically establish levels of sexism in New 

Zealand and how, or even if, it is changing. In addition, New Zealand’s public attitudes 

toward two aspects of reproductive autonomy were evaluated, namely the right to breastfeed 

in public and the right to access an abortion. Finally, the interface between pervasive sexist 

attitudes and opposition to breastfeeding autonomy was explored.  

The present thesis highlighted that although New Zealanders are egalitarian in their 

attitudes toward women’s equality, sexism in the form of both hostile sexism and benevolent 

sexism can still be slow to decrease over time. This is exemplified through Study 1 and 2 

which highlighted notable demographic correlates associated with the endorsement of hostile 

and benevolent sexism as well as a slow, sometimes decelerating, decrease across both 

measures of sexism over time. Through Study 3 and 4, New Zealander’s overall levels of 

support for two aspects of reproductive autonomy was established. First, New Zealanders 

appear overwhelmingly in favour of women’s right to breastfeed in public. Second, in terms 

of attitudes toward legalising abortion, New Zealanders were strongly favourable toward 

ensuring that abortions to save a woman’s life are legally available as well as being 
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moderately favourable toward legalising the woman’s right to an abortion, regardless of the 

reason. Finally, despite the high levels of societal support toward breastfeeding in public, 

Study 5 established that hostile sexism is nonetheless implicated in opposition to women 

breastfeeding in public spaces. Together, these findings can be exemplified by the epigraph at 

the beginning of this chapter. The process of ensuring women’s rights—reproductive 

autonomy in particular—can be slow and resistant to change. However, despite this ambling 

reality, the findings from this thesis suggest that although the journey toward reproductive 

freedom is slow, gender equality may, nonetheless, still be advancing.  
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The gradual move towards gender equality: A seven-year latent growth model of 

ambivalent sexism – Online Supplementary Materials 

Sampling Procedure 

Data came from the first seven waves (Times 1–7) of the New Zealand Attitudes and 

Values Study (NZAVS), a national probability sample of registered voters aged 18 and older. 

Time 1 of the NZAVS contained 6,518 participants sampled from the 2009 New Zealand 

Electoral Roll, whereas Time 2 (2010) contained 4,442 participants (67.9% retention rate). 

Time 3 (2011) of the NZAVS contained 6,884 participants, including 2,962 new participants 

who responded to a booster sample—a process of recruiting new participants into an existing 

longitudinal study to compensate for sample attrition (Ridder, 1992). These participants were 

recruited from an unrelated survey posted on the website of a major New Zealand newspaper 

in 2011. Time 4 (2011/2012) contained 12,182 participants, 5,108 of whom were recruited 

from an additional booster sample, as well as 267 unmatched participants or unsolicited opt-

ins. Participants from this booster were sampled randomly from the 2012 Electoral Roll. 

Time 5 (2013/2014) contained 18,264 participants (including 7,581 from additional booster 

sampling through the 2014 Electoral Roll with respondents restricted to people aged 18-60). 

This wave retained 60.4% of participants from Time 1, and 80.8% of respondents from Time 

4. Time 6 (2014/15) contained 15,822 participants (including 82 unmatched participants or 

unsolicited opt-ins), retaining 57.2% of participants from Time 1 and 81.5% from Time 5. 

Finally, Time 7 (2016) contained 13,944 participants (13,879 retained from previous waves 

and 65 unmatched participants or unsolicited opt-ins). The sample retained 3,344 participants 

from Time 1 (51.3% retention rate), as well as 12,550 from Time 6 (79.3% retention rate 

from the previous year).  

Technical documentation about the NZAVS sampling procedure, including additional 

sample details, are reported in Sibley (2014a). Comparison of the NZAVS relative to census 
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demographic proportions are reported in Sibley (2014b).  

Measurement Invariance Across Time and Groups 

Before estimating our LGM, we examined the cross-time factorial invariance of HS 

and BS separately for women and men using maximum likelihood with robust estimates in 

Mplus Version 8.0 (Muthén & Muthén, 1998-2017). We first estimated five increasingly 

restrictive confirmatory factor analyses (CFA) on our subsample of women, starting with a 

null model in which the indicators for HS and BS were uncorrelated. We then assessed the 

configural invariance (identical factor loading patterns; Meredith, 1993) of HS and BS by 

estimating a measurement model in which our five indicators of HS and five indicators of BS 

were only allowed to load onto their corresponding latent variable estimated at the same time 

point. To account for item-specific measurement error, we allowed the residual covariances 

for each pair of congeneric indicators to covary across time. The means and variances of our 

latent variables were also fixed to 0 and 1 (respectively) at all seven time points in order to 

identify each scale. Supplementary Table 1a shows that the configural invariance model for 

the women in our study fit our data well. Supplementary Table 1b replicates these results 

when including the whole sample, regardless of the number of time points completed. 

After demonstrating configural invariance, we tested for weak factorial invariance in 

our subsample of women by constraining congeneric factor loadings at all seven time points 

to equality and by freely-estimating the variances of our latent variables at Times 2-7 (see 

Meredith, 1993). We then constrained congeneric item intercepts to equality across all seven 

assessments and estimated the latent variable means at Times 2-7 to test for strong factorial 

invariance (Meredith, 1993). Finally, we constrained all congeneric residual variances from 

the factor loadings to equality in order to test for strict factorial invariance. We then followed 

the same set of progressively restrictive CFAs to examine the factorial invariance of HS and 

BS among the men in our study. Based on Cheung and Rensvold’s (2002) recommendation 
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that changes in the comparative fit index (CFI) of sequential models should be less than .01 

(ΔCFI < .01), the fit indices reported in Supplementary Table 1a show that HS and BS 

displayed strict factorial invariance across all seven measurement occasions within our 

subsamples of both women and men. Once again, these conclusions held when including the 

full sample of participants (see Supplementary Table 1b). 

We then conducted a multi-group CFA to examine the factorial invariance of HS and 

BS across both time and groups, starting with a null model in which the indicators for HS and 

BS were uncorrelated among women and men (see Wang & Wang, 2012). Next, we used the 

configural invariant models estimated above to assess configural invariance across both time 

and subsamples. To demonstrate weak factorial invariance, we constrained congeneric factor 

loadings to equality across time and groups, freely estimated the variances of our Times 2-7 

latent variables for women, and freely estimated the variances of our latent variables for men 

at all seven time points. We then constrained the congeneric item intercepts to equality across 

both time and groups, freely estimated the latent variable means at Times 2-7 for women, and 

freely estimated the latent variable means for men at all seven time points to assess strong 

factorial invariance. Finally, we tested for strict factorial invariances by placing equality 

constraints on the residual variances of all congeneric factor loadings across time for women 

and men. Supplementary Table 1a shows that our constructs displayed strict factorial 

invariance across both time and groups (see Cheung & Rensvold, 2002). Supplementary 

Table 1b replicates these findings using the full sample. 

Analyses Containing the Full Sample 

In the results presented in our paper, we focused on participants who provided partial 

or complete responses to our variables of interest to three or more waves of the NZAVS. We 

limited our analyses to these 15,626 participants in order to identify a clear trajectory of 

change for each participant (i.e., three or more time points are needed to identify a trajectory 
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of change). Nevertheless, the use of full information maximum likelihood estimates allows 

for an analysis of the full sample of 22,647 participants (see Enders & Bandalos, 2001). As 

such, we now turn to a set of supplementary analyses to replicate our results with the full 

sample of NZAVS participants. 

Autoregressive cross-lagged analyses for full sample 

 After demonstrating measurement invariance across both time and groups, we 

examined the rank-order stability of HS and BS over time for men and women. Accordingly, 

we used the previously described multi-group measurement model with strict factorial 

invariance to estimate an autoregressive cross-lagged model in which the Time 7 measures of 

HS and BS were regressed onto the Time 6 measures of HS and BS. Similar paths were 

specified when regressing the Times 2-5 measures onto the Times 1-4 measures. Finally, we 

allowed the latent constructs for HS and BS to covary at the same measurement occasion 

(e.g., the Time 7 measure of HS covaried with the Time 7 measure of BS, the Time 6 

measure of HS covaried with the Time 6 measure of BS, etc.). Notably, our autoregressive 

cross-lagged model fit these data well, χ2
(4558) = 26,405.274, p < .001; CFI = .928; root mean 

square error of approximation (RMSEA) = .021 [.020, .021; p > .999]; standardized root 

mean square residual (SRMR) = .066. Because an alternative model estimating stationary 

effects across all seven assessments (i.e., the cross-lagged effect of HST6 on HST7 equals the 

cross-lagged effect of HST5 on HST6 and so on) significantly reduced model fit (i.e., χ2
(4598) = 

26,624.376, p < .001; CFI = .928; RMSEA = .021 [.020, .021; p > .999]; SRMR = .067; 

∆χ2
Satorra-Bentler(40) = 219.220, p < .001), we present the results from our autoregressive cross-

lagged model with non-stationary effects below. 

Inspection of the individual pathways displayed in Supplementary Figures 1a and 1b 

indicates that BS had high levels of rank-order stability across time for men and women. 

Specifically, the standardized regression coefficient for the autoregressive cross-lagged effect 
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of BST-1 on BST ranged from .903 to .951, ps < .001, across the seven assessments for 

women, with similar levels of rank-order stability for men (i.e., ßs = .871 to .959, ps < .001). 

HS also demonstrated high levels of rank-order stability for women and men (i.e., HST-1 on 

HST ßs = .841 to .918 and .877 to .946, respectively; ps < .001). 

Our model also examines of the cross-lagged effects of BST-1 on HST, and HST-1 on 

BST, for women and men. Although BST-1 was associated with relative increases in HS at 

Times 4 and 7 (ß = .044, 95% CI = [.007, .081], p = .021 and ß = .035, 95% CI = [.007, .062], 

p = .013, respectively), the remaining four possible cross-lagged effects were non-significant 

(ßs = −.018 to .024; ps > .162). Likewise, all six possible cross-lagged effects of HST-1 on 

BST were non-significant for women (ßs = −.043 to .026; ps > .063). Similar results emerged 

among men, as all of the six potential cross-lagged effects of BST-1 on HST were non-

significant (ßs = −.045 to .021; ps > .077), and all but one of the six possible cross-lagged 

effects of HST-1 on BST were non-significant (ßs = −.013 to .006; ps > .383). The Time 2 

measure of HS was, however, associated with relative decreases in BS at Time 3 (ß = −.065, 

95% CI = [−.125, −.006], p = .031). 

Latent growth model using all available participants 

 We estimated latent growth models for BS and HS separately for women and men 

using all participants for whom we have at least one assessment in our sample. Aside from 

the difference in our participant selection criteria for these supplementary analyses (i.e., the 

analyses reported here include the full sample, whereas those reported in the paper focused 

on participants who completed three or more waves of the NZAVS), the modelling procedure 

is consistent with our original analyses. Importantly, the results from these additional models 

yielded similar results to the models presented in the main manuscript.  

Available fit statistics for these models are reported in Supplementary Table 2. 

Consistent with the models using our participant selection criteria, log-likelihood ratio 
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difference tests (with scaling correction factors applied) indicated that the models with 

quadratic effects fit these data better than did the models with linear effects (BS Men: ∆χ2
(5) = 

37.332, p < .001; BS Women: ∆χ2
 (5) = 46.884, p < .001; HS Men: ∆χ2

(5) = 75.611, p < .001; 

HS Women: ∆χ2
(5) = 135.811, p < .001). As such, the four models we present below included 

quadratic effects to model the rates of change in sexism over time. 

Supplementary Table 3 displays the growth parameters modeling the rate of change in 

BS and HS for men and women. The slope coefficients (i.e., the growth factors) represent the 

unstandardized rate of change in the given outcome each year. We integrated these parameter 

estimates for the fixed effects in our models to generate the model-implied rate of change in 

men’s and women’s BS and HS from October 2009 – October 2016. The model-implied 

levels of BS and HS for men and women were then graphed in quarterly increments (i.e., 

October 2009 [.25] to October 2016 [7.25]; see Supplementary Figure 2). 

As shown in Supplementary Figure 2, women’s mean-level BS declined significantly 

from 2009-2016 in both our linear (B = -0.044, SE = 0.002, z = -19.433, p < .001) and 

quadratic (B = -0.003, SE = 0.001, z = -2.838, p = .005) components, indicating that women’s 

mean-level decrease in BS accelerated over time. Conversely, women’s mean-level HS 

experienced a linear decrease (B = -0.027, SE = 0.002, z = -11.374, p < .001), as well as a 

quadratic increase (B = 0.006, SE = 0.001, z = 6.027, p < .001), over time. The positive 

quadratic component indicates that the initial rate of decline in HS slowed over time. Men’s 

mean-level BS also declined significantly from 2009-2016 in our linear component (B = -

0.017, SE = 0.003, z = -5.915, p = .001). In contrast to our original analyses where only the 

linear component for rates of change in BS was significant among men, the quadratic 

component was also significant (B = 0.003, SE = 0.001, z = 2.491, p = .013). These results 

indicate that the initial rate of decline in BS decelerated over time. In terms of men’s mean-

level HS, there was a significant linear decrease (B = -0.045, SE = 0.003, z = -14.589, p < 
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.001), and a quadratic increase (B = 0.006, SE = 0.001, z = 5.106, p < .001), over time. 

Specifically, men’s mean-level HS initially decreased sharply, and then plateaued. 
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Supplementary Table 1a. Fit statistics for the longitudinal multi-group measurement models estimated using maximum likelihood with robust 

estimates. Analyses include participants who completed three or more assessment occasion (as reported in the manuscript).  

 

 

χ2 

 

df 

 

RMSEA 

 RMSEA 

90% CI 

 

SRMR 

 

CFI 

  

∆CFI 

 

Pass 

Women (N = 9,832)                

1) Null Model   213084.014***  2527  .092  [.092, .092]  .314  .000  --- --- 

2) Configural invariance  9455.372***  2044  .019  [.019, .020]  .056  .957  .957 --- 

3) Weak factorial invariance  9634.575***  2092  .019  [.019, .020]  .057  .956   .001 Yes 

4) Strong factorial invariance  10613.337***  2140  .020  [.020, .020]  .056  .951  .005 Yes 

5) Strict factorial invariance  11534.923***  2200  .021  [.020, .021]  .058  .946  .005 Yes 

                
Men (N = 5,794)                

1) Null Model  131691.333***  2527  .094  [.093, .094]  .310  .000  --- --- 

2) Configural invariance  5552.045***  2044  .017  [.017, .018]  .058  .967  .967 --- 

3) Weak factorial invariance  5665.516***  2092  .017  [.017, .018]  .058  .966  .001 Yes 

4) Strong factorial invariance  5993.854***  2140  .018  [.017, .018]  .058  .964  .002 Yes 

5) Strict factorial invariance  6429.020***  2200  .018  [.018, .019]  .060  .960  .004 Yes 

                
Multi-group (N = 15,626)                

1) Null Model  344540.769***  5054  .093  [.092, .093]  .312  .000  --- --- 

2) Configural invariance  18199.942***  4158  .021  [.020, .021]  .065  .950  .950 --- 

3) Weak factorial invariance  18718.161***  4262  .021  [.021, .021]  .065  .948  .002 Yes 

4) Strong factorial invariance  19281.086***  4308  .021  [.021, .021]  .059  .946  .002 Yes 

5) Strict factorial invariance  21242.015***  4438  .022  [.022, .022]  .063  .940  .006 Yes 

Null model: Independent indicator variables 

Configural invariance: Similar factor loading patterns 

Weak factorial invariance: Equal congeneric factor loadings 

Strong factorial invariance: Equal congeneric intercepts  

Strict factorial invariance: Equal residual variances for congeneric factor loadings 
***p < .001 
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Supplementary Table 1b. Fit statistics for the longitudinal multi-group measurement models estimated using maximum likelihood with robust 

estimates. Analyses include participants who completed one or more assessment occasion.  

 

 

χ2 

 

df 

 

RMSEA 

 RMSEA 

90% CI 

 

SRMR 

 

CFI 

  

∆CFI 

 

Pass 

Women (N = 14,071)                

6) Null Model   234869.688***  2527  .081  [.081, .081]  .318  .000  --- --- 

7) Configural invariance  10716.116***  2044  .017  [.017, .018]  .054  .954  .954 --- 

8) Weak factorial invariance  10923.255***  2092  .017  [.017, .018]  .055  .953   .001 Yes 

9) Strong factorial invariance  12016.715***  2140  .018  [.018, .018]  .054  .948  .005 Yes 

10) Strict factorial invariance  13218.977***  2200  .019  [.019, .019]  .056  .942  .006 Yes 

                
Men (N = 8,576)                

6) Null Model  144466.961***  2527  .081  [.081, .081]  .310  .000  --- --- 

7) Configural invariance  6207.081***  2044  .015  [.015, .016]  .057  .964  .964 --- 

8) Weak factorial invariance  6334.146***  2092  .015  [.015, .016]  .057  .963  .001 Yes 

9) Strong factorial invariance  6670.475***  2140  .016  [.015, .016]  .057  .961  .002 Yes 

10) Strict factorial invariance  7274.337***  2200  .016  [.016, .017]  .060  .956  .005 Yes 

                
Multi-group (N = 22,647)                

6) Null Model  379033.478***  5054  .081  [.081, .081]  .315  .000  --- --- 

7) Configural invariance  20895.188***  4158  .019  [.019, .019]  .063  .945  .945 --- 

8) Weak factorial invariance  21459.287***  4262  .019  [.019, .019]  .063  .944  .001 Yes 

9) Strong factorial invariance  21918.807***  4308  .019  [.019, .019]  .057  .942  .002 Yes 

10) Strict factorial invariance  24352.586***  4438  .020  [.020, .020]  .062  .935  .007 Yes 

Null model: Independent indicator variables 

Configural invariance: Similar factor loading patterns 

Weak factorial invariance: Equal congeneric factor loadings 

Strong factorial invariance: Equal congeneric intercepts  

Strict factorial invariance: Equal residual variances for congeneric factor loadings 
***p < .001 
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Supplementary Table 2. Model fit indices comparing linear and quadratic models for BS and 

HS, between men and women. Analyses are based on the full sample (N = 22,609). 

 Men  Women 

 log-likelihood AIC BIC  log-likelihood AIC BIC 

Benevolent Sexism       

Linear -34303 68623 68679  -59744 119504 119565 

Quadratic -34281 68589 68680  -59718 119461 119559 

Hostile Sexism       

Linear -36390 72796 72852  -60136 120289 120349 

Quadratic -36344 72714 72806  -60053 120132 120230 
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Supplementary Table 3. Fixed and random effects for Latent Growth Models predicting linear and quadratic change in BS and HS (on a scale 

from 1 to 7) for adult men and women in New Zealand over the October 2009 – October 2016 period. Analyses are based on the full sample (N = 

22,609). 
 Men’s BS Women’s BS Men’s HS Women’s HS 

 B SE 95% CI B SE 95% CI B SE 95% CI B SE 95% CI 

Fixed effects (means)             

Intercept 4.053* 0.012 [4.029, 4.079] 3.851* 0.010 [3.831, 3.871] 3.504* 0.013 [3.478, 3.531] 2.896* 0.010 [2.876, 2.915] 

Linear growth parameter -0.017* 0.003 [-0.022, -0.011] -0.044* 0.002 [-0.049, -0.040] -0.045* 0.003 [-0.051, -0.039] -0.027* 0.002 [-0.032, -0.023] 

Quadratic growth parameter 0.003* 0.001 [0.001, 0.005] -0.003* 0.001 [-0.004, -0.001] 0.006* 0.001 [0.004, 0.009] 0.006* 0.001 [0.004, 0.008] 

             

Random effects (variances)             

Intercept 0.873* 0.018 [0.838, 0.909] 1.086* 0.016 [1.055, 1.118] 1.141* 0.022 [1.098, 1.183] 1.037* 0.016 [1.006, 1.068] 

Linear growth parameter 0.007* 0.001 [0.005, 0.008] 0.009* 0.001 [0.007, 0.010] 0.007* 0.001 [0.005, 0.009] 0.009* 0.001 [0.008, 0.011] 

Quadratic growth parameter 0.001* 0.000 [0.000, 0.001] 0.001* 0.000 [0.000, 0.001] 0.001* 0.000 [0.001, 0.001] 0.001* 0.000 [0.001, 0.001] 

             

Note: *p < .05. N = 14,047 women, 8,562 men. Models estimated using Maximum Likelihood with robust estimation of standard errors. Participant birth year cohort was 

included as a covariate. Disturbances of the scale means (BS over time, HS over time) were each constrained to equality over time. Participants who completed at least one 

wave were included in this model. Missing data were handled using Full Information Maximum Likelihood and assuming data were missing at random. Fit statistics: BS Men 

(Quadratic): Log-likelihood = -34281, AIC = 68589, BIC = 68680. BS Women (Quadratic): Log-likelihood = -59718, AIC = 119461, BIC = 119559. HS Men (Quadratic): 

Log-likelihood = -36344, AIC = 72714, BIC = 72806. HS Women (Quadratic): Log-likelihood = -60053, AIC = 120132, BIC = 120230.
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Supplementary Figure 1a. Multi-group autoregressive cross-lagged model of benevolent and hostile sexism across seven measurement occasions (Times 1-4 shown here), χ2

(4558) = 26,405.274, p < .001; CFI = .928; 
RMSEA = .021 [.020, .021; p > .999]; SRMR = .066, for women (above) and men (below). Estimates reflect standardized regression coefficients (with 95% confidence intervals). Paths that are (a) significant for both 

groups, (b) significant for one group, and (c) non-signifcant for both groups are depicted by (a) solid black lines, (b) black dotted lines, and (c) grey dotted lines, respectively. Latent variable factor loadings, as well as 

the covariances between latent variables at Times 2-6, were estimated but excluded from the figure due to space constraints.  
+p < .10; *p < .05; **p < .01; ***p < .001. 
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Supplementary Figure 1b. Multi-group autoregressive cross-lagged model of benevolent and hostile sexism across seven measurement occasions (Times 4-7 shown here), χ2

(4558) = 26,405.274, p < .001; CFI = .928; 
RMSEA = .021 [.020, .021; p > .999]; SRMR = .066, for women (above) and men (below). Estimates reflect standardized regression coefficients (with 95% confidence intervals). Paths that are (a) significant for both 

groups, (b) significant for one group, and (c) non-signifcant for both groups are depicted by (a) solid black lines, (b) black dotted lines, and (c) grey dotted lines, respectively. Latent variable factor loadings, as well as 

the covariances between latent variables at Times 2-6, were estimated but excluded from the figure due to space constraints.  
+p < .10; *p < .05; **p < .01; ***p < .001.
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Supplementary Figure 2. Model-implied rates of change in ambivalent sexism (y-axis ranged from 1 = Strongly Disagree to 7 = Strongly Agree) for New 

Zealand adults over the October 2009 – October 2016 period. Curves are based on predicted points from the latent growth parameters reported in Table 3. 

Error bars represent the standard error of point estimates. Analyses are based on the full sample (N = 22,609). 


