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Abstract  
Background 

This research addressed two significant gaps: 1) theoretical framework for conceptualising 
the phenomena of becoming a mother and 2) significant training needs for midwives in 
responding to perinatal mental health difficulties experienced by patients. 


Research question  

What is the experience of the midwives working with patients experiencing mental health 
difficulties during the perinatal period?


Aims  
1) Investigate Irish midwives’ experiences of working with patients experiencing perinatal 

mental health difficulties  
2) Identify theoretical models and presuppositions used by midwives 
3) Critically assess whether existing presuppositions are relatable to psychoanalytic 

conceptualisation and whether psychoanalytic theories can bridge the gaps identified. 

Objectives  
1) Conduct in-depth interviews with experienced midwives across ROI maternity units 
2) Analyse responses  
3) Provide psychoanalytic perspectives for perinatal mental health difficulties  
4) Develop theoretical framework for conceptualising ‘becoming a mother’ 

Method 

Two-fold methodology. 1) Articulation of theoretical framework provided from psychoanalytic 
theory 2) Qualitative research with seven Irish midwives and a detailed Interpretive 
Phenomenological Analysis of the interview data.  

Results  

Major superordinate themes :  
1) Approach, including two major subordinate themes Normal / normalising, instilling hope 
2) Class (socio-economic background of service-users, antenatal education, psycho-

education)  
3) Education (training needs of service providers and lack of knowledge of service users)   
4) Identification (making sense through one’s own experience of being mothered and 

mothering) 
5) Nature vs Nurture (motherhood as inbuilt ability, natural instinct, personality, shaped by 

upbringing and culture) 
6) Risk groups and factors (reflects contradictory groups/factors, indicting anyone from any 

background can experience difficulties) 
7) Special cases (self-care, employee support, supervision, debrief) 
8) Support (factors and terminologies) example: ‘hormone’ mentioned by two out of seven 

participants six and sixteen times, transition mentioned once, ‘change’ implied to lifestyle 
change among others but not to psychological changes. 

Conclusion  

Lack of theoretical framework evident in qualitative data. Psychoanalytic literature can 
address this gap. 
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candidate for the degree stated on the Title Page, and I have not obtained a degree 
elsewhere on the basis of the research presented in this submitted work. 

	



Chapter 1: Introduction 

Sigmund Freud (1856-1939), a neurologist announced Psychoanalysis to the world with his  

Interpretation of Dreams in 1900. Freud dedicated his life to researching the intricate 
workings of the psyche. He published his work for over nearly half a century. Freud 

discussed three major applications of Psychoanalysis. In his New Introductory Lectures 
(1932, p.145) Freud wrote, “…nothing that men make or do is understandable without the co-

operation of psychology” and thus “the application of psychoanalysis” extends to “numerous 
fields of knowledge”. However, Freud (1932, p.145) explained that “the first purpose” of 

psychoanalysis “was to understand the disorders of the human mind”, which later extended 
to examining the “close relations…between pathological processes and what are known as 

normal ones”. Hence the first application of psychoanalysis highlighted by Freud in that 
lecture was the field of the “mental sciences” (1932, p.145). This is a foundation element of 

this study. This research, questions the nature of knowledge of, and the current approaches 
and responses to, the field of "mental science” within the perinatal mental health context. 

This chapter’s primary aim is to introduce the other various foundational elements of this 
research and provide a brief outline of the research. This will be done by first providing a 

brief rationale for this research, including the background of the research, the process of the 
formation of the research question and the major aims and objectives of the research. 

Finally, there will be a brief section outlining the organisation of the thesis for the ease of 
reading. 

1.1 Rationale 

Our first purpose, of course, was to understand the disorders of the human 
mind, because a remarkable experience had shown that here 
understanding and cure almost coincide, that a traversable road leads from 
the one to the other. (Freud, 1932, p.145)

Only by understanding how pregnancy affects mental illness and vice versa 
can we address how it might be detected and treated and what services 
need to be developed. (Gibson and Gray, 2012, p.1)

The above two quotes have shaped this thesis at a foundational level. The background to 

this research has two inextricably related aspects : 1) Significant skill deficit issues identified 
within the service provision of perinatal mental health and 2) Lack of theoretical framework 

conceptualising the phenomena of ‘becoming a mother’. Both of these aspects were 
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identified in the documents published by the Health Services Executives (HSE), a single 

body established under the Health Act 2004 with statutory responsibility for the management 
and delivery of health and personal social services in the Republic of Ireland (ROI). These 

documents are The National Maternity Strategy (HSE, 2016), Bereavement Care Following 
Pregnancy Loss and Perinatal Death (HSE, 2016) and the MindMothers Project (Higgins et 

al. 2017) [described below]. 

It is important to clarify that the two HSE policy documents quoted above are not the basis of 
the significant lack of theoretical framework highlighted in this thesis. Rather these policy 

documents reflects the general lack of theoretical framework for conceptualising ‘becoming a 
mother’ evident in the world of academic research. ‘Becoming a mother’ is a multifaceted 

complex phenomena and the psychological aspect of this phenomena have been researched 
from various aspects, especially as a normative experience (Miller, 2005; Gustafson, 2005), 

from the perspectives of femininity and gender (Choi et al. 2005), from the aspect of the 
one’s own experience of being mothered (Herland and Helgeland, 2014), and from 

adaptational and maturational perspectives (Roy, 2009; Mercer, 1995; Tulman and Fawcett, 
2003; Walker 1992; Emmanuel et al. 2008; Emmanuel et al. 2011). However, the existing 

pool of literature do not focus on the theorisation of the psychological transition of a woman 
‘becoming a mother’. The existing pool of literature do not help conceptualise motherhood as 

a time of loss and despair despite having delivered a healthy baby. This lack of theorisation 
of motherhood is reflected in some of the policy documents central to the delivery of Irish 

Perinatal mental health care. The above two HSE documents are examples that came to the 
researcher’s attention at the inception stage of this research in 2016. The researcher 

considered these two documents from the HSE quoted above as central to the designing of 
the perinatal mental health landscape. The following sections will provide details of these two 

dimensions of lack identified in the HSE documents (skill deficit and lack of theoretical 
framework). But before that, here is a brief outline of the observations made by the 

researcher that sparked the idea of this study. 

Since the inception stage of this research in 2016, the landscape of perinatal mental health in 
Ireland has drastically transformed. During the initial stage of this research, the focus on the 

maternal mental health was comparatively less following a healthy delivery. The National 
Maternity Strategy (HSE, 2016) is a 133 paged document which mentioned perinatal mental 

health in just over one page at paragraph 3.9 (ibid, pp.61-62). However, Bereavement Care 
Following Pregnancy Loss and Perinatal Death published by the Health Service Executives 

(HSE) in 2016 (due to be reviewed in 2019) is a 86 paged document. There are several 
explanations for this contrast. One of them would be a question : Is perinatal mental health 
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considered by the service providers in cases where pregnancy loss and/or bereavement is 

absent? 

Currently there are several dedicated units across the Republic of Ireland (ROI) aiming to 

support those who are in need of bereavement care following pregnancy loss, whereas, 
there are not many dedicated teams for the care of patients suffering from postnatal 

depression or other undiagnosed psychological / emotional distress in the Republic of 
Ireland. It seems as if, a loss of a baby or foetus is much more conceivable as an object-loss 

than the feeling of a loss experienced by a woman after she becomes a mother (not a 
physical loss). This poses another question: Can the term ‘loss’ even be associated with the 

woman’s experience after she gives birth and ‘becomes a mother’? 

It seemed as if the loss or grief or even mourning in some cases experienced during the 

perinatal period is much more difficult to make sense of because it is not about a tangible 
object-loss. This triggered further questions as to why? Why is it that within the current health 

system, especially within the most fragile and yet the most powerful sphere of perinatal 
mental health, the perinatal period is not paid much attention to despite there being a need 

for conceptualising loss without an object-loss? A sense of loss, grief and emptiness that 
comes not without but with the delivery of a healthy baby? When everything seems healthy 

and medically ’ok’, but something still does not feel right. Does the dominant discourse of the 
medical model that currently occupies the centre stage of the mental health world, pick up on 

these subtleties? What is the medical model’s response to such distress? Moreover, who is 
at the front line of the service delivery witnessing such psychological distress and how do 

they make sense of what they see in their patients? 

Parallel to these unanswered questions encountered at the inception stage of the research, 

there was an actual event that further provided foundation to this research. In 2017, an 
extensive nationwide quantitative study was published by the HSE and the Office of the 

Nursing & Midwifery Services Director in conjunction with Trinity College, Dublin titled the 
MindMothers Project. It was a study conducted by midwives and nurses for public health 

nurses, midwives and practice nurses. The study aimed at providing “an evidence-based 
guidance document for midwives, public health nurses and practice nurses in the area of 

perinatal mental health care” (Higgins et al., 2017, p.7). The study produced “25 key 
principles that should underpin midwifery and nursing practice” (ibid). 

MindMothers Project explored practices, policies, processes and education needs of 
midwives and nurses within maternity and primary care services in Ireland. The study 

highlighted the following. 
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Midwives, public health nurses and practice nurses, as part of the 
multidisciplinary healthcare team, are in an ideal position to address mental 
health and emotional well-being with women; however, studies into their role in 
the context of perinatal mental healthcare in Ireland are sparse. (Higgins et al., 
2017, p.ix) 

Carroll et al. (2018) re-emphasised the position of midwives within the perinatal mental 
health context in the following way. 

Given midwives’ contact with women in the perinatal period, they are ideally 
positioned not only to educate women about mental health issues, but to 
identify women at risk, and ensure early intervention and support. 

Given their unique position within the team, midwives have several roles and they are 
expected to perform multiple duties. Several studies have highlighted their roles in the 

assessment and management of perinatal mental health (Jarrett 2015; Ross-Davie et al. 
2007; Hauck et al. 2015), their roles in the screening and assessing psychosocial risks 

(Jones et al. 2011; Jones et al. 2012; Williams et al. 2016) and given the opportunity to 
continue their care, midwives are able to develop close relationships with the patients and 

their family (Dearman et al. 2007; Myors et al. 2013; Myors et al. 2015; Gamble et al. 2017; 
Fenwick et al. 2018). There are several barriers identified to midwives care in the 

international literature (Khan 2015; Jomeen et al. 2009; Noonan et al 2017; Jones et al 2012; 
Rollans et al 2013). Noonan et al (2018) highlights these barriers as the following, 

varying levels of confidence, knowledge, attitudes and skills, insufficient 
training, inconsistent team working, time pressures, lack of knowledge of 
resources, limited links with mental health services and inconsistencies, and 
discontinuities in the system.

Moreover, Coates and Foureur (2019) conducted a scoping review of literature between 2011 
- 2018 and identified further literate that highlight the barriers and enablers to the midwife-led 

mental health care (Bayrampour et al 2018; Higgins et al 2018, McCauley et al. 2011; 
Gamble 2017) . Bayrampour et al (2018) particularly highlighted the importance of expanding 

the scope of practice for midwives to facilitate continued care, to enhance service integration 
and to facilitate collaboration between mental health services and maternity services. 

However, Myors et al (2015) highlighted how although necessary, the collaboration between 
mental health and the maternity services are often nominal and that midwives are not 

adequately supported by the specialist mental health professionals. 

In other words, while midwives are at an ideal position to address the issues of perinatal 

mental health within the current healthcare setting, their roles and experiences are not 
studied enough with the view to support and develop their practice, at least not until the 
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MindMother’s project with the Irish context until 2017, the time of the conceptualisation of this 

thesis. Hence, the authors clarified that the rationale for the Mind Mother’s Project was as 
follows. They clarified how their study is in line with the need to analyse the current training 

needs and service delivery. 

…the national maternity which strategy emphasises the need to ‘to analyse the 
training needs associated with the implementation of the new model of care to 
ensure that the current and future maternity workforce have the necessary skills 
and competencies to deliver safe high quality maternity care’ (Department of 
health 2016, p.7)… (Higgins et al., 2017, p.ix). 

This enquiry was in line with the researcher’s initial findings from the literature that 

highlighted possible training needs of the frontline workers within the perinatal mental health 
context. Findings from the MindMothers Project highlighted that although their participants 

had some knowledge in relation to depression and anxiety, the associated risk factors, 
screening tools and the impact of perinatal mental health problems on mother and baby, they 

however had significantly less self-reported knowledge of personality disorder, obsessive 
compulsive or ritualistic behaviour, eating disorders, self-injury/ suicide in perinatal period, 

bipolar affective disorder, drug use in pregnancy and breastfeeding. Their participants also 
reported, 

…significant skill deficits in opening a discussion with women about eating 
disorders, psychosis, intimate partner violence, sexual abuse/violence, and 
thought of harming themselves and their baby. (Higgins et al., 2017, p.x)

The above highlighted the need for evaluating the front-liners’ current experiences of and 
approaches to working within the landscape of perinatal mental health. It seemed that a 

detailed qualitative nationwide study of midwives would be complimentary to the findings of 
the MindMothers Project (Higgins et al., 2017). From this point onward in the research, the 

literature search discovered two aspects within the perinatal mental health world. The first 
one has a national context (within the Republic of Ireland) and the second one with a global 

context.  

1.1.1 Significant skill deficit issues within service provision

The MindMothers project outlined twenty-five principles that should underpin the model of 
perinatal mental health care, clarified screening questions and clear pathways for crisis 

plans. However, it seemed that the “significant skill deficits” found among the participants 
require robust training material for specialists in perinatal mental health training. The need for 

training material became much more prominent as the landscape of the perinatal mental 
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health world began to change following the MindMothers Project launch. Among the several 

new structural developments taking place within this area were two significant changes that 
seemed the most relevant to this research. 

a) The introduction of the Electronic Health Record system requirement (MN-CMS Project, 

2017) (NICE guidelines 2014) that requires midwives asking two depression and anxiety 
screening questions known as Whooley questions. At the time of admission in every 

maternity hospital across the ROI, women are asked these questions : 1) During the past 
month, have you often been bothered by feeling down, depressed or hopeless? 2) During the 

past month, have you often been bothered by having little interest or pleasure in doing 
things?

b) The appointment of a Perinatal Mental Health Specialist Midwife among special units 

across the ROI as part of the Specialist Perinatal Mental Health: Model of Care for Ireland 
(2017). One or two mental health midwives will be appointed for each of the nineteen 

maternity units across the ROI. The following describes their role within the team as outlined 
in the Model of Care for Ireland . 

…will provide a response to women with milder mental health problems/illnesses 
attending maternity services. They and the specialist perinatal mental health teams 
will work in tandem to ensure women during pregnancy and the first year post 
delivery attending maternity services have an accessible, flexible and appropriately 
skilled response whether their mental health problem is mild or severe. (HSE, 2017, 
P.1)

Important to note that at this stage of the research the formation of the specialist perinatal 

mental health team was announced via the publication of the Model of Care for Ireland (HSE, 
2017). The team generally consists of one Consultant Psychiatrist, one NCHD (senior 

registrar), two specialist mental health nurses, one senior psychologist, one senior 
occupational therapist, one senior social worker, one or two specialist mental health 

midwives and one administrator. The question is, what is the training infrastructure and 
content for each of these professionals to train as specialists in perinatal mental health? Is it 

assumed that each of these professionals would have adequate knowledge of the perinatal 
mental health prior to joining a team identified as ‘specialist’? This would require that each of 

these professionals have undertaken dedicated specialist training. Apart from the discipline 
of Perinatal Psychiatry, there is very little evidence of established training programmes that 

could have provided these professionals with the adequate perinatal mental health training 
before joining the specialist team. 
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Perinatal mental health services should provide multidisciplinary input from 
specialised psychiatrists psychologists, nurses, social workers and 
occupational therapists. ((Gibson and Gray, 2012, p.9)

Interestingly, The Model of Care for Ireland outlined training requirements for each of these 

professionals. Psychiatrists must have their supervised training of perinatal psychiatry as one 
of additional requirements. Mental health nurses are required to have at least seven years of 

post-registration experience, two of those years must include experience of in Perinatal 
Mental Health Nursing and three of those must be where they were supervised “by a 

Consultant Psychiatrist trained and working in Perinatal Psychiatry” (HSE, 2017, p.60). This 
recommendation suggests that the training needs for these two professionals are not as 

urgent as it seemed in cases of the others. This is probably because, the Mental Health 
Midwives are required to have three years of work experience post registration, two of which 

must be spent in gaining "Specialist knowledge and experience (2 years minimum) in 
maternal and infant mental health developed through training and practice” and “additional 

qualification in mental health or a counselling qualification”. This would suggest that not only 
the onus is on the midwife themselves to learn through practice and/or find appropriate 

training, but also there seems to be an underlying assumption that counselling courses and 
mental health courses are enough to provide a professional with the specialist knowledge of 

the perinatal period within the context of mental health and the psyche. This assumption is 
misleading and incorrect as it implies that the psychological effect of ‘becoming a mother’ is 

either 1) not that important to study with a sole focus on the mother’s experience or 2) that it 
is the same as any other psychological event and hence does not require special attention. 

The document goes on further to highlight the following. 

Psychologists, Occupational Therapists and Social Workers are core members 
of a specialist perinatal mental health team. There are no specific training 
requirements for these three professional groups to work in these specialist 
teams. However, all must be fully trained clinicians registered with their 
relevant professional bodies. (HSE, 2017, p.61)

The above, represents a very questionable approach to training requirements specific to the 

work of responding to women experiencing disturbing psychological effects consequent of 
‘becoming a mother’. The above can be interpreted as promoting the idea that the 

psychological effect of ‘becoming a mother’ is not all that complicated, does not require 
specialist knowledge and can be learnt on the job. The document goes on to suggest there 

will be “onsite training and supervision together with attendance at a specific course. This 
course will be developed as a component of implementing this model of care” (HSE, 2017, p.

61). 
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Note that the discipline of Psychology does not deal with mental health unless it is the area 

of the Clinical or Counselling psychology. Moreover, even in the clinical and counselling 
psychology training, if one is to include the area of perinatal psychology, it would appear that 

the focus of perinatal psychology remains on the effect of the mother on the baby and not the 
other way around. The area of maternal mental health within the discipline of psychology 

does not necessarily focus on the mother’s experience of her unique transition. The question 
remains then, where is the specialist training for these professionals to work as a specialist? 

Currently in Ireland there are two perinatal mental health training courses running since 2018 

: Masters in Perinatal Mental Health at the University of Limerick and a Certificate in 
Perinatal Mental Health from the Dundalk Institute of Technology. It is not clear as to whether 

these two training courses focus on the woman’s experience of ‘becoming a mother’ and/or 
the theorisation of motherhood. Gausman et al (2020) noted, ‘maternal mental health is 
becoming recognized as a global health priority’. This thesis argues that the key to 
understanding maternal mental health is to acknowledge the complexities involved in the 
process of ‘becoming a mother’, namely the transition that a woman experiences as she 
‘becomes a mother’ from ‘being a woman’. In addition to the remarkable biological changes, 
‘becoming a mother’, the complex multifactorial phenomena also includes dynamic  

interplays between various social and psychological processes such as identity formation, 
gender role, own experience of being mothered and many more (Ioni et al. 2019; Mercer 

2004; Squire, 2017; Hannekam 2016; Kirova and Snell 2019). This thesis argues that the 
knowledge of the maternal psychology which focuses on the maternal experience of this 

transition from ‘being a woman’ to becoming a mother’ is the key to training specialist 
perinatal mental health professionals. This research has now discovered that such 

theorisation of motherhood, of the transition that a woman experiences as she ‘becomes a 
mother’ is scarce. Most research in the area would focus on the effect of the mother on the 

baby, and not focus enough on the effect on the woman of ‘becoming a mother’. This is 
reflected in the list of topics outlined in the Model of Care for Ireland (HSE, 2017, p.62) as 

essential areas to cover in any specialist training. The list is created by the Royal College of 
Psychiatrists, United Kingdom (UK), and it outlined the importance of learning the effects of 

the mother on the baby in various ways. 

The researcher argues that the following aspect is the most essential and yet most absent on 
that list : the effect of the baby on the mother, the effect on the woman of ‘becoming a 

mother’. This is a radically different way of approaching the topic of perinatal mental health 
and this approach is almost absent in the current training guidelines. The researcher argues 

that specialist perinatal mental health training must include such perspectives that focus on 
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the woman’s transition and experience of ‘becoming a mother’ to address the current skill 

deficit identified in the MindMothers Project (Higgins et al. 2017). Overall, it seemed that 
nationwide specialist posts have been created within the perinatal mental health landscape 

and yet specialist training material has not been identified.  

1.1.2 Lack of theoretical framework conceptualising ‘becoming a mother’

This aspect is an extension of the previous gap described above. As the researcher engaged 

with theoretical literature focusing on the experience of ‘becoming a mother’, it became 
evident, how scarce literature and theoretical frameworks that focus on the experience of the 

woman ‘becoming a mother’ are. It is important to highlight that the phrase ‘becoming a 
mother’ within the context of this research does not imply first-time mothers, rather the 

emphasis is on the phenomena of the transition that a woman goes through from a sense of 
being ‘woman’/‘girl’/‘anything but a mother’ —> to a ‘mother’. While there can be be 

consistency in the mother’s psychological orientation across her subsequent pregnancies 
(Voegtline et al. 2020), every pregnancy from a psychological perspective can be specific 

and complex (Bjelica et al. 2018). In that sense, ‘becoming a mother’ within the context of 
this research, also includes the phenomena of ‘becoming a mother again’.

Even though, Jean-Etienne Esquirol was one of the first physicians in the mid-19th century, 

to report cases of postpartum psychiatric illnesses, it was not until the 1990’s that the 
Diagnostic Statistical Manual (DSM) included a separate category of disorder for the 

psychological disturbances experienced by a woman in the perinatal period. In 1994, for the 
first time, Major Depressive Disorder with postpartum onset was published in the DSM-IV 

(Segre and Davis, 2014). The DSM-5 has now recently included a peripartum onset and thus 
the diagnosis of Major Depressive Disorder (MDD) with peripartum onset is now added. 

However, arguably it is celebrities like Brooke Shields in 2005 followed by “a host of other 
celebrities, bloggers, researchers and political advocates” that made Postpartum Depression 

(PPD) or Postnatal Depression (PND) “a household term” (Sparks, 2013). The inclusion of 
the umbrella term PND and the more everyday attribution to a woman after childbirth as 

suffering ‘baby blues’ in the colloquial and lay vocabulary, support the argument that 
something can happen at childbirth causing significant disturbance even where there has not 

been a death. It is arguable that there can be an overwhelming experience of the loss of 
'something' even where mother and baby are deemed healthy. The experience of 'becoming 

a mother’ involves an experience of loss.  
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The dominant discourse of the medical model and the discipline of perinatal psychology 

within the perinatal mental health context do not emphasise the woman’s transition. While 
the medical model highlights the difference between ‘normal’ and ‘disorder’, the discipline of 

perinatal psychology focuses on how the mother’s experiences, feelings, thoughts and 
behaviour effect the foetus or the baby and their development. Psychoanalysis is a discipline 

that was an essential part of psychiatric training until the 1970s and still is in several 
American Psychiatric Colleges. Currently the Kraeplinian and the neo-Kraeplinian approach 

to the human mind are the most dominant within the mental health world especially since the 
overall shift towards biological psychiatry / psychology occurred during the “Decade of the 

Brain” (1990 - 1999), a phrase coined by American President George W. Bush in 1989 
(Goldstein 1994). The researcher argues that when it comes to perinatal mental health it is 

crucial that alongside the biological perspectives, a psychological account that focuses on 
the woman’s experience of ‘becoming a mother’ need to be included. In other words, 

alongside the biological paradigm focusing on the effect of the mother on the baby, a 
theoretical framework is much needed that operates based on a paradigm that focuses on 

the effect on the mother of the baby, a paradigm that allows articulation of the psychological 
complexities of ‘becoming a mother’. 

Psychoanalysis privileges maintaining openness to the question of whether 

psychopathological symptoms represent a difference in degree from what is deemed ‘normal’ 
or a difference in kind. Psychoanalytic conceptualisation requires the practitioner to ask him/

herself which paradigm he/she is using in their response to a patient. Psychoanalysis 
facilitates the conceptualisation of ‘becoming a mother’ as a time of disturbances and 

dissatisfaction despite giving birth to a healthy baby. Psychoanalysis expects there to be a 
'feeling of emptiness’, of loss in a woman going through child birth, despite the mother not 

experiencing perinatal death/pregnancy loss. Important to clarify that this feeling of loss and 
emptiness may not be experienced by every woman transitioning through the perinatal 

period and that psychoanalysis does not predict that every mother will experience such 
feeling of loss and emptiness as they transition through into motherhood. Rather 

Psychoanalysis highlights the possibilities and expects that any women can experience such 
feeling of loss and emptiness despite their biological, psychological and sociological makeup 

and history, and that such feelings can be experienced despite a healthy birth and not limited 
to an external loss such as miscarriage, still birth or situation where there are concerns and 

difficulties with the child’s health. Chapter 3, 4 and 5 will explore this perspective further by 
drawing from psychoanalytic literature. Over a century worth of literature, research and 

studies are available to fill the gaps identified by the researcher in the field of perinatal 
mental health. This research proposes that psychiatrists, midwives, nurses, psychologists 
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and other assigned as specialists responding to mental health difficulties in perinatal mental 

health care should have the clinical literature on ‘becoming a mother’ available in the 
psychoanalytic fields as a resource to them. A similar proposal has been recently made by 

reproductive psychiatrist and psychoanalyst Dr. Alexandra Sacks (2017), in her article in the 
New York Times titled ‘the birth of the mother’. This is discussed in detail in Chapter 5 as part 

of the Contemporary psychoanalytic perspectives on the question of ‘becoming a mother’. 

1.2 The research question 

Based on the above rationale the research began to formulate its research question : What is 
the experience of the midwives working with patients experiencing mental health difficulties 

during the perinatal period?  The main aim is to understand how the midwives are making 

sense of their patients’ experience of mental health difficulties, what presuppositions are 
being used by the midwives to makes sense of what they are seeing and how have these 

presuppositions/theories been established or become available to them? One further aim, in 
line with the rationale described above is to examine whether the theories used by the 

midwives to make sense of their experience borrow from the psychoanalytic field and 
whether the psychoanalytic field can contribute towards making sense of the patients’ 

experience of mental health difficulties during the perinatal period. 

1.3 Organisation of this thesis : breakdown of the chapters

This thesis has three major components : 1) Representation of the Freudian account of 
‘becoming a mother’; 2) Discussion of the philosophical underpinnings of different research 

methodologies necessary for justifying the research methodology used in the tripartite design 
of this research; 3) Qualitative field research of Irish midwives’ experiences of working with 

patients struggling from perinatal mental health difficulties : an Interpretive Phenomenological 
Analytic (IPA) study. These three components are spread across nine chapters. 

Chapter 2 provides a literature review focusing on literature that attempt to theorise the 

experience of perinatal mental health difficulties. Chapter 3 and 4 are aimed at illustrating the 
first major component of this research : Representation of the Freudian account of ‘becoming 

a mother’. These chapters provide a theoretical framework by drawing from the field of 
psychoanalytic literature that have been researched and studied for over a hundred years. 

This is a close scholarly reading of chosen pieces of literature that have the potential to help 
theorise the experience of ‘becoming a mother’. This is also aimed at providing the readers 
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an insight into the possible pre-suppositions that may be operating within the researcher that 

needs to be bracketed during the research. Chapter 5 is an extension of Chapter 3 and 4 and 
this chapter provides a contemporary psychoanalytic perspective of perinatal mental health. 

Chapter 6 captures the second major component of this study: the discussion of the 
philosophical  underpinnings of different research methodologies influencing the tripartite 

design of this research. It provides a detailed account of the methodologies and the 
philosophical underpinnings of this research including the scholarly close-reading and the 

qualitative field research. Chapter 7 illustrates the third major component of this study : the 
qualitative field research of Irish midwives’ experience, the IPA study. This chapter provides a 

detailed account of the results including the themes and verbatim. Chapter 8 outlines a 
discussion that connects the three major components of this study together. It draws from the 

theoretical framework presented in Chapter 3, 4, and 5, the methodologies described in 
Chapter 6 and the results from the IPA study outlined in Chapter 7. Chapter 8 discusses the 

result from the third major component of the tripartite structure of this research and makes 
recommendations for training and clinical practice unique to the Irish context of perinatal 

mental health care and service-delivery. Chapter 9 draws conclusion for this research. 

1.3.1 Chapter 2 

Chapter 2 Literature Review introduces the topic of perinatal mental health by reviewing 

relevant literature. This is done by defining the perinatal period and the concept of mental 
health, demonstrating the process of the formulation of the thesis question on ‘perinatal 

metal health difficulties’, highlighting the common disorders of the perinatal period and the 
complexities involved in interpreting the existing data/literature on prevalence, and finally  

presenting the existing major theories on Postpartum Depression (PPD) including biological 
theories, obstetric theories, clinical factors, psychosocial theories and social theories. 

1.3.2 Chapter 3

Chapter 3 Theoretical Framework represents the first major component of the tripartite 
structure of this research. It provides a scholarly close reading of Freud’s text titled Female 

Sexuality (1931). The aim is to present and examine the theoretical content of this text 
thoroughly in light of the modern day perinatal mental health context. The chapter highlights 

the complexities and difficulties involved in defining female psychosexual development and 
presents Freud’s attempt of formulating the feminine psyche. Considering the aim of the 
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scholarly close-reading and the publication date of the original text, much of the interpretation 

of the text has used accessible language and the major theoretical examinations have been 
followed by sections on its clinical relevance and considerations. 

1.3.3 Chapter 4

Chapter 4 Theoretical framework also represents the first major component of the tripartite 
structures of this research. It extends the theoretical framework presented in the chapter 

before by providing a scholarly close-reading of the text Femininity (Freud, 1933). This is 
another significant text where Freud engages with the question of the feminine psyche and it 

relation to sexuality directly. The aim of this chapter is similar to the previous one:  to interpret 
and examine this text from 1933 within the context of perinatal mental health of the modern 

times as accurately as possible. The interpretation is done by reading the text closely, 
questioning the themes emerging in light of the modern time using accessible language while 

being mindful of any possible distortion of the original intended meaning. 

1.3.4 Chapter 5

Chapter 5 Extended Theoretical Framework extends the previous representation of the 

first major component of this tripartite research described in Chapter 3 and 4. While the 
previous two chapters provided scholarly close-reading of Freud’s texts from 1931 and 1933, 

this chapter provides some contemporary theories on maternal psychology in 
psychoanalysis. The chapter is anchored around a recent article titled The Birth of the 

Mother (Sacks 2017) that have played a significant role in the design of this research. This 
chapter also addresses the aspect of diversity among the psychoanalytic field and provide a 

brief background of the current position of psychoanalytic research within the ‘Psy-
Disciplines’ namely Psychiatry, Psychology and Psychotherapy. 

1.3.5 Chapter 6

Chapter 6 Methodology represents the second major component of the tripartite structure 
of this research. It provides a detailed account of the methodologies and the methods used in 

this research while emphasising on the processes of bracketing and reflexivity. It highlights 
the aims and objectives of the research, clarifies the researcher’s epistemological and 
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ontological position, demonstrates the rationale and the theoretical background for the 

chosen research paradigms and outlines the design of the research in detail. The chapter 
illustrates the philosophical underpinnings of Integrative Phenomenological Analysis (IPA), 

the method of analysis and provides detailed description of how the analysis of the data was 
conducted using IPA as a method of data analysis. The chapter also compares the 

methodology with the current best practice guidelines for IPA and qualitative research in 
general, recommends future actions and highlights the limitation of the study. 

1.3.6 Chapter 7

Chapter 7 Results represents the third major component of the tripartite structure of this 
research. It presents the results of the IPA study in detail. The chapter first highlights the 

overview of the results using diagrams. The chapter then displays the major themes at a 
glance using another diagram. The chapter then introduces each participant to the reader. 

Finally, the chapter moves on to describe the major themes in details. Each theme is outlined 
by a theme summary followed by details of the theme including the verbatim of the 

participants. 

1.3.7 Chapter 8

Chapter 8 discussion combines the three major components of the tripartite structure of this 

study together. It reflects on the theoretical framework presented in Chapter 3 and 4, 
including the contemporary psychoanalytic perspectives presented in Chapter 5, the 

methodologies and the philosophical underpinning illustrated in Chapter 6 and the results of 
the IPA study presented in Chapter 7. This chapter connects all of these three major 

components and discusses the results of this research within the Irish context. The chapter 
also merge the findings from all the three major components this research and make a 

number of proposals for future consideration and recommendations for specialist training 
programmes within the area of perinatal mental health. These recommendations are made in 

relation to training, practice and research by outlining how the three major components of 
this research can be disseminated and used as an integral part of specialist training for each 

professional from the specialist team, within the Irish context of perinatal mental health.
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1.3.9 Chapter 9

Chapter 9 Conclusion reflects on each chapter and ties in all the main points from them. 
The chapter then concludes the thesis with closing remarks. 
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Chapter 2 Literature Review

2.1 Introduction 

The following section will first introduce the topic of perinatal mental health. This will be done 
by defining ‘perinatal period’, ‘mental health’ and providing rationale as to how the current 

topic of ‘perinatal mental health difficulties’ have been arrived at. Following that, the chapter 
will outline the common disorders of the perinatal period and highlight the complexities of 

interpreting data on prevalence. The chapter will then provide a brief literature review on the 
current available theories of PPD including biological theories, obstetric theories, clinical 

factors, psychosocial theories and social theories. There are several different perspectives 
underlying the responses to psychological disturbances consequent on pregnancy and 

childbirth. Among them, the dominant one is the paradigm of mental health. This chapter will 
be representing this perspective primarily. 

2.2 The perinatal period

The perinatal period can be described in diverse ways. The exact definition of this period 

varies among both inter-disciplines and intra-disciplines. The World Health Organisation 
(WHO, 2016) works with the following definition, “the perinatal period commences at 22 

completed weeks (154 days) of gestation and ends seven completed days after birth". The 
Australian Government (Australian Institute of Health and Welfare, 2005) “for the purposes of 

perinatal data collection” recommends that their services consider the perinatal period as 
commencing "at 20 completed weeks (140 days) of gestation and ends 28 completed days 

after birth”. Both definitions have a significant difference in terms of the ending of the 
perinatal period. This is of particular interest considering that general statistics within the 

perinatal mental health research suggest that the development or onset of psychiatric 
disorders or relapse in case of prior history of psychiatric disorders may occur during the time 

of pregnancy and during the first two years post delivery. Hence, McGrandles and Duffy 
(2012, p.25) suggested that the term “perinatal mental health” encompasses "the various 

mental health disorders experienced by women during pregnancy and the postnatal period”. 
This is because, according to Johnson, Schmeid et al. (2012) and Austin et al. (2008) 

perinatal mental health disorder is experienced by one in five women within the first year 
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after the birth of the baby. This statistic is even applicable to women who have never been 

screened, diagnosed or undergone treatment (ibid). 

McGrandles and Duffy (2012, p.25) thus highlighted that the length of the perinatal period 
varies across literature where some might consider it as lasting from the conception to the 

end of the first year post delivery and others might extend it to two years post birth. The 
Royal College of Psychiatrists (RCPsych, 2016) considers perinatal psychiatry as a special 

branch which offers specialist services to “women who are or requiring management during 
pregnancy or in the postpartum period” which they define as “usually up to one year post 

delivery”. They further outline that “the perinatal teams may also offer advice on 
management of mental illness prior to conception” (ibid). RCPsych’s guidelines expand the 

scope of the perinatal team and by virtue expands the perinatal period to even before 
conception. Considering the Irish context of this research, the perinatal period in this 

research will be guided by the RCPsych’s definition of the term. 

2.3 Defining Mental Health 

The World health Organisation (2020) defines ‘Mental Health’ as following.

…state of well-being in which every individual realizes his or her own 
potential, can cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to her or 
his community.

The above definition is widely used in various disciplines and by various organisations 
working within the area of mental health and wellbeing. Note that wellbeing within the context 

of mental health itself is a relatively modern terminology that has now generated a wealth of 
research that generally tends to focus on population that are non-clinical, non-pathological 

and those without a diagnosable condition or diagnosis. Wellbeing is also a term that is often 
associated with ‘happiness’, ‘flourishing’, ‘maximising one’s potential’, ‘life satisfaction’, 

‘positive affect’ and so on. These terms are mainly associated with research within the area 
of positive psychology that investigate how and why people can become and stay healthy 

and well (Rogge, 2011, p.51). This area research was extended by humanistic psychologists 
Abraham Maslow and Carl Rogers who further focused on theories such as self-

actualisation, self-realisation and fully-functioning. This is a stark opposite view of the 
dominant approaches to mental health that focus on the absence of illness, distress and 

psychopathology. Historically, it is Aristotle’s use of the term eudaimonia that is often 
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associated with positive psychology and the discourse on wellbeing. Woods (1982) 

translated the Greek term as happiness. Woods (1982, p.44) explained that eudaimonia for 
Aristotle “is the good for man, the highest human good, eudaimonia being equated with living 

and acting well”. Woods (ibid) described his rationale for the choice of the term when 
translating this Greek word as below. 

The Greek word translated 'happy' etymologically has the sense of 
'blessed with a good daimōn (divine guardian)' and this no doubt 
explains the tendency to associate eudaimonia with good fortune, 
and equate it with prosperity. 

The direct opposite to the positive psychology approaches to mental health, is the disorder 
and the distress approaches. The above definition of mental health of the WHO, is in line 

with those approaches. Arguably the most established approaches to mental health across 
the world are, where "the absence of symptoms of psychopathology” is considered as a sign 

of positive mental health (Rogge, 2011, p.49). This is a psychopathological view of mental 
health, where the focus remains on psychiatric disorders and psychological distress. Rogers 

and Pilgrim (2005, cited in Rogge 2011, p.49) wrote that in the disorder and distress 
approach, mental health is defined in the following way.

…defined negatively by the absence of pathology operationalised by 
cognitive, emotional, behavioural and (occasional) physical 
symptoms, defined in psychiatric classifications such as DSM and 
ICD. 

Rogge outlined four major differences between the illness/disorder approach and the distress 

approach (2011, p. 50). 

1) Conceptual differences : The disorder or the illness concept of mental health is based on 
a dichotomous classification (presence or absence of disease). Where as the distress 

concept views mental health as a continuum.

2) Differences in the etiological assumptions : Rooted in the medical model, the disorder or 
the illness approach investigates mental health along the neurological and physiological 

pathways. Whereas, the distress approach borrows from social sciences, focuses on 
non-psychotic difficulties such as depression and anxiety symptoms and emphasises the 

“social causes of the psychological problems…negative life events, chronic stressors or 
daily hassles” (Rogge, 2011, p. 50). 
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3) Differences in assessment techniques and rationale : The disorder or the illness model 

does consider the subjective distress experienced by the subject, but this model of 
mental health ultimately prioritises the clinician’s assessment of the subject’s distress. 

The distress model on the other hand, includes the subject in the assessment by 
encouraging the subject to assess their own distress using self-reporting scales 

containing standardised symptoms-checklist. 

4) Differences in reference norms : In the disorder approach to mental health, the clinician 
uses cut-off points and durations scales that are set by the psychiatric classification 

system and pre-constructed manuals. In the distress approach to mental health, the 
clinician uses social reference norms, which are often determined by large scale 

population surveys. 

It must be highlighted that any attempts of distinguishing the concepts of ‘disorder' from 
‘distress’ must be considered as it was intended, as an attempt. The above is am attempt of 

conceptualising ‘mental health’, a fuzzy concept within the context of a cross-disciplinary 
research drawing from the fields of Sociology, Psychiatry an Psychology. The editors of The 

Sage Handbook of Mental Health and Illness (2011) clarified the same in the following way. 
The wrote that ‘the recent pre-occupation within social science and social policy about 

wellbeing and positive psychology’ can be used to argue that ‘mental health is a fuzzy 
concept’ (Pilgrim, Rogers, & Pescosolido 2011, p.4). They further added that Rogge (2011) 

highlights the problems of ‘defining mental health and mental disorder’ and ‘summarizes the 
shift towards ‘positive psychology’ and places it within a wider sociological context of debate 

about ‘the self’’ (Pilgrim, Rogers, & Pescosolido 2011, p.4). As the editors explained that  
Rogge’s distinctions ‘draws our attention to the disciplinary separation (as well as potential 

common interest) between psychiatry, psychology and sociology’ (ibid). Based on Rogge’s 
(2011) above definitions, the editors further argued that ‘positive psychology and the 

sociology of the self’ can be conceptualised as ‘complementary exercises’ that are similar in 
several ways’ that can also be placed ‘alongside the clinical focus on defects, pathology and 

distress found in psychiatry and clinical psychology’ (Pilgrim, Rogers, & Pescosolido 2011, p.
4). The sociological debate about ‘the self’ is beyond the scope of this thesis, however 

Rogge’s (2011) above attempt is a building block towards such larger discussion. Further the 
social context of mental health and illness is a necessary aspect to consider when defining 

disorder, distress and mental health, which is also outside the scope of this research (Brown 
and Scheid 2009). However, Horwitz’s (2007) research in distress and disorder is important 

to mention here. 
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Drawing from Wakefield (1992), Horwitz (2007, p.275) highlighted that according to the DSM 

‘the critical distinction between distress and disorder’ is what helps maintain the condition. In 
other words, the detention of some ‘internal physiological or psychological defect’ 

‘responsible for the maintenance of the condition’ is the key to distinguish between distress 
and disorder in the DSM (Horwitz 2007, p.275). The original cause of the breakdown can be 

social, psychological or biological, but regardless of the origin if the there is a breakdown of 
the psychological mechanism, the DSM considers it as a mental disorder (Horwitz 2007; 

Wakefield 1992). In contrast, primary and secondary stressors are directly responsible for the 
initiation and maintenance of distress, hence if the stressors disappear, the intensity of 

distress might also become less and further the person might find several ways to adapt to 
the stressors (Horwitz 2007, p.275). In that sense, ‘distress is a normal human emotion, not a 

disorder’ but both distress and disorder ‘emerges and persists in proportion with external 
stressful situation’ and yet ‘distress is not merely a less severe and more transient version of 

disorder (ibid).  

The American Psychiatric Association (APA, 2020) differentiate between mental health and 
illness in the following way. Mental health according to the APA (2020) “involves effective 

functioning in daily activities resulting in” : 1) “Productive activities (work, school, caregiving)”, 
2) “Healthy relationships”, and 3) “Ability to adapt to change and cope with adversity”. Mental 

illness on the other hand “Refers collectively to all diagnosable mental disorders” such as 
“health conditions involving” : 1) “Significant changes in thinking, emotion and/or behavior” 

and 2) “Distress and/or problems functioning in social, work or family activities”. This is 
another example of the illness model prioritising the biological aetiology and investigation. 

Interestingly, considering the differences in reference norms between the two approaches 

described above, the DSM drafted by the APA seems to employ both the illness/disorder and 
the distress approach to mental health. The DSM bases its criteria of diagnosis mainly on 

large statistical data gathered from population, acknowledges social reference norms in 
diagnosing psychopathologies similar to the distress approach to mental heath. The DSM 

also consists of psychiatric classification system and pre-constructed manuals similar to the 
disorder approach to mental health. Considering that the DSM is rooted in the medical model 

that prioritises the disorder / illness model of mental health, this is an important aspect to 
highlight. Arguably, this aspect of the DSM can be considered as the key element that 

facilitates psychiatric diagnosis and cultural shifts to influence one another. 

Consider the removal of the Ego-Dystonic Homosexuality from the DSM in 1986 following 
widespread criticism, especially the ‘sociocultural aftermath’ including widespread criticism 
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from gay-activists and an increase in sex-research around the time (Drescher, 2015). 

Ireland’s Thirty-fourth Amendment of the Constitution Act 2015 the Marriage Referendum 
would be hard to imagine without the removal of homosexuality as disorder from the DSM in 

1986. This is a prime example of the complex interplay between psychiatric diagnosis and 
cultural shifts. Similarly, following the introduction of Major Depressive Disorder with 
postpartum onset in the DSM-IV in 1994, there have been a slow but steady upsurge in 
society’s interest in ‘postnatal depression’ and the umbrella term was introjected in the 
social discourse primarily by celebrities and public figures. Thus the conceptualisation of 
mental health especially considering the DSM is complex. Similarly, any attempt to provide 
clear distinctions between categories of theories of mental health would struggle to capture 
all the complexities involved. However, 'postnatal depression’ as an umbrella term is useful 
both within and outside the clinic and it facilitates discourse on something that has not been 
paid much attention to until the recent decade : the field of the ‘mental sciences’ within the 
context of perinatal mental health.

Moreover, the concept of mental disorder seems further complex when seen from the 

perspectives of naturalism and normativism, terms which will be explored below. The central 
question in this philosophical context of psychiatry is “whether the diagnosis of mental 

disorder is a matter of natural facts or social norms” (Aftab, 2017). Naturalists hold the 
following position. Disorders are real, they exist independently, they are determined by 

nature, and are independent of social norms and values. While different naturalists’ views 
slightly differ from one another, most of them generally tend to view mental disorders as 

dysfunction requiring biological investigation (Kingma, 2013, pp.364-5). For instance, 
Christopher Boorse is a naturalist and his BioStatistical Theory (BST) of disorder is very 

different than another naturalist Jerome Wakefield and his theory of disorder of “Harmful 
Dysfunction Analysis” (HDA) (ibid). Among the several criticism of both of these theories, the 

following is the most relevant to this thesis question, hence the following will only focus on 
the criticism of Boorse’ theories. 

Boorse aimed to display that the discipline of Psychiatry prefers medicine over morals and 

that the scope of Psychiatry is defined by sharp scientific terms of reference (1977, pp.
562-567; 1997, pp.7-8). Boorse argued that medical practice is value-laden and medical 

theories are value-free. Boorse attempted to draw distinctions between disease and illness 
in the following way. Boorse described disease as a "“deviation” from the norms of 

functioning typical for the species of which the organism in question is a member”, is a 
“value-free scientific term” and it occurs “mainly due to environmental causes” (Fulford 2001, 

p.81). Illness for Boorse is a “disease which is “serious enough to be incapacitating””, is 
connected to the “practical applications of medical theory” and is usually ““undesirable for its 
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bearer”, is value laden while disease is value free” (Fulford 2001, p.81). However, Fulford 

(2001) in his ‘Open Letter to Boorse’ in the Journal of Medical Ethics, and Kingman (2013) in 
their article ‘Naturalist Account of Mental Disorder’ published in the Oxford Handbook of 

Philosophy and Psychiatry provided extensive critical review of Boorse’ theories. Both 
authors agreed that BST is not value-free as it claims to be (Kingman 2013), that Boorse’ 

naturalistic medical model is inconsistent (Fulford, 2001), descriptive value-laden medical 
model fails when applied to the question of mental disorders, and particularly his “part 

function” theory of dysfunction which he claims to be a value-excluding medical model, fails 
when applied to the question of psychosis (Fulford, 2001). It is evident so far, even in this 

brief snapshot capturing the complexities in conceptualising mental heath and illness, that 
the task of defining these terms is anything but straight-forward. Further, the matter becomes 

much more complicated when the task is to situate mental health, illness and distress in 
relation to one another. 

The importance of Boorse’ theories within the context of this research is that his theory 

opens up the discussion on value and its role within the scientific discourse of the human 
mind. While it is beyond the scope of this research to provide a critique of Boorse’ theories, 

the following from Kious (2018) is crucial to consider. Kious (2018, p.421) argues that “value-
ladenness does not threaten the scientific legitimacy of our disease-concept because the 

concept makes little difference to the formulation and testing of scientific hypotheses” . He 
further adds that similarly, “even if our disease-concept is value- laden, this does not show it 

is morally impermissible” (Kious 2018, p.421). He further argues that to determine the 
permissibility, “we must regard it as a tool to structure social institutions” (Kious 2018, p.421). 

Following Kious’ (2018, p.421) argument, it can be argued that ‘whether our disease-concept 
is morally permissible is a consequentialist matter and depends exquisitely on unanswered 

empirical questions’. 

2.4. Health, Illness, Distress or …? 

Payton (2009) assessed three major frameworks in order to understand the terms ‘mental 

health’, ‘disorder’ and ‘distress’. Payton (2009, p.213) outlined that these terms are great 
source of conflict within the sociology of mental health and that these conflicts challenge the 

“accumulated scientific knowledge on mental health”. A clear conceptualisation of these 
terms is necessary in order to study the phenomena of mental health, the clinical and 

research responses to the field of the mental and its disturbances. 
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The three models examined by Payton in order to clarify these terms were : 1) the modal 

perspective, 2) the positive psychology perspective, and 3) the Mirowsky and Ross 
perspective. 

1) The modal perspective represents the general tendencies of researchers to combine the 

concept of mental health and illness (Payton, 2009, p.214). The disorder from this 
perspective is a “master” or “umbrella” concept and mental health is conceptualised in 

relation to the presence or absence of disorders defined in the DSM (APA, 2000). 

2) The positive psychology perspective focuses on six key dimensions :  “self-acceptance, 
positive relations with others, personal growth, purpose in life, environmental mastery, 

and autonomy” (Payton, 2009, p.214). This perspective considers “the absence of 
disorder” as a “necessary but insufficient condition for mental health” and hence it 

studies mental health "in its own right, as a separate yet related continuum to 
disorder” (ibid).  

3) The Mirowsky and Ross perspective defines psychological distress “as the emotional 

suffering experienced by individuals” and conceptualises distress as an “umbrella 
concept” (Payton, 2009, p.215). In this model, feelings such as angst or sadness are 

referred to as mood and “views distress as the opposite of mental health” (ibid). Payton’s 
(2009, p.225) study concluded that “the tendency to conflate distress, disorder, and 

mental health likely obscures important underlying variations”. The study also concluded 
that the positive psychology’s view of mental health as more than just the absence of 

disorder is correct and that distress as a concept “deserves attention in its own 
right” (ibid). The concept of mental health, distress and disorders are thus in Payton’s 

study seemed to be “associated yet independent constructs” (ibid). 

It is beyond the remit of this research to arbitrate on the validity of different perspectives on 
and definitions of mental distress, disorder and mental health. Sufficient for the purposes of 

this research is the recognition that the use of these terms and understanding of mental life 
and its disorders, remain very controversial, open to debate and new perspectives. The brief 

overview of significant recent contributions to the debate provided above supports the 
argument that other perspectives can be considered. The debate is not concluded. 

Considering, the complexities of these terms and the empirical research available on these 

terms, the researcher chose to purposefully use the term ‘mental health difficulties’ for the 
qualitative study conducted as part of this research, which is the third major component of 
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the tripartite structure of this research. This decision was based on the following aims of the 

research: to capture the participants’ constructs of crucial terms related to mental health 
without closing down and/or narrowing the scope, to not influence the participants’ choice of 

terminologies, to understand the processes underneath the associations to these terms, to 
capture the nuances, the languages used, to the meanings attached and assigned, and to 

the beliefs associated to them. 

2.5 Common disorders during the perinatal period

Both Psychiatry and Psychology are the most dominant disciplines within the mental health 
world with a long history at their origin (Pols and Wu 2019; Haslam and Lusher 2011; 

Langston 1976; Roback 1961). However, the Diagnostic Statistical Manual of Mental 
Disorders (DSM) are published by the American Psychiatric Association, not the American  

Psychological Association. Psychiatry is a branch of Medicine that deals with diagnosis, 
prognosis, speculates aetiology and prescribes course of treatment. The language of 

Psychiatry in general centres around the idea of disorders, mainly because it operates on the 
illness model where biological aetiology along with biological treatment is prioritised (Rogers 

and Pilgrim 2005, p.2). Hence, researching perinatal mental health begins with psychiatric 
perspective and psychiatric disorders. While psychiatrists may “vary in their assumptions 

about diagnosis, prognosis, aetiology and treatment”, their perspectives are not evenly 
spread throughout the profession” as “modern Western psychiatry is an eclectic 

enterprise” (Rogers and Pilgrim 2005, p.2). In light of these factors considering the Irish 
context of this research, the following definition of perinatal mental health disorders will be 

the cornerstone throughout this research used the Health Services Executives (HSE) of the 
Republic of Ireland. 

Perinatal mental health disorders are those which complicate pregnancy 
(antenatal) and the first postnatal year. They include both new onset and a 
relapse or reoccurrence of pre-existing disorders. Their unique aspect is 
their potential to affect the relationship between mother, child and family 
unit with consequent later development of significant emotional and 
behavioural difficulties in the child. These may be exacerbated where the 
mental health disorder leads to the separation of the mother and child, for 
instance, during an inpatient admission. The full range of mental disorders 
may occur and there is an increased incidence of serious postnatal illness, 
particularly in those with a previous or family history of affective disorders. 
(HSE, Specialist Perinatal mental Health Services, 2017, p.9)
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There are several disorders that may occur during the perinatal period. According to 

Paschetta et al (2014) the common psychiatric disorders that may occur within the perinatal 
period are as following: Eating Disorders, Mood Disorders, Anxiety Disorders, Psychotic 

Disorders, Puerperal Psychosis, Substance-use Disorders and Personality Disorders. Mood 
Disorders can be further categorised into Postnatal Blues, Perinatal Depression and Bipolar 

Anxiety Disorder. Anxiety Disorders can also be further categorised into Obsessive 
compulsion Disorder, Post-Traumatic Stress Disorder, General Anxiety Disorder, Panic 

Disorder, Specific Phobias and Tokophobia. Psychotic Disorders can be further grouped into 
Schizophrenia and Other psychosis. Whereas, Substance Use Disorders can be related to 

the use of Tobacco, Alcohol, Opioids and other illicit drugs. 

The three major models of perinatal psychopathology encountered by practitioners are 

severe blues, Postnatal depression (PND) or PostPartum Depression (PPD) and puerperal 
psychosis and they are included within the wide range of mood disorders (Sutter-Dallay, 

glangeaud-Freudenthal, Guendeney and Rossler 2016, p.7). Cowen et al (2012, p.416) 
divided postpartum mental disorders into minor mood disturbances (maternity blues), 

puerperal psychosis and chronic depressive disorders of moderate severity. Sutter-Dallay et 
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al (2016, p.7) clarified that there is an ongoing debate regarding the specificities of these 

disorders and that the, 

…international classifications do not recognise the specificities of these 
episodes of mood disorders, and it is only possible to specify that the episode 
began in the 4th (DSM-5, 2013) to 6th weeks (CIM10, 1993) of postpartum. 

During the nineteenth century, Esquirol (1845) considered puerperal and lactational 

psychoses as specific entities that are distinct and different than other mental illnesses. 
However, Cowen et al (2012, p.416) stated that following Bleuler and Kraeplin’s views, the 

modern widely-held-belief within the discipline of psychiatry is that puerperal psychoses is 
not different than any other psychosis. The involvement of the biological factors in the 

formation of puerperal psychosis is often traceable. PND however is multifactorial in nature 
(biological vulnerability or developmental, cultural and psychological factors) and it is 

extremely difficult to trace to its origin (Sutter-Dallay et al, p.5). 

According to the Specialist Perinatal Mental Health Services’ Model of Care for Ireland (HSE 
2017, p.13) within the Irish context, the estimated number of women effected by perinatal 

mental health disorders or illnesses are as follows. Per 1000 maternity, the estimated cases 
of postpartum psychosis is 2, chronic serious mental illness is 2, severe depressive illness is 

30, Post-traumatic stress disorder is 30, mild-moderate depressive illness and anxiety states 
is 100 - 150, and adjustment disorders and distress is 150 - 300. There are several reasons 

for including policy documents of the HSE in this academic discussion of mental health 
difficulties. In 2005, after a period of public criticism the management strategies in and poor 

collaborations between the various stakeholder in the Irish healthcare sector, the Health 
Services Executive (HSE) was formed as an amalgamation of several entities integrating into 

one healthcare management body (O’Sullivan and Butler 2002; Mesabbah and Arisha 2016). 
Today the focus of the HSE is meant to be a move away from financial gain towards 

delivering better, safer, and more efficient quality of service for the public (Landrum and 
Baker 2004). Including policy documents from the HSE provides insight into how perinatal 

mental healthcare is currently delivered or proposed to be delivered by the HSE. Such insight 
is crucial in obtaining a 360 view of how the Irish Healthcare system conceptualises perinatal 

mental health. More importantly, engagement with the HSE documents in this context offers 
an opportunity to learn whether there is a lack in the HSE’s conceptualisation in this context, 

that this research can perhaps address. 
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Evident from the above estimated statistics is that majority of cases of perinatal psychiatric 

disorders are non-psychotic. Moreover, considering that not all maternity cases were 
screened for depression and anxiety symptoms in Ireland up until 2019, majority of maternity 

cases were perhaps still experiencing symptoms but not diagnosed. It would be thus useful 
for the purposes of this research to focus on a term that encompasses both psychotic, non-

psychotic and other mental distresses. This is another major reason why the phrase 
‘perinatal mental health difficulties’ is chosen, as it encompasses psychotic disorders, non-

psychotic disorder, undiagnosed symptoms and general distress. Choosing this phrase also 
encourages one to consider revision of the paradigm of mental life - as either normal or 

abnormal - in favour of a paradigm that expects perinatal mental health difficulties, because 
when something as significant as ‘becoming a mother’ occurs it must be expected that there 

be a psychological impact. 

2.6 Studying perinatal mental health difficulties : complexities evident in 

numbers 

The phrase ‘perinatal mental health difficulties’ is the main topic of this research and the 

rationale for choosing this phrase have been outlined above. This section will outline the 
rationale for choosing to research this topic. Please note that statistics on perinatal mental 

health and prevalence of mental disorders are available in abundance and hence, the focus 
of the following section will remain on highlighting the areas of the existing literature on 

prevalence that are specifically relevant to the research topic in hand. 

There are multiple reasons why maternal mental health matters. The most important of them 

all are what follows. Psychological difficulties experienced during the perinatal period can not 
only trigger mild to severe psychological distress but also maternal mental health impacts 

maternal physical health, the pregnancy itself and the birthing process, the foetus’s health, 
impacts the dynamic between the mother and the child, the relationship between the mother 

and others in close proximity, the family dynamics and most importantly the quality of 
maternal mental health impacts parenting approach which in turn becomes the foundation of 

the child’s early learnings. 

For instance, the connection between maternal mental wellbeing and foetal development is 
well established. Maternal psychological factors significantly contribute to various pregnancy 

complications and unfavourable development of the foetus (unborn child) (Satynarayana et 
al., 2011). Mulder et al. (2002, pp.3-14) found that increased level of stress and anxiety of the 
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pregnant patient will increase her risk of having spontaneous abortion, preterm labour and for 

delivering malformed or growth-retarded baby, “reduced head circumference in particular”. 
Studies have also revealed that children of depressed parents have higher risk of depression 

and especially before reaching adulthood (YaleMedicine, 2020; Grace et al., 2003; Aoyagi 
and Tsuchiya, 2019; Closa-Monasterolo et al., 2017). This is in line with Gibson and Gray’s 

work (2012, p.2) where they drew from several empirical studies and concluded that 
"maternal stress can cause changes in the foetus's hypothalamic-pituitary-adrenal axis and 

predispose the infant to behavioural disorders and depression in later life (Hubel et al 2008; 
O’Connor et al 2002)”. 

Similar to Ireland, the United Kingdom too highlight the issue of comorbidity. “Childbirth is 

associated with substantial psychiatric comorbidity”, according to the Royal College of 
Psychiatrists’ College Report (2015, p.8).  They clarified that childbirth increases “the risk to 

women’s mental health, particularly the risk of developing a serious mental illness (post-
partum psychosis and severe depressive illness)” (ibid). Childbirth is also highly associated 

with “an increased risk of recurrence, particularly of serious affective disorder (bipolar illness 
and severe depressive illness)” (ibid). It is important to highlight at this stage that both the 

general and the lay discourse on perinatal mental health triggers the topic of depression, 
particularly PND and hence, it is necessary to outline some relevant aspects of the existing 

literature on PND. 

Gibson and Gray (2012, p.4) noted that there is “little evidence to suggest that there is 
categorical difference between depression in the perinatal period and at other times”. The 

central idea of the comment will be explored further in the following chapters as the study will 
review literature on models that explain mental health difficulties including depression in the 

perinatal period. But for now, it can be argued that this comment highlights the use of PND 
as an umbrella term to denote depressive symptoms and other psychological difficulties. 

How does PND and its relevant information get communicated to the mass public by the 

HSE in Ireland? According to the HSE, Ireland (HSE, 2016), PND is a form of depression 
which has no particular ‘reason’ and it effects one in ten mothers after they have had a baby. 

The National Health Services of the United Kingdom (NHS) also suggests that one in ten 
mothers will experience PND. The development of PND as the HSE outlines occurs 

generally in the first four to six weeks after childbirth and in some cases, it may not develop 
until several months after delivery. Gavin et al (2005) found that 12% of new mothers will 

experience a major or minor depressive episode approximately three months after delivery, 
Cantwell (2016) suggested the peak period of PND is around the sixth week after delivery. 
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Note that the HSE outlined the three main types of “mood change” that can occur to 

someone within the first year of childbirth : Baby blues, Postnatal Depression (PND) and 
Postpartum Psychosis. The following section will focus on PND, as Postpartum Psychosis is 

extremely rare, estimated 2/1000 maternity cases in Ireland. 

As pregnancy itself is a major life event where significant psychosocial, biological and 
particularly hormonal changes take place, there are several ways that pregnancy can trigger 

depressive disorder. The symptoms of depression during the perinatal period is similar to 
depression occurring at other times of a woman’s life. However, together with the signs and 

effects of pregnancy, the symptoms of depression become difficult to separate. The usual 
symptoms of PND according to HSE are as follows, low mood for a week or more at times, 

increased and frequent irritability, tearfulness, feeling of being trapped, lonely, guilty, 
overwhelmed, rejected, inadequate, physical signs of tension, anxiety, panic, lack of appetite, 

reduced sex drive to name few. While some of these symptoms are experienced by almost 
every mother after childbirth, the HSE outlines that "it may not mean you are 

depressed” (HSE, 2016). It is when these symptoms interfere with one’s day-to-day activity 
and the mother is “unable to look after their baby, or feel too anxious to leave the house or 

keep in touch with friends” and in some cases, have obsessive thoughts about “harming their 
baby”, which “is quite common, affecting about half of all women with the condition" of PND, 

that one should seek professional advice (ibid). The HSE also outlines postnatal psychosis 
as a “severe form of depression” which “can develop after childbirth” (ibid). 

In case of postnatal psychosis in addition to the symptoms of PND, the mother might have 

“delusions (believing things that are untrue), hallucinations (seeing things that are not there, 
or hearing voices) and irrational or suicidal thoughts” (HSE 2016). The HSE further specified 

that this condition is “thought to be triggered by chemical and hormonal changes in the body 
that occur after birth” (ibid). Similarly, “Baby blues is a mild type of depression” that can occur 

to women after childbirth according to the HSE (ibid). This particular condition may occur 
during the period between the third day to the tenth day post delivery and may last for few 

hours or for few days. The symptoms with this condition may be the feeling of tearfulness 
and irritability. However, the HSE assured that “more than half of all mothers in the western 

world” will experience this condition and hence, medical treatment is not necessary in this 
case (ibid). The HSE (2019) considered ‘babyblues’ as normal, and not as a disorder. The 

HSE highlighted that if the symptoms stays beyond the period outlined, it may turn into PND. 
Notice the language in the above as it displays the HSE’s position as prioritising the illness 

model. This is another reason that influenced the choice of the phrase ‘perinatal mental 
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health difficulties’ in the research question. This phrase will allow discussions on all three of 

these major perinatal mental health difficulties. 

While 4-10% of the general population will experience depression in their life time, for women 

the rates are 1.5 - 2.5 times higher than men (Cantwell 2016). Why is the rate higher for 
women? How does one respond to this discrepancy in the statistics, especially in light of the 

feminists’ demand for equality between the sexes? Gibson and Grey (2012, p.1) noted that 
the “peak age of onset for most severe mental illnesses occurs during their child-bearing age 

for women…between 15 and 45 years old”. The risk of developing major depressive disorder 
was found to be the highest during the child-bearing years (Merikingas 2000). Does this 

mean that not just the child, but also the very idea of a child, significantly affects women? 
Furthermore, almost 15-20% of women will present with mental health disorders during the 

perinatal period (Sutter-Dally and Guedeney 2016, p.3). The statistics on PND also greatly 
depends on the diagnostic methods, which varies within the discipline of psychiatry and 

among the units across the world, both nationally and internationally. Despite these factors, 
the question still remains, as to 'what is the child (and/or the idea of a child) to the mother?’.  

Why is it that a child or the idea of a child have such profound effects on the woman? 
It seems that this is one of the key questions in understanding the complexities of perinatal 

mental health difficulties. 

While pregnancy itself is “not associated with increased risk of mental disorders…the risk of 
major depressive disorder may be increased during the postpartum period” (Vesga-Lopez et 

al. 2008). It seems that when it comes to perinatal mental health, the differences between the 
sexes in the prevalence of mental health difficulties become the most prominent. Women are 

twice more likely to suffer from depression (Cyranowski et al., 2000) and in addition, their 
fertile years is the most likely time for the onset or relapse of depressive symptoms. 

Especially, “starting at puberty, young women are at the greatest risk for major depression 
and mental disorders globally” (Albert 2015). Why is it that young women are more 

susceptible to mental heath difficulties? Many have attributed this gender specific prevalence 
to the hormonal theories. Without diving too deep in the discussion on hormonal theory yet, 

the following are few relevant points to this thesis that need highlighting. Notice how Albert 
(2015) wrote, 

…increased prevalence of depression correlates with hormonal changes in 
women, particularly during puberty, prior to menstruation, following 
pregnancy and at perimenopause, suggests that female hormonal 
fluctuations may be a trigger for depression. 
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If the culprit is the complex interplay between oestrogen and progesterone in the female 

body, then the question remains as to why do “men, who lack systemic oestrogen, have 
lower rates of depression than women?” (Albert, 2015). Moreover, this question can be 

extended and further reformed as, why do more men die by suicide than women despite 
having less prevalence of depression than women? For instance, men in Australia are three 

times more likely, in the USA 35 times more likely and in Russia and Argentina four times 
more likely than women to die by suicide (Schumacher 2019). Without overlooking the 

complexities and the multiple factors associated to suicide, the important point to note here is 
that women are more likely to suffer from depression than men but are not more likely to die 

by suicide. Yet, when it comes to perinatal mental health, 10-15% of women will suffer from 
mild to moderate depression (HSE Specialist Perinatal mental Health Services, 2017, p.12), 

but “suicide rates are three to eight times lower in pregnancy than among the general 
population, even in people with a history of mental illness” (Harris and Barraclough , 1997 

cited in Gibson and Gray, 2012, p.8). 

The above statistics seem to suggest that pregnancy or motherhood may serve as a 
protective factor against suicide. Matter becomes a bit more complicated when the statistics 

on self-harm is researched. Self-harm is highly private in nature. Non-suicidal self-injury 
(NSSI) is a clinical phenomena proposed by the DSM-5 as future diagnosis characterised by 

self-harming behaviour that is not intended to be suicidal (APA, 2013). DeAngelis (2015) 
noted that self-harming individual “may carve or cut their skin, burn themselves, bang or 

punch objects or themselves, embed objects under their skin, or engage in myriad other 
behaviors that are intended to cause themselves pain but not end their lives”. Most often, 

these behaviour remain hidden from the public eye and does not get reported for several 
reasons, especially due to the sights of the injury, the stigma attached and the type of the 

injury. DeAngelis (2015) stated, “the most frequent sites of self-injury are the hands, wrists, 
stomach and thighs, though self-injurers may hurt themselves anywhere on the body”. 

Referring to two college studies conducted by Whitlock et al (2011) DeAngelis added that 
“only 5 percent sought treatment” (2015). The DSM-5 stated similar concerns about NSSI as 

highlighted below (APA. 2013, p.804). 

The great majority of individuals who engage in nonsuicidal self-injury do 
not seek clinical attention. It is not known if this reflects frequency of 
engagement in the disorder, because accurate reporting is seen as 
stigmatizing, or because the behaviors are experienced positively by the 
individual who engages in them, who is unmotivated to receive treatment. 
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The secrecy, the complexities and the variations of the act make it difficult to measure or 

study the prevalence of self harm especially as most instances of self-harm are not reported. 
Among those cases that are reported, the majority “are women of child-bearing age” and the 

“peak incidence is in women between the ages of 16 - 25 years” (Gibson and Gray, 2012, p.
8). While there are several ways of interpreting the above data, the gender gap in the data is 

the most striking and relevant to this research, indicating there is something about the 
differences in sexes when it comes to the field of the ‘mental sciences’. Indicating that the 

explanation of the more disturbances in the mental sphere experienced by women than men 
has an intricate connection to the question of the differences between the sexes. Women are 

also more susceptible to experience disturbances in their mental sphere during their 
childbearing age. This difference has also an intricate connection to the question of 

difference between the sexes. Perhaps because the body that can carry a baby for nine-
months is a body that is primarily anatomically female (excluding the question gender change 

for the moment) and a female body’s reactions to pregnancy and childbirth are different than 
that of a male-body.  The differences between the sexes become hard to ignore when it 

comes to the field of the perinatal mental health. However, women are not as likely to die by 
suicide as much as men, especially not during pregnancy and yet, they are more likely to 

self-harm during their child-bearing age. The concerning factor is that self-harm can occur 
during the perinatal period and it can overlap with infant-abuse that may or may not be 

picked up by professionals and others or reported necessarily.

While there are many possible explanations for the above statistics, there is one particular 
observation may be common among them all. The above suggests that there is something 

very specific and unique about ‘being’ a woman and ‘becoming a mother’, and that 
these questions are significantly tied in with the question of perinatal mental health. 

Has these specific connections been researched enough? Is there a paradigm within the 
medical field that encourages the development of and responses to these questions? The 

following chapter will pick up on these question and provide a literature review of the existing 
models that attempt to explain the complexities of perinatal mental health. 

2.7 Theories on PPD 

Postpartum depression is the most associated emotional or psychological problem or 

complication with childbirth and the perinatal period (Sit and Wisner, 2009; O’Hara, 2009).
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Despite scholars’ efforts, the etiology of depression after birth is inconsistent 
and unknown. Numerous etiologies have been suggested; however, no single 
hypothesis can elucidate this phenomenon. (Abdollahi et al., 2016)

There are several etiological explanation for the development of PPD and hence there are 
several modalities of treatment of PPD. No single explanation will be valid for all women. 

However, there is a vacuum of theoretical perspectives that draw from psychoanalytic 
literature and a prominent lack of literature that attempt to formulate the experience of the 

woman ‘becoming a mother’. Before diving into reviewing psychoanalytic literature to 
address that gap (see Chapter 3, 4 and 5), the following section will provide brief outlines of 

the existing major theoretical models that currently aim to theorise PPD. Notice that the 
following theories are either etiological explanations for the development of PPD or risk 

factors / predictors for the development of PPD. But they are NOT theoretical framework 
conceptualising the experience of becoming a mother. 

There are very few comprehensive meta-analytic studies available on PPD theories. Three of 
those rare articles have been used as primary sources for the following literature review on 
theories of PPD : 1) Abdollahi et al (2016, pp.232-236), 2) Stewart et al (2003) and 3) Yim et 
al (2015, pp.99 - 137). All three studies refer to PND as Postpartum Depression (PPD).

1) Perspective of Postpartum Depression Theories: A Narrative Literature Review by 
Abdollahi et al (2016, pp.232-236) was published in the American Journal of Medical 
Sciences. This is a meta-analysis of literature published in PsychInfo, PubMed and 
ScienceDirect between 1950-2015 on theoretical perspectives of PPD, including 
additional articles and book chapters. Abdollahi et al (2016, pp.232-236) segmented their 
findings from their comprehensive meta-analysis into two broader categories - Biological 
theories and Psychosocial theories. 

2) Postpartum Depression: Literature Review of risk Factors and Interventions by Stewart et 
al’s (2003) was a study prepared for Toronto Public Health and is now a part of the World 
Health Organisations’ publications. This is a comprehensive meta-analysis of risk-factors 
and it does not outline the term ‘theories’ as such, but at the moment, studies that outline 
risk factors or contributing factors are the alternative sources for theorising PPD and 
hence included here. This comprehensive meta-analysis reviewed literature in English 
only, published between 1990 - 2002, involving only human subjects and focusing on risk 
factors of PPD (Stewart et al 2003). Their meta-analysis involved 14,000 subjects and 
the subsequent studies involved 10,000 additional subjects. Stewart et al (2003) 
segmented their findings into biological factors, clinical factors, psychological factors, 
social factors and infant variables. 
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3) Biological and Psychosocial Predictors of Postpartum Depression: Systematic Review 
and Call for Integration by Yim et al (2015, pp.99 - 137) was published in the Annual 
Review of Clinical Psychology. This study reviewed publications on the biological and 
psychosocial factors associated with PPD and postpartum depressive symptoms 
published between 2000 - 2013. This review included 214 publications of 199 studies 
involving 1,51,651 women. Their study were segmented in two ways : biological models 
(hormones, immune/inflammatory, genetic) and psychosocial predictors (stress, 
interpersonal). A small third group was mentioned with rare integrative research that 
studied both types of predictors together. 

2.8 Biological theories of PPD 

Biological theories are based on the basic medical model where PPD is conceptualised as 
an illness, a medical condition (Beck 2002 cited in Abdollahi 2016, p. 232), and a pathology 
irrespective of social and environmental factors. This perspective would consider women to 
be a passive entity susceptible to be effected by biological factors during the perinatal period. 
They mainly reviewed the hormone withdrawal theory and theories on the interaction 
between hypothalamic–pituitary–gonadal system and the hypothalamic–pituitary–adrenal 
system (HPA). The following section provides brief outline of the two theories. 

2.8.1 Withdrawal theory 

The hormone withdrawal theory of PPD proposes that the onset of depressive symptoms are 
to be attributed to the rapid withdrawal of the two ovarian hormones estradiol and 
progesterone occurring during the first five days post birth (Schiller, 2011). Most studies are 
performed on animals to test this theory and studies on rats have shown “estradiol and 
progesterone withdrawal provoke depression-like behavior” (Schiller et al. 2015; Galea et al. 
2001; Stoffel and Craft 2004; Suda et al., 2008). Among the several weaknesses of this 
theory, the two most prominent ones are as follows. In rats, progesterone drops before 
delivery and in human estradiol and progesterone drop after delivery, decreasing the face 
validity of this theory. Moreover, in pregnant rats the abrupt withdrawal of estradiol caused 
depressive symptoms without the sign of anxiety, whereas women with PPD often display 
signs of anxiety. However, progesterone withdrawal is associated with onset of anxiety 
symptoms and researchers (Hendrick et al., 1998) have proposed that the "rapid change in 
the reproductive hormones estradiol and progesterone before and immediately after delivery” 
is partially responsible for the onset of PPD (Schiller et al., 2015). Yet several studies failed 
to demonstrate associations between the concentration level of oestrogen and progesterone 
hormones and PPD (Buckwalter et al. 1999; Heidrich 1994; O’Hara 1991), whereas 
depressive symptoms have been successfully reduced with estradiol (O’Hara and Swaine 
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1996). Referring to studies on estradiol and progesterone withdrawal theory involving rats, 
Schiller et al. (2015) noted, "these studies do not explain how the same putative stimulus 
(i.e., hormone change) is capable of causing depression in some women and not others” . 

2.8.2 HPA Axis

Dickens and Pawluski (2018) noted that "the HPA axis is characterized by a cascade of 
hormones that regulates glucocorticoids (predominantly cortisol in humans, corticosterone in 
rodents…)” and that “very little research has consistently contributed changes in the HPA 
axis during pregnancy and/or the postpartum period with perinatal mental illnesses such as 
postpartum depression…”. However as cortisol is shown to play a key role in stress-
induction, and as stress may lead to the development of mental illness, there is a huge 
interest in studying the endocrine system and the role it plays in the perinatal mental health. 

During the three ages of parturition (dilation, expulsion and placental), cortisol level markedly 
increases. Dickens and Pawluski (2018) explained that this “increase in cortisol at delivery 
may be a response to the intensity of labor and likely essential for preparing the neonate for 
the outside world”. Within fifteen hours of delivery, the plasma corticotropin-releasing 
hormone (CRH) levels return to the pre-pregnancy concentration level and in the following 
days and weeks post birth it dramatically decreases further leading to drastic changes in the 
HPA axis regulations (Dickens and Pawluski 2018). Cortisol concentrate is also associated 
with first-time mothers’ attraction to baby-odours and the rodent mothers’ maternal care, 
meaning there are associations between maternal experience and the HPA axis regulation 
during the perinatal period (ibid). However, associations are neither causal relations nor do 
they specify the direction of the causal actions with certainty. Hence, the two endocrinologists 
concluded that while “we have moved forward in our understanding of PND, we are still in 
our infancy as to how a mother’s physiology may be involved in her mental health during the 
perinatal period” (Dickens and Pawluski 2018). 

2.8.3 Changes in hormonal levels

The biological theories presented in Stewart et al., (2003) were similar to the above. They 
agreed that as “estrogen falls after birth, prolactin, which has risen during pregnancy, is no 
longer blocked and lactation is initiated” (ibid). Prolactin initiates lactation and the infant’s 
suckling at the breast stimulates the secretion of oxytocin (Stewart et al., 2003, p.34). They 
agree that progesterone and oestrogen levels return to pre-pregnancy level within three days 
post deliver. They also agree that usually plasma corticosteroids reach its peak level during 
labour and after four hours post delivery, the level significantly drops similar to any fight or 
flight response. Moreover, they agree that the thyroid functions of a pregnant woman usually 
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returns to normal approximately four weeks after delivery (ibid). However, they found “no 
conclusive evidence for a relationship” between the various neurotransmitter systems, 
cortisol levels, free or total tryptophan levels and the symptoms of PPD (Stewart et al., 2003, 
p.34). They also found “no consistent relationships” between low levels of progesterone or 
oestrogen or high levels of prolactin and PPD (ibid). Abdollahi et al (2016, pp.232-236) also 
highlighted theories on the effect of oestrogen and progesterone on neurotransmitters 
involved in the processing of emotion and cognition, the role of serotonin receptor, sensitivity 
to gonadal steroids, women’s susceptibility to genetic polymorphisms regulating reproductive 
hormones, and age correlation between personality and genetic factors particularly, 
Cytochrome P4502D6 (CYP2D6). Abdollahi et al (2016, pp.232-236) concluded that there is 
a lack of “unified conclusion” in these studies they reviewed in their metanalysis and “it 
appears that an internal abnormal reaction to hormonal changes contributes to PPD”. 

Yim et al.’s meta-analysis (2015) of 214 publications involving 199 studies found the 
following. For Oestrogen, they noted, “little evidence supports estrogen withdrawal theories, 
and biological vulnerability models remain largely untested” (Yim et al., 2015). For 
Progesterone, the hypothesis is that it is a psycho-protective hormone and that a higher level 
of naturally occurring progesterone will lead to fewer depressive symptom postpartum. Yim et 
al. (2015) noted that their meta-analysis revealed, “little evidence suggests that progesterone 
in late pregnancy or post partum predicts PPD symptoms, but studies have been small, and 
moderators associated with vulnerability to hormone changes remain untested”. Prolactin is 
considered to be contributing to the stress-buffering effect of lactation providing protection 
from PPD development during postpartum. Yim (et al., 2015) found that, “although data are 
mixed, it is noteworthy that the two largest studies suggest an inverse association between 
PPD and prolactin”. Meaning, there are some evidence that breastfeeding may provide 
protection from PPD. Oxytocin has been found to have anti-depressant and anxiolytic effect 
and hence there is a growing interest in Oxytocin to treat PPD. Yim (et al., 2015) confirmed 
that “this small literature suggests that lower levels of oxytocin in pregnancy or post partum 
may be a risk factor for PPD”. Suggesting that there is some evidence that lack of oxytocin is 
associated with low mood or depressive symptoms postpartum. For Testosterone, Yim et. al. 
(2015) noted that the studies were very small and they showed positive correlation. Meaning, 
the higher testosterone, the higher the PPD level in the postpartum days. For stress 
hormones, Yim (et al., 2015) found that CRH may increase through out pregnancy as cortisol 
increases early in pregnancy. This is because “cortisol stimulates placental CRH production” 
creating a “positive feed-forward loop” (ibid). For Corticotrophin-releasing hormone, Yim et al. 
(2015) found mixed results but there was no significant link found between CRH and PPD 
symptoms postpartum. Yim et al. (2015) concluded that the “majority of studies on 
postpartum stress hormones yielded null findings” but “few studies assessing stimulated HPA 
axis activity suggest that stress reactivity may be an important area for future research”. 
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Moreover, there are several other biological studies that have not been mentioned in this 
review including studies on immune dysregulation and genetics. Immune dysregulation have 
been a huge body of research as it is suspected to contribute to the development of PPD, 
although “the role of immune function in PPD remains unclear” (Schiller et al., 2015). Genetic 
vulnerability theory is another area with a growing body of literature that have not been 
mentioned in this literature. Gene manipulation in human is certainly a grey area. There are 
several ethical and technical difficulties that currently work as barriers in the field of genetic 
studies overlapping with the area on perinatal mental health. Schiller et al (2015) noted that, 
“in order to serve as reliable biomarkers of PPD, these genetic variants will require 
replication in larger, independent samples, which is currently an active area of investigation 
in the field”.

2.9 Obstetric theories

Stewart et al’s (2003, p.36) meta-analysis reviewed literature on biological factors like 
obstetric factors and it included obstetric complications, caesarean sections, unplanned/
unwanted pregnancy and breastfeeding. Theories that propose that pregnancy related 
complications can contribute to the development of PPD usually focus on obstetric factors. 
These factors may include the following.

…preeclampsia, hyperemesis, premature contractions as well as delivery 
related complications, such as emergency / elective caesarean, instrumental 
delivery, premature delivery and excessive bleeding intrapartum. (Stewart et al. 
2003, p.35)

2.9.1 Obstetric complications 

Interpreting mixed results from studies on the obstetric factors contributing to the 
development of PPD require some considerations. For instance, the lack of homogenous 

approach among the assessment method of depression is a possible explanation for weak 
connection obstetric complication and depression. This is because studies that used self-

report method for depressive symptoms showed moderation association with obstetric 
complications and studies where depression was diagnosed by clinician through interview 

found weaker association with high level of obstetric complications (Stewart et al. 2003, p.
37). While Neilson et al. (2005) found no association between pregnancy or delivery related 

complications and PPD, Blom et al’s (2010) studies reflect otherwise. In highlighting the 
obstetric factors contributing to the development of psychological difficulties including PPD, 

Blom et al (2010, p.1385) noted that ‘the association between pre‐eclampsia and 
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postpartum depression may be caused by physical and hormonal changes…serotonin 
levels in the blood are known to be increased in women with pre‐eclampsia’, and this ‘might 
lead to decreased levels of serotonin in the brain, thereby causing depressive symptoms’. 
Moreover, Koutra (2016) stated that ‘women who experience complications during 
pregnancy, including hypertension, are more likely to experience physical morbidity in the 
postpartum period, which can lead to higher rates of PPD’.

2.9.2 Caesarean sections 

Stewart et al.’s (2003, p.36) meta-analysis found contradicting results from the literature on 
studies that examined the connection between elective and/or emergency C-section and 

subsequent development of PPD ranging from no significant correlation (Warner et al., 1996; 
Forman et al., 2000) to highly significant correlation (Boyce et al., 1992; Hannah et al., 1992). 

Clinical decisions to perform C-section mainly depends on the clinical judgment of the 
consultant and multiple other factors. Hence, studies reflecting positive correlation between 

C-section and the development of PPD may “merely reflect statistical trends” (Stewart et al., 
2003, p.36). They clarified that when they considered “the results from the meta-analysis and 

a further 9,000 subjects” they found “no significant relationship between Caesarean section 
and the onset of postpartum depression” (Stewart et al., 2003, p.36). Xu et al. (2017) 

conducted a systematic literature review studying data from 28 studies involving 532,630 
participants. They investigated the associations between caesarean section (CS), elective 

cesarean section (ElCS) and emergency cesarean section (EmCS) and the risk of PPD. 
While Carter et al. (2006) did not find a significant association between CS and the risk of 

PPD, Xu et al (2017) found increased risk of PPD associated with CS and EmCS. However, 
they found no statistically significant association between ElCS and the risk of PPD. The 

potential mechanism of the association between CS and PPD explained by Xu et al (2017,p.
125) is as follows.

CS might induce adverse physiological outcomes, such as infection, 
postpartum hemorrhage, injury to the ureter and bladder, uterine rupture, 
chronic pelvic pain and gastrointestinal dysfunction. These adverse outcomes 
and surgical trauma might enhance stress, which might affect the 
psychological function and increase the risk of PPD for mothers. 
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2.9.3 Unplanned / unwanted pregnancies 

Stewart et al.’s (2003, p.36) meta-analysis found significant associations between 

unplanned/unwanted pregnancy and the development of PPD (Beck et. al., 1996; Warner et 
al., 1996). However,  interpreting these results require further considerations. 

Unplanned or unwanted pregnancy as a risk factor for postpartum 
depression should be interpreted very cautiously. It does not measure the 
woman’s feelings towards the growing fetus but merely the circumstances in 
which the pregnancy occurred.  (Stewart et al., 2003, p.36)

Almost half of all pregnancies in the USA was unintended (Finer and Zolna 2016). 
Unintended pregnancies are often referred to as untimed or unwanted. Gauthreaux (2017, 

p.e5851) defined unwanted pregnancy as ‘occurring when no children or no additional 
children are wanted by the mother’. They further clarified that mistimed pregnancies can  

‘include those occurring earlier or later than desired’ (Gauthreaux 2017, p.e5851). Finer and 
Zolna (2016, p.843) highlighted a higher risk of inadequate care and other factors 

contributing to future perinatal mental health difficulties for those with unwanted pregnancies 
as quoted below. 

women and girls who have unintended pregnancies that result in births are 
more likely than those who intended to become pregnant to have inadequate or 
a delayed initiation of prenatal care, to smoke and drink during pregnancy, and 
to have premature and low-birth-weight infants; they are also less likely to 
breast-feed. Increased risks of physical and mental health problems have also 
been reported in children of women who have unplanned pregnancies

2.9.4 Breastfeeding 

Stewart et al.’s (2003, p.36) meta-analysis found mixed results on this factor. They 

highlighted that “non-illness related factors, such as the woman’s preference or hospital 
policy rather than an aetiological relationship” are possible explanations for the mixed results 

from studies examining correlation between breastfeeding and the onset of PPD (ibid). The 
association between breastfeeding and PPD are complex and multidimensional. Hence, 

most results show bidirectional bi-directional relationship between breastfeeding and PPD 
(Dennis and McQueen 2007; Taveras et. 2003; Hahn-Holbrook et al 2013). Miksic et al 

(2020, p.2727) described the directional connection as follows, “not engaging in 
breastfeeding may increase the risk of PPD, but also PPD may lead to lower rates and early 

cessation of breastfeeding”. Gregory et al. (2015, p.319) wrote that breastfeeding outcomes 
and prenatal expectations are complex areas that are not well understood, but “maternal 
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ability to meet individual expectations” are important factors to consider within the context of 

maternal mental health. Gregory et al. (2015, p.319) further added that “the psychological 
disappointment generated by unmet expectations suggests one possible mechanism for the 
observed association between breastfeeding status and PPD”. Similarly, Borra et al (2015, 
p.897) highlighted that “the effect of breastfeeding on maternal depression is extremely 
heterogeneous”, as they are “mediated both by breastfeeding intentions during pregnancy 
and by mothers’ mental health during pregnancy”. Their study discovered another 
dimension of this complex relational web between breastfeeding and PPD (Borra et al 2015, 
p.897).


…the lowest risk of PPD was found among women who had planned to 
breastfeed, and who had actually breastfed their babies, while the highest risk 
was found among women who had planned to breastfeed and had not gone 
on to breastfeed.


2.10 Clinical factors  

Stewart et al., (2003, pp.37-39) outlined certain clinical factors as risk factors for the 
development of PPD which are previous history of depression, family history of depression, 
one’s mood during pregnancy and prenatal anxiety. There are consistent results reflecting 
supporting the theory that previous psychopathology increases risk of depression during the 
perinatal period. Stewart et al. (2003, p.39) noted that, these “findings are consistent across 
studies and should be taken as important risk factors for the development of postpartum 
depression”. Most of these factors overlap with the obstetric and the psychosocial theories 
and hence, the discussion will move to psychosocial theories to avoid repetition. 

2.11 Psychosocial theories 

Stewart et al. (2003, p.36) concluded that even though “women are more susceptible to 
hormonal changes” the aetiology of PPD is multi-factorial and hence, beside the hormonal 

theories, one must consider the environmental factors. The following section will outline the 
nonbiological findings from the three major meta-analytic studies mentioned above mainly, 

literature on psychosocial and social theories of PPD. Abdollahi et al (2016, pp.232-236) 
further reviewed publications on psychosocial theories of PPD published between 1950 - 

2015 which included literature on psychodynamic theories, cognitive psychological theory, 
social interpersonal theory, behavioural theory and evolutionary theory. 
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2.11.1 Psychodynamic theories 

From the meta-analysis of literature on psychodynamic theories of PPD, Abdollahi et al 
(2016) concluded that these theories propose that the psychological difficulties after birth are 
rather caused by “unfinished business” from the woman’s childhood or family (Nemade et al. 
2011). Interestingly, the source article itself does not provide references to Freud’s work and 
hence it is unclear as to which text of Freud Nemade et al. (2011) are interpreting. Reviewing 
Kaplan ad Sadock’s (2010) study, Abdollahi et al. (2016) proposed that psychodynamic 
theory would interpret the woman’s experience of difficulty in her new maternal role as a 
consequence of her rejecting to imitate her own mother’s role. This interpretation too does 
not display its reference to Freud’s text in the original article, hence the source of this theory 
too is unclear. Abdollahi et al. (2016) also found that psychodynamic theories propose that 
loss of identity and independence of the new mother lead to withdrawal of love and affection 
(Nemade et al., 2011). This theory too does not display reference to Freud’s text in the 
original article. However, these findings must be considered with the fact that 
‘psychodynamic’ is an umbrella term for several theories formulated by several theorists, not 
just Sigmund Freud. Hence, while Freud’s name may be mentioned in articles alongside the 
term psychodynamic to indicate the discipline of psychoanalysis, the material presented as 
theories may not necessarily be coming from Freud’s original work and yet they still may be 
referred to as ‘psychodynamic’. 

2.11.2 Cognitive psychological theories 

Cognitive psychological theory would emphasise on the mother’s personality. The idea is that 
certain types of personalities are susceptible to PPD. Especially, pessimism and unrealistic 
expectations can contribute to the development of PPD. Abdollahi et al. (2016) found that 
these theorise would propose that “unrealistic expectation of childbirth and motherhood” may 
cause the “mothers to be anxious, controlling, perfectionist, and exhibit compulsive 
tendencies”. Other factors like absence of role model and sense of inadequacy in meeting 
the infant’s demands may also cause PPD. These theories also propose that uncertainties 
can cause depression and anxiety. Furthermore, lack of interpersonal skills and being prone 
to sensitivity, may also contribute to the feeling of distress (ibid). 

2.11.3 Social interpersonal theory

Abdollahi et al., (2016) reviewed literature on social interpersonal theories and found that 
attachment theory proposes that “interpersonal struggles” impacts mental health. The 
absence of affection at the early stages of relationship impacts one’s emotional growth, one 
then develops insecure-attachment-style which leads to further disappointment and finally 
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depression and anxiety sets in (ibid). They also highlight that lack of social support and 
marital conflicts impacts mother-child dynamics and marital relation, eventually contributing 
to the development of PPD.

2.11.4 Behavioural theory 

Literature reviewed on behavioural theories by Abdollahi et al. (2016) suggested that major 
life events disrupts the normal patterns of life leading to depressive episodes. The prominent 
predictors for PPD using this theory were “parent's divorce, low parental emotional support, 
mother-daughter conflict, and self-esteem” (ibid; Hammen and Brennan, 2002). The operant 
conditioning theory claims that “depression is a consequence of a decrease in the positive 
efficient reinforced behavior” and that it can be “a sign of obvious punishment for 
nonconformant behavior” (Abdollahi et al., 2016). If family support is unavailable and social 
network is un-accessible, a “negative feedback of social reinforcement behaviors” may occur 
(ibid). The inability to control or change one’s environment and the absence of positive 
reinforcing events lead to depressive behaviour (ibid).

2.11.5 Evolutionary theory 

Abdollahi et al (2016) found in their meta-analysis that,

According to evolutionary theorists, PPD results from an adaptive function that 
signals a potential fitness cost to the mother. Thus, PPD is not a dysfunction but 
rather an adaptive mechanism. It signals a mother who has suffered a social 
cost motivating her to evaluate whether to continue to or cease to provide care 
to her offspring. 

Evolutionary theories suggest that the woman’s decreased attention to her baby is an 

adaptive function. As it may be due to her not receiving sufficient social support or/
while her child is displaying problematic behaviour and/or experiencing marital 

problems. In other words, if there is lack of support to raise a newborn and/or the child 
has difficulties, it is then at the mother’s best interest to hold back investing in her child. 

2.12 Social theories  

Yim et al. (2015) reviewed 151 studies with psychosocial predictors and divided the result in 
two sections : 1) Studies that examined associations between episodic stressors and PPD 

symptoms include factors such as life events, catastrophic events, daily hassles; 2) Studies 
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that examined associations between chronic stressors and PPD symptoms include factors 

such as parenting stress, perceived stress, and chronic strain. They also found partner 
relationship quality and adult attachment style to be two further variables that correlate with 

the development of PPD. Adult attachment style is “defined as the tendency to feel more or 
less secure about close relationships and is a relatively stable individual difference” (Yim et 

al., 2015). 

This is similar to the findings in Stewart et al’s (2003, pp.40-47) meta-analysis of literature 
that studied associations between social factors and the development of PPD. The social 
factors identified in their study were : 1) Life events including bereavement, relationship 
breakdown, divorce, losing a job, and relocation. These are factors that have been found as 
having potential to trigger stress without prior history. 2) Social support includes support from  
spouse, relative, friends and associates. Social support can also be informational, 
instrumental and emotional. Informational support refers to receiving advice and guidance. 
Instrumental support refers to practical help, material aid and hands-on assistance. 
Emotional support refers to expression of care. 3) Psychosocial aspects of childbearing 
includes family systems and sharing of parental task. 4) Marital relationship includes marital 
problems and marital satisfaction. 5) Socioeconomic status includes employment, income 
and education levels. 

Moreover, infant variable is another factor that can contribute to the development of PPD. For 
example factors like having a difficult baby or neonatal complications positively correlate with 
PPD symptoms (Stewart et al., 2003, p.46). However, mothers with PPD symptoms may 
exaggerate their baby’s behaviour problems and hence, the mother’s bias factor must be 
considered when interpreting studies examining this association (ibid). Furthermore, Stewart 
et al.’s (2003, p.46) meta-analysis found that the following factors did not have significant 
associations : maternal age, level of education, parity, length of relationship with partner and 
sex of the child. However, sex of the child is proven to be potential risk in certain cultural 
groups (ibid). 

2.13 Conclusion 

The above is only aimed at providing the reader with an overview of some the major debates 
around the theories of PPD. Further discussion and investigation of other biological factors 

that are involved in PPD is required in order to capture the debates in its entirety. Especially 
research in the areas such as the thyroid system, stress hormone, immune and inflammatory 

studies, obstetric complications, caesarean section, unplanned or unwanted pregnancy, 
beast-feeding, assisted reproduction etc are ongoing and requires further investigation. One 
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of the significant aspect of the above studies is that both in cases of puerperal psychosis and 

postnatal depression the aetiologies are intimately connected to the patient’s family history, 
their personal history and their responses to the “psychological demands" (Puri et al 2002, p.

262) involved in ‘becoming a mother’. Moreover, the inconclusive results of the above meta-
analysis highlight the need for a multifactorial perspective and multi-disciplinary approach to 

perinatal mental health difficulties. Such is expressed in Brockington’s following comment 
who considered that “the devil is in the diagnosis” when it comes to biological studies (2014, 

p.16). Brockington (2014, p.16) noted that,

…it is not enough to use structured psychiatric interviews and a set of 
diagnostic criteria. Because of the error in all psychiatric observation and 
measurement, multiple information sources and multiple raters must be 
used.

Referring to the psychiatric nosologies as “imperfect” and considering the “complexity of the 

psychiatry of motherhood”, Brockington highlighted the need of “polydiagnostic approach”, 
“lifetime diagnoses” and “narrative descriptions” (2014, p.16). However, as it stands, the 

hormonal theory is arguably the biggest and the most prominent explanation / discussion 
within the context of PND, both in the clinical and the lay discourse of perinatal mental 

health. The question is, does the hormonal theory adequately captures and explains the 
“complexity of the psychiatry of motherhood” (2014, p.16)?
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Chapter 3 : Theoretical framework 
Close Reading of Female Sexuality (Freud, 1931)

3.1 Introduction 

This chapter presents the first major component of the tripartite structure of this research:  a 

scholarly-close reading of Freud’s text Female Sexuality (Freud, 1931). Fromthe 
psychoanalytic perspective, the question of sexuality is intricately connected to the question 

of femininity. The question of femininity is a central in grasping the psychosexual 
development of a woman. A psychoanalytic approach to the question of femininity does not 

aim to examine what a woman is, but rather it involves exploring how has she come to be. 
The making of the woman holds the key to understanding what it is like for her to become a 

mother. But to investigate along these lines, it is important to highlight that sexuality, 
femininity, woman or femaleness, and the making of the woman are ideas that are 

conceptualised very differently in psychoanalysis than in the Oxford Dictionary meanings, the 
biological meanings, the pop-psychology meanings and the sociological meanings of these 

terms. The term sexuality within the psychoanalytic discourse is conceptualised very 
differently. Usually the term sexuality, in its colloquial and/or the English dictionary meaning 

refers to ideas such as sexual acts, gender, maleness, femaleness, sexual attraction, sexual 
orientation, and social norms and constructions of these ideas. Sexuality in psychoanalysis is 

a conceptualisation that encapsulates all of these and goes further beyond these ideas. The 
following section will open up the discussion on sexuality from a psychoanalytic perspective 

and highlight the importance of that perspective in understanding what happens to a woman 
she becomes a mother. This will be done by first situating Freud’s work in relation to 

psychoanalytic research on feminine psychosexual development. This will be followed by a 
section dedicated to introduce the reader to the concept of bi-sexual disposition and its 

relevance in understanding Freud’s theories on feminine psychosexual development. 
Following that, there will be a close reading of one of two texts identified by the researcher as 

invaluable in attempting to construct a theory of motherhood. Along with the close reading 
there will be sections dedicated to deconstruct the theories and connect it to practice titled 

‘clinical relevance’. Finally there will be two further sections titled ‘points to reflect on’ where 
clinical considerations will be highlighted and a possible theoretical framework for working 

with the perinatal mental health field will be constructed in light of the text. 
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3.2 Not what she is, but how she came to be : situating Freud and his 

work on female psychosexual development 

According to Grigg (1999) and Strachey (2001) The Infantile Genital Organisation (1923), 
The Dissolution of The Oedipus Complex (1924) and ‘Some Psychical Consequences of the 

Anatomical Distinction between the Sexes’ (1925j) are three of Freud’s important 
contributions that sparked off a heated debate in the psychoanalytic circle between the 

1920s and 1930s on the question of the female sexuality. Known as the ‘Freud-Jones’ 
debate, it not only revolved around the question of what constitutes femininity and its relation 

to the phallus or the phallic stage as Freud articulated in the above mentioned texts from 
1923 and 1924, but also heated discussion took place on the question of object-relation, 

particularly that of the mother and the child. One of the ripple effect of this debate was that it 
influenced Freud’s style of investigation of the feminine psychosexual development and he 

reformulated his theories of the feminine in the early 1930s. Such shifts were most evident in 
two of his texts titled ‘Female Sexuality’ (1931) and ‘Femininity’ (1932). In terms of his theory 

of the Oedipus complex, there were significant changes made in these texts. The Oedipus 
complex is the theoretical framework that Freud was initially building in order to situate his 

findings of human sexuality. 

It is evident from these two texts, that Freud began to approach female psychosexual 
development differently in the early 1930s than before. Instead of continuing on his previous 

line of questioning which revolved around the effects and the outcomes of the Oedipus 
complex of the little girl, Freud’s investigation in these texts focused on the little girl’s entry 

into the Oedipus Complex. This emphasis of Freud on the making of the woman, not on what 
she has become or may become but rather how she came to be is of particular interest here, 

‘… psychoanalysis does not try to describe what a woman is…but sets about how she comes 
into being…’ (Freud, SE Vol.22, 1932, p.116). This line of questioning is different than that of 

the enquirers of the fields of biology, anatomy and physiology. Such position of Freud is also 
reflected in his comment, ‘…we must keep psychoanalysis separate from biology just as we 

have kept it from anatomy and physiology’ (Freud, 1935 cited in Grigg 1999, p.14). At the 
same time, Freud wrote, “Anatomy is destiny” in The Dissolution of the Oedipus Complex 

(1924). A phrase similar to Napoleon’s famous quote “Geography is destiny”. For Freud the 
sphere of the mental is intricately connected to that of the physical. Freud’s conceptualisation 

of the mental life is sexual. For Freud, sex, sexuality, gender and being a man or a woman 
are mental responses to being in the body. Hence, from Freud’s position ‘biology’, 

‘physiology’ and ‘anatomy’ are intricately connected to the question of one’s being, sexual 
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being, in so far as they influence the mental responses of the human in relation to the 

question of their sexuality, gender and of being a man or a woman.

Popular psychological views related to the perinatal period often refers to the patient’s 
identification with her own mother, re-experiencing unresolved issues from the past and its 

effect on the maternal mental health, the mother-child relationship and the process of 
‘bonding’. The above mentioned two Freudian texts from 1931 and 1932 are invaluable in 

tracing the origins of these theories. Moreover, to grasp the importance of the question ‘what 
is the child to the mother’ within the context of perinatal mental health and what role this 

plays in the psyche of the woman, it is essential to learn how a child becomes a woman 
herself. Freud’s ‘Female Sexuality’ (1931) and ‘Femininity’ (1932) are thus two texts that are 

crucial in advancing such knowledge of the feminine psyche. 

Since for Freud, sexuality is at the core of all neuroses, understanding feminine psycho-
pathologies thus require a closer investigation of feminine sexuality. Two of the most 

controversial proposals of Freud that influenced the great debate on female sexuality were, 
1) that there is only one libido and that is masculine, even in the case of the little girl; and 2) 

that for Freud, female psychosexual development is all about how ‘a woman develops out of 
a child with a bi-sexual disposition’ (1932, p.116). While the first proposal seems to be the 

primary topic in Female Sexuality (1931), the second text Femininity (1932) seems to be 
focusing more on Freud’s second proposal. The following sections will first provide an 

introduction to the concept of bi-sexual disposition that is a central idea developed further in 
the 1931 text. From a psychoanalytic perspective, bi-sexual disposition is a crucial 

component in conceptualising the female psyche within the context of perinatal mental 
health. After the introduction to this concept, the following sections will be a close reading of 

Female Sexuality (1931) and Femininity (1932) with an aim to examine the theoretical 
contents presented by Freud and critically evaluate its relevance within the context of the 

modern day perinatal mental health landscape. Hence, every theoretical examination would 
be followed by sections highlighting its clinical relevance and considerations for perinatal 

mental health professionals. Moreover, there will be dedicated sections titled ‘points to reflect 
on’ where questions have been raised in relation to the texts in order to open up the space 

for further discussion. This structure will allow the reader to follow how Freud built his 
arguments, precisely because this is a close reading of the text. Hence, there will be 

repetition at times similar to the way there is repetition in Freud’s text. But such pattern will 
also help the reader to appreciate the complexities and difficulties involved in defining female 

psychosexual development.

	 �47



3.3.Brief introduction to bisexual disposition and its relevance 

Bisexual disposition is an extremely complex and yet central in understanding how female 

sexuality and femininity are theorised within psychoanalytic literature. The aim of this 
introduction  is to introduce some of the essential elements of psychoanalytic theories which 

will be later used to illustrate how psychoanalytic understanding on femininity is very different 
than that of the social and the human sciences. The question of bisexuality was introduced to 

Freud by the German physician and his close acquaintance a German Jewish ear-nose-
throat surgeon Wilhelm Fliess (1858-1928). For Fliess, bisexuality was an universal attribute 

of all human beings. He also considered that bisexuality is a physiological fact that has a 
considerable impact on the formation and development of human psychoneuroses. However 

Fiess’s theory of bisexuality paid much importance on biology. Freud was sceptical of 
theories which would extend biological hypothesis to the sphere of the psyche. 

Based on anatomical and embryological findings, Freud agreed with Fliess, that a certain 

amount of anatomical hermaphroditism is present in every individual. Meaning that traces of 
the apparatus of the opposite sex are found in atrophied state both in male and female as 

part of normal development. Certain secondary sexual characteristics of the opposite sex are 
also often found in normal development. Secondary sexual characteristics are physical 

developments that occur during puberty, they are used as markers for distinguishing between 
the sexes and they are not directly involved in reproduction. In abnormal and extreme rare 

cases it is difficult to determine the sex of the person where true hermaphroditism has 
occurred. Cases where both sets of organs are found, frequently it is the case that both sets 

of organs are in an atrophied condition. In normal development it can be supposed that "an 
original bisexual physical disposition has, in the course of evolution, become modified into a 

unisexual one, leaving behind only a few traces of sex that has become atrophied”, (Freud, 
1905b, SE. Vol 7, p.141). For Fliess this “course of evolution” was similar to the psychical 

mechanism that Freud described as repression. In other words, Fliess broadened an 
anatomical theory to the theory of the mind. 

Freud summed up Fliess’s theory and noted that according to Fliess “the motive force of 

repression in each individual is a struggle between the two sexual characters” (Freud, SE 
Vol. 17, p.200).  Meaning, that the dominant sex of the person, which had won the battle of 

the initial struggle for the determination of sex at an anatomical level, eventually represses 
“the mental representation of the subordinated sex into the unconscious” (SE Vol.17, ibid). 

Thus, according to Fliess, the nucleus of the unconscious, which is in terms of the Freudian 
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theory of repression denoted as “the repressed”, carries the characteristics of the opposite 

sex (ibid, p.201). To put it simply, according to Fliess’s theory, incase of men, their 
‘unconscious and repressed can be brought down to feminine instinctual impulses’ and visa 

verse for women (ibid). [instinctual impulses will be explained further below]. 

Before progressing any further on this Freudian perspective, it is important to highlight here 
that Freud was a clinical investigator who had questions, asked questions and his research 

aimed to address those questions. The final paragraph of his text Femininity (Freud, 1933), a 
text explored in detail in the next chapter, provides one of the best example of his position in 

relation to the question of femininity.  In the final section of Femininity (1933), Freud referred 
to his limitations and noted that he can only draw from his clinical experience and research, 

that he can only say as much as presents to him. He agreed that he is limited in addressing 
his questions, just as others are limited in the scientific field, and thus he encouraged women 

to “enquire from [their] own experiences of life, or turn to the poets, or wait until science can 
give … deeper and more coherent information” (1933, p.135). This quote will be revisited in 

the next chapter as part of the close-reading of Femininity (Freud, 1933).  

3.4 The time when Freud opposed to sexualising a theory!

In response to Fliess’s theory, Freud draws from his clinical observation and criticised 
Fliess’s proposition on the ground that Fliess’s theory sexualises the psychical process of 

repression (Freud, SE Vol. 23, p.251). Meaning that Fliess’s proposition explains the theory 
of bisexuality on ‘biological grounds instead of on purely psychological ones’ (ibid). One of 

the reason behind Freud’s opposition was, that from his clinical observation he could 
conclude that “both in male and female individuals masculine as well as feminine instinctual 

impulses are found, and that each can equally well undergo repression and so become 
unconscious" (Freud, SE Vol 17, p.202). Such findings contradict Fliess’s theory because it 

suggested that the subject’s manifest sexual characteristics would always be only on the side 
of the repressing force and the sexual characteristics belonging to the opposite sex would 

always remain on the side of the repressed (LaPlanche and Pontalis 1973, p.53). The 
universality of this statement thus is questionable and it clearly contradicted the findings of 

Freud’s clinical observation. Hence, Freud warned his readers from sexualising the “motive 
forces of repression” (SE Vol.17, p.203). 
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Although towards the end of his life in Analysis Terminable or Interminable, Freud seemed to 

agree with Fliess’ view and noted that in his practice of psychoanalysis he has often 
encountered instances where “the attitude proper to the opposite sex which has succumbed 

to repression” (1937, SE Vol. 23, p.251). The observations which led Freud to this comment, 
the context within, which this comment was made and what Freud intended by this comment 

require closer inspection, which is beyond the scope of this research. For now however, it is 
important to note two points. 1) The resistance or “biological bedrock” Freud refers to in 

Analysis Terminable or Interminable (1937, SE Vol. 23, p.252), is in relation to the castration 
complex and it is not on the biological ground such as Fliess’s theory of bisexuality 

suggested. 2) In the same paper, Freud credited Fliess for bringing his attention to this 
particular aspect, but he also continued to disagree with Fliess’s view in the following 

fashion. He wrote, 
Fliess was inclined to regard the antithesis between the sexes as the true 
cause and primal motive force for repression. I am only repeating what I 
said then in disagreeing with his view, when I decline to sexualize 
repression in this way— that is, to explain it on biological grounds instead 
of on purely psychological ones. (Freud, 1937, Vol 23, p.251)

3.5 Antithesis between the sexes : What is masculinity? What is 

femininity? 

Bisexual disposition thus according to Freud is a phenomena independent of the subject’s 
physical characteristics. Apart from the above reasons, Freud also had other reservations 

and doubts about the theory of bisexuality. For instance, the concept of bisexual disposition 
i tsel f presupposes "a clear grasp of ant i thesis between mascul ini ty and 

femininity" (LaPlanche and Pontalis, 1973, p.53). But what do these terms mean? Freud 
pointed out at several stage of his life that the meaning of the terms ‘masculine’ and 

‘feminine’ vary widely within different context and disciplines. Hence “a clear grasp" of these 
terms are rather problematic (ibid). While these terms may seem unambiguous to a lay 

person, these are extremely confusing terms among various schools of sciences. 
In 1915, Freud outlined the three most common usage of these terms and added them in his 

Three Essays on Sexuality in a footnote (Freud 1905, SE Vol 7, p.219). 1) ‘Masculine’ and 
‘feminine’ are terms that are often used to denote activity and passivity, 2) can be referred in 

the biological sense of the terms and 3) in a sociological sense of the terms. It is the first 
usage of these terms that Freud regarded as the most relevant in psychoanalysis. Freud 

considered that the theory of bisexuality as described by Fliess is although important and 
useful, it can not be easily connected to the cornerstone of psychoanalysis which is the 
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theory of instincts otherwise referred as the drive theory (Trieb). The immediate questions at 

this stage are why did Freud prefer to refer masculine and feminine, as active and passive 
than the other two usage of the terms? What is the theory of instincts? Why did Freud think 

that the theory of bisexuality is difficult to connect to the theory of the instinct? The following 
sections will answer them in that order.

3.6.Why prefer ‘activity’ and ‘passivity’ and not ‘masculine’ and 

‘feminine’? 

Freud mentioned a second usage of the above terms and it belongs to the field of biology. 

The biological definition is the easiest application of these terms, where "‘masculine’ and 
‘feminine’ are characterised by the presence of spermatozoa or ova respectively and by the 

functions proceeding from them” (Freud 1905, SE Vol 7, p.219). Biological masculinity is 
usually linked with activity, “powerful muscular development, aggressiveness, greater 

intensity of libido”, however, there are many instances where female species are found 
assigned these qualities on the contrary (Freud 1905, SE Vol 7, p.220). Freud returned to 

this point again in Civilisation and Its Discontents (1930) and noted that biology often use 
activity and passivity as markers to identify the differences between the sexes, where far too 

often maleness is identified with activity and femaleness with passivity. Freud did not 
consider it as a reliable marker as the animal kingdom often proves the falsity of this 

universal claim (1930, SE Vol.21, p.106). 

3.7 Sociological meaning … no correlation between biological sex & 

maleness or femaleness 

The third use of the terms that Freud referred to is from the field of sociology. Here, the 
meaning of these terms are derived from the observation of actual individuals who display 

these qualities. Sociological observation frequently confirms that both in a psychological 
sense and in the biological sense, pure masculinity or femininity can not be found in human 

beings. Freud thus reminded his readers that every individual “displays a mixture of the 
character-traits belonging to his own and to the opposite sex”, and a “combination of activity 

and passivity” is also found in the character-traits of very human being, even though at times 
they do not “tally with the biological” sex of the person (Freud SE Vol 7, p.220). With relation 

to bisexual disposition, Freud’s later remark on the terms ‘masculine’ and ‘feminine’ from his 
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Civilisation and Its Discontents (1930), which is one of the major textbooks in both sociology 

and social psychology is worth highlighting here. Freud wrote, "man is an animal organism 
with (like others) an unmistakably bisexual disposition” (1930, SE Vol. 21, p.105). He further 

clarified that human beings are an integration of “two symmetrical halves” (ibid). While some 
theorists claim that each equal halves are purely male and female, Freud argued that these 

equal halves could also have been “originally hermaphrodites” (ibid). He argued that if it is 
the case, then further problem arises when ‘sex’, which is a biological fact that affects mental 

life, is to be comprehended psychologically. This is because anatomy can point out the 
“characteristics of maleness and femaleness” much easier than psychology can. This 

perspective not only supports Freud’s earlier arguments that biological sex has no correlation 
with the person’s characteristics (femaleness and maleness), but it also points to an 

important aspect of human sexuality that certain aspects of the person’s sex will always 
remain out of grasp for the discipline of psychology. Hence, the sociological meaning of 

the terms are also not reliable. How does one learn more about this aspect of sexuality that 
remains out of the grasp of psychology? What markers are to be used in that case?

3.8 Proposal to use the theory of instinct (Trieb) in understanding 

sexuality 

Freud proposed that it is theory of the instinct that is useful to understand sexuality and that 
the psychoanalytic meaning of activity and passivity is a much more reliable marker in 

learning about human sexuality than the other available ones. In 1924, Freud added a 
Footnote to the Three Essays on Sexuality originally written in 1905, noting that the theory of 

instinct “is the most important but at the same time the least complete portion of 
psychoanalytic theory” (1905, SE Vol 7, 168). 

Details of this theory within the context of the current discussion will be provided in the 

following sections. But for now, this will be only explained briefly in relation to the current 
discussion on bisexual disposition within the context of understanding femininity using 

materials from Three Essays on Sexuality (1905). One of the reason for focusing on this text 
is because it is in the Three Essays on Sexuality, where bisexuality was discussed by Freud 

under the same heading in more details than in any of his other work  (1905, SE Vol.7, pp.
141-144). In order to understand what is the theory of instincts (Trieb) and why did Freud 

think that the theory of bisexuality has very little connection to it, it is important to note how 
did the topic of bisexuality come about in his investigation into human sexuality?
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3.8.1 Why discussion bisexuality in understanding human sexuality?

The topic of bisexuality came as part of the discussion on “inverts", a term that was used 

then, in the popular discourse to denote those who had “contrary sexual feeling”, and it was 
also a part of a bigger discussion, “sexual aberrations”, a topic that Freud began drafting his 

Three Essays on Sexuality with (SE Vol. 7, p.136). One of the major reasons for beginning 
his essays with sexual aberrations was that from both his clinical and general observation, 

Freud began to notice that human sexuality in general is obscure and hence, “contrary 
sexual feelings” are not just restricted to those who are labelled as inverts, perverts or others 

who are considered to be going beyond the social norms. Drawing from his observation of 
both children and adult, Freud was about to formulate his theories on human sexuality. 

3.8.2 The bond between sexual instinct and sexual object - too tightly knitted?

As he investigated “inversion”, he reviewed literature that conceptualised bisexuality as one 
of the explanation of inversion. The discussion on inversion in light of bisexuality opened up 

further questions and uncertainty of formulating a general theory on sexual aberrations. This 
led Freud to conclude that his investigation although did not provide solution to the puzzle of 

sexual aberrations, it however brought forward a very important “piece of knowledge” (SE 
Vol. 7, p.146). He noted that, 

…we have been in the habit of regarding the connection between the 
sexual instinct and the sexual object as more intimate than it in fact is 
(Freud 1905, SE Vol. 7, p.148). 

This observation is influenced by his experience of working on cases which are “considered 
abnormal”, where it is evident that “the sexual instinct and the sexual object are merely 

soldered together” (ibid), namely in cases of fetishism, perversion in the social sense of 
these terms [psychoanalytic meaning of these terms are very different]. In ‘normal’ cases, 

this is not so noticeable because the object seems “part and parcel of the instinct” (ibid). 
Thus Freud questioned the very essence of normality and believed that his discussion would 

encourage his readers to question the same by loosening “the bond that exists in our 
thoughts between instinct and object” (ibid). It can be argued that in a way, for Freud, the 

discussion on sexual aberration and bisexuality finally led him to theorise human sexuality as 
the following, 
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…it seems probable that the sexual instinct is in the first instance 
independent of its object; nor is its origin likely to be due to its object’s 
attractions. (Freud 1905, SE Vol. 7, p.148)

3.8.3 The theory of the instinct (Trieb) in relation to bisexuality

In short, ‘instinct’ or Trieb in German will be better understood if referred to as ‘drive’.  In the 

Three Essays on Sexuality (1905) Freud added few paragraphs dedicated to the concept of 
drive in 1915, and below is an extract from that. This is the most clear and useful definition 

among all other descriptions of drive by Freud (1905, SE Vol 7, p.168). 

… the psychical representative of an endosomatic, continuously flowing 
source of stimulation, as contrasted with a ‘stimulus’, which is set up by 
single excitations coming from without. The concept of instinct [drive] is 
thus one of those lying on the frontier between the mental and the 
physical…in itself an instinct is without quality, and, so far as the mental life 
is concerned, is only to be regarded as a measure of the demand made 
upon the mind for work.

Drive is thus a concept whose origin is neither solely the biological sphere nor the mental. It 
is located in between the body (soma) and the psyche. Which is why, Freud referred to it as 

a “psychical representative’” of the source of excitement or “stimulation’” arising from within 
the body. It is important to highlight that drive is a “representative” according to Freud in this 

comment. Meaning that drive is a representation of something else. The presence of this 
something else is although felt primarily in the manifestation of symptoms, it however 

remains out of grasp and it can not be located or examined on its own using the conventional 
methods of examination. 

Drive is also to be understood as something that has no quality of its own and “is only to be 

regarded as a measure of the demand made upon the mind for work” (1905, SE Vol 7, p.
168). Drive is different than other stimulus in the sense that its source is the "process of 

excitation occurring in an organ”, which can be the "erotogenic zones” of the body meaning 
the several orifices such as eyes, mouth, nose, ears and the genitals (ibid). Finally, the aim of 

the drive as described by Freud here is “the removal of the organic stimulus" (ibid). By using 
the term "erotogenic zone” Freud opened up the concept of sexuality from its narrow view of 

the usual genital-heterosexual-relations only aimed at reproduction. “Object" on the other 
hand has various meaning in psychoanalysis. A detailed description of object is outside the 

scope of this discussion, but for now, object in relation to the drive is to be understood as “the 
thing in regard to which or through which the instinct is able to achieve its aim" (Freud, SE 
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Vol 14 p.122). The aim as Freud described is “the act towards which the instinct 

tends” (1905, SE Vol 7, p.136). This object can be a real person or certain aspect of this 
person, or an animal, or an inanimate object, the possibilities are endless. However, it must 

be noted that not just any object will satisfy a certain drive, the object will vary from person to 
person. Objects are determined by the person’s history, especially their earliest history which 

gives objects the subjective characteristic and thus objects that will satisfy a drive will always 
have highly distinct traits. As described above Freud observed that when it comes to human 

sexuality the bond between the sexual object and sexual aim is much loose than the society 
or human civilisation would expect it to be and rather it is anything but pre-determined. 

3.8.4 Using drive theory to determine masculinity or femininity

For Freud, an instinct or drive is always active because it always has an aim (1905, SE Vol 7, 
p.219). This is because a drive is always seeking to remove the organic stimulus. Hence, for 

Freud a drive is always masculine. Libido, which is the energy fuelling the drive is always 
according to Freud, “invariably and necessarily of a masculine nature, whether it occurs in 

men or in women and irrespectively of whether its object is a man or a woman" (SE Vol.7, p.
219). Meaning that even when the drive has a passive aim, it is to be considered as 

masculine. Using this logic, the little girl’s phallic activity and clitoral masturbation, 
phenomena that are integral parts of female psychosexual development in Freud’s theory, 

are to be understood as masculine. Masculine, as the drive in her seeks to remove the 
organic stimulus. As part of her sexual development along comes “the development of the 

inhibitions of sexuality (shame, disgust, pity etc)” (SE Vol.7, p.219). Even then if the drive in 
her prefers a passive form, psychoanalysis would still consider her libido to be of masculine 

character. This is a much more reliable and robust use of the terms masculine and feminine 
in comparison to the biological or the sociological use of the terms. Freud’s argument that a 

drive is always masculine, puts feminine sexuality in a radically different light.

3.8.5 Interference of drives with opposite aims

In relation to the concept of bi-sexual disposition, the drive theory uses a different parameter 
than Fliess’s theory of bisexuality which somewhat depends on the biological sex of the 

person. However, Freud noted in Civilisation and its Discontents (1929) that 

…the theory of bisexuality is still surrounded by many obscurities, and we 
cannot but feel it as a serious impediment in psychoanalysis that it has not 
yet found any link with the theory of the instincts. (1930, SE Vol.21, p.106) 
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The above comment suggests that Freud somewhat regrets not having found the missing 
piece that would connect the two theories together. So he speculated and proposed that if 

one is to consider that “each individual seeks to satisfy both male and female wishes in his 
sexual life”, then this will be in line with the theory of bisexual disposition (ibid). However, the 

problem arises when one considers the possibility that “[two sets of] demands are not fulfilled 
by the same object”, and that these drives will interfere with each other unless they are kept 

apart (ibid). Meaning, looking through the lens of Fliess’s theory of bisexual deposition, 
drives with opposite sexual aim should not interfere. But considering Freud’s drive theory, it 

is highly likely that the drives will interfere with one another, which contradicts Fliess’s 
bisexual disposition theory. Despite this contradiction between the two theorists, for the 

purposes of this thesis it is important to highlight that : drives with opposite aims will interfere 
with one another. Looking through the psychoanalytic lens, it is this very interference at the 

level of one’s drive, at the level of the border of the soma and psyche, that the psychological 
and emotional disturbances and difficulties experienced by the woman during the perinatal 

period, are to be conceptualised. 

Despite the apparent contradiction between the theories of Fliess and himself, Freud agrees 
with Fliess regrading the importance and the implication of the idea of bisexuality for 

conceptualising a psychoanalytic perspective of human development and of 
psychopathologies in general. This is why Freud wrote,

Since I have become acquainted with the notion of bisexuality I have 
regarded it as the decisive factor, and without taking bisexuality into account 
I think it would scarcely be possible to arrive at an understanding of the 
sexual manifestations that are actually to be observed in men and women 
(Freud, 1905b, SE. Vol 7, p.220). 

3.9 From the text titled ‘Female Sexuality’ (1931) : The pre-oedipal, not 

the oedipal 

According to the Oedipal theory that Freud had proposed during the 1920s, both the little boy 
and the girl experience hostility towards the parent of the same sex and love for the opposite 

sex “during the phase of the normal Oedipal complex” (1931, p.225). Here, “normal” can be 
interpreted as referring to cases where the child’s future psychosexual development remains 

comparatively less troubling than those whose psychopathologies are rather difficult to 
contain and require intervention. Moreover, “normal Oedipus complex” can be also regarded 
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as a reference to Freud’s previous passing comment about the “positive” outcome of the 

Oedipus complex (1923b SE Vol. 19, p.33) where the child develops a heterosexual infantile 
attachment with regards to his parent of the opposite sex. The latter is of importance here. 

Considering that in case of both the little boy and the girl, the mother is the first ‘love-object’, 
the boy’s Oedipal attachment to his mother and his rivalry towards his father is not difficult to 

understand. However, the question of the little girl’s Oedipus complex is not so clear. Freud 
highlighted two very important points at this stage. 

1) The way the girl turns away from her first love-object (her mother) and chooses her father 

as her love-object remains unclear. 
2) Also of importance here is how she gives up on her previous “leading genital zone” the 

clitoris and begins to favour the vagina (1931, p.225). 

In case of the little girl, Freud thus proposed that the two most prominent changes that 
influence the development of her femininity are: 

1) The abandonment of her previous clitoral enjoyment and favouring the vagina as the new 

leading genital zone and 
2) “…the exchange of her original object - her mother - for her father” (p.225). 

Based on his clinical practice and observation of women who displayed strong attachment to 

their father Freud was struck by two new aspects of female sexuality. Firstly, Freud noted that 
analysis with such women revealed that their strong and intense attachment to their father 

usually came after “a phase of exclusive attachment" to the mother, which was “equally 
intense and passionate” (p.225). Meaning, the little girl’s primary attachment to her mother is 

rich and multidimensional. Secondly, Freud was struck by the duration of this early 
attachment which although varied (in some cases lasted until the fifth year), it mostly covered 

the longest period of the “early sexual efflorescence” (p.226). Hence, there is a possibility 
that some women remain captured in their original attachment to their mother and don't quiet 

accomplish “a true change-over towards men" (p.226). 

It is mainly based on the above observations that Freud highlighted the importance of the 
pre-Oedipal stage for women. In psychoanalysis, the Oedipus complex is usually considered 

the “nucleus of the neuroses” and adult psycho-pathologies can be traced back to the 
subject’s Oedipal stage. However, for females the case is different, it is the little girl’s pre-

Oedipal stage that is most important in understanding her adult psychopathologies (p.226). It 
is only after the initial "negative complex" that a girl reaches the “normal positive Oedipus 
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situation’” (p.226). Which means during the pre-Oedipal stage the little girl does experience 

her father as the ‘“troublesome rival’”. Notice the importance of the earlier discussion on the 
theories of bisexual disposition in light of this notion. The question is then, how does the little 

girl change her love-object and enters the ‘“normal positive Oedipus situation”, or rather, 
does she at all? 

It is due to the presence of bisexuality in children, Freud in 1923 (SE Vol 19, p.33) passingly 

described the Oedipus complex as “two-fold”. In case of the little girl, the "normal positive 
Oedipal situation” is where she experiences hostility towards her mother and chooses her 

father as her love-object and the opposite is referred to as the "negative complex” (SE Vol.
21, p.226). However, it would be misleading to assume that there is any such clear cut 

distinction. Freud has rather warned his readers against these assumptions repeatedly. As 
Freud outlined that the presence of this complicated element called bisexuality,

…makes it so difficult to obtain a clear view of the facts in connection with 
the earliest object-choices and identifications, and still more difficult to 
describe them intelligibly. (Freud 1923, SE Vol 19, p.33)

Also important to note here is that the concept called “negative Oedipus complex” was then 
supported by the Dutch doctor and psychoanalyst Jeanne Lampl de Groot (1928, pp.332-45). 

She agreed with Freud’s view that prior to the girl’s entry into the Oedipus complex, during 
the pre-Oedipal phase, the little girl is in a negative Oedipus situation (Greg 1999, p.167).  

However, Freud disagrees with Groot, on the grounds that she does not emphasise enough 
on the element of hostility involved in the girl’s turning away from her mother which has 

crucial clinical implications (Freud 1931, p.241). This particular point on hostility, will be 
further elaborated in the coming sections. But for now, to assume that there is “a neat 

parallelism between male and female sexual development” would be another mistake (Freud 
1931, p.226). Freud’s discovery of the importance of the little girl’s pre-Oedipal phase 

supports this statement. 

Clinical relevance 

Using a psychoanalytic lens within the context of perinatal mental health, understanding this 

pre-Oedipal phase and the little girl’s attachment to the mother that belongs to her pre-
Oedipal phase are crucial because they are "intimately related to the aetiology of 

hysteria” (Freud 1931, p.227). This statement reveals a further dimension when one reflects 
back on Freud’s earlier statement made in relation to the Dora case history in 1901, “…it is 
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the sexual function that I look upon as the foundation of hysteria and of the psychoneuroses 

in general” (1901, p.113). A quick reminder on the term hysteria is needed to be highlighted. 
As Grose (2016) wrote, ‘hysteria’ and ‘hysterics’ have had a key presence in the history of 

Psychoanalysis along with physicians, philosophers, playwrights and poets. However, in 
modern times the meaning of the term as it has become more colloquial than clinical, an 

abusive term rather than a clinical diagnosis. Within the context of perinatal mental health the 
psychoanalytic term refers to a number of mental health difficulties. As Grose (2016, p.1) 

wrote, 

…having adopted them since the nineteenth century, the psychiatry of our times 
tends to avoid the use of the terms “hysteria” and “hysterics”, and prefers other 
nomenclatures to designate clinical phenomena that, from a psychoanalytic 
perspectives, are typically hysterical. The last edition of The Diagnostic and 
Statistical Manual of Mental Disorders does not even mention hysteria, while 
the psychoanalyst will recognise hysterical phenomena (even if not exclusively) 
through out the text under a diversity of headings: “Anxiety disorders”; 
“Dissociative disorders”; “Somatic symptoms and related disorders”; “Sexual 
dysfunctions” and probably under other categories

Sexuality is often overlooked in the perinatal clinic even though the patient’s reason for being 

in the clinic itself was sexual in nature. This includes even those patients with artificial 
insemination, as this process too has its origin from a sexual being who produced the sperm. 

The beginning of the idea of human life is intimately connected with the idea of sexuality and 
yet such a wide perspective of sexuality is not currently the primary discourse within the 

perinatal mental health context. Furthermore, Freud suggested that the connection between 
the little girl’s pre-Oedipal phase and the aetiology of hysteria becomes clearer, “when we 

reflect that both the phase and the neurosis are characteristically feminine, and further, that 
in this dependency on the mother we have the germ of later paranoia in women” (1931, p.

227). This statement is condensed and requires closer examination in parts. 

From the text titled ‘Female Sexuality’ (1931) contd. : Hostility

In the above statement, Freud referred to the pre-oedipal phase as “feminine” mainly 

because of the passivity on the child’s part and their dependency on the mother or the adult 
in charge for their existence during the first few years of life. To understand why “the 

neurosis” such as hysteria is being referred by Freud as “characteristically feminine”, one 
needs to turn to the symptoms presented in the clinic within the context of perinatal mental 

health. Firstly, “feminine” does not restrict itself to females, it is an attribute that can be 
embodied by a person of any gender. Secondly, the symptoms in hysteria often are 
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articulated by patients as certain things that are occurring and being done to them. The 

passivity in the patient’s experience of the symptoms are strikingly similar to the passivity of 
the child’s dependence on the mother during the early years of their life. However, this 

“dependency” i.e. the passivity of the girl’s pre-Oedipal phase and Freud’s choice of word 
“characteristically feminine” are not to be mistaken as the confirmation of the presence of a 

female “libido" in the little girl’s pre-Oedipal phase. Freud has repeatedly warned against 
such assumption. He even clearly outlined the same in a letter to Dr. Carl Muller-

Brsunschweig, whose work Freud equated with that of Horney, Jones, Rado and other 
analysts who took up the biological stance in the great Freud-Jones debate and opposed 

Freud’s phallic interpretation of femininity. Freud wrote, ‘We deal only with one libido which 
behaves in a male way’ (Freud, 1971, p.329). 

The remaining part of the statement where Freud suggested that “in this dependency on the 

mother we have the germ of later paranoia in women”, it can be interpreted as the following. 
Firstly, this is a statement that partly refers to clinical experiences that Freud encountered in 

his own work on Hysteria and also from the reports of other analysts. Particularly, Ruth Mack 
Brunswick’s work "The Analysis of a Case of Paranoia” (1929, pp.1-22) is of great interest 

here as the case clearly demonstrates 1) how adult paranoia and delusional jealousy can be 
traced back to the patient’s sense of attachment or belonging to the pre-Oedipal stage and 2) 

how infantile sexuality plays a chief role in the formation of the later symptoms. In this 
particular statement then, Freud highlighted the connection between adult paranoia of being 

killed and its origination in the pre-Oedipal phase of the fear of being devoured by the mother 
(1931, p.227). Considering that the child may develop hostility towards the mother as a 

consequence of the restrictions that the mother imposes on the child which are in line with 
the usual demands of hygiene, social norms and civilisation in general, Freud assumed the 

following, “the mechanism of projection is favoured by the early age of the child’s psychical 
organization” (p.227). Meaning, that the hostility experienced by the little girl towards her 

mother due to the imposed restrictions, is not processed by the infantile psyche for what it is 
and it may express itself as the fear of being devoured by the mother or even as the fear of 

being killed later on as an adult. 

The element of hostility is a major point of importance because not only it plays a crucial part 
in the girl’s turning away from the mother but a lot of other adult psycho-pathologies like 

masochism and sexual frigidity can be traced back to this element. Freud brings his reader’s 
attention to this factor in a more elaborated fashion in his 1932 text titled Femininity, which 

will be discussed later. But for now it is worth noting that Feud’s disagreement with Groot’s 
theory of the girl’s negative Oedipus situation at the pre-Oedipal stage (quoted above) was 
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precisely on this factor - hostility. Freud highlighted that the exact point on which he found 

Groot’s theory as inadequate.

…inadequate is that it represents the turning-away from the mother as being 
merely a change of object and does not discuss the fact that it is 
accompanied by the plainest manifestations of hostility. (Freud 1931, p.241)

Similarly, Freud also stated that it was Helena Deutsch, the Polish-American psychoanalyst 

who did justice to the notion of hostility involved in the girl’s turning-away (Freud 1931, p.
241). For Deutsch, “feminine masochism is parallel to the masculine aggression" (Deutsch 

1944, p.191. In brief, this means for Deutsch, the hostility involved in the girl’s turning away 
from her mother can be interpreted as a transformation of her masculine aggressiveness into 

feminine masochism. For Deutsch, if masculine aggressiveness is activity directed outwards 
then feminine masochism is to be understood as activity directed inwards (Deutsch 1944, p.

191). However, Freud disagreed with Deutsch where she interpreted the little girl’s pre-
Oedipal phallic activity as arising from an identification with her father (Freud, 1931, p.242). 

Then, to sum up, for Freud the little girl’s pre-Oedipal stage involves not just a change of 
object, but rather her turning away from the object is fuelled with hostility, but also this turning 

away with hostility does not entail that she identifies with her father. Why this lack of clarity?

The phallic stage - a change in the zone of excitement 

As mentioned above,  Freud considered that the presence of “bisexuality” in the infantile 

stage is an extremely problematic factor that interferes with any clear understanding of one’s 
early object-choices and identifications.  Yet, the notion of bisexuality in women and its 

relation to the little girl’s phallic stage were the prime topics in the Freud-Jones debate. Both 
of these notions were strongly objected by Freud's oppositions. Briefly put, the phallic stage 

is a developmental stage in Freud’s writings, where irrespective of their gender both boys 
and girls know only one genital organ - the male organ. Freud proposed earlier in 1920s, that 

the little girl in the phallic stage feels she has been castrated after her first accidental sight at 
the male organ. She may feel punished, inadequate, jealous, may hope that it might grow 

one day or she may also completely disavow the absence of the penis in her (1925, p.
251-253). 

In the current 1931 text in hand, Freud returned to both of these debated topics of bisexuality 

and the phallic stage of women. He first clarified that there is no question of denying the 
existence of the innate bisexual disposition in human beings and moreover the presence of 
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the same is much more clearer in women than in men (1931, p.228). He further explained 

that this may be the case due to women having two leading sexual zones - the clitoris and 
the vagina, where as men only have one - the penis. Based on clinical experiences and 

observations Freud noted that with exceptions, in the majority of cases for almost up until 
puberty, vaginal excitations remain virtually non-existent in girls and similar to the penis for 

the boys, the clitoris remains the chief genital organ for girls. This would suggest that the 
female sexual life is divided into two phases, where the first has masculine characteristics 

and the second feminine. Female sexual development thus requires a transition from the first 
phase to the other and this is something that is anything but parallel to the theories of male 

sexual development. According to Freud, this is one of the two tasks that little girl must 
perform for the development of her femininity - abandonment of clitoral enjoyment and 

favouring the vagina as the chief genital zone. 
Clinical relevance 

For Freud it seems that in addition to ‘the change in her own sex there must correspond a 

change in the sex of her object’ (Freud 1931, p.228). In other words, the little girl must also 
exchange her mother for her father as her new love-object for the development of her 

femininity. Consider the case of the boy for whom his mother remains the love-object until 
she is replaced by another who possibly resembles her and fulfils the primary conditions 

similar to his mother such as to care, to nourish and to give recognition. For the little boy 
then, the psycho-sexual development is comparatively straight-forward than the little girl’s. It 

can be thus argued that psycho-pathologies in women can be traced back to how this 
transition took place, “how radically or how incompletely" it was carried out, and what are the 

“different possibilities” that presented themselves “in the course of this development” (p.228). 
Hence within the context of the perinatal mental health, dialogues with patients would require 

going beyond the usual peripheral of popular psychological views and mechanisms such as 
identification and projection to name few. It would be highly beneficial for clinicians to adopt 

techniques of interaction with patients that allow,

1) materials to be surfaced that have previously escaped conscious symbolisation, 
2) materials which indicate something about the patient’s feminine sexual development and 

3) materials that have intimate connection to the patient’s pre-Oedipal phase. 
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From the text titled ‘Female Sexuality’ (1931) Contd. : Boys and girls anything but 

parallel 

Freud further highlighted another striking difference between the sexes which is in relation to 
the Oedipus complex. In this regard, he suggested that it would be misleading to assume the 

analogy of ‘the Electra complex’ as Jung used the term, because it is evident so far from 
Freud’s clinical observations and theoretical constructs that psychosexual development 

between boys and girls are anything but parallel (Freud 1931, p.229). According to Freud’s 
theory, it is only the male child who feels love for one parent and hatred for the other. Faced 

by the threat of castration which becomes real after his accidental first sight at the female 
genital, the little boy goes through his Oedipus complex. This leads him to internalise the 

paternal agency and it contributes towards the formation of his super-ego. Within the 
psychoanalytic psychosexual developmental formulation, the formation of the agency 

refereed to as super-ego, is necessary for an individual to become a part of the civilised 
human race. In other words, the little boy’s narcissistic investment in his penis provides him 

with the much needed curbing of his infantile sexuality. The castration complex brings the 
little boy’s Oedipus complex to an end. However, there is no such relevance of the ‘threat of 

castration’ in case of the little girl for reasons that are obvious. Hence, her formation of the 
super-ego is up for debate and her Oedipus complex is much more complex and different 

than that of the little boy. How does Freud come to that conclusion? Freud re-formulates his 
theory of the little girl’s Oedipus complex as the following.

The girl’s acknowledgment of her being castrated comes with the recognition of herself as 

inferior and males as superior according to Freud (p.229). In addition to this recognition the 
little girl rebels against the injustice and Freud proposed that there are three possible “lines 

of development" that open up at this stage (p.229). The first of these three leads to “general 
revulsion from sexuality” (p.229). This is where the girl is dissatisfied with her apparent 

inferior equipment compared to that of the boys. She gives up on her “phallic activity” and her 
interest in sexuality in general disappears along with the best part of her masculinity (p.229). 

The second scenario is where she clings onto "her threatened masculinity” (p.229). She 
stays hoping to gain a penis and to be a man until a much later stage of her life. According to 

Freud, such "masculinity complex” may result or manifest itself in her homosexual object-
choice (p.230). It is only the third line of development if chosen, takes her to the “final normal 

female attitude”, where she exchanges her mother for her father as her love-object and finds 
herself in the "feminine form” or the positive form of the Oedipus complex (p.230). Which 

means, unlike men, for women the “Oedipus complex is the end-result of a fairly lengthy 
development” (p.230). While for men the castration complex brings the destruction of the 
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Oedipus complex, for women, castration influences the creation of the Oedipus complex. In 

other words, unlike men, women do not have to endure the “strongly hostile influences” of 
the castration complex (p.230). Which is why, for women, the “cultural consequences” for the 

destruction of the Oedipus complex and the urgency to do so are both very little (p.230). 
Freud thus came to the conclusion that “it is this difference in the reciprocal relation between 

the Oedipus and the castration complex which gives its special stamp to the character of 
females as social beings" (p.230).

Clinical relevance 

From a sociological perspective that revolves around topics such as gender-equality and 
other similar social discourse, the relevance and usefulness of the above may not be clear. 

However, the case is quite different from a clinical perspective. It is evident from above that 
the pre-Oedipus phase in women is of much more clinical importance than in men because 

“many phenomena of female sexual life” that seemed unintelligible, Freud believes they can 
be explained in reference to this phase (p.230). For instance, incidences where women were 

believed to have chosen their partner “on the model of their father”, or have placed them in a 
similar position and yet repeated towards their husbands “their bad relations with their 

mother", can now seem intelligible in light of this theory (p.231). Freud refers to this as the 
case of regression. This is because, in these cases, in course of the relationship, the original 

attachment towards the mother which was repressed “emerges from repression” and the 
woman regresses from her attachment to her father back to this earlier state of attachment to 

her original love-object: the mother (p.231). Within the context of the perinatal clinic, it is 
often observed that patients recall their own childhood experiences with their mother or the 

adult in charge during the perinatal period. Moreover, there is a general tendency on both the 
patients’ and their partners’ behalf to justify couple coercions and changes in the woman’s 

behaviour during the perinatal period using the hormonal factor. Even the most prepared and 
the apparent happy couple would experience turmoil in their relationship during the perinatal 

period at some point or the other. Considering pregnancy is one of the most stressful time 
during a couple’s life and that enormous amount of physical changes occur at this stage in 

the woman which contribute towards the change in her mood or behaviour, there still lies an 
aspect of the woman’s change in personality that seem unintelligible to her partner and/or 

her close surroundings. In light of this Freudian theory of the occurrence of coercion between 
couple due to the woman’s regression and the re-emergence of her original love-object, 

there emerges a question. Does pregnancy itself trigger such regression and women repeat 
their earlier “bad relations with their mother” from the past towards their partners? 
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Irrespective of the answer, the importance lies in the fact that the knowledge of this theory of 

regression of the woman to her earlier object-choice leading to the repetition of the earlier 
bad relation with her mother, potentially could be comforting to both the clinician and the 

patient. Description is not as comforting as explanation when one is faced with the unknown, 
not knowing how to make sense of their experience. This statement is a reference to both the 

parties involved i.e. the patients and the clinicians, faced with perinatal mental health 
difficulties.

From the text titled ‘Female Sexuality’ (1931) Contd. : Hostile attitude and libidinal 
cathexis

The bigger question at this stage of the text would be what factors influence the little girl’s 

turning away from her mother “who was an object so intensely and exclusively loved” (p.
231)? Where and how can one find the element of hostility that Freud placed so much 

importance to? The first reason as Freud described is jealousy of other people around the 
mother. The child demands exclusive possession and boundless love and attention. Hence, 

everyone around the mother is considered as a possible rival. Moreover childhood love has 
“no aim and is incapable of obtaining complete satisfaction" (p.231). Which means, this first 

love is destined to be ending in disappointment which gives rise to the “hostile attitude” (p.
231). However, similar to other romantic relations that do not reach their aim, the “libidinal 

cathexis” remains uninterrupted and it continues. Stuck in an unsatisfying position the libido 
then abandons the object and moves on to find a new one (p.231). The second reason for 

her turning away from her mother is the effect of the castration complex, that is her 
recognition of herself as inferior and without a penis. Which opens three possible route to her 

sexual development as described above and all three would require her to turn away from 
the mother.

Clinical relevance 

From a clinical perspective it is important to note that a psychoanalytic lens would consider 
the girl's own phallic activity as influencing her choice of sexual developmental route. Which 

means a lot can be learnt about the patient's pre-Oedipal phallic activity from the sexual 
development route she has chosen. Moreover, her choice of path to sexual development is 

also influenced by whether or not her phallic activity was interfered and "how much 
interference with it she experienced afterwards” (p.232). Phallic activity refers to the little 
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girl’s discovery of her clitoral excitement which Freud described as “masturbation of the 

clitoris” (p.232). Infantile masturbation for little girls only concerns with the sensation of the 
clitoris and not vaginal (Freud 1905, SE Vol.7, p.220). The sensation is usually discovered 

unknowingly through accidental movement or as part of a game with older sibling or other 
children or as part of regular hygiene routine. Once discovered, children soon learn ways to 

recreate the sensations. Clinical observation suggested that nursery hygiene routines often 
provided materials for the little girl to construct phantasy where the mother or the adult in 

charge played the part of the seducer. Actual seduction may also have occurred in cases 
intentionally or unintentionally on the adult’s part and/or on an older sibling’s part. However, 

seduction may intervene with the “natural course of the developmental processes, and it 
often leaves behind extensive and lasting consequences” (p.232). Moreover, once the child’s 

new found habit is discovered by an adult and prohibition of masturbation is established, the 
child finds a new motive to rebel against the prohibitor. The infantile psychical organisation of 

the child often merges the mother with the mother-substitutes in the phantasy as the 
prohibitor. Knowledge of the formation of these phantasies are key to uncovering the 

meanings of future psycho-pathologies. The importance should be placed in detaching 
ideologies so that an objective perspective of the patient’s account is not disturbed. Allowing 

infantile sexual material such as these to surface require skilful management of the clinician’s 
own pre-conceived views and exploration of their own previous experiences. Engagement 

with psychoanalytic literature and taking up personal analysis are the two most efficient ways 
that such position can be achieved. 

From the text titled ‘Female Sexuality’ (1931) Contd. : Prohibition of enjoyment

So far it is evident that the child’s demand for the exclusive attention and boundless love 
from the mother, the girls’ phallic activity and the prohibition of masturbation are some of the 

key factors that influence the girl’s turning away from her first love-object, the mother. Now 
consider the second developmental route Freud outlined - “defiant over-emphasis of her 

masculinity” (p.232). How does this developmental route influences the girl’s turning away 
from the mother? According to Freud, the girl’s “defiant persistence in masturbation” opens 

up the path to masculinity and her object-choice is influenced by this persistence (p.
232-233). This is because clitoral enjoyment prevents the little girl from taking up the vagina 

as a chief genital zone. As mentioned above, this exchange of genital zone is one of the two 
essential tasks that she must complete to start her journey on the path leading to the 

development of her femininity. Freud observed that in cases where the girl could not 
suppress her masturbation, analysis revealed that even as an adult she would make efforts 
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to free herself from "a satisfaction which has been spoilt for her” (p.232). Prohibition of 

masturbation is thus a crucial piece in the puzzle of the clinical picture. Resentment arising 
from the prohibition of sexual activity and enjoyment is a prime reason why the little girl 

detaches herself from her mother. This resentment is further strengthened when during 
puberty the child’s mother “takes up her duty of guarding her daughter’s chastity” (p.233). 

This prohibition is also bestowed upon the little boy by the mother and hence, the little boy 
too is provided with a “strong motive for rebellion” (p.233). 

Similarly, if the little girl chooses the path "towards definitive femininity” (p.232), her discovery 

of her “own deficiency, from seeing a male genital”, leaves her feeling wounded and she 
clings onto the idea of having the same equipment in future someday (p.233). Her hesitation 

and reluctance in accepting this anatomical difference leaves her with the wish to mend this 
injustice. Such wish even “survives long after her hope has expired” (p.233). Castration, 

which is in this case her discovery of the anatomical differences between the sexes, seems 
as a misfortune not only to herself but to the entire race of women. Such understanding taints 

her future concept of “femaleness” in general and of her mother (p.233). The little girl may 
develop a perception of both these concepts as depreciating and lacking. 

Clinical relevance 

It must be noted that the above explained impression of castration and effects of prohibition 
of masturbation are theoretical constructs based on real observation and clinical practice. 

Materials such as this when presented in a clinic during analysis would strike as “confusing 
and contradictory” (p.233). Moreover, individual reactions to both castration and the 

prohibition of sexual enjoyment would vary widely and “contrary attitudes” may exist side by 
side in the same person (p.233). As Freud suggested that once prohibition is introduced, 

conflict begins to exist and this conflict “will accompany the development of sexual 
function” (p.233). It is extremely difficult to distinguish and separate mental processes from 

the pre-oedipal phase to the later stages. This is because the later processes and 
experiences are overlaid on the previous ones and they often distort earlier memory. For 

example, memories can be later construed by a female where she holds her father 
responsible for carrying out the punishment of castration for her “masturbatory activity", 

however, neither of these ideas can be regraded as the primary one according to Freud (p.
233). Because both the threat of castration and prohibition of masturbation usually comes 

from the mother, the usual primary caregiver and they provide the chief motive force for the 
little girl to turn away from her first love-object, the mother. 
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In addition to the girl’s reproach against the mother for not providing her with a penis, the girl 
may also reproach her for providing her with not enough time at her breast. Meaning, that 

she may feel her mother didn't suckle her enough, weaned her off too early or didn't keep her 
at her breast for long enough (p.234). Nourishment is necessary for survival and hence, 

reproaches such as this have the potential to be distorted in the infantile psychical 
organisation and they may find later expression as delusional beliefs of hatred or fear of 

death or as other complex symptoms. The “greed of a child’s libido” as Freud puts it, her 
insatiable need and demand for exclusivity and most importantly, the function of 

rapprochement towards the mother in feminine sexual development, need to be considered 
while handling materials such as feminine psychosexual development. Moreover, it is useful 

to keep in mind that the formation of some of the motives for the little girl’s turning away 
provided here, are inevitable due to the “nature of infantile sexuality” and others may seem 

as rationalisation on the patient’s behalf to make sense of the “uncomprehended change in 
feeling” (p.234). Freud himself tried to make sense of this phenomena in the following way, 

“perhaps the real fact is that the attachment to the mother is bound to perish, precisely 
because it was the first and was so intense” (p.234). 

Clinical relevance : Ambivalence 

At the same time, it would not be implausible to rule out the fact that the little girl also 
experiences an immense amount of affection towards her mother along with the 

disappointments and reproach against her. It is absolutely possible to encounter cases where 
strong love coincides with equally strong hatred and vice versa. The question of ambivalence 

often encountered in perinatal patients would benefit from considering these theoretical 
lenses. In general, psychical organisations in the normal course of psychosexual 

development makes it possible for an adult to separate love and hate just enough so that one 
does not feel compel to hate their love-object or love the person they feel strong hatred 

against. Such coherence and organisation is the product of later developments (p.235). 
Freud noted that the first phases of human sexual life is governed by ambivalence and many 

“retain this archaic trait all though their lives” (p.235). Especially it is evident in obsessional 
neurosis where love and hate counterbalance each other in the patient’s object-relationships 

(p.235). Similarly. the little girl’s attachment to her mother is ambivalent in nature and 
coupled with other factors discussed above she moves away from this primitive position. In 

some cases, adult psycho-pathologies are thus sophisticated version of this more primitive 
intense attachment. 
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Points to reflect on : Interpreting Freud’s text into perinatal mental health theories

At this point it is necessary to pause and reflect at some of the characteristics of the pre-

Oedipal phase in the girl because they will point towards an important question. Consider the 
following aspects - the little girl at her pre-Oedipal stage demands exclusive attention and 

boundless love from her mother but it ends in disappointment; The little girl’s phallic activity 
or rather clitoral masturbation as Freud calls it, is prohibited by the mother, meaning the 

mother refrains her from deriving sexual enjoyment which gives rise to hostility and 
frustration in the little girl; She also accuses her mother for not nourishing her enough; She 

feels her mother has wounded her quite literally as she has brought her into the world with an 
inferior equipment; Her feelings towards her mother is also ambivalent. 

Now if these points were translated in terms of the mother-child relation within the perinatal 

clinic then the complaints of the new mother would seem as the following. In the popular 
discourse related to pregnancy and motherhood there is a general expectation that the 

mother is to devote all her time, love and attention and boundless affection to the new child. 
Even though she might not feel the same. This other’s demand is strikingly similar to what 

she once demanded herself from her mother; The arrival of a child interferes with the 
couple’s existing sexual relations and temporarily prevents the mother from creating new 

sexual relations. This is a similar situation to the prohibition of masturbation and the 
interference of sexual enjoyment that she once experienced from her own mother; With 

regards to the reproach for inadequate nourishment provided by her mother, it is a similar 
worry that the new mother has for the baby, ‘Am I feeding the baby enough?’. This is 

particularly distressing for patients who wish to breastfeed and yet do not produce enough 
milk or have a baby whose hunger seems to the mother as extra-ordinary; The feeling of 

inadequacy in these cases may also bring back the feeling of being wounded (impression of 
castration). Moreover, pregnancy changes a woman’s body both internally and externally. 

Some of these changes are permanent such as scar from C-section, stretch marks on tummy 
and thighs, changes in breast and in cases of vaginal delivery the shape of the vagina itself 

may change permanently and in some cases it effects the woman’s sexual life. It is not 
unusual for a woman to experience the feeling of unjust, left with inferior equipment after 

birth just as she did in the pre-Oedipal phase when she first recognised the anatomical 
differences between the sexes; Moreover, ambivalence is a common theme in the perinatal 

clinic and it is not at all unusual to hear the patient experience intense hatred and love 
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simultaneously towards her baby, just as she experienced ambivalence towards her mother 

during her pre-Oedipal phase. 

The knowledge of these resemblances have potential to help the clinician contain their own 
anxiety arising from a place of wanting to care and support their patients while faced with 

these complaints from their patients. Equally this piece of knowledge have the potential to 
help the patient herself make sense of her “uncomprehended change in feeling” to use 

Freud’s word. This view of the mother-child relationship, translated in light of the little girl’s 
pre-oedipal experiences in this fashion, goes beyond the popular psychology theories of 

identification. Because it brings to light the intensity, obscurity and the importance of the 
knowledge of infantile sexuality and how dominant it is in the human psyche. Finally, in light 

of these views, one can question “what is the child for the mother?” An extension of her first 
love-object? A trauma re-experienced? 

From the text titled ‘Female Sexuality’ (1931) Contd. : Passive impression active 
reaction 

Returning to the text, Freud further explored the nature of the little girl’s attachment towards 

her mother during the pre-Oedipal phase, meaning what does she require of her mother 
(1931, p.234). Similar to the girl’s ambivalent attitude towards the mother, her sexual aim too 

is partially passive and partially active. Her sexual aim towards her mother is also determined 
by the libidinal phases as she passes through (ex: oral, anal and the phallic stage). Freud 

placed importance on the child’s “swing-over from passivity to activity" which does not occur 
“with the same regularity or vigour in all children” and in some children “it may not occur at 

all” (p.236). What is this “swing-over” he is referring to? Drawing from clinical experiences 
and his observation of children’s play Freud concluded that “in every field of mental 

experience” including the field of sexuality, when a child “receives a passive impression” the 
child tries to “produce an active reaction” (p.236). In an effort to master the external world, 

the child is inclined to do himself what has been done to him. Since at the pre-Oedipal stage 
both the little girl and the boy knows only one genital i.e. the penis and since both have the 

same love-object, the mother, the use of the male pronoun ‘him’ should not exclude the little 
girl here. For example, in children’s play the child can be seen playing doctor with a younger 

playmate and repeating what he himself has experienced helplessly in the doctor’s clinic 
earlier at some point. Same is true for the little girl. It can be also interpreted as the child’s 

attempt at "supplementing a passive experience with an active piece of behaviour”, in order 
to annul the previous one (p.236). Freud considered it as a “revolt against passivity and a 
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preference for the active role” (p.236). The “swing-over” is then a reflection of the “relative 

strength of the masculinity and femininity” that the child will exhibit in their sexuality (p.236). 
This is an unique perspective only available through the lens of Drive-theory. This is a very 

different view of children’s play in general and the act of repetition in particular than the 
popular psychological theories of ‘acting out’ or ‘projection’ that have almost become a part of 

regular lay-person’s psy-vocabulary for in several ways.

In light of the pre-Oedipal phase, the first “sexually coloured experiences” that the child 
receives  can be considered as passive as the child is “suckled, fed, cleaned, dressed…, and 

taught to perform” all relevant functions (p.236). While the child enjoys the passive position in 
these activities, a part of her libido also wants to turn them around. The child’s spontaneous 

suckling at the breast and the gradual learnings of independence can be regarded as its 
attempt at becoming self-sufficient or taking up a more active position. Using this chain of 

thought Freud draws attention to the little girl’s occasional request for wanting to swap places 
with her mother, “now let’s play that i’m the mother and you’re the child” (p.237). Such 

request as Freud argues is undoubtedly a good example of the little girl’s “swing-over from 
passivity to activity”. However, the best example of the little girl’s attempt at transitioning from 

passivity to activity is her play with her dolls, “where she represents the mother and the doll 
the child" (p.237). From the sense of the theory of Drive, this commonest sight of femininity, 

feeding a baby, is truly an expression of “the active side of femininity” (p.237). In addition, the 
little girl’s exclusive attachment to her mother and her “complete neglect of her father-object” 

also finds expression in this sight (p.237). This perspective of femininity, puts the sight of the 
mother-child relationship in a radically different light. Moreover, Freud’s such observation, 

compels the reader to rethink about he conceptualises the term ‘passivity’ and how he 
connects it to the concept of ‘femininity’ and ‘femaleness’ so effortlessly. 

Clinical relevance 

It is impossible to get a detailed account of the girl’s oral, sadistic and phallic trends towards 
her mother because these are “obscure instinctual impulses” that the child is incapable of 

psychically grasping at the time of its occurrence (p.237). However from clinical experiences 
Freud noted that they occur chronologically and in analysis they are usually presented as 

distorted as if they were directed towards the father-object. For example the little girl’s active 
libidinal impulses towards her mother can be seen in her aggressive oral and sadistic wishes 

of devouring the mother or even as death-wish against her mother. Such wishes can be 
transformed by early repression and find later expression as the fear of being killed by the 
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mother. Since, it is the mother who provides nourishment, both for the boy and the girl the 

mother is the first love-object and that the girl’s position towards her mother is ambivalent, it 
would be a mistake to regard such fear presented in the clinic as originating from the father-

object. However, it is plausible to think that since the first love-relation with the mother is 
destined to be ending in disappointment and the possible next object-choice is the father, 

repression does an excellent job in distorting those first “sexual or sexually coloured 
experiences” (p.236) of the child in relation to the mother. Moreover, when a child turns away 

from her mother she “also makes over to her father her introduction into sexual life” (p.238). 
Which is why often the father-object appears in the phantasies of later years as the “sexual 

seducer”, while the one who initiated this apparent seduction was the mother. The seduction 
in question usually refers to the child’s interpretation of memories of the “strongest, genital 

sensation when they were being cleaned” or possibly being toilet trained by their mother (p.
238). It is important to specify at this stage that the above is not intended to ignore or 

overshadow the instances of actual cases of sexual abuse in childhood.

From ‘Female Sexuality’ (1931) Contd. : Obscurity, a prime character of infantile 

sexuality 

The phallic phase is accompanied with the girl’s active instinctual wishes directed towards 
her mother, and clitoral masturbation is the prime sexual activity during this time (1931, p.

239). Freud clarified that the idea of the mother accompanying this activity is a probability. He 
further added that “whether the child attaches a sexual aim to the idea, and what that aim is, 

I have not been able to discover from my observation” (p.239). However, the aim becomes 
recognisable around the time of the arrival of a new sibling. Similar to the boy, the little girl’s 

reaction to this arrival is a complete ignorance of the father’s role in the matter. She believes 
that she herself has gifted the baby to her mother (p.239). Such reaction has been previously 

documented in Freud’s earlier case-history of ‘Little Hans’ (1909), a five year old boy who re-
shaped his family tree in his phantasy, especially after the birth of his little sister Hanna. 

Obscurity is a prime characteristic of infantile sexuality. Hence, the construction of phantasy 
that are at work in the tender psychical organisation of a child and the imprints it leaves 

behind are bound to baffle everyone. This is why Freud wrote, “no doubt this sounds quite 
absurd, but perhaps that is only because it sounds so unfamiliar” (1931, p.239). 

In short, the girl’s turning-away from her mother in her pre-Oedipal stage is not just a “mere 

change of object” (p.239). It is an extremely crucial and complex step towards the 
development of her femininity. The “lowering of her active impulses” and the “rise of the 
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passive ones” towards her mother is a parallel process to her turning-away from the mother 

(p.239). It is the increased passive aims, that turns the little girl away from her clitoral 
masturbatory habits, helps her repress her early masculinity and assists her in her transition 

of choosing her father as the love-object. However, this process is not the same for every 
little girl. Moreover, the effects and expressions of the “remains of the pre-Oedipal 

attachment to her mother” varies widely (p.239). The point to note here is the similarities of 
the “libidinal forces at work” for both the boy and the girl, at an early stage. Both have the 

same love-object i.e. the mother and both have active wishful impulses towards their mother. 
In case of the girl, the difference in anatomy i.e. “biological factors” as Freud puts it, help 

deflect her active libidinal forces and “masculine trends into feminine channels" (p.240).

Points to reflect on : Maleness, femaleness, sexual excitation and bio-chemistry

It must be acknowledged at this stage, that the terms ‘feminine’, ‘masculine’, ‘active’ and 

‘passive’ have social constructions attached to it and their definitions will vary across 
disciplines such as social science, pure science to name few. Matter becomes rather 

complicated when these terms are questioned from the perspective of bio-chemistry, a 
discipline that are comparatively known to be more certain of their findings. For example, 

male liver, muscles, brain and fat cells produce Oestrogen, which is usually known to be a 
female reproductive hormone, while various locations of the female body such as ovary, 

adrenal gland and the peripheral tissues to name few produce Testosterone, usually referred 
to as the male sex hormone. Which means both of these hormones co-exist in both males 

and females but in different levels. Can hormones be a reliable marker for masculinity and 
femininity? At a strictly biological level the answer is positive, but only to a certain extent. 

While physical changes and the determination of one’s sex are influenced by hormones, 
sexual excitations however does not necessarily depend on bio-chemistry.

For example, consider Testosterone, it is known as sex hormone for men, because it works 

towards the growth of the man’s secondary sex characteristics. It also stimulates sex drive 
for men but it is not the only factor that cause sexual excitation in men. In fact low 

Testosterone level rarely leads to erectile dysfunction and does not always result in low sex 
drive in a man. So it is not solely Testosterone that is responsible for male sexual excitation. 

Now consider, Oestrogen, which cause the development of secondary sexual characteristics 
in females. It regulates functioning of the menstrual cycle and it is an important reproductive 

hormone. However, it can not be considered as solely responsible for causing sexual 
excitation in females. In fact, the idea of Testosterone as a possible cure for female sexual 
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dysfunction has generated an almost equal amount of inconclusive studies just as studies 

that have looked at Oestrogen as a possible cure for the same.  

Male sexual dysfunction, particularly erectile dysfunction is an extremely complex disorder 
and has several dimensions and aetiologies attached to it. Sometimes, physicians may 

prescribe Viagra to treat erectile dysfunction. It is a prescription drug that is usually known to 
help the patient obtain and sustain an erection by mainly causing increased blood flow. 

Erection however, should not necessarily be equated with the presence of sexual urges in a 
man. Interestingly, for women’s sexual dysfunctions which are also multidimensional, 

complex and has various aetiology attached to it, the popular medical treatments include 
hormone therapy, and a recent FDA approved state of the art medication called Flibensarin, 

a non-hormone prescription pill. As mentioned above, hormone therapy is yet to show 
conclusive result across the board and Flibanserin too has a very low response rate. Does 

that mean that from a bio-chemistry perspective, what sexually excites a woman still remains 
a mystery? 

These observations will seem more intriguing in relation to Freud’s comment from the current 

text dated 1931, where he hoped that someday biochemistry will "disclose a substance to us 
whose presence produces a male sexual excitation and another substance which produces a 

female one" (1931, p.240). Hence, if one asks, whether there have been any such two 
distinct substances identified for male and female almost a century later, the answer will be 

disappointing. If such distinction between feminine and masculine sexual excitation from a 
bio-chemistry perspective seems blurry and it does not provide much insight into feminine 

sexuality, then it seems plausible to accept that the mechanisms of complex psychical 
processes would have to rely on a different marker and that the knowledge of feminine 

sexuality will mostly remain outside the grasp of empirical science. 

Freud dedicated a lifetime of research into defining terms like feminine, masculine, active 
and passive. In brief, from a social science perspective, Freud agrees that every individual 

displays mixture of character-traits belonging to both sexes and everyone exhibits a 
combination of activity and passivity which may not tally with their biological sex (1901, 

[1915] SE Vol 7, p.219-220). Which means he agreed that “pure masculinity and femininity 
remain theoretical constructions of uncertain contents” (1925, SE Vol 19, p.258). Freud has 

also urged his readers, not to describe the two opposite currents which run through human 
sexual life as “masculine” and “feminine”. Rather he suggested that it is more beneficial to 

refer to them as “active” and “passive” (1901[1915] SE Vol.7, p.198). “Sexual chemistry” as 
Freud called it, still finds it difficult to isolate distinct substances responsible for sexual 
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excitation and the search for “different exciting factors of hysteria, obsessional neurosis, 

melancholia"  too (1931, p.240) have still remained inconclusive, just as it was in 1931. The 
usage of the markers “active” and “passive” is much more beneficial precisely because, 

psychoanalysis is not concerned with “whether there is a single sexually exciting substance 
in the body or two or countless numbers of them” (1931, p.240). Rather it is concerned with 

the management of a single libido, which has “both active and passive aims” (p.240). By 
aims, Freud is referring to the "modes of satisfaction” (p.240). Furthermore, libido is never 

without an aim. This is because the drive always seeks something, in other words, the drive 
is always active. Hence, even with a passive aim, the libido is masculine. That is if we equate 

activity with maleness. Although it may seem contradicting and confusing at times, that only 
illustrates the very point that feminine sexuality is a riddle, psychical mechanisms are 

complex and defining obscure instinctual impulses would seem unintelligible in spite of the 
best efforts made. Perhaps in addition to the perspectives illustrated here, this is an 

additional reason why Freud’s position in the famous female sexuality debate remained as: 
"we deal only with one libido which behaves in a male way” (1971, p.329). 

3.10 Conclusion

This chapter has been a close reading of the Freudian text titled ‘Female Sexuality’ (1931). 
The theoretical contents have been presented and examined through out. Since the aim was 

to put the contents in light of the modern day perinatal mental health context, much of the 
interpretation of the text have used accessible language and every theoretical examinations 

have been followed by a section on its clinical relevance and considerations. Furthermore, 
this paper has raised few questions that have opened up the space for future discussion on 

the topic of female sexuality and femininity under the two dedicated sections titled ‘points to 
reflect on’. The relevance of the pre-Oedipal stage in a girl and its relation to further psycho-

pathologies are evident from this discussion. It has also been highlighted how for Freud, 
there is only one libido and that is active, even though it has passive aims. For Freud, the 

little girl acts in a similar fashion as the little boy in her pre-Oedipal phase and directs her 
active libidinal wishes similar to the boy towards her love-object, the mother. The various 

factors that influence her to turn-away from the mother have also been highlighted. It is 
evident that her phallic activity, her clitoral enjoyment, the patterns of interruptions in her 

enjoyment, together with the possible path she chooses from the moment she discovered 
anatomical differences between the sexes and most of all the imprints that all of these leave 

behind in her psyche, they all contribute towards her psychosexual development. Moreover, 
this chapter has illustrated that what truly sexually excites a woman still remains a mystery 
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even from the perspectives of endocrinology and biochemistry. Above all, the complexity and 

difficulty involved in defining female psychosexual development have been highlighted 
through out. The next chapter will be a similarly structured close reading of the second 

Freudian text in question, ‘Femininity’ (1932) where Freud would further explore the element 
of bisexuality present in a woman. In terms of clinical relevance, this next text would be 

highly beneficial as it directly engages with the question of motherhood and other material 
relevant to the context of perinatal mental health. Interestingly that text would pick up on the 

very confusion that this chapter has ended with. This is because Freud started his 1932 text 
by illustrating the very difficulty of separating and defining the concepts like masculine and 

feminine even from the pure science and biological perspectives.
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Chapter 4 : Theoretical framework 
Close Reading of Femininity (Freud, 1933)

4.1 Introduction 

This chapter is an extension of the previous chapter which presented a psychoanalytic 

theoretic framework, a work-in-progress from 1931, Freud’s attempt as formulating the 
female psyche and making sense of the intimate connection between sexuality and 

psychopathology. This chapter has the same aim as the previous one: interpret and examine 
this text from 1933 within the context of perinatal mental health of the modern times as 

accurately as possible by simplifying the material using accessible language while being 
mindful of any possible distortion of the original intended meaning. 

4.2 Interpreting Femininity (1933 [1932])

Strachey (1933, p.112) suggested that this particular lecture is based on two of Freud’s 

earlier writings Some Psychical Consequences of the Anatomical Distinction between the 
Sexes (1925j) and Female Sexuality (1931b). The latter have been discussed in details in the 

earlier section of this thesis. This lecture is a part of the series titled ‘New Introductory 
Lectures on Psychoanalysis’. However, in the winter terms of 1915-16 and 1916-1917 Freud 

already delivered few lectures in the Vienna Psychiatric Clinic that were known as the 
Introductory Lectures on Psychoanalysis. So, the question is what is so “new” or different 

about these lectures from the 1930s? 

In relation to this question in the Preface for these lectures, Freud mentioned the following. 

These lectures were never delivered unlike the ones from the mid 1910s. Due to a surgical 
operation speaking in public became almost impossible for Freud (1932, p.5). But Freud 

continued delivering lectures in an unconventional way. He began to document his learnings 
and findings in a lecture-like structure, “only by an artifice of the imagination; it may help me 

not to forget to bear the reader in mind as I enter more deeply into my subject” (Freud 1932, 
p.5). Freud further urged the reader not to mistake these lectures as intended to replace the 

earlier ones, as they are not independent entities “with an expectation of finding a circle of 
readers of its own” (ibid). Rather these new lectures are intended as "continuations and 

supplements” to the earlier ones (ibid). Some of them are critical revisions of subjects that 
were dealt with in the earlier series,  some are true extensions of theories and others are 
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fresh materials that did not exist at the time of the earlier ones. Lecture XXXIII is a 

combination of all of these. 

Freud’s main aim in these lectures and especially in the lecture on Femininity was “to make 

no sacrifice to an appearance of being simple, complete or rounded-off, not to disguise 
problems and not to deny the existence of gaps and uncertainties” (ibid, p.6). Such is the 

subject of the “mental life” which will inevitably bring the enquirer to sudden moments of 
uncertainties in their quest. Similarly, “throughout history people have knocked their heads 

against the riddle of the nature of femininity” (Freud 1932, p.113). The previous section in this 
thesis provided a close reading of Female Sexuality (1931) illustrating how Freud tackled 

such puzzlement in his earlier writings, especially when it came to formulating a rounded-off 
theory of the Castration Complex. This text will build that theory further. The aim of the 

researcher here is to make this text accessible to the reader and clinicians alike, especially 
interpret the material within the context of perinatal mental health, and work towards 

providing a theoretical framework of conceptualising motherhood. 

Anatomy and beyond : Determining maleness and femaleness 

It may seem that every time we meet a new person, “with unhesitating certainty” we make 

one quick distinction at first, “male or female?” (Freud 1932, p.113). Freud questions this 
apparent anatomical certainty on which this quick distinction is based on. Freud agues that 

this certainty only works to a certain point and not beyond it. Certainly, the spermatozoon 
which is the male sex cell responsible for fertilising the ovum is only found in males and the 

ovum, which is the female sex cell is only found in females. However, in both sexes, the sex 
organs develop “from the same [innate] disposition into two different forms” (ibid, p.113). This 

innate disposition has already been discussed above in the pervious section that provided a 
close reading of the 1931 text. Secondary sexual characteristics usually refer to body 

shapes, heights, tissues, presence or absence of breast, facial hair, Adam’s apple to name 
few. They usually develop during puberty and they may help distinguish between the sexes 

but unlike the sex organs they are not directly involved in reproduction. Besides the sex 
organs, when it comes to these secondary sexual characteristics we can see that they are 

rather not constant and they vary widely. This would suggest that using secondary sexual 
characteristics for the purposes of distinguishing between the sexes are not so reliable. Does 

that mean a person’s sex organ is the most reliable factor when it comes to making a quick 
distinction about their anatomical gender? 
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When it comes to biological science, sex organs may be a reliable marker for anatomical 

gender difference. However, Freud brings our attention to the fact that even in biology there 
is something that runs counter to this expectation and it adds a drop of confusion to this 

apparent certainty. Freud writes, “… portions of the male sexual apparatus also appears in 
women’s bodies, though in an atrophied state, and vice versa in the alternative case” (1932, 

p.114). He explains that science would regard these occurrences as “indications of 
bisexuality” meaning, as if a person is “not a man or woman but always both — merely a 

certain amount more the one than the other” (Freud 1932, p.114). This would suggest that 
one has to be familiar with the idea that not only an individual is a combination of masculine 

and feminine anatomical elements but also that “the proportion in which masculine and 
feminine are mixed in an individual is subject to quiet considerable fluctuations” (ibid). This 

can be argued as one of the factors that contribute towards a subject’s individuality. 

When it comes to biology, the sexual product such as ova or semen are never present 

together in the same human except in the very rare cases of hermaphroditism, where both 
sets of sex organs may be found but in an “atrophied” condition. Freud questions the 

“decisive significance of those elements” which contribute towards the construction of an 
individual’s sex and he concludes saying, “what constitutes masculinity or femininity is an 

unknown characteristic which anatomy cannot lay hold of” (ibid). This is also a moment in 
Freud's teaching which highlights that not only a woman’s sexuality is a subjective 

component which will remain outside the grasp of empirical research but also that both 
sexuality and femininity are concepts that will remain beyond the disciplines of biology in 

particular. In that case how do we make sense of these concepts? Will Psychology prove 
itself to be a useful tool in this research? 

Psychology and beyond : Determining femininity, masculinity, sexuality …

Freud too questioned the same. How does psychology help us to understand these concepts 

he asked? Often we speak of mental qualities as “masculine” and “feminine”. By assigning 
these terms as mental qualities we tend to characterise the “mental life” of humans as 

bisexual. For instance, despite their biological sex, one can speak of the same individual 
“behaving in a masculine way in one connection and in a feminine way in another” (p.114). 

But if perception is examined, it would reveal that anatomy or what is known as “convention” 
is being prioritised when one attempts to transfer the notion of bisexuality to the human 

mental life or to their behaviour. Freud believes that one can never put a “new connotation" 
to the concepts of masculine and feminine as it would always refer back to the anatomical 
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sense or social constructions or to the societal norms. The distinction between these terms is 

therefore not psychological in nature. 

It is noticeable that the term “masculine” may have a connotation of “active” and “feminine” 

may be referring to as “passive”. Freud examines this co-relation and questions the 
“behaviour of the elementary sexual organisms” (p.114). The male sex-cell can be described 

as the active one, as it is mobile and it searches for the female sex-cell, the ovum which in 
fact is immobile, sits quietly and “waits passively” (p.114). Given the time of this text, it is 

understandable and albeit debatable too that Freud wrote “this behaviour of the elementary 
sexual organisms is indeed a model for the conduct of sexual individuals during 

intercourse” (p.114). His explanation is that it is a male who “pursues the female for the 
purpose of sexual union, seizes hold of her and penetrates into her” (p.114). By using the 

term “male” he does not restrict himself to humans. However, it would be rather useful if one 
can hold off the temptation to get into an argument about Freud’s personal ideas about 

sexual-roles, gender-ideas in the 1930s, because, Freud is building his argument to make a 
much bigger statement. He immediately highlights that by considering this as a “model” to 

understand the concepts of “masculine” and “feminine”, from a psychological perspective, 
one would essentially have to reduce the characteristics of masculinity to aggressiveness. 

The problem gets even bigger when one considers the fact that in the animal kingdom there 
are various species where the females are more aggressive, stronger, mobile or “active” than 

the males. This is evident for example in spiders. Moreover, the characteristics which society 
will immediately consider as feminine, in other words, the usual gender-roles that society 

tends to assign to the concept of femininity such as nurturing and caring, do not always co-
relate with the female sex in the animal world. In fact, many species would share their 

parental duties between them, such as 90% of bird species and in many other species one 
would notice that the male would devote themselves alone to such duties. Hence, when it 

comes to understanding the concepts of “masculine” and “feminine” there is no value in using 
such a model that coincides these terms with the concepts of stronger or aggressiveness 

and weaker and nurturing. Even in case of the human sexual life, Freud argues that it is 
inadequate to make active coincide with masculine behaviour and passive with feminine. The 

example he gives next is highly unusual and thought-provoking. 

Determine femininity as mothering : Active? Passive ?

More than often the mother’s affectionate acts towards the child are associated with 

adjectives such as passive, nurturing, non-aggressive and “feminine”. Freud proposes the 
following. 
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A mother is active in every sense towards the child; the act of lactation itself 
may equally be described as the mother suckling the baby or as her being 
sucked by it. (Freud 1933, p.115) 

This is a revolutionary proposal on various levels. While this comment may be interpreted as 

a perspective that has a great scope of psychologically empowering or motivating women, 
from a psychoanalytic perspective however, this comment is pregnant with valuable 

knowledge about the human psyche, particularly that of a woman and her sexuality in 
relation to her baby. With regards to her psyche, one can ask, is the very act of nursing the 

baby ever interpreted by the mother herself as an act of activity? Whether it is interpreted by 
the mother as such, at the level of her conscious mind or it remains at the level of the 

unconscious, not intellectualised, either way, would this not affect the dynamic of the mother-
child relation? Theoretically speaking, based on the engagements made with the Freudian 

materials captured so far in this research, the answer is affirmative. 

Further one can ask, is the woman “aware” of this knowledge from a very early age that in 

suckling the baby she as a mother plays an active part? The answer is: Maybe. This is 
because, in “Female Sexuality” (1931, p.237) Freud described the little girl’s play with her 

dolls and her request that her  mommy is to play a reversal of their roles, as the little girl’s 
attempt to “swing over” from the position of passivity to activity. This theory can be 

interpreted as following. The little girl at a very young age may perceive the act of feeding or 
nurturing or performing the caring chores that her mother “does to her”, as an act of activity. 

She may think that she too can reverse the roles and put someone else in the position of 
passivity, she can do those to her baby which she once passively received, if she herself 

becomes a mom. This is a theoretical construction and extension of psychoanalytic theories 
based on Freud’s clinical observation. “Aware” is not a psychoanalytic term. How can one 

decide the meaning of “aware” in this context? Can it be intellectual understanding or 
conscious thought process or making sense of something at a psychical level? Maybe! 

But it becomes more trickier to answer if the next question is, “how”? How does this 
realisation or perception or knowledge of the woman that suckling or nurturing is an act of 

activity, affect the dynamics of the mother-child relation? Does the child become an object of 
the mother? An object onto which she expresses and exercises her activity? Something that 

provides her with reasons to feel empowered and liberated? Does the concept of the child or 
the child themselves make up for all the passivity she once experienced as a child, from her 

mother? What about the aggressiveness she experienced and the reproach she felt towards 
her mother which Freud speaks of in this very text (1933, p.116)? According to Freud, the 

suppression of her aggressiveness influences the development of her “powerful masochistic 
impulses” (1931, p.116). Does the knowledge that suckling the baby is an act of activity that 
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affect these masochistic impulses? Considering that the child is often perceived by the 

mother as an extension of herself, which is biologically correct, as both the mom and the 
baby are literally separated by the cutting of the umbilical cord after the birth, can these 

masochistic impulses be directed towards the child too? If this is possible then the following 
can be argued. Just as the act of suckling is an expression of activity and not passivity, is 

directing the masochistic impulses towards the child too not an act of activity? Is directing 
masochistic impulses towards the extension of herself i.e. the baby is not a position of 

empowerment, a reversal of roles or a “swing over” from passivity to activity? Something that 
a woman may have known since a very young age perhaps. These are questions that can be 

raised and debated endlessly. However, psychoanalysis is about individuality and 
subjectivity. Hence, from this line of questioning, the spotlight remains on the individual 

negotiation of the threat or the discovery of castration. It is one’s individual negotiation of the 
threat/discovery of castration that will be the key in determining the answer to the question as 

to how will the knowledge that suckling/nurturing the baby is an act of activity, affect the 
dynamics of the mother-child relationship. 

Determining femaleness and the limits of psychology : Binding of her destructive 

trends 

Freudian theory considers the discovery of castration as the child’s discovery of the 

difference between the sexes at a very early age. Also this discovery may lead to three 
possible path of female psychosexual development which can be interrelated, co-existing in 

the same subject and they can depend on various external and internal factors which are 
impossible to predict. Concepts like “masculine” and “feminine” are extremely difficult to 

comprehend and it would be not without error to co-relate these terms with activity and 
passivity. This is precisely what Freud is highlighting in this text. The further away one goes 

from the “narrow sexual sphere”, the more they will see that “women can display great 
activity in various directions” and that “men are not able to live in company with their own 

kind unless they adapt a large amount of passive adaptability” too (Freud, 1933, p.115). 
However, at this stage of the argument if one concludes that in a psychological sense, men 

and women are bisexual, it would only reflect that one has decided to coincide the term 
“passive” with “feminine” and “active” with “masculine” (ibid). Freud strongly advices his 

readers not to draw such conclusion and hence, it can be argued that psychological 
bisexuality is a concept that is not a very useful tool in examining psychosexual 

development. 
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If one is to characterise femininity psychologically can it be described as a position that gives 

“preference to passive aims” (Freud 1933, p.115)? Freud argues that this position is not to be 
equated with passivity, because achieving a passive aim requires “a large amount of 

activity” (ibid). From a social science perspective, it is absolutely valid to consider that the 
influence of social customs “force women in passive situations” (Freud 1933, p.116). The 

limits, restrictions and boundaries enforced on the woman from the very beginning of her life 
can be considered as a possible factor influencing her preference for passive aims and 

behaviours. In other words, her sexual life may be considered as following the model of her 
life in general to some extent as shaped under the constraints put on her by the society. 

However, from a psychoanalytic perspective, Freud notices one “constant relation between 
femininity and instinctual life” (ibid). These demands made upon a woman both 

constitutionally and socially, to suppress her aggressiveness, influence the development of 
this “powerful masochistic impulses” that has been mentioned earlier (Freud 1933, p.116). 

Freud suggests that these impulses “erotically” bind “the destructive trends which have been 
diverted inwards” (ibid). Why did he use the term “erotically”? Is there any other ways of 

binding impulses within the psychoanalytic context? If sexuality is the key to unlock the 
mystery of all psychoneurosis, according to Freud, then can the conclusion be any different 

than the following? There is no other way that impulses are bound in the human psyche, 
except “erotically”. Can masochism be considered as “truly feminine” in this case as Freud 

suggest (p.116)? But what happened when masochism is seen in men? are those instances 
to be understood as men exhibiting “very plain feminine traits” (p.116)? This is where Freud 

highlights that these instances of confusion highlight the limits of psychology, “psychology too 
is unable to solve the riddle of femininity” (p.116). 

Psychoanalytic enquiry into femininity : Construction over definition  

How else can one explain femininity? It is crucial to note that in living organisms differences 
in sex exist. Because the very “existence of two sexes is a most striking characteristic of 

organic life which distinguishes it sharply from inanimate nature” (Freud 1933, p.116). But 
how do “the differentiation of living organisms into two sexes come about” (ibid)? This is 

where Freud makes this crucial distinction between other schools of enquiry and a 
psychoanalytic enquiry into the question of femininity, 

…psychoanalysis does not describe what a woman is - that would be a task 
it could scarcely perform - but sets about enquiring how she comes into 
being, how a woman develops out of a child with a bisexual disposition. 
(Freud 1933, p.116)
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In essence, when it comes to the question of femininity, psychoanalysis prioritises the 

construction of femininity rather than its definition. A detailed discussion on Freud’s position 
on the concept of “bisexual disposition”, as mentioned in this comment has been described 

above, ahead of the interpretation of Freud’s 1931 text. Freud has questioned the 
psychosexual development of women through out his career at different stages. What does 

Freud propose in this text with regards to the theory of “the sexual development of 
women” (Freud 1933, p.117)? 

Freud highlights two “expectations” with which he approaches the investigation into the 
question of “the sexual development of women”: 1) It is a path of struggles i.e. the subject 

adapting to the demands of the constitution not without considerable amount of resistance 
and hence, on this path the sexual development of the woman is far from smooth-sailing; 2) 

“…the decisive turning-points will already have been prepared for or completed before 
puberty” (Freud 1933, p.117). Compared to the boy’s psychosexual development, the girl’s 

development already seems more complex. The transformation of the “little girl into a normal 
woman” is comparatively more difficult and includes a complicated pathway than of the little 

boy precisely because there are “two extra tasks, to which there is nothing corresponding in 
the development of a man” (ibid). These “two extra tasks” in the previous essay titled Female 

Sexuality (1931) referred to 1) the exchange of the primacy of the clitoris for vagina and 2) 
the exchange of her first love-object turning away from her mother and choosing her father. 

The detailed description of these tasks have been discussed in the close reading of the 1931 
texts. The term “normal woman” in this quote is to be interpreted as Freud referring to the 

woman as heterosexual and it represents or rather represented the majorities of women 
during the early nineteenth century. To begin with, physically there are stark differences 

between the sexes. From the beginning of life both the boy and the girl have different 
genitals and this is usually accompanied with different secondary sexual characteristics 

around puberty. Freud also noted the differences in their instinctual disposition, which in the 
case of the little girl provide glimpse of her later characteristics of womanliness. He 

suggested that a little girl is usually “less aggressive, defiant and self-sufficient”, her need to 
receive affection is greater than the little boy, that she is more “dependent and pliant” and 

probably because her pliancy she is more easily and quicker taught to control her bodily 
excrements (Freud 1933, p.117). Freud is examining a common knowledge that a little girl is 

more easily potty trained than the little boy. Instead of examining the validity of this common 
myth, it would be useful to follow the chain of thought that brought Freud to make this 

comment and what he is leading to. In Anxiety and instinctual life (1933, p.100), Freud 
studied the “transformation of instinct” and referring to Abraham’s work Freud highlights the 

following. 
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“… after a person’s own faeces, his excrements, has lost its value for him, 
this instinctual interest derived from the anal source passes over on to 
objects that can be presented as gifts. And this is rightly so, for faeces 
were the first gift that an infant could make, something he could part with 
out of love for whoever was looking after him” (Freud 1933, p.100).

Urine and faeces are bodily productions, made by children and given away at the adult’s 

demand. The “pliancy” in this giving, this parting with something, that one has produced 
themselves, in order to please the other, is one of the very first experiences of the child 

where he or she learns that giving or not giving invokes a reaction in the other. 

As adults people usually “part with” their own production that is money they have earned, 

using their labour, out of love for the other. Gifts are expression of love and this is why in this 
current text Femininity (1933, p.117) Freud again highlights that faeces and urine are the first 

gift a subject gives to the other who looks after them, “and controlling them is the first 
concession to which the instinctual life of children can be induced”. This comment would 

suggest that if one accepts that a little girl’s need to receive affection is stronger than the boy, 
then her “first concession” to which her instinctual life” is “induced” to may provide valuable 

information in understanding the later bindings of her instinctual life. However, both the boy 
and the girl go through the routine of personal hygiene. Both face the demand from the other 

who is responsible to look after them with regards to their control of their bodily movements. 
Hence, it can be argued that the instinctual life of both the little boy and the girl will be 

influenced by  this “first concession”. 

Freud suggests that both the sexes pass through the “early phases of libidinal development” 

in similar manner (1933, p.117). Drawing for clinical observation of children and from other 
female analysts, Freud notes that there is no reason to believe that for the little girl there is 

less aggressiveness in her sadistic-anal phase. Very briefly put, sadism within the 
psychoanalytic context is a concept that goes beyond the social and ideological 

understanding of the term. For Freud this is “one of the fundamental components of 
instinctual life” (LaPlanche and Pontalis 1967, p.400). The second stage of libidinal 

development in Freudian theory is the sadistic-anal phase also known as the anal-sadistic 
stage, which usually occurs between the second and the fourth year of the child’s life (ibid, p.

35). The chief erotogenic zone during this phase is the anus and the organisation of the 
libido during this stage occurs “under the primacy of anal erotogenic zone” (ibid). The 

development of sado-masochism within the psychoanalytic context correlates with muscular 
control and hence, knowledge of the sadistic-anal phase is invaluable in understanding the 

organisation of one’s instinctual life. However, it would be a mistake to consider this stage as 
a phase of life which follows a strict order such as occurs, completes its tasks and vanishes 

as never to return. 
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The phallic phase : Two extra tasks for the little girl 

The difference between the sexes reduce further as the boy and the girl enters the phallic 
phase and hence, Freud writes, “we are now obliged to recognize that the little girl is a little 

man” (Freud 1933, p.118). Freud suggested that during the phallic stage both sexes derive 
pleasurable sensation from the genital and masturbatory acts are carried out using the 

organs of the phallic zone: for boys it is their penis, and for girls it is their clitoris, the “penis-
equivalent” (Freud 1933, p.118). According to Freud, at the phallic stage, the true existence 

and functions of the feminine vagina remain undiscovered by both sexes. Therefore in the 
1930s, Freud maintains his position with regards to the clitoris of the little girl in her phallic 

stage as the “leading erotogenic zone”, which is similar to his theories from the 1920s. But 
now, Freud takes a stronger stance. He considers that from the position of this “little man” if 

the little girl is to follow the path way to the development of femininity, the clitoris can not 
remain as the chief erotogenic zone passed her phallic stage. So Freud wrote, “with the 

change to femininity the clitoris should wholly or in part hand over its sensitivity, and at the 
same time its importance, to the vagina” (Freud 1933, p.118). So then, handing over its 

sensitivity and importance from the clitoris to the vagina: According to Freud in 1933, this is 
one of the two tasks that a little girl has to perform for the development of her femininity. 

Whereas the little boy “has only to continue at the time of his sexual maturity the activity that 
he has previously carried out at the period of the early efflorescence of his sexuality” (Freud 

1933, p.118). What is the second task to be performed by the little girl on route to the 
development of femininity?

The oral instinct : A separation from its object

Diving into discovering the second task, as described in the current text, requires one to 
revisit what Freud proposed about the development of instinctual life in his lectures from the 

1916-1917. In Lecture XXI The development of libido (1917, p.328-329) Freud already 
explained that sexual life i.e. the libidinal function of a child neither emerges as “ready-made” 

nor does it develop on its own accord. Rather it is developed through a series of phases, 
repeating the course of development several times similar to the transformation of a 

caterpillar into a butterfly (1917, p.328). Consider the turning-point of this development. All 
sexual components being organised under the primacy of the genitals and sexuality is now 

subjected to the “reproductory” function. This is the “turning-point” of psychosexual 
development described by Freud in 1917 (ibid). What Freud is trying to highlight here is as 

follows. Before reaching this turning-point, the sexual life of the child is somewhat 
“distracted”, unorganised and “the independent activity of the different component instincts 
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striving for organ-pleasure” (ibid). This is precisely what Freud described human sexuality is 

from the beginning of life in the Three Essays On Sexuality (1905): “polymourphously 
perverse”.  

From the beginning of life, the development of sexuality is influenced by the relations 
between the components of sexual instincts and their objects (Freud 1917, p.328). Some 

components of sexual life will have an object from the very beginning and these objects will 
remain unchanged for a long time, such as the instinct of mastery in sadism, the instinct of 

scopophilia and epistemophilia in the enjoyment of looking and knowing, to name few (ibid). 
Other components of the sexual instinct are more clearly attached to particular erotogenic 

zones of the body. To begin with there is only one such link, that is the mouth and the act of 
suckling. Consider the importance of this link within the context of motherhood, femininity 

and perinatal mental health. 

Freud continues and suggest that as part of the development, the component of the sexual 

instinct still remains attached to the “non-sexual functions” and they “give it up when they 
become separated from them” (Freud 1917, p.328). For instance, oral enjoyment is the first 

active component of the sexual instinct in the child’s life. The first object of this oral 
component of the sexual instinct is the mother’s breast. The infant’s need for nourishment is 

satisfied by the breast. Both the need for nourishment and an erotic component is 
simultaneously satisfied in this act of suckling. With the course of further development of the 

instinctual life this erotic component, “makes itself independent with the act of sensual 
sucking [lutschen]; it gives up the outside object and replaces it by an area of the subject’s 

own body” (Freud 1917, p.329). This is evident when one witnesses a child sucking on its 
thumb and comforting itself. The term “subject’s own body” here would refer to the child’s 

thumb which replaces the mother’s breast. The oral instinct thus becomes “auto-
erotic” (Freud 1917, p.329). 

From “little man” to little girl

Returning to the current text from 1933, it is evident that Freud repeats his point once again. 
He notes that for both the little girl and the boy, the mother is the first object of love. This is a 

radically different proposition which is in direct contrast to the usual heteronormative 
perspective that attempts to equally divide parental love based on neatly-tied dyad such as 

mother-son and father-daughter. Freud further explains how the little girl who has also taken 
her mother as her first love-object just as the little boy, moves away from that position. 
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In case of the boy, the mother remains the first love-object both during the formation of the 

little boy’s Oedipus complex and in a sense, all through out his life. The various phases of 
the organisation of the instinctual life occur in both sexes. Hence the first “object-cathexes” 

as described above also occur in both sexes where attachments to satisfaction of bodily 
needs such as nourishment, hygiene to name few, take place (Freud 1933, p.118). But in 

case of the little girl she has to “pass from her mother to an attachment to her father” (Freud 
1933, p.119). This view is similar to Freud’s earlier paper outlined in Female Sexuality 

(Freud, 1931) and this view is also evident in Freud’ writings from 1923-25. In other words, 
Freud’s position remains in the 1930s that a girl has to “change her erotogenic zone and her 

object” for the development of her femininity whereas, the boy retains both his erotogenic 
zone and his object (Freud 1933, p.119). Now Freud asks, how does the little girl pass from 

“her masculine phase” where clitoris is her chief erotogenic zone and the mother is her love-
object to the feminine phase “which she is biologically destined” to (Freud 1933, p.119). 

Notice the choice of words Freud made in this last comment. Considering that the original 
text was written in German and that James Strachey, Freud’s official translator is responsible 

for these particular selection of words, the question still remains as to what does Freud mean 
by “biologically destined”?

Freud teases his reader by pointing out that it would be easier, ideal and simplistic if one is to 
imagine that at some point in their lives the “elementary influence of the mutual attraction 

between the sexes” is felt by the little boy and he continues with his mother (Freud 1933, p.
119). While the little girl is impelled by the same law of attraction and chooses her father as 

her love-object. One can also assume that these choices are influenced the parental choices, 
that the children “are following the pointer given them by the sexual preference of their 

parents” (Freud 1933, p.119). Unfortunately,  this is not a reliable explanation and hence 
Freud dismisses them and turns to his clinical observation. Freud notes that it is not unusual 

to know of cases where women have remained deeply dependent on a paternal object or 
even on their own father till a late age. But Freud discovered something very unusual about 

these intense and long attachment of women to their father, something he already mentioned 
in his previous text titled Female sexuality (1931). Analysis shows that everything that is 

revealed in the woman’s relation to her father, already existed in her earlier attachment to her 
mother and “it has been transferred subsequently on to her father” (Freud 1933, p.119). 

Hence, once again in 1933, Freud highlights the importance of the girl’s pre-Oedipal phase 
and her attachment to her mother belonging to this phase in understanding the development 

of femininity. 
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Anxiety ideas and the pre-Oedipal phase 

The nature of the little girl’s libidinal relation to her mother will be of several and various 
kinds. This is because these libidinal relations pass through three phases of infantile 

sexuality. As they pass through these oral, anal and phallic phases, they inherit 
characteristics of these phases and they “express themselves by oral, sadistic-anal and 

phallic wishes”  (Freud 1933, p.120). These wishes represent both active and passive 
impulses and they are ambivalent in nature as they are both affectionate and hostile or 

aggressive in nature. For Freud these are “early sexual wishes”,  exact mechanisms of such 
formulation is extremely difficult to point out (ibid). However, Freud highlights various clinical 

considerations. For example, these hostile and aggressive wishes from the early stages of 
libidinal organisation can be discovered after they are “changed into anxiety ideas” (ibid). For 

a detailed discussion on libidinal wishes and anxiety see Inhibitions, symptoms and anxiety 
(Freud, 1926d). Moreover, the most clearly expressed wish during these early years “is a 

wish to get the mother with child and the corresponding wish to bear her a child” (Freud 
1933, p.120). Both these wishes belong to the phallic phase of the child’s psychosexual 

development and they are established “beyond doubt by analytic observation” according to 
Freud (ibid). 

Seduction theory and the pre-Oedipal phase

The detailed discovery of these findings in analysis are certainly surprising. For example, at 
the very core of paranoiac illness, Freud discovered the fear of being murdered or poisoned, 

which was present already in relation to the mother during the child’s pre-Oedipus phase. 
Another example that Freud outlined here, caused several controversies in Freud’s career 

prior to this text. During 1895 and 1897 Freud developed and subsequently dropped the 
theory of seduction which aimed at “discovering infantile sexual trauma” (Freud 1933, p.120). 

It is beyond the scope of this thesis to capture the complexity and eventuality of the 
seduction theory in its entirety. To put it succinctly, during this period while Freud was 

examining memories of seduction in most of his female patients, the accounts given were 
that, the subjects were seduced by their fathers at an early stage of their lives. Freud later 

came to recognise that these reports were not true and that “hysterical symptoms are derived 
from phantasies and not from real occurrences” (Freud 1933, p.120). Understandably such a 

conclusion from Freud caused commotions. However, Freud at this stage in his current text 
reiterates that he later recognised the following. “The typical Oedipus complex in women” 

finds its expression in these phantasies of being seduced by the father (Freud 1933, p.120). 
Furthermore, these phantasies are typically found in the pre-Oedipal history of the woman 
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and the seducer here is the mother. This is in line with the fact that it is usually the mother 

who is in charge of helping the child with their hygiene routine and bodily needs, Freud 
suggests that it is quite possible that these mundane chores probably stimulated or aroused 

the little child at some point and pleasurable sensations were felt by the child. This is a very 
similar account that Freud outlined in Female Sexuality (1931b, p.238). 

…can be seen…if one knows how to look

Such a portrayal of the girl’s Oedipus complex and the importance placed by Freud on her 
early sexual relations with her mother raise various issues and questions, and the reliability 

of such theories can be debated endlessly. How noticeable are these behaviour in a little 
girl? Anticipating such response from his readers, Freud reminds them that while one may 

not agree with these views based on their regular observation of a little girl, “enough can be 
seen in children if one knows how to look” (Freud 1933, p.121). The tender and 

unsophisticated psyche of the child is able to bring very little of their experiences to their 
preconscious and it is hardly ever communicated at all. In that case, Freud suggests that the 

investigation should rely on retrospectively studying the residues and repercussions of the 
early emotional world of people in whom these developments have left behind noticeable 

footprints. This is why he wrote, 

…pathology has always done us the service of making discernible by 
isolation and exaggeration conditions which would remain concealed in 
normal state. (Freud 1933, p.121)

Once agin, this comment highlights that for Freud the differences in pathologies is a 

difference in degree and not in kind. Moreover, Freud justified the reliability of his theories by 
adding that even when he carried out such investigation on women who are by no means 

“seriously abnormal”, the discoveries were by no means different than his proposed theory 
(Freud 1933, p.121).

Time and motive : turning-away from first love-object

Next, Freud examines the steps that lead to the end of this pre-Oedipal attachment of the 
child to her mother. How does this intense and powerful attachment come to an and? Similar 

to his earlier text Female Sexuality (1931) Freud again points out that the girl’s turning away 
from her mother is not to be understood as a mere change in object. Her turning-away is 

accompanied by hostility. This means that Freud suggests again that the little girl’s 
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attachment to her mother ends in hatred and she turns away from the mother towards the 

father-object accompanied by the feeling of hostility.  This hostility may persist all through out 
the woman’s life, may be overcompensated at some stage, may also be partially overcome 

while another part of it may continue to persist. However, for the purpose of the investigation 
currently in hand, the focus should remain on the time she turns away from her mother and 

the motives that influence this turning-away. Beginning with the latter, the three key motives 
that Freud outlines in this text are as following: 1) the child’s reproach against the mother for 

receiving not enough nourishment, 2) not enough affection and 3) the frustration the child 
feels due to the the mother’s interference with her pleasurable activity. 

Not enough milk

Freud speculated that the child’s reproach against her mother may come in the form of an 

accusation of lack of nourishment, lack of care, where the child may believe that she was not 
nourished or cared enough by her mother. This is regarded by the child as a sign of lack of 

love. Whether historically this accusation is true or not, the importance lies in the issue that 
the child experiences it and regards it as a sign of lack of love. To Freud it seems that the 

child has a keen attachment to and an insatiable need for its nourishment. Which is why, she 
“never gets over the pain of loosing its mother’s breast” (Freud 1933, p.122). Freud believes 

that this is because, analysis with a child who has been given the maximum time at the 
breast, for example, even after the child has learnt to run and talk, will also reveal the same 

reason to reproach against the mother. Freud also indicates that in cases where there is a 
fear of being poisoned, analysis may reveal its connection to the withdrawal of the breast. 

This is because, “poison is nourishment that makes one ill” (Freud 1933, p.122). Children 
may also connect their early illnesses to this frustration too. Freud outlines that certain 

cohorts such as children, uneducated and primitive people do not possess the prerequisite 
intellectual education to make sense of certain phenomena and events (ibid). It is quiet 

possible that these people will assign a ground for any event without a sophisticated, logical 
or an intellectual consideration. So he draws from both the social world and his clinic and 

notes that even today, 

… no one can die without having been killed by some else - preferably by 
the doctor … regular reaction of a neurotic to the death of someone 
closely connected with him is to put the blame on himself for having 
caused the death (Freud 1933, p.122). 
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Not enough affection 

This accusation finds its expression especially around the arrival of a new baby. The 
previous frustration felt by the child about oral nourishment now flares up further as the child 

possibly begins to make sense of the situation in the following way : the mother is preserving 
the nourishment for the new arrival. This is particularly difficult if the children are very close in 

age, even if they are eleven months apart. But the importance lies in the fact that the child 
does not only grudges the new arrival suckling at the breast. The child also begrudges all the 

other maternal care directed to the new baby. Freud believes that the child feels that they 
have been “dethroned, despoiled, prejudiced in its rights” (Freud 1933, p.123). So the child 

begins to feel jealous for the new arrival and the development of “grievance against the 
faithless mother” sets in motion (ibid). Such change in the behaviour of the mother simply 

seems disagreeable and unacceptable to the child. The child may begin to act “naughty”, 
“irritable”, “disobedient” and may even give up the control he has recently learnt over his 

excretions (ibid). These are self-evident facts that have been and can be observed 
everywhere. But rarely one attaches importance to these events. Hardly anyone puts these 

pieces together and examines the “strengths of these jealous impulses, of the tenacity with 
which they persist and of the magnitude of their influence on later development” (Freud 1933, 

p.123). 

This is why Freud earlier noted that a lot can be seen in children, only if one knows where to 

look (Freud 1933, p.121). This jealousy of the child is constant and it fuels with each new 
arrival in the family. The sustainment of this jealousy and reproach is also independent of the 

factual reality that the child may be considered by the mother as her favourite. Factual reality 
is quite different than one’s psychic or internal reality and hence, the internal consequences 

are independent of the external occurring. Moreover, Freud highlighted that a child demands 
unconditional, endless and immoderate love, it claims exclusivity and tolerates NO sharing 

whatsoever. This would mean, no matter what the circumstances were or how the mother 
behaved, it would never be enough for the child, the attachment is bound to end in 

disappointment. This is again, very similar to Freud’s previous explanation outlined in the 
Female Sexuality (1931). 

Interference with pleasurable activity 
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Freud argues that the child’s libido will never be fully satisfied. Yet, its various sexual wishes 

continue to alter itself as they pass through the various phases of the libidinal organisation 
and sustain itself by the growing hostility that the child feels towards the mother. During the 

phallic period the child experiences the strongest of these frustration when the mother forbids 
the child from pleasurable activity related to the genital. These interferences are often 

accompanied with severe threats and every sign of disapproval. As mentioned before, daily 
mundane hygiene routine may introduce the child to sudden pleasurable feelings arising from 

their genitals. To the child, the mother is the seducer, the one who introduced the child to 
such activity. Now, it is the same mother who forbids the child from  such activity. 

Doomed to dissolution 

The above reasons may seem enough reasons to frustrate the child to turn away from the 

mother. It may seem that the infantile sexual wishes, the extreme characteristics of the 
infantile demand for love and the impossibility of the fulfilment of the sexual wishes are 

responsible for possible estrangement between the child and the mother, at least from the 
child’s perspective. One can consider that precisely because it is the child’s first love-relation, 

it is destined to fail. These early “object-cathexes” as Freud calls it, are highly ambivalent and 
hence, the powerful tendency to aggressiveness coincides with powerful love. As a result, 

the more the child passionately loves its object, the more sensitive it becomes to the 
disappointments and frustration caused by the object. In the end, the destruction of the 

child’s love for the mother is inevitable despite the mildest and kindest upbringing. However, 
if one is to consider that the frustration and disappointments that the girl child experiences in 

relation to the “love, the jealousy, the seduction followed by prohibition”, were also felt by the 
little boy in his early life, then how come these factors did not detach him from his mother? If 

only Freud could discover a “specific factor” (Freud 1933, p.124) that operates in case of the 
little girl but is absent or does not operate in the similar way in case of the boy. How else 

does one explain the termination of the girl’s intense attachment to her mother unlike the boy 
under similar circumstances? Freud believes that this specific factor is found in the castration 

complex. 

Reproach for being castrated 

After all, the anatomical distinction [between the sexes] must express itself in 
psychical consequences. (Freud 1933, p.124)
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Freud’s message through out the entire text Some psychical consequences of the 

anatomical distinction (Freud, 1925) was in fact exactly what the title suggests and once 
again the same message is evident in this comment made by Freud in 1933. Freud already 

alluded in 1925 to the notion that the little girl feels that she has been wrong done by her 
mother, and in 1933, Freud builds his argument again to support this previous view. He notes 

that the little girl holds her mother responsible for “their lack of penis and do not forgive her 
for their being thus put at a disadvantage” (Freud 1933, p.124). Although this would mean 

that both the little boy and the little girl are ascribed with castration complex by Freud, it must 
be highlighted that the content of this complex are anything but identical. For the boy, the 

castration complex begins at the first sight of the female genital. The boy suddenly discovers 
that an organ so dear and valuable to him, is not present in the girl’s body. He recalls the 

threats made to him in relation to him enjoying his organ. The threats now seem much more 
believable than they were initially. He begins to fear castration and this becomes the most 

powerful motive force for his subsequent development (Freud 1933, p.125). 

The little girl’s castration complex according to Freud’s theory also begins at her accidental 

sighting of the male genital. The difference and the significance are both noticed by the girl at 
once. Freud believes that the little girl feels “wronged”, that she too wants something similar, 

she falls “a victim to ‘envy for the penis’” (Freud 1933, p.125). All of these occurrences leave 
everlasting imprints on their psyche and influences their future development, the “formation 

of their character”, and it can not be overcome “without a severe expenditure of psychical 
energy” (Freud 1933, p.125). Such interpretation of Freud of the feminine psychosexual 

development created and continues to generate considerable amount of both scholarly and 
lay debates. Freud himself included some of his critiques’ perspectives in Female sexuality 

(1931, pp.240-243), (discussed in previous chapter). For the moment, it would be beneficial 
to continue with the text in order to discover what is Freud alluding to and how are these 

knowledge useful in our understanding of human sexuality, particularly that of the feminine 
sex, the main topic of this research i.e. the knowledge of how has she come to be what she 

is, essential in understanding the perinatal psychological processes. 

Freud continues to explain that the little girl does not submit too easily to this fact that she is 

“without a penis” (Freud 1933, p.125). Drawing from his analytic observation, Freud suggests 
the following. The girl may develop a wish for receiving something similar to what she sees 

missing in her, someday in the future. She may continue to hope this way for many years, 
defying the knowledge of reality, rejecting the idea that the fulfilment of this wish is 

“unattainable” and her wish will be preserved in the unconscious (Freud 1933, p.125). The 
next few lines are more intriguing as this is where one begins to grasp the relevance of this 

knowledge not only in the clinic but also in everyday life. 
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“The wish to get the longed-for penis eventually in spite of everything may 
contribute to the motives that drive a mature woman to analysis, and what 
she may reasonably expect from analysis — a capacity, for instance, to 
carry on an intellectual profession — may often be recognized as a 
sublimated modification of this repressed wish” (Freud 1933, p.125).

Psychoanalytic activity is not something that can be handled like a pair of glasses that one 

puts on for reading and takes off when done (Freud 1933, p.153). This is why, the questions 
that are evoked within while reading Freud, must be examined in a manner that is 

psychoanalytically informed and not by the compass of ideology, morality, sense of 
entitlement or sense of equality. A psychoanalytic examination of the psyche is drastically 

different from these other types of enquiries. Each of these said compasses provide valuable 
theoretical and practical tools at multitude levels. But none of them are psychoanalytic, none 

of them deals with the mental life of human beings the way psychoanalysis does. For 
psychoanalysis, mental life is anything but ideal, moral or equal. The workings of the mental 

life is bound to contradict, surprise, confuse, perplex and catch us off guard. Hence, it is 
worth questioning the following with a mind that is psychoanalytically informed and relatively 

free from any other pre-determined biases. Can the “intellectual profession” chosen by a 
woman be perceived as a “sublimated modification" of her “repressed wish” for something 

she lacks but the others have? Is this something to be considered as the penis only or rather 
what the penis represents? It is here that Lacan’s revisions of Freudian theories will be 

extremely useful to consider (Lacan’s theories are not described here, as it is beyond the 
scope of thesis). 

Penis-envy as reaction to castration

Freud highlights the importance of penis-envy and notes that his comments may have the 
potential to be taken as an instance of “male-injustice” (Freud 1933, p.125). What he now 

proposes is that jealousy and envy play a much important role “in the mental life of a woman 
than of men” (ibid). This is not to be equated with the idea that men are incapable of 

possessing or displaying these two emotions or that there are no other roots in women for 
these emotions than in relation to the absence of penis. Rather, Freud is inclined to believe 

from his clinical observation, that the presence of these emotions in women are greater than 
in men, and that the possible explanation for this is the absence of penis which influences 

this production of envy. 

Unlike other analysts of his time Freud considers this “first-instalment of penis-envy” from the 

phallic phase as extremely important. Freud highlights a general problem of “depth-
psychology” and states that he does not agree with analysts who are inclined to think that 
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penis-envy in women is a secondary structure which is evoked in times of “later conflicts” and 

that it is rather a regression to an earlier “infantile impulse” (Freud 1933, p.126). According to 
Freud depth psychology often questions pathological or unusual “instinctual attitudes” in a 

certain way. It can be rather viewed as a question of nature vs nurture, the age old debate 
which seldom comes to a satisfying conclusion for all. For instance, with regards to the 

aetiology of sexual perversion, depth psychology may ask the following. How much of the 
subject’s “early infantile fixations” is to be considered as the influencing factor in the 

development of perversion and how much of the subject’s later developments and 
experiences are to be considered as influencing the same (Freud 1933, p.126). 

Complemental relation - Spectrum view

In the Introductory lectures on psychoanalysis, Lecture XXII (1916-17), Freud already 
discussed this issue in the following way. Attempting to distinguish neurotic illnesses based 

on their causation would lead to the creation of a series where the two factors, 1) one’s 
sexual constitution or fixation of the libido and 2) one’s experience or their frustration would 

be represented in this way - “if there is more of the one there is less of the other” (Freud 
1917, p.347). Freud coined this series as a “complemental series” (ibid). On each extreme 

end of this series will be cases that are predominantly caused by one of the two factors 
mentioned above. For example, one extreme end of this series will have a case where the 

subject’s sexual experiences of childhood i.e. traumatic external experiences leading to 
incomplete development is predominately the cause of their neurosis and on the other 

extreme end of the series there would be the subject’s sexual constitution i.e. their fixation of 
libido predominately influencing the development of neurosis. In between these two extreme 

poles one can imagine cases varying in degrees where both of these factors are influencing 
the development of neurosis. When Freud refers to the fixation of libido in relation to the 

aetiology of neurosis, he is referring to 1) a constitutional factor which is made up of the 
subject’s prehistoric experience i.e. the subject’s inherited constitution that presents them 

with various disposition; And 2) the subject’s infantile experience, which is not to be mistaken 
with traumatic experiences caused by adults to the child. Infantile experience is the child’s 

internal experience, something that the child experiences on their own irrespective of how 
the external reality was around them i.e. the disposition acquired by the child during their 

early childhood (Freud 1917, p.362). Furthermore, it would be useful to imagine the fixation 
of libido as another “complemental series” made up of dispositions acquired from 1) 

prehistoric experiences and 2) infantile experience (ibid). 
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With regards to “regression”, consider the complemental relation that Freud outlined in 1917. 

He said, “between the intensity and pathogenic importance" of one’s infantile experience and 
one’s later experiences the two poles will be as follows (Freud 1917, p.364). On one hand, 

there will be cases that are predominantly influenced by the subject’s ‘developmental 
inhibition’ i.e. cases where infantile sexual experience left impression that can be traumatic, 

leading to an incomplete sexual development and with a certain sexual constitution. On the 
other hand, there will be extreme cases of ‘regression’, where later experiences of the 

subject predominately influenced the development of neurosis and in analysis, the subject’s 
impression of their childhood will be revealed as similar to what they have regressed to 

(Freud 1917, p.364). Freud thus left the following question open : if a striking libidinal 
regression takes place, would it not be wiser to consider that the hereditary constitution may 

not be the predominant factor here (ibid)? 

In short, in 1917, Freud seemed to agree the followings. 1) In terms of the aetiology of 

neurosis, broadly speaking there is a complemental relation between infantile experiences 
and later experiences; 2) Regression seems to be in a complemental relation with 

developmental inhibition; And 3) with regards to the theory of the fixation of libido, there is a 
further complemental relation between prehistoric disposition and dispositions acquired 

during early childhood.

In 1933, within the current text, Freud again returns to this subject in relation to the problem 

of depth psychology describing penis-envy as a secondary formation where a subject 
regresses to early infantile impulse (Freud 1933, p.126). He reminds the reader of his theory 

of the complemental series and reiterates that early infantile fixations and later experiences 
both are factors that play part in the causation of neurosis but in varying amounts, “a less on 

the one side is balanced by a more on the other” (ibid).  Although the infantile factor 
influences the patterns in every cases and it mostly determines the issues too, but not 

always, there are exceptions. But in the case of penis-envy, Freud argues that infantile factor 
plays a crucial role in both setting the patterns and determining the issues (ibid). The 

discovery that she is castrated is a major “turning-point” in the little girl’s psychosexual 
developmental route. From this point, there are three possible lines of development. 

Compared to the other appearances of Freud’s theory on these three lines of psychosexual 
development of the little girl, this 1933 version is a much more developed and yet 

controversial one - 1) sexual inhibition or neurosis, 2) change of character or masculinity 
complex, and 3) normal femininity.

On way to neurosis 

	 �97



Among the three lines of psychosexual development of the little girl, this is the first. 

According to Freud, the little girl has been living in a “masculine way” before she discovered 
the differences between the sexes, she has been deriving pleasure from clitoral masturbation 

and she has been directing her sexual wishes towards her mother related to this enjoyment 
(Freud 1933, p.126). As discussed above, these sexual wishes are not to be considered as 

passive within the context of  Freud’s drive theory, rather they are active in every sense. After 
she discovers that she is “castrated”, meaning she is without a penis, the development of 

“penis-envy” in her influences her to loose “enjoyment in her phallic sexuality” (Freud 1933, 
p.126). The comparison to the “boy’s far superior equipment” damages her “self-love” and it 

leaves her feeling mortified (ibid). All of this lead to the little girl’s renunciation of her clitoral 
masturbation. She develops dissatisfaction from such activity and while she gives up her love 

for her mother, she also represses a large amount of her “sexual trends in general” (ibid). 

Notice the terms used by Freud in relation to the girl’s turning-away from her mother. One of 

the major reasons behind Freud’s selection of words as displayed above is that according to 
Freud the turning-away from the mother is not just a mere change of object, the element of 

hostility accompanying this change in her object is crucial to notice. The intensity of this 
hostility will be undermined if the humiliation experienced by the little girl is not adequately 

captured in these texts. It would also be a mistake to consider this turning-away of the little 
girl, as one single act occurring on a particular day and time of her life. Rather this is a 

gradual process which begins with the little girl considering her “castration as an individual 
misfortune”, then slowly this theory is extended to the other females around her and finally 

she begins to realise that even her mother is castrated (Freud 1933, p.126). The little girl’s 
love was directed towards her “phallic” mother i.e. the mother with phallus (ibid). But now as 

the mother is regarded as someone without phallus, someone who is just as unfortunate as 
herself to have been subjected to castration, “it becomes possible to drop her as an object”, 

and this is how all the “motives for hostility” that have been operating for a long time now 
takes over (Freud 1933, p.126). 

So far this theory explains that the girl’s turning away from her mother is a gradual process 
which is accompanied with a strong feeling of hostility and that in this process, the girl finally 

recognised that not only she herself, but women in general and one woman in particular i.e. 
her mother is castrated. But how does one make sense of this following comment? Freud 

writes that the discovery of “women’s lack of a penis” leads to women being “debased in 
value for girls just as they are for boys and later perhaps for men” (Freud 1933, p.127). In 

today’s world, gender equality and women’s rights are discourses are prominent than ever in 
the human history. Yet, there still exists detestable phenomena such as sexual 

discrimination, social restriction, gender pay gap, professional obstacles, sexual violence, 
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gender violence, infanticide to name few. It is as if that a fundamental piece of knowledge is 

missing from the human minds which leads to a particular kind of ignorance. No matter how 
many publications, conferences, protests, drafting of policies and through various other 

civilised medium, knowledge is spread, the message however just does not seem to get 
across. Somehow to some people including women themselves despite their race, religion, 

culture or academic background it always seems that women are inherently lacking 
something! In light of this disconcerting reality, how does one make sense of Freud’s above 

observations?  

Returning to the text, Freud further explains that “masturbation is the executive agent of 

infantile sexuality”, and it is the “faulty development” of infantile sexuality that leads to the 
development of neurosis (Freud 1933, p.127). But Freud is not referring to the masturbation 

of the puberty period that patients often hold responsible for their adult sufferings and 
consider as their aetiology of neurosis. The real question as Freud believes should be 

around the masturbatory act of the early infancy period. Freud strongly believed that “all 
factual details of early masturbation” are essential in understanding an individual’s neurosis 

and their character (Freud 1933, p.127). 

“… whether or not it was discovered, how the parents struggled against it 
or permitted it, or whether he succeeded in suppressing it himself. All of 
this leaves permanent traces on his development”  (Freud 1933, p.127). 

The male pronouns used in these comments should not restrict its content to one sex only. 

The importance placed in the infantile masturbation and its factual details, are equally valid in 
the case of the little girl and in the development of her neurosis. Freud provides a clinical 

example of a female patient who herself tried to “get free from masturbating” and did not 
succeed (1933, p.127). Envy for the penis usually provokes a strong impulse against 

“clitoridal masturbation”, but if this impulse fails to override the wish to continue, the girl 
experiences a “violent struggle for liberation” (Freud 1933, p.127). It is as if that she becomes 

her own mother and in order to withhold deriving pleasure from clitoral masturbation, she 
regards her dissatisfaction as owing to the inferiority of the organ (ibid). Way in to her 

adulthood, when her masturbatory activity is well suppressed, her interest continues to 
persists. Expressions of this interest is often expressed as sympathy for those whose 

sufferings are perceived as similar by our subject. The examples highlighted next are unlikely 
to seem foreign or far-fetched even after almost a century. Freud considers that it plays a 

motive force behind “contracting a marriage”, it may even “determine the choice of a 
husband or lover” (Freud 1933, p.128). Freud recognises it as a “defence against temptation 

that is still dreaded”, i.e. defending a temptation for clitoral masturbation. 
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Before moving on, it is worth noticing that Freudian texts use the term “clitoridal” instead of 

“clitoris”. To be precise, it is James Strachey, the translator who uses this term in English and 
not Freud. One possible reason for Strachey’s use of “clitoridal" instead of “clitoris” may be 

that the former refers to an act or object related to the clitoris, while the latter refers to the 
organ itself. It can be construed that this is what Freud meant, an enjoyment related to the 

clitoris but did not specify this act as a direct enjoyment of the organ, clitoris itself. Hence, the 
meaning of clitoral enjoyment in this text is to be understood as what Freud meant, an 

enjoyment related to the organ, clitoris, but not an enjoyment of the organ itself.

The pathway to ‘normal’-ity - longing for a baby

“If too much is not lost in the course of it through repression, this 
femininity may turn out to be normal” (Freud 1933, p.128)

When the little girl abandons her clitoral masturbation, passivity triumphs over her previous 

position of activity. The “passive instinctual impulses” within her make it possible for the little 
girl to turn towards her father (Freud 1933, p.128). In essence, this change in the nature of 

her instinctual impulses helps her discard her phallic activity and prepare the ground for the 
development of femininity (ibid). The little girl wished for a penis from her mother, feeling 

mortified and betrayed by her, she now turns to her father for the same. Freud explains that 
in order for the feminine situation to be established, the original wish for the penis has to 

sustain during this change of object, survive the mechanism of repression and has to be 
replaced with the wish for a baby. 

During her phallic phase the little girl did wish for a baby, while she played with her doll. But 
such a sight is not to be mistaken as her expression of femininity. As Freud revealed before, 

the child’s play with her doll was an expression of the little girl’s “identification with her 
mother”, an expression of her wish to do to the doll, what was done to her, an expression of 

her “intention of substituting activity for passivity” (Freud 1933, p.128). In her play she 
became the mother and the doll became her, but only when she begins to wish for a penis 

i.e. only when she realised she is castrated, “the doll-baby” becomes a “baby from the girl’s 
father” (Freud 1933, p.128). This according to Freud is the most powerful feminine wish. This 

wish comes true in future when she does become a mother, and especially “if the baby is a 
little boy who brings the longed-for penis with him” (Freud 1933, p.128). In her wish for “‘a 

baby from her father’”, the emphasis is on the baby and hence, in this most feminine wish, 
one can find the expression of her “masculine wish for the possession of a penis”, only if one 

knows how to look (Freud 1933, p.128). Freud thus argues that the wish for a penis is the 
probably the most feminine of all.
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In this theory, it is castration that reminds the little girl of her lack of penis, which drives her 

gradually away from her mother and influences her to turn towards the father. Her wish for a 
penis now becomes a wish for the penis-baby and thus she enters the Oedipus complex. 

The previously brewed hostility towards her mother, now intensifies more than ever as the 
little girl begins to see her mother as her rival. A rival who received all that the little girl 

desires from her father, such as a baby. For the little girl, castration complex influences her 
entry into the Oedipus complex, the oedipal situation is thus an “outcome of a long and 

difficult development”, it is a “preliminary solution” and a “position of rest” which the little girl 
does not abandon soon (Freud 1933, p.129). At this stage Freud returns to the issue he had 

in 1925 and restates a remarkable difference between the sexes with regards to the “relation 
of the Oedipus complex to the castration complex” (Freud 1933, p.129). Freud suggests that 

in case of the little boy, he develops a rivalry against his father, wishes to get rid off him and 
desires his mother naturally from his phallic phase. The threat of castration compels him to 

give up this position and with the fear of losing his penis he gets out of his Oedipus complex. 
In most non-pathological cases, he not only represses his wish for his mother, his oedipus 

complex is destroyed completely and a “severe super-ego is set up as its heir” (Freud 1933, 
p.129). In case of the little girl we see a complete opposite of this scenario. 

The castration complex does not destroy the girl’s Oedipus complex, rather it prepares her 
for her Oedipus complex. The envy for the penis influences the detachment of the girl from 

her mother and she enters the oedipus complex wishing for a penis-baby from her father. 
The little girl faces no fear of castration and hence the prime motive for abandoning the 

Oedipal situation does not exist for the girl unlike the little boy. Freud explains that the little 
girl stays in her Oedipus complex for considerably lengthy period of time and even when she 

does destroy her Oedipus complex, it is often done “incompletely” (Freud 1933, p.129). This 
will suggest that the formation of super-ego i.e.  the chief psychical agency responsible for 

moral and ethical judgement and actions in women, suffers a great deal as the 
circumstances are not quite favourable for such development. This is why Freud asserts that 

the super-ego in women, 

“cannot attain the strength and independence which give it its cultural 
significance, and the feminists are not pleased when we point out to them 
the effects of this factor upon the average feminine character” (Freud 
1933, p.129).

The pathway to masculinity complex

The reaction to the little girl’s accidental discovery of female-castration may also influence 
the possible development of a “powerful masculinity complex” in her (Freud 1933, p.129). For 
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Freud, the development of this complex is usually led by the girl’s refusal to admit that she is 

castrated. She becomes in-submissive, rebellious and may even begin to exaggerate her 
previous masculine position which belongs to the period before her discovery of castration 

i.e. the knowledge that women do not have penis. She refuses to give up her “clitoridal 
activity” and begins to identify with either her phallic mother or her father. Both of whom are 

perceived by the little girl as people who are not castrated. Such reaction to castration may 
be due to the little girl’s “constitutional factor”, which may be an excessive amount of 

“activity”, which is “ordinarily characteristic of a male” (Freud 1933, p.130). Constitutional 
factor as we explained above is the subject’s various disposition developed under the 

influences of their prehistoric experience and their infantile experience. As Freud notes, there 
is a clear avoidance of passivity which could lead to the development of femininity. 

For Freud, the extremity of masculinity complex will influence the choice of object and this 
may manifest as homosexuality. However, drawing from clinical observation Freud clarifies 

that female homosexuality “is seldom or never a direct continuation of infantile 
masculinity” (Freud 1933, p.130). Even when a girl follows the pathway to the development 

of her masculinity complex, she does take her father as an object briefly and does enter the 
Oedipus complex (ibid). But rather it is the “disappointments from her father” that influences 

her regression to her early masculinity (ibid). A girl who is “destined to become feminine”, 
also faces similar disappointments from her father but the effect on her is not the same 

(Freud 1933, p.130). What does Freud mean by “destined to become feminine”? Is the 
concept of femininity to be considered as situated somewhere along the “complemental 

series” leaning towards the pole of the “constitutional factor” predominating the development 
of the subject’s character or neurosis? That may be true, because in case of female 

homosexuality Freud agrees that, “the predominance of the constitutional factor seems 
indisputable” (Freud 1933, p.130). Is it to be assumed that ‘destined to be’ equates with the 

person’s sexual dispositions acquired prehistorically or during early childhood. To reiterate, 
the “constitutional factor” is a combination of prehistoric disposition and infantile experience 

i.e. disposition acquired in early childhood. 

Freud also highlights the notion that the practices of female homosexuality mirrors the two 

phases of development, 1) the pre-oedipal mother-child dynamic and 2) the oedipal situation 
i.e. the child taking her father as an object temporarily. According to Freud, this is evident in 

female homosexual relations where, partners “play the parts of mother and baby with each 
other as often and as clearly as those of husband and wife” (Freud 1933, p.130). This would 

suggest that, Freud’s previous assertion is valid i.e. female homosexuality is almost “never a 
direct continuation of infantile masculinity” (Freud 1933, p.130). If it was a direct continuation 

of the child’s masculinity complex belonging to the phallic phase that is the period before her 
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discovery of castration, then how does one explain the two phases of development that 

Freud observes being mirrored in homosexual relationships? Freud’s observation rather 
indicates that the little girl’s masculinity complex must have gone through modification at 

several stages and at times it may even have been under the temporary influence of 
femininity. In other words, the child must have gone through the phases of the pre-oedipal 

attachment with the mother and later temporarily have chosen her father as an object before 
moving on elsewhere. This is one possible explanation of Freud’s revelation that these two 

phases of development are mirrored in homosexual relationship, and this is why female 
homosexuality is never a direct continuation of the child’s infantile masculinity within 

Freudian theories. 

It is worth pausing and reflecting on the proposition made by Freud that the predominant 

factors in homosexuality is the constitutional factor, that it refers to not just the subject’s 
disposition acquired from their prehistoric experience but also the disposition acquired from 

their infantile experience (Freud 1917, p.362). In other words, it is evident from the reading 
so far that, within the context of Freudian doctrine, it is much more than what a child comes 

into this world with that makes them who they are. If that is the case, then it probably is wiser 
to question the sources of the behavioural make up, the finer threads of one’s subjective 

positions and the motives behind one’s choice of objects. But that would involve laborious 
work, inquisitiveness, a craving for knowledge and an overall atmosphere around that 

supports and encourages the formulation of a question within the person about their 
existence, their subjectivity. Does the current society and institutional demands foster let 

alone encourage such questions? Do they provides an atmosphere where formulation of 
such questions of ones subjectivity and how have they come to be what they are, will be 

supported, nourished and encouraged?

Significant contribution by female analysts : pre-oedipal attachment to mother

Everything that has been discussed so far in this text by Freud is based on clinical 
observation made by both Freud himself and other clinicians of his time. Freud suggests that 

given the content of this text, it can be referred to as the “prehistory of women” (Freud 1933, 
p.130). This is quite fitting considering this text aimed at describing the process of how the 

little girl becomes a woman and not defining what a woman is. 

Towards the end the text, Freud names and praises three female clinicians for their 

outstanding contribution to the topic in hand. The case titled The analysis of a case of 
paranoia (1929) by Dr. Ruth Mack Brunswick, an American Psychiatrist is of great 
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significance here. Freud believes that this was the first reported case where a neurosis is 

documented as going back to a fixation of the pre-oedipal stage and the subject “never 
reached the Oedipus situation at all” (Freud 1933, p.130). Brunswick’s case provides 

evidence that it is possible that a little girl does not enter the Oedipus complex at all. 
Needless to say, it would not be a case without its severe difficulties, extreme sufferings and 

a great deal of complex psycho-pathologies involved. Such was the case described by 
Brunswich where her patient was diagnosed with paranoia with delusional jealousy, admitted 

in a psychiatric unit after she suffered long from violent jealousy, was arrested and the 
patient attempted to commit suicide in the police station. This case of jealous paranoia 

responded to analysis conducted by Dr. Brunswich. It is Brunswick’s work that supports 
Freud’s proposition that in the pre-Oedipal attachment of the little girl to her mother one can 

find the later germ of paranoia (Freud 1933, p.120). 

Dutch psychiatrist Dr. Jeanne Lampl-de Groot’s work was also applauded by Freud as her 

work titled The evolution of the Oedipus Complex in women (1927) as she clinically captured 
Freud’s work unfolding in her patients. Groot described how in her clinical work she has 

observed the significance of the little girl’s pre-oedipal attachment to her mother i.e. her 
phallic activity aimed at her mother. Similar to Freud, Groot assured that underneath the 

woman’s positive Oedipus attitude, analysis reveals a hidden negative oedipus attitude 
where the love-object is the mother. Since this is revealed in the analysis later, Groot 

considered it as an attitude belonging to the pre-Oedipal stage, which is in line with Freud’s 
proposition. Groot outlined two cases where laborious analytic work revealed at a later stage 

of analysis that the little girl’s phallic activity was indeed aimed at the mother at the pre-
Oedipal stage. Groot also noted that the homosexual tendencies displayed by her patients in 

analysis seemed as indicators of disappointments experienced by the little girl from her 
father. This is again perfectly aligned with Freud’s proposal related to the development of 

masculinity complex and its relation to the disappointments received from the father (Freud 
1933, p.130).  According to Groot, one of the major difficulty in accessing material from the 

pre-Oedipal stage is establishing and maintaining transference. This is something that Freud 
agreed with and hence he relied for the most part on female analysts when it came to gaining 

valuable insights on female psychosexual development. Similar to Freud, Groot explains that 
it is difficult for a patient to go into rivalry with a male analyst in the analysis, whereas with a 

female analyst the transference can be established at a much stronger level (Groot 1927, p.
345). Lastly Helene Deutsch’s work was also commended by Freud for her contribution. 

Deutsch in her The psychology of women (1932[1944]) illustrates as Freud recalls it, “erotic 
actions of homosexual women reproduce the relations between mother and baby” (Freud 

1933, p.131).
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Insufficient knowledge, disturbances, enigma and bisexuality 

Further in the text, Freud acknowledges that even a detailed account of feminine 
development through “puberty to the period of maturity” will remain as an insufficient 

knowledge (1933, p.131). Hence, Freud decides to add to this discussion by emphasising 
few further points. The development of femininity “remains exposed to disturbances" through 

out her early adult life and mature age (ibid). These “disturbances" that Freud is referring to 
is the residue of the early masculine position of the girl. This may explain the frequent 

occurrence of women’s “regression to the fixations of the pre-Oedipal phase” (ibid). As a 
manifestation of such regression, some women in the course of their lives will be seen 

oscillating frequently between the periods dominated by their masculinity and femininity. 
What men considers as the “enigma of women”, may be understood as a phenomena 

occurring due to this oscillation (ibid). Can this oscillation be considered as an “expression of 
bisexuality in women’s lives” as Freud is alluding to (1933, p.131)? At this stage immediately 

after using the term “bisexuality”, Freud draws attention to a topic that is fundamental to 
psychoanalytic theories : the libido and its sex.

Feminine libido 

What is the motive force of human sexual life? For Freud, it is the libido. If sexual life has two 

poles of masculinity and femininity, then can one consider libido as similarly polarised as 
one’s sexual life? Can this be theorised as masculine sexuality is motivated by masculine 

libido and similarly feminine sexuality by feminine libido? Freud clearly urges his readers to 
distance from such conclusion, “there is only one libido, which serves both the masculine and 

the feminine sexual function” and libido can not be assigned any sex (Freud 1933, p.131). 

If one is inclined to equate masculine libido with activity using the conventional methods of 

identifying, then how are they to explain the existence of those trends with passive aim that 
are also masculine? Therefore Freud concludes that the expression “feminine libido” has no 

justification (1933, p.131). Freud further explains that he believes when a libido “is pressed 
into the service of feminine function”, the libido is applied with a lot more “constraint” 

meaning nature overlooks more of the “feminine function”’s demands “than in the case of 
masculinity” (ibid). In other words, Freud is proposing that since the libido assigned to serve 

feminine function is already under a lot of restraints to begin with, nature lets slide a lot of 
demands of the feminine function compared to that of masculinity. 
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Freud points out to one possible explanation for why nature might be taking a more “careful 

account” of the demands made by masculine function than feminine as the following. For the 
purpose of reproduction, considering this is the aim of “biology”, which is a natural science, 

nature allocated aggressiveness to men and hence “the accomplishment of the aim of 
biology…has been made to some extent independent of women’s consent” (Freud 1933, p.

131). From this Freudian explanation it is evident that women are at a disadvantageous 
position with regards to the fulfilment of the biological aim. Possibly this is why nature has 

compensated for its oversight by discounting a lot of the feminine function’s demands. 
Similarly this Freudian explanation can be further extended and proposed as the following.  

Human civilisation generated mythologies which led to the establishment of taboos (for 
example, incest) and social restrictions (the creation of law, ethics, rights etc) on the 

expression of masculinity in order to compensate for nature’s injustice and protect women’s 
sexual interest to some extent. This is in line with Freud’s explanation that men are already 

assigned with a monstrous amount of aggressiveness by nature which aids “the 
accomplishment of the aim of biology” and is to some extent “independent of women’s 

consent” (ibid). 

One will not be entirely wrong in assuming and extending Freud’s proposal in this manner as 

the origin of the Oedipus complex within the Freudian context does indicate its roots in 
mythologies. Moreover, the concept of nature and nurture is “complemental” in Freud’s 

theories which is evident in the aetiology of neurosis as discussed above. This interrelation 
between nature and nurture is also revisited extensively by Freud in Civilisation and its 

discontents (1930). However, it would be useful to not lose sight of the fact that 
psychoanalysis has not been partial or biased in the distribution of aggressiveness as an 

attribute between the sexes. Hence, just because “nature take less careful account of” the 
feminine functions’ demands compared to masculinity, libido which serves the feminine 

functions must not be considered to have less potential to cause catastrophe. The 
aggressive expression of the libido assigned to serve feminine functions are quite unusual 

and hence it is probably not as obvious as libido assigned to serve masculine function. From 
this reading so far, it can be proposed that such expression is to be looked for in terms of the 

woman’s masochistic wishes within the context of the mother-child relation, her choice of 
partner, object, profession, and within other unconventional areas of her life. 

Frigidity - Freud and the DSM 5

How does one explain the phenomena of sexual frigidity asks Freud next, acknowledging 

that it is a topic that has remained insufficiently understood (1933, p.132). In the previous 
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chapter, it has been already discussed that the exact element and/or factor that contributes 

to the sexual excitation of a woman have still remained unidentified and “insufficiently 
understood” even in 2017, despite the significant advancements made within the field of 

modern medicine and science. Freud believes that sometimes, frigidity has psychological 
difficulty (“psychogenic”) as its aetiology (ibid).  In those cases analysis can access the 

material and bring about a change. But in other cases, Freud assumes that the occurrence of 
frigidity is “constitutionally determined”, and that there might also be an accompanying 

“anatomical factor” (1933, p.132). These comments are perfectly aligned with the current 
understanding of frigidity almost a century later. 

Can “frigidity” be considered as the following - a person’s lack of interest in sex, reduced 
thoughts related to sex, decrease in initiating sex, increased rejection of sexual activity, 

unaffected by exposure to erotic stimuli and decreased genital sensation during sex? These 
are the general criteria outlined by the DSM 5 for Female sexual interest / arousal disorder. 

The presence of any three of these symptoms during the last six months, causing significant 
distress in the person will satisfy the diagnosis of this disorder. Provided of course, that the 

sexual dysfunction is not better explained by other mental disorder or they are not 
manifested as a consequence of other stressors such as “severe relationship distress (e.g. 

partner violence)” or induced by any other medication or substance or other medical 
condition (American Psychiatric Association, 2013, p.433). The DSM 5 have merged two 

previous sexual dysfunctions from the previous versions of the DSM - IV into one, which 
were - Female hypoactive desire disorder and Female arousal disorder. A separate disorder 

still exists in the DSM 5 called Female orgasmic disorder. In short, all of these can be 
considered as what Freud meant by the term frigidity in 1933. 

Frigidity is still considered in the modern times as a disorder that can be effectively treated 
with psychotherapy as the aetiology is still considered as mostly psychological difficulties. 

Anatomical factors do play a role such as medical condition, surgery, pain during penetration, 
lack of lubrication, tensing of vaginal muscles etc. This is also in line with Freud’s assumption 

in 1933, however, there is a significant difference in time with regards to one factor which 
Freud called the “constitutional factor” (1933, p.132). This is a factor as we have learnt from 

the current text refers to the combined various dispositions acquired by the subject from their 
early infantile experience and prehistoric experience. Moreover, constitutional factors can not 

be considered as the only influencing factor in the development of a neurosis because in 
cases of regression to an early infantile state, the distinct mechanism is unclear. The 

hesitance involved in pinning aetiology down to one distinct factor and outlining clear 
description of the mechanisms involved in the development of neurosis, are perfectly 

understandable as the field of the mental is not the same as Biology. Even within the 
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discipline of Biology, as it has been illustrated above, answers may not always be as certain 

as natural or human sciences are expected to provide. Hesitation and uncertainty in 
determining aetiology are then two very necessary and admirable attributes within the 

context of psychoanalysis. Because the formation of our mental life are bound to be bizzare, 
confusing, contradictory and are never what they seem to be. Treading with caution, leaving 

the questions open and investigating further are necessary attributes of the practitioner with 
regards to the treatment of any psychoneurosis. 

The American Psychiatric Association (APA) however, have found two terms that are aimed 
at eliminating such hesitation in diagnosing : “acquired” and “life-long”. If the condition is not 

something that the person remembers to have been suffering from since he became sexually 
active then, it is a “life-long” condition. If there ever was a “normal sexual function”, and the 

disturbances began after such period, then it is “acquired”. The use of these terms in this 
fashion are problematic on several levels which remains outside the scope of this thesis to 

cover in its entirety. However, there are two points that must be highlighted before continuing 
with the current text in hand. 

1) If these two terms are to be considered as tools that help the clinicians determine 
whether it is a “constitutional factor” (both in the Freudian sense and as ‘disposition’ in 

the ordinary sense) or not, then they are hardly serving the purpose. 

2) ‘Becoming sexually active’ is a term that is very broad and to some extent irrelevant 

within the context of psychoanalysis and particularly in light of the theories of infantile 
sexuality. 

There is however a further term that explains “life-long” lack of sexual desire in today’s world 
and it is not frigidity. If a person self-identifies themselves as ‘asexual' and their such self-

identification better explains their lifelong lack of sexual desire, then the APA does not 
consider it as a disorder (APA 2014, p.434). Undoubtedly human society have made 

considerable progress where sexual orientation is not a disorder or a crime. However, sexual 
orientations are now being considered as identities. Several questions arise in that case. Is 

the need to leave questions about one’s subjective position as open, now superseded with 
the introduction of the term “asexuality”? Is there even a room for question such as these? 

Has the society progressed since the introduction of Freud’s investigation into human 
sexuality? These are questions that are essential to reflect upon if one is to investigate the 

development of feminine sexuality.  
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Psychical peculiarity of mature femininity 

“We do not lay claim to more than an average validity for these 
assertions; nor is it always easy to distinguish what should be ascribed to 
the influence of the sexual function and what to social breeding” (Freud 
1933, p.132). 

Returning to the text, Freud provides his readers with further examples of the “psychical 
peculiarity of mature femininity” drawing from his clinical observation (Freud 1933, p.132). As 

the comment above suggests, there is always a difficulty in determining how much of one’s 
own internal experience and how much of other external factors influence the little girl’s 

psychosexual development. However, it is important to examine all the possible factors that 
influence and or contribute to the construction of femininity. Narcissism is one of those 

primary factors as Freud highlight, and  this particular factor does influence the little girl’s 
future choice of object. 

Narcissistic and Anaclitic object-choice

Narcissism is an essential psychical mechanism for the child’s development, it is one of the 

fundamental theories in psychoanalysis and at the same time it is an extremely complex 
concept to comprehend. Very briefly, the term narcissism is a reference to the myth of 

Narcissus, where love is directed to one’s image of themselves (LaPlonche and Pontalis 
1967, p.255). To put the concept of narcissism within the context of sexual disposition it will 

be useful to highlight the following. In the Schreber’s case, Freud wrote,

“In my Three Essays of Sexuality I have expressed the opinion that each 
stage in the development of psychosexuality affords a possibility of 
‘fixation’ and thus a dispositional point. People who have not freed 
themselves completely from the stage of narcissism...have at that point a 
fixation which may operate as a disposition to later illness” (Freud 1911, p.
62).

To put it in perspective of the concept of libido, narcissism can be succinctly described as 

follows. Freud considered the ego as a reservoir of libido. When libido takes one’s own ego 
as an object it can be regarded as ego-libido and when libido is directed towards an object 

apart from one’s own ego, it can be regarded as object-libido. The more one of these 
increases, the more the other decreases and this “antithesis between ego-libido and object-

libido” is a fundamental concept of human relation within the context of psychoanalysis 
(Freud 1914, p.76). 

The above is an extremely difficult distinction to make and is not to be understood as a clear 
marker between two distinct categories. Only in the analysis of severe neurosis and 
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psychosis these processes are revealed as identifiable (Freud 1914, p.77). Freud further 

explains that human beings choose their objects and direct their libido on to them, based on 
their fixations and dispositions. He proposes that there are two kinds of object-choice 

available to all human beings - anaclitic object-choice and narcissistic object-choice (Freud 
1914, p.88). 

According to Freud, a prime characteristic of most men would be anaclitic object-choice 
where the object is sexually over-valued due to the transference of the subject’s original 

narcissism to the sexual object (Freud 1914, p.88). Whereas most women, especially if they 
are bestowed with “good-looks”, have developed a sense of “self-contentment” will make 

narcissistic object-choice (Freud 1914, p.89). It is almost as if women who make narcissistic 
object-choice are perceiving their physical attributes and charm as a “compensation” for the 

“social restriction” they have been subjected to (ibid). This kind of object-choice involves the 
subject loving themselves more than they are being loved by the other, and the emphasis lies 

not in “the direction of loving, but of being loved” (Freud 1914, p.89). 

It can be questioned whether a narcissistic object-choice is not a reproduction of the child’s 

original relationship to their mother (LaPlonche and Pontalis 1967, p.259). The similarities 
are striking, because during the early years of the child’s life, the child receives love, food, 

care, warmth, affection and does not concern itself with returning the favour. Similarly, 
narcissistic object-choice is more concerned with being loved than loving. It is worth 

reiterating here that Freud agrees that both men and women are capable of making either 
object-choice and it is evident even in the contemporary clinic of today. 

In the current text, Freud restates that some women make narcissistic object-choice as “to be 
loved is a stronger need for them than to love” (Freud 1933, p.132). But now Freud adds to 

this theory and suggests that it is penis-envy which is essential in understanding women’s 
narcissistic object-choice. The realisation that they lack a penis which mortifies them, leads 

women to “value their charms more highly as a late compensation for the original sexual 
inferiority” (Freud 1933, p.132). 

At this stage, one can ask the following questions. If a man is making a narcissistic object-
choice, are they “valuing their charms more” as a compensation for some kind of “inferiority”? 

Is this inferiority still referring to a lack of penis in men or some other restrictions they have 
felt they have been subjected to? Does ‘castration’ only refers to a lack of penis? Or does it 

refer to other restrictions and a sense limit of a different kind? Is the term ‘femininity’ referring 
to only a woman who is biologically a female or would it be wiser to consider femininity as a 

‘feminine position’? This is another moment where engagement with Lacan’s theories will be 
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very useful as Lacan’s investigation into the human psychosexual development follows a 

similar line of argument (discussed in the next chapter).

Shame 

Freud then proceeds to highlight the characteristics of the psychological experience of 
shame that is so often attributed to the nature of femininity. Considering that the text is 

written in 1933, in German, the term ‘shame’ might also be referring to the feelings such as 
shy and personality type  such as introvert. The frequency with which one notices such 

characteristics in women in today’s modern world, is not the same as it was around the early 
1900s. Drawing from the modern clinical encounters in today’s world, it can be added that 

the same characteristics are also frequently seen in little boys and in young and adult men. 
This raises several questions considering the explanation Freud provides for the 

characteristic of shame in women. 

Freud believes that shame is not just a “matter of convention”, rather it emerges from the 

idea of “concealment of genital deficiency” (Freud 1933, p.132). He acknowledges that 
shame “takes on other functions” in a woman’s life and also the fact that there have been 

several major contributions made by women in the history of civilisation to various 
“discoveries and inventions” (ibid). However, the technique of “plaiting and weaving” invented 

by women is of particular interest for Freud (ibid). Freud speculates that the unconscious 
motive behind this invention can be connected to an inspiration of the model invented by 

mother nature. In other words, Freud proposes that women’s invention of plaiting and 
weaving is an imitation of a model provided by nature. In women’s body the growth of the 

“pubic hair” cause them to get “matted together” and thus a natural weaving occurs which 
“conceals the genitals” (Freud 1933, p.132). Freud agrees that if such connection seems far-

fetched and if one regards his belief to be “in the influence of lack of a penis on the 
configuration of femininity as an idée fixe”, then he is of course “defenceless” (Freud 1933, p.

132). How does one make sense of such interpretation? 

Ambivalence

Freud believes that the factors which influences the women’s choice of object often become 

unrecognisable due to social conditioning (1933, p.132). In other words, during the early 
1900s, at the time of the drafting of these theories, society was a very different place for 

women than it is now. Her choice of clothing, hobbies, friends, career, husband almost 
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everything was predetermined and limited or in a sense, restricted. Under such conditions, it 

was difficult to differentiate what choices were made by the woman due to her libidinal 
investment and what was chosen for her by the society. 

Freud also thinks that often the girl would make choices which are in line with the 
“narcissistic ideal of the man whom the girl had wished to become” (Freud 1933, pp.

132-133). If the girl remains in her Oedipus complex, then her attachment to her father will 
influence her choice of object and they might be in accordance with the “parental 

type” (Freud 1933, p.133). To begin with, the girl had an ambivalent relationship with her 
mother. Hence, when she turned from her mother towards her father, the element of hostility 

in her ambivalent relationship to her mother should restrict itself only towards the mother and 
“should guarantee a happy marriage” (Freud 1933, p.133). But often this is not the case. The 

settlement of the conflict due to her ambivalence will always pose a threat to her future 
relation with her partner (ibid). 

The element of hostility which one thought she left behind when she turned away from her 
mother, does not remain inactive. Rather it finds its way to a new object, her partner. She 

may transfer her feeling of hostility towards her husband which originally was aimed at her 
mother. Hence, very often the second half of the woman’s life is spent struggling against her 

husband the very same way, she spent the first half of her life struggling against her mother 
(Freud 1933, p.133). 

Freud suggests that often a second marriage seems much more satisfying due to the fact 
that the girl has already gone through and exhausted her hostility on her first choice of 

object, which in this case would be her first husband (ibid). In the Taboo of virginity, Freud 
highlighted another possible reason for the woman’s transference of her hostility against her 

mother onto her first husband, 

…a woman’s immature sexuality is discharged on to the man who first 
makes her acquainted with the sexual act. (1918a, p.206) 

Consider the following. The mother who was responsible for the little girl’s mundane hygiene 

routine was perceived by the girl as her first seducer. The mother was perceived as someone 
whose activities led the little girl to first discover sexual excitation. Such excitation and 

activities were later on discouraged by the same mother who introduced them to her in the 
first place. Now considering that she is a virgin, which is evident in Freud’s text, the 

transference of the hostility onto the woman’s husband seems quite possible, since she is 
once again faced with another seducer. The fear of her relation with her husband ending in 

another betrayal like it did with her mother, may quite possibly be an unconscious influence 
which reproduces the previously felt hostility in the woman. 
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The baby and the couple : reproducing an unhappy marriage

Freud suggest that after the first child is born, the couple’s life goes through various 
difficulties. When a woman becomes a mother herself, the identification with her mother and 

the feelings of hostility and ambivalence that she has been long struggling with are once 
again revived (Freud 1933, p.133). For a detailed discussion on the effect of motherhood in 

relation to the woman’s pre-Oedipal attachment and hostility towards her mother have been 
discussed in the previous chapter. The discussion here thus will only restrict itself to the 

material from Femininity (1933) as it unfolds. Much of what Freud describes here in 
Femininity (1933) have been already outlined by him in Female Sexuality (1931). However, 

he adds something new to this topic in this text. Here Freud outlines one particular 
perspective very clearly. Becoming a mother herself does not only influences the 

transference of the woman’s previous feelings towards her mother but it also “the compulsion 
to repeat reproduces an unhappy marriage between her parents” (Freud 1933, p.133). This 

is a much more complex proposal than any of his previous writings on the topic of becoming 
a mother. 

It is often believed that becoming a parent is one of the most joyous and yet one of the most 
chaotic time of a couple’s life. Mostly, the difficulties around this time is explained by the new 

arrival’s excessive demand and the disruption it causes to the couple’s usual routine. The 
relationship between the couple is often expected to go through a certain amount of turmoil 

after the birth of the first child as obviously the dynamics of the nuclear family changes 
completely. The story of two, suddenly becomes the story of three. The mother herself has 

once been where her child is now. It is quite possible that the memories of herself being a 
child is now revived. It is also possible that such memories will now influence her to reshape 

the dynamics between her and her husband, just like what she remembers between her 
parents. What other ways can Freud’s proposal be interpreted that the revival of the mother’s 

infantile experience influences the reproduction of her parents’ unhappy marriage after the 
birth of her first child? 

Baby-boy

Freud also observes that there is a difference between the mother’s reaction to the birth of a 
son than of a daughter. Freud attributes this difference in the mother’s reaction to the 

influence of penis-envy in the mother, which he believes “has not lost its strength”(Freud 
1933, p.133). During the early 1900s a boy’s life would have been much more un-restricted 

in several sense than a girl’s life and hence, it can be argued that consider the societal fabric 
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of his time, Freud suggest that a mother may prefer to have boy in order to save him from the 

difficulties and miseries that she experienced while growing up simply for being a girl. But 
what about the power she would have gained in such society for simply delivering a boy 

child? How can that sense of achievement be overlooked? Can one overlook the immediate 
boost in her social status both in the wider society and in her own family for delivering a boy 

child? Can this very fact be overlooked that most societies in the world is patriarchal even 
today, that a child usually takes their father’s surname and thus only a boy is the paramount 

in society’s perception for the maintenance of the ancestral line and the family name? Could 
these be the factors that explains the mother’s preference for a boy child? If that is that case, 

then how does one explain the differences in the mother’s reaction to having a boy child in 
the modern world than a little girl? In many parts of the world currently there are still efforts 

being made to make it illegal to determine the sex of the foetus due to the fear of female 
infanticide. Needless to mention that a gender discrimination still exists in various forms and 

degrees across the world. Do these societal connotations attached to gender have any 
influence in the formation of penis-envy in the little girl’s psyche from the moment she 

discovers that she is ‘castrated’? 

Mother-son Harmony

Freud believes that a mother and son relation is “the most perfect, the most free from 

ambivalence of all human relationships” (1933, p.133). Why is that the case? How are the 
other human relations not so “perfect” or not so “free from ambivalence”? In Group 

Psychology (1921c) Freud asserted that almost all “intimate human relation between two 
people which lasts for some time” such as marriage, friendship, parental relation contain an 

element of “aversion and hostility”, which might not be remembered at times due to the work 
repression (Freud, 1921c, p.100). However, there is only one exception to this proposal, 

which is the mother and son relation and it is possibly due to the following reasons. This is a 
bond based on narcissism, there is no “subsequent rivalry” and it is “reinforced by 

rudimentary attempt at sexual-object” (Freud 1921c, p.101n). 

The mother seems to find in her son the compensation she has been seeking for the injustice 

she has been subjected to. For Freud, the mother and son relation is the purest example of 
human bond where affection remains unchangeable, and “unimpaired by any egoistic 

consideration” (Freud 1916, p.206). Freud returns to the subject again in Civilisation and its 
discontents (1930) and stated that aggressiveness is the foundation of “every relation of 

affection and love among people" except in case of the mother’s relation to her male child 
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(1930, p.113). This narcissistic bond with her son provides “unlimited satisfaction” to the 

mother (1933, p.133). 

Engagement with the case history of little Hans would reveal how troubling this might be for 

the child who is aware that he is the source of an “unlimited satisfaction” for his mother, 
according to Lacan (Little Han’s case history and Lacan’s theories are not described here, as 

it is beyond the scope of thesis). Lacan illustrated that the development of phobia in the little 
Hans case occurred precisely as a call for help, to stand in for the symbolic father who was 

absent in this dyadic relation of mother-son. But what other purpose does the son serve for 
the mother? What other ways can the little boy satisfy his mother so profoundly? Freud in the 

current text explains how her son may be the answer for all that the mother has been looking 
for. 

Freud notes that all the ambition that the mother had to suppress within her, she can now 
transfer them to her son, she can also expect her son to appease all that she renounced and 

all that is left behind of her masculinity complex (Freud 1933, p.133). The motherly love also 
secures a marriage if the wife succeeds “in making her husband her child” and “acting as a 

mother to him” (ibid). In light of these postulations, it is not difficult to notice the emergence of 
a theory of the insatiable need in human beings to be loved unconditionally? The need to be 

recreating the time of one’s early years where the prime concern was to be loved and taken 
care of but not of returning the favour? Does that not indicate that at a fundamental level all 

human beings are equipped with the ability to make narcissistic object-choice to use 
Freudian terminology?

A woman’s love

There are two distinct levels in the identification of a woman to her mother (Freud 1933, p.

134). 

1) The girl’s “affectionate attachment” to her mother during her pre-Oedipal phase where 

she wishes to walk in her footsteps and idealises her.  

2) In the Oedipus complex, she wishes to get rid of her mother and be in the mother’s place 

with her father. 

Both phases remain somewhat un-negotiated in the path of her future development and its 

effect seeps into her future. Freud stresses on the idea that the pre-Oedipus attachment of 
the little girl is a decisive factor for her future. All the future characteristics that she is about to 
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acquire, her individuality, her peculiarity, all that she would use to “later fulfil her role in the 

sexual function and perform her invaluable social tasks”, the preparation for all of that takes 
place during her pre-Oedipal phase (Freud 1933, p.134). It is this pre-Oedipal phase, in her 

identification with her mother that the little girl “acquires her attractiveness to a man” (ibid). 
The man on the other hand, owing to his Oedipus attachment with his mother feels 

passionate about the girl when he falls for her attractiveness (ibid). Then again, it would be 
this man’s son who “obtains” in future “what he himself aspired to” (p.134). The one he 

“aspired to” is his wife, but unfortunately, no human relation is freed from aggressiveness and 
“egoistic consideration” than that of the mother to her son. This is why Freud concluded that 

it seems to be “that a man’s love and woman’s are a phase apart psychologically” (Freud 
1933, p.134).

Sense of justice and envy

Are women regarded as “having little sense of justice” (Freud 1933, p.134)? It is not clear in 
Freud’s comment as to whose perception is this. If this is a general perception then what 

characteristics of women are influencing such perception? A similar notion has already been 
discussed by Freud on the conundrum of the theorisation of women’s formation of super-ego 

i.e. their sense of right and wrong. In his earlier texts Freud illustrated that due to the lack of 
penis in women, there is an obvious threat missing in case of women’s psychosexual 

development. This is why they lack motives to come out of their Oedipus complex unlike 
boys who feel the fear of castration, motivating the boy to come out of the Oedipus complex. 

Hence, Freud believes there remains a question around the formation of the woman’s 
superego. Whereas, the influencing factors in the formation of superego in men are much 

more robust and active due to the threat of castration. 

At this stage in the text, Freud revisits this topic of women’s sense of justice and connects it 

to the “predominance of envy in their mental life” (Freud 1933, p.134). He justifies this 
connection in the following way, 

…for the demand for justice is a modification of envy and it lays down the 
condition subject to which one can put envy aside. (Freud 1933, p.134)

By “little sense of justice”, Freud is alluding to the notion that women’s demands for justice 
may be extreme or disproportionate and that perhaps at times it may seem that women have 

a harsh sense of justice. He interprets these characteristics as the following. The call for 
justice arises from envy. As justice sets aside what is fair and what is not, envy can still 

operate in relation to what has been set aside as unjust. This is an unique interpretation of 
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penis-envy and its relation to women’s sense of justice which Freud did not outline in his 

previous texts examined in this research so far. 

In light of this view, the following questions can be posed. If similar characteristics of “little 

sense of justice” is displayed by a man, will the connection between such characteristics and 
the man’s sense on envy be overlooked, simply because he is not without a penis? Or in that 

case, can envy be theorised as a significant factor, which develops out of a lack, and leads to 
the impairment of one’s sense of justice? Such hypothesis would be based on a lack that 

does not restrict itself to the organ penis. Within the Freudian context, it is however, very 
clear that Freud refers to the lack of the penis in relation to the theories of castration and 

penis-envy. Here again, it would be useful to engage with Lacan’s conceptualisation of 
castration, which is beyond the scope of this thesis.

Love is for two : an expression of rejection of group instinct 

The next interpretation Freud makes is much more difficult to understand. He highlights that 

women are “weaker in their social interests” and that women tend to have “less capacity for 
sublimating their instincts than men” (Freud 1933, p.134). Consider the first part of the 

quotation concerning women’s social interests. This might seem intelligible if we refer to his 
earlier work illustrated in Group psychology and the analysis of the ego (1921). For the 

formation and sustainment of a group it is essential that the “characters of instincts” are 
“inhibited in their aims” (Freud 1921, p.140). 

When a sexual aim is un-attainable due to internal or external obstacles, they are referred to 
as sexual impulsions which are inhibited in their aims (ibid). While the expression of such 

instinct that is inhibited in their aim may seem socially acceptable, one must not lose sight of 
the notion that even such instincts arise out of directly sexual instincts. This would suggest 

that the formation of a group may be threatened if directly sexual instincts are not inhibited in 
their aims. In the history of the development of family, to begin with there were group 

relations such as group sexual activities, the herd approach to sexuality, group love, group 
marriages, one or more men for many women and vice versa etc. But with the development 

of civilisation and sophistication, sexual love became more important for the ego. 

Such changes influenced the development of “the characteristics of being in love” over time, 

and along with this the requirement to limit sexual love between only two people became 
urgent, which is in line with what is “prescribed by the nature of the genital aim” (Freud 1921, 

p.140). Polygamous inclinations were restricted to satisfy itself only by their change of 
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objects (Freud 1921, p.140). Freud thus considered, that when two people seek solitude in 

each other and they unit together for sexual satisfaction, they are demonstrating “against the 
herd instinct, the group feeling” (ibid). This intention of encroachment and protection of the 

choice of sexual object is directly in opposition to the mentality of the group. The expression 
of love in the form which involves two people, is thus an expression of the rejection of group 

instincts and such is often expressed in the feeling of shame (Freud 1921, p.140). 

The feeling of jealousy is also expressed when the choice of sexual object seems in-

exclusive and this may lead to violence which is evident in the history of crimes committed 
under the influence of passion (ibid). Since, according to Freud, most women would choose 

to make narcissistic object-choice, it can be proposed that the exclusivity of the sexual object 
becomes crucial for the sustainment of one’s ego. This is precisely what is against the group 

instinct and this is possibly what Freud means by the comment that women are “weaker in 
their social interests” (Freud 1933, p.134). This is also evident in his further explanation that 

such reduced social interest of women is also a characteristic of all sexual relations in 
general (ibid). 

The feeling of being in love provides one with a sense of “sufficiency in each other” and 
similarly a family unit too displays expression of protectiveness and may resist inclusion of 

other associations (ibid). Which would suggest that it is not just women but men too are 
capable of being “weaker in social interests”, however the theory of penis-envy does not 

apply to men. What loss would motivate the man’s feelings of envy, jealousy and shame? Do 
all humans suffer from an inherent lack? Freudian theory of Castration would suggest so. If it 

is not a loss of penis, it might be the fear of losing the penis. According to Lacanian theories, 
this would correlate with the lack within all of us, the presence of which is essential for the 

emergence and operation of desire, something that is absent in depression and melancholia 
(Lacan’s theories are not described here, as it is beyond the scope of thesis). 

With regards to Freud’s comment about women having “…less capacity for sublimating their 
instincts than men” (1933, p.134), it must be mentioned that to begin with, sublimation is a 

process that Freud has referred to through out his career. Acknowledging the density and 
complexity of this process, only a brief account of this term will be provided here for the 

purpose of the discussion in hand. 

Sublimation is a process that may refer to human activities which do not seem to have any 

…apparent connection with sexuality but which are assumed to be motivated 
by the force of the sexual instinct. (LapLonche and Pontalis 1967, p.431) 
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Freud’s position in relation to the process of sublimation in 1933, the year of the publication 

of this current text, was as follows. In the Lecture XXXII Anxiety and instinctual life, Freud 
explained that     

…a certain kind of modification of the aim and change of the object, in which 
our social valuation is taken into account, is described by us as ‘sublimation’. 
(Freud 1933, p.97)

“Artistic creation and intellectual enquiry” are the two main kind of activities that Freud 
described in relation to the process of sublimation (LapLanche and Pontalis 1967, p.431). Is 

it possible that Freud was inclined to draw such conclusion regarding women’s ability to 
sublimate based on his time and experience? Will his comment be justified if one is to 

consider that these two kinds of activities were not as often performed by women in the late 
1800s and the early 1900s mainly due to the social restrictions women were subjected to, as 

it became afterwards? This might be the case, as Freud himself contradicts his comment in 
the same text and notes that “the aptitude for sublimation is subject to the greatest individual 

variation” (Freud 1933, p.134). Which means every individual will vary in their ability and 
capacity to sublimate. However, is the inclusion of this comment to be considered as a 

‘correction’? The next lines would suggest otherwise. 

Freud’s earlier comment about women’s lesser ability to sublimate is indeed based on his 

clinical observation. He is perplexed by the observation that a man of an average age of 
thirty displays more flexibility, youthfulness and more openness to the possibilities of further 

development revealed to him in the process of analysis than a woman of the same age 
(Freud 1933, p.134). Freud highlights that a thirty year old woman would often “frighten” the 

clinicians with her “psychical rigidity and unchangeability” (Freud 1933, p.135). It seems to 
Freud that in case of women, her libido has chosen a final position, and they “seem 

incapable of exchanging them for others” (ibid). It seems as if the woman does not want to 
recognise any possibility of further development, “the whole process has already run its 

course” and hence, her libido is “insusceptible to influence” (ibid). 

To Freud it seems that such rigidity may be due to the complexity of the development of her 

psychosexuality that she has already experienced. It might be the case, which it is evident 
from this text itself, that the development of femininity has been an exhausting process for 

her and that it has already exhausted all the further possibilities of future development (Freud 
1933, p.135). Hence, Freud concludes that the question of femininity remains as a “lament” 

for the clinicians even in cases where analytic work manage to put an end to the “patient’s 
ailment by doing away with her neurotic conflict” (ibid). 
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Incomplete, fragmentary, not so friendly account of femininity

Freud acknowledges that his account of femininity in this text has been “certainly 
incomplete”, “fragmentary” and at times it may even have seemed not so “friendly” (Freud 

1933, p.135). But the description he provides of women in this text only refers to their “sexual 
function” (ibid). Although  her sexual functions do influence a lot more than just her sexuality, 

Freud reminds his readers that certainly one should not overlook that an individual woman 
also serves several other functions due to the very fact that she is a human being (ibid). 

Hence, for further knowledge on the subject of femininity Freud encourages his readers to 
learn from their own life experiences, or learn from poets, otherwise one may wait for science 

to provide them with a “deeper and more coherent” understanding of femininity (ibid). Has 
science provided a more deeper and coherent account femininity over a century later? Do we 

have a coherent understanding of what is femininity in 2020? 

This final paragraph from the Femininity (1933, p.135) particularly highlights the following 

aspects of Freudian perspectives, which need to be emphasised before moving on to some 
contemporary psychoanalytic perspectives in the next chapter. Freud the clinical investigator 

remained ever so curious, open and reflexive through out his career which is evident in his 
accounts of moments that surprised and puzzled him. This final paragraph is one of those 

accounts that re-iterates his position : he has not reached the final word on anything, least of 
all femininity. This entire text also supports his position in relation to biology, anatomy and the 

field of the mental. As explored though out this chapter, it is evident that Freud opposed the 
reduction of sexuality and all related phenomena or experience to biology and anatomy. But 

at the same time, body plays a central role in Freud’s theory of human psychosexual 
development. For Freud, biology contributes to sexuality. Freudian perspective 

conceptualises sex, sexuality, gender and the question of being a man or a woman a a one’s 
response to their body. It is the subjective position that one takes up in response to and / or 

as a reaction to the body that they reside in. One may accept to take up such position as well 
as refuse it : I am a man or I am a woman or I am neither. Each positions are subjective and 

each come with their own style of protests. Psychoanalytic perspectives pay attention to 
these responses and the protests, which may otherwise be overlooked from a non-

psychoanalytic perspective. Hence,  any attempt of situating Freud’s perspectives in a 
‘biologist’ or a ‘non-biologist’ camp would  not come without distortions and inaccuracy. The 

Freudian phrase “Anatomy is destiny” (1924), following Napoleon’s “Geography is destiny”, is 
thus a theme which prominently runs through Freud’s attempt at theorising human sexuality 

and yet often misinterpreted. From a psychoanalytic perspective, sexuality can not be tied to 
biology, and yet sexuality can not be conceptualised without biology. This is because one’s 

sexuality is one’s psychological response to their biology. Sexuality is a development given 
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by biology. Similarly, within the context of the research question and based on the close 

reading of the  above two Freudian texts, a Freudian perspective would highlight that 
‘becoming a mother’ is a complex psychological response given by biology. This response 

would be subjective and not without protests. One can accept or refuse to take up the 
position of becoming a mother or do neither. From psychoanalytic perspective, the 

phenomena of ‘becoming a mother’ is thus a time of potential turbulence and disturbance, 
regardless of previous diagnosis and/or psychiatric history. 

Further development of Freud’s theory by Jacques Lacan

Lacan has significantly contributed to the questions of femininity and motherhood by further 
developing Freud’s theories. Without the prior knowledge of Lacan’s terminology (which do 

not have the same meaning as the Oxford Dictionary meaning of the terms), it is a challenge 
to comprehend his contribution to the field of the mental. It is also beyond the scope of this 

research to capture Lacan’s re-reading of Freud’s above texts. However, for the purposes of 
providing the readers with a little glimpse into his close-reading of Freud the following can be 

highlighted. Lacan’s psychosexual development illustrates how ‘man’ and ‘woman’ are 
signifiers and that ‘masculine’ and ‘feminine’ are symbolic positions. Lacan’s theory illustrates 

how essentially an infant becomes a sexed subject i.e. the human takes up one of these two 
sexual positions that are symbolic : masculine or feminine. Lacan describes masculine or 

feminine, as a symbolic status. In other words the positions taken up - as a man, as a woman 
- is not determined by biology but by culture. Lacan’s theories of the Castration complex 

involves the process of the subject becoming a sexed subject only in relation to the Phallus, 
a term so central to Lacan’s theory and yet one of the most complex theory to capture here. 

The phallus can be imaginary, real and symbolic, conceptualised in the three registers of 
Lacan’s psychoanalytic theory. The phallus is also a signifier, ‘Men' and ‘women’ are 

signifiers. ‘Masculine’ and ‘feminine’ are symbolic positions that the subjects take up, only in 
relation to the phallus. Hence for Lacan, the process of becoming ‘men’ and ‘women’ are 

phallic. Lacan’s subject is the sexed-subject. However, the question is, what is the signified 
of the phallus? What is the signified of ‘men’ and ‘women’? 
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What is the immediate relevance of Lacan’s theories to the context of perinatal mental 

health? The idea of what a mother should be like, what mother is, what she does, what a 
woman is and what she is not, her appearance, her behaviour, her thoughts, feelings, 

existence — all that a new mother with / without a baby(ies) wonders, her pre-suppositions, 
dreams, aspirations, the pressure she experiences, absolutely everything about her 

existence comes from the place of the Other. This is how Lacan conceptualises the subject, 
in relation to the Other. This is why a narrative approach and a phenomenological approach 

to conversation with the patient will allow the connections to unfold, the making of her ideals, 
presuppositions will unfold : how has it come to be that you believe a mother should …? This 

is a very similar approach to the investigation of the feminine that Freud introduced, instead 
of asking what is a woman?, Freud asked, how has she come to be?. This is a 

phenomenological approach that prioritises narratives. The phenomenological approach  and 
other research paradigms that are in line with such line of investigation, would be further 

explored in Chapter 6 as the second major component of this tripartite structure of this 
research.

4.3 Conclusion 

This chapter presented a close-reading of the 1933 Freudian Text Femininity. This chapter  

highlighted how the question of the feminine or femininity can intimately connected to the 
question of becoming a woman and becoming a mother. It also demonstrated that from a 

psychoanalytic perspective the questions of ‘being’ a woman and ‘becoming a mother’ are 
complex and perplexing. As Chapter 2 has demonstrated, some current theories on PPD that 

draw from the psychoanalytic field. The following chapter provides an overview of 
contemporary psychoanalytic perspectives from within the field of perinatal mental health. 
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Chapter 5 : Contemporary psychoanalytic perspectives 

5.1 Introduction 

The previous two chapters (Chapter 3 and 4) have provided the first major component of this 

tripartite structure of this research. This chapter is an extension of the previous two chapters.  
While the previous two chapters provided scholarly close-reading of Freud’s texts from 1931 

and 1933, this chapter will outline the contemporary psychoanalytic perspectives from within 
the perinatal mental health field. The chapter will first introduce a recent article titled The 

Birth of the Mother (Sacks 2017) that had played a significant role in the design of this 
research and then the chapter will provide some contemporary psychoanalytic theories on 

maternal psychology. Following this, the chapter will address the aspect of diversity among 
the psychoanalytic field and provide a brief background of the current position of 

psychoanalytic research within the ‘Psy-Disciplines’. 

5.2 The Birth of the Mother 

As described in Chapter 1 this research was initiated at the discovery of two major gaps in 

the landscape of perinatal mental health. 1) Significant skill deficit issues identified within the 
service provision of perinatal mental health (MindMothers Project 2017) and 2) a recognised 

lack of theoretical framework conceptualising the phenomena of ‘becoming a mother’. At the 
inception stage of the research, the researcher came across a particular article from The 

New York Times that significantly shaped the design of the research further. This particular 
article from 2017, captured the essence of and the rationale for this research the most. Dr. 

Alexandra Sacks, MD is a reproductive psychiatrist affiliated with the Women’s Program at 
the Columbia University Medical Center. Her psychiatry is psychoanalytically informed by her 

training in the Columbia University Center for Psychoanalytic Training. This New York Times 
article “The Birth of a Mother” was  the number one most read article in the The New York 

Times Well Family section in 2017 (www.alexandrasacksmd.com, 2018). Sacks (2017) was 
the author of this particular article published in The New York Times titled The Birth of a 

Mother which is one of the central elements that influenced the shape of this thesis. The 
article (Sacks, 2017) mainly centred around the topics presented in a book with a similar title 

The Birth of a Mother: How the Experience of Motherhood Changes you Forever written by 
Daniel Stern M.D. in 1999. Stern was Harvard educated and founded the Columbia 

University Center for Psychoanalytic Training and Research in 1972. As a psychiatrist he was 
affiliated to the University of Geneva and the Cornell University Medical School. He was 
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highly influential and the author of the seminal texts such as the 1985 The Interpersonal 

World of the Infant.

Among the several similarities between Sacks (2017) and Stern (1999), the two most striking 
ones are as follows. The first similarity is that both authors emphasised a phenomena that 

has remained less explored and yet so seemingly familiar to the human race i.e. the 
phenomena of ‘becoming a mother’. Particularly focusing on a woman’s transition to 

motherhood and the changes that occur in her psychological landscape as she ‘becomes a 
mother’. 

…a mother has to be born psychologically just as her baby has to be born 
physically… There are many books about the physiological and practical 
aspects of motherhood, but far less is written about the mental world where the 
new identity is formed. Becoming a mother is accomplished by the labor each 
woman performs on the landscape of her mind… a deep and private realm of 
experience. (Stern, 1999, p.3)

The process of becoming a mother, which anthropologists call “matrescence,” 
has been largely unexplored in the medical community. Instead of focusing on 
the woman’s identity transition, more research is focused on how the baby turns 
out. But a woman’s story, in addition to how her psychology impacts her 
parenting, is important to examine, too…understanding the psychology of 
pregnant and postpartum women can help promote healthier parenting. 
Mothers with greater awareness of their own psychology may be more 
empathetic to their children’s emotions. (Sacks, 2017)

The term matrescence is a concept coined by the medical anthrolopologist Dana Louise 

Raphael (1973), a significant concept for the discussion to follow and will be explored in 
detail below. For the moment, focus remains on the similarities noticed by the researcher in 

Stern (1999) and Sack’s (2017) work. The second most notable similarity between these two 
authors were that they are both trained in, researching and drawing from a field that 

prioritises individuality and focuses on the mother, and the mother only. A field that goes 
beyond the usual individual popular psychological theories that explain the general ‘mindset’ 

or ‘psychological make up’ or personality type of a person. A field that goes beyond the usual 
psychological theories that are centred upon the mother-child dynamics, offering parenting 

insights/tips but not particularly shedding light on the maternal transition of the woman. Stern 
(1999) and Sacks (2017) are both psychiatrists who have dedicated their lives to working 

with mothers. Both of them are also psychoanalysts and they are both drawing from the field 
of psychoanalysis when addressing this less researched phenomena. For instance, Stern 

(1999) noted a significant discovery he made in his practice. He noticed that the general 
psychological theories do not explain the transition of a woman to motherhood.
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…members of the psychological community have relied on accepted theories when 
working with mothers. Most psychological theories are based on general principles 
that apply to a broad spectrum of people and the ways their minds function…I… 
realize that the traditional psychological models did not accommodate the influence of 
motherhood on a woman’s mindset…the uniqueness of the motherhood was a 
revelation. (Stern, 1999, pp.4-5)

Stern (1999) further explained why he felt that the general psychological theories fall short in 

explaining the phenomena of becoming a mother. 

Our mindsets organize our mental lives to make us the coherent individuals we 
are. Depending upon the orientation of a mental health professional, he or she 
will … use these theories to help a person understand his own mindset. No 
matter what theory is subscribed to, however, in none of them is motherhood 
viewed as anything but a slight variation on the already existing mindset. No-
one thought that a woman’s mental life could fundamentally change with the 
arrival of a baby. (Stern, 1999, p.5)

The last line of this quote is crucial in understanding why the perinatal mental health field will 

benefit from engaging with a field such as psychoanalytic research. A fundamental change in 
one’s mental life ‘with the arrival of a baby’ is a significant change that goes beyond the ideas 

of social ideologies of what a mother should and should not feel, and it goes beyond the 
medical conceptualisation of ill-health which operates on the scale of differences in kind, not 

in degree. Moreover, this line acknowledges that any woman, not just a particular kind of 
personality or with a particular history or experience, but any woman can experience such a 

fundamental change as she becomes a mother. Working with the principle of a difference in 
degree of suffering anxiety, distress, sadness, loss as expected as a woman becomes a 

mother is essential for the response to women within context of perinatal mental health and 
for the conceptualisation of the mental life of a woman. It can be argued that such a 

discourse is essential for the conceptualisation of the mental life of a woman in the perinatal 
period. 

However, one may ask why is the phenomena of birth so significant in relation to the mental 

life of a woman? What is it about being a mother that changes the fundamental structure of 
the woman’s mental life? Why not something else? Can something else outside the perinatal 

period, unrelated to the baby, change the fundamental structure of a woman’s mental life with 
similar intensity? Is there something particular about the female body that makes it 

susceptible to these fundamental mental changes when confronted with significant questions 
around phenomena that escapes language such as birth, death and sex? 

The previous two chapters have highlighted how important the questions of the 

conceptualisation of a ‘woman’, the idea of ‘femaleness’ and the construction of the female 
psyche are in relation to the perinatal period from a Freudian perspective. Chapter 6 next will 
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provide further evidence how such questions of the ‘being’ and the questions of one’s 

existence is best understood via a phenomenological approach. Psychoanalysis and 
phenomenological psychology have many intersections (Kupke, 2003; Lohmar and 

Brudzinska, 2012; Wertz and Olbert 2016; Stranghellini et al., 2019) that are beneficial to 
explore within the context of researching questions on ‘being’, ’becoming a mother’ within the 

context of perinatal mental health. Hence the next chapter will justify how the IPA methods 
employed in the qualitative study of this research and the paradigms chosen for this research 

are in line with the psychoanalytic paradigm and psychoanalytic enquiry. Chapter 6 thus 
delivers the second major component of the tripartite structure of this research. For now, it is 

essential to illustrate  that within the context of perinatal mental health, the phenomenological 
questions of birth,   and of ‘becoming a mother’ are being researched, studied and being 

incorporated in clinical work mainly by a certain group of professionals : psychiatrists who are 
also psychoanalysts, particularly, reproductive psychiatrists. This is what is echoed in the 

above quote by Stern (1999, p.5) and this is similar to the work of Sacks (2017).

In her article, Sacks (2017) outlined that the phenomena of ‘becoming a mother’ is much 
more than the usual ideas of a time of joy and pregnancy glow. Rather it is also a time to 

“experience worry, disappointment, guilt, competition, frustration, and even anger and 
fear” (Sacks 2017). An experience that is very individual and unique to each woman. Hence, 

any attempt at generalising will be far from the individual realities of women. This is very 
similar to the theoretical framework presented in Chapter 3 and 4 that illustrated the 

complexities experienced by Freud and his attempts at theorisation of the femininity, the 
endless turns and bends his research took to make sense of the female psyche throughout 

his career. As Chapter 7 will present the third major component of the tripartite structure of 
this research, it will become evident again that the same complexities involved in 

conceptualising the sense of ‘being a woman’ and/or a ‘mother’ are also evident in the 
account of the participants in this qualitative study. Here once again, it can be argued that 

there is a significant need for the psychoanalytic theoretical framework within the discussion 
of perinatal mental health. There is a clear lack of a discourse and theoretical framework that 

facilitates such conceptualisation and promotes such a perspective.

Considering that both Stern (1999) and Sacks (2017) are psychiatrists, have researched the 
area of maternal psychology for most of their life time and yet highlighting a gap in the 

literature, one can also argue that the medical model does not provide such perspective. 
Why? It is beyond the scope of this thesis to capture the shift at the centre stage of the 

mental health world that accounts for this gap in the literature. However, some of the reasons 
why the discipline of Psychiatry and the Psy-Disciplines so to speak (psychiatry, psychology, 
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psychotherapy) on a global scale maintain their distance from such perspective, namely the 

psychoanalytic perspective will be explored below. The reasons for such departure are not 
mainly clinical per say, but rather this is due to sociological, economical, political and several 

other reasons (Sultana, 2016; Decker, 2013; Rogers and Pilgrim 2005). It can be argued that 
in the dominant discourse of the medical model, signs and symptoms are tightly knitted 

together perhaps because the disciplines of Psychiatry and Psychology mostly draw from a 
pool of knowledge that heavily relies on social norms, statistical inferences such as prior 

probability, both inductive and deductive reasoning, and they prioritise the idea of 
argumentum ad populum. 

Considering that the social discourse is currently promoting a very different idea of what a 

mother should and should not be like than 20 years earlier, Sacks steered clear from the 
argumentum ad populum and further debunked the “Instagram-supermom” myth. While most 

social media platforms, celebrity news and the advertising sectors are trying to portray a 
particular ‘norm’ of motherhood, Sacks wrote,

supermom: a nurturing, organized, sexy-but-modest multitasker who glows during 
prenatal yoga and seems unfazed by the challenges of leaking breasts, dirty laundry 
and sleep training. This woman is a fiction. (Sacks, 2017)

It is important to highlight potential cultural biases in the above quote and that the relevance 
of the quote is perhaps only limited to a certain demography mainly within the western 

English speaking countries. However, the most noticeable factor in the quote was, who or 
what Sacks (2017) was drawing from in her article to highlight a pathway to make sense of 

this complex and unique transition of a woman to motherhood. Again, the theoretical 
framework presented in this thesis echoes Sacks’ sources. Sacks (2017) drew from six 

professionals in her article and all of these six professionals were psychoanalysts : Daniel 
Stern, M.D. (1990; 1995; 1999), Paola Mariotti, M.D. (2012), Rozsika Parker (2005), Joan 

Raphael-Leff, PhD (1990; 1993; 2000), D. W. Winnicott, M.D. (1953) and Rosemary H. 
Balsam, M.D. (2006; 2012). But why would Sacks (2017), a psychiatrist and a psychoanalyst 

herself highlight the work of only these six psychoanalysts within the context of 
understanding the transition that a woman experiences as she becomes a mother?

The above seven scholars and clinicians are paramount figures within the very small 

research area of perinatal mental health. The significance of their work lies in the very fact 
that all of these clinicians have noticed that motherhood has a significant impact on the 

mental world of a woman. Moreover, whether the scholars agree or disagree with the nitty-
gritty of the psychological theories, they all seem to draw references from the psychoanalytic 

field to make sense of the mental world of the woman ‘becoming a mother’. 
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Considering the following factors — the research question of this study, the rationale outlined 
above, the newly created posts for the midwives within the new perinatal mental health units 

across the Republic of Ireland, the gaps in the literature, the newly emerging general 
emphasis and/or discourse on perinatal mental health beyond the medical world within the 

wider society and the researcher’s own link to the psychoanalytic field — Sacks’s (2017) 
article provided the researcher with the much needed direction and affirmation. 

Retrospectively speaking the data of this research confirms that the direction chosen by this 
research was indeed the best possible one at that moment. The results of this study reflect 

that there is a clear need for paying attention to the singular experience of the woman 
‘becoming a mother’, an essential ingredient for the delivery of perinatal mental health care. 

Because as this research is demonstrating via its tripartite structure, not everyone sails 
through the transition of motherhood and while there are several risk factors that can be 

identified, nothing can prepare one to predict for sure who will sail through and who will not. 
As the qualitative data from this research also suggests (presented in Chapter 7), there is a 

clear lack in theorising motherhood in a sense that every participant can only draw from their 
own experience of mothering or being mothered to make sense of what it is like to ‘become a 

mother’. For a sector that prides itself on scientific validity, when it comes to the question of 
conceptualising motherhood, this does not reflect appropriate rigour.

5.3 Contemporary theories on maternal psychology in psychoanalysis? 

This research has uncovered a significant gap in literature the facilitates articulation of the 

transition of a woman that she experiences as she becomes a mother. This is a significant 
aspect of maternal psychology within the field of perinatal mental health that needs to be 

addressed. The following section will focus on the contemporary psychoanalytic theories 
quoted in Sacks’ (2017) article. These theories will aid the understanding of the phenomena 

of ‘becoming a mother’ for not only the midwives but for any professionals looking to 
specialise in the field of perinatal mental health. The following discussion will focus on 

Stern’s (1999) work.

5.3.1  Motherhood Mindset (Stern, 1999)

‘Motherhood Mindset’ is a concept referred to by Stern (1999, p.4) and in the opening pages 
of his book he wrote,
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The motherhood mindset is not born at the moment the baby gives its first cry. 
The birth of a mother does not take place in one dramatic, defining moment… 
What produces this motherhood mindset? How is it unique to each woman, yet 
shared by all mothers? What phases does it pass through? And how can you 
identify the passages of this remarkable new inner realm and learn to navigate 
its waters? … We start at the beginning: Who exactly is a mother, and is she 
inherently different from other women? … it strikes at the most basic 
assumptions held by the psychological and therapeutic communities. 

At the inception stage of this research, the above questions highly resonated with the 

researcher. From that point forward the research aimed to understand “the most basic 
assumptions held by” the midwives about the phenomena of becoming a mother. Similar 

questions were asked by the researchers to the participants of this research and the results 
suggested (see Chapter 7) that it was the right avenue to take. Because, a glimpse into the 

current assumptions held by the midwives is the crucial insight that facilitates further 
knowledge-share, better service provision and the development of training and support 

facilities for the front line workers. 

5.3.2 Identity shift - change in mindset 

As mentioned above, in relation to Stern’s work (1999) Sacks (2017) outlined, "becoming a 

mother is an identity shift, and one of the most significant physical and psychological 
changes a woman will ever experience”. The idea of a change in identity is central in Stern’s 

work and the term ‘mindset’ denotes the woman’s psychological makeup. Stern (1999, p.5) 
clarified this idea in the following way.  

A person’s mindset is thought to last a lifetime…No one thought that a woman’s 
mental life can fundamentally change with the arrival of a baby… In the course 
of becoming a mother I realized a woman develops a mindset fundamentally 
different from the one she held before, and enters a realm of experiences not 
known to non-mothers. No matter what a woman’s previous motives, 
vulnerabilities, and emotional reactions, when she becomes a mother, she will, 
for a time, operate from an entirely new mindset. This motherhood mindset 
pushes her preexisting mental life aside and rushes forward to fill the centre 
stage of her inner life, giving it a different makeup entirely. 

In recent times there have been ample research in the perinatal period and the psychological 
health of the mother from several research aspects. The claim “no one thought…” in the 

above quote may not be entirely reflective of the research world of today. For instance, 
Punamaki et al (2006, p.230) noted, "the transition to parenthood involves considerable 

psychological, social and physiological changes”. The term “considerable” is worth noting 
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here. Similarly, Brassell et al. (2020, p.69) wrote, “the perinatal period is a time of significant 

transition for women, with changes in maternal mental health from pregnancy to 18 months 
postpartum”. “Significant transition” is the key message here. Regardless of the background 

of the research, the transition of the woman’s psychology is addressed more or less in the 
current world of perinatal care. However, depending on the researcher’s background and 

research question the investigation of the “significance” of the transition has been conducted 
differently. Similarly, Zdolska-Wawrzkiewicz et al (2020, p.2) highlighted the mechanism of 

the transition as below using attachment theory, an entire different form of investigation that 
has remained outside the scope of this thesis. 

The formation of one’s identity as a mother begins in childhood with a female 
identifying with her parents. The decision to have a child and the pregnancy 
itself, intensify the formation of a maternal identity. This process is particularly 
intense in the second trimester of pregnancy. Subsequently, by about four 
months after birth, one’s self-image as a mother becomes ‘autonomous’ and 
separates from the image of one’s mother as a mother 

In relation to Stern’s (1999, p.5) above quote, the question remains, how do we make sense 
of this entirely new psychical makeup of the woman that is drastically different than before 

she entered the matrescence? In light of the findings of this research, it would be beneficial 
to rephrase the question to : are the perinatal mental health professionals including the 

midwives, the nurses, the social workers, the psychologists and the psychiatrists prepared to 
make sense of something that may seem to be making very little sense or even may seem 

as non-sense? Is paying attention to the so-called ‘nonsense’ important? What sense can be 
made out of something that seems ‘nonsense'? Stern’s work (1999) can provide some clue 

to those questions. 

5.3.3 Three phases of motherhood - Stern (1999)

Stern (1999, pp.21 - 22) outlined three phases of motherhood which although at times may 

seem a little too neatly-tied than the messy-reality of motherhood, but for the purposes of this 
discussion it is worth noting : 

1) The preparation phase which includes the nine months of pregnancy, the actual birth of 

the baby and the months following the birth when the mother is getting use to the new 
routine, new lifestyle as her new “mindset” is developing. 
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2) The second hurdle phase, “forging an intimate relationship with your baby”, where one’s 

“personal history of relationship” and one’s subjective “experience” of “intimacy” play a 
significant role in the woman’s life (Stern, 1999, p.21). 

3) The final phase, “the basic step of motherhood” where the mother seeks “validation and 

encouragement from other mothers”, including “confronting” one’s relationship with their 
“own mother” (Stern, 1999, p.22). 

Stern (1999) suggested that as the pregnancy progresses, the foetus grows, the motherhood 

mindset begins to take its shape and so does the idea of the imagined-baby in the mother’s 
mind, the imagined-mother, the imagined-father, the imagined-grandparents and so on. In 

other words, Stern (1999, p.32) suggested that the woman’s psyche imagines at its full 
capacity both awake and in sleep about how it is going to be as she becomes a mother.  

Stern (1999, p.32) particularly highlights the following questions, perhaps unformed and 
unarticulated weaving in and out of the woman’s mind at the preparation phase. 

Who is this baby? How will I be as a mother? How will my perceptions of myself 
and the life I have been leading change? What will happen to my marriage? My 
career? My relationships with my family and friends? And most persistent, How 
will the delivery be? And will my baby be born healthy? These preoccupations 
provide the raw material you work in preparing your motherhood identity…
grapple with them on and off…during the…pregnancy. For some it is a gradual 
process. For others, there are dramatic moments of reappraisal and 
redefinition. 

Stern (1999) further highlighted more of these unformed, unarticulated questions that he 
believed may “flicker across” the mind of the woman at her second hurdle phase. This is 

when they begin to have a relationship with their babies while being reminded or tormented 
in some cases by their own past experiences of relationships and intimacy. Stern (1999, pp.

21 - 22)  wrote, 

Will I love this baby? Will he or she love me? Will I be able to tell if our 
relationship is a good one? Will I be able to read my baby’s signals and how to 
respond to what she needs? How do I love this little being? 

Questions such as these are central to the experiences of the woman as she ‘becomes a 
mother’. The answer to these questions are very subjective and yet at some level very 

familiar. It is essential that the specialists in the perinatal mental health field have themselves 
had the opportunity to reflect on these questions at a training level to find their own position 

and become aware of their own worldview. Any training scheme that aims at preparing 
specialists within the perinatal mental health field must include these questions and allow the 
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discussion around the formulation and impacts of these questions. As illustrated in Chapter 3 

and 4, the question of what am I? and am I lovable? — are questions that are central to the 
subject construction from a psychoanalytic perspective. 

Outside the context of research and clinical practice, these questions may seem as 

‘nonsense’ and unnecessary to some. However, it is important to note that cognitive 
distortion is a common occurrence in the perinatal period and that reality checking does not 

always help the distortion to clear up. Because such distortions may be affecting one’s 
cognitive abilities, but their point of origination is not necessarily their cognition. Hence, while 

reality checking and assurance is welcoming and beneficial to a patient, it may also seem as 
subtle messages that there is no logical explanation or evidence for your experience of 

psychological difficulties. 

Subjective realities are real, even though they contradict the perceived reality of the listener 
and even though there is no evidence to back up the reasons of doubts and uncertainty felt 

by the speaker — this is the very beginning of conceptualising the experience of motherhood 
by learning to make sense out of what is otherwise considered as non-sense. Even if there is 

no evidence of X being unloving, unkind or not pretty, X may still experience and fear the 
worst. X’s account and complaints may seem irrational and nonsensical. But reality checking 

is not going to magically make X see things differently. Rather listening to her ‘non-sense’ 
can provide the clue to make sense of her experience and psychoanalytic literature 

demonstrates that understanding and cure are two sides of the same coin. This concept that 
non-sense can make sense, must be at the very foundational level of any perinatal mental 

health training where subjective realities are considered as real and independent of what is 
otherwise labelled as ‘logic’ and ‘evidence’. Because essentially, the human psyche defies 

logic. But why are these questions so central in a woman’s life as she becomes a mother that 
they overtake everything else? Everything else including the joy of the simple sight of her 

newly born beautiful little baby? How can these questions be so powerful? 

5.3.4 Transition - Matrescence - Adolescence 

Is transition a relevant term to describe the phenomena of ‘becoming a mother’? Is there 
even a term that exist that refers to the “developmental framework for the transition to 
motherhood” (Athan 2018)? Dr. Athan is a scholar who aimed to respond to that question in 

the recent times. Athan (2018) “applies a feminist-informed, positive psychology and spiritual 
wellbeing framework in addition to traditional clinical and psychoanalytic lenses to her 
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scholarship and women's narratives” with an aim to understand the transition to motherhood. 

During her clinical psychology training Dr. Aurelie Athan, a reproductive psychologist at the 
Columbia university “was unable to find good explanatory models for the psychological 

transition to motherhood” despite “an extensive literature review of all of the scientific studies 
in the past 25 years, in a variety of disciplines, including psychology, psychiatry, medicine, 

nursing and others” (ibid). She then came across a medical anthropologist and a Columbia 
University graduate, reproductive psychologist Dana Louise Raphael’s thesis (1926–2016). 

Raphael (1973) coined the term Matrescence which is similar to the term Adolescence. 
Raphael believed that a similar transition is experienced by the woman as she becomes a 

mother to what a child experiences while transitioning to adolescence. According to her 
student Athan (2018) the following is a working definition of this term. 

…developmental passage where a woman transitions through pre-conception, 
pregnancy and birth, surrogacy or adoption, to the postnatal period and 
beyond. The exact length of matrescence is individual, recurs with each child, 
and may arguably last a lifetime! The scope of the changes encompass multiple 
domains --bio-psycho-social-political-spiritual-- and can be likened to the 
developmental push of adolescence. Increased attention to mothers has 
spurred new findings,  from neuroscience to economics, and supports the 
rationale for a new field of study known as matrescence. Such an arena would 
allow the roundtable of specialists to come together and advance our 
understanding of this life passage. 

Matrescence is a term that Athan (2018) through her teaching and talks promoted. Her 
promotion of the term is aimed at providing a “developmental model of motherhood to 

normalize the psychological transition women were experiencing”, and later on the term 
appeared on The New York Times article the Birth of the Mother (Sacks, 2017) as described 

above and on Ted talk by Sacks (2018). Zimmerman (2018) refers to Athan’s revival of the 
term and wrote, “The term deliberately evokes the passage into adulthood — adolescence — 

though the two aren’t exactly on equal footing in our collective consciousness”. The 
Cambridge Dictionary (2019) added an entry for matrescence as a specialised social science 

term that describes “the process of becoming a mother : Those physical, psychological and 
emotional changes you go through after the birth of your child now have a name : 

m a t r e s c e n c e ” . D a n a R a p h a e l ( 1 9 7 5 , c i t e d i n w w w. p b b m e d i a . o rg a n d 
www.matrescence.com) described the term matrescence in the following way. 

The critical transition period which has been missed is matrescence. the time of 
mother-becoming...Giving birth does not automatically make a mother out of a 
woman...The amount of time it takes to become a mother needs study.

Similar to Raphael (1975), Athan and Reel (2015) too highlighted the need to develop the 

emerging field of maternal psychology and situated the framework for and of matrescence, 
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the transition to motherhood at the intersection of feminism and developmental psychology. 

Sacks (alexandrasacksmd.com, 2018) described matrescence as the following. 

The birth of a mother involves similar hormonal and identity transitions to 
adolescence, and yet this natural process is often silenced by shame or 
misdiagnosed as postpartum depression. Perhaps instead we should be giving 
it a name: matrescence.

Sacks (2019), the reproductive psychiatrist described the term by situating her research at 

the intersection of biochemical and developmental psychology. 

…descriptions of discomfort are natural to matrescence, and not diagnostic of 
any specific disease. It’s no coincidence that matrescence sounds like 
adolescence. Both are times when body morphing and hormone shifting lead to 
an upheaval in how a person feels emotionally, and how they fit into the 
world. And like adolescence, matrescence is not a disease, but since it’s not in 
the familiar medical vocabulary, it’s being confused with a serious condition 
(that deserves its own expanded outreach, research, and advocacy) called 
Postpartum Depression.

Sacks (2017) further focused on the similarities between adolescence and the transition to 

motherhood by addressing the phenomena of hormonal changes and wrote, 

From a neuroscientific point of view, the emotions of matrescence are as much 
about chemical shifts in your brain as they are about the stuff that science can’t 
explain. Estrogen and progesterone are coursing through the receptors in your 
brain when you lose your temper with your mother, partner, and/or friends. 

The whole idea of ‘becoming a mother’ in the general discourse relies heavily on hormonal 

theories and yet the literature review on hormonal theory presented in Chapter 2 of this 
thesis echoes Sack’s (2017) comment above. At the same time the term matrescence  

attempts to draw parallel between the hormonal changes in the adolescence and the 
perinatal period. While hormone theory is certainly accounts for the part of the experience, it 

does not however account for the psychological disturbances experienced at the level of 
subjectivity, at level of ‘being’. As will be presented in Chapter 7, the results of the qualitative 

research will further support the proposal that, matrescence provides a much needed 
keyword within the perinatal mental health world, however it does not explain the complex 

subjective psychological turmoil experienced by women as they ‘become a mother’. How 
else do we speak about the change that the woman experiences as she transits through 

motherhood? However, it is important to highlight that matrescence may not be the ideal 
theorising tool for all as it includes a spiritual dimension, which is goes beyond the empirical 

world of research. For example, Thomas (2001) drew analogies with the Judo–Christian 
traditions and interpreted matresence as a spiritual formation. Walsh referring to their study 
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(2006, p.234) highlighted how the role of the birthing attendants can be interpreted as 

nurturing and protective in light of the spiritual formation of matrescence in the flowing way. 

Using neglected Old Testament imagery of the fecundity of God in giving birth to 
creation, of nurturing the people of Israel as a mother suckles her child at the 
breast, and of protecting the nation from harm as a hen protects its chickens, 
she argues for a new spiritual examination of birth as a ‘rites of passage’ 
experience. It is these images of nurture and protection that can be applied to 
the caring by the birth attendants here.

This spiritual dimension of matrescence (Thomas 2001) where pregnancy considered as a 

combined subject (two in one), and the phenomena of childbirth conceptualised as the 
splitting of the subject, an extension of one (one becoming two) (Walsh 2006) raises further 

questions in relation to medical ethics, a topic that has remained beyond the scope of this 
research. 

5.4 Similarities in diversity 

Sigmund Freud introduced psychoanalysis to the world with his The Interpretation of Dreams 

in 1901. There has been a wealth of knowledge accumulated since then as various theorists 
and clinicians have continued their psychoanalytic research in various fields of life. Thus, 

there are variations both in theories and terminologies within the psychoanalytic field of 
research just as any other areas of research. The seemingly slight differences in the existing 

psychoanalytic ideas within the context of perinatal mental health is worth highlighting here 
because there are similarities in this diversity. The most striking similarity is that no matter the 

school, psychoanalytic perspectives recognise that a woman’s psyche experiences structural 
changes as she becomes a mother and that addressing the question of the complexities 

involved in her ‘becoming a mother’ is essential  in providing perinatal mental health care. 
Language may fail to grasp the complexities that a woman experiences as part of ‘becoming 

a mother’. Hence, speaking about her experience of ‘becoming a mother’ may not always 
seem neatly-tied and/or seemingly logical i.e. making sense. However, speaking about her 

experience of ‘becoming a mother’ is essential, even though it does not make sense, even 
though it seems nonsense. Psychoanalysis tolerates ‘nonsense’ because it prioritises 

speech. Hence, a psychoanalytically informed front line worker will respond differently to their 
patients experiencing mental health difficulties in the perinatal period, than someone who is 

not psychoanalytically informed. A psychoanalytically informed position presumes that 
childbirth and motherhood are time that should be expected to bring about upheaval in a 

woman's psychological equilibrium. Despite the diversity in the psychoanalytic literature, the 
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field of psychoanalysis provides theoretical groundings that go beyond hormonal theories, 

theories of cognitive distortions and tolerate phenomenological questions about ‘being’. Thus 
a rigorous theoretical framework based on psychoanalytic literature should be included in the 

training for midwives and other professionals in the perinatal clinical setting. The question is, 
why has it not? 

5.5 Psychoanalytic research and the ‘Psy-Disciplines’ 

It is beyond the scope of this research to discuss the relation between psychoanalysis and 
the disciplines of psychiatry and psychology. The following is aimed at situating 

psychoanalytic research method within the discussion of perinatal mental health. 
Psychoanalytic research has been the very foundation of psychiatric training up until 1960’s 

in the United States of America. 

By the 1980’s and 1990’s majority of the psychiatric training programs in the US shifted away 
from their foundational component of psychoanalysis, biological psychiatry came to the fore, 

and psychoanalytic training was no longer restricted to the profession of psychiatry. 
Especially in the 1990’s with the emergence of the “Decade of the Brain” psychiatrist-

psychoanalysts became a minority group across the globe continuing with their 
psychoanalytically informed clinical practice and research, but the landscape has begun to 

change in recent times (Ruffalo, 2019). Psychiatrist-psychoanalysts are still a minority group 
within the Irish context, however interestingly within the Irish perinatal mental health 

landscape, psychiatrist-psychoanalysts are not a minority group in modern times. This is a 
very similar streak noticed by the researcher in the Sacks (2017) article where Sacks too 

draws from psychiatrist-psychoanalysts to understand the psychological experiences of a 
woman ‘becoming a mother’, not to mention Alexandra Sacks herself is a psychiatrist-

psychoanalyst. One could ask, what is it about the field of perinatal mental health that 
influences the discipline of Psychiatry’s engagement with the field of psychoanalytic 

literature? The answer is embedded in details in the results section of this research (see 
Chapter 7).

5.6 Conclusion 

This chapter was an extension of the previous two chapters that provided scholarly close-
reading of Freud’s texts from 1931 and 1933, This chapter outlined the contemporary 
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psychoanalytic perspectives from within the perinatal mental health field. The article The 

Birth of the Mother (Sacks 2017) has been a key literature in this chapter as it played a 
significant role in the design of this research. This chapter aimed at providing the reader with 

some contemporary psychoanalytic theories on maternal psychology. The chapter also 
highlighted that there are similarities among the diverse field of psychoanalytic research and 

one of the most striking similarity is that no matter the school, psychoanalysis prioritises 
individuality and considers the phenomena of ‘becoming a mother’ as an essential 

experience to study and research within the field of perinatal mental health. The chapter also 
provided a brief background of the current position of psychoanalytic research within the 

‘Psy-Disciplines’. This was done with the aim to illustrate that there is a wider demand in the 
current discourse both within and outside the clinic to address the question of ‘becoming a 

mother’ and psychoanalysis is better equipped than any other discipline to address questions 
that has hit the limit of one’s ability to make sense. The next chapter will present the second 

major component of the tripartite structure of this research. The following chapter will pick up 
on the question of the similarities between the psychoanalytic paradigm and the interpretive 

phenomenological paradigm. 
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Chapter 6 : Methodology 

6.1 Introduction 

This is the second major component of the tripartite structure of this research. The first part 

was the close scholarly reading of Freud’s texts Female Sexuality (1931) and Femininity 
(1933) illustrated in Chapter 3 and 4. Added to this in chapter 5 there is the representation of 

a contemporary discussion of the response to perinatal mental health difficulties which 
unequivocally promotes a psychoanalytic framework. The third part will be presented in 

Chapter 7 the results of the qualitative study conducted with Irish midwives. This Chapter 6 
will focus on the methodology and methods used in the process of conducting the qualitative 

research. 

The three main aims of this chapter are as follows. 1) Demonstrate reflexivity and 
transparency to the readers by providing detailed account of the researcher’s ontological and 

epistemological position; 2) Illustrate the methodological and paradigmatic approaches 
employed to conduct this qualitative study in detail; And 3) highlight the appropriateness and 

importance of using certain research paradigms such as critical, interpretive and 
phenomenological when exploring basic human events such as birth, death, the question of 

‘being’ such as being a woman or a man, and the similarly the question of this study : 
’becoming a mother’. 

This chapter will illustrate how certain aspects of these paradigms are similar to 

psychoanalytic paradigm. The previous chapters illustrated that the experience of ‘becoming 
a mother’ is complex, psychological and cannot be reduced to a biological explanation. It is 

now essential to illustrate in detail how future researches that aim to explore the question of 
being, will benefit from employing methodologies similar to that are employed in this 

research. 

The chapter is organised into the following sections. Section 6.2 will highlight the main 
research question that has been central to the two components of the research process : the 

theoretical component and the qualitative study. Section 6.3 will outline the aims and 
objectives of the research. Section 6.4 will introduce the reader to the researcher’s world-

view by providing a brief overview of the researcher’s theoretical position as the interviewer 
by using two significant metaphors. Section 6.5 provide details of the research paradigm 

used in this research including the epistemological and ontological position held by the 
researcher, and the rationale and the theoretical background of the paradigm chosen for this 

research. Section 6.6 will introduce the concept of Interpretive Phenomenological Analysis 
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(IPA). Section 6.7 will outline the key features of IPA. Section 6.8 will describe the research 

design including the sampling strategy used, the recruitment process, the selection process 
and details of the participants. Section 6.7 will address the question of ethics. Section 6.8 

will describe the research design including the sampling method, recruitment process, 
selection and exclusion criteria, participants’ background,  data generation process, data 

storage and the data analysis method. Section 6.9 will outline the IPA data analysis method 
in detail. This is done by outlining the three existing methods of IPA data analysis method 

that influenced the data analysis process in this research. Section 6.10 will provide detailed 
step by step guide of the seven stages of data analysis used in this research.  Section 6.11 

will highlight the data saturation process of this research. Section 6.12 will address the 
question of validity. Section 6.13 will address the issue of validity particularly within the 

context of research that heavily relies on interpretation. Section 6.14 will highlight how this 
research has demonstrated achieving validity by incorporating the recommended Five 

attributes of comprehensive interpretation within the research context. Section 6.15 will 
address the question of reliability within  the context qualitative research and demonstrate 

how this research has followed the existing recommendation for ensuring reliability. Section 
6.16 will address the question of objectivity and demonstrate how this research has 

maintained an objective view through out the research  process. Section 6.17 will outline the 
research have demonstrated Quality Assurance by satisfying the recommended guidelines of 

the Eight Big Tent. Finally, Section 6.18 will outline the limitation of the study and  Section 
6.19 will make further recommendations. 

6.2 Research question

What is the experience of the midwives working with patients experiencing mental health 
difficulties during the perinatal period?

6.3 Aims and Objectives  

The primary aim is to understand how do the midwives make sense of their experience of 

working with patients experiencing and/or struggling with mental health difficulties during the 
perinatal period. How do they respond to their patients presenting mental health difficulties 

during this period? This research aims to understand what presuppositions and/or theories 
are currently being used (if any) by the midwives to make sense of their experiences of 

working with such patients and how have the midwives acquired these presuppositions and/
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theories. This research also aims to identify whether the existing lenses or presuppositions or 

theoretical frameworks being used by the midwives to make sense of their experiences, 
relate to the field of the psychoanalytic research, and the conceptualisation of femininity and 

motherhood. 

The objectives are to conduct in-depth interviews with selected midwives using carefully 
structured questionnaire, record the interviews, transcribe the data and analyse using 

specific techniques that prioritise and validate the complex work of double interpretation. The 
double interpretation process includes the following : 1) midwives interpreting their 

experiences and 2) the researcher interpreting midwives’ interpretation of their experiences. 

6.4. Overview of the researcher’s position as the research-interviewer - 

the miner and the traveler metaphors 

The researcher’s main aim was to primarily ask questions that will help the researcher 
understand the experience of the midwives. The process of constructing the design of this 

research and especially while constructing the questionnaire, the researcher was being 
guided by the following two metaphors. The researcher aimed at occupying a position that 

strikes a balance between the following two positions : 1) an interviewer similar to a miner 
looking to uncover the truth, seeking “nuggets of knowledge”, and 2) an interviewer that is 

similar to a traveler who roams freely in unknown territories sometimes with a map, 
sometimes without, and questions the natives along the way to bring home tales-to-tell. 

In a miner metaphor, knowledge is understood as a buried metal, and the interviewer 
is a miner who unearths the valuable metal. The knowledge is waiting in the subject’s 
interior to be uncovered, uncontaminated by the miner. The interviewer digs nuggets 
of knowledge out of a subject’s pure experiences…the nuggets may be understood 
as objective real data or subjective authentic meanings. A research interviewer strips 
the surface of conscious experience, whereas a therapeutic interviewer mines the 
deeper unconscious layers. (Kvale and Brinkmann, 2009, p.48)

…in the traveler metaphor the interviewer is a traveler on a journey to a distant 
country that leads to a tale to be told upon returning home. The interviewer-traveler 
wanders through the landscape and enters into conversations with the people he or 
she encounters…explores… the country, as unknown terrain or with maps, roaming 
freely…Latin meaning of conversation as “wandering together with” walks along …
asking questions…encouraging them to tell their own stories of their lived world…
journey may not lead to new knowledge; the traveler might change as well…new 
ways of self-understanding…uncovering previously taken-for-granted values and 
customs in the traveler’s home country. (Kvale and Brinkmann, 2009, p.48-49)
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The concept of knowledge in the above two quotes may seem as two opposite end of the 

spectrum : the miner metaphor - knowledge is given, and the traveler metaphor - knowledge 
is constructed. But such binary interpretation may lead to the idea that the former reflects a 

positivist paradigm and the latter reflects an interpretive paradigm. There are dangers in 
indulging in such oversimplification of research paradigms that overlook the complexities of 

the above two metaphors and tie them neatly into two separate camps. This issue of the 
attempting to neatly tie research paradigms in separate categories in general, and especially 

the question of which camp does this research belong to, have been discussed in detail 
through out this chapter. 

In relation to the above metaphors, Kvale and Brinkmann (2009, p.49) agreed that these two 

processes dictate different “rules of the game”, but also there are exceptional circumstances 
where they are not so “different” after all. For example, in the miner metaphor, the process of  

the interview can be regarded as a “site of data collection separated from the later data 
analysis” (ibid). Whereas, in the traveler metaphor “interviewing and analysis” are 

conceptualised as “intertwined phases of knowledge construction”, while the emphasis 
remain on the idea that the “narrative” will be told to an “audience” (Kvale and Brinkmann, 

2009, p.49). Within the context of this research, both of these positions are relevant and 
beneficial. Hence, the researcher have used both positions of a miner and the traveler while 

conducting the interviews with the midwives, adopting a more dynamic approach to the 
process of interviewing and researching. 

This is also the position of a psychoanalytic researcher while conducting a psychoanalytic 

interview, confirmed by Kvale and Brinkmann (2009, p.49) as they wrote “some traditions 
may imply both metaphors, such as psychoanalysis, where the narrative constructions of 

case histories come closer to a traveler conception of knowledge”. This is especially befitting 
as Freud had used several archeological metaphors in his writings in relation to the studies 

on unconscious, where the subjective truth is hidden and the process of analysis excavates 
or unearths the hidden references (Bernfeld, 1951, pp.107 - 128). This researcher being 

trained in psychoanalytic tradition is familiar with such dynamic processes of psychoanalytic 
research through psychoanalytic interviewing. However, it is not just the discipline of 

psychoanalysis, rather it can be argued that a research paradigm located between the realist 
and relativist paradigms uses this technique. The following section of this chapter will aim to 

illustrate this. This researcher aims to situate herself somewhere between the contrasting 
paradigms and employ both a critical and an interpretive approach to ontology and 

epistemology. These positions are described in detail through out this chapter. Such position 
includes some aspects of positivism such as Socratic truth-seeking and some aspects of 
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phenomenology such as in-search of understanding the essence of a phenomena. The 

following sections of this chapter illustrate this position in detail. In short, the above two 
metaphors may seem contrasting, but they can coexist in the same research, they are both 

applicable to realism and relativism, and to everything in between on the spectrum of 
research paradigms, and they also reflect a psychoanalytic research paradigm (Kvale and 

Brinkmann, 2009).

We should note, that miner metaphor pertains not only to positivist and empiricist 
data collection, but also to a certain extent to Socrates’ pursuit for preexisting truths, 
to Husserl’s search for phenomenological essences, and to Freud’s quest for hidden 
meanings buried in the unconscious… (Kvale and Brinkmann, 2009, p.49)


6.5 Research paradigm 

Howitt (2016, p.527) noted that ‘research paradigm’ refers to the “broad way of conceiving or 
understanding a particular research area…generally accepted by the scientific/research 

community”. This section will outline the particular and broad ways this researcher aimed to 
understand the research topic using research terminologies.

Paradigms are preferred ways of understanding reality, building knowledge, and 
gathering information about the world. A researcher’s paradigm can differ on the basis 
of ontology (the nature of reality), epistemology (the nature of knowledge), axiology 
(the values associated with areas of research and theorizing), or methodology 
(strategies for gathering, collecting, and analyzing data). (Tracy 2013, p.38) 

From the above definition of paradigm, it can be proposed that the paradigm used in a 

research is the prime indicator of the researcher’s world-view. The following sections will thus 
address the fundamental questions such as what are the researcher’s preferred ways of 

understanding the world and beliefs about ‘reality’ and ‘knowledge’? This is an important 
question to address in detail because reflexivity and transparency are essential qualities of a 

responsible and an ethical researcher. 

6.5.1 Overview of the paradigmatic approaches used 

Tracy (2013, p.48) outlined four primary paradigmatic approaches based on the following 

three criteria : 1) ontology i.e. the researcher’s belief about reality, 2) epistemology i.e. the 
researcher’s belief about knowledge and 3) the goal of the research i.e. what is it that the 
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research aims to achieve. According to Tracy (2013, p.48) based on these three criteria, the 

four paradigmatic approaches are: a) positivist and post positivist, b) interpretive, c) critical, 
and d) post-modern/ and post-structural approach. This research situates itself between b) 

the interpretive and c) the critical approach. 

Within an interpretive paradigm the researcher believes that reality is “socially constructed”, 
that knowledge is “produced”, “dependent”, “subjective”, and “co-created”, and such research 

usually aims to “understand why and how” and seeks “to provide opportunities for participant 
voice” (Tracy, 2013, p.48). Within a critical paradigm according to Tracy (2013, p.48) the 

researcher believes that reality is "constructed through power relations and shaped over 
history”, that knowledge is “mediated, hidden, distorted and produced through power 

relations”, usually the goal of such research is to “ask ‘what should be?’ to improve and 
transform” and the research may also aim “to disrupt power relations”. In light of Tracy’s 

(2013, p.48) overview of paradigms, the paradigmatic approach of this research is primarily 
interpretive but is also critical. 

6.5.2 Ontology of the researcher 

According to the Oxford Dictionary ‘ontology’ is “the branch of metaphysics dealing with the 
nature of being”. Within the context of research the term ontology refers to “One’s 

philosophical beliefs about what constitutes social reality, and especially whether realities are 
singular or multiple” (Yin, 2015, p.338). Within this research, the question is whether the 

researcher believes that the diversity of the various midwives’ experiences are multiple 
realities, equally true, even if contradictory to one another? Or does the researcher believe 

that there is only one reality, one particular experience of working with patients who 
experience perinatal mental health difficulties, and that all other experiences are not real. 

Ontology is “a traditional branch of philosophy, which is concerned with the nature of 

reality” (Tracy, 2013, p.62). The term can be traced back to the Greek words ontos for 
existence or being and logos for rational account, and in classical philosophy, ontology was 

referred to as “the philosophical science of being” (Given, 2008,  p.577). Ontology 
investigates “basic questions of the universal forms of existence” (ibid). In light of Tracy’s 

(2013, p.48) overview of paradigmatic approaches, this researcher’s ontological position is 
both interpretive and critical. The researcher believes that reality is socially constructed 

through time and history, which are entities that are beyond the current here and now 
approach, that reality has existed before and will continue to exist in future, and that reality is 
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enmeshed with the complex power relations that can be interpreted and disrupted only to 

some extent but not in its entirety. The researcher thus acknowledges that the midwives’ 
accounts captured in this research represent their reality. Reality that have been socially 

constructed through time and history including their time as a human on this planet and their 
time of training and employment. But also that their reality is intertwined with complex power 

relations arising from the various fields such as personal, social, educational and the field of 
their employment. The researcher also acknowledges that the interpretation of the midwives’ 

reality has its limitation, that it is not possible to capture in their entirety their experience of 
working with and witnessing patients struggling with mental health difficulties in the perinatal 

period. 

6.5.3. Epistemology of the researcher 

Epistemology is the philosophical discipline that studies the evaluative dimensions of 
cognition, their metaphysical bases, and the language we use to ascribe cognitive 
states. (Turri, 2014, p. xi) 

The Oxford Dictionary describes the term ‘epistemology’ as, "the theory of knowledge, 

especially with regard to its methods, validity, and scope, and the distinction between justified 
belief and opinion”. Epistemology is at the heart of the discipline of Philosophy that 

investigates the “sources and limits, rationality and justification of knowledge” (Given, 2008, 
p.264). The term derives from the Greek terms Episteme for knowledge, Logos for reason or 

rational account, and it first appeared in its current form in English “during the mid-19th 
century” (ibid). Epistemology described by Yin (2015) is as follows. 

The philosophical underpinnings of researchers’ beliefs regarding the nature of 
knowledge and how it is derived or created. The particular belief represents a 
person’s epistemological position. (Yin, 2015, p.335)

The three central questions in epistemology are : “What is knowing? What is the known? 
What is knowledge?” (Given, 2008, p.264). Respectively, within the context of this research, 

the  questions  will be : 1) What does the researcher believe as ‘knowing’ about perinatal 
mental health by exploring the midwives’ experience? 2) What does the researcher consider 

as ‘known' about perinatal mental health by conducting this research? And 3) what would the 
researcher consider as ‘knowledge’ within the context of perinatal menial health? 

As mentioned above, this researcher’s epistemological position is both interpretive and 

critical. In line with Tracy’s (2013, p.48) overview of paradigmatic approaches described 
above, this researcher’s epistemological beliefs are similar to that of the interpretive 
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paradigmatic approach. The researcher believes that knowledge is subjective, is co-created, 

is dependent on experiences, is value-laden and not value-free. At the same time, this 
researcher’s epistemological beliefs are similar to that of the critical paradigmatic approach. 

Hence, this researcher also believes that the production of knowledge is mediated through 
power-relations and hence knowledge can be distorted and hidden. Thus to the researcher, 

knowledge can be both subjective and a product of power-relations.  

In light of the above three central questions of epistemology, the researcher thus believes the 
following. 1) ‘Knowing’ within the context this research is capturing the midwives’ experiences 

of working with patients, their account of what motherhood is, of what femininity is and how 
they are connected to the research question if at all. 2) ‘Known’ within the context of this 

research are as the following : The existing literature, studies, policy documents within the 
field of perinatal mental health; The presence / absence of theoretical frameworks that 

conceptualise the phenomena of ‘becoming a mother’ and their availability / unavailability to 
the midwives and other relevant health professionals; That which is articulated by the 

midwives in their own words during the interview process, as they were drawing from their 
work and personal life, namely their felt experiences articulated and gathered as data in this 

research. 3) ‘Knowledge’ within the context of this research refers to the insights, information, 
perspectives, logic, presuppositions and heuristics used by the midwives as explored in the 

interview process; Refers to the discovery, accumulation, collection of the theories of 
motherhood, the construction of the theoretical framework using Freud’s theories; Refers to 

the integration and assimilation of these information to address the absence of the 
representation of the complex psychological impact on a woman of ‘becoming a mother’; And 

knowledge in this context also refers to the processes of situating the findings of this study 
within the Irish context and transferring theory to practice. 

6.5.4 Limits of knowledge - Making sense

One of the main aims of this Irish qualitative study is to provide the Irish midwives an 
opportunity to voice their experience to a larger audience via this research. The researcher 

considers the following as an essential ingredient for advancing knowledge within the 
perinatal mental health field : the participants’ understanding and the accounts of their 

experiences of working with and witnessing their patients’ struggle. The researcher believes 
that advancing knowledge of the psychological impact and significance of basic 

human events such as birth, death, becoming a mother, being a woman are essential. The 
questioning of these basic human events are not so prominent within the field of the perinatal 
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mental health, they are often closed down with popular or simplistic explanations. The 

general assumptions in both academia and in the lay discourse about the question of being,  
about basic human events are that they are known and familiar events. But the frequency of 

their occurrence and their relevance to human existence may breed familiarity, but not 
necessarily advance our knowledge of these events. How much can be known of these basic 

human events? Can all of it be captured in language? The experience of giving birth, 
witnessing a birth, witnessing a death, witnessing a loss, being a woman, becoming a mother 

- these are part of human lives and yet language fail to represent them in their entirety, 
capture the complexities involved in these phenomena. This research acknowledges these 

limitations, tolerates the complexities and questions the very basics of human existence. The 
questions are aimed at those who are at the frontline witnessing ‘becoming a mother’ : 

Midwives. 

Tracy’s (2013) description of the goals of the research with an interpretive paradigmatic 
approach includes understanding the why and the how of the phenomena. This qualitative 

research thus asks how are the midwives currently making sense of what they are witnessing 
at work within the context of perinatal mental health,  and why they might be making sense in 

this particular way. At a very basic level of human interaction, there is always an expectation 
to make sense, to comprehend. But can one expect to make sense of everything? Thus, the 

goal of this research is not only to identify the presuppositions used by the midwives to make 
sense, but to also identify where a midwife comes up against the limits of their own ability to 

make sense? 

From a psychoanalytic perspective it has been argued in the previous chapters that there are 
questions to be asked regarding human expectations of ‘sense’ and in particular it is 

essential to question as to what extent one can 'make sense' of sex, sexuality, gender, being 
a man or a woman, becoming a mother. It is important to highlight that the representation of 

Freud’s contribution made in the previous chapters are limited. However, Freud’s contribution 
illustrated in this thesis demonstrate that psychoanalytic literature recognises the limits to 

one’s ability to achieve a final definitive ‘sense’ of what it is to become a mother or what it is 
to be a woman. From that limited representation of Freud’s and Lacan’s theories, it is also 

crucial to highlight that human subjects are often left with the difficulty of having questions 
trouble them in relation to the fundamental aspects of their existence, their being. Hence, the 

goal of this research is to examine whether a psychoanalytic formulation of there being a 
limit to our grasp of the sense of things, can contribute to those moments where 
professionals in the perinatal mental health world experience the limit of sense? 
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6.5.5 Researcher’s position along the realism relativism continuum 

Based on one’s ontological and epistemological position there can be several paradigms or 

paradigmatic approaches. Among them, two of the most dominant views on how knowledge 
is derived or created are realism and relativism. Majority of researchers will place these two 

paradigms at the two ends of the spectrum, situated far from one another. Within the tradition 
of psychology, generally speaking those who lean more towards realism, which is often also 

referred to as positivism or empiricism, will believe that 

there is indeed a real world out there and that scientific methods and reliance on 
systematic observation and experimentation were capable of giving us objective 
knowledge about that world. (Fletcher 1996, p.409)

If the researcher believes that there is only one truth, one particular experience and one 

reality of how the midwives experience working with patients suffering from perinatal mental 
health difficulties, then that would be a positivist, empiricist and a realist perspective. Realism 

is more associated with quantitative methodology. The methodology in this research 
determined by a consideration of the research project and its content, rather than an a priori  

or a fixed opinion. 

Relativism on the other hand, represents a “cluster of viewpoints” and is more associated 
with qualitative methodology (Given 2008). This research has primarily employed qualitative 

methodology. This decision was primarily determined by the research question. The 
researcher supports openness to different research paradigms for different research projects. 

Snape and Spencer (2003, p.4) highlighted the common characteristics of qualitative 
research. In light of those characteristics a qualitative methodology seemed more befitting to 

the current research. The research participants in this study are the midwives and the aims 
and objectives of this research is to provide, 

an in-depth and interpreted understanding of the social world of research participants 
by learning about the sense they make of their social and material circumstances, 
their experiences, perspectives and histories (Snape and Spencer 2003, p.4). 

6.5.6. Typical characteristics of qualitative paradigm 

Howitt (2016, p. 365) outlined certain characteristics that are typical to a qualitative 

researcher. This research shares most of those characteristic. This research is concerned 
with capturing the participants’ “perspectives”, uses “richly descriptive data”, “incorporates 
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the constraints of everyday life”, and the main aim is to interpret qualitative data, the aim is to 

not establish “causal sequences” (Howitt, 2016, p. 365). The researcher thus aims to 
interpret the midwives’ experiences as articulated by them of working with patients 

experiencing perinatal mental health difficulties and understand the phenomena of ‘becoming 
a mother’ through the midwives’ perspectives, and not establish the cause and effects within 

the context of perinatal mental health.

6.5.7. Not rejecting realism and positivism

This is qualitative study. But it is important to highlight that the a researcher does not agree 

with clear cut divisions and binary perceptions of realism-quantitative / relativism-qualitative. 
The following is aimed at demonstrating reflexivity, transparency and providing arguments 

against such clear cut divisions for future researchers studying the field of being and 
becoming. The effort of distancing this research from any such binary perception is also 

similar to psychoanalytic paradigm. There are several researchers who would argue that 
such binary perception of realism-quantitative / relativism-qualitative is problematic in several 

ways. 

Given (2008, p.731) highlighted that “Realism has often been associated with quantification, 
but it is compatible with many qualitative methods and is the position of choice of many 

qualitative researchers”. Realism is better understood as a “philosophical doctrine” which “is 
a radical counter to religious and authoritarian truths…was defended by Galileo…brought an 

optimism that the world is knowable and that this knowledge could be value free, and it has 
dominated Western thought since the 18th-century Enlightenment” (ibid). In other words, at 

the centre of the idea of realism lies a positivistic optimism that the truth is out there 
somewhere and it is knowable. 

The term positivism is often associated with realism, however they slightly differ in the 

underpinning ideas they represent (ex: what is knowable - sensory truth or theory?). 
Positivism is a central term in the Quantitative-Qualitative debate and is often misunderstood 

(Howitt 2016, p.367). Similar to realism, positivism too emerged in the nineteenth century 
followed by the then dominant epistemological positions of theism and metaphysics. As 

outlined before, epistemology is concerned with how do we know about the things, and how 
can that knowledge be proven valid. Theism believes that knowledge can be derived from 

religious doctrines which explains about most things around us such as “the nature of 
universe, morality and social order” (Howitt, 2016, p. 367). Metaphysics believes that 
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knowledge is “about the nature of our being in the world” and this knowledge can be revealed 

“through theoretical philosophising” (ibid). Positivism goes beyond theism and metaphysics. 

Positivism as Augustus Comte coined the term and articulated emphasises on the 
observable and the observed facts, and is the “root of the so-called scientific-

psychology” (ibid). There is hardly any qualitative research that does not rely on observable 
or observed facts. Hence, “just as a fish probably does not realise that it is swimming in the 

water, qualitative researchers often fail to recognise positivism as the epistemological basis 
of their work” (Howitt, 2016, p.367). But how is it that positivism is embedded in qualitative 

research? Or rather, how is a qualitative research similar to a quantitative research. The 
answer lies in the use of “theory”. Silverman (1997, pp.12-13) argued the following.

…’positivism’ is a very slippery and emotive term. Not only is it difficult to define but 
there are very few quantitative researchers who would accept the label…Instead, 
most quantitative researchers would claim that they do not aim to produce a science 
of laws (like physics) but simply to produce a set of cumulative generalizations 
deriving from the critical sifting of data. So it became increasingly clear that 
‘positivists’ were made of straw since very few researches could be found who 
equated the social and natural worlds or who believed that research was properly 
theory-free.  

Howitt (2016, p.365) suggested that most qualitative research would “reject positivism” and 
“adopt relativist position of no fixed ‘reality’”, but this research does not. There are certain 

quantitative aspects included in this research such as measuring the frequencies of certain 
words and terminologies uttered by the participants. The slight quantitative aspects of the 

research is not considered as the “only truth”, rather this is one aspect of the multiple 
accounts of reality as described by the multiple voices i.e. the research participants, the 

midwives. The frequencies of the terms used by the midwives helped the researcher uncover 
a different dimension of the data, a different form of interaction, a different layer of 

interpretation.

6.5.8. Between the Critical and Interpretive paradigms : trees in the forest analogy

It would not be beneficial to consider quantitative and qualitative methodologies as two 

separate categories, as most research does not neatly fit into one of these two categories. 
Rather considering them as a qualitative-quantitative continuum is a much efficient way to 

conceptualise research methodology (Howitt 2016, p.369). Along this continuum there are 
several positions that are usually referred as paradigm, mainly based on the ontological and 

epistemological positions of the researchers. Different scholars have different ways of 
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highlighting the major paradigms along the quant-qual-continuum. A explained above, in light 

of Tracy’s (2013, p.48) differentiations of the paradigms, this research situates itself between 
interpretive and critical paradigm. The following is aimed at providing the readers with further 

clarity regarding the chosen paradigmatic position of the researcher. 

Tracy (2013, pp. 40 - 44) used the analogy of ‘trees in the forest’ to describe the subtle 
differences between the interpretive paradigm and the critical paradigm. This research 

situates itself somewhere in between these two paradigms. “If a tree falls in the woods and 
there is no one there to hear it, did it really make a sound?” (Tracy, 2013, p.43). A critical 

researcher would argue that the answer depends on “who has the power to claim the truth at 
that particular time in history” (Tracy, 2013, p.43). Critical paradigm researchers would argue 

that only the responses from “most powerful positivist researchers” will be considered as 
“truth” within an academic landscape where a “positivist quantitative research" is valued 

more than an “interpretive qualitative research” (ibid). Critical researcher would argue that it 
is not necessarily that a “positivist quantitative researcher” is “right” in saying whether there 

will be sound or not, rather that positivist researchers are valued more, given more grants to 
further their research, to aide their publication in prestigious journals and “therefore get to 

determine the “truth”” (Tracy, 2013, p.43). A critical researcher might also ask additional 
questions in response to the hypothetical question of the tree such as ““Well, why did the tree 

have to fall in the first place? Who cut it down? How might we shed light on the problem of 
deforestation?”” (ibid).

What if an interpretive researcher is asked ‘whether there will be any sound or not, if a tree 

fell in the forest and no-one was there to hear it’ (Tracy 2013, p.40 - 41)? The interpretive 
scholar will question the meaning of the word “sound” and perhaps explore the following 

avenues of arguments : 1) since sound requires a listener, the scholar would question 
whether there was at all any sound as there were no listener; 2) Or perhaps the scholar 

might question the nature of the sound and argue that it would be heard differently by 
different listeners, such as different types of animals (ex: chipmunk, deer), different ages of 

animals (baby, adult) and different machines (recorder, other gadgets) and different human 
subjects (Ex: journalist, researcher, botanist) would ‘hear’ it differently. Moreover, 3) the 

interpretive researcher can also question whether background noises that aren’t ‘heard’ are 
considered as sound, such as heartbeat, pulse noise, radiator water circulation, air-

conditioning or even human emotions and states like agitation, hunger do they have ‘sound’. 
The researcher may continue to question and investigate the research topic from several 

angles such as multiple research participants, multiple perspectives, including the researcher 
themselves in order to get closer to the ‘answer’ as such (Tracey 2015, p.40 - 41). Such 
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willingness to gain perspectives from different perspectives and different ‘social actors’ is 

central to the interpretive paradigm and is necessary to understand the research topic. 

The researcher in this research have employed paradigmatic approaches similar to the 
above two positions and hence, both of the above responses have components that are 

similar to that of this researcher’s approach to the research question central to the effect on 
the woman and the experience of ‘becoming a mother’. Hence, the following will describe 

both the the Critical and the Interpretive paradigm to provide transparency and exercise 
reflexivity by highlighting the philosophical lenses that have been used by the researcher to 

conduct the IPA study. 

6.5.9 Critical Realism : between the quant - qual continuum 

Snape and Spencer (2003, p.5) outlined a continuum based on the ontological position of 

researchers. Drawing from a range of scholars and methodological researchers, Snape and 
Spencer (2003, p.5) further highlighted how realism can be of different types based on the 

researcher’s ontological position in relation to the question of being i.e. what exists. In light of 
this continuum, this research can also be identified as employing the paradigmatic 

approaches of CR. The following are the two definitions of critical realism that resemble the 
researcher’s ontological position in this research. 

Critical realism offers an ontology that can conceptualize reality, support theorizing, 
and guide empirical work in the natural and human sciences. It views reality as 
complex and recognizes the role of both agency and structural factors in influencing 
human behavior. It can be used with qualitative and/or quantitative research methods. 
(Given, 2008, p.167)

In this quote not only CR conceptualises ‘reality as complex’, but also acknowledges that 
human subjects have ‘agency’ i.e. a subjective position or subjectivity or individuality and that 

‘agency’ and ‘structural factors’ i.e. language, history and other prisms that can be used to 
interpret human behaviour together also shape and influence human behaviour. Within the 

context of this research, the researcher considers each participant to be uniquely occupying 
a subjective position in the wider world as speaking-subjects and within the context of 

perinatal mental health as clinicians. The researcher believes that the agencies of these 
speaking subjects i.e. the participants, are mediated and constructed within the complex 

prisms of history, language and politics. It is this double hermeneutics, that is at the centre of 
the methodology of this research. Hermeneutics is explained in Chapter 6 as it is an integral 

part of the data analysis method chosen for this research. There is a second definition of CR 
that resembles the ontological position of this researcher. This quote explores the messy 
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endless processes of influencing and counter-influencing the co-construction of reality further 

using the analogy of ‘windows’. 

Critical realism is a philosophy that can be summed up as accepting that there is a 
‘reality’ out there but we can at best view it through an infinite regress of windows. 
That there is always yet another window that we are looking through, and each 
window distorts reality in some way…there will always be different views of reality 
depending on which particular window we are looking through, the major problem is 
the degree of distortion we are experiencing. (Howitt, 2016, pp.368 - 369)

The researcher acknowledges that there is perhaps ‘a reality’ of what it is like for the 
midwives to work with women who experience perinatal mental health difficulties. However, 

the researcher acknowledges that the reality can not be seen as such without the distortion 
of the lenses of subjectivity, history, language, politics and other entities that the participants 

are seeing the ‘reality’ through. Hence, the researcher believes that there will always be 
some amount of distortion in examining the reality. The importance of this study was thus to 

understand those distortion and examine the lenses that the reality is seen through by the 
participants of this study i.e. the midwives. Furthermore, Chapter 6 have demonstrated how 

two particular central concepts within the critical paradigm have influenced the researcher’s 
decision in building the research design : Ideology and Hegemony. 

6.5.10 Critical paradigm - Ideology 

Critical research paradigm uncovers power relations, as critical researchers believe that 
human thought process is “fundamentally mediated by power relations and that data can not 

be separated from ideology” (Tracy 2013, p. 42). McLellan (1986, p.1) suggested that 
“ideology is the most elusive concept in the whole of social science” and it questions the 

“bases and validity of our most fundamental ideas”. Yet this is one of the foundational 
component within the field of social science research, especially within the qualitative field 

ideology accommodates a research perspective where “meaning becomes a political 
site” (Given, 2008, p.416). 

Ideology studies aim to uncover the multiple and complex layers of “social relations of 

domination” and make them “intelligible through discourse” (ibid). French philosopher 
Destutte de Tracy first studied ideology by patterning his thoughts, investigated the 

metaphysical and ideological construction of ideas similar to the patterns and investigative 
styles of the natural sciences, and his study of ideology is known as the 'Science of 

ideas’ (Given, 2008, p.416). 
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Karl Marx has considerably contributed towards the studies of ideology in a different way. 

Marx questioned the ideology from the perspective of the false consciousness, where 
“ideology is less a trait that an individual possesses and is more a characteristic of social 

relations found in capitalism” (Given 2008, p.416). An over simplification of Marxist thesis 
within the context of ideology as a study can be as the following. An idealist notion believes 

that consciousness produces social life based on ideology, and a materialist notion that 
opposes ideology would believe that “the production of social life gives rise to 

consciousness” (Given, 2008, p.416). 

However, ideology does not have to be seen as a “distortion of scientific understanding” such 
as Marxist thesis may possibly suggest (ibid). Rather ideology can be seen as situated in 

language, in social discourse, in relation to which people may take their particular position. In 
qualitative studies, ideologies help researchers discover such positions through studying the 

discourse, the language, “linguistic statements and cultural themes” (ibid). Italian philosopher 
and political theorist Antonio Gramsci’s (1891 - 1937) work on ideology further developed this 

position within qualitative research. Gramsci’s work highlights that “ideology is neither 
negative or neutral, rather negating” suggesting that “positive ideology can negate “structures 

of domination and relations of exploration” (Given, 2008, p.416). This research 
acknowledges these perspectives and employ techniques of highlighting the “meanings” in 

the midwives’ accounts. Particularly the aspects of meanings that struggle over ideologies, 
that highlight power relations and uncover complex social relations via discourses that may 

apparently seem unintelligible. 

6.5.11 Critical Paradigm - Hegemony

Hand in hand with the notion of ideology comes the concept of hegemony. Hegemony is the 

lens through which qualitative researchers can identify ideologies and the associated 
complexities (Given, 2008, p.385). In short, it refers to the domination of a group by another 

group. Such hegemonic domination may or not be achieved by the use of physical force. 
Usually hegemonic domination refers to diminution achieved via ideological means rather 

than physical force (ibid). Tracy (2013, p.43) highlighted that within the critical paradigm 
studies on hegemony would reveal “that oppression is most forceful when subordinates do 

not consciously understand their domination…power differences are potentially most 
destructive when people view their own powerlessness as natural, necessary, or inevitable”. 
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Laclau and Mouffe drew from the work of the French philosopher Jacques Derrida (1930 - 

2004) and his significant contribution on the idea of deconstruction, he highlighted that 
hegemony has an element of “undecidability”, and from that perspective “hegemony is a 

theory of decision taken in the undecidable terrain” (1985, p.xi).  Laclau and Mouffe drew 
from Lacanian theories and wrote that “Lacanian theories contribute decisive tools to the 

formulation of a theory of hegemony” (1985, p.xi). Particularly Laclau and Mouffe (ibid) 
worked on Lacan’s idea of “point de capiton” or “master signifier” which they called the “nodal 

point” and believed that the nodal point “involves the notion of a particular element assuming  
a 'universal' structuring function within a certain discursive field” (ibid). This nodal point is 

useful in conceptualising subject formation within a complex web of hegemonic power 
relation via “identification”, “political articulations” such as “class-interests” and more (ibid). 

However, this research is not a hegemonic study, rather it includes perspectives of 

hegemonic studies and uses the theories of hegemony as a lens among many. For the 
purposes of this study, hegemonic domination refers to situations where the subjects “accept, 

consent to, internalize, and are complicit in reproducing values and norms that are not in 
their own best interests” (Tracy 2013, p.43). Within the context of this research, the 

researcher observes the subtle moments during the interviews where the dynamics  
hierarchal relationships between groups mentioned directly or indirectly by the participants. 

From the hegemonic domination perspectives, uncovering the power relations between the 
following groups are of interest to the researcher such as adults and children, men and 

women, midwives and others, managers and subordinates and many more. These 

6.5.12 Interpretive paradigm 

As described above, in light of Tracy (2013, p.48) the paradigmatic approach of this research 

situates itself somewhere between critical and integrative paradigm. The following sections 
will outline only those central ideas of the integrative paradigm that have influenced the 

research design of this study. In particular, the following central concepts have been used by 
the researcher : social construction, Verstehen, and hermeneutics. 

6.5.13 Interpretive paradigm - Social construction 

The interpretive paradigm is often referred to as the constructivist or constructionist paradigm 
because researchers using this paradigm tend to believe that reality does not exists on its 
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own somewhere “out there” (Tracy, 2013, pp. 40 - 44). A researcher using this paradigm 

hence can not “clearly explain, describe, or translate” the reality into a research report (Tracy, 
2013, p.40). Rather a researcher using this paradigm believes that “both reality and 

knowledge” are “constructed and reproduced through communication, interaction and 
practice” (Tracy, 2013, p.40). Hence, “knowledge about reality is therefore always mediated 

through the researcher” and thus a researcher within this paradigm is a part of the reality and 
knowledge just as their participants are (ibid). Within the context of this research, the 

researcher acknowledges that she is a part of the co-construction of knowledge and truth 
about the midwives’ experiences of working with patients experiencing perinatal mental 

health difficulties along with the participants, the  midwives. 

6.5.14 Interpretive paradigm - Verstehen - Objectivism 

One of the most prominent feature of qualitative research is the aim to achieve Verstehen. 

Verstehen is a concept brought into the disciplines of social sciences by Max Weber. It is a 
German term first coined by German philosopher Wilhelm Dilthey, and it means “to 

understand”. Verstehen refers to a type of understanding that is a “first-person perspective 
that participants have on their personal experience as well as on their society, culture, and 

history” (Tracy 2015, p.41). The researcher attempts to understand what it is like for the 
participants to experience the phenomena. ‘Attempts’ is a necessary term here, because 

interpretive researchers do not believe that achieving complete Verstehen is possible, 
because by default it is never truly possible to see the world through another’s eyes. Hence, 

striving for Verstehen also referred to as ‘empathic understanding’ is a practice central to the 
whole qualitative research tradition despite the paradigm. This approach to knowledge that 

acknowledges one’s limit of sense, acknowledges subjectivity and individuality, is very similar 
to psychoanalytic approach to knowledge. This research too has strived to achieve 

Verstehen and acknowledges that a portion of the ‘reality’ as the participants view, will 
always remain outside the grasp of the researcher as it is never truly possible to see the 

world exactly as the midwives have seen it. However, the paradigm used in this research 
attempts to see the ‘reality’ and attempts to empathically understand their experience despite 

the limitations. 

It would be misleading to think that Verstehen does not prioritise objectivity. Given (2008, p.
571) highlighted that “Verstehen is not an expression of the researcher’s spontaneous, 

personal subjectivity; it is a systematic analysis of other people’s meaning”. It is through the 
use of Verstehen that one can see the “strong objectivist, realist tradition in qualitative 
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methodology” (Given, 2008, p.571). Given (2008, p.571) explained that Wilhelm Dilthey 

“believed that psychological phenomena such as meanings could, and should, be objectively 
ascertained through a rigorous, scientific procedure of Verstehen”. The chosen systematic 

analytic method to understand the midwives’ experiences of working with patients 
experiencing perinatal mental heath difficulties is Interpretive Phenomenological Analysis 

(IPA) and explained below in detail. 

6.5.15 Interpretive paradigm - Hermeneutics

Given (2008, p.571) suggested that “hermeneutic interpretation of meaning could/should 

have Allgemeingultigheit, or general validity, because it was objectively apprehended and 
could be demonstrated to, and accepted by, all interested parties”. It is however debatable if 

an interpretation can ever be “accepted by, all interested parties”. Hermeneutics was 
developed and has been used since its inception for the purposes of providing accuracy, 

objective perspectives and authenticity. 

Hermeneutics is a Greek term which means “to interpret” or “to make clear” and is a “study of 
the theory and practice of understanding and interpretation” (Given, 2008, p.385). 

Hermeneutics arose as a method for “interpreting and critiquing Homer” during the Greek 
enlightenment era (Given 2008, p.571). During 200 - 300 BC hermeneutics was used to 

“identify and discard inauthentic texts” by the great Alexander’s philologists (ibid). They 
developed “strict rules for identifying style, content, inner coherence, and meanings” and they 

were used to objectively determine the authenticity of the books. These rules are the very 
foundation of hermeneutics, which helped the philologists identify and discard “the last books 

of the Iliad and the Odyssey because they could not have been authored by Homer” (ibid). 

During the 16th and the 17th century hermeneutics was further developed as it was used to 
provide “accurate and correct” interpretation of religious texts including the bible, “Protestant 

theologians sought to invalidate the Catholic interpretation” (ibid). Thus, hermeneutics is 
more than interpretation and is anything but straightforward. The following quote captures the 

methodology of hermeneutics used in this research when interpreting the data.

The concept is based on Hermes, the Greek mythological god of boundaries and of 
those who cross them, who is said to have translated the gods’ messages for 
humans. To do so successfully, he had to understand both the language and the 
mind-set of the gods (so as to communicate the intended message) and those of 
humans (so as to communicate it in a way they could understand). It is this space of 
encounter, this boundary between person and text, person and person, or person and 
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world where meaning is open to interpretation that is of interest to researchers who 
draw from hermeneutics. (Given, 2008, p.385)

In other words, Verstehen provides objective perspective in qualitative methodology, and it 
does so with the help of “specific analytical, interpretive procedures” such as hermeneutics 

and is usually the foundation of methods like “grounded theory and phenomenology” (given, 
2008, p.571). This research aims to achieve Verstehen acknowledging that complete 

meaning of the midwives’ experiences will always escape the researcher. However, the 
researcher aims to understand and interpret the experiences of the midwives acknowledging 

that the subjective accounts of the participants are pregnant with meanings. Meanings that 
are both hidden and distorted. Researcher acknowledges that the midwives’ versions of 

reality are constructed within complex prisms of time, language and power relations that 
require specific analytical and interpretive procedures to understand the phenomena of 

working with patients experiencing perinatal mental health difficulties. Hence, this research 
alongside a qualitative study, can also be described as a ‘phenomenological study’ that 

employs Interpretive Phenomenological Analytic method (IPA) of data analysis.

6.6 Interpretive Phenomenological Analytic (IPA)

IPA is concerned with the detailed examination of particulars, first providing an in-
depth account of each case before moving to look for patternings of convergence and 
divergence across cases. (Willig and Rogers 2017, p.193)

IPA was first published as a research method by Smith and Osborne (2003). The main aim 

for employing IPA method in a study is to "explore in detail how participants are making 
sense of their personal and social world” and the particular meanings of “particular 

experiences, events, states hold for participants” (Smith and Osborn, 2003, p.53). Therefore 
IPA involves a very detailed examination of the participants’ experiences, in this case the 

midwives’ experiences of working with patients experiencing mental heath difficulties.  

…detailed examination of the participant’s life-world…personal experience…
individual’s personal perception or account of an object or event, as opposed to an 
attempt to produce an objective statement of the object or event itself. (Smith and 
Osborn, 2003, p.53)

This form of understanding or verstehen is a central concept in IPA, but as explained above 

verstehen can not be achieved completely as it is never possible to see the “life-world” of the 
participants in its entirety. So the aim is to understand the phenomena through the 

	 �157



participant’s, in this case the midwives’s speech, knowing that not-all of the phenomena 

would be understood or grasped in its entirety. 

Phenomenology is interested in elucidating both that which appears and the manner 
in which it appears. It studies the subject’s perspectives of their world; attempts to 
describe in detail the content and structure of the subject’s consciousness, to grasp 
the qualitative diversity of their experiences and to explicate their essential meanings. 
(Kvale 1996, p.53)

6.6.1 IPA and the hermeneutic circle

The detailed exploration of phenomena unique to IPA, depends heavily on interpretation 

which is a complex dual process. It is not just the participant’s interpretation i.e. the midwives’ 
interpretation of the phenomena that is at the centre of IPA. Rather IPA also acknowledges 

the double layers of the researcher’s interpretation of the participant’s interpretation of the 
phenomena that the researcher aims to understand. This is a dynamic process where the 

researcher is very much involved and plays an active role (Smith and Osborne, 2013, p.53). 
This is referred to as “a two-stage interpretation process, or a double hermeneutic” and is 

central to the method of IPA where the “participants are trying to make sense of their world; 
the researcher is trying to make sense of the participants trying to make sense of their world” 

(ibid). 

Any description of an experience is itself an interpretation. Similarly, understanding a 
phenomena is a process that includes a certain level of assumptions about the phenomena 

which the researcher is trying to understand. Hence, on one hand, the subject of the 
research ie. the participants, the midwives are already interpreting their experience of 

working with patients struggling from mental health difficulties as they are describing. And on 
the other hand, the researcher is making sense of that description by interpreting it again for 

the purposes of the research. This circularity is referred to as the hermeneutic circle (Martin 
1972; Schleiermarcher 1998). 

6.6.2 IPA and the conceptualisation of human

An “interpretive phenomenological” understanding of the human subject is very different than 
the conceptualisation of human as a “Cartesian private subject”. It can be argued that in the 

latter both the participant and the researcher stand away from the objective separate worlds 
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and essentially stand apart from one another. Whereas, in the former, both the agents are  

situated in the same world, yet they are different in several ways. They both use common 
and unique lenses. The aim is to use these different lenses such as time, experience and 

history among others, in order to understand the phenomena together (researcher and 
participants as co-constructor) and also explore the lenses themselves used in this process 

of both the agents. The following quote highlights how the concept of human is 
conceptualised from an interpretive phenomenological perspective. 

The human is embodied, situated, finite and thrown into a particular culture, time and 
place. This situated, social and sentiment person dwells in a world of common 
meanings, habits, practices, meanings and skills that are socially priori to the 
individual are socially disclosed, or encountered. These socially situated meanings, 
habits, practices and skills are the foci of interpretive phenomenology. (Given, 2008, , 
p.462)

IPA is mainly used as a research method by the discipline of psychology where the aim is  
“Exploring the meaning and significance of a relevant experience to given participant – what 

it is like for them – in order to gain insights into psychosocial processes” (Ritchie et al, p.18). 
The foundation of IPA have theoretical and philosophical roots, mainly the following are the 

most prominent branches of them all : 1) Phenomenology, particularly the work of Edmund 
Husserl, 2) Hermeneutics, discipline concerning the techniques of interpretation [explained 

above], and 3) Symbolic interactionism, a sociological theory that examines the importance 
of meanings attributed to human interactions [mentioned above]. As hermeneutics has 

already been described above, the following section will now discuss phenomenology and 
symbolic interaction, two out of the three foundational concepts of IPA used in this research. 

6.6.3. IPA, Phenomenology and Cartesian Dualism

Why does this research heavily focus on the participants’ experience to understand the 
phenomena of ‘becoming a mother’? This research is essentially a phenomenological 

research, and at a fundamental level phenomenology rejects the idea that the physical world 
such as the body can meaningfully be distinguished from the mind (Howitt, 2016, p.457). 

Particularly, phenomenology rejected Rene Descartes’ (1596 - 1650) idea that the “objective 
physical world” “exists independently of the mind” (ibid). This idea is also referred to as the 

‘cartesian dualism’ and it is one of the foundational problem within the context of 
philosophical basis of psychology. 
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The American Psychological Association’s Dictionary of Psychology defines the concept of 

cartesian dualism as the following. According Descartes, the world consists of “two distinct 
and incompatible classes of substance, res extensa or extended substance, which extends 

through space; and res cogitans or thinking substance, which has no extension in 
space” (APA Dictionary of Psychology, 2018). Descartes’ idea would suggest that the 

distinctions between two entities mean that “the mind would continue to exist even if the 
material body did not” (ibid). While Descartes does not refuse that the interaction between 

the two entities (mind and body/physical world) i.e. mind can influence body and vice versa, 
he does not however explain how can the two opposite and “incompatible substances” 

interact at all (ibid). 

This is where the work of Edmund Husserl (1889 - 1938) becomes vital within the study of  
phenomenology as he argues that the “reality” or even the question whether there is a reality 

or not, can be only “known” as such through the experience of human consciousness (Howitt 
2016, p.456). Husserl’s thesis of phenomenology rejects the idea of an objective reality that 

is independent of human experience (ibid). Husserl’s phenomenology thus proposes that the 
only way to ‘know’ reality is through experiencing it through consciousness. This is why 

phenomenological research usually focuses on understanding how a certain phenomena is 
experienced by participants or subjects of the research. But such experience is 

communicated through language. Hence, a phenomenological research not only focuses on 
the participants’ language, but it would also attempt to ‘know’ or understand the phenomena 

by studying “some familiar and some less familiar psychological concepts such as thought, 
memory, social action, desire and volition” (Howitt, 2016, p.456). Studying the midwives’ 

psychological processes would require closely paying attention to the language being used in 
the recalling of their experiences and also understanding how ‘the social’ i.e. the larger entity 

that predates the subject has been internalised by the subjects. The concept of Symbolic 
interactionism is essential in understanding how the social has been internalised by the 

participants in a phenomenological study.   

6.6.4. IPA and Symbolic interactionism 

The term Symbolic Interactionism (SI) was coined by Herbert Blumer (1900 - 1987) and the 

major development of this theory is mainly accredited to Herbert Meade (1863 - 1931) for his 
major contribution. However, within the context of IPA, it is the work of the Canadian 

sociologist Erving Goffman (1922 - 1982) that further developed the theory of SI and 
contextualised it within the world of research, especially within the disciplines of Sociology 
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and Psychology. Goffman’s study titled Asylum (1961) examined “institutionalism — a term 

which describes patient’s reaction to the structures of total institutions such as mental 
hospitals” (Howitt, 2016, p. 457). SI considers that the “social” predates the subject, meaning 

that the concepts such as social communication, process and structures predate the subject, 
the individual and their formation. As the child enters the social at the beginning of their life, 

the child is unaware of the processes but he/she is essentially situated within a system 
where others are communicating through certain gestures, language and processes that 

have significant meanings. This form of communication is not a “conscious intent”, but rather 
they are significant because of the meanings assigned to significant gestures and processes, 

and communicated via symbols. The child’s regular exposure to these symbols of social 
interactions impact the formation of the subject, the development of the mind and the idea of 

the “self” (ibid). IPA  aims to understand the phenomena via studying the impacts and the 
workings of the symbolic interactions. This is a very similar approach that Freud employed in 

1931 as he questioned female sexuality from the the perspective of NOT what a woman is, 
rather how has she come to be (see Chapter 3 and 4). 

6.7 IPA Key features 

Wilig and Rogers (2017, pp. 196 - 203) highlighted six key features of IPA : experience, 

idiography, interpretation, developing interpretive layers. These ares described below. Three 
other aspects - the concept of 'gem', cognition and language - will not be discussed in this 

chapter as they are not as relevant to the methodology of this research as the other three. 

6.7.1. Key feature - Experience - midwives as experiential experts 

Within the context of this research IPA helped the researcher to understand the experience of 
the midwives of what it is like to witness and be caring for women who experience mental 

health difficulties during the perinatal period. There is something subjective about the telling 
of the experience and the researcher wanted to first-hand experience how the midwives 

experienced it. The midwives are thus the “experiential experts” in helping the researchers 
learn about the phenomena of working with patients experiencing mental health difficulties 

during the perinatal period (Willig and Rogers, 2017, p.196). The IPA researcher is thus 
interested in learning about the participant’s “lived subjective knowledge”, of the “objective 

knowledge of scientific abstraction” and the presuppositions in both cases from the 
perspective of the “reflective meaning-making individual” (ibid).
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6.7.2 Key feature - Ideography - generalisation begins with particular 

One way to strengthen IPA’s idiographic commitment is to design more studies which 
focus on multiple snapshots of experience and which emphasize patterns of meaning 
across time, exploring in ever more detail the historical and social contingencies of 
individual lifeworlds. (Willig and Rogers, 2017, p.198)

How does one get to know about the “the concrete, the particular and the unique whilst 

maintaining the integrity of the person” (Willig and Rogers 2017, p.197)? It can be argued 
that in recent years, both the disciplines of psychology and psychiatry generally lack the 

interest in studying case studies or individual cases and have developed a preoccupation of 
prioritising larger sample sizes for their general aim is to predict or present something that is 

applicable to a larger population. Such was the argument made by the American 
psychologist Gordon Allport (1897 - 1967) in 1937. 

Allport questioned the nomothetic approach where in the process of the study of a larger 

population, factors such as individuality and specificity get lost. He argued that, "An entire 
population (the larger the better) is put into the grinder and the mixing is so expert that what 

comes through is a link of factors in which every individual has lost his identity” (Allport, 
1937, p.244). Although, within the last decade there indeed have been a range of idiographic 

approaches employed in various studies such as single case experimental design (Krasny-
Pacini and Evans, 2018), descriptive experience sampling (Hurlburt and Akhter, 2006) and 

more. IPA is an idiographic study not a nomothetic study, and hence IPA always begins “with 
the particular” and ensures that “any generalizations are grounded in this” (Willig and 

Rogers, 2017, p.197). IPA does not take an “either/ or stance”, rather “IPA argues for (a) the 
intensive examination of the individual in her/his own right as an intrinsic part of psychology’s 

remit and (b) that the logical route to universal laws and structures starts from an idiographic 
base” (ibid). This would suggest that the underlying belief or prioritising an idiographic 

approach in an IPA study is that construction of knowledge is “painful” and slow as it “climbs 
up the ladder of generality” (Harre, 1939, p.137). 

6.7.3. Key feature - Interpretation - Dual position of empathy and suspicion 

At the heart of IPA lies the circle of hermeneutics or double hermeneutics (Smith and 
Osborne 2003). The researcher is trying to makes sense of how the midwives makes sense 

of working with patients experiencing mental health difficulties.  Such a style of interpretation 
of the phenomena allows the researcher to move from a tradition-linear-examination of the 

transcript to a much non-linear and dynamic “detection” by “examining the whole in light of its 
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parts, the parts in light of the whole, and the contexts in which the whole and parts are 

embedded” (Willig and Rogers, 2017, p.198). 

Double hermeneutics allows the researcher to make sense by interpreting and understanding 
both at the interview level and at the data analysis level. It allows the researcher to hold a 

dual interpretive position of “empathy” and “suspicion”, where the researcher tries to look for 
both hidden and literal meaning of the participant’s apparent speech, all the while 

suspending their own experience and bracketing their own position as much as possible to 
get direct experience/knowledge from the participant of the phenomena they are studying. 

Double hermeneutics in IPA  helps researchers adopt a dual approach, 

on the one hand to assume an empathic stance and imagine what-it-is-like to be the 
participant, whilst on the other hand, to be critical of what appears to be the case and 
probing for meaning in ways which participants might be unwilling or unable to do 
themselves. The former aims to produce rich experiential understandings of the 
phenomenon under investigation and remain close to the participant’s sense-making. 
The latter involves the researcher putting aside what they have previously accepted 
at face value in order to develop a textured multilayered narrative of possible 
meanings. (Willig and Rogers, 2017, pp.198 - 199)

6.7.4. Key feature - Phenomenological method - Bracketing by freeing one’s self of 
common sense 

Based on Husserl’s thesis on phenomenology it is possible to bracket one’s self, go beyond 

the “presuppositions and biases” and allow one’s self to immerse in the description of 
phenomena as they are being described (Willig, 2013, p.84). However, Cilesiz (2011) 

highlighted that “bracketing does not mean an absolute absence of presuppositions, but 
rather an awareness and critical analysis of one’s own presuppositions”. There are steps that 

would allow one to take a “fresh look” at a phenomena they have experienced before, are 
familiar with and help them identify the elements that make that familiar phenomena “unique” 

(ibid). For knowledge of the world to be just as it appears to one, one needs to engage with 
the phenomena while being free of the notions of “common-sense”, “scientific explanations”, 

and other interpretation that facilitate understanding (Willig, 2013, p.84). The researcher was 
guided by these notions in practicing bracketing. 

The pathway to achieving such understanding involves mainly three distinct phases : 1) 

epoch, phenomenological reduction and imaginative variation (ibid). Within the context of 
IPA, epoch means suspending one’s presuppositions and freeing the mind to experience 
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what is presented via participant’s speech during the interview process and via transcript 

during the data analysis process (ibid). 2) Phenomenological reduction means attending to 
and being aware of the entire experience of the phenomena. This includes being aware of 

the physical aspects of the experience such as sensation in the body, feelings, thoughts, 
shapes, colour, texture and everything else (ibid). In other words, it refers to the aspect of 

being aware of the experience in its entirety, just as the phenomena was. 3) Imaginative 
variation is the knowledge of the structural aspect of the phenomena. In simpler terms, if 

phenomenological reduction is concerned with “what” was experienced, imaginative variation 
concerns with “how” this experience was possible (ibid). This is where the researchers try to 

identify the conditions that were necessary, that were present, that facilitated the experience 
such as  “time, space or social relationships” (ibid). A combination of all of these phases and 

integration of descriptions (both “structural” and “textural”) facilitates an understanding of the 
essence of the phenomena. This research has incorporated all of these stages of bracketing 

to facilitate an understanding of the essence of what it is like for the midwives to work with 
patients experiencing mental health difficulties during the perinatal period. 

6.8 Research Design
6.8.1 Sampling 

IPA employs idiographic method and hence, sample sizes vary between one to thirty (Willig 
et al, 2017, p.205). For a student project, Smith et al (2009, p.52) recommended three to six 

participants appropriate for IPA study stating that in their own practice they would employ “n 
= 3 as the default size for an undergraduate or Masters-level IPA study” and n= 4 - 10 for a 

Doctorate research employing IPA. IPA studies tend to keep sample size small, homogenous 
and interview the participants more than one time. There are several reasons why the 

numbers are kept small, but mainly it is “a strategy that retains IPA’s idiographic emphasis 
whilst embedding any emerging patterns in a rich and detailed context” (Willig and Rogers, 

2017, p.205). Smith and Osborne (2003, p.56) highlighted that although there are “no right 
answer to the question of the sample size”, there are still certain criteria need to be 

considered when deciding on sample size. They noted that sample size, “partly depends on 
several factors: the degree of commitment to the case study level of analysis and reporting, 

the richness of the individual cases, and the constraints one is operating under” (Smith and 
Osborne 2003, p.56). Based on the rationale for ideographic method of sampling, the initial 

sample size was set at n = 6 - 9. The range of number was identified based on the factor that 
the researcher was not sure how many maternity units would actually respond and will be 

wiling to participate in this research.
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6.8.2 Recruitment process 

A purposive sampling method was employed to recruit “information-rich participants” (Patton 

2002, p.30) who can provide “insight and in depth understanding” (ibid) in order to generate 
rich thick data (Braun and Clarke 2013). Purposive sampling is a technique of selecting 

sample that will generate most “information-rich data” and hence it is also a technique of 
making the most of “limited resources” (Palinkas et al., 2015). Guided by the research 

question which in this case is exploratory in nature and the methodology which is essentially 
a qualitative paradigm, the researcher concluded that rather than “random or representative 

sampling”, the research will benefit from a purposive sampling or a “closely identified group” 
to whom “the research question will be significant” (Smith and Osbourne 2007, p. 56). 

Midwives were identified as that significant group. 

Ritchie et al (2003, p.95) outlined several sample frame to choose from in case of purposive 
sampling : 1) general population sample that involves household screening, 2) group with 

“administrative significance” that are generally “identified through relevant administrative 
records”, 3) “rare or hard to find” groups, 4) specific minority ethnic groups usually found by 

surveys, and 5) organisations and professionals that are usually found on the public domain 
in some types of published lists (ibid). In case of this research, the Directors of Midwifery, 

Assistant Directors of Midwifery and/or the Directors of Nursing and Midwifery (depending on 
the unit) were identified as the gate keepers for this study, and they were easy to find as they 

are professionals listed on the public domain. 

The gate keepers in fourteen maternity units across the Republic of Ireland were initially 
contacted by email. The emails were sent after the researcher contacting the main hospital 

lines via telephone. Eight units responded to the call and following the initial chat the 
researcher completed the process of applying and obtaining ethical approval from each of 

the seven units. One unit had a longer waiting time for ethical approval and despite 
completing the paperwork in time, the process was taking longer than expected. The 

researcher took a decision to close the data collection process to keep within the scheduled 
timeframe for the completion of the research. 

Following the initial phone calls and ethical approvals, each gatekeeper was given a 

participant’s information-sheet outlining the details of the research, a letter of invitation, a 
consent letter, and a letter of approval to be completed by the participant granting the 

researcher access to a midwifery team member for the purposes of interviewing [see 
Appendix]. Gatekeepers in the thesis refer to the first point of contact of an unit who liaised 
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between the researcher and the participant. The nomination process of the gate keeping was 

set before hand. it was decided that the Director of Midwifery or the Director of Nursing (at 
the absence of midwifery directory) or the Assistant Director of Midwifery (at the absence of 

midwifery director) will be the gatekeepers, unless they nominate someone else to the 
gatekeeper for that unit. Out of the seven units that responded and were willing to participate, 

four units employed the following three techniques to find participant. The following methods 
were proposed by the gate keepers to help the researcher recruit participants : 1) members 

of the midwifery team will circulate the message on staff WhatsApp group, 2) print the 
information and place it on the wall of the cafeteria and/or the staff changing room, and 3) 

verbally ask each other for interest in participating. Apart from these techniques four units 
employed snowball technique of nominating participants through networking and word of 

mouth.

6.8.3. Selection - Exclusion Criteria 

The gatekeepers were told to nominate one person from their unit who would satisfy the 

inclusion criteria and is willing to participate. The inclusion criteria was that the participant 
has to have had practiced as a midwife at least ten years and is wiling to take part in a 

Doctoral research where they will be interviewed extensively and recorded. Participants who 
do not fit the criteria will be excluded. For example, every other medical professionals who 

are not primarily a midwife were excluded, such as medical doctors, public health nurse and 
psychologists to name few. The rationale for the exclusion is that this study focused on the 

midwives’ responses to their patients’ perinatal mental health difficulties.  

6.8.4. Participants (chart)

Below is chart highlighting the names used on the participant in the transcript, the training 

and experience they held at the time of the interview and the amount of years they have 
practiced as a midwife. 

Participant’s name on 
transcript 

Training and experience Experience in years

P1 Midwife, General nurse, Registered 
midwife, Neonatal training, Counselling 
Psychotherapy

20+
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6.8.5 Data generation not collection 

In qualitative research data is gathered rather than collected. This is in line with the 
epistemological position of the researcher which is somewhere in between that where 

knowledge is primarily constructed and where knowledge is waiting to be unearthed.

6.8.6. Qualitative interview

Within the world of qualitative research, individual interview is probably “the most widely used 

method” of investigation or data generation (Ritchie, 2003, p.36). This method provides 
ample opportunity for the researcher to observe their participant reflecting, focusing in-depth 

on the subject matter and also the participants to “draw comparisons with, what they hear 
from others” (ibid). The aim of this research was to understand a phenomena, a “subject 

matter” that is "complex or unfamiliar to participants” (Ritchie, 2003, p.36). This is quite a 
challenging and laborious process to make sense of something that is so abstract. It is 

recommended that in cases such as these, the researcher makes the data generation 
process “interactive” or a time for "joint reflection” by individually interviewing each participant 

(Ritchie, 2003, p.36). This is why the researcher in this research used semi-structure 
qualitative interview to generate data. This was both useful and beneficial to the process of 

P2 Psychiatric nurse, General nurse, 
Midwife

40+

P3 Midwife (extensive - postnatal, labour, 
delivery, antenatal class)

28+

P4 Midwife (labour, delivery, postnatal, 
antenatal class clinic, nursery)

12+

P5 Midwife, Mental health nursing 28+

P6 Midwife, General trained, Neonatal 
Nurse

20+

P7 Midwife, General nurse, acute, 
community, Degree in gerontology, 
labour ward

30+

Participant’s name on 
transcript 

Training and experience Experience in years
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data generation as the interview-process seemed dialogic, based on dialogues, a process of 

“co-construction” of “truth” (Horner, 2016). 

The interviews in research were semistructured and in-depth but not unstructured (see 
Appendix). In semi-structured interviews the researcher has a list of key questions that at the 

researcher asks each participants, each time, but also probes for further information and is 
open to exploring territories that come as a by-product of the conversation (Ritchie et al. 

2003, p.111). However, both the “probing” and the wandering off from the question asked are  
limited unlike unstructured interviews. The interviewer tolerates deviation from the question 

asked in a participant's response only if it is still relevant in understanding the participant’s 
experience of the phenomena. The deviation here refers to slightly getting off topic and 

reflecting a related memory. This is an usual process of conducting semistructured 
interviews. Such moments reveal something crucial to the research, something essential 

about the phenomena, and something unique about the participant’s experience, but also 
something that was not listed in the existing questionnaire. Such semistructured interview 

method with probes and minimal headroom to veer off topic is also referred to as “non-
standardised, adaptable methods of data generation that are sensitive to the social context of 

the study” and in this research the probes were personalised or as Snape and Spencer 
(2003, p.4) have noted, the method was modified or “adapted for each participant or case to 

allow the exploration of emergent issues”. The main aim was to generate “detailed, rich and 
complex” data (Snape and Spencer, 2003, p.4).

6.8.7 Data Generation - Process 

This section will provide details of the interview process. The interview with each participant 
were recorded using a dictaphone. After the initial ethical approval or complying with the 

gatekeeping administrative requirements, in case of each unit the participants were either 
made known to the researcher via email or the participant themselves rang the researcher 

after they were informed by the gatekeeper. At the first point of contact with the participants, 
the researcher exchanged emails which included sending the participants two of three 

documents that were initially sent to the gatekeeper, 1) Information for the participant and 2) 
Consent form. After the researcher received consent from each participants and the 

researcher and the participant agreed on a time and a place that suits both. Six out of the 
seven participants met at their workplace, within their unit, in their own office or shared office. 

During the interview no one was present in the room except the participant and the 
researcher. After the initial exchange of greeting the tape was switched on with the 
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permission of the participant whenever they were ready. Each interview lasted for 40-50 

minutes. 

At the end of the interview the interviewer would announce that all questions have been 
asked, whether the participant would like to add something to what has been discussed or in 

general. At that point if the participant was happy to conclude, the tape was then switched 
off. The tape was also paused during the session in few cases. Two participants were rung 

during the session and the tape was paused for few moments. Colleagues entered the room 
unknowingly in case of three participants. In those cases the tape was paused momentarily 

till they left the room and the participants gathered themselves back. One participant had to 
get up to close a window during the interview due to the noise of lawnmower and the same 

participant was also rung several times during the interview. At no point did this participant 
said yes to pausing the interview, despite the researcher offering to pause. One participant 

met the researcher in a hotel lobby before lunch hour. While the place was busy, the noise 
did not interrupt the interview process and the recording took place at a secured corner away 

from everyone at a table chosen by the participant. In two cases, after the tape was switched 
off the participants expressed some afterthoughts which were relevant to the research but 

was not recorded. The researcher asked permission from these two participants to include 
the data as after-notes to the research. In every case, the researcher took field notes in order 

to contextualise the setting and the interview process planning ahead for the data analysis 
stage.

6.8.8 Transcription and Storage

The tapes were stored in folder requiring passcode in the participant’s personal computer, 
the access to which requires a dual-authentic identity process. The data was transcribed, the 

participant’s details were anonymised, the files were labeled with anonymised codes and 
then stored separately from the the audio files to maintain anonymity and confidentiality 

(Ritchie and Lewis 2003, p.68). Transcription is a process of transforming the audio data into 
written texts without losing information from the audio and to make matter more complex “no 

single transcription method exists which is ideal for all purposes” (Howitt, 2016, p.387). The 
main aim in this research was to transcribe in a way that also captures the nuances, certain 

non verbal cues such as “pauses, errors of speech, people talking over each other or at the 
same time” (ibid). The Jefferson transcription method is the most common method for 

transcribing within the discipline of psychology. This research uses part of that method. 
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In addition to word to word transcription, the researcher also noted significant facial 

expression and non verbal cues such as expression of extreme disgust, fear or horror, 
smiles, chuckles, stressing on certain words or syllable of the word or stretching a word such 

as “Noooooo” or “E-V-E-R-Y-B-O-D-Y” or “THESE women” or “umm” “ahh” or “hmmm” non-
verbal pauses like “[thinking]”. However, the transcription is not as detailed as conversation 

analysis and does not measure pitch, frequency and pause in details. The duration of each 
audio file ranged between 40 - 50 minutes. The transcription of each file ranged between 

seven to ten hours. The word count for each transcript range between 70000 - 12000 words. 
The process of transcribing all of the seven transcripts took somewhere between three to 

four months. All identifiable data were altered. For instance, place of work, name of the unit, 
name of the county were marked as “XXXXX”. If the position of the participant within the unit 

was significant and identifiable then their position too were marked as “XXXXX”. Each 
participant’s names have been completely anonymised and they are referred to as P1 

(Participant 1), P2 (PartParticipant 2), P3 (Participant 3), P4 (Participant 4), P5 (Participant 
5), P6 (Participant 6) and P7 (Participant 7). On the computer, their corresponding transcripts 

are labelled as Transcript 1, Transcript 2, Transcript 3, Transcript 4, Transcript 5, Transcript 6, 
and Transcript 7. Their corresponding audio files are labelled as randomly generated 

alphanumeric combination which is identifiable with a code only known to the researcher and 
stored in a separate folder than the transcripts. The only other person with access to the 

transcript is the researcher’s supervisor. All data will be destroyed at the completion of the 
thesis. 

6.8.9 Data analysis - Overall levels of coding 

Willig and Rogers (2017, p.19) highlighted that interview questions partly influences the data 
analysis process and especially the formation of themes. This is because, the general 

approach to coding in thematic analysis is often deductive in nature, where the enquiry or 
analysis moves from theory to a “hypothesis” or “prediction” such as “identifying themes” in 

the transcript and then moving on to gathering further evidence, testing the hypothesis by 
“coding”. This process would mean that,

…analysis moves from familiarisation to some form of theme development then to 
coding. Themes are often at least partly determined in advance of full analysis, 
guided by existing theory and reflected in interview questions (in some instances, it is 
recommended that interview questions form the themes, Guest et al., 2012). The 
purpose of coding is to find the ‘evidence’ for the themes – but the distinction between 
codes and themes is often not very clear. (Willig and Rogers 2017, p.19)
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This research employed coding process, which is a process that is at a foundational level 

similar in most qualitative research. Codes can be deductive as explained in the above 
quote, or inductive, where enquiry does not begin with a theory, rather the data itself 

generates a theory such as studies using the grounded theory approach. Codes can also be 
a mixture of the two approaches both deductive and inductive in their scientific enquiry. This 

research uses both modes of enquiry and in some cases the interview themes influenced the 
generation of codes. For example, there is no concrete evidence or existence of theories that 

respond to the question of “what is it like to become a mother?”, or even the 
phenomenological question of “what is a mother?”. However, there are theories on mother 

and child bonding such as attachment theory and strong social ideas of what a mother 
should or should not behave like. Hence, these two interview questions generated data that 

subsequently influenced the generation of codes that were both mixtures of inductive an 
deductive logical enquiry. Subsequently, codes such as “motherhood as natural instinct” or 

“motherhood as unknown territory” were generated following a mixture of both as inductive 
and deductive approach. At a later stage ‘Nature vs Nurture’ became a larger theme and 

different theories and opinions on ‘what motherhood is’ fitted under the big umbrella of this 
theme. This is why, qualitative research must highlight the codes at a glance and outline the 

exclusion, inclusion criteria for that particular code and clarify how the code influenced the 
generation of the larger themes. A code book is a concept used by most qualitative 

researcher at the data analysis stage to highlight this process.

A code book consists of a definitive list of codes – for each code, there is a label, a 
definition, instructions on how to identify the code/theme (a distinction that is not 
always clear), details of any exclusions, and examples. Codes are either determined 
in advance on basis of pre-existing theory (deductive coding), or inductively, based on 
familiarisation with the data, or sometimes a mix of both. (Willig and Rogers 2017, p.
19)

This research outlines the codes under “themes at a glance”, and describes each theme 

before outlining the results/evidences for that theme from the transcript in the results section 
(see Chapter 7). Please note, only one person was involved in the coding and data analysis 

and hence, emphasis is placed heavily on the process of reflexivity, transparent coding and 
analytic process and several steps have been taken in addition to ensure validity and 

reliability of the data as described below (see 6.14, 6.15, 6.16 and 6.17). The following 
section will now outline how the data was analysed and codes/themes were generated. 

Yin (2015 p.222) suggested that interpretation can be broadly categorised into three different 

types : 1) description, 2) description plus a call for action and 3) explanation. In this research 
each transcript was read and reread several times at the initial stages, and the initial 
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observations were noted considering these three categories. The process of Five-phased 

cycle was used as a guideline during the data analysis stage. Five-phased cycle as 
mentioned by Yin (2015, p. 219) consists of the following phases : assemble, reassemble, 

disassemble, interpret, conclude. Towards the end of the analytic process, especially during 
the final hours, this technique was employed in order to achieve efficacy and fairness. This 

process includes revising the relevant data after interpretation, going back to reassembling 
phase, then reconsider interpretation by going back to disassembling phases, interpreting 

again and perhaps concluding or continuing going back and forth between reassembling and 
disassembling phases for few more times before locking on the interpretation and proceeding 

to the concluding phase (Yin, 2015, p.219 - 220). 

6.9 IPA as a method of data analysis 

This section will outline the chapters and articles that have influenced the researcher’s 

process and method of data analysis, and outline the overview of each of those approaches. 
This research is influenced by three methods outlined by three separate researchers 1) 

American phenomenological psychologist Amedio Giorgi’s (trained in the 1950’s) method, 
also referred to as Giorgi’s descriptive phenomenological analytic method, 2) Smith and 

Osborne (2003), the researchers who significantly developed interpretive phenomenological 
analytic method and 3) Willig’s (2013) chapter outlining four stages of interpretive 

phenomenological analytic method based on Smith et al (2009) further development of the 
IPA method. Based on these three chapters and articles, the researcher designed a personal 

method and carried out the process of data analysis. The decision to be influenced by 
existing methods and adopt a personal approach was made based on the following quote 

from Smith and Osborne (2003, p.67) where they highlighted that their approach is not 
prescriptive and one must find their own in the process. 

This is not a prescriptive methodology. It is a way of doing IPA that has worked for us 
and our students, but it is there to be adapted by researchers, who will have their own 
personal way of working. It is also important to remember that qualitative analysis is 
inevitably a personal process, and the analysis itself is the interpretative work which 
the investigator does at each of the stages. 
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6.9.1. Giorgi’s method of descriptive phenomenology 

Influenced by Edmond Husserl, Martin Heidegger and Maurice Marleau-Ponty, Giorgi 

developed the following method of analysis consisting of seven stages. The following section 
will outline Giorgi’s descriptive phenomenological analytic method as described by Howitt 

(2016, p.461). 

Stage 1 : Obtaining description of phenomena — this is done by reading and re-reading the 
transcript with an aim to becoming familiar with the material and develop an empathic 

understanding of the participant’s experience. 

Stage 2 : Identifying meaning units — this is done by highlighting or copy pasting sections of 
the transcript in a separate section that are meaningful i.e. chunks of texts that have meaning 

of their own. 

Stage 3 : Organising various meaning units — this is done by organising different themes 
into categories based on the main experiences of sensory and lived world such as “body, 

language, other, space, things, time and language” (Howitt, 2016, p. 461). 

Stage 4 : Seeing the meaning units psychologically — this is not done by interpreting the 
lived experience of the participant, but rather reflecting on "the implicit structure” that is at the 

core of the participant’s experience of the phenomena (ibid).

Stage 5 : Structural description (situated) — this is done by psychologically-translating the 
meaning units using the experiential categories considered as the context within which the 

participant is “situated” and providing description. The researcher at this stage usually 
focuses on the narratives that “evoke the experiential world of the participant” (ibid). 

Stage 6 : Identify general themes — this is done by moving beyond individual experiences 

and looking for common/shared experience of the phenomena in all of the transcripts. This 
stage involves identifying all structure and relationship that are essential in understanding the 

phenomena. 
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6.9.2 Smith and Osborne’s IPA (2003)

While Giorgi’s work mainly focuses on providing description of the participant’s experience of 
the phenomena, Smith and Osborne (2003) focus more on the interpretation of the 

participant’s experience of the phenomena. British psychologist Jonathan Smith is usually 
accredited for the development of the IPA method that he developed to establish psychology 

as a both “experimental and experiential endeavour” (Rysewyk, 2016, p.130). Smith 
(1991;1996) initially developed IPA as a data analytic technique in applied psychology 

(Rysewyk, 2016, p.130). IPA was first developed and used by Smith in a case study titled 
Conceiving selves: A case study of changing identities during the transition to motherhood 

(Smith, 1991). That was a similar study to the current research in hand, however, the Smith’s 
study was to understand the experience of the woman going through the transition. Where 

as, this research aims to understand the experience of the midwives working with patients 
and witnessing the patients going through such transition. Since its inception, today IPA is a 

method of data analysis used by most social and human science researchers who use 
qualitative paradigm. 

Smith and Osborne (2003, p.66) outlined that “The assumption in IPA is that the analyst is 

interested in learning something about the respondent’s psychological world”. This may be 
done in the form of highlighting the “beliefs and constructs that are made manifest or 

suggested by the respondent’s talk”, or the researcher may consider that “the respondent’s 
story can itself be said to represent a piece of the respondent’s identity” (Smith and Osborne, 

2003, p.66). The main aim for analysis in IPA is to highlight, uncover and unearth the 
“meaning”, and “to understand the content and complexity of those meanings rather than 

measure their frequency” (ibid). This requires the researcher to adopt “an interpretative 
relationship with the transcript” (ibid). Moreover, the researcher must attempt “to capture and 

do justice to the meanings of the respondents to learn about their mental and social 
world” (ibid). However, “those meanings are not transparently available” and hence, Smith 

and Osborne (2003, p.66) suggested that researcher must attempt to obtain such meaning 
“through a sustained engagement with the text and a process of interpretation”. The following 

is a summary of their approach which the researcher has drawn from in constructing their 
own approach (Smith and Osborne 2003, pp.67 - 75).

Initial notes — Starting with individual cases, at this stage each line of the transcript is 

numbered and notes are made on they left hand side margin while the researcher reads and 
re-reads the transcript to become familiar with. This is a “free textual analysis … no rules …

no requirement”, one does not have to “divide texts into meaning units”, but may do so if the 
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text seems significant. This process is continued to the end of the transcript first transcript. 

The researcher does NOT move to the second transcript at the stage.
 

Transformation of initial notes into themes (emergent themes)— After the initial 
familiarising and notes, the researcher returns to the beginning of the transcript and this time 

starts noting themes or time of themes on the right hand side margin of the same transcript. 
Themes are meant to retain what the “participant actually said” and at the same time 

"themes move the response to a slightly higher level of abstraction and may invoke more 
psychological terminology” (Smith and Osborne 2003, p.68). The researcher’s skills at this 

level will enable them to strike a perfect balance between finding common units that allow 
theoretical connections to be made and yet retains individuality of the participants.

…skill at this stage is finding expressions which are high level enough to allow 
theoretical connections within and across cases but which are still grounded in the 
particularity of the specific thing said. (Smith and Osborne 2003, p.68)

Connecting themes (superordinate concepts) — At this stage researcher transfers 
emergent themes to a separate piece of paper and looks for connection in between the 

themes using “analytic and theoretical ordering” (Smith and Osborne 2003, p.70). Some 
themes will cluster together at this stage and will form superordinate concepts while 

emphasising on the participant’s exact and actual words. This is why at this stage the 
researcher’s interpretive skills are required the most. The researcher at this stage depends 

on their own interpretive skills to understand what the participant is actually saying and 
interprets it in order to cluster the themes and form “dense”, “edited” “superordinate 

themes” (ibid). 

Repeating the process on other transcripts — After identifying superordinate themes on 
the first transcript, the researcher can write up their results if the research involves a single 

case study. Otherwise the researcher at this stage moves on to the next transcript and 
repeats the whole process again from reading and re-reading and coming up with initial 

notes, then emergent themes and finally superordinate themes. This process is repeated for 
each transcript. 

Master themes — After identifying the superordinate themes on the last transcript, at the 

end all the superordinate themes are put together on a separate sheet and again they are 
clustered together based on their similarities, while maintaining the individuality of the 

participants and connecting the theoretical and psychological concepts structuring the 
participants’ experience. 
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6.9.3 Willig’s summary of IPA Four-stage technique (2013, pp. 83 - 99)

Willig (2013) mainly draws from Smith and Osborne (2003) and Smith et al. (2009) and 
outlined the following four stages of analysis.

Stage 1: Initial reaction to the text — Starting with individual cases, the researcher initially 

notes down their reaction to the transcript which may include “associations, questions, 
summary statements, comments on language use, absences, descriptive labels, and so 

on” (Willig 2013, p.87). This stage also includes focusing on the following comments from the 
transcript : descriptive comments that “capture participant’s subjective experience”, linguistic 

comments that highlights potentially significant “use of language” by the participant in 
undressing the phenomena, and conceptual comments that help researchers identify 

abstract notions about the participant’s experience (Smith et. al 2009). 

Stage 2 : Identifying themes — At this stage researcher moves from initial free-form 
reading of the transcript to the systematic reading looking for emergent themes. Willig (2013, 

p.88) particularly highlighted that at the this stage researcher must consider that, 
“phenomenological research is interested in the nature, quality and meaning of experience, 

and therefore theme labels ought to capture the experiential quality of what is being 
described”. 

Stage 3 : Clustering themes — At this stage the researcher looks for relation between the 

themes, in terms of hierarchical relationship, similarities and other connections. Smith et al. 
(2009, pp.92 - 99) outlined several ways to search for connection between themes. Willig 

(2013, p.88) summarised them in the following ways. 

…abstraction (putting ‘like with like’, thus creating a higher-level theme), subsumption 
(realizing that an emergent theme can sub- sume other emergent themes), 
polarization (identifying emergent themes which constitute opposite ends of a 
continuum), numeration (noting the frequency with which emergent themes appear) 
and function (identifying the functions of emergent themes within the account). 

Stage 4 : Summary table — At this stage a comprehensive table is produced which is 

essentially. Systematic overview of the previous stages that outlines the keywords, 
quotations, clusters in a way that combines the themes and produce larger headings. At this 

stage, some themes that have emerged at Stage 2 may be excluded, if they do not 
adequately represent the experience of the participants adding to the knowledge of the 

phenomena or are “marginal to the phenomenon” (Willig 2013, p.88). 
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6.10 Data analysis 

Based on the three texts mentioned above, this research has employed IPA as a method of 
data analysis. Both descriptive and interpretive analytics methods have been used.  

Stage 1 — Each line of the first transcript is numbered in the original transcript.

Below is an example of Stage 1 from a transcript.

Stage 2 — The first transcript was read and re-read at least 3-4 times in its entirety. 
Although, at this stage, the first transcript was read as a free text, each reading provided a 

new insight. To the researcher, some sections seemed more richer than the others. On a 
separate sheet the researcher noted the initial thoughts and impressions in general, 

sometimes about sections and some times about particular speech. Simultaneously, on a 
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separate sheet corresponding to each line of the transcript, the researcher noted down initial 

comments with the more detailed observations. This process was guided by the following 
quote, 

Some of the comments are attempts at summarizing or paraphrasing, some will be 
associations or connections that come to mind, and others may be preliminary 
interpretations…commenting on the use of language by the participants and/or the 
sense of the persons themselves which is coming across…comment on similarities 
and differences, echoes, amplifications and contradictions in what a person is saying. 
(Smith and Osborne, 2003, p.67)

Below is an example of analysis Stage 2 from a transcript
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Stage 3 — At this stage, the themes began to emerge and the researcher began to cluster 
them together and highlight the corresponding lines from the first transcript. As described 

above, this process included looking for abstraction (like), polarisation (opposite), 
subsumption (subsumed by other themes), numeration (frequency) and functions (within the 

participant’s account). The focus remained on the first participant’s experience and the 
researcher’s awareness of making sense of that experience. This required a lot of reading 

back and forth, and interpreting, deconstructing and re-interpreting of the first transcript in 
order to capture the experience and personal dimension of the first participant rather than 

simply describing her experience. 

important to ensure that clusters of themes identified at this stage make sense in 
relation to the original data. This means that the researcher needs to move back and 
forth between the list of themes (s)he attempts to structure and the text that 
generated the themes in the first place. The connections between themes identified 
on paper need to be reflected in the detail of the respondent’s account. (Willig, 2013, 
p.88)

Below is an example of analysis at Stage 3 from a transcript.
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Stage 4 — At this stage a summary table was produced for the first transcript. This stage 
was primarily guided by the following quote from Willig (2013) based on Smith et. al. (2009). 

…summary table should only include those themes that capture something about the 
quality of the participant’s experience of the phenomenon under investigation. This 
means that some of the themes generated during Stage 2 will have to be excluded … 
(Willig, 2013, p.88)

The structure of the table was partially influenced by a recent Doctoral thesis that employed 

IPA Method in exploring participant’s experience with an aim to understand the phenomena 
of attending community college submitted in the School of Education at the Colorado State 

University (Lannan, 2015). Both semantic and latent themes were drawn from Stage 3 of the 
first transcript and they were grouped into bigger themes. The table had a column for the 

descriptive terms on the left and the number of times the term was mentioned in bracket 
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underneath. This column corresponded with quotes, line numbers and linguistic key words 

from the transcript on the second column. The third column captured the corresponding 
conceptual comments, which were more interpretive than the initial notes. The fourth column 

was set aside for emergent themes which were sometimes similar to Stage 3 and sometimes 
themes were excluded at this stage and the researcher had to leave it blank to wait for a 

larger theme to emerge [explained in the next stage]. The fifth column was also kept for the 
very last stage of analysis for the transcript explained in the next stage. 

The following is an example of the summary table which was edited as the analysis of the 

transcript continued and the researcher read and re-read the material looking to group the 
themes. 
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Stage 5 — At this stage, a temporary codebook was created based on the three columns of 
the table as shown above. Researcher began to put entries in the emergent themes being 
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guided by the findings from Stage 3. At a this stage some themes were excluded and some 

were grouped separate. At the same time several windows on the computer were open 
simultaneously which were titled as Chapters based on the temporary codebook. This was a 

unique method that the researcher created based on the researcher’s current readings and 
knowledge of the IPA method and qualitative analysis in general. Below is an example of the 

temporary code book outlining the temporary names for each superordinate themes labeled 
as “chapters”. The researcher’s computer had several blank documents opened 

simultaneously titled as the following temporary chapters. The researcher kept reading and 
re-reading the transcript and the stage 3 emergent themes to add and delete from the 

corresponding superordinate themes titled as chapters. The chapters or the superordinate 
themes at this stage were temporary because the researcher did not know how many 

superordinate themes will be generated from all the seven transcripts and the only way to 
know was to keep going with the analysis, with an open mind and open windows titled 

temporary labels as superordinate themes. The following quote best captures this rationale. 

The researcher cannot know beforehand how many master themes will be identified 
through the analysis. However, it is important to ensure that analysis continues until 
the point at which full integration of themes has been achieved. In other words, IPA is 
not complete until that which is shared between participants has been identified and 
captured in superordinate themes (master themes). This means that, even though we 
do not know exactly how many themes we will generate, we must not stop until all 
subordinate themes have either been integrated into or dropped from the analysis. 
(Willig 2013, pp. 91 - 92)

Below is an example of temporary code book at Stage 5 of data analysis
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Stage 6 — At this stage, the researcher processed the first transcript in the data analytic 
software NVivo 12 (IBM 2019). The software was not used to generate code or visualisation. 

Rather at this stage the software was used to query frequency of words from the data in 
order to highlight the differences between manual and electronic ‘interpretation’ of data. The 

query for frequency of words was also used to provide objective perspective of the data to 
the readers along with an ‘interpretive’ perspective of the researcher analysing the 

participant’s experience of the phenomena, i.e. the double hermeneutics. In other words, this 
quantitative aspect was used by the researcher to provide a balanced perspective of the 

data. For instance, “women” was mentioned 82 times in the first transcript which was the 
second most frequent term after “know”. However, creating a theme solely based on the 

frequency of the term “women”, would have missed the several interpretive aspect of the 
term. One of them was the following complexities. One participant kept referring to herself 

and her team members as “girls”, referred to her patients in general as “women”, when 
referring to younger female patients she referred to them as “girls”, when referring to females 
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in general within the societal context she referred to them as “us women”, and also referred 

to herself in her younger years as “girl”. While “women” is part of the big research question 
and hence, a big theme, it is not a theme on its own in this transcript and hence being guided 

by NVivo word frequency the complexities of the data would have been lost. 

Another reason for not using NVivo for codes and themes can be explained via the following 
example. At this stage, “Support” seemed a major theme in the transcript. The corresponding 

notes and emergent themes from stage 3 revealed that that terms “transition”, “bonding", 
“connect” have also being used to describe something similar to the theme of “support”. As 

in, without “support” the woman can not experience the above three aspects of the 
phenomena or the above three aspects are essential to understand the phenomena and that 

without “support” these aspects will be lost/missed and not experienced by the women. If the 
NVIvo was used to generate themes and the researcher manually put in “transition”, 

“bonding” and “connect” as sub themes of “support”, the software would have only picked up 
those lines that have these words. Whereas, manually interpreting the data over and over 

again, revealed lines such as “I would just be there for them”, which has a latent theme of 
“support” and unless the researcher put in codes such as “be there” the software would not 

have picked up that line and grouped them as corresponding evidence of the theme 
“support”. 

At this stage of the analysis, the researcher also discovered that both the idea and the term 

“support” are being described in three different ways 1) support for woman in general during 
perinatal period, 2) support for the women during the hospital stay, 3) support for the 

employees as in Employee Assistance Programme or education and training. Hence larger 
groupings were made at this stage and wherever the third meaning of the idea of “support" 

was used, they were transferred to the superordinate theme of “Education” and not 
“Support”. Below is an example of the word frequency rates from NVivo 12 for the first 

transcript. Below are two excerpts of NVivo words frequency report of a transcript.
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Stage 7 — By this stage, most rows of the right hand column of the table were filled with 

superordinate themes. The emergent themes from stage 3 that did not fit into groups under 
the superordinate themes were kept aside for the rest of the data analysis stage. After 

finishing the superordinate themes column, at this stage the researcher moved on to 
Transcript 2 and repeated the entire process from Stage 1 to Stage 6 and moved on to 

Transcript 3 and repeated the process again and so on much after the analysis of Transcript 
7. The analysis continued until the researcher found that no more new information were 

emerging from the transcripts being re and re-read. At that point it was considered that a 
data-saturation level has been achieved and that  superordinate themes needed no more 

edits.   

6.11 Data Saturation 

During this entire data analysis process the researcher kept going back and forth to each 
transcript as new emergent themes became prominent, until no new themes or meanings 

emerged. For instance, the emergent themes of “personality traits” or “personality theory” or 
“cultural shift” or “societal shift of gendered roles” were not present in Transcript 1. As the 

researcher discovered these themes in Transcript 2 expressed by P2, the researcher then 
re-read Transcript 1 looking to find similar quotation or terms or ideas expressed by P1. 

Similarly, while re-reading P1’s Transcript 1, prompted by newly emerged themes of P4 
expressed in Transcript 4, the researcher discovered a complete new theme in Transcript 1 

which was interpreted differently by the researcher in light of the knowledge at that stage of 
the analysis but seems different while reading P4’s account in Transcript 4. As a result codes 

were created or edited and “chapters” or “superordinate themes” were further edited or the 
criteria were shifted. For example, it was only during the analysis of Transcript 4 that the 

researcher discovered that the term “educated women” or “professional women” or similar 
were being used to refer to women of a certain socio-economic background or certain 

“class”. Earlier during the analysis of Transcript 1 the researcher had the following codes for 
the bigger theme of “class” : income, background, travellers,  lower middle class and class. 

The term “professional women” was used in Transcript 1, but the researcher did not include it 
in the superordinate theme of “class” as it did not capture something essential about the 

phenomena that the researcher is examining at that point. It was kept aside and only during 
the analysis of Transcript 4 the researcher noticed the way P4 is describing the women is 

very similar to the theme of “class” and hence, the previously discarded code was now added 
and the superordinate theme “class” was updated. This process of going back and forth was 

conducted in order to achieve data-saturation. 
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6.12 Validity 

Within the field of research “validity” means “goodness or “soundness” of a study (Given, 
2008, p.909). The approach to and conceptualisation of validity vary widely and differs 

significantly based on the methodologies and paradigms of the research (ibid). However, 
within a positivist and post-positivist paradigm and/or most quantitative studies, validity has 

quite a significant, specific and non-shifting meaning. Within the positivist paradigm validity 
refers to the degree of dependability i.e. to what degree one can depend on the research 

finding. This degree increases as the researcher uses “specifically prescribed and well-
entrenched procedures and strategies” (Given, 2008, p.909). Validity within the positivist 

paradigm also encompasses the quest ions of “rel iabi l i ty, object iv i ty and 
generalizability” (ibid). 

Contrastingly, within the world of qualitative research the methods and purposes of the 

research dictates the criteria for validity. Within the qualitative world, the meaning of the term 
validity itself shifts, it is not no specific such as it is in the quantitative world and there can be 

several different ways to ensure validity. 

Because of the multiplicity of paradigms and methodologies that are categorized in 
the qualitative field, it is overly simplistic — indeed inaccurate — to describe global 
qualitative criteria for validity. The purposes and methods of each qualitative study 
dictate, to a considerable degree, the type of validity that is sought. (Given, 2008. p. 
909)

6.13 Interpretation and the issues of validity 

It can be argued that most qualitative research would employ the art of interpretation. This is 
because most qualitative research tries to understand why and how of human-behaviour.  

Symbolic Interactionism (SI) (Blumer 1969) which is mostly associated with grounded theory, 
is one of the key features of IPA studies that helps the researcher understand the why and 

the how. However, particularly three of the core premises of SI may challenge “prevailing 
positivistic notions in behavioural science about deterministic and observable causes of 

behaviour, which is considered a type of action” (Iphofen and Tolich 2018, p.487). Does that 
mean SI challenge the validity of a research? 
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The very core of SI’s ontological position is different than that of a positivistic paradigm. The 

differences are in the following three core premises: 1) Any action directed towards the other, 
is mainly based on the meaning that the actor assigns for that particular action; 2) The 

meaning ‘assigned’ is not a concrete meaning, it has emerged out of the interaction between 
the actor, the ‘meaning’ is not a given; 3) Through the interaction between the actor and the 

other, the meaning may shift over time through interpretive processes, the meaning can be 
reconstructed by the actors for themselves based on the context or the situation they are at 

that moment (Iphofen and Tolich 2018, p.497). This would mean that human behaviour is not 
predictable, it can not be determined and the causes may not be observable — this 

perspective challenges the traditional positivistic paradigm. 

However, both within the grounded theory approach and the IPA, this ‘interpretive process’ is 
considered to be the “basic social process” or the “basic psychological process” (ibid). 

Thinking along this line, interpretation seems to be the foundation of knowledge. In any 
qualitative research, interpretation is considered to be the “pinnacle”, something that “brings 

the entire analysis together” (Yin, 2015, p. 221). Interpretation is a skill that the researchers 
use to give their own meaning to their research findings (ibid). In that case, the validity of the 

research can not be questioned solely based on the use of SI lenses. However, the question 
might be, what are the recommended ways to ensure that a research is valid and reliable 

within this paradigm? The following sections of this chapter address this question thoroughly. 

6.14 Achieving validity - Five attributes of comprehensive interpretation 

Within the context of IPA, Yin (2015, pp.220 - 221) suggested that “the goal is to develop a 
comprehensive interpretation — still encompassing specific data — whose main patterns and 

themes will become the basis for understanding” for the entire study. The following five 
attributes were highlighted by Yin (2015, p.221) that a qualitative researcher should strive for 

to achieve comprehensive interpretation : 1) Completeness i.e. having a beginning, middle 
and end of the interpretation process; 2) Fairness i.e. considering the question whether 

others with similar interpretive stance arrive at similar interpretation with the same data as 
the researcher; 3) Empirical accuracy i.e. fairly representing the data; 4) Value-added i.e. 

considering whether the interpretation adds or discovers something beyond what is already 
researched in the literature of the topic; And 5) Credibility i.e. is there something substantial 

beyond the creative aspect of the research and considering the question of how will the most 
esteemed peers in that field of the research topic react to the interpretation, how will they 

critique or accept the research? 
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This research has addressed the first criteria above by being giving full account of the data 
analysis techniques with a beginning (free reading) and an end (data saturation). The 

second, third and the fifth factors have been addressed by the researcher by asking other 
professionals relevant to the research and other researchers within the domain for their 

opinion on the research questions, research design, data analytics and findings. In relation to 
the fourth factor retrospectively it seems that the research findings indeed add something 

beyond the existing literature on the topic. Particularly, within the Perinatal mental health 
research and within the Irish perinatal mental health research there has not been such a 

detailed qualitative study using IPA method before with midwives as participants 
understanding the phenomena of working with patients experiencing perinatal mental health 

difficulties.  

6.15 Reliability and Qualitative Research 

Within the world of research, the term reliability has a broad meaning that encompasses the 
following factors: “dependability, consistency, and/or repeatability of a project’s data 

collection, interpretation, and/or analysis” (Given 2008 p.753). Similar to the idea of validity 
the idea of reliability too varies between the paradigms of quantitative and qualitative 

research. The meaning of reliability in the qualitative research field is “defined, sought and 
measured”, it indicates the quality of the study and its generalisability (ibid). Generally 

speaking, the concept of reliability within a quantitative study is based on the idea that 
“multiple researchers arrive at similar results when they engage in the same study using 

identical procedures” (Given 2008 p.753). Within a qualitative research both the paradigms 
and methodology can be quite diverse and hence, there is very little uniformity in the 

description of reliability within qualitative research. Research shows that some qualitative 
researchers sometimes describe “parallel concepts such as credibility, dependability, 

confirmability, and consistency as appropriate qualitative correlates to reliability” (Given 2008 
p.753). Whereas, other qualitative researchers “avoid the purposeful quest for reliability 

altogether” (ibid). Even among the researchers who “seek credibility and dependability often 
assert that such aims support the rigour of qualitative work and ensure that studies avoid 

“haphazard” subjectivity” (Given 2008 p.753). It is the latter that this researcher identifies with 
and hence this chapter has paid close attention to describing the theoretical and 

philosophical underpinnings of paradigmatic approaches adopted in this research. 
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What are the ways that a qualitative researcher can address the “reliability-related 

issues” (Given 2008 p.754)? Is there a consensus as to how a researcher can demonstrate 
that they have paid “systematic-attention” in making sure that their research is reliable? 

Among qualitative researchers who aim to respond to the issue of reliability, there seem to be 
three common indicators. 

Three of the commonly cited indicators of credibility and dependability are 
methodological coherence (the appropriate and thorough collection, analysis, and 
interpretation of data), researcher responsiveness (the early and ongoing verification 
of findings and analyses with study participants), and audit trails (a transparent 
description of all procedures and issues relative to the research project). (Given 2008, 
pp.753 - 754)

Guided by the above quote, this researcher maintained methodological coherence given 

provided detailed account of the data generation, data analysis and highlight the complexities 
of interpretation including the theoretical conundrums and the recommended best practice in 

relation to this particular methodology. In relation to the second factor, the researcher has 
demonstrated “responsiveness” by going and back forth reading and re-reading the 

transcripts during the analysis stage and verifying the findings both during and after the 
analysis stage with relevant and eminent professionals within the perinatal research world. 

The researcher has not verified the findings with the actual participants due to theoretical and 
philosophical underpinnings of the research paradigm. However, the research findings have 

been presented both at national and international conferences to midwives in an effort to be 
responsive and address the question of reliability of this research. The researcher has also 

addressed the third indicator of reliability by being transparent in describing the methods, the 
process, the procedures and possible contrasting issues through out this chapter on 

Methodology. It is recommended that “reliability, like many other concepts in qualitative 
research, is best approached on a case-by-case basis” (Given 2008, p.754). A researcher 

can take several steps to ensure that their research is credible, however “such efforts should 
not compromise the deeper methodological and paradigmatic meanings that underpin this 

work” (ibid). It is to retain the methodological and paradigmatic underpinnings of this 
research that the researcher has taken all of the above recommended steps to ensure 

reliability except communicating and verifying the data with the participants. Such verification 
of the data took place during the interview process where the researcher has asked and 

probed and clarified the participant’s response to ensure reliability.  
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6.16 Redefining Empirical Objectivity 

There are several different paradigms within the qualitative world and as discussed above, 
within a positivist paradigm, reality is conceptualised as : out there in the world. A responsible 

researcher within this paradigm will use specific “research instruments” that have been 
declared valid by other researchers through multiple replicate use, they will aim to connect 

“specific variables” with “specific outcomes” and create generalisable data that are achieved 
via objective observation (Tracy 2013, p.228). “Objectivity” within this paradigm means that 

the researcher has taken steps "to protect the data and their own analysis of them from 
being tainted by subjective biases and individual points of view” (ibid). Does that mean that a 

non-positivist research paradigm does not address the question of objectivity? 

There is a branch of qualitative research that aims to obtain objectivity, those researchers 
would hold a pure naturalistic ontological world-view. But the constructivist approach 

employed in this research opposes the pure naturalistic ontological position of other 
qualitative research that believe : the social world has “an objective and material substance”, 

waiting to be “understood”, and that the “research participants’ accounts of their lives, and 
researchers’ reports of these accounts” are “transparent representations of pre-existing 

empirical realities” (Iphofen and Tolich, 2018, p.52). The constructivist paradigm of this 
research operates from a position where the social world is believed only to be “accessed 

and understood through discursive, interpretive, and cultural meaning-making 
processes” (ibid). Hence, it can be argued that similar to the constructivist approach this 

researcher believes in the “existence of culture as an ontological given”, and this perspective 
then redefines “empirical and material realities in discursive terms” (Iphofen and Tolich, 2018, 

p.52). In other words, there is objectivity in the constructivist’s approach as there seems to 
be an underlying belief that culture itself exists out there, independent of the researcher’s 

discovery and it predates the researcher and the social actor. 

Tracy (2013, p.229) argues that “Most qualitative researchers question the very notion of 
objectivity or consider it to be a myth – a powerful story or legend that collectively justifies a 

certain social practice or institution, but is false or without proof”. The researcher partially 
agrees with this statement. The researcher disagrees with this statement if it promotes the 

idea that qualitative research is better off abandoning the idea of objectivity as it may as well 
be a “myth” and a social construct that has emerged through interactions and the value 

researchers assign to those interactions among them, especially within contrasting camps. 
The researcher also agrees that it is always possible to find “objectivity” in a research to 

insure validity and reliability, only if there is a will. However, the question of “will” depends on 
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the researcher’s world-view and may vary from paradigm to paradigm within both qualitative 

and quantitative research. Hence, despite the complexity, theoretical conundrums and 
contrasting philosophical views, the researcher agrees with the following comment from 

Tracy (2013, p.229) that “measures may be taken to reduce one’s biases or to account for 
them, but completely objective and bias-free research is impossible for anyone”. The 

researcher has conducted the research from this dual position where the researcher knows 
that she can not be “completely objective and bias-free” and yet the efforts of becoming 

“bias-free and objective” were not abandoned and rather the efforts were applied through out 
the research process rigorously by systematically paying attention to detail and bracketing. 

6.17 Quality Assurance - The Eight-Big-Tent

Tracy (2013, p.248) outlined “eight markers” also referred to as the “Eight big-tent” for 

ensuring the quality of a qualitative research: “(1) worth; (2) rigor; (3) sincerity; (4) credibility; 
(5) significant contribution; (6) resonance; (7) ethics; and (8) meaningful coherence” (ibid). It 

is recommended that all qualitative researchers strive towards these markers, however, 
“There is no one answer to the question of what criteria make a qualitative study 

“good.”” (Tracy, 2013, p.248).  Briefly, the above markers can be summarised as follows. 

6.17.1 Quality Assurance - Worthy topic 

Worth refers to whether the research question is a worthy topic. This can be ensured by 

ensuring that topic is indeed “relevant”, “timely”, “significant” and “interesting” (Tracy 2013, p.
230). This research has observed these criteria and the initial stage of the research 

(research proposal and academic supervision) ensured that the above criteria is adequately 
satisfied. The rationale for the research described in the Chapter 2, also demonstrates the  

worthiness of the topic (ibid). 

6.17.2 Quality Assurance - Rich rigour used 

Rich rigor refers to the marker where the researcher has demonstrated sufficient, 

appropriate, abundance and complex usage of theoretical constructs, details of data 
collection (date and time) and analytic methods, sampling strategies and contextualising 
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(Tracy 2013, p.230). This research has addressed these factors in this chapter by detailing 

the research design. 

6.17.3 Quality Assurance - Sincerity demonstrated via reflexivity 

Sincerity can be demonstrated by employing reflexive accounts of the researcher’s biases, 

perceptions and values (Tracy 2013, p.230). This research has made significant efforts to be 
reflexive of the researcher’s own ontological, epistemological and theoretical influences and 

positions. 

6.17.4 Quality Assurance - Credibility 

A qualitative research can achieve the marker of Credibility by providing “thick descriptions”, 

“concrete detail”, “tacit (non-textual) knowledge”, “triangulation” or “crystallization”, 
“multivocality”, “member reflections” and incase of performing data-analysis by collaborating 

the researcher can seek “inter-coder reliability” (Tracy 2013, p.230). This research has 
addressed the question of credibility while being mindful of retaining the theoretical and 

philosophical underpinnings of the research paradigm. The question of credibility has been 
discussed below in detail under Validity and Reliability. The process of “triangulation” itself is 

a well-acceded method for seeking credibility which involves the researcher seeking 
validation from several groups related and/or relevant to the research topic to make sure that 

the findings are in line with others perspectives and/or experiences within the field. 

6.17.5 Quality Assurance - Resonance 

The marker for Resonance can be attained by making sure that the research has 

transferable findings, that the research is relevant to, influences and or affects a particular 
group of readers (ibid). This particular research is highly relevant to midwives in particular, 

but also, the research has transferrable findings that will resonate with other health and allied 
health professionals relevant to the perinatal period, and service users too. 
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6.17.6 Quality Assurance - Significant contribution made 

Significant contribution can be demonstrated by ensuring that the research makes significant 

contribution either theoretically and/or conceptually and/or heuristically and/or 
methodologically (Tracy 2013, p.230). This research has essentially contributed by providing 

a theoretical framework to conceptualise the complex phenomena of the psychological 
journey a women experiences as she becomes a mother and what the midwives experience 

when they witness their patients going through this transition. This research has also 
contributed heuristically and methodologically by providing insights into the psychological 

mechanisms of making sense of the question of becoming a mother, by further developing 
the IPA data analytic technique respectively. 

6.17.7 Quality Assurance - Ethical and responsible research 

In order to achieve the Ethical marker, the research needs to demonstrate that it complied 
with the procedural ethics in cases where the study involves human subjects, that it complied 

with relational ethics, and also considered the situation and the culture specific ethics (ibid). 
At the initial stages, the researcher completed relevant procedures and applied for ethical 

approval from the researcher’s education institute before beginning the data collection 
phase. This research was given an ethical exemption from the researcher’s educational 

institute. Gatekeepers from each participating maternity unit gave verbal and written 
permission to conduct the study with members of their staff. In three units, the researcher 

had to seek separate ethical approval to conduct the study, in addition to the existing ethical 
exemption from the researcher’s own educational institute. In addition, the researcher has 

attended additional modules provided by the University dedicated at teaching PhD students 
how to become an ethically responsible researcher. This research has  demonstrated and 

satisfied the ethical requirements for conducting responsible research. 

6.17.8 Quality Assurance - Meaningful coherence demonstrated 

Meaningful coherence can be achieved by demonstrating that the study has achieved what it 

set out to achieve as its aims using appropriate methods and procedures, and the research 
captured the interconnections between the literature, research question, findings and the 

interpretations (Tracy 2013, p.230). This research has demonstrated the above 
interconnections through out the thesis. 
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6.18 Limitation  

No research is ever perfect no matter how carefully it was designed. Also, no research can 

ever achieve everything that it aimed to achieve. Every research has its own limitations and a 
responsible research must highlight those limitations transparently to the reader, especially 

what can be known and what can not be known from this study (Tracy 2013, p.267). The 
following are the most important limitations to consider when using this research. 

1) This research was conducted with seven Irish-born white female midwives who drew 

from their own experience of being mothered and mothering while growing up in Ireland. 
The results of this research might be significantly different if the participants were 

drawing from their personal experiences that were primarily not based in Ireland i.e. if the 
participants were non-nationals, of different ethnicity and immigrated to Ireland to work 

as midwives. The results of the research must be thus considered within the limitation of 
the sampling. The researcher herself is a naturalised Irish citizen, reared outside Ireland, 

immigrated to Ireland as a teenager and trained in psychoanalytic research. The results 
of this research must consider the fact that had a different researcher with a different 

background and training interpreting the same data, the results may have been slightly 
different. However, considering that the technique of data analysis employed in this study 

is interpretation, a process that heavily relies on double hermeneutics, this may also not 
be interpreted as a ‘limitation’, rather a strong and unique feature of this study, where the 

researcher is part of the study itself. 
2) One of the selection criteria for the participants of this study was that they must have at 

least 10 years of work experience. When using the results of this study one must 
consider that the results may have been quite different if the participants were less 

experienced and/or younger. Particularly, such consideration is needed as this research 
illustrated that with experience (both age and length of employment) the participants of 

this study were able to make sense of more abstract and contradictory experiences in 
their work settings. 

3) This research was conducted around the time when there were no clearly established 
guidelines on Perinatal Mental Health care within the landscape of maternity care in the 

Republic of Ireland. When using this research one must consider that the results would 
have been quite different had this study been conducted even 2-3 years later than it has 

been, as significant changes within the context of policy, training and within the public 
discourse began to emerge during the study.

	 �196



6.19 Future recommendation 

Future studies will benefit from addressing the limitations outlined above. Especially similar 

qualitative studies solely focusing on each maternity units across Ireland will provide valuable 
information that can further inform practice, training and policies within the context of 

perinatal mental health care. Furthermore, future studies will benefit from focusing on areas 
such as  employee support, supervision, burnout, working with geriatric patients and patients 

with ART. It is recommended that the theoretical models illustrated in this research in chapter 
3, 4, and 5 is introduced in the training programmes for midwives, mental health midwives 

and into the curriculum of other relevant professionals who wish to be a specialist in Perinatal 
Mental Health. The three chapters provide a rich theoretical framework coming from the work 

of Sigmund Freud and developed in the work of Jacques Lacan. This is a theoretical 
development that tolerates the complexity of the woman's experience, the uniqueness of it 

and the listening position that does not impose prejudiced ideals. Hence, it os recommended 
that Chapter 3, 4 and 5 becomes integral part of Specialist Perinatal Mental Health training. It 

is also recommended that future IPA studies within the field of perinatal mental health draws 
from the methodology and methods described in this chapter, as this research design is best 

suited for researchers studying the phenomena of ‘being’. The result of this study illustrated 
in Chapter 7 have the potential to be a short booklet that provides detailed account of 

midwives’ experience. Hence it is recommended that the results of this study is included as 
part of the training curriculum for specialist perinatal mental health training in Ireland. 
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Chapter 7 : Results 

This Chapter of the thesis will focus on the results from the analysis. The organisation of the 

chapter is as below. The Results section is broken into two sections. Section 7.1 is aimed at 
proving an overview similar to a bird’s eye view of the results for the entire study. Section 7.2 

is aimed at providing detailed view of the results for the entire study. Section 7.1 is further 
broken into three sections consisting of two major tables. The table in section 7.1.1 outlines 

the major highlights of the results emerged during the analysis stage via cross-sectional 
observation. The table in section 7.1.2 outlines the major themes emerged after conducting 

the six stages of IPA technique. Section 7.1.3 provides an overview of the participants,, 
introducing them to the readers, providing snippets of their interview process by highlighting 

one or two significant quotes, most frequent used words that are significant for the larger 
themes emerged as result of the analysis. Section 7.2 provides detailed results of the entire 

study by highlighting the superordinate themes that have emerged at the end of the six 
stages of IPA analytic method. This section is further organised into the following eight 

sections detailing the themes (organised alphabetically).

1) 7.2.1 Approach
2) 7.2.2 Class 

3) 7.2.3 Education 
4) 7.2.4 Identification 

5) 7.2.5 Nature vs Nurture
6) 7.2.6 Risk Group / factors

7) 7.2.7 Special Cases
8) 7.2.8 Support (Factors & Terminologies)
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Section 7.1 Results overview 

7.1.1 Major highlights during analysis (not themes)
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their 
existing 
structure
d life, 
internati
onal 
families
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P5 Mental 
health 
nursing

28
+

No Yes 1 Wome
n have 
differe
nt 
ideas 
of 
what a 
mother 
is, 
what it 
would 
be like 
to hold 
the 
baby, 
the 
expect
ations 
fall 
short, 
mother
hood 
is 
about 
‘Allowi
ng 
yourse
lf to be 
vulner
able’, 
‘allowi
ng 
yourse
lf to be 
flawed 
at 
times’, 
‘not 
knowin
g what 
you 
are 
doing’, 
‘muddl
e 
along 
as 
best 
as you 
can’

Society 
creates 
fosters 
ideas of 
what is 
motherh
ood and 
how one 
should 
feel, 
experien
ce of 
guilt with 
if 
prescribe
d feeling 
is not felt 
by 
woman. 
Social 
portrayal, 
construct
ions, 
expectati
ons.

Telling 
patients 
you will 
be ok, 
assuranc
e, 
support, 
normalisin
g, asking 
patients 
to allow 
themselve
s to be 
flawed, 
controlled
. 
‘continuati
on of 
psycholog
ical 
process…
you are 
learning, 
be open 
to this’, 
‘open 
their mind 
and ideas’

No, I 
think I 
underst
and 
where 
they 
are 
coming 
from… 
they 
might 
be 
somew
here 
else…
next 
week, 
or next 
month, 
but this 
is 
where 
she is 
right 
now…
it’s a 
continu
ation, a 
proces
s…
learnin
g’, ‘this 
may 
occur 
next 
time 
you are 
in 
stress, 
you 
may 
feel 
like 
that 
again, 
you 
know 
don’t 
be 
scared, 
help is 
there if 
you 
needed
’+ case 
of a 

Past 
history 
of 
depressi
on, 
relapse 
of 
previous 
psychiat
ric 
disorder, 
chaotic  
parentin
g 
experien
ce as 
child, 
very 
driven, 
in 
control, 
successf
ul 
career, 
older 
moms, 
IVF, 
fertility 
treatme
nt, 
moms 
who 
know it 
all, well 
read, 
don't 
trust 
medical 
professi
onals
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P6 Midwife
, 
General 
trained, 
Neonat
al 
Nurse

20
+

No Yes 0 There 
is no 
bookle
t’, ’we 
see it 
in the 
animal
s it is 
so 
instinct
ive’

The 
power of 
the 
social 
media 
‘hollywoo
d, here 
and 
there 
and 
everywh
ere…
they get 
influence
d’, 
‘external 
influence
s effects 
them 
more 
and 
overpow
ers the 
instinct’

XXXX-
Service 
dedicated 
to those 
experienci
ng 
difficulties
, societal 
shift 
(vulnerabl
e, not 
prepared, 
not 
expected)
, family 
and social 
support, 
highlights 
lack of 
support in 
Ireland in 
light of 
UK home 
visits by 
midwives 
upto 
28days.

I would 
ring 
them 
and 
say 
‘look it, 
that 
was 
then 
and 
this is 
now, I 
have a 
beautif
ul baby 
and I’m 
fine’

Past 
history 
of 
depressi
on, 
anxiety, 
on 
psychiat
ric 
medicati
on, non-
national, 
house 
estate 
living 
(unknow
n 
neighbo
urs), 
only 
have 
ever 
looked 
after 
themsel
ves,
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P7 Midwife
, 
General 
nurse, 
acute, 
commu
nity, 
Degree 
in 
gerontol
ogy, 
labour 
ward

30
+

No Yes 6 I mean 
this is 
HUGE
… 
That 
stuff is 
massiv
e! It to 
me is 
one of 
the 
bigges
t thing 
you 
could 
ever 
do! 
But we 
treat it 
very 
much 
as 
‘norma
l’, 
agile, 
‘oh 
yeah 
yeah 
yeah’!
…it’s 
the 
‘well 
done’ 
and all 
seem 
to be 
associ
ated 
with 
the 
labour. 
You 
know 
like 
‘wow’ 
you 
know.
‘you 
crack 
that!’, 
you 
know? 
Now 
it’s 
postna
tal so 

… you 
can see 
the ones 
that are 
coming 
in that 
have not 
got those 
social 
support
maybe 
did not 
see 
that… a 
lot of it is 
nurture! 
You 
know? 
Monkey 
see 
Monkey 
do! We 
do learn 
don’t we 
from 
home, 
and what 
we see 
in 
others?

… ‘what’
s 
upsetting 
you? Is it 
the labour 
you are 
afraid of?, 
what is it? 
Is there 
anything 
else?’ You 
know? 
‘Are you 
having 
issues at 
home? 
Can we 
help in 
anyway?’ 
You 
know? 
You did 
different 
things for 
different 
people. 
Because 
have to, 
not 
everybod
y will
respond 
the same 
way to 
you.

…
when I 
was 
growin
g up, I 
am 
roman 
catholi
c… I 
can 
underst
and 
it…
drilled 
into us 
…
growin
g 
up…‘D
O NOT 
[loud] 
come 
home 
pregna
nt’!…
such 
STIGM
A [loud] 
… So if 
you get 
you 
know 
young, 
single 
girl in 
with a 
concea
led 


pregna
ncy or 
leaves 
the 
baby, 
becaus
e they 
were 
asham
ed to 
tell…
2017 
people 
are still 
concea
ling 
pregna

big 
expectat
ion, 
superwo
man, 
“feel it is 
a 
weakne
ss if 
admittin
g, ‘you 
know I 
don’t 
think I 
am 
coping 
very well 
with this 
baby’”, 
‘non-
touchy 
feely 
personal
ity’, 
strugglin
g to 
breastfe
ed, 
difficult 
labour
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7.1.2 Results at a glance - Themes (Superordinate and Emergent)

Superordinate 
themes 

Emergent themes, keywords, quotes, concepts

Approach :

- Normal/
Normalising

- Instilling Hope

Normal, normalise, explanation for perinatal mental heath 
difficulties, illness, disorders, difference in conceptualising baby 
blues and postnatal depression, roles, listening, ‘I just listen’, 
knowing - not knowing, instilling hope, encourage, ‘giving her 
confidence’, ‘giving her hope’, belief, confidence, high on hormones, 
tearful, minor things major issues, dilemma in approach, ‘anything 
can happen’,

Class Educated, mortgages, new cars, work 9 - 5, working, housing 
estate, snobbish, no education, exposed to, higher class, 
socioeconomic group, lower socioeconomic, travelling community, 
middle class, upper middle class, higher income bracket, 
professional women. 

Education Training, education, not knowledgeable, crying, the look, signs, 
inadequacy, pick up on, influenced by own training, wanting to 
educate others, spread knowledge, different categories, what’s 
normal, importance of continuity of care,  influenced by own 
mothering, slipping through the net, change in quality of education 
and training.

Identification Mothering, motherhood, how do I look, what do they think of me, 
strong emotion, horrified, traumatised, disturbing, ‘mean to do that to 
women, women doing it to women’, personal experience of 
mothering, personal experience of being mothered, identifying with 
symptoms, identifying with patients (including IVF and catholic 
religion), other mothers, other women, hormones and identity, super 
mom/woman.

Nature vs Nurture Nature, nurture, inherent, inbuilt, instinct, inner strength, part of 
nature, created to be creative, not-in-control, divine, born with, 
intuition, ‘cattle, calves, cows’ & ‘elephants’ (similarities with the 
animal world), ‘man’s world, having babies …woman’s work…
changed roles…ability to mother’ (cultural shift reshaping gender-
roles), personality, hormones, society, personal, individuals, 
’monkey see monkey do’, ‘part of the process’, ‘glass-half-empty 
people’.
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Risk group Vulnerabilities, Overwhelming, unrealistic expectations,  ‘women 
come to this country away from their families’ (non-national moms), 
‘isolated out in the country’, ‘family weren’t around’, perfectionism, 
per fec t ion is t , per fec t mother, per fec t w i fe , ‘p rev ious 
history’ (previous diagnosis), Irish winter, climate, supermom, 
superwoman, cultural shift, tough labour, IVF, fertility issues, can’t 
cope, ‘used to … everything is being done for them’ (not used to 
caring for another), addiction, drug user moms, domestic abuse, 
incest, teen pregnancy, concealed pregnancy, travelling community, 
highly educated, teacher, professionals, late moms, severe mental 
illness, bi-polar, schizophrenia, anxiety, excessively stressed, 
excessively anxious, compulsive type, very driven, control, in 
control, successful, not prepared, self-sufficient, over-protected, 
over-managed, don’t get support, struggling, anaemic, sore 
perineum, lack of ‘good stable background’, lack of ‘good family 
ties’. 

Special cases Cases brought home (Recalling), perplexed, ‘stayed with me’, 
‘couldn’t make sense of’, supervision, self-care, ‘wonder how are 
they doing’, ‘can’t get my head around’, ‘hard to understand’, ‘I try 
not to judge’, ‘can be very intense’, ‘to me that did not make sense’, 
occupational health, psychologist, counsellor, VHI, employee 
assistance, peer support, ‘very good group’, Oh My Gosh, that was 
worrying, ‘most horrendous thing I have ever experienced’, ‘we were 
physically sick now’, so shocking.

Support (factors & 
terminologies)

Support, lack of support, beautiful, bond, transition, self-esteem, 
strength, create, confident, vulnerability, adjustment, urges, 
connection, isolation, cultural shift, social transition, freedom, lack of 
understanding, change, expectation, domestic abuse, drug, help, 
overwhelming, exhausted, tired, emotional, tearful, struggle, worried.

Superordinate 
themes 

Emergent themes, keywords, quotes, concepts
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7.1.3 Participants Overview 

The following section will introduce the participants in this study by providing brief overview 
of the participants. Each participant’s background, work experience, and current role in the 

unit where they are employed at the time of the interview, are highlighted below. This will be 
followed by a brief outline of the major cross sectional themes emerged (if any) in the 

transcript of that participant and/or highlight the absence of any major themes (if any) in that 
particular transcript, in relation to the other participants. Next, the following overview will also 

include a quote or two from the transcripts of each participants that best capture the 
participant’s uniqueness and/or the essence of the interview in relation to the research 

question. Finally, a portion of the word frequency results from each participants will be 
outlined in tables to highlight the frequently used terms in relation to the overall superordinate 

themes. All of this will be done with the aim to introduce the singularity of the participant, a 
little introductory glimpse of the interview process and hence the following must not be 

considered as the complete result of each transcript. The results of each theme will be 
explored in the following chapters. 

P1

P1 is “general nurse and a registered midwife”, completed her “training in England”, 
completed her “neonatal intensive unit training” in Ireland and is “specialised in that area … 

for twenty years”, which includes “fifteen years here in this hospital working with mothers 
postnatally, and with their sick babies in the neonatal unit” (P1, 2018, Line 1 - 5). In addition 

P1 completed a counselling degree. P1 does not mention terms like ‘tired’ or ‘stress’ at all. 
Rather several times through out the interview she uses following terms : vulnerabilities, 

connection, support. P1 also does not mention personality theories or related terms at all, 
however teams more towards terms like nature, natural, intuitive, transition and strong. In 

P1’s word, “…my role, I don’t see my role as psycho-analysing hahah or… (smiling), my role 
is to just listen” (P1, 2018, Line 110 - 111). The following quote  best captures P1’s 

experience and perspective in relation to the research question. 

…the referral comes to us usually on the phone from the postnatal ward “there 
is a lady she is crying all the time, her partner, partner’s really worried, we are 
worried about letting her go home and what can you do?” and I would always 
go and speak to them and explain to them that around the vulnerabilities of a 
woman around the time of childbirth and the positive and the negatives and 
where that comes from and how nature has created us to create and this is part 
of it, and we open our hearts to our babies and make that connect through 
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childbirth and therefore we are more vulnerable to the things that are happening 
in our lives now. (P1 2018, Line 60 - 66)

Word Length Count Weighted 
Percentage

Similar Words

connection 10 20 0.52% connect, connected, 
connecting, 
connection, 
connections

need 4 20 0.52% need, needed, needs

support 7 20 0.52% support, supported, 
supporting

love 4 18 0.47% love, loved, lovely, 
loves, loving

look 4 17 0.44% look, looked, looking

vulnerable 10 17 0.44% vulnerabilities, 
vulnerability, 
vulnerable

help 4 14 0.36% help, helps

mean 4 14 0.36% mean, meaning, 
means

role 4 14 0.36% role, roles

caring 6 12 0.31% care, caring

childbirth 10 12 0.31% childbirth

bereavement 11 11 0.29% bereavement

femininity 10 11 0.29% feminine, femininity

social 6 11 0.29% social

beautiful 9 9 0.23% beautiful

changes 7 9 0.23% change, changed, 
changes

nature 6 9 0.23% natural, nature

strength 8 9 0.23% strength

crying 6 8 0.21% cry, crying
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P2

P2 is a qualified midwife, midwifery manager, qualified psychiatric nurse, qualified general 

nurse,   lactation consultant, and educator with special interest in perinatal mental health and 
additional training in motivational interviewing and cognitive behavioural therapy. P2 has 

been working for more than 40 years. P2 mentioned hormones and personality/personalities 
(traits, theories and types) 11 times. Overall, P2 placed huge emphasis on personality types, 

societal shifts, overall cultural shift, a significant change in the gender-roles within Irish 
society and huge pressure on today’s women to perform in a certain way, maintaining a 

certain level of standard. The following quote best captures P2’s experience and perspective 
in relation to the research question. 

…lot of women in their 30’s coming back in with abdominal pain…without a 
shadow of a doubt are in need of Xanax or some kind of anxiety 
medication…to deal with the pressures of anxiety. Now how you quantify 
anxiety… in the old fashioned world your mother will tell you get on with it. 
You know they’ll say ‘that’s life, get on with it’! Whereas they don’t accept 
that anymore, they believe there must be a cure for anything and 
everything. (P2, 2018, Line 331 - 336)

Word Length Count Weighted 
Percentage

Similar Words

person 6 22 0.82% person, personal, 
personalities, 
personality

people 6 19 0.71% people

time 4 18 0.67% time, times

hormones 8 16 0.60% hormone, hormones

work 4 14 0.52% work, worked, working

different 9 13 0.49% difference, different, 
differs

look 4 9 0.34% look, looked

responsible 11 9 0.34% responsibilities, 
responsibility, 
responsible

cause 5 9 0.34% cause, causes

pressure 8 9 0.34% pressure, pressures

environment 11 7 0.26% environment

young 5 7 0.26% young
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P3 

P3 is a midwife with extensive experience in delivery, antenatal, theatre recovery, night shift 

management and postnatal wards working in the hospital for 28 years. P3 does not mention  
terms like hormone, personality and bonding. Rather P3 uses terms like tired, exhausted, 

connect/connection/connected frequently. P3 placed huge emphasis on social/socio-
economical/societal factors and on training and education need for service providers, 

particularly for midwives. The following quotes best capture P3’s experience and perspective 
in relation to the research question. 

I would love to see a lot more training in mental health issues in pregnant 
women for staff, cause there is very little! And a lot more support. (P1, 2018, 
Line 370 - 371) …training and more services we definitely need, we do have 
like every now and then a day on perinatal mental health (P1, 2-18, Line 382 - 
383) Even for the undergraduate students who are working…will be qualified 
now in sept/oct…saying they have so little training in their four years…These 
are girls who would go directly into midwifery so they have no general nurse 
training, so they have very little exposure to any mental health issues! (P1, 
2018, Line 390 - 393)

nurture 7 7 0.26% nurture, nurtured, 
nurturing

training 8 7 0.26% trained, training

perfectionist 13 6 0.22% perfectionist, 
perfectionists

oxytocin 8 6 0.22% oxytocin

overwhelmin
g

12 6 0.22% overwhelmed, 
overwhelming

perfect 7 6 0.22% perfect, perfection

tearful 7 5 0.19% tearful, tearfulness, 
tears

anxiety 7 5 0.19% anxiety

Word Length Count Weighted 
Percentage

Similar Words
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P4

P4 is a “staff midwife in the unit” who has been working since 2005 “everywhere in this unit…

sometimes…labour ward, sometimes…postnatal…clinic…in nursery…everywhere” (P4, 
2018, Line 1 - 5).  P4 uses terms like connection, bonding, tiredness, exhaustion, natural 

Word Length Count Weighted 
Percentage

Similar Words

time 4 34 1.07% time, times

people 6 15 0.47% people

change 6 15 0.47% change, changed, 
changes, changing

cause 5 14 0.44% cause

look 4 13 0.41% look, looked, looking

cope 4 12 0.38% cope, coping

support 7 12 0.38% support

work 4 12 0.38% work, worked, working

expect 6 11 0.35% expect, expectations, 
expected

help 4 10 0.32% help, helped, helps

classes 7 10 0.32% class, classes

staff 5 9 0.28% staff

connecte
d

9 9 0.28% connect, connected, 
connection

worried 7 8 0.25% worried, worries, worry

training 8 8 0.25% training

education 9 7 0.22% education, educational

person 6 7 0.22% person, personal

bond 4 5 0.16% bond, bonding

drug 4 5 0.16% drug, drugs

	 �213



instinct, but does not mention vulnerability and personality. The most significant theme in 

P4’s transcript seems to be her perplexity with how complex becoming a mother is.  The 
following two quotes best capture P4’s experience and perspective in relation to the research 

question. 

I wasn’t a midwife when I first had my child so, I didn’t have as much knowledge 
about having babies. So you know I was young, and a bit naive, and you have 
those expectations that you see on televisions, that I am going to love this baby 
so much. And I did. But I didn’t realise how difficult it was. (P4, 2018, Line 121 - 
125)

I think it’s as a mother myself it’s probably one event in your life that is probably 
life changing and I don’t think, like [pause] like I said I teach antenatal classes 
and there is nothing in those classes that I can teach anyone to prepare them 
for that! It’s something that you have to experience! And most of them will tell 
you after experiencing that it was much more difficult than they have expected! 
(P4, 2018, Line 274 - 278)

Word Length Count Weighted 
Percentage

Similar Words

difficult 9 19 0.77% difficult

expectations 12 17 0.69% expectations, expected

look 4 17 0.69% look, looking, looks

work 4 16 0.65% work, worked, working

time 4 14 0.57% time, times

changing 8 10 0.41% change, changes, 
changing

individual 10 10 0.41% individual, individuality

personally 10 10 0.41% person, personal, 
personality, personally

role 4 10 0.41% role, roles

cope 4 9 0.36% cope, coping

different 9 9 0.36% difference, different, 
differently

experiences 11 9 0.36% experience, experiences

natural 7 8 0.32% natural, naturally, nature

people 6 8 0.32% people

connection 10 7 0.28% connect, connected, 
connection
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P5

P5 is a mental health nurse who worked in UK for 12+ years, subsequently worked in Ireland 
as “staff nurse in acute in the mental health unit”, then in the “liaison mental health team” she 

joined the perinatal service and has been there for over 14 years (P5, 2018, Line 2 - 8). P5 
mentions connections, vulnerability several times. She mentioned personality traits, stress 

and hormones only once each, and mentions natural or words stemming from ‘nature’ zero 
times. This seemed the most. P5’s transcript has a major theme of society including social/

socialised/socioeconomic/societal. The following quote was the last thing P5 said before the 
interview concluded reflecting on the subtopics of the interview. The following quote best 

captures P5’s experience and perspective in relation to the research question. 

…it certainly brought up some interesting concepts! Of things that maybe WE or 
maybe I think about, but not consciously! Like femininity, like motherhood, like 
you know sexuality, and stuff [hesitates] I think it’s there in the ether, but 
certainly in Psychiatry, it sounds something you would be putting in, because it 
would be seen as I suppose it would be seen as well you know a little bit, not 
terribly clinical! Hahaha [Laughs loud] and you know a lot of a lot of people in 
Psychiatry because I suppose you are dealing with a patriarchal type of idea, 
you know, so certainly that would be something that is at the back of one’s 
mind, but it’s not something that would be … well decisions! (P5, 2018, Line 
240 - 248)

dependent 9 7 0.28% dependency, dependent

perfect 7 7 0.28% perfect

overwhelme
d

11 6 0.24% overwhelmed, 
overwhelming

puzzled 7 5 0.20% puzzled, puzzling

Word Length Count Weighted 
Percentage

Similar Words

Word Length Count Weighted 
Percentag

e

Similar Words

time 4 15 0.79% time, times

ideas 5 14 0.74% idea, ideas
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P6 

P6 has been working for over 20+ years. She is a “general trained midwife”, “neonatal 
nurse”, a manger in the “foetal assessment unit”, a “neonatal resuscitator instructor” and as 

part of a special unit in her hospital, she speaks with women if they “have experienced 
difficulty in labour and delivery” and if they are looking to “speak to somebody regarding their 

experience” (P6, 2018, Line 2 - 7). She mentions vulnerability only once, personality twice 
and hormones not even a single time. The following quote best captures P6’s experience 

and perspective in relation to the research question. 

support 7 12 0.63% support, supporting, 
supportive

open 4 10 0.53% open

changes 7 8 0.42% change, changes, changing

experience 10 8 0.42% experience, experiences

happens 7 8 0.42% happen, happened, 
happening, happens

look 4 8 0.42% look

person 6 8 0.42% person, personality

vulnerable 10 8 0.42% vulnerable

society 7 6 0.32% society

struggle 8 6 0.32% struggle, struggled, struggling

system 6 6 0.32% system

anxiety 7 5 0.26% anxiety

childhood 9 5 0.26% childhood

connection 10 5 0.26% connection, connections

perplexed 9 3 0.16% perplexed

reality 7 3 0.16% reality

responsibility 14 3 0.16% response, responsibility

Word Length Count Weighted 
Percentag

e

Similar Words

	 �216



…we expect them that they have had a baby, they should be full of joys, and 
motherhood and all that and it’s often, your reality is, you are struggling with 
breastfeeding, there’s sore perineum, their husband’s been back at work, they 
are isolated, they are not eating properly, they are anaemic, you know there’s 
lots of problems. And the don’t get the support as well. (P6, 2018, Line 117 - 
120)

Word Length Count Weighted 
Percentage

Similar Words

breastfeeding 13 16 0.76% breastfeeding, 
breastfeeding’

look 4 15 0.71% look, looked, looking

person 6 12 0.57% person, personal, 
personality

bonding 7 10 0.47% bond, bonding, bonding’

skin 4 8 0.38% skin

anxiety 7 7 0.33% anxiety

delivery 8 7 0.33% delivery

time 4 7 0.33% time, times

dwelling’ 9 7 0.33% dwell, dwelled, dwelling, 
dwelling’

cause 5 7 0.33% cause, caused, causes

forceps 7 6 0.28% forceps

instinct 8 6 0.28% instinct, instinctive, 
instinctively

expectations 12 5 0.24% expect, expectations, 
expected, expecting

beautiful 9 4 0.19% beautiful, beautiful’

support 7 4 0.19% support

media 5 3 0.14% media

social 6 3 0.14% social

isolated 8 3 0.14% isolated, isolating

confidence 10 2 0.09% confidence
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P7

P7 “qualified as a midwife” 38 years ago, worked in the labour ward for “nearly 18-19 years”, 

went back to general nursing afterwards, worked in various settings including “Acute 
hospitals. Community, hospitals…residential care” as her degree “is in gerontology”, currently 

holds a high post in “practice development” in this unit and her areas of day to day work 
include “running the department, all of the maternity, antenatal, postnatal, labour ward, foetal 

assessment unit, the Nic queue, and Gynaecology” (P7, 2018, Line 1 - 19). P7 is one of the 
second most experienced midwife among the seven participants (most experienced being 

P2) and she highlighted it in her own way, “some of them, I would have delivered their own 
mothers [smiles]. Cause you know I am coming to the end of my career…” (P7, 2018, Line 

172 - 173).  The following quotes best captures P7’s experience and perspective in relation 
to the research question. 

But like everybody was fairly [pause] shook! Things still do happen like that in 
maternity you know? For no reason. You know things DO [stresses] happen! In 
what it should be one of the most normal thing to have happened in a person’s 
life. (P7, 2018, Line 372 - 374) 

I changed a lot in terms of, if people tell me now that they feel whatever, then I 
HEAR [stresses] what they are saying. You know because I telling people and 
they were not hearing what I was saying, you know? But they were lovely, they 
were awfully nice, but they were not listening to me! You know? (P7, 2018, Line 
411 - 414)

Word Length Count Weighted 
Percentage

Similar Words

people 6 38 1.20% people

time 4 24 0.76% time, times

cause 5 20 0.63% cause

labour 6 16 0.50% labour, labouring

suppose 7 8 0.25% suppose, supposed

expectation 11 7 0.22% expectation, 
expectations

hormones 8 6 0.19% hormone, hormones

support 7 6 0.19% support, supported, 
supporting

role 4 5 0.16% role, roles
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changed 7 4 0.13% change, changed

concealed 9 4 0.13% concealed, 
concealing

control 7 4 0.13% control

cope 4 4 0.13% cope, coping

frightened 10 4 0.13% frightened

catholic 8 3 0.09% catholic

connection 10 3 0.09% connection, 
connections

innate 6 3 0.09% innate

natural 7 3 0.09% natural, nature

nurture 7 3 0.09% nurture, nurtured

Word Length Count Weighted 
Percentage

Similar Words
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Section 7.2 Themes 

7.2.1 Approach

Theme summary 

Approach is theme that mainly captures the midwives’ general approaches to the research 

topic perinatal mental health and their approaches to the women i.e. to their patients in 
relation to the research topic.  This theme includes the following three major emergent 

themes : Normalise / Normal - Abnormal, Roles, and Instilling Hope. 

Normalise / Normal - Abnormal

Emergent theme summary : This is an emergent theme within the superordinate them of 
Approach. On one hand the data suggest that all participants seem to make efforts in their 

daily practice to communicate the idea that childbirth a ‘normal’ phenomena and on the other 
hand the data suggest that all participants differed in their conceptualisation of what is 

normal and what is not.  Except P7 who felt very differently about ‘normalising’ the process of 
becoming a mother. Among the rest of the participants, the general aim seems to be to 

‘normalise’ the sufferings of the patients during the perinatal period. Most participants agreed 
that they only get to see the patients for few days in the hospital and that they may not see 

instances psychological difficulties in their patients as much as their colleagues placed in the 
community settings may get to see. However, all participants were interested in speaking and 

learning more about the topic. 

The data also revealed that the participants in this study conceptualise “normal” differently, 
and that they communicate what is normal and what is not normal within the context of this 

research question differently. The participants’ conceptualisation of what is it to be a mother 

Superordinate themes Emergent themes, keywords, quotes, concepts

Approach Normal, normalise, explanation for perinatal mental heath 
difficulties, illness, disorders, difference in conceptualising baby 
blues and postnatal depression, roles, listening, ‘I just listen’, 
knowing - not knowing, instilling hope, encourage, ‘giving her 
confidence’, ‘giving her hope’, belief, confidence, high on 
hormones, tearful, minor things major issues, dilemma in 
approach, ‘anything can happen’,
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and what is “normal” seem to be drawing from different field of knowledge and are influenced 

by their own philosophical beliefs about motherhood. These differences contribute to what 
the participants are “looking out” for and what they are “picking up” on. 

In the following quotes as the participants articulate their explanations of perinatal mental 

health difficulties, their speech capture the the differences in their conceptualisation of the 
subject matter. 

Detailed results of theme

P1

Explanation of perinatal mental health difficulties as natural 

I would always go and speak to them and explain to them that around the 
vulnerabilities of a woman around the time of childbirth and the positive a the 
negatives and where that comes from and how nature has created us to create 
and this is part of it, and we open our hearts to our babies and make that 
connect through childbirth and therefore we are more vulnerable to the things 
that are happening in our lives now. I sort of explain it as a very very normal 
thing. (P1, 2018, Line 62-67)

P1 normalises by describing how “nature has created us to create and this is part of it”, 

hence it is only natural to feel this way. The best way to go about childbirth and becoming a 
mother is to “open our hearts”, meaning letting go off resistance and allowing this outside 

force to operate on it’s own accord. This comment seem to be a reference to the nature itself, 
and nature is a big theme through out P1’s transcript. Nature as a theme is explored below. 

Also, important too note that letting go of resistance and allowing something else to be in 
control is a major theme through out all participants. Control as an emergent theme explored 

under the superordinate theme of Risk Group.

Explanation of baby-blues and postnatal depression, and labelling

I suppose… you know the terms, like (smiling) labelling things, its just awful. 
Labels… so, so… (gaining momentum) I suppose from my experience, It’s not 
all women that have baby blues, but they all seem to read about it and expect it 
hahaha, and then the poor angels, if something is upsetting them and they cry, 
somebody will say “ah, don’t worry, that’s the baby-blues”, and then so I’m 
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kinda little bit personally allergic to kind of labels and stuff… I (P1, 2018, Line 
45 - 50) 

P1 seems to avoid ‘labelling’ human sufferings but does acknowledge and understands that 

service users may have read up and may be using the labels to minimise their own anxiety of 
not knowing the unknown. What influences the decision of P1 to distant herself from 

‘labelling’, while operating within an organisation/discipline that is ‘medical’ by definition and 
uses labelling as part of its natural functioning? Is it her recent two years training in 

counselling? Or is it her personal philosophy? Her own views of how she perceives the 
world?  Later on, P1 makes it more clearer by stating the following. 

Ummm, I don’t, don’t ever mention depression unless the woman actually says 
to me that she has when I am asking about her history, ‘has she ever had any 
emotional difficulties’ is how i would put that to her, has she ever attended her 
doctor or seen a counsellor and if it comes up then, that she has history of 
postnatal depression and then in my head then that is a completely different 
story for me because, now I need to explain to her about postnatal depression, 
its not something about her personally, it is an actual condition, like any other 
condition that can happen to somebody. It’s not something that she brought on 
herself or anything, she needs to feel that she is not better than anyone or 
worse than anyone because she has this condition. That’s how I kind of 
conceptualise it to myself and to the woman. So I explain to them about that, 
the I explain about the… umm…statistics around postnatal depression, 
symptoms off postnatal depression, and that it is very very common, and also 
how important it is that she has spoken and said it to me, I always sort of that 
say that like you are so so brave because we’ll know in Ireland that you can say 
the word depression and there is a still a stigma unfortunately around this so, I 
always kinda congratulate her for that and reassure about our confidentiality 
and all of this. (P1 2018, Line 67 - 81)

P1’s comment “it is an actual condition, like any other condition that can happen to 
somebody”, denotes a sharp distinction between baby blues and postnatal depression in 

P1’s conceptualisation. At the same time, she creates alternative terminologies such as 
‘emotional difficulties’ , which works as an umbrella term, does not scare the patients away 

and yet communicates empathy enough to allow the patient to provide more information. 
Also ‘congratulate’ing the patient for her bravery ‘so so brave’, to discuss mental health 

difficulties is an important bit to notice. Not because of the stigma on its own, but also it is an 
invasion of privacy and social services may step in to take the child away or keep a close eye 

at the mother. 
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Normal / abnormal 

P1 seems to acknowledge that baby-blues are are very ‘normal’, as women go through 

multidimensional transitions, “…the baby-blues, I see it as a very normal adjustment of our 
bodies. Childbirth is a huge adjustment physically, emotionally, and spiritually and all 

dimensions…” (P1, 2018, Line 90 - 92).

P1’s perception of normal in this sentence is not clear, as to what is her framework and what 

are the boundaries between normal and abnormal maternal skills, how robust is it? “dealing 
with the normal maternal skills” (P1, 2018, Line 328). Where as when P1 talks about “normal 

delivery” (2018, Line 355) it is pretty clear that there is a clear distinction based on medical 
guidelines. However, P1 adds that there is a “whole RANGE of normal and they mustn’t be 

so hard on themselves” (P1, 2018, Line 492- 493). This last comment indicates P1’s 
perception of normal as a difference in degree, situated on a continuum, rather than two 

separate boxes of normal and abnormal. 

Furthermore, P1 explains that motherhood is not a role that the women automatically slip into 

or are ready to accept as soon as they conceive or deliver a baby. P1 said,

 …there are woman that yes by the virtue of conceiving a baby does not 
automatically amend that they are buying into the whole role of becoming a 
mother. (Line 218 - 219)

P2

Explanation for baby blues and postnatal depression

P2 explains baby blues as ‘normal’ and something that she encounters ‘everyday'. She feels 
that crying would release whatever is built up inside. What is built up inside? P2 seems to be 

referring to built up ‘hormones’ in the following quote. 

Baby blues are normal, baby blues happen to us all. I would say that we all will 
have the tears on the third day. Where you had third day and definitely tears, 
and cascade of the hormones, where the hormones crash, you are high on 
oxytocin and you are high on, when oxytocin, prolactin and progesterone and 
but when they crash, the hormones, baby blues are normal…I see them every 
day. I would say to the women ‘don’t worry, have a good old cry, get it out of 
your system’. (P2, 2018, Line 25 - 30)
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Explanation as beyond the hormonal theory

P2 in the following quote seems to be referring to psychological mechanisms that are beyond 

the hormonal theory she referred to in the previous quote.

They are accompanied by an intense feeling…it’s like as if the joy of having, 
giving birth, the responsibility seems to hit on the third day, this absolutely 
overwhelming responsibility. When everybody else is gone, I am now 
responsible for this child. That. it just hits people with a bang! Whether it’s that 
or whether it’s the hormones. I am assuming it’s the hormones, the joy 
hormones, the good hormones. And it’s such an important time, lactation is 
becoming established, so you have a such a mixture, of hormones i think. (P2, 
2018, Line 30 - 35)

P2 explains Postnatal depression using social, sociological and psychological terms and 

noted that previous history is an important indicator for perinatal mental health difficulties. 

…we don’t see postnatal depression. I haven't seen much of it. I would have 
seen post traumatic stress in my job, I would see disappointment, and guilt. I 
wouldn't see true depression, unless I had a woman, who would have had a 
previous history… (P2, 2018, Line 36 - 38)

The following quote captures P2’s general explanation for perinatal mental health difficulties. 
Referring to one of her family member who did not disclose that she was feeling the way she 

was feeling, P2 felt the following, “…she is depressed. She is tearful and she is feeling 
inadequate…” (P2, 2018, one 93- 94)

Normalise 

I would have had women that I would look and I would talk to and ‘do you ever 
hear about postnatal depression? here is a leaflet on it’ or ‘here are the 
symptoms of it’… you would be advising them that in the first couple of days it 
should be fine, but if you feel that all of this is … Many women have turned 
around and said ‘I think i suffered from that before’. And it’s only then they 
realised that actually they had, even a mild form of it. Overwhelming inability to 
think straight, to go forward or [unfinished] …that is a mild form of it, and the 
frustration  or what have you to the overwhelming part of it that they don’t care 
about themselves or their baby…We pick it up as well at antenatal booking. 
(P2, 2018, Line 51 - 59)

P2’s approach to talking about postnatal depression seems to be aimed at normalising and 

informing patients about the associated symptoms. P2 picks up certain symptoms and is 
open to look out for them at the antenatal booking. P2 said, she would particularly emphasise 

on certain symptoms and remind the mothers before discharging them saying, “…watch out 
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for sleeplessness, watch for feelings of responsibility, feeling blue, inability to cope’, all the 

signs of depression …” (P2, 2018, Line 61 - 62).

P3

Normalise 

P3’s approach to normalising is the best captured in the following quote. 

… we are telling the patients that you might feel a bit down, teary when you go 
home. And you have to tell them that that’s normal for the first few days, and if it 
continues on of a longer than a week or two weeks particularly, may be you 
need to seek some help…that feeling that you are overwhelmed that or you just 
can’t cope, or you feel down, you are not happy with your new baby, then you 
need to seek a bit of help. And not to ignore it, not to be afraid to realise that 
this is how you are feeling. (P3, 2018, Line 11 -16)

Being extra careful in approaching 

P3 mentioned situations or cases where she used psychiatric diagnostic terminologies and 
explained how approach would be a bot different. Notice how she mentions the normal when 

explaining the symptoms that of babyblues. Notice how she refers to the team of the ‘mental 
health services’ as a term that encompasses cases that are not normal, but in this case, she 

does not say not-normal, rather she names diagnostic categories and the mental health 
team. 

 
While describing the signs she would ‘pick up’ on, P3 highlighted that some cases needs 

extra careful approach. She said, 
So there are things like [pause] eh [pause] history of depression, history of 
anxiety, even anorexia, bulimia, all of those things, panic attacks, and anybody 
that’s on medication are linked in with the mental health services, I would nearly 
always go to them. (P3, 2018, Line 83 - 85)

In the above cases P3’s approach would be as following. 

…so I would go, I would say, ‘I notice that you have a history of depression in 
the past’, and you have to try and pick a quiet moment to do that, you don’t 
want the whole unit to know and [pause] generally it’s kind of an open ended 
question they’ll open up to you and say, ‘and I’m really worried about how I am 
going to cope now’, so then you might sit down with them and talk them through 
what’s their worries, have they been frightened by it or whatever and um just 
give them the time and tell them it’s ok to feel like this and then go through it 
and kind of elevate some of the worries for them…If you noticed that they are a 
little bit reserved, quiet, just sit down and put yourself on your level with them, 
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instead of standing up over them. You know, make it friendly. Some people are 
afraid, professionals are too you know. (P3, 2018, Line 89 - 98)

P4

Explanation on baby blues and postnatal depression

P4 explained that she sees “…more baby blues or what appears to be baby blues. And it’s 
very difficult to distinguish sometimes, once they go home” (P4, 2018, Line 6 - 7). P4 added 

that, 

…baby-blues…quite normal, I wouldn’t be worried about a woman experiencing 
baby-blues. It’s often a shift in hormones, lack of sleep those first few days. (P4, 
2018, Line 8 - 10)

High on hormone / overwhelmed / tearful

It’s often a shift in hormones, It’s after you have a baby on day 3 it often comes, 
everything [pause] everything kind of [pause] what’s the word, ya, you are on bit 
of a high those first few days. The adrenalines’ high, you’ve had your baby, you 
are happy, and the all of a sudden on Day 3 the hormones are bit of 
unbalanced, you are exhausted, the tiredness catches up with you. And you 
feel a little bit overwhelmed, quite tearful and we see that quite a bit here. And 
often I can tell if it’s baby blues or sometimes it will be women I will be 
particularly worried about that it seems to be might turn into more than baby 
blues. (P4, 2018, Line 9 - 16)

Significance of Day 3

In baby blues, so on Day 3, a lot of women are just very tearful. They will even 
tell you that they don’t now why they are crying. They just, they just feel very 
emotional. They feel very overwhelmed, they [pause] they don’t know exactly 
and then they might even cry and laugh in the same, within, within a few 
minutes, because they don’t, they don’t understand why they are feeling this 
way. (P4, 2018, Line 25 - 29).

P4 explained that where as “Baby blues would be quite normal” (P4, 2018, Line 24), she 
would be more mindful if it is more than baby blues. The following quote captures her 

position in relation to postnatal depression. Notice that similar to other participants’ 
experience P4 too emphasises that postnatal depression is hard to pick up before the 5th 
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day and that a community approach to it, is more appropriate than midwives’ intervention in 

the hospital. 

…we can’t really diagnose it here, for first 5 days. Because…something more 
long term and that [pause]. We often will refer women to, we will kind of give 
them little bit kind of advice before they go home, and what to look for, and then 
if we are very worried we might refer women on to either the public health 
nurse, her GP, or some women might have like a psychiatric nurse liaison that 
have a history of mental illness or both or sever depression. So they might 
already have links there. (P4, 2018, 17 - 22)

Not labelling and “mental illness”

Notice in the following two quotes below how P4 struggles to make sense of why the time 
around birth might be a “very miserable time” for some women. P4 acknowledges the 

difficulties women might experience in their life around that time, but P4 seems to also 
wonders how can other difficulties still be persisting once the mother has given birth? 

Because she seems to believe that ‘bonding’ with the baby is a ‘natural instinct’, and hence, 
‘not wanting to hold’ or the feeling miserable around the birthing period may be an ‘illness', 

‘not normal’.

I’m a mother myself, I have two children. May be just from my own experience. 
And just from seeing most women, here it is very natural thing for the mother to 
immediately want to bond with the baby. We often don’t have to do anything as 
midwives mothers automatically want to hold their babies you know want to look 
after their babies you know I think it’s their natural instinct. So when a mother 
doesn’t have that or feel the need to bond with their baby it stands out, it’s not 
the norms. (P4, 2018, Line 42 - 47)

…it’s no difference than someone who has depression or mental illness, 
whether or not they have a baby…Personally I think it’s very sad that what 
should be a happy time, can be a very miserable time for some women. I try not 
to judge. You know you feel like God you know you have had a nice healthy 
baby. You know you should be happy here. But she is obviously not happy. But 
a you try not to judge because they are obviously going through a very difficult 
time…A lot of women know that this is not normal, how they are feeling and 
they do want help. (P4, 2018, Line 54 - 62)

However, P4 feels differently, seems more understanding when physical ‘abnormalities’ are 

present. Notice how when it comes to the body ‘not normal’s are much easier to identify as 
abnormalities because of the clear distinction between normal and pathology when it comes 

to human body. P4 said, “But we have had a lot of babies with abnormalities and it’s very 
upsetting for the parents” (P4, 2018, Line 73 - 74)
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P5

Explanation for baby blues & postnatal depression & significance of Day 3

P5 explained the differences between baby blues and postnatal depression in the following 

way. 

Well I would see baby blues as kind of normal processes of, [not finished] 
following delivery. And it can be better or worse depending on the personality 
traits of the woman themselves. But generally they occur on the Day 3, Day 4, 
they are usually response to hormonal changes, umm, breastfeeding is going to 
help them somewhat. But postnatal depression is, tend to occur later. And it 
tends to be more characterised by irritability, and anger rather than tearfulness. 
Umm, and, and that’s really how I would describe it. (P5, 2018, Line 13 - 19)

Not seen as much as the community team 

Similar to other participants P5 too agreed that she does not see severe mental health 

difficulties in her ward as the women are usually discharged after day 2 or 3. But she did 
highlight the importance of previous diagnosis. 

Postnatal depression I don’t see as much of, cause usually cause by that time, 
they have gone home. But I would see women who have had previous history 
of postnatal depression. And who worry that it might occur again. And then 
really you are talking about harm prevention, support available, and you are 
making sure, prevent it from happening again rather than deal with it at the 
moment. (P5, 2018, Line 23 - 27)

Explanation of mental struggle as coping strategies 

P5 explains further why she feels women might be struggling. 

…usually what happens is that the strategy that they normally used to cope with 
that kind of anxiety that they carry with them  like running, exercising, or being 
extremely goal driven, they can’t. It’s no longer available to them. (P5, 2018, 
Line 83 - 85)

Reflecting on whether ‘unconscious’ is a relevant term in the discussion of perinatal mental 

health, P5 mentions how childhood experiences may have impact on the women’s current 
state. Particularly, women whose parents were ‘chaotic’, or ‘alcoholic’ who are very ‘driven’ 

and ‘in control’, would find themselves to be struggling after the birth. P5 explained that, 
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…this overwhelming panic and anxiety, and that generally settles, but 
sometimes it’s about helping them make that connection, that ‘look You are in a 
vulnerable place now, the last time you were in a vulnerable type of place you 
were a child, and maybe you are, you are, you’re expressing, you are feeling 
some of those feeling that you felt before’, but really you are only tentatively 
going there because they are only with you for few days so you can’t really go 
into all that but generally I think it’s useful to open up their mind and ideas and 
say ‘look, what’s happening now, is a continuation of your psychological 
process’. You know? It’s a continuation and you are learning from this, and be 
open to this, you are learning. (P5, 2018, Line 85 - 94)

P6

Explanation baby-blues / postnatal depression 

Referring to “3-4 day blues” (P6, 2018, Line 41) P6 mentioned how she prepares women 

antenatally, by giving leaflet and speaking to them. In the booking clinic, she highlights the 
distinction between the two to the women, “and they feel tired and I explained to them that 

that’s normal. But I would explain to them that postnatal depression would be a bit more 
serious than that” (P6, 2018, Line 46 - 48). Further, P6 explained how she makes sense of 

postnatal depression. 

I think it’s a psychological state that’s probably, probably bought about by, 
maybe the unreal expectations or the volume of work or the change in their 
lifestyle that comes these parents when they have a baby. (P6, 2018, Line 56 - 
58)

Minor things - major issues 

P6 recalled situations where she felt minor external factors seemed as huge problems to her 
patients, causing them distress.

Things for example were so minor, people could be dismissive and an example 
of that would be, if some women didn’t get their skin to skin with their babies 
after delivery, and for them that would have been a huge issue. (P6, 2018, Line 
11 - 13)

Or some women that were in hospital and perhaps there was a delay with their 
epidural or something. So not major incidences, because we have a process for 
the major incidences as well. (P6, 2018, Line 14 - 16)
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Minor things - major issues / Not being listened to 

P6 recalled of times when she felt the patient went homes distressed partly because of her 
experience in the hospital, particularly how she felt in relation to the staff members.
 

But this is for minor things that happened that they go home and all these things 
cause them problem or anxiety or they worry, or perhaps there was an incident 
where it was a personality clash with a midwife or with a doctor you know where 
they felt they were not listened to.

Minor things - major issues / delivery related 

P6 recalled of times when she felt that the distress that her patients experienced during their 
hospital stay was mainly being influenced by how the patient experienced the delivery itself. 

Or another thing we talk about a lot and when it happens it can be very 
traumatic is, the perceptive  delivery. They come in and they deliver really 
quickly, and they feel that didn’t get their epidural, nobody looked after them or 
maybe they were examined and they weren’t in labour, so they weren’t fully 
dilated, and they feel that maybe there was a bit of negligence or whatever, so 
we talk about that. And different things or if somebody who maybe has had a 
forceps delivery, there might be a very minor injury to the baby’s head. Things 
like that they are not major, but they have caused the parents anxiety! (P6, 
2018, Line 19 - 25)

Dilemma in approach 

This is unique sub theme of approach reflected in P6’s transcript where she highlights a 
dilemma she experiences in relation to her patients. 

So we have a dilemma because if we tell them all about these forceps and they 
then see all of these instruments, they are like instruments of torture then you 
know they would all be opting for C-Section! Or if we told them about the 
vacuum suction, we DO [stressed] tell them about these are you know ‘you may 
have to have this’. But we don’t go into detail because it causes anxiety! But 
then you have got this other side of it, you are completely unprepared. (P6, 
2018, Line 136 - 141)

P7

Questioning the process of normalising 

P7 was asked how would she makes sense of ‘becoming a mother’, what is it like to be a 
mother?. P7 had the following to add. In the following quote ‘normal’ has a meaning of 
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regular, mundane, not special, even when it is giving birth to a brand new life. P7 is the only 

participants who highlight this aspect pf the perinatal world where giving birth itself can be 
and often are taken as a regular act. 

That stuff is massive! It to me is one of the biggest thing you could ever do! But 
we treat it very much as ‘normal’, agile, ‘oh yeah yeah yeah’! It’s a HUGE [high 
pitched voice stresses] deal! You know? And we often don’t say it! (P7, 2018, 
Line 283 - 286)

P7 was then asked “So would that be a very relevant piece when you are thinking of 
perinatal mental health and why a mother would feel a certain way after having a baby?”. P7 

responded, 

Yes [starts answering mid question]. Yes because you see this is the biggest 
thing you would have done! Ever! It HAS [stresses]  to be! And you have 
brought a new life into the world! I mean it’s bordering on miracle! It’s a 
miraculous thing really! And it may have been a difficult experience, it may have 
been a wonderful experience, but it may not, and how many people actually 
acknowledges it to you? So we talked about unconscious there, I’m sure there 
are people saying unconsciously to themselves, ‘i did this big thing there and no 
one actually said yo me well done!’ [smiles]. Yes people say congratulations 
and whatever, but how man people actually say you know ‘My God! Superb! 
Superb!’ [laughs]. Sometimes you really want to hear. We don’t really hear. Now 
you do hear that in the labour ward a little bit. Do you know some one will go 
‘well done mom, that was fantastic, you were brilliant!’ Or whatever. But 
afterwards then you know? When that bit is over and done with and you turn the 
page, and then you are into the postnatal period, you know? How many well 
done do you get I wonder? I don’t think that you get that many? I don’t think you 
do. You know, cause it’s the ‘well done’ and all seem to be associated with the 
labour. You know like ‘wow’ you know ‘you crack that!’, you know? Now it’s 
postnatal so you know? Jolly along with it, you know? This is all part of the 
course. But like you have already done this massive thing! And you’ll be 
continuing to do this massive thing. You know, until you get them through their 
childhood, their adulthood, and at their 18, you have gotta, cause it doesn’t end! 
(P7, 2018, Line 287 - 304)

Where is P7 drawing this perspective from? How has she come to see the phenomena of 

becoming a a mother like this? To P7, ‘becoming a mother’ is anything but ‘normal’ because 
this is a process that continues even beyond when the child is over 30 years old, much 

longer than the period identified as ‘perinatal’ by the discipline of Medicine. P7 explained,

You know cause I remember even growing…even 20s maybe…my mom and I 
were very close! So we would go everywhere together…on long walks together 
and…we would meet people you know? Who she would have known when she 
was younger! And they’d say to her, ‘is this your little girl?’ [laughs] you know? 
And I was nearly 30 [laughs]! And she would say yes it is! Because I was still 
that little girl! And I think most moms feel like that you know? Even though you 
become an adult and everything! You are still that life the little life that they 
brought into the world! I do, I do think so! Well I might be wrong, cause you see 
I am not a mom [laughs]! You know? [Laughs] so I don’t know! (P7, 2018, Line 
305 - 312)
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Normal ? 

The following quotes from P7 further highlights the irony further where P7 acknowledges that 

giving birth is ‘normal’ or that it is considered as such, however, it is far from one. The first 
two quotes capture just how uncertain ‘normal’ can be in terms of physical and emotional 

reaction. Where as in the third quote, the term ‘normal’ has only one meaning and no duality 
as it draws from the discipline of Medicine and Biology. 

For no reason. You know things DO [stresses] happen! In what it should be one 
of the most normal thing to have happened in a person’s life. (P7, 2018, Line 
373 - 374)

Anything can happen! Ya, because it is a totally new experience for you, so you 
don’t know how you are going to cope! You know? Same as you don’t know 
how you are going to cope with a bereavement or a poor diagnosis or you 
know? But because people regard maternity and having a baby as normal and 
fun and happy times, you know that kind of almost almost inside! But you know 
how normal is it? (P7, 2018, Line 378 - 382)

You know… might all go belly up…cause they might not go into labour…to be 
induced, they may not have a normal vaginal delivery or they may have to have 
an instrumental delivery or whatever! (P7, 2018, Line 388 - 390)

Perception of role

Emergent theme summary : This major emergent theme within the superordinate theme of 
Approach captures how the participants perceives their role (if any) in relation to the research 

topic of perinatal mental health and also how they perceive the research topic itself in relation 
to their patients i.e. the woman in their wards. The quotes below from the participants display 

how their perceptions of their roles (if any) are influenced by their own training, life 
experiences and their own philosophies or world-views. It seems that some participants felt 

that their main role is to support the woman by providing knowledge, psycho-educating them 
and normalising the process of difficulties that they are going through. Some participants said 

that the believe their role is to just listen and hold a space for the woman as a woman not as 
a professional. Others felt that their role is to be there for the patients for the moment just as 

she is, without thinking about her past or future as sometimes just being there at the moment 
changes the course of action for the patient. 
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Detailed results of theme

P1

Role as a listener 

I see my role as a midwife and now as a counsellor, to just sort of, just hold that 
space for that woman and just let her see it, this is part of that beautiful 
transition that she needs to know that she needs support. And that’s when 
women because of our culture and our society we are so not used to looking for 
help you know. So, I will be trying to say to say to her you know, ‘this is a time in 
your life you know where you actually need to look who’s there, who really 
really loves you, who can you really look for help?’, you know we can have a 
hundred friends on frreice Facebook, but at the end of the day if you have one 
person that you can rely on, that’s all you need. And that’s what I would then try 
to get them to do then, so that social support around the whole childbirth rather 
than just specifically talking about baby-blues, and risk of depression, I talk 
about the WHOLE [stresses] picture.  (P1, 2018, 92 - 102).

The above displays how P1 employs a holistic approach, an integrative approach, a more 
personal approach that captures several dimension of a woman’s life. And she does this by 

listening, 

I always find that when I sit with a woman, and i allow her to just kind of talk, sit 
and just listen. (P1, 2018, Line 106 - 107)

And she describes this particular kind of listening as the following.

I just find that I just listen. Now my role, I don’t see my role as psycho-analysing 
hahah or… (smiling), my role is just listen… (P1, 2018, Line 110-111)

P1’s personal approach to working with women, based on her personal philosophy and 

understating of what motherhood is.

I see my job is to working with them to be in that moment, tune into their 
intuitive feeling about the pregnancy, about where THEY are at… (P1, 2018, 
Line 235 - 236).

P1’s background in counselling influences her decision to draw from other schools of 
technique to enhance relaxation and help the women create positive affect and memories. 

This is evident in the following quote where P1 describes her approach further. 

So it’s working with women and trying to get them to see the, this as a beautiful 
opportunity that’s going to help them for the rest of their lives to allow 
themselves to be and accept what’s happening, nature or you know what’s 
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happening everyday is just…. I do visualisations and meditations with them, 
and a lot of  women do not want to do them, they are not into that and that’s ok, 
so we do a very simple things like ok, so when you begin to feel the anxiety you 
step back from it and you try come into your body and just and visualise the 
baby being nurtured and warm, so it’s about connecting, disconnecting from 
their head and their thoughts and just coming down to their bodies. Women 
have, a lot of women have problems kind of doing that, pregnancy teaches us 
that. you know what’s happening everyday is just…. I do visualisations and 
meditations with them… (P1, 2018, Line 192 - 200)

P1 acknowledges that her role does not allow her to chase all leads that she feels are 

important to chase after, 
I don’t have the luxury of seeing them three or four times and I only dream of 
expecting them to come back to me. (P1, 2018, Line 119 - 120)

The term ‘listen’ is mentioned attest fourteen times in P1’s transcript, the most among all the 

other six transcripts.

I just listen away, and this is great, cause I have the time, midwives don’t, 
midwives wild love to be able to do that you see, but they can’t, they don’t have 
the time, so I’ll sit and i’ll listen, and it’ll come out, and they can come back see 
me or they won’t. (P1, 2018, Line 496 - 498)

I always find that when I sit with a woman, and I allow her to just kind of talk, sit 
and just listen. (P1, 2018, Line 106 - 107)

I just find that I just listen. Now my role, I don’t see my role as psycho-analysing 
hahah or… (smiling), my role is just listen (P1, 2018, Line 110 - 111) 

…so I listen, and I just gently, just feedback what they are saying to me, just 
sort sort trying to highlight… (P1 2018, Line 122 - 123)

What I am not  

Through out her transcript P1 several times negated herself and outlined what she is not or 

not trying to do. 

I’m NOT a qualified couples counsellor. (P1, 2018, Line 341)

I’m not supposed to speak anti-bottle and i’m NOT anti-bottles, I was bottle-fed, 
so i’m very politically correct here, in every way whatever works for the mother. 
(P1, 2018, Line 432 - 434) 

I don’t want to sound condescending (P1, 2018, Line 182)
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I’m meeting them in the acute setting, a lot of the ladies I don’t get to know and 
get know them deeply (P1, 2018, Line 321 - 322)

Now my role, I don’t see my role as psycho-analysing hahah (P1, 2018, Line 
110 - 111)
 

Between Knowing - Not knowing 

This sub theme of knowing / knowledge is further explored in the superordinate theme of 
Education. But for now, in relation to the emergent theme of role and the superordinate 

theme of Approach, P1 seems to be situating herself somewhere between the position of ‘not 
knowing’ and ‘knowing’. She highlighted that whatever the knowledge base may be and 

whatever way one perceives their role as, it is crucial that the midwives know one thing for 
sure : that becoming a mother is a “huge” phenomena in a woman’s life. 

…it’s VERY [stresses] important as midwives or health care professionals 
working with this group of women that we are open and we know that, that is 
there, that this is HUGE point in a woman’s life, it’s going to trigger something if 
there is something there to be triggered in a lot of times. So it’s vital that we as 
healthcare professionals know. (P1, 2018, Line 465 - 482) 

Not as a professional, but as a woman 

The following quote best captures P1’s perception of her role in relation to the research topic.  

and MY job is to just hold it for them and as a woman, I go to meet them as a 
woman, and as another mother, and NOT as a health care professional and 
really as a, because that’s the way they would, otherwise they won’t relate to 
me and I NEED to be able to get through to them that while I’m very alert (P1, 
2018, Line 485 - 488) 

P1 continued describing her role and her approach in general. The following quote again 
captures how in relation to approaching the woman in her ward, P1 moves between 

positioning herself as a woman and a professional listener. 

…then I just listen away, and this is great, cause I have the time, midwives 
don’t, midwives wild love to be able to do that you see, but they can’t, they don’t 
have the time, so I’ll sit and i’ll listen, and it’ll come out (P1, 2018, Line 496 - 
498)
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P2 

Psycho-educator 

From the transcript it seems that P2 wishes to maximise her potential as a service provider 
and contribute to the fullest by utilising her role as a psycho-educator to patients about 

possible future difficulties before they leave the hospital. This is evident in the following 
quote.

 
I think the role of postnatal depression is very much to do with community and 
for community midwives. But I am still interested in educating women as to the 
reality, of it. (P2, 2018, Line 39 - 40)

P3

Psycho-educator 

we need to explain it as midwives too, ‘You’ve had a section, this is how you 
are going to feel, you need to take all your pain release in order to mobilise but 
you need to take things slow’, like a continuous education. (P3, 2018, Line 173 
- 175)


P4 

Listener  

P4 described how she would try and be a good listener to her patients.  
you try not to judge because they are obviously going through a very difficult 
time. So you know you, I would just try and um talk to her because most 
women that are going through something like that are very open about how 
they are feeling. (P4, 2018, Line 58 - 60)


Antenatal educator  

P4 also mentioned how she enjoyed teaching them in the antenatal class about seeking and 
accepting help. 


I like I teach antenatal classes. So I talk to them a little about accepting help. 
Because sometimes on your first baby you are reluctant to accept help… 
everyone else is busy with their families… might have a sister but she has her 
own family, she might be working and you find it difficult to ask for help…you 
might have much smaller families…people are dispersed all over the world 
now…could have families…in other countries or they are not in the immediate 
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vicinities, you can’t call on them for help…twenty years ago you might have 
grown up with lots of siblings, or whatever forty years ago, ummm and you 
would have helped rear your younger siblings but now I find that there is a lot 
of women that come in the door that they have never held a baby in their life! 
(P4, 2018, Line 246 - 256)


P5

Ultimate female role 

P5 was asked to reflect on whether there is a connection between the concept of femininity 
and becoming a mother. interestingly, P5 described becoming a mother as “the ultimate 

female role”. This is a very different meaning of the term and the concept of role than the 
other participants in this study. The following quote captures this moment, it reflects P5’s 

conceptualisation of motherhood. Also this quote highlights that for P5 the question of not 
becoming a mother and it’s connection to the concept of femininity are highly relevant within 

the context of the research topic perinatal mental health. 

I think it goes back to the ideas of motherhood being the you know the 
pinnacle of femininity. The ultimate female role of being a mother and how that 
is supposed to be very fulfilling. Usually it is, but sometimes it’s not. And when 
it’s not then, being told by society that something is wrong with you it’s you 
that is at fault not you know society’s ideas of what you should be. (P5, 2018, 
Line 109 - 113)


Support her right now 

The following quote captures glimpse of what P6 might perceive her role as.  

I have worked with people, who would be perplexed  with a woman who has 
rejected her baby or who has been or who has felt like she doesn’t know what 
she is doing, but I have never been perplexed by, because I think I can 
understand where she is coming from, you know in the sense of this is where 
she is right now, she may not be in that place next week, or next month, but this 
is where she is right now. And this is where we need to support her right now. 
(P5, 2018, Line 114 - 119)

	 �237



P6

Giving information and clarifying 

P6 explained how minor issues can seem major issues to women during their hospital stay 
for delivery. She feels her role is to find out why the women feel the way they feel with an aim 

to make sure that they are informed, safe, supported and are not distressed due to the 
misunderstandings with staff and from the service-provision  in general. 

So I usually get a referral and I ring those parents, I’m not a psychologist, I’m 
not a counsellor, but I’m just a person who is trying to give some information, 
some more information and explain to them in greater detail as to what has 
happened. And why. (P6, 2018, Line 25 - 28) 

P7

Listener  

In the following quote P7 draws from her own personal experience of not being heard and 
explains how her position in relation to listening has changed. Her role in relation to the 
research question seems to be that of a listener, even though she explicitly doe snot use the 
term ‘role’. 


I changed a lot in terms of, if people tell me now that they feel whatever, then I 
HEAR [stresses] what they are saying. You know because I am telling people 
and they were not hearing what I was saying, you know? But they were lovely, 
they were awfully nice, but they were not listening to me! You know? (P7, 2018, 
Line 411 - 414)


Instilling hope

Emergent theme summary : Instilling hope is a emergent theme within the superordinate 

theme of Approach. Despite their perception of their own roles and the role of perinatal 
mental health itself, the participants have described situations and interactions that seem to 

be a process of instilling hope in their patients. The quotes below capture this major similarity 
among the participants’ approach to perinatal mental health where they describe how they 

encourage the women and instil hope in them as the women go through the process of 
labour and afterwards during their stay in the ward following labour.
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P1

P1’s approach to instilling belief is as follows. P1 explained that some of the mothers can be 
so afraid that they would say, ““look at the baby over there in the cot, I’m just like afraid of my 

life, I can’t even look at him” (P1, 2018, Line 494 - 495). In relation to situations like this, P1 
explained that giving the mothers confidence by encouraging them and assuring them that 

things will get better and that they can be ‘great’ mothers is very important for a swift 
recovery. P1 explained, “THEY have to know the TURMOIL of having a baby and what that 

can do, they have to be told by somebody with a bit of experience that there is a whole 
RANGE of normal” (P1, 2018, Line 490 - 493). Here P1 is not only normalising by referring to 

a spectrum of normalcy but also instilling hope. 

P2 

P2 did not particularly speak about instilling hope in the mothers like other participants. But 
she did say the following, which partially explains her position in relation to giving hope as a 

therapeutic factor. 
…in the old fashioned world your mother will tell you get on with it. You know 
they’ll say ‘that’s life, get on with it’! Whereas they don’t accept that anymore, 
they believe there must be a cure for anything and everything. (P2, 2018, Line 
334 - 336)

P3 

P3 mentioned the following explaining her approach to instilling hope, 

Often you try and tell them, this might be quite difficult for a while, and give it 
about two weeks and it’ll be well established…give them the feeling that you 
CAN do this…say, ‘no this can be hard sometimes, some babies would feed 
really well and others just won’t! And you have to instill a belief in them that they 
can actually do this. Besides it’s their choice. You don’t have to force them into 
doing it you know? (P3, 2018, Line 47 - 52). 

She again highlighted the importance of “giving her the confidence, the belief in herself that 

she could actually do this” (P3, 2018, Line 116 - 117). 

P3 further mentioned instances where she and team would facilitate the process of instilling 
hope via their engagement with the new mothers in the ward.
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And then most of the mothers are afraid to say ‘I feel so tired, could you mind 
my baby for a while?’. Here we encourage so that the babies are left with the 
mothers all the time, but the girls, maybe the midwives, will take the babies out 
may be two or three hours at night, if the mothers are really tired. (P3, 2018, 
Line 148 - 151)

P3 reflects on a case of IVF and remembers seeing the patient “shell shocked by the whole 

delivery” (P3, 2018, Line 112 - 113). P3 explained that she had to “spend a lot of time with 
her” (P3, 2018, Line 113). She explained why as below. Also note that like most participants 

P3 too wishes to spend more time with her patients to care for them and provide excellent 
service as promised, but unfortunately the existing structure of the health system does not 

allow her to do so with everyone she feels requires extra attention. 

giving her confidence that she could actually mind this baby. That, the thing was 
to become pregnant, but there was no thinking about it after that, ‘How are we 
going to mind this baby?What are we going to do?’, so was about giving her the 
confidence, the belief in herself that she could actually do this…lucky in the 
private wing where we have a bit more time to do that, but in the public no…
they go home much earlier than they would in the private. (P3, 2018, Line 114 - 
119) 

Moreover, P3 highlighted that sometimes acknowledging the difficulties that the woman is 

experiencing has the same effect of normalising and instilling faith. 

sometimes if you acknowledge something it makes it not seem so bad, like if 
you kind of say, “look you have had a difficult time, in your labour, or your 
forceps delivery or your sections, which has been traumatic for you, and that’s 
acknowledging that on its own can make the woman feel like ‘ok I have had a 
bad time, I am not just imagining it’, you know? (P3, 2018, Line 378 - 382)


P4

P4 did not explicitly speak of instilling hope, but she mentions that she enjoys teaching the 
women in antenatal class where she encourages them to accept help. This information can 
be interrupted as that P4 herself has faith in women in general and in mothers in her ward. 
She believes that mothers will be mothers, with a little bit of support. The following two 
quotes highlight her optimism, her own faith in herself and in mothers in general relation to 
becoming a mother. 


…for the most part I’m mother myself, I have two children. May be just from 
my own experience. And just from seeing most women, here it is very natural 
thing for the mother to immediately want to bond with the baby. We often don’t 
have to do anything as midwives mothers automatically want to hold their 
babies you know want to look after their babies you know I think it’s their 
natural instinct. (Line 42 - 46) 
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…all she really needed was a bit of time. Cause within a few days she came 
back to us. And she was able to start to bond with the baby and start to 
accept that her baby (P4, 2018, Line 70 - 71).


P5

P5 gives examples of IVF patients in whom the sense of helplessness or hopelessness is the 
most prominent. 

You know this sense of ‘oh what do I do now?’… filled with fear, and it’s sense 
of responsibility and ‘what am I going to do now?’… ‘I have failed, I might not be 
the perfect mother!’. 'And what happens then? What does that make me 
then?’ (P5, 2018, Line 136 - 141)

P5 highlighted how important it is to give hope to the patient and reassure them.

And you’ll be ok, you will come out the other end of it. But you need to be 
allowed yourself to be buffered along the way, somewhat, before things start to 
settle down again, and you will be fine, you’ll be ok, it’s normal’. And sometimes 
I think they need to hear that, just normalising it that ‘you are going to be fine, 
you just need some time to get your head around this almost’. (P5, 2018, Line 
52 - 56)

P5 reiterates that, “again it’s about telling them, look here now this may occur next time you 
are in stress, you may feel like that again” (P5, 2018, Line 189 - 190).

I always tell women I meet I say ‘look the first six weeks of you going home, it’ll 
be chaos. Be chaos for you, be chaos for the baby, it’ll be just chaos. And you’ll 
be ok, you will come out the other end of it. But you need to be allowed yourself 
to be buffered along the way, somewhat, before things start to settle down 
again, and you will be fine, you’ll be ok, it’s normal’. And sometimes I think they 
need to hear that, just normalising it that ‘you are going to be fine, you just need 
some time to  get your head around this almost’. (P5, 2018, Line 50 - 56)

P6

P6 explicitly did not speak about instilling hope, but the following two quotes capture her 

approach in relation to providing young mothers with guidance and encouraging them to 
have faith in themselves.

I suppose we all remember our mothers fondly and our mothers did everything 
for us. We were always safer with our mothers. So they feel they are the care 
givers and they have to provide for their babies and perhaps they feel they 
haven’t got the skills! And they haven’t got the confidence! I think confidence is 
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a big thing …They feel like that they need a LOT of support! (P6, 2018, Line 
145 - 153)

In the above quote P6 describes the lack of confidence that she notices in her patients and 

uses the term ‘support’. This quote can be interpreted as P6 referring to instances where the 
lack of confidence in the woman would require her to receive encouraging words from others 

around her to feel better again or to achieve a state where she no longer doubts herself or 
her abilities to mother. This may suggest that P6 is aware of the lack that a woman may 

experience within herself soon after delivery and that P6 attempts to address it as much as 
she can in her capacity. The following example captures one such moment where P6 

provides guidance which seems to be aimed at protecting the woman from further feeling of 
inadequacy or less confident. 

…quite difficult to for the new mothers to even get them detached form their 
phone.…say ‘no, now you are breastfeeding’. Or even when you are not, ‘you 
need rest, you need to recover’ And it’s social media and it’s you know all you 
have to be out there, and its all about what’s others are expecting! And they 
forget to switch off (P6, 2018, Line 206 - 209)

P7

In relation to instilling faith, the following quote from P7 provides an insight into how P7 really 
feels when she witnesses her patients suffering. The following is an internal dialogue she 

often has with herself. 

Cause you know I am coming to the end of my career, and the one thing they 
say to me you know always is, ‘I don’t think I’m winding her right, I don’t think I 
am ..’ And I am saying to myself, ‘she is two days old, or three days old, you 
know, like you need to give your self a chance! You are tired you have gone 
through labour, you have gone through 40 weeks of pregnancy you know? Why 
are you, why are you beating yourself up?’ (P7, 2018, Line 172 - 177)

Similar to other participants P7 explains how the women might feel that are not doing enough 
or that they are lacking in some way, and feel they have to perform up to a certain standard. 

…i think because they have these huge expectations of themselves and if you 
are feeling a little bit down or any bit that you are not able to cope, they are 
covering it up!! (P7, 2018, Line 177 - 179)

P7 explained it further how she would remind her colleagues to remind the women that 
becoming a mother is anything but smooth sailing. This is not instilling faith by directly 

speaking to the women, rather this is peer support and reminding the midwives to have faith 
in the mothers and in the  phenomena of becoming a mother. 
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Because they feel it is a weakness if admitting, ‘you know I don’t think I am 
coping very well with this baby’, you know? So sometimes, it get taken a little bit 
too far so I always am advising our own midwives here, you know ‘you need to 
remind them that this is challenging for anybody’, not everybody sails through 
this (P7, 2018, Line 179 - 182)

P7 further explained that she would install faith in the following way. 

…And we try to say something like you know, ‘look give yourself a chance!’, you 
know?. (P7, 2018, Line 187 - 188) 
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7.2.2. Class

Theme summary

The superordinate theme of Class captures quotes, comments, keywords and concepts that 
reveal something about the sociological concept of class and its relation to the research topic 

perinatal mental health. The following quotes from the participants mainly reveal that in their 
experience they have noticed the following trends. Educated women tend to seek help as 

they are more receptive to assistance and support from professionals. The opposite is also 
true, as some participants found  that the more educated and professional one is, the more 

they rely on google and their own research techniques, and they  are rather untrusting of the 
medical professionals. Middle class women suffer from isolation and societal pressure more 

so than others. While some participants found that it is the symptoms from the lower 
socioeconomic group that go unnoticed as they do not present themselves to the GP in time. 

Whereas, the higher the socioeconomic group, the more the symptoms are hidden and 
brushed under the carpet. Some participants felt that perinatal mental health knows no class 

and anyone can be effected. Whereas, others felt breastfeeding has more correlation with 
class, such as some participants expressed that lower socio-economic group feel disgusted 

about breastfeeding and do not recognise the benefits of breastfeeding. For instance, some 
participants felt that women from the travellers community usually do not breastfeed. At the 

same time, some participants felt that the travellers community is well-knit and and hence the 
support  around them protects the women more than professional women who live alone in a 

housing estate during their maternity leave. At the same time some participants felt that 
women from the travellers community tend to get pregnant in their teen or early twenties, and 

that they may be more anxious and difficult to work with, compared to the other socio-
economic groups.

Superordinate themes Emergent themes, keywords, quotes, concepts

Class Educated, mortgages, new cars, work 9 - 5, working, housing 
estate, snobbish, no education, exposed to, higher class, 
socioeconomic group, lower socioeconomic, travelling 
community, middle class, upper middle class, higher income 
bracket, professional women. 
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Detailed results of theme

P1

Educated women seek help

P1 does not directly refer to the term class, but rather she provides descriptions that may 
suggest  that she is referring to a certain socioeconomic group. 

I have worked with women on the wards, BEAUTIFUL women that have said to 
me and QUITE a few that HAVE said to me, “I’v had postnatal depression in the 
past, i know what it’s like, I can feel it, and I want to nip it in the bud”, that’s 
wonderful you know, when they have been there, they are educated, they know 
that they need to look for help, that’s great that you know, you can support them 
through saying that “yes that’s exactly the right thing that you should do”, and 
that, just that support. (P1, 2018, Line 133 - 138)

‘Educated women’ is a term often being used to denote ‘class’ through out every transcripts. 
It seems that the participants feel that it is easier to support women with education, as they 

are open to receiving help. Some participants have used the term ‘professional women’ to 
refer to a certain socio-economic group [described below]. Other participants have expressed 

that it is difficult to support educated  or professional women if they are too well read as 
some of them may be suspicious or believe that they know better than the professionals, 

especially professionals, teachers and those who like structured routine life and have 
delayed become a mother. This aspect is explored further under the super-ordinate theme of 

Risk Group.

P2 

Middle class women suffer from isolation and societal pressure

P2 does not directly refers to the term ‘class’, but she describes characteristics and details 

that are usually associated with the most common socioeconomic groups who are within the 
middle to lower income brackets. In the following quote, P2 describes a cultural shift while 

referring to certain details that are sociologically associated with the concept of ‘class’. For 
example, certain socioeconomic groups struggle to get mortgage approval such as low 

income brackets, and some do not seek to settle with mortgages at all such as the travellers 
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community. Hence, it is interested that in the following quote P2 seems to be excluding those 

two socioeconomic groups. 

we have become our own worst enemies I think we have gone back to the I 
think of victorian times? Where we have ended up with high mortgages and we 
are now slaves to mortgages to banks to new cars, to society, where we have 
ended up with maybe two children (P2, 2018, Line : 71 - 74)

P2 continues with further detail descriptions of this particular socio-economic group. She 

describes a certain lifestyle that is usually associated with and is sociologically related to the 
middle class or the working class people. 

they get up in the morning right and they get the kids ready, they get 
themselves into the car and the would drive an hour to their job, so they have 
an hour commute in the morning. They work from 9-5, they commute home, 
they are home at 6. They collect the children after that, by the time they have 
their supper and the babysitter, they have absolutely no time for themselves. 
(P2, 2018, Line : 77 - 81)

P2 continues to describe further details about their living arrangements, employment, their 
partner’s employment. Already her speech has excluded groups of moms that are without 

partners, moms who do not enter the labour market, and moms who do not live in a big 
countryside house. That would mean P2 is again referring to low to middle income families. 

…they are at home, their partners have gone back to work, their all their friends 
are working, all their neighbours are working. They could actually be in a house 
with a baby. You know? In the whole of a semi circle or estate. (P2, 2018, Line 
104 - 106)

P3 

Breastfeeding and class

P3 mentioned that, “depending not the different classes, some of them think, ‘oh the breasts 
are really sexual thing’, and they bottle feed, they are not going to feed them!”, (P3, 2018, 

Line 225 - 226). When asked where are these ideas coming from, P3 further highlighted the 
theme of socio-economic background. She said, 

It’s just society, really…this sounds really snobbish but the class you are born 
into, and it’s about education…years ago, in a class for how to care for the 
newborn…I remember talking about great feeding and…young girls going ‘that 
is d-i-s-g-u-s-t-i-n-g! Why would you do that?!’…didn’t know anything about the 
benefits of, both as a female and as a newborn! So I converted a few! I can’t 
say I did for the lot of them, but they didn’t, they had no education about it. And 
it’s also about whatever you are exposed to isn’t it? (P3, 2018, Line 227 - 233)
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P3, further explained the following, which indicates that she herself is distancing from that 

particular group and the key here seems to be the idea of at least two generations having 
children by the age of 16. This usually does not indicate middle income families. But notice 

how the term class is not mentioned in this quote, rather terms like ‘the family’, ‘the world’, 
‘don’t seem to mind’ are mentioned and they seem to paint a picture of a certain class.

in the public ward, you get a few young girls there, and they don’t seem to 
mind. It seems like…a different world they are born into. Like born into families 
where your families have children at young age. It doesn’t matter if you have a 
baby at 16. If my daughter came around pregnant having a baby, I’ll be there 
shocked thinking…So I think it’s all to do with your the family you are born into. 
(P3, 2018, Line 126 - 121)


Perinatal mental health knows no class! 

P3 was asked whether perinatal mental health difficulties particularly postnatal depression 

can be seen only few particular socioeconomic groups. P3 responded saying it can be 
anywhere and everywhere.

“Everywhere! Everywhere. And I think sometimes the higher the class, 
sometimes it is swept under the carpet a little a bit. And just ignored. And 
maybe in the lower socioeconomic groups it might not be recognised. (P3, 
2018, Line 326 - 328) 

Lower socioeconomic group symptoms go unrecognised 

P3 further explained how in her experience she has seen that symptoms of the women from 
lower socioeconomic groups do not always get recognised quickly. Referring to lower 

socioeconomic groups P3 said the following.

…maybe in the lower socioeconomic groups it might not be recognised. I’ve 
had few women, who have may be suffered for 5 or 6 months, and been tearful 
and not coping and not recognising that there is something wrong. But 
eventually going to the GP maybe 6 months or a year later and then they are 
on medication for about 6 month after that, like when they are normal, and it’s 
kind of sad to think that they lost that year in-between where things could have 
been much different, been better kind of information. But the information is 
only as good as whoever is giving it to you. (P3, 2018, Line 327 - 334)
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P4 

Travellers community - anxiety and support  

P4 was asked if is there any particular demography or socio-economic group that she can 
think of who would be difficult to work with. P4 had a choice of not mentioning names of 
groups and she had the following to say in response. 


…probably every midwife will tell you around Ireland, that the travelling 
community can be difficult when they have babies, they tend to be quite 
anxious, in labour, during the pregnancy, they tend to be quite anxious. They 
come in a lot, looking to be reassured, and then after they have their baby, they 
are inundated with family and visitors [pause] ummm, they can be hard work for 
the midwives, I know it’s a terrible generalisation. But I personally, they can be 
lovely as well. But I personally think I like the support they get. I think they get 
really great family support. I imagine, I wonder if there has been, if anyone has 
done ever a study that the rate of postnatal depression in the travelling 
community I would imagine it’s quite low. Because they have very very good 
support, they have probably realistic expectations about what it is to be a 
mother, because they have big families and they rear each other. They can be 
difficult and when I see some of the travelling community coming into have a 
baby and I know I’m on a 12 hours shift, I know I’m going to be tired because 
they can be very intense. But in general if you are talking in relation to postnatal 
depression, I think they cope quite well and they have quite a good support. 
(P4, 2018, Line 231 - 243)

P5

Middle / upper class women not trusting medical professionals 

In the following quote, P5 describes the contrast between service-users from lower and 

middle/higher socioeconomic groups. It is in this quote that the contrast between the two 
groups are best captured. It is also in this quote that P5 describes the disadvantages of 

working with service users who are educated and professional, as opposed to P1’s earlier 
comment of educated women being more open to receiving help. 

women from a lower we say lower socioeconomic background are quite relaxed 
about the whole thing! And they tend to just get on with it. Because I suppose 
their expectations of what it means to them aren’t as ‘high’ maybe?! And they 
certainly tend to have more support around them, from their family and they 
tend to come from larger, and the community tend to be more supportive, I 
mean that’s changing. But I think it’s true. Whereas I think middle class women, 
upper middle class women have very set ideas about what a delivery should be 
because they read all the books and this is what it should be and they don’t 
quite trust the medical professionals. They don’t quite trust the system, they 
don’t trust the public system, they are usually on the internet, reading all these 
stuff and umm and they on this blog and on that blog, and they tend to be tiny 
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bit of obsessive of what they expect to happen and of course what they expect 
and what the reality is do not chime! And then they can incredibly angry! At the 
system and at the doctors and they weren’t listening to me. They didn’t do this 
and they didn’t do that, and that anger really isn’t about the doctors, it’s about 
their own you know fears that they can’t control, they are uncomfortable! (P5, 
2018, Line 161 - 175)

P6

Higher income professional women living in estate suffer isolation

P6 reflected on how she makes sense of postnatal depression. After a few direct explanation 

P6 had the following to add. 

You know a lot of the times they are maybe young professionals, they have a 
good life, maybe a higher income bracket. And maybe they people that have 
only every had to think of themselves and they have a very good social life an 
they’ve got lots of friends. Suddenly they have a baby and they feel they can 
not do this anymore. For the professional women and all women who may be 
have been woking outside their home, certainly they are on maternity leave they 
are home with with a baby, they have no adult company, they might be very 
isolated, they might be living in a housing estate where perhaps they don’t know 
their neighbours and it can be very isolating. (P6, 2018, Line 58 - 65)

Notice how P6 refers to a group women as ‘professional women’. This is a term often used 

why other participants too, instead of direct reference to ‘class’. In a way, this type of 
reference eliminates other groups that are not professional and points to wards a particular 

lifestyle and demography related to a particular class that is mainly not lower socio-economic 
group. P6’s following comment confirms this theory, “young professionals, they have a good 

life, maybe a higher income bracket” (P6, 2018, Line 59 - 60). 

Travellers community and breastfeeding 

While this is not a generalisation, in relation to breastfeeding P6 reflected in the following 

way about the travellers community. This is similar to P3’s comment about lower 
socioeconomic group generally not considering the benefits of breastfeeding and feeling 

disgust at the mention of breastfeeding in antenatal classes. 

…there is the travelling community comes to mind. They won’t they will never 
breastfeed. Because they would they actually say ‘oh that’s disgusting’!…the 
professional person that is well educated and often they will say ‘yes I want to 
breastfeed’” (P6, 2018, Line 176 - 177). 
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7.2.3 Education 

Theme summary 

This superordinate theme captures comments, quotes and keywords from the data that 
capture the current heuristics being used by the participants, their current knowledge-base, 
how such knowledge has been constructed and/or from where the participants are drawing 
from to make sense of what they see in their patients, and instances where the participants 
have explicitly and implicitly spoke about trading and education. The following is a summary 
of what the participants have revealed in relation to the theme of education. 


Crying seems to be one of the most significant unofficial screening tool being used among 
the participants in this study. However, crying on its own as a sign can be problematic, as 
some participants have highlighted that crying has a cultural connotation and in relation to 
non-national moms, crying can be occurring due to external factors such as missing close 
family members while giving birth in a foreign country. Despite the difficulties of taking signs 
as symptoms, participants continue to look out for certain signs and warn the mothers 
before sending them home to look out for such signs. Apart from tears, signs can be certain 
looks, not interacting with the baby, not feeling adequate and more. From the data it seems 
that most participants will look out for these signs and ‘pick up’ on them during the 
woman’s hospital visit. The time that a woman spends in the hospital to have a baby is 
usually a very short time and hence, participants have highlighted that continuity of care is 
vital. Signs can also be misleading as some partcxinonats have highlighted that often it is 
not clear whether the mother is suffering from exhaustion or mental heath difficulties and 
hence sone cases skip through net.  It also seems that the participants’ training and 
personal experiences of mothering influences the signs that they pick up on or what they 
questions as normal and not-normal. For instance, psychiatric training may influence a 
perception of difference in degree among non-psychotic cases. Whereas psychotherapeutic 
training may influence the participant to emphasise the need to be a listener, position one’s 
self as not the expert, somewhere between knowing and not knowing, tolerating the 
uncertainties. The concept of self-care seems to be present only in cases where participants 
have therapeutic training of some kind. The data also suggest that most participants think 

Superordinate themes Emergent themes, keywords, quotes, concepts

Education Training, education, not knowledgeable (not me), crying, the 
look, signs, inadequacy, pick up on, influenced by own training, 
wanting to educate others, spread knowledge, different 
categories, what’s normal, importance of continuity of care, 
influenced by own mothering, slipping through the net, change 
in quality of education and training.
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that they are not the expert, someone else is. It is unclear who is the “expert” within the field 
of perinatal mental health. However, the data highlights instances where certain 
professionals are referred to as specialists such as psychiatrists, psychiatric nurses, 
midwives and specialist counsellors. The rationale for these are unclear in the data. The 
data shows that the signs that the midwives are mainly picking up on and the danger of 
relying on signs that they are highlighting are mainly being drawn from their own experience 
of mothering. The data also seem to suggest that despite not considering one’s self as the 
specialist, the participants do believe that it is essential that they ‘know’ that perinatal 
period and/or becoming a mother is a huge phenomena in a woman’s life. This is also 
reflected in the participants’ interest in education and training itself. Particularly they have 
highlighted how their is not much training available at the moment and a huge lack of hands 
on training for the midwives in relation to opening conversation with the women in the ward 
and what to do after one has acknowledged the difficulties that the woman is currently 
going through. The participants have talked about transferring knowledge, reflected on 
discovering something new during the interviews and incorporating the in the antenatal 
classes. They have questioned how knowledge itself is constructed such as is one born with 

caring nature or can one be taught to care?. They have reflected on education piece that 
they believe would help the service users going through the perinatal period such as more 
education for fathers. They  have also highlighted that no education can actually prepare 
you enough to go through the perinatal period, it is an experience like no other. Some 
participants have also highlighted how there is a huge change in the quality of education 
within the the discipline of midwifery including skills that have been lost along the way, 
responsibilities that have been reduced on the midwives’ part, and how there are subtle 
differences in the UK and the Irish midwifery training.  


Detailed results of theme

P1 

Crying, a screening tool 

P1’s transcript seems to indicate that crying is used as major indicator in the ward, a factor 
that alerts midwives, almost a screening tool for potting early signs of possible mental 
health difficulties. For example, P1 said, “the referral comes to us usually on the phone from 
the postnatal ward, 'there is a lady she is crying all the time, her partner, partner’s really 
worried’”  (P1, 2018, Line 59 - 61). This is also evident in the following quote, it’s around that 
feeling of “this really scary, I didn’t buy in for this crying!” (P1, 2018, Line 112-113). This 
marker seems to have emerged out of work experience, almost as on-the-job learning for 
the midwives i.e. practice-based-learnings mixed with personal preferences.
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it’s not all women that have baby blues, but they all seem to read about it and 
expect it hahaha, and then the poor angels, if something is upsetting them and 
the cry, somebody will say “ah, don’t worry, that’s the baby-blues”, and then so 
I’m kinda little bit personally allergic to kind of labels and stuff… I’m very much 
into sort of when I work with women, on the wards, they’re crying… (P1, 2018, 
Lin2 47 - 51)

Crying and non-national moms 

P1 refers to a non-national mother and noted that often lack of support and a sick baby can 
overwhelm the mother and hence she might be tearful. This would suggest that P1 refrains 
from automatically considering tears or the act of crying as a marker for pathology, but she 
is open to investigate further by using ‘crying’ as almost a screening tool. The following 
quote captures this idea.


…all her family is in Poland, she has nobody here, she has a sick baby, 
ummm.. the woman you know.. and then… and the she is crying all the time, 
she is worried, that she is going to get depressed, that she is not going to be 
able to mind her baby (P1, 2018, Line 142 - 145)


Biggest learning is self-care 

P1 explains that the biggest learnings at her job is self-care and the importance of it.


I have to say, if you said to me what was the biggest thing I learned in my the 
years that it took me to get to finally get to finish my degree, I would say um ah 
[pause] self-care, how to look after myself, how to COMPLETELY BE myself, in 
the moment with the woman and or her partner, and then absolutely be able to 
look after myself, that’s what you learn in a counselling degree. (P1, 2018, Line 
381 - 385)

I am not the expert

P1 is always tries to explain her position and remit of her work, “…we are kind of clear on 

that, know our boundaries and our guidelines” (P1, 2018, Line 58). Considering the 
complexity of becoming a mother both physical and psychologically, it seems that P1 and 

other front participants who are the front lines during the women’s hospital stay are at the 
forefront of demands. 

I explain this to her that it is not my area of expertise but I certainly do have 
connections with girls that are, counsellors that are experienced and have 
qualifications around treating postnatal depression. (P1, 2018, Line 81-83)
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However, considering the lack of rigorous theoretical framework and specialised training 

material, it is not clear what makes a counsellor qualified for treating postnatal depression. 
But notice how P1 has faith in their credibilities. It seems that knowledge is always 

elsewhere, but not within me. This type of duality, of doubting one’s self, of negating one’s 
self is evident in the following comments of P1. These latent themes of doubt “I’m not” seems 

to be in contrast to what P1 suggests women must foster and acknowledge in order to have 
a relatively smoother experience through their perinatal period.

I’m not saying that men don’t have it. (P1, 2018, Line 165)
I’m not saying that anything is wrong with it (P1, 2018, Line 270)
I’m not against of it all (P1, 2018, Line 272)
I’m NOT a qualified couples counsellor (P1, 2018, Line 341) 

The above display P1’s intention to establish clear boundaries. Yet, uncertainties peak 
through her speech. It seems that there is a theme of negating or avoiding taking up a 

confident spot or owning the beliefs expressed. Does this position of ‘not-knowing’ helps the 
patients embrace the unknown? This is in direct contrast to a position of ‘knowing’ that the 

participants expressed that helps patient [referring to role and instilling belief in superordinate 
theme Approach]. Important to note here is the glimpse of P1’s belief that there is a specialist 

out there, but I am not that. 

…I had to be very clear with her that I wanted to care for her, I really needed to 
mind her now, and I explained that it was NOT my speciality but it’s really really 
very important that I mind her… (P1, 2018, Line 313 - 315)

P1’s doubting voice reflects in her introduction of herself, where she seems to be reluctant in 

portraying herself as a specialist or rather there seems to be a disparity between her 
achievement and her narration style. The theme of ‘I’m not’ is latent in the following quote.

I am I suppose a general nurse and a registered midwife, I did my training in 
XXXXX in the UK and then I did my neonatal intensive unit training and so I 
kind of specialised in that area then for fifteen years..well for twenty years.. so 
for fifteen years here in this hospital working with mothers postnatally, and with 
their sick babies in the neonatal unit. (P1, 2018, Line 1 - 5)

Who knows? The specialist knowledge?

Who is the specialist then? P1 describes the following news with excitement as she awaits a 

specialist to join the team. 

…they are also in the process of putting a job description together for 
interviewing for a perinatal mental health specialist in this hospital. So the 
perinatal mental health specialist will work within a perinatal mental health 
team. This is very new here, very exciting, it’s brilliant! So that post will be filled 
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by a psychiatric nurse or a midwife with the experience in either area. (P1, 
2018, Line 30 - 33)

Notice how the post is restricted to psychiatric nurse or midwives. The rationale for this is not 

clear. However, in P1 did mention another profession as ‘specialist’ : counsellor. That term is 
mentioned 8 times in P1’s transcript. Some in relation to her own qualification and some in 

relation to the theme of specialist and some as part of techniques to fish of information mildly. 
The latter can be seen here, “he ever attended her doctor or seen a counsellor and if it 

comes up then…” (P1, 2018, Line 69-70). However, notice how again P1 seems to be 
situating ‘knowledge’ outside herself and highlight the uncertainties of the whole perinatal 

period itself in general. She said, "we don’t we don’t know as counsellors or as midwives 
[laughs], and the women them themselves don’t know always how is all how all this is going 

to go” (P1, 2018, Line 232-234).

We must know

P1 makes it very clear in the following quote that despite the ambiguity of the topic of 

perinatal mental health itself, and of the terminologies like motherhood, specialist, bonding 
etc., one thing for sure that there must not be any blurred line when it comes to caring for the 

patients as this whole experience is a massive trigger itself. So the professionals must 
‘know’. She says,

it’s VERY [stresses] important as midwives or health care professionals working 
with this group of women that we are open and we know that, that is there, that 
this is HUGE point in a woman’s life, it’s going to trigger something if there is 
something there to be triggered in a lot of times. So it’s vital that we as 
healthcare professionals know. (P1, 2018, Line 478 - 482) 

Transferring knowledge 

P1 referred to her antenatal classes during the interview and mentioned the following. 

… and you’ve just put this into my head now, it might be an idea for the girls 
getting me for half an hour for one of those classes, with these parents 
antenatally, just to talk about emotional and what I have observed in my years, 
and you know, emotional changes that happen after you give birth. So… I can’t 
remember what was your question [laughs loud]… (P1, 2018, Lime 282 - 286)
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Learning to care? Or born with knowledge? Influenced by own education?

P1 seems to believe that one is born with the ability to care within the discipline of perinatal 
care. Formal education is not enough and one has to have much more. P1 said, 

Because I think you are born to do these jobs. So. so you can learn all you like, 
academia, and you can know all you like, but when you go into the room with a 
couple, you really need an awful lot more. You DO need of course to learn the 
theories, that in itself gives you the boundaries and helps you to work from, not 
from a space, that’s not just completely your heart. (P1, 2018, Line 385 - 389)

P2

Influenced by own education 

P2’s transcript suggest an important distinction between the disciplines of Psychiatry and 
Psychology as perceived or experienced by P2. Referring to her training material for 

psychiatric nursing she said, 
…maybe it comes from my psychiatry point of view, in the sense that with 
psychiatry, when I entered it, I thought I would do more psychology, and I had an 
interest in psychology and I had done behavioural interventions and training (P2, 
2018, Line 8 -10). 

What P2 seems to be referring to as ‘psychology’, seems to be a discipline that focuses on 

the internal psychological mechanisms as part of aetiological explanation. In her experience, 
the discipline of Psychiatry or Psychiatric nursing did not focus on the psychological 

mechanism of the human minds as much as she expected it would in the discipline of 
Psychology. P2 not only highlights the generally less emphasis placed on the psychological 

mechanisms in the discipline of psychiatric nursing, but also in the discipline of midwifery 
itself. This becomes more evident in her following quote.

So then I, came back and i did the midwifery and I did my masters in obesity in 
pregnancy and weight gain in pregnancy. And I did an awful lot of study on 
exercise in pregnancy. But after all of that I did motivational interviewing, did a 
training for motivational interviewing and for cognitive behaviour to see how you 
know people could reduce their weight, and not gain weight during pregnancy, 
to look at it different ways and how that i could teach women I suppose (P2, 
2018, Line 10 - 15)

Wanting to educate - spread the knowledge 

In the above quote P2 seems be describing that all her psychiatric nursing and midwifery 

training did not quench her thirst for a particular type of knowledge that gives her more 
insight into ‘why do people do what they do’, which she seems to be referring as psychology. 
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The above quote also highlights her reasons for seeking such knowledge as she says that 

she would like to better her service delivery by incorporating such psychological knowledge 
and transforming it into actual hands-on tips for her patients. P2 further explains that her 

passion for educating women takes priority over her job description. This is evident in the 
following quote.

I think the role of postnatal depression is very much to do with community and 
for community midwives. But I am still interested in educating women as to the 
reality, of it. (P2, 2018, Line 39 - 40)

Influenced by her own education

In the quote below, P2 is identifying symptoms that one needs to look out for, and it seems 

that P2 is drawing these symptoms based on a psychiatric distinction between normal and 
pathology, which may be because of her own psychiatric nursing training. P2 said she warns 

mothers before leaving the hospital and says, “…watch out for sleeplessness, watch for 
feelings of responsibility, feeling blue, inability to cope’, all the signs of depression…” (P2, 

2018, Line 61 - 62).

The look and the crying and the feeling of inadequacy 

P2 described similar signs like P1 that she uses to filter through and recognise the possibility 
of mental health difficulties. P2 said, “I know by the look on her face, I know that she is 

depressed. She is tearful and she is feeling inadequate” (P2, 2018, Line 91 - 94). P2’s 
explanation is quite similar to P1’s description of lack of confidence, doubt, having high 

expectation. For P2 it’s  Inadequacy.

Difference in degree (among non-psychotic cases?)

I would have seen couple of cases of severe depression where it led to 
psychosis. But that would have been a good while ago, and they would have 
been very severe cases really. But I don't think that we have that much 
psychosis. Because you know there is always prehistory of or there’s may be 
not. I’m not sure in the couple of cases that I have seen. But I think there is in 
between, there is this variant you know, where you see people aren't coping 
you know? (P2, 2018, Line 109 - 114)

Notice how P2 seems to be describing a spectrum where symptoms are varying in degrees, 
it is not clear but it seems that P2 is referring to cases where psychosis is absent. This type 
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of spectrum visualisation is similar to psychoanalytic perception of psychopathologies, where 

as the current dominant DSM-led discourse of psychopathologies would priorities difference 
in kind. However

P3 

Looking out for signs / what’s normal? / ‘picked up’

P3 explained the following in relation to a recent case. Note the signs she is looking out for 
are similar to previous other participants. Note how it was a senior staff who ‘picked it up’, 

which may suggest that the experience of the clinician may be responsible for the 
identification of the symptoms. Also note, how P3 seems to be suggesting that knowing what 

‘normal’ is can be problematic, rather than not knowing what ‘normal’ is. 

…we were discharging a woman there a few months ago, and she has been 
very well with us. But on her discharge, on the fifth day home, we recognised a 
significant change in her condition. And that’s when just, she is walking out the 
door and she is suffering from postnatal depression. Her voice changed, her 
anxiety level grew hugely, the way she had behaved with us changed, and it 
was about recognising that. It was a senior staff that picked it up, you know, and 
so she was able to stay with us then. Because we picked it up and she didn’t go 
home, into her community, to her husband, they didn’t know what was 
happening…And its awful frightening for them…They don’t know what’s normal 
really! That’s the big thing really. They know it’s not normal. (P3, 2018, Line 18 - 
26)

P3 also referred to the term vulnerability in a way that it can be a screen tool, which is similar 

to the other participants, “you generally go around all the patients and if you could pick out 
the ones that you feel are vulnerable” (P3, 2018, Line 79 - 80).

Importance of continuity of care 

Similar to other participants, P3 too highlighted moments where continuity of care seemed 
crucial for the clinicians to have ‘picked up’ on the changes.

She has been luckily been with us for about four days at that stage. So we got 
to build up continuity of care and we got to know her. And so then we saw the 
changes in her, in her behaviour, her pattern. (P3, 2018, Line 27 - 28)

P3 continued and explained what changes they saw in the patient. Note how this quote 
highlights the importance of getting to know a patient for longer days and how it contributes 
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to the clinician’s knowledge of the individual patient’s subjective reality as she says, ‘nothing 
was right for her’. 


It was like, she was almost like she was hallucinating…she wasn’t making any 
sense any more, she was terrified er husband wouldn’t come, she just.. like 
nothing fitted in, nothing fitted in. Nothing was normal, nothing was right for 
her. She was frightened. (P3, 2018. Line 29 - 31)


Hands on training and education needs - beyond acknowledgement  

P3’s transcript emphasises on training and education on perinatal mental health. She 
highlighted clearly that she already understands that acknowledging itself makes a huge 
difference, but she would like to know more about other skills such as, 


…like I would know how to approach a lady, but even some of my junior staff 
they are fearful of maybe the conditions, so they need more knowledge, on 
how to cope, and if a woman is becoming a bit psychotic, maybe how to cope 
with that, how to mind it? How to maybe anticipate problems? Like we are very 
good at like ok acknowledging that a woman has had a  difficult time and 
making, cause sometimes if you acknowledge something it makes it not seem 
so bad, like if you kind of say, “look you have had a difficult time, in your 
labour, or your forceps delivery or your sections, which has been traumatic for 
you”, and that’s acknowledging … But the training and more services we 
definitely need, we do have like every now and then A DAY [stresses] on 
perinatal mental health and there is one coming up in September, but only so 
many staff can get to that. Like from the whole hospital if you get 10 staff you 
will be really lucky! (P3, 2018, Line 374 - 385)


P3 mentions similar concerns elsewhere. Describing the times when she had to step in and 
speak to the patients herself as her junior staff did not feel comfortable, she said, 


…sometimes your junior staff, either they are afraid to bring it up, cause the 
training wouldn’t be…look we don’t have enough training on it, sometimes 
they are afraid to bring it up with the women incase they had set them up to be 
more anxious or paranoid or whatever, just by asking, so I would go… (P3, 
2018, Line 86 - 89)


Speaking in relation to the women’s image of themselves after they become a mother, P3 
again highlights the importance of knowledge and education. This time P3 stresses that 
providing the service-users I.e. the mothers with knowledge, educating them about what 
future holds in terms of their body’s natural progression or the healing process can make a 
lot of difference to the patient’s mental wellbeing. Even though nothing comes with 
guarantee and not every scar from surgery disappears, P3 believes the process of 
enlightening the patients is important. She said, 


…they have that image of their bodies and their abdomen, and their looser, 
their tone isn’t good, so we send them to the physiotherapy classes, they will 
teach them how to do the exercises. And they get better afterwards! It’s all 
about education, you know? But the wounds in C-section. Well a lot of people 
don’t, they don’t like the thought of that. But they heal up really well. And it’s 
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bikini line so you have to really reassure them, ‘this is where it is, it’s under the 
bikini line, mostly it disappears, there’s very few that aren’t [pause] [thinking] 
ya, so [pause]. (P3, 2018, Line 217 - 222)


P3 further highlighted how there is a need for education for fathers on what to expect, 
especially considering that there is a huge cultural shift in general and as the gender roles 
are currently going through massive transition. She said, 


But I do think sometimes father now, expect mothers to breastfeed, expect 
that you know? Ok they have a had a baby, but the fathers they don’t maybe 
realise the physical trauma that they have been through and that it is painful 
that they are sore, that they might not be able to sit for a while, might not be 
able to walk, they might have lost a lot of blood, they might have, I think 
Fathers need education on how to care for the new mothers as well. D’you 
know? We should do that. (P3, 2018, Line 55 - 60)


P3 highlights the need for education again, this time for both services users i.e. particularly 
the new mothers who used IVF or had other fertility treatments and service providers i.e. the 
midwives too. Referring to IVF mothers P3 said, 


…we need more kind of education…what to expect after baby is born…Ok it’s 
not all easy, the baby doesn’t bond with you straight away, you don’t just bond 
with the baby straight away…majority of women are sore, some of them have 
no problems they are up and about. But if you’ve had a section, might not be 
able to lift the baby, even if you like to lift them, you might not feel you are in 
control, people have to do things for you, think we need to get that out there a 
little bit more. But we need to explain it as midwives too, ‘You’ve had a section, 
this is how you are going to feel, you need to take all your pain release in order 
to mobilise but you need to take things slow’, like a continuous education. (P3, 
2018, Line 167 - 175)


P3 emphasised at the end that at the moment, the current perinatal mental health training 
lasts only two calendar dates a year. This is might explain the heavy emphasis on education 
and training in the perinatal meanly health work for the midwives and other relevant 
professionals, as P3 said, “it’s one day or two classes two days a year [laughs], just two 
days a year, it’s nothing!” (P3, 2018, Line 389). 


P4 

Influenced by experience of mothering 

P4 drew from her experience when describing the experiences of her patients going through 
the perinatal period.  


I know from my own personal experience. And you feel that this helpless little 
baby is dependent on you, and you can end up prioritising and over time, you 
can see how it can happen, the mothers spend so much time looking after 
their baby, and maybe having to go back to work and all the other things, (P4, 
2018, Line 149 - 152)
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P4 was not asked to reflect on her own experience of mothering, but it seems to be an 
aspect of her life that helps her makes sense of what her patients are going through. 


…for the most part I’m mother myself, I have two children. May be just from 
my own experience. And just from seeing most women, here it is very natural 
thing for the mother to immediately want to bond with the baby. (P4, 2018, Line 
42 - 44)


Slipping through net - exhaustion or mental health difficulties? 

In the following quote, P4 explains how the current known signs can be problematic at 
times and how some mothers can slip through the net. Moreover, “the practicalities of 
looking after the baby, being up half the night, the tiredness” (P4, 2018, Line 145) and 
“sometimes, mother may be exhausted” (P4, 2018, Line 47 - 49). Combining all of these 
factors, it gets really tricky in the ward to ‘pick up’ on the signs at the right time. Drawing 
from her own experience of mothering P4 explained the following.


when a mother doesn’t have that or feel the need to bond with their baby it 
stands out, it’s not the norms. Now sometimes, mother may be exhausted and 
we have to look at all those things where she might have had a very difficult 
labour, I wouldn’t like to label anyone [pause, hesitation], but if something’s 
going on, it raises the alarms but then they are here for so little time as well. So 
sometimes they can slip through the net. Some mothers go home within 24 
hours. So sometimes it’s hard to pick up. And we often get very very busy that, 
that maybe looking out for those signs might get missed. (P4, 2018, Line 46 - 
52)


No education can prepare you enough, it’s an experience! 
  

P4 reiterates how no one will ever adequately learn what to expect when one expects. 

It’s HUGE!…as a mother myself it’s probably one event in your life that is 
probably life changing…I teach antenatal classes and there is nothing in those 
classes that I can teach anyone to prepare them for that! It’s something that 
you have to experience! And most of them will tell you after experiencing that it 
was much more difficult than they have expected. (P4, 2018, Line 274 - 278)


P5

Pick up on signs

P5 explained the following signs that she usually ‘picks up’ on. 


If women are talking about feeling that a, helpless, hopeless, ‘no point is going 
on’, or they will be a terrible mother, ah, this sense of like nihilistic types of 
feelings, that tend to be a warning sign. Talking about ‘my family don’t really 
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need me, they will be grand without me’ that kind of thing. (P5, 2018, Line 39 - 
42)


P6 

pIck up on signs 

P6 described how she would pick up on the little signs when a woman seems to be stuck.


I would pick up sometimes if they are dwelling on something, and they are not 
able to get over it, that you do realise that you do need a bit expert input. (P6, 
2018, Line 114 - 115)

P7 

Picking up on signs

P7 reflected on a case that happened “about a long time ago. You know I’m talking about 25 
years ago” (P7, 2018, Line 101 - 102). This was an emergency where a 16 year old was mid 

delivery in the ambulance, “the legs were out”, the baby was “stuck at the waist” and 
eventually it was P7’s and her team’s “first still birth” (P7, 2018, Line 83 - 88). P7 described 

the following, 

afterwards, beautiful beautiful baby, like she totally disengaged in the baby, 
you know? She was smiling away at us, she wasn’t looking at the baby and I 
thought what’s going on here. Those kind of things, you pick up on stuff like 
that! (P7, 2018, Line 89 - 91)


P7 continued and described the case further to highlight how she picked up on subtle 
signals.

That particular girl when her dad came in later, about an hour or two later you 
know, like her whole facial expression changed. She totally closed, so I thought 
what is going on here, and I know in my heart and soul that she was sex-abuse 
victim. She was an incest-victim. But I couldn’t get her to say it. And when the 
mother came in, she was very edgy, eh you know, “oh I didn’t know she was 
pregnant I thought she just put n a bit of weight”, and all this kind of thing you 
know? And the more the mother talked, the more you knew that she DID know, 
but no amount of like, like we spoke to let’s say our own patrol care people, you 
know privately and all the rest of it. But she never disclosed anything. You 
know? So you do, you do pick up on this. So you do pick up on these subtle 
signals, don’t you!
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Change in the quality of education and training 

In the following section P7 reflects on the time in her career from the beginning of which was 
30+ years ago until now and highlights the changes she has seen in terms of education and 

responsibilities of the midwives. 

…It was after that they appointed we will say registrars and stuff! But here we 
didn’t. When we opened this hospital first, we didn’t have paediatrician! So we 
were very good at incubating premature babies! Couldn’t do it now [smiles]! For 
a number of reasons [laughs]. But yet, you became very experienced because, 
you only had the two obstetricians. And they were both. They had a full days of 
work the next day! They had theatre list or out patients, clinic or whatever! So 
you couldn’t just call them willie nellie! Cause they didn’t go off call at 9 in the 
morning! They were 24x7! So they did alternative weekends and alternative 
nights! So you had to be careful! You know? You had to make a very good 
judgment and then a good assessment of that patient before you telephoned 
them! (P7, 2018, Line 27 - 36)

It seems that a midwives were bestowed with a lot more and were expected to deliver a lot 

more than today. Also it seems that the lack of adequate number of medical staff led to 
midwives being more of an active participant. This was a also the simpler times unlike 

today’s world where lawsuits and legal complaints are a regular occurrence. P7 continued 
and highlighted further the major differences in the training and clinical practice of midwives 

then and now. 

…it was a while ago, we didn’t do as much CTG monitoring, foetal blood 
sampling or any of that…we didn’t always do CTG tracing on every patient on 
everybody?! You knew if they were low risk, we only used a pinard or the 
ultrasonic device you know? And you became very good at the beginning to 
hear and to think that there is something not quite right with that foetal heart!…
when we put a pinard we automatically feel the pulse at the same time. The 
differentiation…more modern midwives they are inclined to go straight in with 
the ultrasound or the ehh monitor! You know the Toco, without may be checking 
with the pinard first. We always had a pinard sticking out of our pockets. It might 
seem old fashioned but I can still walk through the labour ward and…I’ll say to 
somebody ‘is that a primip’, and they’ll say ‘ya’, and I’ll say you know ‘she’s not 
going to do!’, if she is that early on if that’s even with an epidural, she is never 
going to, she is going to have so much energy used up, she is not going to 
push that baby out! You know? You became, you became very experienced! Ya 
very experienced because, like I said you couldn’t just be calling them just for 
no reason. You had to have a good reason. (P7, 2018, Line 36 - 50)

P7 further mentioned training and education in the following quotes. She referred to her UK 

training a number of times to highlight how different her training was than Ireland. P7 said “I 
would have been UK trained, you know I was three years in the UK in midwifery before I 

came back to Ireland” (P7, 2018, Line 54 - 55). Referring to the midwives attitude towards 
unmarried mothers in the 80’s and 90s, P7 said, “I was UK trained and I wasn’t used to this 

at all! I was quite shocked!” P7, 2018, Line 142). P7 further mentioned the following in 
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relation to education and training. This time she highlights a sense of ‘not enough’ that is 

similar to others participants too. 

Cause like we kind of took elements of that I think you know as kind of little bit 
bordering on Psychiatry and all the rest of it, and we are either general trained 
nurses or midwives or just direct entry midwives!? And you know like we don’t 
consider ourselves,  knowledgeable enough. That’s just my opinion. (P7, 2018, 
Line 193 - 197)
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7.2.4 Identification

Theme summary 

This superordinate theme captures quotes that express emergent themes and concepts 

related to identification. The following is a summary of what the data revealed. 

The participants seem to be referring to themselves as girls and the patients as women when 
reflecting on the relation between the service users and service providers. However, 

participants are referring to themselves as women when they are speaking “as a woman” or 
“as a mother myself” or speaking on behalf of the womenkind in general. Participants have 

described how media portrayals of mother in advertisements and among celebrities have 
detrimental effect on new mothers. Participants have drawn from their own experience of 

breastfeeding and they seem to be able to use their experiential learnings to identify with 
patients and respond empathically as they witness the women struggle during the perinatal 

period. Participants were not asked to reflect on their own experience of being mothered or 
mothering. Yet all of the participants have drawn from their own experience while making 

sense eps what their patients might be experiencing as they go through the perinatal period. 
The data reveal that all participants have identified as a mother with their patients in general. 

There seem to be a general attempt at perfecting one’s self. Participants have revealed that 
they themselves have felt the pressure to achieve perfectionism and they understand that 

their patients would feel the same for several reasons. The participants have spoken about a 
possible internal struggle that the woman may experience to become the perfect mother, the 

ideal self, the ideal ‘I’, the best version of a mother that one can possibly be. This process 
may involve comparing one’s self to their own mother, comparing one’s ability to parent with 

their own experience of being parented, comparing one’s self to other mothers portrayed in 
the media, identifying with other mothers in the ward during their hospital stay and also 

responding to the ‘should’s and the ‘must’s presented to them by other experienced mothers 

Superordinate themes Emergent themes, keywords, quotes, concepts

Identification Mothering, motherhood, how do I look, what do they think of me, 
strong emotion, horrified, traumatised, disturbing, ‘mean to do 
that to women, women doing it to women’, personal experience 
of mothering, personal experience of being mothered, identifying 
with symptoms, identifying with patients (including IVF and 
catholic religion), other mothers, other women, hormones and 
identity, super mom/woman.
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in the form of advices. Especially in case of receiving advices from mother-in-laws or one’s 

own mother, the women often feel that they are being judged, falling short, performing 
inadequately, and feel like a failure. In making sense of these experiences, the participants 

seems to be reflecting on their own experiences of being a mother and identifying as a 
mother. One participant clearly highlighted that as a mother she understands how media 

portrayal can lead to the feeling of guilt and inadequacy, as she herself was influenced by the 
inaccurate media portrayal during her own perinatal period before her midwifery training. 

Drawing from their own experience of motherhood some participants highlighted that some 

women may feel worse as they begin to believe that can not be that what they see in the 
media, the perfect mothers. Having childbirth alters the female body I several way and the 

participants explained that women may begin to identifying with a different ‘I’, an altered 
image of their self, a version that they no longer desire. However, the participants pointed out 

that not every woman will be effected by their altered physical appearance after childbirth as 
“everyone has a different value system” and only those who places high importance in their 

physical appliance will be effected the most. Drawing from personal experience as a mother, 
some participants pointed out that during the perinatal period, couple’s relationship and the 

conjugal life often deteriorates. This may be the case as the challenges of looking after a 
new baby comes with a different set of priority list and the couple’s relationship is usually 

pushed aside among other priorities. The data suggests that for one participant, her 
experience of mothering may have influenced her training choices. Also, the pressure of 

being a woman and performing up to a certain standard within the societal context itself are 
aspects that have been identified by the participants. Particularly one participant highlighted 

the pressure that today’s women may feel of performing well both in the labour market and at 
home as a mother. 

The ideals of what a woman should be like have changed over time and more is expected of 

women in today’s world. However, one participant explained that perinatal mental heath 
difficulties existed through out as she has noticed that older women can identify with the 

symptoms of postnatal depression as they look back at their own perinatal periods. 
Participants have identified with patients both as mothers themselves and as women and 

particularly when they have been asked to reflect on whether there is a connection between 
the concept of femininity and motherhood, most participants agreed on the following. 

Femininity is mostly that what is opposite to masculinity, femininity is dependency where a 
young life is dependent on the woman, and that becoming a mother is the ultimate 

expression of femininity. However, not being a mother did not stop the participants from 
identifying with their patients. One participant who wasn’t a mother could still relate to the 
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women’s experience particularly those who might struggle from undergoing fertility treatment. 

She highlighted how society sets ideals of what a woman should be like, how becoming a 
mother is considered as the pinnacle of femininity and how any deviation from these ideas 

are seen as “faults”. Drawing from own experience of undergoing fertility treatment, one 
participant highlighted how women can experience turmoil inside. She toyed with the idea 

that it may be due to the huge surge of hormones, however she did not rule out that 
personalities plan a big role in what reaction a woman might have to the fertility treatments. 

Meaning, personality traits can go beyond gender. Reflecting on the ideals of women, one 
participant highlighted that some of these ideals can be inborn, instinctive and some can be 

constructed from the social world, particularly from the social media. However, there is no 
guideline that one can follow to become the perfect mother and hence becoming a mother is 

similar to like “joining a club you didn’t know existed”. The concept of supermom or 
superwoman still continues to exist and women continue to seek perfection at the cost of 

their mental health. Some participants also identified with their junior staff not just their 
patients and highlighted the need for specialist training and education as they can 

understand how scary ad difficult it might be for their junior staff to work with the adequate 
hands on knowledge and support. One participant also highlighted how the woman might 

also struggle due to their own identification with their religious self and how some may 
conceal pregnancies as it may challenge the way they see themselves and how others see 

them in the light of their religion. Overall it seems that you are a woman and I am a woman is 
a process of identification that is necessary nd integral aspect of the discipline of midwifery 

within the context of this research and   making sense of what happens to a woman as she 
goes through the perinatal period becoming a mother.

Detailed results of theme

P1

Girls / women 

Participants are all women and their patients are all women too. Participants refer to their 
patients as ‘women’, not patients. This is evident in the following comments made by P1.

	 �266



 …we would meet with the woman i suppose and do an assessment… (P1, 
2018, Line 41)

…we would never refuse a woman… (P1, 2018, Line 53-54) 

…vulnerabilities of a woman around the time of childbirth… (P1, 2018, Line 63)

P1 at some point said referred to her patients as the following, “My little mothers upstairs, the 

first time moms…” (P1, 2018, Line 254 - 255). Her intention is to probably refer to these 
patients as her patients, but her terminologies puts a very different aspect, as if they are not 

only her responsibility, but also her own. This sense of ownership or responsibility or 
attachment is also evident in the following comment, “I have never had any of my women 

come back to me and say “oh yes it was, it did turn out to be postnatal depression” (P1, 
2018, Line 281 - 284).

When P1 refers to her patients who are women, she refers in a certain way that is very 
distinctly different that the times she refers to her colleagues. For example P1 refers to her 

patients and women in general as “women” : “when I work with women, on the wards” (P1, 
2018, Line 50), or when P1 says, “that’s when women because of our culture and our society 

we are so not used to looking for help you know” (P1, 2018, Line 95 - 96). The difference can 
be seen in the following quotes, where she refers to her colleagues. P1 says, “…the girls 

would refer to us” (P1, 2018, Line 39-40). She is now referring to her colleagues, and the 
same is evident in this comment, “the girls didn’t know just to what to do” (P1, 2018, Line 

207). This is again evident in the following quote, P1 says,  

…may be I will go and attend those classes myself and see what the girls are 
saying, or MAYBE, and you’ve just put this into my head now, it might be an 
idea for the girls getting me for half an hour for one of those classes… (P1, 
2018, Line 281-284) 

Media portrayal of mothers 

P1 is quite passionate in expressing certain things, but overall the term horrible, horrifying, 

terrible or similar were used through out other transcripts. The following is a quote that 
captures both the passionate expressions and haps connection with the theme of 

identification. In relation to media portrayal of new moms, P1 said the following, notice how at 
times she goes in and out of the role of the professional referring to her patients as women, 

and at time she refers to herself as ‘we’ as women in general. 

…they should not be allowed to have them blasted adverts, it is HORRIBLE to 
do that to women, and those class, glossy, magazines, they are all 
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photoshopped, with their neat little bumps, it’s just RIDICULOUS, it’s so MEAN 
to do that to women, and it’s WOMEN doing it to WOMEN, makes me so cross. 
And there’s nothing wrong with glamourising having babies and it’s all beautiful 
and it’s all good, but it’s REALLY important that as women we know that, we are 
very vulnerable, and we are so wide open with our hearts are so open… (P1, 
2018, Line 248 - 254)

Breastfeeding, experiential learnings and perfectionism - Identifying as a mother

P1 noted that breastfeeding is the most natural and ‘divine’ expression of femininity. Those 

who can breastfeed, meaning those moms whose babies can be breastfed (as not all babies 
can) are somehow protected from experiencing perinatal mental health difficulties, 

particularly postnatal depression. When asked how is she drawing that connection between 
‘divine’ expression of femininity and being relatively protected from experiencing 

psychological turmoil, P1 draws from her own experience of mothering. Notice how the 
conversation begins with the theme of ‘connection’ and ‘support’, and later shifts towards her 

own personal experience of mothering, as if her own personal experience is one of the 
primary sources for this possible conclusion, suggesting that this is almost an experiential 

learning, but that aspect is not revealed in the beginning of the quote. 

a woman that is connected to her baby through that whole breastfeeding 
connection, ahh [pause] keeps the connection with the baby, therefore there 
isn’t that sense of isolation…talking about a baby that’s breastfeeding…so, a 
woman that is breast feeding successfully it’s a beautiful beautiful bond, isn’t it? 
It really really is, and I know I’m not supposed to speak anti-bottle and I’m NOT 
anti-bottles, I was bottle-fed, so I’m very politically correct here, in every way 
whatever works for the mother. But as a mother myself who breastfed myself, I 
had NO idea about that connection with that baby that it does and it’s actually 
protects you so much because you are protected, you are in this, your duty is to 
produce and feed that baby, that baby needs you to survive, it’s that HUGE 
protection. so I guess it keeps you from that isolation. Now I, having said that I 
have to say that I DO live in the real world, and especially for a first time mother 
to successfully breastfeed there has to be another layer outside that to allow 
that to happen. And because I do FIRMLY believe that the only reason I 
succeeded to breastfeed my first baby for six, seven or can’t remember eight 
months [pause] was because my partner, my husband is a farmer. And he is at 
home, on the farm everyday. So he was able to allow me to stay in my pyjamas 
everyday if I wanted to and he literally just came and fed me, every three hours 
he would come and make sure that I was fed [smiles]. Like he would have been 
been, he would be very much into childbirth because of all the cattle, the calves 
and the cows. (P1, 2018, Line 427 - 446)

P1’s own experience of breastfeeding helps her appreciate what a woman might be going 

through when she is trying to breastfeed. In this recalling of her experimental learning, one 
one hand P1 seems to be able to identify with her patients and on the other hand she can 

also identify with the cattle in the farm where the nutrients are being passed on to younger 
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animals from the mothers as part of the nature’s own way of nurturing the fragile young ones. 

The key here seems to be her husband who facilitates this natural process of nurturing i.e. 
breastfeeding by regularly feeding the cattle mothers and the mother of his own child. The 

similarity between the farm world and the her own private life makes her smile as she 
appreciates the insight her husband has and the support he provides. 

He realised the importance of the colostrum and he couldn’t believe that 
someone would give bottles. He said, “but even the even the ones that are 
bottle-fed would they not give them the colostrum, ah sure the calves will die if 
they don’t get it so [long pause]”, I was s-o-o-o  b-l-e-s-s-e-d [stretched and 
stressed]! So I didn’t have to do it to tell him about breast feeding, and I, you 
know he’s ok with it. And and he fed me for every three hours, now, if I didn’t 
have that support, if he was on his work like most partners are, I don’t know if 
[voice cracks], I would not have survived it. Cause I’m a, I’m a bit of 
perfectionist? I expect a lot of myself? I was isolated out in the country, my 
family weren’t around, there wouldn’t have been anybody else, there I didn’t 
know any neighbours, so [nodding] yeah, yeah, there has to be a kind of 
support there. (P1, 2018, Line 446 - 454)

Perfectionism - the perfect ‘I’ 

While the previous quote helps P1 appreciate what he has, she can also almost experience 

what it would be for someone who does not have the support she had, and her voice almost 
breaks. But alos, Notice how P1 says, “Cause I’m a, I’m a bit of perfectionist? I expect a lot of 

myself?” (P1, 2018, Line 452). This quote is similar to the following quote where P1 seems to 
again identify with mothers in general, probably being influenced by her own experience of 

mothering. This is a type identification that allows P1 to appreciate what it means to be a 
mother and how difficult it is to go through this transition itself. It is as if P1 being able to 

identify with women who try to achieve perfectionism, as she herself is aware of thinking or 
feeling the same way. Please note that Perfectionism is further explored as an emergent 

theme under the super-ordinate theme of Risk Group.

…there is this perfectionism the we grew up with…we all have to be the perfect 
mother, the perfect wife … even though we say, we are good enough … that is 
still in us that we all want to be perfect you know, some of us more than others, 
I know I am not meant to generalise but you know… (P1, 2018, Line 261 - 265)
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P2 

Own experience of mothering influencing training choices 

P2 described voluntarily about the following chronology of her life. Particularly it is intriguing 
that her interest in midwifery coincided with her own perinatal period or at least she is 

recalling her own perinatal period as we speak about perinatal mental heath.

…worked for 10 years in CCU, and then I left and then I had four boys and I 
reared them, and then I came back and I retrained myself, so then I am back 
into midwifery since then for 12 years… (P2, 2018, Line 4 - 6)

P2’s own experience during the perinatal period becomes central themes through out the 

transcript. Particularly themes like, stress, support and the shift in the society are very 
prominent themes in her transcript. Below is the first time she introduces these themes via 

her own introduction. Notice how P2 is also drawing from her own experience of mothering 
when thinking about developing theories on motherhood.

And mental health I feel from my own experiences I have often felt that, you 
know something, it was a long time ago since i had my children, it was 40 years 
ago and Ireland was a different place then. Ehh but i think there is extreme 
pressures on today’s women. I think then I had took time off my job and I was 
just home with four small boys and I often think ‘I wonder did i ever suffer from 
something like that?’. because there was stress around that and i just feel the 
support is extremely important. I was miles away from my family, you know. (P2, 
2018, Line 18 - 24)

Pressure of being a women then and now - identifying with symptoms 

P2 describes how she has met women who have retrospectively recognised what was 
happening to them at that a time. The following quote capture how a lot of women identified 

with the symptoms that P2 described. 

Many women have turned around and said ‘I think I suffered from that before’. 
(P2, 2018, Lime 54 - 55)

… ‘watch out for this, watch out for that, watch out for sleeplessness, watch for 
feelings of responsibility, feeling blue, inability to cope’, all the signs of 
depression and many have said to me ‘I think I had that’. (P2, 2018, Lime 61 - 
63)

… I have had even people that I KNOW have said ‘d’you know what I think I 
have had that’, that stuff you will be talking about postnatal depression, ‘they’ll 
say I have had a touch of that’. I would say a lot of women have had that, I don’t 
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think it’s treated seriously enough. And I think the modern day has something to 
do with it. (P2, 2018, Line 63 - 67)

The above quote from P2 again suggests that culture and time have a huge impact on what 

and how women identify themselves with. “40 years ago” there may not have been “extreme 
pressures” on women to return to work, but back then women identified with others around 

them who did not speak about their “stress”. Where as now, women have relatively more 
freedom to choose workforce, more “stress”, but they can atleast confess to professionals 

like P2 about identifying with the symptoms of postnatal depression retrospectively. 

Comparing ‘self’ to one's mother 

P2 describes how new mothers might feel hesitation in speaking to her in at the presence of 
their own mother. From her quote below, it seems that new mothers identify themselves with 

their own mothers and may feel inadequate or falling short by measuring themselves in light 
of their experience of being mothered. This is captured in the following quote. 

And as a lactation consultant i’ll often be called right? And when you sit down 
beside them, when the mother is gone you realise that they have this feeling of 
inadequacy, they are not coping very well, that they are not good mothers. (P2, 
2018, Line 94 - 96)

How to be a good mother - advices 

P2 also believes that breastfeeding does not go smoothly, women often feel more frustrated 

for several reasons. For example, on top of feeling inadequate as they compare themselves 
with their mothers, women also get mixed messages from other women around who give 

them advice and tips on how to be a good mother. These women include elder generations 
and service providers (female) at the hospitals. Their mixed messages binary ideas of good 

or bad mothering cause further confusion and the new mother seems to question herself, 
‘what kind of a mother am I? The good or the bad?’. 

…this is more on breastfeeding i suppose than depression, but they have this 
absolute anxiety… If breastfeeding does not go well… in this country you have 
the older generation that will advice you ‘give the baby a bottle’. These people 
have been to classes, they have been advised to breastfeed and they are doing 
their very best. And they are finding that there is a pressure on them to feed the 
baby, so they are not sure whether they are doing it right or wrong. (P2, 2018, 
Line 97 - 104)
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Own experience of being parented 

Reflecting on the idea whether one’s approaches parenting is influenced by their own 

experience of being parented, P2 had the following to add. She drew from her own 
experience with her Mother in law, in addition to her mother, particularly around the time she 

was mothering her own boys and said,

Well…mothers have influence but mother in laws have more influence. You can 
be your self with your baby maybe, but you have to be more perfect when your 
mother in laws coming to show you have the ability to look after her 
grandchild…Whatever you do…how you relate to them…But there is definitely 
pressures. Like with my own mother I wanted to breastfeed. Because I was a 
firm believer, and ‘no’ she says, ‘that child is starving, give it a bottle’. Or ‘he is 
fine now, he is not a bit cross, but wait till he is teething, you wait for this child’, 
and and oh he was a “fantastic baby” and I was worn out you know? I would be 
shattered, and she would say, but ‘he is a fantastic baby, he only wakes up 
every now and then’ you know [Laughs]? Where you would say ‘oh! I want 
some sleep’ (P2, 2018, Line 190 - 199)

P3 

Identifying with one and other in the ward 

P3 describes the following in relation to private rooms. It seems that P3 is highlighting how 

through socialising in a public ward a new form of identification may emerge which can then 
have a normalising effects on the new moms. 

Well we would need a lot of midwives [laugh]! I think it’ll be from a rest point of 
view good for the women. I think from a social point of view, and interacting with 
other new, new mothers I think the women are going to miss out on that. 
Because suddenly you are talking to me and I am talking to you and we realise, 
‘Ok, so your baby doesn’t sleep at night either?’. And then you meet the next 
day and you have a much better night, and you kind of compare and contrast 
and people don’t feel alone then, they don’t feel this is totally abnormal. You 
know? I think it’s important to talk to other new mothers. (P3, 2018, Line 195 - 
201)

It almost seems that the economic progress in the Irish society reflects the more and more 
demand for private rooms. But that comes with an added disadvantage of less chance of 
socialisation for the mothers, less chance to hear from other mothers. Does that mean that  
in society in general ‘individual living’ also correlates with less chance of socialisation? 
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Identifying with junior staff and patients, fear of not knowing, need for training  

P3 identifies with her junior staff who struggles to bring up certain topics with their patients. 
For instance, P3 highlighted the need for more training and how it os impacting her, her staff 

and her patients. 

I would love to see a lot more training in mental health issues in pregnant 
women for staff, cause there is very little! And a lot more support. Like we have 
for this whole big  hospital, one nurse and one psychiatrist that’s it! So the 
services while they are really good they are really stretched. (P3, 2018, Line 
370 - 373)

In the following quote, notice how P3 moves on to her junior staff’s needs after immediately 

speaking of her own need. It is as if, there is an enmeshment between hers and her junior 
staff’s need. 

like I would know how to approach a lady, but even some of my junior staff they 
are fearful of maybe the conditions, so they need more knowledge, on how to 
cope, and if a woman is becoming a bit psychotic, maybe how to cope with that, 
how to mind it? How to maybe anticipate problems? (P3, 2018, Line 374 - 377)

In the following quote, P3 seems to be identifying with her fellow junior staff stronger, on the 

need for training and collectively addressing herself as ‘we’. Towards the end she highlights 
how she helps and protects her junior staff by stepping in, which is a parallel theme to the 

caring service that the midwives are providing for their patients. 

…look we don’t have enough training on it, sometimes they are afraid to bring it 
up with the women incase they had set them up to be more anxious or paranoid 
or whatever, just by asking, so I would go, (P3, 2018, Line 87 - 89)

It seems that there is a parallel theme of care between senior midwives and junior midwives 

in addition to the care and understanding that the midwives provide for their patients. This is 
highlighted in the following quote from P3 where she is describing how some patients can be 

afraid to speak and how some of the her junior staff can also be afraid to approach, “Some 
people are afraid, professionals are too you know” (P3, 2018, Line 98). 

Identifying with a different ‘I’ - an altered image of self

In relation to the talk on sexuality and its relation to becoming a mother, P3 immediately said 
the following. It seems that the woman’s image of herself in her own mind gets heavily 

altered and clouded, so much so that she can not bear to look at her own body. This is very 
different type of identification, a very different ‘I’.  
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Some of them are horrified that their perineum can be so swollen, so sore and 
they feel like, traumatised from that, and it can be really bad for them! The c-
section ladies, don’t like to look at their wound, they don’t want to look at it and 
they are often given really neat little scars and we take the dressing off and they 
are like, ‘quick I can’t believe you are going to Leave that open, quick omg close 
it, I don’t want to look at it!’, and they have that image of their bodies and their 
abdomen, and their looser, their tone isn’t good (P3, 2018, Line 212 - 217).

P3 spoke about breastfeeding and highlighted how strongly certain women react in relation 

to the topic. The comment seems to suggest as if the women identify with certain type of 
women who do or do not breastfeed, and that picture of the ideal-self gets disrupted if they 

are suggested otherwise. P3 said, “I remember talking about breast feeding and there were 
young girls going ‘that is d-i-s-g-u-s-t-i-n-g! Why would you do that’?!”, (P3, 2018, Line 229 - 

230). P3 believed that this type of negative thinking around breastfeeding may have 
something to do with their socio-economic background, “It’s just society, really, I think. 

Whatever, well this sounds really snobbish but the class you are born into, and it’s about 
education” (P3, 2018, Line 227 - 228).

P4

Identifying as a mother

P4 draws form her own experience of being a mother of two, P4 said, “I’m a mother myself, I 

have two children. May be just from my own experience…mothers automatically want to hold 
their babies you know want to look after their babies you know” (P4, 2018, Line 42 - 44). P4 

explained  that she can identify with the urge to want to interact with the baby as a “natural 
instinct” (P4, 2018, Line 46) and she would perceive the absence of that urge as “not the 

norms” (P4, 2018, Line 47). 

Identifying with a different ‘I’ - an altered image of self 

P4 was asked whether she thought that a woman’s physical transformation during the 

perinatal period have an impact on her own image of her self as a ‘desiring subject’? P4 
responded, 

Absolutely ya!…I have never really even thought about it, but everyone’s value 
system is different, if that was high, if she valued her body high before 
pregnancy, and if she was a very sexual person, and that was something very 
important to her, after you have a baby, your body does go through changes, 
put on weight, your muscle tone and flat belly is gone, you could have an 
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episiotomy or a tear or stitches down below, you don’t have time to do your hair, 
put on make up and groom yourself as well as you might’ve done in the past. 
So you don’t feel, I didn’t think you feel very sexual. Or you don’t feel very 
attractive for a, probably several months. And that could have, for some women 
it don’t bother them, maybe that could effect them, could effect them more, and 
that could be a contributing factor to postnatal depression. (P4, 2018, Line 130 - 
139)

Media portrayal of mothers

Similar to other participants, P4 reflected on how women would want to identify with other 

women shown on television and print media and how inaccurate the current media portray of 
motherhood is.

even just ads on TV for like pampers and you know you have these little cute 
little cuddly baby not screaming at 3 O’Clock in the morning and the mother 
looks very perfect and pretty and she is holding her baby and these are the 
images that we see in television and cinema you know and the other times you 
see [hesitates] mothers celebrating that they are happy about this little new 
baby, we dotty usually see anything or any portrayal about postnatal 
depression. (P4, 2018, Line 259 - 264)

Internalising guilt from media - I am not that !

P4 acknowledges that motherhood is not all happy and perfect as it seems on TV, but she 

seems to acknowledge something else. P2 seems to believe that having a baby is usually a 
‘happy’ time and that there could be a disruption in that happiness if there is a mental illness 

or something abnormal/unhealthy about the baby. Meaning, the underlying belief seem to be 
that the feeling of misery of the new mom, despite having a ‘healthy’ baby is only 

comprehended without struggle if there is an element of mental illness present in the case. 
Notice the struggle in P4’s voice how she repeats that she ‘try not to judge’. This seems to be 

moment where she is drawing from her own experience of being a mother. 

Personally I think it’s very sad that what should be a happy time, can be a very 
miserable time for some women. I try not to judge. You know you feel like God 
you know you have had a nice healthy baby. You know you should be happy 
here. But she is obviously not happy. But a you try not to judge because they 
are obviously going through a very difficult time. (P4, 2018, Line 55 - 59)
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Identifying as a woman & the concept of femininity - opposite to masculinity & 
dependency 

P4 was asked what is her idea of femininity within the context of perinatal mental health.  P4 
had the fowling to say. 

I would interpret it as femininity as  ‘woman’, ‘mother’, all the roles that you can 
think about when you hear woman [pause]! So, femininity as opposed to 
masculinity, ‘you are very feminine’, long hair, attractive, soft spoken those are 
words that would come to mind. (P4, 2018, Line 158 - 161)

She further added, 
…this little baby is dependent on her and she is breastfeeding, that’s very 
feminine ya. I think the opposite of feminine would be kind of tough, and you 
know, I think ya the role of the new mother is a feminine role. (P4, 2018, Line 
164 - 166)

Identifying as a mother and media portrayal 

P4 reflected on her own experience of becoming a mother and highlighted how her 
expectations   were influenced by what she saw in the media. 

from my experience, I wasn’t a midwife when I first had my child so, I didn’t 
have as much knowledge about having babies. So you know I was young, and 
a bit naive, and you have those expectations that you see on televisions, that I 
am going to love this baby so much. And I did. But I didn’t realise how difficult it 
was. You know? (P4, 2018, 121 - 125)

Identifying as a mother - deterioration of conjugal life 

P4 was asked to reflect on the impact if there is any, that the baby might have on the mother 

and her intimate relationship. P4 drew from her own experience and had the following to add. 
it is in general and I know from my own personal experience. And you feel that 
this helpless little baby is dependent on you, and you can end up prioritising 
and over time, you can see how it can happen, the mothers spend so much 
time looking after their baby, and maybe having to go back to work and all the 
other things, that you know sometimes the relationship gets put down on her list 
of priorities. And she is exhausted and all the other things, that go along with 
that. It can affect couples. (P4, 2018, Line 148 - 154)
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P5

Identifying as a woman & Femininity

P5 was asked how does she conceptualise the feeling of ‘loss’ that a woman experiences 
after giving birth, when she holds her baby? P5 had the following to say.

…as a woman [pause] sometimes we feed into this idea of motherhood would 
be this ultimate expression of womanhood, and suddenly they have this 
ultimate expression of womanhood and they sense like ‘oh well, is this all, is 
this it?’ (P5, 2018, Line 57 - 60)

Identifying as a mother - loss of who I used to be, “joining a club you didn’t know 
existed”. 

In addition to the sense of this expression, which is similar to other participants view of the 

comment on femininity, P5 adds that one may feel a sense overwhelmingness and become 
vulnerable with the arrival of the new baby. The feeling of loss could be the loss of a part of 

themselves, who they used to be before the baby arrived, what they used to feel before they 
became a mother.

Like, and and then there is this sense of overwhelming responsibility. And 
suddenly your heart is burst open because you are vulnerable. You are REALLY 
REALLY vulnerable. Probably you have never been as vulnerable as that time, 
the last time would have been as child may be. And that’s a  scary place for 
some women who have had bad experience in childhood and I find that they 
are talking about stuff and that they are trying to pull back control and they are 
struggling, but ya, it’s that sense of loss really, of the person they were before 
they had the baby. I remember when I had my baby myself, I felt that, it felt like 
joining a club you didn’t know existed.  And a lot of women struggle with that. 
Cause they realise the changes for themselves. (P5, 2018, Line 60 - 68)

The ideal woman - what ‘I’ should be 

P5 was asked to reflect on whether is a connection between the conceptualisation of 
femininity and the internal struggle a woman experiences after she becomes a mother. P5 

had the following to say. 
it goes back to the ideas of motherhood being the you know the pinnacle of 
femininity. The ultimate female role of being a mother and how that is supposed 
to be very fulfilling. Usually it is, but sometimes it’s not. And when it’s not then, 
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being told by society that something is wrong with you it’s you that is at fault not 
you know society’s ideas of what you should be. (P5, 2018, Line 109 - 113)

P6 

No guideline, a construction of identity, a blend of natural and social, social media 

P6 can be seen here situating herself somewhere in between nature and nurture, the age old 

debate and reflecting on her experience through a bio-psycho-social lens. However, the 
following quote highlights more than P6’s position in relation to the nature vs nurture debate. 

Parts of this quote has been discussed under the superordinate theme of Approach. 
However,  this quote also highlights how the sense of identity of a woman is almost a 

process of constructing and the material comes from all around her. As she becomes a 
mother, there is no guideline, except what she sees all around her. 

…there is no booklet…there is no handbook on how to be a mother, and we all 
understand that we even see it with the animals that it’s so instinctive…those 
nature programmes with the elephants or whatever…the baby elephant can 
identify it’s mother from a herd of a hundred…it is instinctive but I think 
sometimes maybe perhaps with the emergence of social media and all of this 
people been overpowered with all you know what happen in Hollywood and 
here and there and everywhere that they don’t really know, that they get 
influenced…very quickly perhaps instinct taking over. It’s maybe external 
influences effects them more and it over powers the instinct that they should 
have. Because even upstairs in the postnatal ward…they are quite difficult to for 
the new mothers to even get them detached from their phone. And say ‘no, now 
you are breastfeeding’. Or ‘even when you are not, you need rest, you need to 
recover’. And it’s social media and it’s you know all you have to be out there, 
and its all about what’s others are expecting! And they forget to switch off and 
think you know ‘it’s MY family, this is when you know I need to switch all of that 
off. And just focus on what I have and all of that”. Ya I think for them, it’s very 
difficult for them really! You know? (P6, 2018, Line 196 - 211)

P7 

Supermom / Superwoman

In the following quote, P7 gives examples from her clinical work where expectation is a huge 
theme, but also the mother’s identity and self image is a massive theme in the following 

quote. It also highlights a cycle of how having expectations leads to disappointments when 
one does not perform as planned and that disappointment tis further perceived as ‘weakness’ 

which is in direct contradiction to the image of ‘supermom’ that 
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‘I don’t think I’m winding her right, I don’t think I am ..’ And I am saying to 
myself, she is two days old, or three days old, you know, like you need to give 
your self a chance! You are tired you have gone through labour, you have gone 
through 40 weeks of pregnancy you know? Why are you, why are you beating 
yourself up? And i think because they have these huge expectations of 
themselves and if you are feeling a little bit down or any bit that you are not able 
to cope, they are covering it up!! Because they feel it is a weakness if admitting, 
‘you know I don’t think I am coping very well with this baby’, you know? (P7, 
2018, Line 173 - 180)

From hormones to identifying as a person

In the following quote, P7 describes how hormonal treatment influenced her mood as she 
tried to conceive. But she does not feel the hormonal imbalance was the only explanation for 

how she felt. Her explanation goes beyond gender and hormones, rather she seems to be 
identifying with her patients as a person with certain personality traits. 

 
I have no children of myself. You know? But like I DID [stresses] have you know 
five years in fertility treatment, so you know, I DO understand, especially 
hormones, they drive you nuts. They really do! They are like, I was never so 
depressed when I was having hormone treatment. You know? I found it really 
difficult. So like you got his big surge of hormones running through out your 
body, you cant be right. How could you be [laughs]? So, you know? So I think 
that is a big deal, and I think I DO, I DO think that your OWN personality has a 
certain amount to do with it. You know? And some of us are ‘glass half full’-
people, some of us are ‘glass half empty’-people. Irrespective of whether it’s 
perinatal, postnatal or anything. It is what it is you know? (P7, 2018, Line 210 - 
218)

Concealed pregnancies - The ‘I’ and the religion 

P7 described a case of concealed pregnancy and when asked how does make sense of this, 

P7 replied that religion has a huge part to play. P7 then explained the following that highlights 
how her own experience of being brought up as a catholic helps her makes sense and 

identify with others who may have had the same upbringing. 

I was growing up, I am roman catholic, I wouldn’t be hugely practicing you know 
Catholic like that. I can understand it. It was one thing that was drilled into us 
when we were growing up, you know as teenagers and young women, was that 
‘DO NOT [loud] come home pregnant’! (P7, 2018, Line 134 - 137)
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7.2.5 Nature vs Nurture 

Theme summary 

This superordinate theme captures quotes that express emergent themes and concepts 

related to the idea of the age old nature vs nurture debate. Participants were not explicitly 
asked to reflect on the contributing factors.  But all participants voluntarily reflected on the 

factors that contributed towards mental health difficulties including general unhappiness of 
the women in the perinatal period, especially post birth. In doing so, they all drew from their 

own experience of being mothered and of mothering. Their responses revealed their position 
in relation to the nature vs nurture debate. The following is a summary of what the data 

revealed.

One participant expressed that nature has “created” women "to create” and that becoming a 
mother “is part of it”. She also believed that women are born to create, and that women have 

in built “ability to create, conceive and to nurture a baby”. There seems to be a prominent 
belief that women have an “inherent feminine strength”, that “women are more in tuned with 

that sense of their inner strength” and that this strength is quite different than a man’s 
strength. Biology seems to be a strict marker of difference within the context of perinatal 

mental health. The inherent feminine strength can also seem to be of two different kind : 
internal strength i.e. the belief in one’s self to succumb to the power of nature, and 

confidence i.e. enough sense resilience to go through labour. Some of participants seem to 
believe that women are “created to be creative” and when a woman allows that creative part 

of them to take over, when they tap into their inner strength, they then tend to recover quick 
from delivery. This seems to be an emergent theme through put the transcript that highlights 

the importance of allowing nature to take over and giving up the will to control or to be in-
control. 

Superordinate themes Emergent themes, keywords, quotes, concepts

Nature vs Nurture Nature, nurture, inherent, inbuilt, instinct, inner strength, part of 
nature, created to be creative, not-in-control, divine, born with, 
intuition, ‘cattle, calves, cows’ & ‘elephants’ (similarities with the 
animal world), ‘man’s world, having babies …woman’s work…
changed roles…ability to mother’ (cultural shift reshaping 
gender-roles), personality, hormones, society, personal, 
individuals, ’monkey see monkey do’, ‘part of the process’, 
‘glass-half-empty people’.
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Despite considering ‘becoming a mother’ as an essential part of nature, as an inbuilt quality, 

all participants have also situated themselves somewhere between nature and nurture on the 
spectrum. Participants have highlighted that anything can be triggered if there is ever 

anything left to be triggered and hence, midwives and the other relevant professionals 
working within this area   must be open to all possibilities because this juncture in a woman’s 

life a huge turning point. Participants have used expressions like “hits them with a bang” to 
describe how both nature and nurture play its part in the process of becoming a mother, but 

being responsible for another human  being is often an encounter with something that they 
have never seen or experienced before. 

Some participants have also highlighted how they feel breastfeeding is an expression of 

“divine femininity” and how it is a similar phenomena in the natural or the animal world. 
Participants have also highlighted the parallel aspects of the process of labour and delivery, 

and how they too are similar phenomena in the natural and the animal world. One participant 
highlighted how the act of giving birth is “very sexual” as the same hormones are at work 

during sexual encounter as during delivery. Motherhood has been described as instinctive 
overall by highlighting that this is a parallel process to the animal world. Motherhood and 

“bonding” have been described as natural instinct by all participants, although the term 
“bonding” have only been used by two participants [“Bonding” is an emergent theme 

described further in the superordinate theme of Support below]. The belief in the existence of 
a “natural innate ability to care” I women in general seem to be puzzling and problematic to 

some participants, especially when they witness the absence of that “instinct" in some of 
their patients. In cases, where the “natural instinct as a mother didn’t kick in” the participants 

are left surprised. It seems that participants struggle to consider that some women lack the 
inherent ability to care as a mother. However, one participant highlighted that the ability to 

care as a midwife or a professional is also an innate quality that one is born with and it is 
quite possible that some people are not born with such qualities. 

All participants except one, spoke about personality traits and theories. One of the participant 

used the iceberg analogy and felt that women are much more deeper than they are seen, 
that women have multiple aspects of their personality and most of these aspects are hidden 

underneath. One participant felt that the major difference in women’s reaction ti motherhood 
can be due to their previous experience or lack of experience of becoming a mother. 

Essentially there are two different “breed” of women that they see at their work : the first time 
mothers and the subsequent time mothers. Participants also explained that differences in 

personalities can be the explanation for why certain women do not like being a mother and 
especially do not like cuddling or breastfeeding. Women who do not have a “touchy-feely 
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personality” may struggle to breastfeed and cuddle their babies. One participant felt that 

becoming a mother is a process and trifling with becoming a mother is “part of the process”. 
The mother’s personality plays a big role in this process and that some are naturally more 

“Glass half-full” and some are glass half-empty” type of personalities.
All participants felt that mothering is an inbuilt ability and it depends on the personality traits 

of the woman whether they have it or not. This is why they believe that some women are 
“made to be mothers” as they seem to have the an inbuilt mothering ability, and others are 

not. While cultural shift has been motioned as a factor that reshapes gender-roles, one 
participant mentioned clearly that men can not “mother”. Hence, the data seems to highlight 

that mothering is considered to be an inbuilt women-only trait or ability that some women are 
born with. One participant also highlighted how personality clash may occur with midwives 

and other health professionals during the women’s hospital stay and/or during the perinatal 
period. This participant explained how “minor things” like nitty-gritty of the birthing process or 

whether skin contact after birth was done immediately or not can contribute towards the 
women feeling “not being heard” and “not being cared for” by the professionals. This 

essentially leads to “minor things” transforming into “major issues”. This is probably that case 
where the women are of certain personality types that they have high expectations and 

planning done, and they can not tolerate any deviation from their expected / chosen plans. 
These women seem to be “dwelling” on their experience during delivery and other hospital 

experience with staff and the service overall, long after they go home. 

The participant further questioned whether such is the case due to personality type or their 
own style of upbringing i.e. the way they were nurtured themselves. Some participants felt 

that “how you are brought up”, whether one was “over protected” or “over managed” plays a 
role in heir own approach to mothering. One participant was very clear in highlighting that we 

are more “children of our environment than children of our parent” and it is quite possible that 
one’s own experience of being parented contributes towards their high expectation of 

themselves and their aspiration to be a “supermom”. Some participant leaned more towards 
nurture and highlighted that “the world they are born into” are important to consider within the 

context of the question of becoming a mother. Moreover, hormones impacting women’s 
mood have also been mentioned by three participants. Two participants spoke about the 

impact of hormone in relation to baby-blues experienced during the first two days after birth. 
One participant spoke of IVF treatment and highlighted how the hormonal treatment as part 

of the IVF can impact women’s mood. However, all three participants questioned whether 
hormones can be an adequate explanation for how the women feel and whether personality 

traits play a role in this equation more so than hormones. Overall, all participants seemed to 
be drawing from the bio-psychosocial model where they tend to situate  themselves 
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somewhere between nature and nurture and are open to considering different perspectives. 

One participant highlighted that  it is “not one particular thing” that contributes to the women’s 
mental health difficulties post birth but “a combination of all those things” can have an impact 

on the woman. 

Detailed results of theme

P1

P1 believe that “nature has created us to create and this is part of it” (P1, 2018, Line 64). P1 

also clarifies her own position in relation to nurturing, “my own feeling is that women are born 
to create and we are given the ability to create, conceive, and to nurture a baby” (P1, 2018, 

Line 201 - 203).

Feminine strength

This is where the participants’ personal beliefs, philosophies, and theories on several ideas 

became most prominent. One of them was the idea of the inherent feminine strength.

P1 seems to refer to this inherent strength that is very particular to womenkind. A force that 

partially seems biological and partially emotional, almost a source of energy. Can 
Psychoanalytic literature provide more structure to this theory of an innate strength that 

seems to be emerging out of P1’s following comments? Referring to women who don’t 
believe in their own strength, P1 said, “they don’t have an idea of the woman’s strength or of 

their own, that you know that the trust in this, their ability to care for their baby…” (P1, 2018, 
Line 149 - 150). P1 continued later on explaining further that those who wonder how she 

works with the phenomena of bereavement, fails to see the strength of women, “they don’t 
see the strength of the people, the essence of the people, the PURE strength that we have 

as women” (P1, 2018, Line 162 - 163). P1 clarifies further that this strength maybe present in 
men too, but something very unique about it within a woman, and something that is very 

much relevant to the discussion on perineal mental health difficulties 
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…since i have started, I have always felt this intuitively, right? But since i have 
been doing this job, in the last two years, the strength of women, I’m not saying 
that men don’t have it, but primarily I have been working with women, but the 
strength that they have through all of the adversities and, that they kind of 
[thinking] a lot of women don’t don’t, the don’t realise it, the women that aren’t 
connected to that dimension of that strength in them I suppose, are the women 
that i find have problems with the adjustment with the HUGE [stresses] 
upheaval of motherhood, specially the first time mothers ok? The women that 
tend to be a bit more in tuned with their that sense of inner strength and that 
sense of [thinking] being a part of nature, their bodies are created to be 
creative, allowing this to happen this beautiful event, to go with it, they tend to 
recover much quicker, or they might talk to me briefly about it triggered 
something that happened in the past, but I find them recovering but the women 
that want to come back to see me, are that I find are in most difficulties, these 
are women that don have that sense of that inner strength… (P1, 2018, Line 
163 - 175)

Notice how P1 says, “women that tend to be a bit more in tuned with their that sense of inner 

strength and that sense of [thinking] being a part of nature, their bodies are created to be 
creative, allowing this to happen this beautiful event, to go with it, they tend to recover much 

quicker” (P1 2018, Line 170 - 172). This is a personal construct or personal explanation of 
the psychological processes of childbirth and motherhood. 

P1 makes it very clear that pregnancy is a natural phenomena and it is necessary for nature 
to take over to aide the recovery process and promote wellness,

…because pregnancy is nature, at its finest and at its cruelest. So, so what is it, 
is that its nature, and its our connection with our body, this is nature happening 
in our bodies, we are NOT in-control. (P1, 2018, Line 188 - 190) 

Two types of strength 

In the following two statements, P1 seems to be referring to Two types of strength: 1) the 
inherent strength of human beings which is particularly remarkable in case of women as it 

helps overcome difficult phenomena like childbirth.  And 2) Strength that is similar to 
confidence and resilience, but is not enough to overcome childbirth related struggle. 

The latter is reflected in the following comment from P1, where she clarified that, 
…the women that tells me ‘but i’m usually so strong and organised’, they were 
the ladies that I find that look or looking for help at that stage mostly in my 
experience. (P1, 2018, Line 113 - 115)

This comment suggests that particularly when ‘being in-control' seems to be part of a 
woman’s nature, or when her natural mode of operating is such a state of being, she seems 
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to find motherhood particularly problematic. As if, wanting to ‘be in control’ is a aimed at 

defying nature. As P1 describes, becoming a mother js a natural phenomena, and it is 
‘nature’ that takes over, not the woman. Hence, it is in that succumbing to nature lies some 

kind of strength. As if a different type of strength is necessary for overcoming childbirth and 
motherhood. 

The theory on the former type of strength reflects in the following statement. This comment 

suggests that P1 believes in an inner strength that is particular to women and  that strength 
helps  the woman overcome the trauma of childbirth. But that strength is only accessible to 

the woman if she herself allows such as connection to be made. Connection is an emergent 
theme in P1’s transcript and also evident through out in other participants’ transcripts mainly 

as an alternative term to bonding. Connection is explored further in the section for super-
ordinate theme Support. 

Childbirth changes us, every aspect of us. And as we get older then we as 
women get another layer of wisdom again, we are just such AMAZING 
creatures [laughs]…because we are strong. (P1, 2018, Line 371- 373) 

Intuition 

Intuition is a term that has been used at least six times in P1’s transcript. It has been used to 
describe different ideas but it has a common theme of nature vs nurture flowing through out 

the transcript. At times it seems to be a heuristic, a way to make sense of something internal.

But different things happen to us in our lives from when we were ourselves 
born, when we were ourselves in our mother’s womb, and that intuitive essence 
of womanhood isn’t [thinking] umm you know [thinking] doesn’t grow? (P1, 
2018, Line 203 - 205)

The above quote form P1 reflects her theories on nature and nurture. Intuition in this quote is 

used as similar to the concepts of inherent, presupposed or inborn. As though women have 
an inherent intuitive feeling that allows them know better about themselves. 

P1 suggests that working with this ‘intuitive feeling’ is the key, or at least she perceives this 

approach to work as her job. P1 says, 
I see my job is to working with them to be in that moment, tune into their 
intuitive feeling about the pregnancy, about where THEY are at… (Line 235-6)

Intuition in this quote seems to be occupying a central position in the direction of the 
treatment as such. Intuition in 4th line is again different, this time it is similar to belief in one’s 

self or the concept of  confidence.
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Created to be creative aides recovery 

P1 believes that those who accept nature, and accept that nature has created female bodies 
to create, tend to recover quicker. 

women that tend to be a bit more in tuned with their that sense of inner strength 
and that sense of [thinking] being a part of nature, their bodies are created to be 
creative, allowing this to happen this beautiful event, to go with it, they tend to 
recover much quicker. (P1, 2018 Line 170-172)

Let nature take over 

P1 further stressed that childbirth is an unique opportunity to become one with the nature 
and allowing nature to take over,

this is a beautiful opportunity that’s going to help them for the rest of their lives 
to allow themselves to be and accept what’s happening, nature or you know 
what’s happening everyday is just… I do visualisations and meditations with 
them. (P1, 2018, Line 194)

Somewhere between nature and nurture - open to any possibilities 

In the following quote P1 describes her position in relation to the age old debate of nature vs 

nurture. Especially note the highlighted part of this quote. In this quote, P1 speaks about a 
range of explanations from her perspective and in doing so she acknowledge she 

complexities involved in isolating any of those factors. P1 speaks about hormonal changes, 
genetics, one’s own perception of personal history, life experience, and the effect on them of 

the external world around them. This seems to be an explanation from a bio-psycho-social 
model’s perspective. However, P1 highlights the importance of the individuality factor in the 

equation of perinatal mental health and how it is next to impossible predict or know what 
triggered a mental health difficulty during this period. Hence P1 highlights how important it is 

for healthcare professionals to “open” to any possibilities. 

…majority of women, whatever way that they adjust to this HUGE hormonal 
changes in their life right [pause], is all very personal and individual and made 
up of all the different things that made them up genetically, what happened to 
them from their own conception and what happened to them in their whole life 
from when they were born, so it’s all individual and unique, isn’t it? Now I would 
say that the majority of women, the vast majority of women do just fine, and 
they will be absolutely perfect, exactly as it is for them, because that’s 
what they are made up of and we all love in different ways and we all have 
different relationships with our babies, but I would say from my experience 
that there are a, and it IS few, from my experience that it just triggers 
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something, the WHOLE episode triggers something in them. Now that could be 
something that happened in their past, or could be something genetic, could be 
something hereditary and down from their ancestors, that’s just come on, and it 
TRIGGERS something, whether it’s depression, or whether it’s psychosis, or 
whether it’s just a kind of umm oh God, you know kind of a complete denial of 
this child [long pause]. But it’s rare, it’s VERY [stresses] important as 
midwives…that we are open and we know that…this is a HUGE point in a 
woman’s life, it’s going to trigger something if there is something there to be 
triggered in a lot of times. So it’s vital that we as healthcare professionals know. 
(P1, 2018, Line 465 - 482) 

Breastfeeding, an expression of divine femininity 

P1 speaks of breastfeeding in a way that is natural, and the whole act of breastfeeding is a 

symbolic surrender to nature, a “divine” idea of femininity. P1 seems to explain that believing 
in nature and considering natural acts like breastfeeding as foundational component of 

femininity. Where as women might struggle more if their idea of femininity relies heavily on 
nurturing or maintaining there own bodies only. This idea is captured in the following quote. 

So if you are vulnerable and you are susceptible ahh because of your history, 
your family history, or whatever, and all the all the vulnerabilities, so you’re, so, 
so, so you’re vulnerable then and that is another one then if your idea of what 
feminine is to be wearing high heels, and having your nails perfect, absolutely 
it’s going to be a trigger, it’s going to make really difficult, you are going to be 
vulnerable, where as, if your idea of the ultimate divine feminine is to be having 
a baby at your breast, the you are less likely for that to impinge on you on your 
postnatal depression, and actually that’s matter of fact that breast feeding 
probably protects women. (P1, 2018, Line 416 - 423).

Innate ability to care

P1’s emphasis of the idea of ‘innate’ or ‘born with’ also extends to perception of caring jobs. 
Referring to her own job she highlighted the following. 

Because I think you are born to do these jobs, you can learn all you like, 
academia, and you can know all you like, but when you go into the room with a 
couple, you really need an awful lot more… (P1, 2018, Line 385 - 387)
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Theories on personality - women as iceberg 

In the following quote from P1, there seems to be a personality theory emerging 
conceptualised by P1 in relation to the theme of the ever debating ‘nature vs nurture’ topic. 

P1 seems to believe that women are much more than who they display to be and most of 
their personalities or identities are actually submerged or hidden from others. 

WE as women, we, ummm ahh [thinking], that lovely diagram of seeing yourself 
as a person, the tip of the iceberg is what people see or what WE see ourselves 
and ALL the rest is underneath [smiling]. (P1, 2018, Line 290 - 292)

Theories on personalities - multiple dimensions of women

P1 also seems to be believing that women have different “dimensions” of themselves, and 
not all women are comfortable in seeing themselves from these different “dimensions”. It is 

during the perinatal period that women are most encouraged by P1 to trust their “intuition” 
and allow the natural progression to take place. This is captured in the following quote.

I know that not all people see themselves in different dimensions, they don’t you 
know [pause] but [thinking], but I, I personally feel, getting into that trusting our 
intuition at every stage. (P1, 2018, Line 239 - 241)

Theories on personalities - Different breed of women 

Personalities are further layered by circumstantial facts according to P1. In her opinion there 

seems to be two different types of mothers,
…it’s different VERY different, two different BREED of women : first time and 
second time … (P1, 2018, Line 258 - 259)

Similarities with the animal world - breastfeeding 

P1 drew from the animal world while she reflected on her husband’s perspectives on 

breastfeeding. It seems breastfeeding is certainly one aspect of the perinatal period that 
seems ‘natural’. 

Like he [Husband, farmer] would have been…very much into childbirth because 
of all the cattle, the calves and the cows. He realised the importance of the 
colostrum and he couldn’t believe that someone would give bottles. He said, 
“but even the even the ones that are bottle-fed would they not give them the 
colostrum, ah sure the calves will die if they don’t get it so [long pause]” (P1, 
2018, Line 445 - 448)
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P2

Somewhere between nature or nurture - hits them with a bang

The following quote highlights P2’s position in relation to the age old nature vs nurture 

debate. P2 seems to draw from a comprehensive bio-psychosocial model, which is currently 
the dominating model with the mental health world.

…Because… Irish winter … the climate has a lot to do with mood…it’s a kind of 
a range of things, there is internalisation and feelings of or unable to manage, 
there is this overwhelming sense of responsibility I think for this new baby. That 
coupled with then, which is normal for everyone, with this you are now 
responsible for this new life and they are now totally dependent on you. There’s 
a couple of other things as well, it is a 24 hour job. While as before you had 
freedom, I think it is the lack of support, especially from the nearest and dearest 
and the lack of understanding as to the change of the relationship and the 
family dynamics within that. I think that there is probably as well maybe a 
personality trait in the sense that may be a personality make up that is, that can 
add, that can be more prone to this as well. But there’s often women who have 
no history, and it hits them with a bang! (P2, 2018, Line 41 - 50)

‘Hits them with a bang’ is a phrase used by P2 repeated again in another section of the 

transcript. P2 said the following in relation to baby blues which she feels is normal due to 
hormonal imbalances, but then she seems to question herself, 

it’s like as if the joy of having, giving birth, the responsibility seems to hit on the 
third day, this absolutely overwhelming responsibility. When everybody else is 
gone, I am now responsible for this child. That. It just hits people with a bang! 
Whether it’s that or whether it’s the hormones… I am assuming it’s the 
hormones, the joy hormones, the good hormones. (P2, 2018, Line 30 - 34)

Somewhere between nature or nurture - not one particular thing

The following quote captures P2’s position on the debate of nature vs nurture the best. 

I think it is a combination of environment, think it’s poor social circumstances 
and you know poverty? Poverty, abuse, domestic violence, that’s a whole 
different strata of things, so I can’t I can’t, I would not believe that it is just one, I 
could be a fine solid person you know and be quite objective in myself, but you 
know I could be married to a brute! You know and I could find myself, my life is, 
someone who is very dominating, it suddenly beats you down and you suddenly 
find yourself start spiralling down, going into this depression.Eh.. It could be eh, 
family circumstances, so I don’t think it’s one particular thing, one thing, it’s a 
whole … (P2, 2018, Line 284 - 290)
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Cultural shift reshaping gender-roles - men can’t mother 

P2 was asked weather ‘sexuality’ is a relevant term within the discussion of perinatal mental 
health. In response P2 spoke about the general cultural shift that has occurred. Particularly 

speaking of the shift in the gender-stereotyping ideas, P2 had the following to say.  

…it’s not a man’s world anyway, having babies and mothers, it’s woman’s work. 
So i think it is, it’s feminism…We’ve tried to emasculate ourselves, and handing 
over children when they are young and going out and fighting over business in 
this man’s world in your profession or whatever, but really and truly, i think i’m 
very proud to be feminine and to be a mother and to have the ability to not just 
to have the child because with the fact that in retrospect that i have the ability to 
mother. So i think it is. Now I think, I think men have changed their role, they are 
a bit mixed up with their role at the moment [laughs], i think they are, whether 
they are the hunter or the gatherer, they are being browbeaten a small bit but, 
the role I think, I think it’s very special, I don’t think men can mother.  Like, do I 
think it’s genetic? And now, you know, even, well I’m talking about very young 
child, I am talking about 12 months or two years, you know i’m talking about 
that … But… your question again was? (P2, 2018, Line 204 - 214)

Theories on personality? Or hormones?

P2 mentions ‘personality’ at least ten times in her transcript, which is the most amount of 
times this word and related words are mentioned by any participant in this study. She refers 

to the concept in many different ways such as the following. But P2 also seem to be 
questioning herself how much of what is she is describing is to be attributed to the working of 

one’s hormone and how much of it is part of their personality. 

I think that there is probably as well maybe a personality trait in the sense that 
may be a personality make up that is, that can add, that can be more prone to 
this as well. (P2, 2018, Line 48 - 50) 

But you really get to know them if they are kept for the fourth day or the fifth day 
for any reason. You really get to see the real person … the real personality 
then. Perfectionist I find, that kind of personality, the fussy personality. (P2, 
2018, Line 125 - 127)

In addition to the nature vs nurture debate, P2 seems to be also weighing the etiological 
factors such as biology and psychology. The following quote captures this theme the most. 

Here P2 is referring to the two-three days post birth and the signs which she refers to as 
‘baby-blues’.

At this particular point if time it has mostly do with hormones. Right? But then if 
you looked at different personalities, you would see that the softer personalities 
the more gentler personalities, they are probably more prone to tearfulness. 
And being overwhelmed’…(P2, 2018, Line 132 - 134).  
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P2 continues referring to the hormonal imbalances in the firsts 24-48 hours after birth and 

then describes the following psychological experiences, questioning personality traits, the 
make up of human subjectivity.   

Cause progesterone has to fall in order for prolactin to make the milk and 
oxytocin. Oxytocin has great feel factor. So that’s the hormone part of it…I just 
think it’s more ‘reality has hit’, ‘reality bites’, ummmm I think reality hits you you 
as you have this baby, you’re holding it and it is yours for the rest of your life. 
And the minute you know, and that… ummm I think really it’s how you are 
made, made up how you will manage. You will either ride the storm… (P2, 
2018, Line 136 - 142)

Hormonal facts - the act of giving birth is very sexual 

P2 described that the following in relation to hormone and birthing. 

…hypno-birthing…gentle birthing…as opposed to a medicalised birth, they 
would say that the act of giving birth is very sexual, as all the hormones 
released are the very same as during when you are aroused we’ll say, that they 
are the very same cascade of hormones oxytocin, it’s the feel good hormone 
and that if you allow natural birth to proceed… (P2, 2018, Line 226 - 230)

Personality traits - Inbuilt mothering  - made to be mothers 

P2 also described a type of personality without using the term personality that seem to have 
an inbuilt ability, which is very similar to P1’s idea of ‘inbuilt mothering’. P2 said the following.

…depends really on the person. And honest to God, there are some women, 
they just seem to take it and they just stride! They seem to have, they seem to 
have an inbuilt ‘mothering’. (P2, 2018, Line 158 - 160)

It seems that P2 believes that, “Some people are made to be mothers” (P2, 2018, Line 174). 
P2’s explanation of this idea of ‘some’ varies between personality traits and inbuilt personality 

type. 

Similarities with the animal world - labour and delivery

P2 spoke about her experiences at the farm and reflected on how the process of birthing has 

a natural element to it, which is a natural process and it should not be interrupted. 

…the animal world… am married to a farmer and if you move an animal let it be 
a cat or a a sheep or dog whatever from where they decided to go in let’s say a 
hedge or a corner, if you move them and out them in the space that YOU want 
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for them, you are more than likely will loose one of those pups or kittens you 
know?! That’s nature, you can’t beat nature. It will pick it’s spot…i think it’s the 
very same with the human being. They should labour in a very quiet 
environment, once everything is ok… so from that point of view you are talking 
about the same type of hormones. (P2, Line 235 - 242)

Children of our environment than children of our parent -  Supermoms

P2 reflects on her own experience of mothering and being mothered. 
…definitely I feel your mother has and I think how you rear your children has 
everything to do with your own. So are we more children of our environment 
than our parent, I would say yes possibly. I reared my own, so I see my own 
mother in me time after time. your unconscious has pressure from society. With 
a lot of supermoms again. (P2, 2018, Line 199 - 203)

P3 

Leaning more towards nurture - the world they are born into

P3 explains how certain young women in the public ward seems to not mind having a baby at 

16. The following comment highlights P3’s position in relation to the nature vs nurture 
debate, as she leans more towards nurturing and emphasises the influence of the family that 

one is born into.

seems like a different world they are born into. Like born into families where 
your families have children at young age. It doesn’t matter if you have a baby at 
16. If my daughter came around pregnant having a baby, I’ll be there shocked 
thinking…So I think it’s all to do with your the family you are born into. (P3, 
2018, Line 128 - 121)

P3 was further asked to clarify as to where does she think women get their ideas of what a 
mother should or should not do. P3 again leaned more towards nurture and emphasised the 

importance of upbringing. She said, 

Family we have seen…family circumstances probably. How happy you were 
brought up as a child…Like if you had a difficult childhood, you might think twice 
about bringing a child into the world that’s so difficult. (P3, 2018, Line 135 - 136)

Somewhere between nature and nurture - ‘Personal’  

In the following two quotes P3 seems to believe in individual differences which allows her to 

situate herself somewhere between nature and nurture, emphasising the singularity of the 
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person. The term she uses is ‘personal’. The following two quotes capture this idea, but in 

one of them the theme is manifest i.e mentioned as it is, and in the second it’s latent i.e. 
hidden underneath as something related to the person.

(Manifest —>  term ‘personal’ mentioned ) 

I know a few women who haven’t been able to have children, and they feel a 
huge loss. They don’t feel like they are, their womanhood I suppose [questions]. 
But that’s a personal, well it can be personalised view when you have an 
infertility problem, it’s probably different cause you are made much more aware 
of it. (P3, 2018, Line 100 - 104)

(Latent —> idea of ‘personal’ mentioned as her individuality. She was not being heard by her 
husband, her personal opinion and feelings were not being recognised and she, the person 
was being ignored by her husband)

He wouldn’t let her talk. And we were concerned about her and he wasn’t 
concerned about her, he said this was normal of her, and he was more 
concerned about something much more trivial. So he wasn’t listening. (P3, 
2018, Line 317 - 320)

P4 

Motherhood and bonding - natural instinct 

P4 mentions the term nature/natural and naturally at least eight times in her transcript and 
the theme natural is very prominent through out her transcript. This is similar to P1’s 
transcript, but different in several ways. Following are the quotes that best captures the 
times when the term was mentioned indicating the existence of an innate ability to mother.


I’m a mother myself…from my own experience…seeing most women, here it is 
very natural thing for the mother to immediately want to bond with the baby…
mothers automatically want to hold their babies you know want to look after 
their babies you know I think it’s their natural instinct. (P4, 2018, Line 42 - 46)


Natural innate ability to care - The puzzling absence  

P4 tries to empathise with mothers, but she struggles to make sense as to how that ‘natural 
innate ability’ can be absent in some cases. 


I think nature has a huge part to play cause there’s women that maybe they had 
an unplanned pregnancy they didn’t want a baby, they found themselves 
pregnant, the need some times to come to terms with it, and nature is [pause] I 
think there must be something [pause] that naturally happens, that helps you to 
bond with your baby. Cause there are times that you know babies that are 
screaming, crying all night. And there is a reason why we don’t [pause], you feel 
like a [pause], you might feel like God I can’t listen to this baby, but as a mother, 
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you can cope with that, more so than a stranger could. Cause it’s like a natural 
innate ability to care for your baby. (P4, 2018, Line 178 - 185)

Natural instinct as a mother didn’t kick in - The puzzling absence

Referring to a case where the parents abandoned a ‘healthy’ baby who was missing few 

fingers, P4 said the following. 
Whereas this baby with the missing fingers …is it not something you could get 
through? That, that natural instinct as a mother didn’t kick in to say that’s my 
baby, that I felt this baby move inside me for so long and I wanted this baby …
so I didn’t understand that! How someone could switch off. (P4, 2018, Line 200 
- 203)

Somewhere between nature or nurture - A combination of all those things

In response to the question, what makes a person individual, P4 responded as follows. The 

quote below captures P4’s position in relation to the nature vs nurture continuum and her 
perception of what a person is. 

a combination of all these things. Your cultural and your own upbringing, 
your value system, your ways of coping you know in life in general. What we 
find is that often if they can’t cope with being mothers then may be they have 
coping problems in the past. They would have been probably prone to over-
reacting or maybe you know it’s not just motherhood ya. So all those things 
make women individual. (P4, 2018, Line 116 - 120)

P6

Theories on personality - personality clash with midwife/doctor  

P6 referred to the idea of personality theory similar to other participants. The following is an 
unique perspective, only found in P6’s transcript. P6 describes how the difficulties 
experienced during the perinatal period may sometimes be influenced by the patients’ 
relation t the staff during her hospital stay.


But this is for minor things that happened that they go home and all these things 
cause them problem or anxiety or they worry, or perhaps there was an incident 
where it was a personality clash with a midwife or with a doctor you know where 
they felt they were not listened to. (P6, 2018, Line 16 - 20)
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Between nature and nurture - personality thing and probably upbringing 

The following quote not only reveals P6’s position in relation to the nature nurture debate, but 

also P6 provides unique insight as to how a woman’s experience during the hospital stay 
may needs to considered within the context the research question.

And that’s great! And then you might ring another lady and she might still be 
dwelling on the delivery, I don’t know it’s maybe a personality thing! And I think 
as well that some women are very resilient, and probably got to do with their 
upbringing. (P6, 2018, Line 220 - 223)

Motherhood as instinctive - a parallel to the animal world 

Similar to other participants P6 too felt that becoming a mother has an instinctive element to 

it.
Well I think there is no booklet, there is no booklet, there is no handbook on 
how to be a mother, and we all understand that we even see it with the animals 
that it’s so instinctive. Eh if you see those nature programmes with the 
elephants or whatever and they erm how the baby elephant can identify it’s 
mother from a herd of a hundred or whatever. (P6, 2018, Line 196 - 199)


Nurture - how you are brought up, over protected, over managed 

P6 described how one’s own mothering can impact their personality and further mothering 
skills. 

…you’ve got other, [pause] other teenagers and other people they are in their 
early 20’s and the are so self sufficient. So I think it’s about it’s got to do with 
how you are brought up. Yes they are probably they are over over [hesitating] 
over protected or over managed (P6, 2018, Line 227 - 230)


P7 

Nurture - Monkey see monkey do

Similar to other participants, P7 also highlights the importance of being nurtured when it 
comes to nurturing another human life. She draw form her own experience of being 

mothered and says the following. 

I had a fabulous mother, my mother was just, I never heard to raise her voice, I 
never saw her get cross, she was very very gentle. I am not at all like her.  You 
know, most of her family would be very very feisty. And I kind of inherited that! 
Like all the neighbour’s children will come over to our because they just loved 
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her, she was just such as warm person, you know? And I see that today in 
moms, you know when moms come to visit them, you can see that 
relationships. I mean you transfer, you know I mean I love babies, that purely 
comes from the way I was nurtured myself. Like we never, we weren’t well off or 
anything, but never wanted in terms of emotional support or love or anything 
like that. And you can see it in young mothers here, the ones that have good 
stable backgrounds, you know have good family ties, good connections, and 
are supported they do very well. And you can see the ones that are coming in 
that have not got those social support maybe did not see that, I think I do think. 
I know they talk about nurture vs nature? [sighs] I think a lot of it is nurture! You 
know? Monkey see Monkey do! We do learn don’t we from home, and what we 
see in others? (P7, 2018, Line 151 - 163)

Theories on personalities - Touchy-feely personality and breastfeeding 

P7 referred to the idea of personality theories several times. In the following quote P7 seems 
to be resorting to theories on personality to make sense of a mother’s disliking to breastfeed 

her child. 

You know not every baby loves to breastfeed. Ok they say it’s the most natural 
thing to do but for some people its NOT that natural. And particularly if you are a 
non-touchy feely personality, you know? (P7, 2018, Line 183 - 185)

Between nature and nurture - Part of the process… we are all individuals 

The following quote from P7 captures her position in relation to the question of normal, 

abnormal, disorder within the context of perinatal mental health and how it relates to 
personality theories. 

I certainly wouldn’t call it a disorder. No, I mean I just think it’s part of the 
process. You know no more than, you know one of these people that gets early 
morning sickness, so is that organic? Is that a disease? It’s part off the process. 
You know? Some women get a lot of pelvic gurgle pain? It’s part of the 
pregnancy you know? The way your body deals with it, it’s the same post 
delivery! Some of us have more resource than others, but that will be the same 
for anything else. And you know I do think one of us have more hormones than 
others. That we have no control over. No more than if you look at women some 
women suffer a lot from premenstrual tension and everything and some people 
don’t. Why? Obviously they must have more hormones. You know? So I DO 
think that it is just part of the process and it is whatever the way body deals with 
things. And you know the way some people are copers, and some people 
aren’t. We are all individuals. So I think that personality plays a bit of a role in 
that as well. (P7, 2018, Line 198 - 209) 
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Theories on personality - Glass half-full 

P7 highlights again that one’s personality has a lot to do with their perspectives in life and 

their response to life. 

I DO think that you OWN personality has a certain amount to do with it. You 
know? And some of us are ‘glass half full’-people, some of us are ‘glass half 
empty’-people… (P7, 2018, Line 215 - 217)
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7.2.6 Risk (Factors and Groups) 

Theme summary 

This superordinate theme captures quotes, keywords and concepts that express emergent 

themes and concepts related to the idea of Risk, including  risk factors and risk groups. The 
following is a summary of the findings under this theme. 

‘Vulnerability’ and its related terms, and ‘overwhelming’ and its related terms have been used 

by all participants to capture some element of the associated risk involved within the 
perinatal period. Participants have emphasised on the sense of vulnerabilities and 

overwhelmingness that women may experience around the time of childbirth. Some have 
expressed that the baby may represent vulnerability which may overwhelm the woman, as 

she experiences a huge sense of responsibility for the baby. Sense of responsibility can be a 
huge risk factor especially if the woman has been in situation where they had to be 

responsible for another person. Some participants have highlighted that this could be a 
personality trait in someone where they enjoy being self-sufficient and copes well under 

pressure. Whereas, some other women may struggle under pressure and struggle to feel 
responsible for another person 24/7. She participants have highlighted how the woman’s own 

over-protected upbringing can influence her personality, leading to situation where she may 
dwell on experiences that she has missed out on during the hospital stay such as immediate 

skin contact and birthing related issue. Whereas, others whose upbringing were not such 
‘over-managed’ or ‘over-protected’ may find it easier to let go and be accepting of unseen 

Superordinat
e themes 

Emergent themes, keywords, quotes, concepts

Risk group Vulnerabilities, Overwhelming, unrealistic expectations, ‘women come to 
this country away from their families’ (non-national moms), ‘isolated out in 
the country’, ‘family weren’t around’, perfectionism, perfectionist, perfect 
mother, perfect wife, ‘previous history’ (previous diagnosis), Irish winter, 
climate, supermom, superwoman, cultural shift, tough labour, IVF, fertility 
issues, can’t cope, ‘used to … everything is being done for them’ (not 
used to caring for another), addiction, drug user moms, domestic abuse, 
incest, teen pregnancy, concealed pregnancy, travelling community, highly 
educated, teacher, professionals, late moms, severe mental illness, bi-
polar, schizophrenia, anxiety, excessively stressed, excessively anxious, 
compulsive type, very driven, control, in control, successful, not prepared, 
self-sufficient, over-protected, over-managed, don’t get support, 
struggling, anaemic, sore perineum, lack of ‘good stable background’, lack 
of ‘good family ties’. 
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circumstances. The data seems to suggest that according to the participants if a woman is 

not used-to caring for another, they tend to not ‘cope’ well. However, these are not to be 
considered as categories of risk groups, rather the data suggest that women may be situated 

anywhere along this spectrum ranging from ‘accepting’ to ‘dwelling’. The woman may also be 
overwhelmed by elements from her past in general that are triggered around the birth. In that 

sense, the data suggest that any and every woman going through the perinatal period are at 
risk of experiencing huge psychological and emotional turmoil.

Participants have further highlighted that experiencing isolation, loneliness, and not feeling 

not-in-control are other major risk factors. The data suggests that those who struggle in 
situation where they are not not-in-control are most at risk because according to some 

participants childbirth and becoming a mother essentially require letting go of one’s sense of 
control. Some have highlighted that they have the vulnerable feeling within the woman may 

be related to her having low self-esteem, which can further make her feel isolated from her 
peers and other. There seems to be a vicious cycle especially in cases where adequate 

support is not available. Lack of support including breastfeeding, day at day household 
support and social support often leads to further feelings of overwhelmingness and 

vulnerability.

The following groups and factors have been mentioned in the data that can be identified as 

risk groups and factors. The participants highlighted that particularly the following group of 
women may require extra support within the context of perinatal mental health. Women who 

are non-nationals, giving birth away from family, friends and their homeland.  Non-national 
mothers tend to lack support making them a prominent risk group according to the data. Lack 

of stability in families,  lack of adequate family ties, and lack of social support are also risk 
factors. Women who are isolated such as situated in rural areas in large farms away from 

neighbours and also women who are living in apartment complexes where most of their 
neighbours are at work during the day and/or they are not familiar with their neighbours. The 

Irish weather itself has been mentioned by one participant as a risk factor. Having prior 
diagnosis can also be a risk factor. Even where a diagnosis was not made the woman’s prior 

history of being excessively anxious and/or stressed can be a risk factor. Similarly, prior 
diagnosis of schizophrenia, bi polar and and other severe mental health disorders can also 

be risk factors. Previous diagnosis may also have included medications like Prozac, Lexapro 
which some participants felt highlighted that make the service user addicted to these drugs. 

Women with pries mental health issues may have also experienced bullying which have 
losing effects and can be a risk factor. Other psychological factors that can be risk factors 

	 �299



include having unrealistic expectation and susceptibility to feeling vulnerable. Socioeconomic 

and circumstantial variables like poverty, abuse, domestic violence and other elements can 
be risk factors. Addiction, drug use, history of abuse and teen pregnancy can also be risk 

factors. The data suggests that patients who are members of the travelling community tend 
to be young women and are more anxious about delivery than others. Hence, young age 

itself can be a risk factor. Similarly, later pregnancies can also be a risk factor. 

Women who receive IVF treatment and/or availing other ART can be a risk group and they 
usually tend to be late moms. Participants highlighted that there is a possibility that the idea 

of femininity is challenged or muddled for a woman who struggle to get pregnant as the idea 
of femininity is tightly knitted with motherhood in the social discourse according to some. 

Furthermore, the participants felt that women receiving these treatments are tend to be 
patients who are ‘obsessed with getting pregnant’. So much so that the patients are often 

‘shell shocked’ from their delivery as most of them do not think about the delivery part, rather 
they are focused on getting pregnant. As if they tend to question What do I do now?. Patients 

receiving these treatments are often overwhelmed as they did not expect the experience of 
becoming a mother to be ‘like this’. According to the participants’ experience, patients 

receiving IVF treatment also tend to hold high expectations, they tend to believe that the 
baby will make them feel ‘complete’, and hence there seem to be a higher risk of them 

experiencing postnatal depression or other emotional difficulties post delivery. Howver, One’s 
partner’s personality can also be a risk factor. The trauma of delivery itself can be a risk 

factor, especially forceps delivery can be externally traumatic. Other risk factors related to 
delivery may include tough labour, C-section, suction, post birth scarring, swollen perineum 

and other bodily changes that a woman experience during their perinatal period. The 
changes may make them think twice before getting pregnant again, may impact their 

intimacy and their relationship to their own bodies. 

Every participant had a different meaning of the concept of femininity. Some have highlighted 
that one’s personal construct of the idea of ‘femininity’ may act as a trigger. Some felt 

motherhood and femininity are synonymous. This may lead to the woman experiencing 
pressure to love her baby immediately, bonding with the baby as soon as possible. A woman 

could be experience the pressure of being ‘feminine’, the meaning of which is rapidly 
changing. Some felt that ‘femininity’ as a concept no longer depicts that pictures of a ‘baby at 

the breast’ but instead being fashionable and looking attractive are considered as feminine. 
The pressure the look like a perfect mother is also a risk factor. Some participants highlighted 

that this ‘pressure’ to be perfect is put on ourselves by ‘ourselves’. Some participants spoke 
about media portrayal of celebrity moms and models in advertisements and how that can 
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create pressure on women to look and behave in certain way.  Some highlighted that there is 

a huge pressure on today’s women than earlier times in mos=dern society as the construct of 
gender and gender-roles are changing the meaning are shifting all across. Some participants 

felt that today’s women want more for themselves as women, than their previous generation 
did. Hence, the pressure on women are arising from a cultural shift and in the midst of to all, 

women are struggling to live up to their own high expectations. The data suggest that these 
high expectations and the changes in norms are risk factors. The idea in the general 

discourse of today’s society that everything is possible and that everything has a cure, also 
seem to be risk factors within the context of femininity and motherhood. 

Perfectionism seems to be a huge factor. According to the data, the following groups of 
women also require more support than others and can be identified as risk groups. Those 

who aim to be the ‘supermom’, thriving for perfection, seeking to be the perfect mother. 
Those who are successful in their career and they were not ready for a child and to whom 

the child may seem as an obstacle to their pathway to career progress. Those who are 
young and unexpectedly fell pregnant. Those who are teachers and or other types of 

professional who enjoy structures, routines and pride on their perfectionism. Perfectionism 
seem to be a prominent risk factor in every transcript. The data suggest that while there are 

individual differences and aspects in every woman, overall it seems that those who are highly 
educated, especially teachers, professionals and late mothers they tend to be the 

perfectionists and that high level of expectation seems to be a huge risk factor within the 
context of perinatal mental health. One participant highlighted that if the woman had a 

difficult childhood including chaotic household and/or alcoholic household, they might then 
tend to be more ‘driven’, thriving for success during their adulthood with and be more in 

control of their surroundings and there own life in general. If they then become pregnant, 
they may feel that  suddenly everything is thrown in the air as the baby arrives. 

Detailed results of theme

P1

Vulnerabilities of a woman around childbirth

I would always…explain to them that, around the vulnerabilities of a woman 
around the time of childbirth and the positive a, the negatives and where that 
comes from and how nature has created us to create and this is part of it, and 
we open our hearts to our babies and make that connection through childbirth 
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and therefore we are more vulnerable to the things that are happening in our 
lives now. (P1, 2018, Line 62 - 66)

P1’s reference to the term ‘vulnerability’ in this quote seems to capture something of the 

woman’s experience during the perinatal period that slips away from language. Childbirth 
itself is a vulnerable time. It is P1’s interpretation of such vulnerabilities that seem to be 

perhaps aimed at reducing risk and help women establishing bigger connection with life and 
nature itself. 

Baby represents vulnerability … overwhelmed by things from her past

having the baby, the baby represents vulnerability, the woman is, that is 
triggering ALL her vulnerabilities, and so she’s, she’s, she’s being overwhelmed 
by things from her past, I just find that I just listen. Now my role, I don’t see my 
role as psycho-analysing hahah or [smiling], my role is to just listen (P1, 2018, 
Line 108 - 111)

It is not clear as to what discipline or experience is P1 drawing from when she visualises the 
child as a symbol of vulnerability? It is also not clear whether her background in talk-therapy 

contributes towards such conceptualisation. However, it seems that P1’s interpretation style 
equips her with patience and insight that helps her listen to her patients as they go through 

these strong emotions of vulnerability and overwhelmingness. The vulnerability of the child 
may trigger further feelings of vulnerability within the woman, which in turn may overwhelm 

her with more complex feelings and memories from her past. 

Isolation, loneliness, not-in-control 

And around the whole “I’m feeling so vulnerable, I’m not in control and who can 
I ask” you know…and it’s just that overwhelming sense of isolation and 
loneliness… (P1, 2018, Line 115-117)

Some women experience a sense of vulnerability that makes them feel overwhelmed. It 

seems to effect especially those who struggle to tolerate not being in-control. P1 has further 
named those overwhelming state of being as highlighted how the woman might feel lonely 

and isolated as she struggles to makes sense of her complex emotion. 
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Tolerating being not-in-control 

…what is it, is that it’s nature, and it’s our connection with our body, this is 
nature happening in our bodies, we are NOT in-control. (P1, 2018, Line 
188-190)

P1’s theory seems to propose that not being-in-control allows the body to ‘connect’ with 

nature, a process that is necessary for childbirth, quick recovery and the transition into 
becoming a mother. For those who struggle to be  in a position where they are not-in-control, 

they may find it difficult to let ’nature’ take over and allow something else to ‘happen’ in and 
to their bodies that they have no control of. Nature as a superordinate theme described 

above. However, the question remains how does one define ‘nature’ medically and 
scientifically? 

Vulnerability, low self-esteem, isolation 

…they feel very vulnerable, this idea of that trying to get these women to trust 
that this part of the process, to hold it, accept it, tune into their babies and that 
the best that they can do is absolutely good enough, this idea I suppose is the 
low self-esteem, if you were to say to, I would say the vulnerability, the sense of 
low self-esteem that I’m finding in the lot of of the women that I meet yeah, and 
then that sense of social isolation. (P1, 2018, Line 151 - 155)

In the above quote, P1 seems to be describing that feeling vulnerable is ‘part of the process’, 

but it is a difficult process. More difficult is to help the women believe in themselves and in 
this ‘process’ to hold on and to not doubt their own abilities to go through this ‘process’. The 

emergent theme Vulnerability is intertwined with the notion of low self-esteem in this quote. It 
seems that P1 is witnessing a steady incline of women who do not believe in their ability to 

go through this ‘process’, doubts themselves, feel that they are not ‘good enough’ and 
experience further vulnerability and social isolation. Also, P1 seems to suggest that by 

accepting, by tuning ‘into their babies’, women can possibly overcome this sense of 
vulnerability. The question remains as to why is it that P1 is witnessing ‘lot of’ women in 

today’s world who lack the sense of belief in themselves, find it difficult to accept the 
‘process’, struggle to think they are ‘good enough’ and experiences ‘social isolation’? 

Especially when we are socially more connected than ever through social media courtesy of 
the  state-of-the-art technological advancement? 
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Personal construct of femininity as a trigger 

When P1 was asked whether the concept of femininity is relevant to the discussion of 

perinatal mental health, P1 felt that the personal construct or the personal meaning of the 
idea of femininity may act as a trigger in relation to postnatal depression. In the following 

quote, P1’s account of ‘femininity’ and its intricate connection to the idea of ‘vulnerability’ is 
remarkable. It seems that not feeling ‘feminine’ enough, whatever the meaning of that term it 

may be to the woman, that sense of lack may be a trigger for her psychological difficulties. 

Postnatal depression? Yes, it’s going to be a trigger then isn’t it? If you are 
vulnerable and you are susceptible ahh because of your history, your family 
history, or whatever, and all the all the vulnerabilities, so you’re, so, so, so 
you’re vulnerable then and that is another one, then if your idea of what 
feminine is to be wearing high heels, and having your nails perfect, absolutely 
it’s going to be a trigger, it’s going to make really difficult, you are going to be 
vulnerable, where as, if your idea of the ultimate divine feminine is to be having 
a baby at your breast, the you are less likely for that to impinge on you on your 
postnatal depression… (P1, 2018, Line 416 - 422) 

Pressure of being feminine, a synonym to motherhood 

P1 described how she felt that motherhood and femininity almost refer to the dame ideas, as 

if they are the ‘same word’. In the modern world there seem to be a lot of emphasis on what 
a woman should look like, and particularly what a mother should look and behave like. As the 

meaning of femininity is changing, the idea of mothering, being attentive, lovely, nurturing the 
child are concepts that are being replaced by high heels, perfect hair, nails and make up. 

Hence P1 wonders whether this shift in the meaning adds further pressure on the women, 
whether there is a correlation of postnatal depression rate going higher with the added 

pressure of looking ‘feminine’ with a different meaning than before. 

When we are [pause] motherhood and femininity, I mean that’s it there, right 
there, it’s the same word isn’t it? So [laughs], what happens then that so much 
pressure on the women now a days, I wonder if the rate of postnatal depression 
going up and up and up and up and up. I’d love to, I don’t know really the 
statistics [laughs]. Because there’s so much pressure on women now to be 
feminine and our idea of feminine now, is different to the childbirth, mother, 
nurture, attended, lovely, femininity and all of it. So it’s kind of [pause] ahh 
[pause] what was your question again? (P1, 2018, Line 409 - 415)
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Pressure on ourselves to be perfect

Particularly it seems that P1 is noticing that women who aspire to be like the mothers 
depicted in the print and audiovisual media, are at high risk. Referring to media portrayal P1 

said, 

it is HORRIBLE to do that to women, and those class, glossy, magazines, they 
are all photoshopped, with their neat little bumps, it’s just RIDICULOUS, it’s so 
MEAN to do that to women, and it’s WOMEN doing it to WOMEN, makes me so 
cross. (P1, 2018, Line 249 - 251)

P1 further highlighted how the ‘pressure’ on ‘ourselves’ are put on by ‘us’, meaning women 

themselves are setting goals and standards and thriving to achieve them to be ‘perfect’ and 
feeling devastated when failing to meet such high standards. The important message that P1 

wanted to deliver is that perinatal period is an extremely vulnerable time and anything can 
trigger anything during this period as women are exposed to these ideals that seem ‘perfect’. 

…I am trying to say to you is that I suppose is that [pause] look [smiles] we we 
put so much pressure on ourselves to be perfect, it’s not like that in the real 
world, you know? that’s the message that I’m trying to get through to the 
woman, but we have to be alert all the time, to those vulnerabilities that can 
trigger stuff at this time. (P1, 2018, Line 504 - 506) 

Perfectionism

Perfectionism has been identified in several transcripts is an aspect of personality that seem 

to correlate with perinatal mental health difficulties according to the participants in this study. 
For instance, P1 said that ‘we’ i.e. all women aspire to be a perfectionist in some way or the 

other, which may contribute towards a feeling of failure or deficit.  

… there’s an awful lot of social expectation that we have and then of course, 
there is this perfectionism the we grew up with, all have to be, we all have to be 
the perfect mother, the perfect wife and [pause] THAT is still there you know 
[smiles],  even though we say, we are good enough and all of that, but that is 
still in us that we all want to be perfect you know, some of us more than others, 
I know I am not meant to generalise but you know… (P1, 2018, Line 261- 265)

Pressure of love - bonding

P1 highlights how she struggles with the term ‘bonding’, especially because it comes with an 

expectation of automatic love towards the child, which adds further pressure on the woman.
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the majority of women, we’ll say bond, that yeah, that word, I don’t like the word 
because, someone automatically think about about, there is a lot written and 
said about that word bonding, and it puts pressure on women, and then when 
they don’t feel this HUGE surge of love and blah di blah, that’s not real life. (P1, 
2018, Line 462 - 465)

Non-national moms 

Non national females delivering in Ireland away from family and friends can be identified as a 
risk group due to the lack of family support available to them during the perinatal period. For 

example, P1 said the following about her recent patient, a foreign-national mother. 
I am seeing more and more women that have come to this country, that have 
come away from their families, when they don’t have their extended families 
that they don’t, you know, more and more I’m getting that I am, the, a lady that I 
had yesterday, all her family is in XXXXX, she has nobody here, she has a sick 
baby, ummm the woman you know, and then, and then she is crying all the 
time, she is worried, that she is going to get depressed, that she is not going to 
be able to mind her baby… (P1, 2018, Line 140 - 145)

Isolation, rural living

P1 disclosed that she herself experienced possible isolation and its impact. She felt that 

without the support from her parter she may not have survived the perinatal period of her life. 
This is captured in the following comment. 

I was isolated out in the country, my family weren’t around, there wouldn’t have 
been anybody else, there I didn’t know any neighbours, so [nodding] yeah, 
yeah, there has to be a kind of support there. (P1, 2018, Line 452 - 454)

P2 

Previous diagnosis 

P2 highlighted that having previous diagnosis or mental health difficulties is a risk factor. 

…I wouldn't see true depression, unless I had a woman, who would have had a 
previous history… (P2, 2018, Line 39 - 40)
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Irish weather 

P2 highlighted how weather, particularly she felt that Irish weather is intimately connected to 
mood and hence winter itself is a big risk factor.

Because I think we’d say with the Irish winter, I think the climate has a lot to do 
with mood.(P2, 2018, Line 42)

Pressure on today’s women / cultural shift all across - we want more as women

The most prominent theme in P2’s transcript is a cultural shift, particularly within the Irish 
society in relation to social norms and gender roles. Several times through out the transcript 

she speculated that this shift is perhaps contributing to mental health difficulties within the 
perinatal period and among women in general. The following quotes best capture these 

moments. 

Financial, emotional and financial pressure. They don’t have a choice, you 
know? As young women they have grown up into choices, that some women 
have walked into, [hesitates] well, nobody, no women in this country is happy 
with their lot. You know? There’s a kind of a [pause] the thinking has changed 
completely, ehm, we want more, as women, I think, we want more. When we 
got married, we just wanted to you know have children, rear them and 
whatever. (P2, 2018, Line 311 - 322)

Pressure on women / cultural shift - living up to expectations

P2 continues to highlight how women’s ideas of a good life, and expectations in general from 
life has changed drastically.

But young women today they’ve had an awful lot. They have been reared in a 
very good society, they expect a certain standard of living, I expect a certain 
standard of living, there’s expectations. And they have [pause] they perceive life 
the way it should be for them, And I think that’s going to be a downfall for a lot, I 
think they are going to find that very difficult. And I think that let it be postnatal 
depression, or let it be you know attempted suicide or let it be things like that, I 
don't think life is going to live to their expectations. (P2, 2018, Line 323 - 329)

Pressure on women/cultural shift - living up to expectations - must be a cure for 
everything

The above concern seems more real when P2 further draws from her own experience and 

reflect on the current culture. 
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And I worry for them, and the reason, I am telling you that, based on facts, its 
not that [pause] well where I work I would see a lot of women in their 30’s 
coming back in with abdominal pain, they will be gyne-women and most of them 
without a shadow of a doubt are in need of Xanax or some kind of anxiety 
medication. Xanax or some of the other ones. I know a lot of women are on 
some kind of medication to deal with the pressures of anxiety. Now how you 
quantify anxiety pause][ in the old fashioned world your mother will tell you get 
on with it. You know they’ll say ‘that’s life, get on with it’! Whereas they don’t 
accept that anymore, they believe there must be a cure for anything and 
everything. (Line 329 - 336)

Overwhelming sense of responsibility - baby representing responsibility 

P2 identified overwhelmingness and the sense of responsibility as factors that may influence 
the development of perinatal mental health difficulties. 

And I think it’s a kind of a range of things, there is internalisation and feelings of 
or unable to manage, there is this overwhelming sense of responsibility I think 
for this new baby (P2, 2018, Line 41 - 43)

Supermom - perfectionism - the perfect mother 

P2 spoke about perfectionism similar to P1. 
Oh with the perfect mother. You have to be the perfect now. You have this idea, 
you have to be the super mother. Supermom. These things that and i’ll relate it 
to breastfeeding and i’ll relate it to ‘well we have to do everything right’, ‘it has to 
be spot on’, ‘that's the way she does it’ (P2, 2018, Line 186 - 189)

Successful woman, the youngster, the teacher, the perfectionist 

P2 also highlighted a range of different situations and factors that may be identified as risk 

groups including late moms and mothers who are undergoing IVF treatment who tend to be 
thriving for perfectionism. P2 mentioned this connection between the certain group and 

perfectionism after the interview tape was turned off. P2 highlighted the following groups 
during the interview.

You have the girl who didn't want to be pregnant right? A woman a really 
successful woman who didn't want to become pregnant right? But decided that 
she is going to keep this baby and is unsure in her position in herself within her 
relationships as to whether this baby was really wanted. She may find a 
cascade of that, you will find the youngster whose life has stopped really, you 
will find the perfectionist, you will find the teacher who likes things done…(P2, 
2018, Line 278 - 283)
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Poverty, abuse, domestic violence and more 

P2 further highlighted the importance of socioeconomic and circumstantial factors that may 

add further complexities such as 
…combination of environment, think it’s poor social circumstances and you 
know poverty? Poverty, abuse, domestic violence, that’s a whole different strata 
of things… (P2, 2018, Line 284 - 285)

Married to a brute !

P2 also said that one’s partner and their personality can be a huge contributing factor too, 

I could be a fine solid person you know and be quite objective in myself, but you 
know I could be married to a brute! …someone who is very dominating, it 
suddenly beats you down and you suddenly find yourself start spiralling down, 
going into this depression. (P2, 2018, Line 286 - 289).

P3  

Trauma of delivery - Tough labour  

P3 described how going through a difficult labour itself can be a huge risk for the mother’s 
mental health difficulties as it leaves them with trauma unprocessed and unaddressed. 

some of them don’t realise how tough labour can be. And all of a sudden ok you 
know you have the baby, but they can be traumatised maybe from the delivery, 
they didn’t expect it to be so bad. They thought, this is our new baby… going to 
come and everything is going to be so easy. And suddenly everything wasn’t so 
easy [pause] labour was hard! Or it was prolonged or it wasn’t, didn’t go the 
way they wanted.  So they don’t feel as satisfied. Or they are frightened, they 
are scared. They actually cant believe what has actually happened to them. 
(P3, 2018, Line 33 - 39)

P3 returned to the topic of traumatic delivery and added,

…women who have had like long labours, C-sections, have had a really tough 
time, they want to know, they are kind of anxious, kind of terrified that they will 
get pregnant again or something! Which is tough! (P3, 2018, Line 207 - 209)

P3 continued on how birthing itself can be traumatising, 
Some of them are horrified that their perineum can be so swollen, so sore and 
they feel like, traumatised from that… (P3, 2018, Line 212 - 213)
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P3 specified further on the severity of trauma, 

…difficult time, in your labour, or your forceps delivery or your sections, which 
has been traumatic for you… (P3, 2018, Line 379 - 380)

IVF & ART & Real woman 

P3 was asked to comment around the topic of femininity and whether it has a connection 
with the phenomena of becoming a mother. Interestingly, the topic triggered the following 

extreme cases, which mostly involves situation where the baby is absent. It seems as if the 
opposite of ‘without baby’ is ‘with baby’ in P3’s mind, and that the concept of ‘with baby’ 

somehow correlates with the idea of ‘real women’. This would suggest that P3 feels that 
women who are struggling to get pregnant, or are going through IVF or ART would be more 

at a risk of viewing themselves in a negative light in relation to the question of femininity. The 
following was P3’s response when asked to comment on the connection between femininity 

and motherhood, if she felt there is any. 

[LONG pause] perhaps [inaudible], [pause] it’s a hard one [smiles], it probably 
does. D’you know, it makes you feel you are a real woman then [questions 
herself]?! I know a few women who haven’t been able to have children, and 
they feel a huge loss. They don’t feel like they are, their womanhood I suppose 
[questions]. But that’s a personal [pause] well it can be personalised view when 
you have an infertility problem, it’s probably different cause you are made 
much more aware of it. D’you know? And you need support then. (P3, 2018, 
Line 99 - 104)

IVF & ART & Being obsessed with getting pregnant 

P3 was further asked to clarify whether women suffering from fertility problem might feel they 
are not ‘real women’. P3 had the following to add. 

the women you’d see now, with  fertility issues, they have tried IVF maybe 6-7-8 
times [pause] really tough [pause] you’d worry about this. They are so focused 
on becoming pregnant, like have they thought about life after the baby? After 
the baby arrives? You know and then it’s like, totally, you spent years and years 
and years trying for this and then it’s totally different [pause] like you realise 
your life has totally changed like, they need a lot of minding. Cause it’s big, it’s a 
big adjustment being so obsessed with getting pregnant. (P3, 2018, Line 105 - 
111)

IVF & ART & Shell shocked from delivery 

P3 recalled having a woman similar to what she described above, 
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…the woman so shell shocked by the whole delivery. We had to spend a lot of 
time with her .(P3, 2018, Line 112- 113) 

IVF & ART & Shocked not sad! Didn’t expect it to be like this !

P3 continues and examined that what the IVF mothers feel in her experience, 
It’s not sadness as such it’s more like ‘oh my God, what am I going to do now?’ 
Yeah, shocked! ‘This isn’t as easy I thought it would be’ or ‘oh my God I didn’t 
expect it to be like this’, you know? (P3, 2018, Line 165 - 167)

Not used-to caring for another - Can’t cope 

P3 recalled cases where she met mothers who are not used to caring for another person and 
were struggling after they had their babies. 

Few people…They are very used to you know everything is being done for 
them, so, when it comes to being the sole career for the new baby they find it 
too much, it’s all overwhelming, they can run into difficulties. They just can’t 
cope. I don’t know what they do when they go home, but in the hospital they get 
cross almost that they have to look after this new baby. And here you are 
thinking this is supposed to be what you want to do. Well, that’s what they are 
expected to do. (P3, 2018, Line 159 - 164)

Addicted / drug user moms / domestic abuse / teen pregnancy

In the following quote, P3 described a few groups of women that are vulnerable and require 

special attention.  
…IV drug abuses, any drug, methadone, diazepam all those, they are very 
difficult, cause they are heavily involved with social workers in the community 
and here, and they become pregnant and they expect to keep the baby and 
there might be domestic abuse and few other, usually there are a few other 
cases, and I have seen numerous of those young girls come in have their baby, 
expect to go home with them and that torture when the Section 12 comes, and 
the baby has to go into care. Is horrendous! (P3, 2018, Line 355-368)

P4

Travelling community and anxiety 

P4 highlighted how some members of the travellers community can be very anxious about 
delivery, sometimes more so than others. 
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…probably every midwife will tell you around Ireland, that the travelling 
community can be difficult when they have babies, they tend to be quite 
anxious, in labour, during the pregnancy, they tend to be quite anxious. (P4, 
2018, Line 230 - 232)

IVF - High expectations - Higher risk 

Similar to other participants P4 too identified IVF mothers as a risk group. The following 

quote captures her rationale. 
a woman who have IVF [pause] want this baby so badly…go and seek 
treatment, this is what is going to complete their lives, they have this high 
expectations, and then maybe they have a higher risk of developing postnatal 
depression. (P4, 2018, Line 80 - 89)

Highly educated mothers, teachers, professionals and late mothers - Perfectionists 

The following is similar to other participants’ views about professional, late moms, who may 
also be perfectionists. Although P4 does not use the term perfectionist here, rather she 

repeatedly used the term ‘structure’, which seems to be referring to a similar idea of 
perfectionism.  

very educated professional woman that very well educated and worked her 
whole life and may be she postponed motherhood in her late thirties or early 
forties and often they find it very difficult to cope for example, a school 
teacher…they might have their first baby at thirty eight or forty years old. So 
their whole life they had to look after themselves may be, they have had a very 
structured life their job is very structured, maybe they grew up in a structured 
environment…babies are not very structured. They wake up all night…they 
have these expectations that babies are going to wake at every four hours and 
the are going feed them and clean them, and they are very keen on getting 
them into a routine. They want…structure…often find it very difficult to cope 
with motherhood…find it overwhelming because everything is not so perfect. 
(P4, 2018, Line 100 - 112)

Following this quote, P4 was asked whether there is an element of ‘perfectionism’ in there. 
P4 responded as below. 

Ya, ummm where as may be the teenage mother she is absolutely fine waking 
up three, four, five times a night. You know it doesn’t seem to bother her. She 
might have other issues you know, so it’s very individual maybe. (P4, 2018, Line 
113 - 115)
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P5

Ranging from excessively anxious and/or stressed to prior diagnosis of schizophrenia 

In the following quote P5 seems to be referring to a spectrum of women who are at risk 
ranging from stressed to schizophrenia. 

…who are on the ward for that four or five days and who may be presenting 
themselves in a way that they are excessively stressed, or they are excessively 
anxious or they are presenting it in some way, or they have a prior mental health 
problem like schizophrenia or bi-polar or other severe mental illness. (P5, 2018, 
Line 196 - 199)

Difficult childhood, driven and in control, suddenly all thrown in the air - The 
unconscious!

P5 was asked whether the term ‘unconscious’ was any relevant to the topic of perinatal 

mental health. P5 didn’t wait till the question was finished, she had the following to say. 

…we get a general number of referrals for women who are experiencing 
obsessive type of thoughts, compulsive type of behaviours, postpartum and a 
lot of anxiety, and when you start talking to them, they’ll talk to you about and 
you will ask about their childhood, and they will talk to you. A LOT [stresses] of 
these women would have had difficult childhood. They would have had parents 
that were a bit chaotic, they would have had an alcoholic parent, generally. And 
umm suddenly [pause] and usually these would be women who are very in 
control, who are very driven, who are very successful in their own lives, and 
suddenly they have had their babies and suddenly everything is just thrown in 
the air, (P5, 2018, Line 75 - 83)

IVF - What do I do now?

Referring to a case of a lady in her 40’s trying to get pregnant for a long time and eventually 
succeeded, P5 spoke in the same way as the participants have spoken about their 

experience.

…once she is holding the baby, she just felt paralysed, with anxiety with fear 
‘what am I going to do now?’. It’s like she hadn’t conceptually thought beyond 
the pregnancy. Because that’s what she has wanted for so long! And that’s not 
unusual for women I have seen. We have difficulties similarly with IVF 
pregnancies. You know this sense of ‘oh what do I do now?’. (P5, 2018, Line 
132 - 136)
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P6

Forceps delivery - Traumatic labour

P6 described some of the ‘minor issues’ that she feels have ‘major’ impacts on the women’s 
experience during the hospital stay. P6 tries to clear out the misunderstandings between the 

staff and the patients, by speaking before and after the delivery, about the patient’s 
experience. One of those factors is forceps delivery. 

Or another thing we talk about a lot and when it happens it can be very 
traumatic is, the perceptive  delivery. (P6, 2018, Line 19 - 20)

Previous diagnosis, Prozac, Lexapro, bullying, unrealistic expectation and 

vulnerabilities 

In the following  quote P6 described a number of factors that she feels are common to 
women with perinatal mental heath difficulties.

…a lot of younger women coming in, I find that the issues they have had, you 
know in the booking clinic, I may find out that a lot of them maybe had Anxiety 
Disorders you know as maybe teenagers, they have been on medication for 
depression or for maybe they were bullied in school or whatever. So I find it a 
lot of them coming in that they have been on prozac or [thinking]. There is 
another tablet Lexapro. A lot of them have been on these medication and they 
come in and they’re, I find that they have unrealistic expectations and their 
pregnancy as well. And I think mentally they are not prepared for it, they are 
not. And they are very [thinking] umm they are very vulnerable! (P6, 2018, Line 
30 - 37)

Non-national moms - lack of support

Similar to other participants P6 too highlighted the risk involved in cases of non-national 

mothers due to not having adequate family support around them during the perinatal period.

And sometimes now with the non-national population as well, they are very 
unsupported. They have no one. No parents or maybe their extended family are not 
living in Ireland. So they’ve got, they are very unsupported as well. (P6, 2018, Line 37 
- 40)
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Spectrum of mothers who are mothered differently  - ‘very accepting’ to ‘still dwelling’ 

P6 highlights different types of mother in the following section. She begins with the “very 
accepting” ones.

Ya I think some people are very open and they are very [thinking] very 
accepting of what’s going to happen, and then, sure we see it all the time I 
mean, often when I get these referrals and I mean some of them may be have 
had a very difficult time in the labour ward, and the midwives upstairs might say 
if I could have a chat with them in a couple of weeks if that’s ok, and I would 
ring them and say ‘look it, that was then and this is now, I have a beautiful baby 
and I’m fine, everything is ok, it was awful and I’m over it and it’s fine and look it 
he’s beautiful or she is beautiful’. And that’s great! (P6, 2018, Line 215 - 220)

P6 then moves on to describe a contrast to this experience. In the following quote she refers 
to women who are self-sufficient and women have probably been ‘over-protected’ by their 

mothers. 

And then you might ring another lady and she might still be dwelling on the 
delivery, I don’t know it’s maybe a personality thing! And I think as well that 
some women are very resilient, and probably got to do with their upbringing. 
You know a lot of girl I see their parent’s particular the child of the younger 
women, their parents, particularly their mothers do EVERYTHING for them. 
They are smaller families so the parents tend to spoil the kids and do everything 
for them. You see college kids now they are not able to do their own washing. 
And you are not able to cook a meal and you are not able to do a lot of other 
things. And then you’ve got other, [pause] other teenagers and other people 
they are in their early 20’s and the are so self sufficient. So I think it’s about it’s 
got to do with how you are brought up. Yes they are probably they are over over 
[hesitating] over protected or over managed or over [pause] ya I think so, I think 
sometimes, yes. (P6, 2018, Line 220 - 230)

Lack of support leading to further problems - Risk cycle 

P6 described a risk cycle of how the lack of support can lead to a vicious cycle of more 

difficulties

…your reality is, you are struggling with breastfeeding, there’s sore perineum, 
their husband’s been back at work, they are isolated, they are not eating 
properly, they are anaemic… lots of problems… don’t get the support …(P6, 
2018, Line 118 - 120)
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P7 

Lack of stability, family ties, support 

P7 highlighted the importance of stability, connectedness and support in a way that it seems 
that the absence of these factors may be considered as risk factors.

…the ones that have good stable backgrounds, you know have good family 
ties, good connections, and are supported they do very well. And you can see 
the ones that are coming in that have not got those social support maybe did 
not see that, I think I do think. (P7, 2018, Line 158 - 161)
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7.2.7 Special Cases 

Theme summary 

This superordinate theme captures quotes that express emergent themes and concepts 

related to special cases that the participants have recalled and discussed during their 
interview. Participants were often asked to share if there are any cases that came to their 

mind during the interview, if there were any cases that have stayed with them for some 
reason, any case that may have left them feeling perplexed or surprised, certain aspects of 

cases that they perhaps could not make sense of, something that they brought home with 
them. In the recalling of the cases, they all drew from their own experience of being 

mothered or of mothering and/or of being a woman. Further follow up questions were asked 
in the interview immediately after the recalling in relation to employee support programmes, 

supervision and other debriefing processes. The following is a summary of what the data 
revealed.

One out of the seven participants highlighted that she would have never considered the 

importance of self care as much as she does now, if she did not had her additional training in 
psychotherapeutic engagement. One participant out of the seven participants did not 

explicitly speak about any special case, rather she spoke generally about groups that are at 
risk of experiencing perinatal mental heath difficulties more so than the others [covered in the 

previous section under superordinate theme Risk Group]. Participants in general agreed that 
they did bring some cases home with them due to the perplexities and their reaction to the 

women’s experiences. Especially a case of crisis pregnancy has been mentioned as a time 
when the participant felt one really needs to mind themselves as clinicians to be able to mind 

their patients. Participants have  expressed that they felt like a ‘failure’ at times as they would 
like to have done more for their patients within the context of perinatal mental health. 

Participants at times made sense of cases of unwanted pregnancies thinking that people 

Superordinate 
themes 

Emergent themes, keywords, quotes, concepts

Special cases Cases brought home (Recalling), perplexed, ‘stayed with me’, ‘couldn’t 
make sense of’, supervision, self-care, ‘wonder how are they doing’, 
‘can’t get my head around’, ‘hard to understand’, ‘I try not to judge’, ‘can 
be very intense’, ‘to me that did not make sense’, occupational health, 
psychologist, counsellor, VHI, employee assistance, peer support, ‘very 
good group’, Oh My Gosh, that was worrying, ‘most horrendous thing I 
have ever experienced’, ‘we were physically sick now’, so shocking.
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might hesitate bringing a brand new life into this world which is already a difficult place. In 

relation to a case of possible obsessive compulsive disorder, a participant was surprised to 
see how one’s obsessive behaviour can take over their life, can become a priority and 

essentially can become more important than their baby. Cases of a maternal death has been 
mentioned. The data suggest that these cases seem to have quite a striking effect on the 

participants, especially where the mothers delivered their babies before passing away. When 
asked about support, supervision and/or debriefing structure, five out of the seven 

participants mentioned about either receiving peer support in a informal setting or knowing 
that the employee assistance program exist. None of these five participants admitted to have 

availed any services similar to supervision or EAP, and it seemed that the value of any 
support structure including supervision were either not comprehended or not emphasised 

enough. 

Some participants highlighted how they feel that it is the service users i.e. the mothers who 
need more support than the service providers and that often the mothers are given 

overwhelming amount of information but they receive very little “actual” support within the 
context of perinatal mental health. Some participants expressed that in relation to some 

isolated cases they struggled to make sense how can the arrival of the baby fail to make the 
mother happy. They expressed that they had to remind themselves that the woman must be 

going through extremely difficult time, otherwise how can it be that she can not enjoy the time 
which is usually “meant to be a happy time”. Data suggested that some participants struggled 

to make sense of the mother’s inability to enjoy the time around birth especially if the baby 
was healthy. In cases of down syndrome babies, one participant described how she just most 

surprised when she saw the mother deciding to put the down syndrome baby up for adoption 
and tell others that she had a still birth. Cases were mentioned where the baby was healthy 

except missing few fingers and the parent decided to leave the baby behind. In relation to 
such cases, the participant struggled to understand how the mother can “switch off” and 

abandon  a healthy child. 

One participant also highlighted that they do not feel perplexed about any cases anymore, as 
they have seen plenty of situations in there long standing career. Informal support from peers 

seemed to be the usual support structure among the participants in this study. In relation to 
difficult cases, the rest of the participants have recalled the following cases : mother belong 

to the travellers community, mother receiving IVF treatment, Bi-polar mothers, mothers with 
overbearing mother-in-law, maternal death, concealed pregnancies and miscarriage. The 

data consistently suggest that members of the travellers community can be at time 
experienced as “demanding services-users” by midwives, leaving them feeling exhausted 
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and overworked. Mothers receiving IVF treatment may not be prepared for the post-baby 

phase in their life and hence, can feel anxiety more so than the others, which can be 
demanding on the midwives. The data suggest that extreme Bi-polar cases and maternal 

deaths seemed to have the strongest impact on the participants. In the recalling of these 
cases, it seemed as though the participants were drawing from events that have occurred in 

the recent times. One participant recalled an incident of a material death from twenty five 
plus years ago and the participant could still remember minor details of that event. In relation 

to miscarriage and concealed pregnancy the participants highlighted the stigma, the religious 
factors and their impact on these issues. 

Detailed results of theme 

P1

Importance of self-care 

P1 described how special cases especially challenging cases can have an impact on the 
professional and how she feels that her training has helped her protect herself, care for her 

self, and support herself from being impacted by difficult cases. 

…self-care, how to look after myself, how to COMPLETELY BE [stresses] 
myself, in the moment with the woman and or her partner, and then absolutely 
be able to look after myself, that’s what you learn in a counselling degree. (P1, 
2018, Line 383 - 385)

P1 continued to explain the importance of self-care within the context of challenging cases 
and its impact not he professional. 

…self-care is so important, so the answer is to that sometimes I bring home 
cases with me, but in a loving kind of a compassionate space. (P1, 2018, Line 
389 - 391)

Crisis pregnancy - Minding ourselves and minding these women 

P1 spoke about a particular case and described the impact of the case on her and her 
response to such impact. 

…a lady yesterday who is a crisis pregnancy…was in a really bad place ok? 
Early pregnancy. She had arranged to meet the father, the baby’s father. She 
said that she knew that he was going to finish with her. Cause he did not want 
ANYTHING [stresses] to do with this. She said to me, that she [long pause] was 
feeling very down. So I had to explain to her about my worries about her, to talk 
to em about this ‘feeling down’, did she ever consider taking her, and I was 
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VERY direct about it, I needed to know she is in a, she isn’t, what, where she 
was. I explained to her my duty of care to her, and now that we have had this 
conversation so we, I, we, we decided that she was safe, and I’m going to be 
ringing her today, WE have this little pathway. So YES, there are times, even 
though I have my own, I have [thinking] my own kind of [thinking] a what’s that 
word [thinking] little [pause] little RITUAL [laughs] about leaving here, leaving 
my people here in this lovely space. And I have my little sprays, you know, and I 
have my little rituals when I’m going home and I don’t [pause] I DID bring her 
home with me last night that lady. And, but NOT in a damaging, stressful 
[pause] and so, sometimes they do come home with me, but I put them in a 
safe place for me, even though, and then I brought her again this morning, and 
she is still here, until I make the phone call today, but you see but she is not 
really [pause], so, uhh i think it’s really important ya that just minding ourselves 
and yeah minding these women. (P1, 2018, Line 392 - 408)

P2

Note that P2 did not speak of any particular case apart from stressing on the risk factors for 
depression of IVF mothers and late mothers.

P3

Feel bit of a failure yourself 

In the following quote from P3 it seems that she noticed the intricate details in the couple’s 

dynamic, she noticed the resistance from the mother of the patient and in the end she was 
left with a bittersweet aftertaste, wondering if she could have done something differently. 

…she, there seemed to be a difficult relationship going on there. He wouldn’t let 
her talk. And we were concerned about her and he wasn’t concerned about her, 
he said this was normal of her, and he was more concerned about something 
much more trivial. So he wasn’t listening. So anyway, the mother she wouldn’t 
agree to see the mental health or she would not agree that she could be seen. 
And then, ya things deteriorated at home then. But it was only then that he saw 
it. But they did ring, we followed it up and then you always feel a bit of a failure 
yourself then that you couldn’t have done more or you couldn’t have may be 
addressed it a different way? (P3, 2018, Line 317 - 324)

Might think twice about brining a child … into a world so difficult  

P3 reflected on cases where the mother was not sure whether they wanted to continue with 
their pregnancy. She made sense of the mothers’ internal struggle in the following way, 

…if you had a difficult childhood, you might think twice about bringing a child 
into the world that’s so difficult… (P3, 2018, Line 136) 
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P3 continued and tried to recall cases that stayed with her for some reason, cases that she 
struggled to make sense of.

there’s one or two that kind of had difficult times and then they were not even 
sure they wanted to keep their babies, that they could manage, that they could 
cope, and even if they go home then you kind of wonder how are they doing? 
You know [thinking] (P3, 2018, Line 137 -139)

Obsessive Compulsion - a priority over the baby

Referring to a mother who displayed symptoms of Obsessive Compulsion Disorder (OCD), 
P3 reflected in the following way. Notice how in P3’s speech there seems to be a personal 

query underneath as she describes the case, a wish to make sense of the question that has 
remain unaddressed, a question as if, how can something else take priority over your baby?

there was a case there recently where the woman had OCD about something. 
And it was all about let’s say toilet. She would get upset by toilets and to the 
detriment of their baby. Totally this was the priority. And I’m sitting there thinking 
I just can’t get my head around it. It is really hard to understand that something 
could be so strong to take over from your new baby. It didn’t change, and that’s 
still the same priority. It’s sad to think that there’s nothing we can do to help her 
to cope with that so she can see the other priorities in her life. (P3, 2018, Line 
291 - 297)

Death of a mother at the birth of a baby

P3 was asked to reflect on cases that impacted her the most, cases that she probably 

brought looks back on her professional journey so far and articulates her memory. 

P3: I brought and awful lot of cases with me, clients, haven’t seen the worst 
thing to the nicest things. 
I: Tell me about the worst things.
P3: Ummm. Like for the mother [Voice cracks]?
I: Anything that comes to mind.
P3: I suppose. But then. Well I have seen mothers die here! Like that’s so hard! 
It’s like you never forget it. And then if the baby survives you go back to see the 
baby. But even dealing with the partners like Oh my God! That’s REALLY tough! 
[Pause] That’s not something you forget. EVER! 

Self-care, support and supervision 

Immediately after the above recollection, P3 was asked whether she he had support around 
her? P3 replied in the following way. Notice, how she did not think that the question of 
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support was in relation to her reaction to the above recollection. It is as if, expected somehow 

that staff will not be effected, that staff will only remain as a professional with an objective 
view through out their journey with their patients. Also notice how, P3’s response slowly 

moves from a position where the talk ‘support’ for the staff does not get much emphasis, to a 
position where she names situations that may be challenging for some staff, to a position 

where the service users themselves may require further support as they may be 
overwhelmed with information given to them by staff. It seems as though more than the 

support for the staff, P3 is highlighting the need for support for the mothers from ‘a mental 
health point of view’ as she phrased it. 

P3: For that? Well we do have team debriefing. Then we got the Employee 
Assist Programmes, it’s a VHI Program. 
I: Does that help?
P3: I have never used it. But you have good colleagues that you can talk to 
here.
I: So peer suport?
P3: Yes peer support. Ya we do. They are hard, they are. Often times mother 
you know would have an abnormalities, it’s hard for them. Do you know? 
Particularly with the Trisomy 18 Syndrome and they have so much to cope with, 
ah it’s overwhelming for them. I often wonder how are they doing when they go 
home. So much information given to them. And you know you probably don’t 
get to mind them, from a mental health point of view, cause there is so much 
else to teach them and talk them through. So many services coming around to 
them, is there any time for the mother? Do you look at that at all?  (P3, 2018, 
Line 270 - 279)

P4 

Try not to judge 

The following quote captures moments when P4 seems to be experiencing an internal 
struggle   while reflecting on cases where she struggled to makes sense of the women’s 

experience. 

Personally I think it’s very sad that what should be a happy time, can be a very 
miserable time for some women. I try not to judge. You know you feel like God 
you know you have had a nice healthy baby. You know you should be happy 
here. But she is obviously not happy. But a, you try not to judge because they 
are obviously going through a very difficult time. (P4, 2018, Line 55 - 59)
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Down syndrome baby … A reaction like never seen before

The following quote captures P4’s reaction to a particular case that seems to have left her 

with questions unanswered. 

had a baby with down syndrome that wasn’t diagnosed, she didn’t know she 
was having a baby with down syndrome. And then immediately she totally shut 
down, would not bond with that baby whatsoever, she wants to get the baby up 
for adoption, she decided that she is going to tell everyone that she has had a 
still born baby, it was very, for her and her husband just could not cope with this 
diagnosis, and within about, well she went went home very soon after having 
the baby. Umm, almost blocked things out, like she couldn’t look at the baby, 
couldn’t hold the baby. And all she really needed was a bit of time. Cause within 
a few days she came back to us.  And she was able to start to bond with the 
baby and start to accept that her baby had a diagnosis of down syndrome. But 
that’s one case would come to mind. And that would be very difficult for anyone 
to come to terms with it. But we have had a lot of babies with abnormalities and 
it’s very upsetting for the parents. But I have never had a parent react with quite 
as badly as her, that just comes to my mind, recently. (P4, 2018, Line 63 - 75)

Demanding service-users - I’m going to be tired 

P4 spoke about how a certain demographic of service users may require a lot more attention 

than others, leaving her feeling drained and thus having quite an impact on her. 

They can be difficult and when I see some of the travelling community coming 
into have a baby and I know I’m on a 12 hours shift, I know I’m going to be tired 
because they can be very intense. (P4, 2018, Line 240 - 242)

Missing fingers - How someone could switch off

P4 further reflected on a particular tragic case that has stayed with her, that she struggles to 

make sense of. 

A xxxxx [foreign country] couple had a baby…was perfect, except, it had 
missing fingers and this couple could not cope with the [pause] to me it felt like 
that this was a perfect baby, you know his fingers were missing. There was a 
few fingers missing, but like cognitively it seemed to be perfect…But those 
parents it was their first baby…couldn’t connect with the baby whatsoever, and 
they decided to put the baby into care, so that they didn’t come back for the 
baby either, they disconnected with the baby totally. But somebody has said, 
which made a little bit of sense, cause that to me did not make sense, I know a 
baby with a down syndrome will be very difficult…struggle for their whole life. 
Whereas this baby with the missing fingers it seems to me…How someone 
could switch off. For a baby that was wanted…seemed to be prepared, they 
were married and they, it wasn’t unexpected pregnancy or anything like that. So 
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that puzzled me so then somebody has said, they were xxxxx couple, they 
weren’t here for long and may be in xxxx this father was a xxxxx and he used to 
work with his hands, and he might have associated that like this baby will never 
be able to be …able to work for itself. Whatever the reason…(P4, 2018, Line 
192 - 209)

Notice the struggle in P4’s speech to make sense of this tragic turn of event. P4 continued 

and this rime mentioned babies who are born to addicted parents.

I try you know you try to be understanding but it is [pause] upsetting for us as 
well, to think that a baby is discarded just because he is missing a few fingers, it 
is upsetting or weak. You see babies that are addicted to drugs and [pause] 
those kind of things so you can not help but be affected really. (P4, 2018, Line 
210 - 213)

Support and supervision 

When asked to reflect on the existing support structure for the midwives and/or whether there 

is one, P4 had the following to add. 
[smiling and shaking head] No. [pause] Ah well, there is, I shouldn’t say that, 
support is available if we felt that we wanted it. It would be confidential, yes, 
there is support. It’s through occupational health if you felt that you have been 
affected by something, you could talk to an independent, like I think it’s a 
psychologist or some kind of counsellor. No I mean that is available but I don’t 
think many people avail of that. We usually just talk to each other, we are really 
tight knit group. (P4, 2018, Line 214 - 219)

P4 reiterated the ‘tightness’ of the group and the informal peer support system in place. 

…we are a very good group that work together. We would often talk to each 
other about things. (P4, 2018, Line 220- 221)

P5 

I have never been perplexed by…

In the following comment P5 seems to have found a way to work beyond her internal 

struggle, a feeling of ‘not being able to make sense’, something which other participants have 
mentioned several times. When P5 encounters cases where things ‘don’t make sense’, it 

seems that P5 prioritises her offer of unconditional support to her patient and that focusing 
on providing support seems to help her not struggle or get ‘perplexed’ by what she sees in 

her patients. It is as if that P5 can somehow park her own presuppositions and expect the 
unexpected, and in doing so, she seems to understand her patients’ perspectives. 
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I have worked with people, who would be perplexed with a woman who has 
rejected her baby or who has been or who has felt like she doesn’t know what 
she is doing, but I have never been perplexed by, because I think I can 
understand where she is coming from, you know in the sense of this is where 
she is right now, she may not be in that place next week, or next month, but this 
is where she is right now. And this is where we need to support her right now. 
(P5, 2018, Line 114 -119)

IVF - what am I going to do now?… hadn’t conceptually thought beyond the 

pregnancy

P5 recalled a case while discussing the connection between the idea of femininity and the 
struggles of motherhood. The following quote captures a similar pattern of experience 

described by the other participants in relation to IVF mothers or late first time mothers 
receiving other assisted reproductive treatments (ART).  

…she was a lot older…would have struggled to get pregnant for a long time…in 
her 40’s and when she got pregnant and she had her baby [distracted as the 
grass is being mowed in the background] this, this was catastrophic, in her 
mind. A collapse. [gets up to close window while talking] where she couldn’t find 
[closes window] where she could reconcile about the feeling for the baby, trying 
to pick that, a lot of it was about trying to get pregnant, and then staying 
pregnant, and then once the reality of the baby, once she is holding the baby, 
she just felt paralysed, with anxiety with fear ‘what am I going to do now?’. It’s 
like she hadn’t conceptually thought beyond the pregnancy. Because that’s 
what she has wanted for so long! And that’s not unusual for women I have 
seen. We have difficulties similarly with IVF pregnancies…this sense of ‘oh 
what do I do now?’. Or maybe the baby being not quite what they imagined, this 
perfect baby that is going to fill them with happiness and fulfilment suddenly 
they are not filled with happiness and fulfilment. They are filled with fear, and it’s 
sense of responsibility and ‘what am I going to do now?’ And that sense of 
controlling everything up until this point and now everything and all is upper 
grabs. ‘I have failed, I might not be the perfect mother!’. And what happens 
then? ‘What does that make me then?’ (P5, 2018, Line 126 - 141)

Bi-polar - other midwives will always remember her… sooo unwell… very rare

P5 was asked to reflect on her “most difficult case” if any. P5 responded in the following way 
immediately after the question was asked. 

Oh my gosh yes, I had the, a, she was the most difficult case really. It was so 
sad. She was a lady who had bi polar affective disorder. And bi-polar disorder 
as you know, it’s a very vulnerable time for these women after having a baby. 
Because they tend to have a manic relapse, or some kind of relapse within the 
first two weeks. Now this woman, unfortunately she became unwell, she 
became manic antenatally. And she was admitted to her local mental health 
unit. At 35 weeks. She was e-x-t-r-e-m-e-l-y manic now, she had to be 
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sedated, she had to be restrained, she was on a 2:1 special. (P5, 2018, Line 
207 - 213)


At this stage of the recalling, it seems that P5 was being affected as she spoke, as if she was 

reliving the experience of witnessing her patient struggle.  
She was coming here for antenatal appointments and she had a [pause] look it 
was awful, awful! And she umm, she had her baby but, she was sedated for it. 
So she delivered, they had to deliver her with bi-section.Because mental health 
was so poor, she then had a difficult [unfinished], she was given so much 
medication you see she exasperated, and she was in ICU then for a week, and 
then when she came around from that she was severely depressed. She had to 
have an ECT. So it was a complete catalogue of her. And this was a woman, a 
professional woman, prior to thus she was working, married, had a previous 4 
year old boy. And unfortunately because of the system we have here, we don’t 
have a perinatal service where you can follow up. So in lots of time you are 
dealing with it on the ground and then they move on. And she moved on, she 
was then transferred off to XXXXXX maternity, eventually from ITU actually! The 
from the maternity to her local mental health service. Unit. And as far as I know 
she was there for another four weeks.  (P5, 2018, Line 213 - 225)

P5 continued to describe the impact of this case on herself and her colleagues. Notice, how 

P5 wonders almost as a practice-based-researcher about the patient’s children and whether 
the symptoms have been transmitted to the next generations. Also notice how it seems that 

at times, P5 attempts to make sense of the patient’s experience through the lenses of  
Attachment theory, while acknowledging that she was “unwell”. A term that may or may not 

refer to the disease model of the mental health discourse. 

But then you’d often wonder how on earth is this woman going to pick up the 
pieces? I mean she does not even remember being pregnant! Most of it! And 
she got a little baby and how is she going to reconcile with what happened to 
the fact that now she will do her best and that’s all she can do about it. And 
you’ll wonder! I would LOVE to know sometimes you would love to follow on 
these cases and see how their children grow up. Because attachment is a 
HUGE issue, that we are not even, we are not EVEN touching that! And that’s a 
big big problem! But look who knows! And she is certainly, and the other 
midwives will always remember her, they will always ask me about her you 
know, ‘ya how is she, how is she getting on?’. Because she was just, cause she 
was just SOOO [stretches] UNWELL [stresses]! She was sooo [stretches] 
unwell! But that’s very rare! Thankfully that’s very rare! (P5, 2018, Line 225 - 
234)

P5 was then asked how does she makes sense of this case and she said. Notice how 

towards the end of the quote it seems that the practice-based researcher with P5 was almost 
disappointed that she didn’t get to speak more to her patient and learn more about her 

experience. The quote may also seem to suggest that P5 is a responsible practice-based 
researcher who is not going to analyse her patient’s experience using her theoretical lenses 

as she did not get the opportunity to get to know her enough. This would suggest that P5 
thinks beyond the medical model of mental health i.e. the disorder view of mental health 
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diagnosis and prioritises patients unique personal history, seemingly operating from a bio-

psychosocial model. 

OH MY GOSH! [pause] Ummm! I think [pause]. She was unwell because bi-
polar affective disorder and she stopped taking her medications! And it’s that. 
You can see it as straight forward as that, this is what it is, this is what 
happened, this was the consequence and [hesitates] but then [pause] I don’t 
know her, I didn’t know her well enough, and she was SO unwell, we couldn’t 
have a conversation with her. So I don’t know. Who knows! [phone rings] (P5, 
2018, Line 235 - 239)

P6 

Overbearing mother-in-law - I know that stayed with me for a while, cause that was 
very sad

The following quote best captures P6’s experience of working with mothers who does not 

‘bond’ with their child. The following quote highlights how in P5’s experience an external 
factor such as the mother’s relation with her husband and her mother-in-law may impact the 

mother’s relation with her baby or perhaps impact the dynamics of the mother-baby dyad. 
…she didn’t bond with her baby and then after a while I almost got to feel like 
she didn’t even like her baby, that was disturbing and that’s why I did the 
referral. But I think she seems to resent her mother in law and when you ever 
think that she felt that she knew nothing and she was unprepared and I think 
her partner was maybe had said to her ‘look we just have to get on with it’, and 
maybe he was kind of, he was maybe too grateful to HIS [stresses] mother for 
helping out and probably thought she was being silly and why was she doing 
things like, he really didn’t understand her and he felt that she could get on with 
it. I know that stayed with me for a while, cause that was very sad. And I 
thought that, you know I was trying to think that I COULD [stresses] imagine an 
overbearing mother in law that would do everything but she thought she was 
helping but maybe she was not helping this woman who has already 
experienced difficulties and mother now taking over and doing the bathing an 
feeding and doing everything with the baby. Not allowing the mother to do 
anything. That kind of reinforced her helplessness, her feeling of being useless. 
Like she was, she DID [stresses] tell me, I didn’t ASK [stresses] her about it 
because I wouldn’t be having skills to ask someone about that with my 
background but she TOLD [stresses] me you know that she is very happy 
growing up and she was in this lovely family. You know? That everything was 
fine but she didn’t understand why she felt like this about her baby and what 
she expected. By the end of it I knew that actually she didn’t even LIKE 
[stresses] the baby. So that was worrying because I thought you know she 
wants to harm the baby. Well I didn’t think she would but it DID [stresses] stay 
with me and I thought it was so sad! But I’m delighted that she got the help that 
she needed. And unfortunately probably now I won’t hear anymore unless I go 
back to the file and ring her again. But there is a lot of people in the file so I 
might not get that chance you know? (P6, 2018, Line 233 - 254)
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P7 

Death of an orphan mother - Never ever forgot it…the most horrendous things…ever

When P7 was asked to reflect on any case that has stayed with her and has perplexed her, 

she had the following a case in mind. Notice the effect on P7 of this case as she recalls that 
event. It was as if she was re-experiencing the event while speaking, even though it 

happened more than  twenty five years ago. 
…happened a long time ago…a 25 year old Para 1… at 20 weeks gestation 
with an APH, and she was bleeding quite substantially when she came in! And 
this girl have had, she had been an orphan! She grew up in an orphanage. And 
she then left the orphanage and got a job and she met her now husband, and 
they had their first baby and she had only just two months before that moved 
into her own HOME [stresses]. OK? And she came in, and I don’t, I still don’t 
know why I remember all that, cause I am talking about twenty [pause] five 
years ago, let’s say. And she came in let’s say bleeding quite actively, it was half 
past eleven at night, and we immediately too blood and cross med her and 
called the consultant. Cause I would say we didn’t have any registrars we had 
SHO’s! And she was 24 weeks and anyway to make a long story short, we had 
to take her to theatre. Ok? And we had to literally [hesitates] extract the baby! 
Now at that time they weren’t really viable at that age, you know? It was a 
different time! And she bled out on the theatre table! And she DICed and we lost 
her! And I just [gasps], I’ll never forget the rest of that night, and the rest of that 
week on duty! Like all of us that were on duty, were silenced because we had 
lost this young mother, who had had a difficult life and but then just suddenly 
everything was just right for her! And had her home, had her relationship, and 
she had a little two year old daughter, and this husband and this two year old 
daughter were there! And this dead mother! And I never ever forgot it! I thought 
it was the most horrendous things I have ever, experienced! (P7, 2018, Line 
313 - 332)

Debriefing - we didn’t used to do debriefs then, you know, it was just part of work

P7 was then asked whether she and/or her team received support. P7 described how long 

time ago there was no formal debriefing process as today, and much was expected from the 
midwives. Notice, how P7’s last line in the following quote indicates the impact of this old 

incident on her as still so fresh. 
Apart from supporting each other! You know? Those of us that were on the duty 
you know? And the staff that came on in then morning obviously were ‘oh my 
God, oh my God, oh my God’, but like that was it! You know it wasn’t like we 
were ever sent anywhere or debriefed or you know? That we didn’t used to do 
debriefs then, you know, it was just part of work! Ya but I remember every detail 
of it! (P7, 2018, Line 334 - 338)
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I still feel same about it today 

At this point in the interview, P7 seemed to be somewhere else in her mind. As if she is taken 

back  right to that day when the fateful incident occurred in front of her. Below is the 
exchange between the interviewer (I) and P7 at this point. Notice how her memory seems 

not only still so fresh despite the twenty five years gap in-between, but that she still 
remembers the little details of that night and also in the recalling of the incident she seems to 

feel the same way that she felt on that day. 

I: Ya and it was twenty [unfinished]
P7: Twenty five years ago yes! You know it was a maternal death! You know it 
was shocking!
I: It has stayed with you obviously!
P7: Oh ya! I never forgot it. I mean I, I remember I can remember what she said 
her address was! [Pause] I think it was compound by the fact that she has 
obviously been brought up at an orphanage! And now for the first time in her life 
she had her own family unit. My god it was dreadful! You know, like we were, 
we were physically sick now! That night! We all knew that there was nothing 
that we could have done! You know? We knew that. It wasn’t that we were 
blaming ourselves! It was just so shocking! You know and I still feel same about 
it today! (P7, 2018, Line 339 - 345)

Miscarriage or concealed pregnancy?!

P7 recalled a case where the patient came in for an apparent check up a after miscarriage 

but it turned out to be something very different. P7 highlights the importance of patients being 
upfront and honest in volunteering information within the context perinatal care. P7 believes 

that those who do not disclose their condition, may not get the help available to them. On the 
other hand, please note that the following quote suggests that if P7 did not have the 

necessary techniques, knowledge and willingness to explore, she may not have got any 
information for this particular patient. 

…we got a young girl in she was only twenty one or two, newly qualified 
teacher, single girl and she came in, had a miscarriage. Cause we have the 
Gynae, and the antenatal altogether. Well, same staff. And when I examined 
her everything, I thought she had a small little perennial tear. And the I just put 
my hand on her tummy and I could feel an involuting uterus. So this was not a 
miscarriage. She had had a baby! And you know, and sort of exploring it and 
trying to say it to her that “look you have a little tear there, is there anything you 
want to tell me?” or whatever. And after a little while she did disclose, she had 
delivered at home, it was a concealed pregnancy. But she did disclose. And I 
have seen her for two or three babies after that. She went on, she got married 
she had babies, but I would say because she disclosed, we were able to do a 
lot more in terms of getting her help and counselling and all the rest of it. If 
somebody does not disclose it to you, you can’t prove it. You know? Therein lies 
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the challenge that there, cause some people are very private. And they are not 
going to say stuff to you. But no, I met her several times after that baby, and 
she has done very well. (P7, 2018, Line 107 - 120)

Concealed pregnancy: the fear and the stigma then and now

P7 continued reacting on her experience about the same patient. In the following quote it 

seems as P7 places herself in the patient’s shoe and empathically tries to makes sense of 
what it must have been like for the patient to have gone through the whole journey with her 

baby.

…she is in a very happy relationship, you know? She was just frightened. This 
was a still birth anyway…she didn’t do anything wrong or anything. She was 
just frightened and she was afraid she will loose her job, she has just been 
appointed to a new post, she was a single girl, you know. And like in the late 
‘80s, and early ’90’s there was just still a lot of stigma attached to it. And 
particularly if you were in catholic school. And you were a single teacher. They 
didn’t particularly like it. You know, it is what it is! You know. But no, she is just, I 
suppose the fact that it was made clear for her that there was nothing that she 
could have done for this baby, you know was obviously a stillbirth, and now how 
to deal, with that. You know? And I think all that helped and she knew that she 
hasn’t done anything wrong. And it was just, she was just frightened. And that’s 
usually the case. With concealed pregnancies, you are just frightened. And 
even though we say ‘oh it is 2017 and oh we are so enlightened’, well people 
are still concealing pregnancies. (P7, 2018, Line 121 - 132)

Below is P7’s response when P7 was asked why did she think that people are still concealing 

pregnancies today?

…it is very much about religion…because, like when I was growing up, I am 
roman catholic, I wouldn’t be hugely practicing you know Catholic like that. I 
can understand it. It was one thing that was drilled into us when we were 
growing up, you know as teenagers and young women, was that ‘DO NOT 
[loud] come home pregnant’! Because there was such STIGMA [loud] attached 
to it. But when I came to Ireland from the UK, in the mid ‘80s, ahh emm [pause] 
it wasn’t this hospital, previous one, this was the old hospital, just over the 
road here, we would have had some nuns running, the wards, and particularly 
in maternity.  And the single girls were referred to as the ‘innochtas’ cause 
that’s the lash in for unmarried mothers. They were called the ‘innochta’ in 
Room XX and I was UK trained and I wasn’t used to this at all! I was quite 
shocked! You know? It’s still the case. So if you get you know young, single girl 
in with a concealed pregnancy or leaves the baby, wherever that happened 
couple of years ago, near Dublin? It’s because they were shamed to tell, well 
obviously they were brought up in very strict families, you know? That have a 
very high moral CODES [stresses]! And they see this and they still see this as 
letting the family down. You know? No I know now, it’s a lot less, but there is 
still a small element of this. (P7, 2018, Line 133 - 148)
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7.2.8 Support (factors & terminologies)

Theme summary  

This superordinate theme captures quotes, concepts and keywords that express the 
emergent themes related to the idea of support. The two main emergent themes under this 
superordinate themes are as follows : 1) the contributing factors that may lead to the 
situation where one requires support, and 2) some particular terminologies or language used 
by the participants that capture elements of the phenomena of becoming a mother that may 
suggest why support is an important element within the context of perinatal mental health. 
The following terminologies were identified along with the frequency of their use : 
Expectation and related terms, change and related terms, transition and related terms, 
pressure and related terms, connect and related terms, bonding and related terms, help and 
related terms, vulnerability and related terms, overwhelm, exhaust, tired, and beautiful. 


This theme seems to capture those moments that the participants seemed to reflect on 
what it is like to go through motherhood. This was not a question explicitly asked but during 
the entire interview, there were several moments it seems that this is the question that 
participants were trying to make sense of. It can be interpreted that in order to provide 
support for the women, the participants may have wanted to understand their patients 
needs better by the use of empathy, and thus they may have anchored their thoughts 
around this implicit question of what it is like to go through motherhood during the interview. 
Their responses suggest that in reflecting on their approaches, the participants provided 
their perception of motherhood and how they rationalise the support they provide. 


The following section explores the frequently-used terminologies that are most used by the 
participants in their interview to give accounts of their experiences. Some of the quotes 
overlap with other superordinate themes discussed above. In some instances the data 
suggest that the selected term is not explicitly used by the participant but rather the idea of 
the term is expressed using a different term. Each section highlights the frequency of the 
use of the term along with the quotes that displays the most significant use of the terms. 


Superordinate 
themes 

Emergent themes, keywords, quotes, concepts

Support (factors 
& terminologies)

Support, lack of support, beautiful, bond, transition, self-esteem, 
strength, create, confident, vulnerability, adjustment, urges, 
connection, isolation, cultural shift, social transition, freedom, lack of 
understanding, change, expectation, domestic abuse, drug, help, 
overwhelming, exhausted, tired, emotional, tearful, struggle, worried.
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Detailed results of theme


Support and related terms 

Support is a huge theme in P1’s transcript, mentioned at least 20 times. The following quotes 
highlight the various times that P1 mentions the word support. She said, “she needs to know 

that she needs support” (P1, 2018, Line 94). Particularly she highlights the need of social 
support, “that social support around the whole childbirth rather than just specifically talking 

about baby-blues, and risk of depression” (P1, 2018, Line 100 - 101). 

P1 highlights that breastfeeding requires support, and the following two quotes capture those 
moments the most. 

…woman that is connected to her baby through that whole breastfeeding 
connection, ahh [pause] keeps the connection with the baby, therefore there 
isn’t that sense of isolation. Now I’m talking about a baby that’s breastfeeding. 
Not all these poor craters with the sore nipples and it’s not working for because 
of loads of different reasons, they are not getting the support or other things. 
(P1, 2018, Line 427 - 431)

P1 then brings up her own experience and highlights how support is so very important to 
facilitate breastfeeding.

I was s-o-o-o  b-l-e-s-s-e-d [stretched and stressed]! So I didn’t have to do it to 
tell him about breast feeding, and I, you know he’s ok with it. And and he fed me 
for every three hours, now, if I didn’t have that support, if he was on his work 
like most partners are, I don’t know if [voice cracks], I would not have survived 
it. Cause I’m a, I’m a bit of perfectionist? I expect a lot of myself? I was isolated 
out in the country, my family weren’t around, there wouldn’t have been anybody 
else, there I didn’t know any neighbours, so [nodding] yeah, yeah, there has to 
be a kind of support there. (P1, 2018, Line 448 - 454)

P2 (Lack of support)

P2 identified rural living as a major factor where lack of support becomes a big issue due to 
distance and isolation. 

Supporting, Supported, Support, Supportive

P1 P2 P3 P4 P5 P6 P7

20 3 12 14 12 4 6
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I had took time off my job and i was just home with four small boys and I often 
think ‘I wonder did i ever suffer from something like that?’. because there was 
stress around that and i just feel the support is extremely important. I was miles 
away from my family, you know. (P2, 2018, Line 21- 24)

P2 further explained that especially because this is not an unusual 9am - 5pm job, new 

mothers need their surrounding people to be understanding of the intensity of her work and 
be mindful of changes in their interaction. P2’s emphasis on this form of support is captured 

in the following quote.

…24 hour job. While as before you had freedom…the lack of support, 
especially from the nearest and dearest and lack of understanding as to the 
change of the relationship and the family dynamics within that. (P2, 2018, Line 
46 - 48 )

P2 emphasises again that cultural shift meaning more and more people are living in estates 
or apartments as nuclear family i.e. individual living is more common than communal living. 

This type of living comes with several disadvantage.  Mainly loneliness and lack of support.

But they are at home, their partners have gone back to work, their all their 
friends are working, all their neighbours are working. They could actually be in a 
house with a baby. You know? In the whole of a semi circle or estate, and they 
might look out the window and see a dog and its absolutely flipping raining in 
the middle of January. you know that that’s the environment. and then the lack 
of support. (P2, 2018, Line 104 - 108)

This quote not only suggests that lack of support and dull weather can influence the new 

mother’s mood, but also it highlights a general shift in culture, living arrangements and 
society in general. The above description is very different than communal living ideas, rather 

highlights individual living, nuclear families living in apartments, which is shift that P2 has 
highlighted through out her transcript. 

P3 

The term support was mention at least 12 times in P3’s transcript. Several other times the 
term was not mentioned, but the idea of ‘support’ was the latent theme. Below are the main 
examples where the term ‘support’ has been mentioned in different ways. 


In the following quote, P3 is referring to supporting the patients. 


Sometimes it’s a disbelieving !! Yeah! It is! But it’s all about the support you 
give them, the time you have to give them. We don’t always have the time (P3, 
2018, Line 76 - 77)
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This quote highlights P3’s reference to the term in relation to staff i.e. support for the staff.

love to see a lot more training in mental health issues in pregnant women for 
staff, cause there is very little! And a lot more support. (P3, 2018, Line 370 - 
371)


In the following quote P3 is referring to support in the from of social worker’s involvement, 
note that P3 highlights that the patient might not see such involvement as ‘support’. 


If it was me as a person I’d think, God everybody’s judging me. How we 
supposed to get on and try your best to be a mother, well you need some 
support in place, so where do you draw the line, how do you make it right? 
(P3, 2018, Line 144 - 146) 


The following quote is a reference to staff providing direct hands on support to patients in 
the ward.


They kinda feel, they have had like a three hours good sleep and they are 
ready. They kinda feel, just feel like a little breather, little breaks in between, so 
maybe that support you need. Little bit of help, you can’t do it all on your own. 
(P3, 2018, Line 152 - 155)


The following is an example of staff indirectly facilitating support by allowing the husband to 
stay.


a single room came up and I put her in there and she slept much better, she 
has a little bit of peace and quiet, her husband was there to support her, and 
things changed. (P3, 2018, Line 187 - 189)


The following a reference to the existing support structure system for the staff. 

we do have team debriefing. Then we got the Employee Assist Programmes, 
it’s a VHI Program. I have never used it. But you have good colleagues that you 
can talk to here… Yes peer support. Ya we do. They are hard, they are (P3, 
2018, Line 270 - 273)


P4 

women in Ireland are not well supported as opposed to other countries say, 
umm a lot of countries you have a lot of family support, you are not expected 
to go back to work so soon, (P4, 2018, Line 84 - 86) 


support is available if we felt that we wanted it…be confidential, yes, there is 
support…through occupational health…could talk to an independent…
psychologist or some kind of counsellor…I don’t think many people avail of 
that. We usually just talk to each other, we are really tight knit group. (P4, 2018, 
Line 214 - 219)


I know it’s a terrible generalisation…they can be lovely… I like the support they 
get. I think they get really great family support…I wonder…if anyone has done 
ever a study that the rate of postnatal depression in the travelling community I 
would imagine it’s quite low. Because they have very very good support… 
realistic expectations about…to be a mother…have big families and they rear 
each other. (P4, 2018, Line 234 - 240)
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might have a sister but she has her own family, she might be working and you 
find it difficult to ask for help. If she is busy you might not have that support. 
Umm [pause] and then you might have much smaller families…you could have 
families…in other countries or they are not in the immediate vicinities, you 
can't call on them for help. (P4, 2018, Line 249 - 253)


P5 

Support was mentioned atleast 12 times in P5’s transcript, the idea of it was mentioned much 
more times. The following the most distinct moments in P5’s transcript when she uses the 

term support. 

P5 talks about how she offers unconditional support to her patients even when others 
struggle to make sense, she gives up on making sense and accepts the patient for who she 

is right at that moment. Referring to someone who has rejected her baby, P5 says the 
following. 

I think I can understand where she is coming from, you know in the sense of 
this is where she is right now, she may not be in that place next week, or next 
month, but this is where she is right now. And this is where we need to support 
her right now. (P5, 2018, Line 116 - 119)


P5 reiterates that no matter what the situation is, support is necessary and must be 
unconditional, “There is no wrong way, as long as the baby is safe. There is no wrong you 

just need to support them finding a way that works for them and their family” (P5, 2018, Line 
124 - 125). Similar idea of unconditional support is reflected in the following quote. 

Prior to delivery there is always a discussion on medication…safety…women 
are very concerned about you know ‘ I don’t wanna take anything’ you know, 
and and you really have to support them in that decision. And breastfeeding 
then can also be useful, can help lift the mood after delivery. But again, it’s 
about supporting women, in whatever decision she wants to make. (P5, 2018, 
Line 34 - 38)

Referring to service-users from lower socio-economic groups P5 mentioned that, 

…they certainly tend to have more support around them, from their family and 
they tend to come from larger, and the community tend to be more supportive. 
(P5, 2018, Line 164 - 165) 

P6 (health visitor UK)

P6 described their own support system for their mothers, unique to her particular unit.

I do some service with the XXXX, which is what we call XXXX for women that 
have experienced difficulty in labour and delivery and I speak to them and after 
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their delivery if they want to speak to somebody regarding their experience. (P6, 
2018, Line 4 - 7)

Similar to other participants, P6 highlights the importance of support. But she also highlighted 

how a particular missing support service in the Irish health system in comparison to the UK’s 
health  system.

a new baby it’s such a huge thing to be looking after a little person without the 
necessary tools or information or support. And there is very little support. I know 
in the UK, we have got community midwives that would visit the women and 
health visitors upto 28 days postnatally. That facility is not in Ireland. We have 
public health nurse. But often you have to go out to the clinic you know? (P6, 
2018, Line 66 - 70)

Expectation and related terms 

P3

Expectation was mentioned at least 11 times by P3 in her transcript. The term was 
mentioned in several meanings and within several context. The most diverse ones are 

highlighted below. 

Referring to mothers who seem to have lived as someone used to being looked after but not 
used to looking after, P3 said, 


They just can’t cope. I don’t know what they do when they go home, but in the 
hospital they get cross almost that they have to look after this new baby. And 
here you are thinking this is supposed to be what you want to do. Well, that’s 
what they are expected to do. (P3, 2018, Line 161 - 164)


Referring to mothers with fertility issues who have tried for a long time wanting and/or trying 
to have a baby, but haven’t thought about what will happen after they have the baby, P3 
said the following. 


Yeah, shocked! ‘This isn’t as easy I thought it would be’ or ‘oh my God I didn’t 
expect it to be like this’, you know? I think we need more kind of education in a 
way, what to expect after baby is born (P3, 2018, Line 166 - 168)


Expectation
s

Expected Expect Expectatio
n 

Expecting

P1 P2 P3 P4 P5 P6 P7

4 4 11 17 5 5 7
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Referring to mothers who use IV drug or abuses any other drug, P3 said the following. 

…they are very difficult…heavily involved with social workers in the community 
and here, and they become pregnant and they expect to keep the baby and 
there might be domestic abuse and few other, usually there are a few other 
cases…numerous of those young girls come in have their baby, expect to go 
home with them and that torture when the Section 12 comes, and the baby 
has to go into care. It's horrendous! (P3, 2018, Line 356 - 361)


P4 Expectation (Own, society, and more)

P4 mention the variations of this term atlas 18 times through out her interview, which is 

considerably higher than other participants. Below are some of the quotes that capture this 
theme the best. 

P4 referred to a particular group of service user and explained how expectation plays a big 

role in their mental health. 

a woman who have IVF …want this baby so badly…go and seek treatment, this 
is what is going to complete their lives…maybe they have a higher risk of 
developing postnatal depression. Because. They have all these expectations. 
(P4, 2018, Line 80 - 83)

P4 continued and explained how it is not just IVF or late moms but how the society itself 
mirrors this expectation at a larger scale. 

…in society we have all these expectations and women in Ireland are not well 
supported as opposed to other countries say, umm a lot of countries you have a 
lot of family support, you are not expected to go back to work so soon, so you 
do have a lot of expectations. And it can be quite difficult, and if you see it, see 
things on TV or you see all these women that seem to umm manage very well, 
and you are feeling like I can’t manage. You are not meeting those expectations 
so it can contribute to feeling overwhelmed and becoming depressed. (P4, 
2018, Line 84 - 89)

Referring to “professional women…very well educated…worked her whole life and may be 

she postponed motherhood in her late thirties or early forties…school teacher” (P4, 2018, 
Line 101 - 102) P4 again highlighted the ‘expectation’ factor. 

…when they have a baby, babies are not very structured. They wake up all 
night… they have these expectations that babies are going to wake at every 
four hours and the are going feed them and clean them, and…very keen on 
getting them into a routine…want this kind of structure…that’s their 
expectations of motherhood …find it very difficult to cope…overwhelming 
because everything is not so perfect. (P4, 2018, Line 106 - 112)

P4 highlighted how she noticed that at one point of time her own expectation was influenced 
by the media. 
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I was young, and a bit naive, and you have those expectations that you see on 
televisions, that I am going to love this baby so much. And I did. But I didn’t 
realise how difficult it was. (P4, 2018, Line 123 - 125)

P4 referred to the travellers community in relation to expectation and mention the following. 

Because they have very very good support, they have probably realistic 
expectations about what it is to be a mother, because they have big families 
and they rear each other. (P4, 2018, Line 238 - 240)

P4 reiterated that becoming a mother is an experiential learning. It is always much more than 
what one expects.

…nothing in those classes that I can teach anyone to prepare them for that! It’s 
something that you have to experience! And most of them will tell you after 
experiencing that it was much more difficult than they have expected! (P4, 
2018, Line 276 - 278)

P5 

P5 does not use the term expectation but the underlying theme in the following section is that 
of expectation. 

a lot of women in a lot of society have preconceived ideas of what really a 
mother a is in their minds. Sometimes. And what giving birth is like. In their 
minds. And generally they would have read all the books, and they would have 
seen all the videos and the reality of it sometimes does not fit. And there’s is 
always that sense of cognitive distance really of what they have, what they have 
experienced, what they are holding in their arms is not quite what they had in 
their heads. And they are tired and they are sore and they are, and nobody is 
telling them how to do this. And they feel lost, lost you know. And you have that 
kind of adjustment period. (P5, 2018, Line 43 - 50)

P7

Similar to other participants P7 too highlights how expectation is a massive factor to be 
considered within the discussion on perinatal mental health. 

you have all these hormones…tired…trying to get used to this new baby…not 
sleeping very well …sore perineum…had a section, it does become very 
overwhelming and then there is this big expectation! …of moms in particular, 
new moms, that they should be doing better! You know? That they should be 
super woman.(P7, 2018, Line 166 - 169)

…I think because they have these huge expectations of themselves and if you 
are feeling a little bit down or any bit that you are not able to cope, they are 
covering it up!! Because they feel it is a weakness. (P7, 2018, Line 177 - 179)
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P7 gives further examples how expectation can contribute to huge sense of disappointment 

or even to the feeling of being ‘cheated’. But the important message that P7 wants to 
highlight is that the mother must speak about her disappointment ‘say it!’. 

a lot of that will depend you know on the expectation, and that’s why sometimes 
you know when you do get women coming into you and they speak of birth plan 
and I have I am not saying I have no problem with people having any birth 
plan? I think it’s great! That people have a plan and that they want to know what 
to do and everything! But she will have very much ‘this is what I want’ and ‘this 
is what I’m going to have’ and ‘this is what’s going to happen for me’! You know, 
and then it might all go belly up! You know cause they might not go into labour, 
they might have been xxxx, they have to be induced, they may not have a 
normal vaginal delivery or they may have to have an instrumental delivery or 
whatever! And this lovely picture that you have in your head that, is GONE 
[stresses]! And there has to be a, there has to be an anger in everything, to 
that. You know? A huge disappointment, a feeling that you didn’t make the 
grade! You know and how to come to terms then with that? You know? Where 
as you would often find that people who don't have as big an expectation or are 
more kind of ‘blaze’  about it, you know if it DOES [stresses] go a little bit wrong 
then you know you go ‘ah it’s ok!’. You know for some people that doesn’t really 
matter! As long as the outcome is ok! And that you have had this healthy baby. 
But that’s not the case for everybody. And ya of course they have the healthy 
baby but you know ‘I am really really sore’, and you know ‘I didn’t enjoy the 
experience’, and ‘I feel cheated’, and I don’t think something is wrong with that! 
You know? But I think it’s important that they say it! Say it! (P7, 2018, Line 387 - 
400)

P1

Below are some quotes where P1 connects the idea of ‘expectation’ with ‘perfectionism’, an 
emergent theme discussed in detail under the superordinate theme of 4.2.6. Risk Groups. 

…there’s an awful lot of social expectation that we have…this perfectionism that 
we grew up with, all have to be, we all have to be the perfect mother, the perfect 
wife and [pause] …(P1, 2018, Line 260 - 263)

if I didn’t have that support, if he was on his work like most partners are…I 
would not have survived it. Cause I’m a, I’m a bit of perfectionist? I expect a lot 
of myself? I was isolated out in the country, my family weren’t around… (P1, 
2018, Line 450 - 453)

P1 also mentioned a different kind of expectation in the fowling quote. 

I suppose from my experience, it’s not all women that have baby blues, but they 
all seem to read about it and expect it… (P1, 2018, Line 46 - 47)
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Pick up on : Expectation vs reality

‘Picking up’, ‘picked up’ and ‘pick’ are terms that are used by all participants to communicate 
the idea of noticing or recognising signs and symptoms and other significant factors. This 

emergent theme has been discussed in detail in 4.2.3. Education above. This term is being 
highlighted here to highlight the connection between picking up and the superordinate theme 

of Support. The following quote P6 describes how she picks up on certain signs in her 
patients and recognises the need for support, highlighting the gap between expectation and 

reality. 

But sometimes I would pick up sometimes if they are dwelling on something, 
and they are not able to get over it, that you do realise that you do need a bit 
expert input. Yeah, and it’s often, hmm, I mean we all know we expect them that 
they have had a baby, they should be full of joys, and motherhood and all that 
and it’s often, your reality is, you are struggling with breastfeeding, there’s sore 
perineum, their husband’s been back at work, they are isolated, they are not 
eating properly, they are anaemic, you know there’s lots of problems. And the 
don’t get the support as well. (P6, 2018, Line 114 - 120)

Change and related terms  

For P3 ‘change’ was a major term that indicated a number of ideas like clues, signs, 
patterns and more. The following quotes are where  the term ‘change’ is mentioned 
explicitly.


Picking Pick Picked 

P1 P2 P3 P4 P5 P6 P7

2 2 8 1 2 2 6

Changing Change Changed Changes 

P1 P2 P3 P4 P5 P6 P7

9 4 15 10 8 1 4
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…recognised a significant change in her condition… she is suffering from 
postnatal depression. Her voice changed, her anxiety level grew hugely, the 
way she had behaved with us changed, and it was about recognising that. It 
was a senior staff that picked it up, you know? (P3, 2018, Line 20-23)

Referring to the same patient P3 further explained how continuity of care is the key to pick up 

on these ‘changes’.
She has been luckily been with us for bout 4 days at that stage. So we got a. 
Built up continuity of care and we got to know her. And so then we saw the 
changes in her in her behaviour, her pattern. we saw the changes in her in her 
behaviour, her pattern. (P3, 2018, Line 27 - 29)

Referring to IVF moms, P3 mentions a different type of ‘change’. P3 explained that moms 

with fertility issues are usually do not think about what happens after rtes baby arrives,
…some off the women…with fertility issues…tried IVF maybe 6-7-8 times, it’s 
really tough! And then you are so focused on, sometimes you’d worry about 
this…so focused on becoming pregnant, like have they thought about life after 
the baby?…you spent years and years and years trying for this and then it’s 
totally different…your life has totally changed …need a lot of minding…a big 
adjustment being so obsessed with getting pregnant (P3, 2018, Line 105 - 111)

P3 also referred to ‘change’  in relation to exhaustion. P3 recalled a patient who displayed 
the same signs as P3 described earlier in relation to another patient, but the case was quite 

different.

it’s down to utter and pure exhaustion. And I have seen that too, not so long 
ago. This woman didn’t want anything to do with her baby. We were all thinking 
ok, we need to watch this! And she didn’t. She wouldn’t pick the baby up, she 
wouldn’t feed the baby. She wouldn’t pat it or change the nappy, nothing, 
nothing, for nearly 24 hours. And that was long time. And we let her sleep. And 
eat. And the next day, things took off! Things were much better [smiling]! But 
like the exhaustion is huge. It’s a huge factor and I we underestimate that. (P3, 
2018, Line 176 - 181)

P3 continued in this particular patient and said the following which highlights the need for 

support to facilitate this massive ‘change’ in the woman’s life. The following quote brings 
together almost every major emergent themes from P3’s transcript.

I positioned her in the ward, in a space that I thought would be ok, the only, the 
best place I had for her at that time. But as the days went on, she had a section 
so she was with us for longer but as the days went on you could see her mood 
change. She was getting more down and more down, more upset and really 
tearful. So a single room came up and I put her in there and she slept much 
better, she has a little bit of peace and quiet, her husband was there to support 
her, and things changed. (P3, 2018, Line 183 - 189)
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Change is also often interchanged with another commonly used term ‘transition’. In the 

following two quotes the term ‘transition’ is not used explicitly. P4 seems to be referring to 
idea of transition that a new mom experiences as she goes through several changes. 

Particularly, the changes in her role during the phases of motherhood and also the changes 
in her body through out. 

Having a baby changes your [pause]. I think some women are more feminine 
than others. Regardless of. Before they had babies. And that probably doesn’t 
change afterwards. (P4, 2018, Line 167 - 169)

When they are babies it’s very basic needs feeding and cleaning and you now 
when they get older, your role changes as well. (P4, 2018, Line 270 - 271)

…after you have a baby, your body does go through changes, put on weight, 
your muscle tone and flat belly is gone, you could have an episiotomy or a tear 
or stitches down below… (P4, 2018, Line 133 - 134)


P2 

Change in society : Societal transition and cultural shift 

P2 spoke of a different type of change in the following quote.

We as women in 1972 we got the right to work in this country…in 1975, we 
could work full time, hold down a family, run a home, drive a car [pause] got the 
vote [pause] got everything! And women became free and to hold down a job, 
that was absolutely grand, that’s absolutely great, that was anticipation of 
liberation it was absolutely fantastic! BUT [stresses] we have become our own 
worst enemies…have gone back to the, I think of Victorian times? Where we 
have ended up with high mortgages and we are now slaves to mortgages to 
banks to new cars, to society, where we have ended up with maybe two 
children… (P2, 2018, Line 67 - 74)

P2’s comment seems to be referring to a huge cultural shift in Irish society and society in 

general that has brought in the added bit of responsibility and a sense of pressure to women 
where they feel compelled to excel, to perform well, to enter the labour market and to also 

provide care at home, all at the same time. P2’s seems to have noticing the phenomena 
described by P1 which involves women being the the most cruel enemy to themselves, an 

internal governance, an internal compulsion to achieve it all and with perfection.

…especially when I was doing the study on obesity, I just could not believe…
this is where I think I came about postnatal depression, a lot of them, because 
when you interview the women you’d find that umm they get up in the morning 
right and they get the kids ready, they get themselves into the car and the would 
drive an hour to their job, so they have an hour commute in the morning. They 
work from 9 to 5, they commute home, they are home at 6. They collect the 
children after that, by the time they have their supper and the babysitter, they 
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have absolutely no time for themselves. You know they have a [unfinished] and 
then they find they are too wrecked. they just fall into bed. And in the weekend 
there is whole pile of washing and housekeeping and running and shopping and 
even collecting children from games and sports and all that and they’ll find that 
they have very little time for self-care. If they can’t care for their physical health, 
they most certainly cant care for their mental health. And lot of the women i 
found are on medication for stress on Xanax or whatever and it is just 
AMAZING [stresses] the amount of women that are on it. They have young 
kids, they are not pregnant but they are couple of years down the road. But they 
are at that stage, where they are fraught, those are my thoughts on it. (P2, 
2018, Line 74 - 88)

In the above quote P2’s description seems to match the daily routine of most working moms 

in today’s world. P2’s emphasis on self-care, the impact and/or the lack of self-care, seems 
similar to P1’s description of self-care, which P1 believed was the most valuable learning for 

her from her therapeutic training. 

Change : Cultural shift and fatherhood

Similar to P2, P3 also seems to believe that gender-roles and the meaning of fatherhood is 
going through a transition at the moment, reflecting a change in societal ideas of these roles. 

She said the fowling in relation to the role of the fathers. 

This is your role, is to be a mother, to produce, to look after your baby, to feed 
your baby, to care for it. I think it’s slowly changing. I think the fathers, they are 
becoming a bit more involved. (2018, P3, Line 53 - 55)

I think in all my years here, the fathers have far more evolved now in caring, 
and they are willing to do a lot more that, like even doing things like skin to skin 
contact, you would have never seen fathers doing that when I started here. 
NEVER. And now they just don’t care, they just do it. They doubt even think 
about it. It’s just like something you don’t care about where that came from. 
You know? Antenatal educational classes I suppose.  (P3, 2018, Line 245 - 
249)


Transition and related terms 

Transition as a term was only found in P1’s. In the following two quotes there seems to be a 

similarity between the experiences of the women (patients) and the experiences of the 

Transition 

P1 P2 P3 P4 P5 P6 P7

3 0 0 0 0 0 0
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service providers (Department) in relation to the emergent theme of transition. As if, 

becoming a mother is a process, a journey of transition of the woman, and preparing for a 
perinatal mental health service-provision is also a process, a journey of transition of the 

department and their staff. Below are the two quotes next to one another displaying this 
similarity. 

…there is a little bit of transition going on there at the moment, our role is going 
to become specialist in bereavement rather than just we are kind of counselling 
midwife at the moment… (P1, 2018, Line 27 - 28)

Childbirth is a huge adjustment…it’s the most beautiful transition…my role as a 
midwife and now as a counsellor…just hold that space for that woman… let her 
see…this is part of that beautiful transition. (P1, 2018, Line 91 - 92)

Pressure and related terms 

P2 have referred to the term ‘pressure’ itself at least 9 times, which is much higher than other 

participants. Through out her transcript, she also describes the idea of ‘pressure’, sometime 
without referring to the term itself. This term seems to refer to both the ideas demand 

originating externally and demands originating internally i.e. from within the person, such as 
their own demands of themselves. The following are the quotes that capture both these 

meanings of the term. For example, P2 refers to the current societal shift in gender roles and 
highlighted, 

…there is extreme pressures on today’s women. (P2, 2018, Line 20 - 21) 

…in this country…the older generation…advice you ‘give the baby a bottle’. 
These people have been to classes…been advised to breastfeed and they are 
doing their very best. And they are finding that there is a pressure on them to 
feed the baby, so they are not sure whether they are doing it right or wrong. 
(P2,2018, Line 102 - 103)

P2 reflects on her own experience of mothering and breastfeeding. 

But there is definitely pressures. Like with my own mother I wanted to 
breastfeed. (P2, 2018, Line 193 - 194)

Pressure Pressures

P1 P2 P3 P4 P5 P6 P7

4 9 3 0 0 0 1
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She then clarifies that women possibly internalise the demands from others around them and 
start to put themselves under pressure internally.

your unconscious has pressure from society. (P2, 2018, Line 201 - 202)

Irish women at this particular time, I think they are under an awful lot of 
pressure! (P2, 2019, Line 319- 320)

It seems that P2 tend to believe that there are several types of pressure on Irish women at 

this point of time.

Financial, emotional and financial pressure. They don’t have a choice… (P2, 
2018, Line 321)

She continued and further added the following to highlight how ‘pressure’ as a factor has an 

immense effect on the younger generation of women in today’s world and how the response 
to ‘pressure’ is very different in today’s world than it used to be. 

I would see a lot of women in their 30’s…with abdominal pain…Gynae women 
and most of them without a shadow of a doubt are in need of Xanax or some 
kind of anxiety medication…I know a lot of women are on some kind of 
medication to deal with the pressures of anxiety. Now how you quantify 
anxiety… in the old fashioned world your mother will tell you get on with it. You 
know they’ll say ‘that’s life, get on with it’! Whereas they don’t accept that 
anymore, they believe there must be a cure for anything and everything. (P2, 
2018, Line 332 - 336)

Connection and related terms 

The terms connect / connection / connected were mentioned at least twenty one times in 
P1’s transcript, which is the highest among all participants. Connection is a term mentioned 

several times by the interviewer as part of the questionnaire. In P1’s transcript, the 

Connect, Connection
, 

Connected

P1 P2 P3 P4 P5 P6 P7

21 3 9 7 5 0 3
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interviewer uses the term 6 times and P1 uses it 15 times. The following will mainly focus on 

P1, P4 and P5’s accounts to highlight the significance. 

P1 

P1’s transcript suggests that there are mainly two different broad meanings of the term for 

P1. The first meaning is similar to the superordinate theme of natural/nature, and the 
emergent themes of beautiful and strength. For example, in relation to childbirth and 

becoming a mother P1 seemed to be indicating that it is hoped that there will be an 
established ‘connection’ between the babies and their mothers. Is that an alternative 

explanation for ‘bonding’ for P1?

… the vulnerabilities of a woman…of childbirth and the positive and the 
negatives and where that comes from and how nature has created us to create 
and this is part of it…we open our hearts to our babies and make that connect 
through childbirth and therefore we are more vulnerable to the things that are 
happening in our lives now…a very very normal thing. (P1, 2018, Line 64 - 66)

Similar meaning reflects in the following quote. 

…so what is it, is that its nature, and its our connection with our body, this is 
nature happening in our bodies, (P1, 2018, Line 188 - 189)

Whereas, the following quotes display a second kind of meaning of the word ‘connection’, 
that is different than the one above. P1 talks about knowing the right people / professionals. 

I certainly do have connections with girls that are, counsellors that are 
experienced. (P1, 2018, Line 82) 

Then P1 talks about comprehension using the term connection. 

…they don’t get that connection that you are kind of talking about existence, 
existential things… (P1, 2018, Line 161) 

In the following two quotes the use of the term seems to denote the idea of awareness.

…the women that aren’t connected to that dimension of that strength in 
them…have problems with the adjustment with the HUGE upheaval of 
motherhood, specially the first time mothers ok? (P1, 2018, Line 167 - 169)

…so when you begin to feel the anxiety you step back from it and you try 
come into your body and just and visualise the baby being nurtured and warm, 
so it’s about connecting, disconnecting from their head and their thoughts and 
just coming down to their bodies. (P1, 2018, Line 196 - 199)
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Next quote again displays similar meaning to ‘bonding’. Both quotes are in reference to two 

particular cases. 
She does not want this pregnancy, she did not want to get pregnant, have been 
on contraception, CAN NOT [stresses] connect in ANYWAY [stresses], at ANY 
LEVEL [stresses] though out out the pregnancy. (P1, 2018, Line 208 - 210)

…to encourage moms to connect with their babies, the preterm babies. (P1, 
2018, Line 323 -324). 

The next quote speaks of bonding and beyond. P1 makes it very clear through that she 
acknowledges that for a multitude of factors, not every mother will be able to breastfeed even 

if they want to breastfeed. The focus in the following quote is on the idea of ‘connection’. 
I think that might work, because [pause] that a woman [pause] that is 
connected to her baby through that whole breastfeeding connection, ahh 
[pause] keeps the connection with the baby, therefore there isn’t that sense of 
isolation. Now I’m talking about a baby that’s breastfeeding… Not…poor 
craters with the sore nipples…not working for because of loads of different 
reasons…a woman that is breast feeding successfully it’s a beautiful beautiful 
bond, isn’t it? (P1, 2018, Line 426 - 432).  

P4

It seems that similar to P1, P4 also used the term connection as an alternative to ‘bonding’. 

Referring to a particular case, where the parents decided to not take the baby home with 
them P4 said the following. 

But those parents it was their first baby, and they couldn’t connect with the baby 
whatsoever, and they decided to put the baby into care, so that they didn’t 
come back for the baby either, they disconnected with the baby totally. (P4, 
2018, Line 194 - 198)

P5 

It seems that P5 used the term connection to denote the idea of comprehension and 
awareness. 

And they tend fall back into, they tend to, they talk about this overwhelming 
panic and anxiety, and that generally settles, but sometimes it’s about helping 
them make that connection, that ‘look You are in a vulnerable place now, the 
last time you were in a vulnerable type of place you were a child, and maybe 
you are, you are, you’re expressing, you are feeling some of those feeling that 
you felt before’, but really you are only tentatively going there because they are 
only with you for few days so you can’t really go into all that, but generally I 
think it’s useful to open up their mind and ideas and say ‘look, what’s happening 
now, is a continuation of your psychological process’. (P5, 2018, Line 85 - 93)
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Bonding / Not bonding 

P1 

P1 prefers to distance herself from the term ‘bonding’. The willingness to distance herself 

from this term is so strong that her concentration was impacted momentarily, as interviewer 
mentioned the term. That moment is captured in the quotation below.

…don’t like the word, bonding, I probably might have used it myself many 
times, but I actually really don’t like that word at all [smiles]. Bonding, bonding, 
because women you know sometimes they don’t want to hold their baby, they 
don’t feel these urges [pause] ahh [long pause], I kind of picked up on that 
word bonding when you said it there, and then my mind went off to another 
kind of curve ball [laugh] sorry curve, so what was your initial question? Around 
subjectivity? (P1, 2018, Line 456 - 461) 

P1 follows through and explains why she wishes to distance herself from this term bonding 
as quoted below.


Well, the majority of women, we’ll say bond, that yeah, that word, I don’t like the 
word because, someone automatically think about about, there is a lot written 
and said about that word bonding, and it puts pressure on women, and then 
when they don’t feel this HUGE surge of love and blah di blah, that’s not real 
life. So, I would say the majority of women, whatever way that they adjust to this 
HUGE hormonal changes in their life right [pause], is all very personal and 
individual and made up of all the different things that made them up genetically, 
what happened to them from their own conception and what happened to them 
in their whole life from when they were born, so it’s all individual and unique, 
isn’t it? (P1, 2018, 462 - 469)

P3 

P3’s position on this term is that not every mother and baby will experience this straight 
away, but it is expected by others, 

Bonding! Yes! That’s just kind of [pause] supposed to be that way! (P3, 2018, 
Line 147)

P3 further explained how bonding does not occur easily. 

Bond, Bonding

P1 P2 P3 P4 P5 P6 P7

8 0 5 6 0 10 0
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Ok it’s not all easy, the baby doesn’t bond with you straight away, you don’t just 
bond with the baby straight away. (P3, 2018, Line 168 - 169)

P4 


P4 did not exhibit hesitation expressed by some of the other participants in relation to the use 

of the term bonding and related. The following moments capture those moments the best. 

it is very natural thing for the mother to immediately want to bond with the baby 
(P4, 2018, Line 43 - 44)

…when a mother doesn’t have that or feel the need to bond with their baby it 
stands out, it’s not the norms. (P4, 2018, Line 46 - 47)

…then immediately she totally shut down, would not bond with that baby 
whatsoever, she wants to get the baby up for adoption (P4, 2018, Line 65 - 66)

I think there must be something [pause] that naturally happens, that helps you 
to bond with your baby. (P4, 2018, Line 180 - 181)

Help, vulnerabilities and related terms 

Most participants spoke about help and/or helplessness and related terms instead of 
explicitly mentioning the term vulnerability. The fowling will only focus on P1, P3, P4 and P5’s 

accounts of the use of these terms.

Helps, Helped, Help, Helpless Helplessnes
s

P1 P2 P3 P4 P5 P6 P7

20 3 12 14 12 4 6

Vulnerable, Vulnerabilitie
s,

Vulnerabilit
y 

P1 P2 P3 P4 P5 P6 P7

17 0 1 0 8 1 0
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P1

P1 mentioned both help and related and vulnerability and related terms the most among 
other participants. The following two quotes best capture the moments P1 spoke about help 

explicitly. 

…beautiful transition that she needs to know that she needs support. And that’s 
when women because of our culture and our society we are so not used to 
looking for help you know. (P1, 2018, Line 94 - 96)

The following quote highlights why ‘help’ is so important within the context of perinatal mental 
health and support.

this is a time in your life…you actually need to look who’s there, who really 
really loves you, who can you really look for help?…have a hundred friends on 
frreice Facebook, but at the end of the day if you have one person that you can 
rely on, that’s all you need. (P1, 2018, Line 96 - 99)

P1 highlighted the term vulnerability several times too. The following two quotes best capture 

those moments. The first quote was mentioned in reference to media portrayal of 
motherhood and the latter was part of P1’s closing statement.

…there’s nothing wrong with glamourising having babies and it’s all beautiful 
and it’s all good, but it’s REALLY important that as women we know that, we are 
very vulnerable… (P1, 2018, Line 252 - 253)

…the message that i’m trying to get through to the woman, but we have to be 
alert all the time, to those vulnerabilities that can trigger stuff at this time. (P1, 
2018, Line 504 - 506)

P3  

P3 does not refer to the term vulnerability explicitly as many times as the other participants, 
but the idea of the term is evident through out using the term help and its related terms. The 

following quote is the only time she refers to vulnerability explicitly and it seems that the idea 
is almost used as a screening tool, as signs of difficulties.

…you generally go around all the patients and if you could pick out the ones 
that you feel are vulnerable. (P3, 2018, Line 79 - 80)

The other times P3 has used terms like anxious, horrified, traumatised, disgusted, and 
expectation to refer to the ideas of vulnerabilities.
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P3 has mainly used the term help to refer to seeking attention of professionals. The following 
is an example of that. 

…you might feel a bit down, teary when you go home. And you have to tell them 
that that’s normal for the first few days, and if it continues on of a longer than a 
week or two weeks particularly, may be you need to seek some help. (P3, 2018, 
Line 11-14)

Referring to instances where giving the mother little breaks during their stay in the hospital 
helps  bring a change in their mood, P3 said the following. 

They kinda feel…had like a three hours good sleep and they are ready…like a 
little breather, little breaks in between, so maybe that support you need. Little bit 
of help, you can’t do it all on your own. (P3, 2018, Line 152 - 155)

Speaking of the modern fathers’ willingness to be more involved in their babies’ early life, P3 
said the following.

I think it helps to elevate a mother’s worries thinking that that dad is there and a 
lot of them would ask, ‘why can’t you do it? I’m having section, can you do skin 
to skin contact?’. And it’s like a reassurance. So no I don’t think it contributes to 
it. (P3, 2018, Line 252 - 254)

P4 

P4 did not explicitly mention the term vulnerabilities, but she used the term help and its 

elated terms through out her interview with a latent meaning of vulnerabilities. The second 
most use of the term help and related is found in P4’s transcript among other participants. In 

the following quote P4 highlights how the baby may seem as a representation of vulnerability 
to the mother. 

… in general and I know from my own personal experience…you feel that this 
helpless little baby is dependent on you, and you can end up prioritising and 
over time, you can see how it can happen, the mothers spend so much time 
looking after their baby, (P4, 2018, Line 148 - 151)

P4 further reflects on how she encourages her patients to seek help, helping them 
acknowledge and accept their own vulnerabilities in today’s modern, complex and multi-

cultured society. 

… I talk to them a little about accepting help. Because sometimes on your first 
baby you are reluctant to accept help … in society now today everyone else is 
busy with their families…for example, you might have a sister but she has her 
own family, she might be working and you find it difficult to ask for help…you 
might not have that support. Umm [pause] and then you might have much 
smaller families, like people that are not, people are dispersed all over the world 
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now, so you could have families in you know in other countries or they are not in 
the immediate vicinities, you can’t call on them for help. (P4, 2018, Line 246 - 
253)

P4 further highlighted how sometimes she met patients who have never held a baby before, 

as they never had to help rear another baby. 

Umm [pause] you might have grown up, you know twenty years ago you might 
have grown up with lots of siblings, or whatever forty years ago, ummm and you 
would have helped rear your younger siblings but now I find that there is a lot of 
women that come in the door that they have never held a baby in their life! And 
now they are having their own, as they are very inexperienced! (P4, 2018, Line 
253 - 257)

P5

P5 mentioned the term help and related terms mainly to denote seeking assistance from 

professionals. P5 used the term vulnerability and its related terms several times in her 
interview referring to the ideas that are very similar to other participants conceptualisation of 

motherhood.
 

there is this sense of overwhelming responsibility. And suddenly your heart is 
burst open because you are vulnerable. You are REALLY REALLY [stresses] 
vulnerable (P5, 2018, Line 60 - 62)

P5 continued to describe how vulnerability is almost a key ingredient in the recovery process. 
It’s about being vulnerable, and it’s about being open, and it’s about allowing 
yourself to be flawed at times, and to not know what you are doing, and muddle 
along as best as you can. And to realise that it’s not down to you to make all the 
decisions, to be the main person, unless you are in the unfortunate position 
where you ARE [stresses] the main person, but generally, I think it’s about 
allowing yourself to be uh, vulnerable. (P5, 2018, Line 69 - 74)

Self-esteem and vulnerability 

Self-
esteem

P1 P2 P3 P4 P5 P6 P7

2 0 0 0 0 0 0
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Later on in the transcript P1 speaks of self-esteem and how that is intricately connected to 
perinatal mental health difficulties. It seems that there for P1 there seems to be an underlying 

belief that ‘beauty’ and self-esteem have a positive correlation. This may explain P1’s feeling 
of surprise when she recalled that ‘beautiful’ women have confessed of having suffered from 

perinatal mental health difficulties, despite being beautiful. 

I suppose is the low self-esteem, if you were to say to, I would say the 
vulnerability, the sense of low self-esteem that I’m finding in the lot of of the 
women that I meet. (P1, 2018, 154 - 155)

Overwhelming, Exhausted and Tired and related terms  

P2 and P4 refers to the term ‘overwhelming’ the most among other participants. 


Overwhelmin
g 

Overwhelme
d

P1 P2 P3 P4 P5 P6 P7

2 6 3 6 2 0 1

Exhausted Exhausting

P1 P2 P3 P4 P5 P6 P7

0 0 2 3 0 1 0

Tired Tiredness 

P1 P2 P3 P4 P5 P6 P7

0 0 2 2 1 2 2
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P2 

P2 does not use the terms exhausted or tired and related terms. Rather P2 refers to 
overwhelmingness several times and the main use of the term in her transcript seems to be 
to denote a sense of feeling flooded with responsibility. 


baby blues are normal…‘don’t worry, have a good old cry, get it out of your 
system’…intense feeling [pause] it’s like as if the joy of having, giving birth, the 
responsibility seems to hit on the third day, this absolutely overwhelming 
responsibility. When everybody else is gone, I am now responsible for this 
child…hits people with a bang! (P2, 2018, Line 28 - 33)

internalisation and feelings of or unable to manage, there is this overwhelming 
sense of responsibility i think for this new baby (P2, 2018, Line 42 - 43)

Overwhelming inability to think straight, to go forward or … Then of course you 
know, that is a mild form of it, and the frustration  or what have you to the 
overwhelming part of it that they don’t care about themselves or their baby… 
you know? (P2, 2018, Lime 56 - 58)

…you would see that the softer personalities the more gentler personalities, 
they are probably more prone to tearfulness. And being overwhelmed. (P2, 
2018, Line 133 - 134)

P4 

P4 used the term overwhelming several times along with terms like exhausted and tired and 
related. P4’s use of the term overwhelmingness denote several meanings. For instance, in 
the following sentence the term is used to indicate something that seems to escape 
language. 


Day 3 the hormones are bit of unbalanced, you are exhausted, the tiredness 
catches up with you. And you feel a little bit overwhelmed, quite tearful… (P4, 
2018, Line 13 - 14)

In the following three quotes, the term ‘overwhelming’ seems to refer to the symptoms of 
‘baby-blues’ or to the phenomena of baby-blues itself.

…they just feel very emotional. They feel very overwhelmed, they [pause] they 
don’t know exactly and then they might even cry and laugh in the same, within, 
within a few minutes, because they don’t, they don’t understand why they are 
feeling this way. (P4, 2018, Line 25 - 29)

They seem genuinely happy and then every now and then they just get a little 
bit overwhelmed and tearful. (P4, 2018, Line 34 - 35)

The following quote reflects P4’s use of the term as a marker for ‘not normal’. 
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I would be worried about sending a baby home, with a mother that’s not able to 
look after their baby, simple task like feeding the baby, you know changing the 
baby, the might struggle with something could be quite simple but,  but to them 
it’s very overwhelming. (P4, 2018, Line 38 - 41)

P3 

P3 uses the term overwhelming the second most among all participants. The following 
quote captures P3’s most significant use of the term ‘overwhelming’. 


They are hard…mother you know would have an abnormalities, it’s hard for 
them…Particularly with the trisomy 18 syndrome and they have so much to 
cope with, ah it’s overwhelming for them. (P3, 2018, Line 273 - 275)


Beautiful and related terms 

P1 

Beautiful is a term mentioned at least nine times in P1’s transcript which is the most among 
all the other transcripts. Every mention of this term was related to the emergent theme of 
special terminologies such as transition, bonding and connect. P1’s previous comments on 
motherhood suggests that P1 considers motherhood as a natural phenomena. According to 
P1, one of the major aim of P1’s approach to care is assisting women to let go of their 
resistance and allow nature to take over. P1’s following comments are in line with these 
previous findings. Referring to childbirth, breastfeeding and motherhood P1 said the 
following. Notice the various usage of the word beautiful.


…this is part of that beautiful transition. (P1, 2018, Line 94) 

…so, a woman that is breast feeding successfully, it’s a beautiful beautiful bond, 
isn’t it?. (P1, 2018, Line 431)

In the following quote, P1 stresses on the word beautiful, as if to indicate that P1 was almost 

surprised to see that beautiful women too can suffer from postnatal depression, suggesting 

Beautiful

P1 P2 P3 P4 P5 P6 P7

9 0 0 0 1 4 2

	 �355



that postnatal depression may be conceptualised as related to the idea of self-confidence 

and body image.
BEAUTIFUL [stresses] women that have said to me and QUITE [stresses] a few 
that HAVE  [stresses] said to me, “I’ve had postnatal depression in the past”… 
(P1, 2018, Line 133 - 135)

P6

P6 mentioned the term beautiful the second most times among other participants. The 

following captures the most significant moments of P6’s use of the term. The first quote is a 
reference to instances where patients would have moved past their minor feelings of 

difficulties and negative experiences during their hospital stay after they go home with there 
babies. As if the beauty of the new baby makes every other feeling of discomfort go away. 

The latter quote highlights the beauty of the baby can be deceiving, as rearing a baby is one 
of the toughest jobs in the world but it may not seem so when one looks at a baby. 

…some of them may be have had a very difficult time in the labour ward…and I 
would ring them and they’d say ‘look it, that was then and this is now, I have a 
beautiful baby and I’m fine, everything is ok, it was awful and I’m over it and it’s 
fine and look it he’s beautiful or she is beautiful’. And that’s great! (P6, 2018, 
Line 216 - 220)

I think a lot of them are so totally unprepared of what’s going to happen! They 
look at a beautiful baby, and they think oh it’s all going to be lovely! And we all 
know it’s very hard work! (P6, 2018, Line 142 - 144)

Hormone(s), Hormonal 

P1  

The following suggests that P1 considers that while hormonal changes is a regular 
occurrence in the perinatal period, the effect of those changes on the woman, the expression 

of those changes and how she responds to those changes will be unique.

Hormone

P1 P2 P3 P4 P5 P6 P7

1 16 0 0 0 0 6
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So, I would say the majority of women, whatever way that they adjust to this 
HUGE hormonal changes in their life right [pause], is all very personal and 
individual and made up of all the different things that made them up 
genetically, what happened to them from their own conception and what 
happened to them in their whole life from when they were born, so it’s all 
individual and unique, isn’t it? (P1, 2018, Line 465 - 469)

P7 

The following are P7’s instances of mentioning hormone. The reflect her perspective of 

hormone one of the factors among many and also how individual’s response to 
hormones may vary and hormone may work differently in different bodies. An aspect of 

our self that we have no control over. 

you have the ‘blues’, you know like two or three days later…you have all 
these hormones…tired…trying to get used to this new baby…not sleeping…
sore perineum, you might have had a section… (P7, 2018, Line 165 - 168)

I do think one of us have more hormones than others. That we have no 
control over. No more than if you look at women some women suffer a lot 
from premenstrual tension and everything and some people don’t. Why? 
Obviously they must have more hormones. You know? (P7, 2018, Line 203 
- 206) 

P7 draws form her own experience of difficulties stemming from hormone.  

I was having hormone treatment… found it really difficult. I DO understand, 
especially hormones, they drive you nuts. They really do!…was never so 
depressed when I was having hormone treatment…found it really difficult. 
So like you got his big surge of hormones running through out your body, 
you cant be right. (P7, 2018, Line 211 - 214)

P2 

The following are P2’s instances of mentioning hormone. Her perspective too seems to 
be that hormone is probably a part, may be a big part of the explanation for experience 

but not all. 

…third day and definitely tears, and cascade of the hormones, where the 
hormones crash, you are high on oxytocin and you are high on, when oxytocin, 
prolactin and progesterone and but when they crash, the hormones, baby blues 
are normal. (P2, 2018, Line 26 - 28) 

“I am now responsible for this child”. That! It just hits people with a bang! 
Whether it’s that or whether it’s the hormones (pause) I am assuming it’s the 
hormones, the joy hormones, the good hormones. And it’s such an important 
time, lactation is becoming established, so you have a such a mixture, of 
hormones I think. (P2, 2018, Line 32 - 35)
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Chapter 8: Discussion  

8.1 Introduction  

This chapter is primarily aimed at discussing the results of this research in light of the 
existing literature. The chapter will reflect back on the highlights of the methodological 

findings  and re-situate the research within the Irish context. The chapter will then assimilate 
the findings from the results section and the theoretical proposals made in the previous 

chapters. The aim is to merge them and propose foundational elements of specialist training 
programmes within the area of perinatal mental health. The chapter will make significant 

recommendations in relation to training, practice and research by outlining how this research 
can be disseminated and used as an integral part of specialist training for each professional 

from the specialist team, within the Irish context. 

8.2 Tolerating the unknown : Psychoanalytic paradigm & CR 

The accounts of the participating midwives captured in this research opens up the discussion 
on questions that may seem simple and yet are quite problematic and frisky, such as ‘what is 

it like to become a mother’, ‘what is a mother’ and ‘what happens to a woman’s psyche as 
she transition to motherhood’. The Results chapter in this research highlights the 

complexities involved in capturing a phenomena that language fails to capture in its entirety : 
‘becoming a mother’. It can be thus argued that this research highlights the need for 

engagement with a discipline that facilitates a conceptualisation of the human psyche, a 
discipline that tolerates the unknown. As demonstrated in Chapter 3 and 4, conceptualisation 

of phenomena that are difficult to articulate and/or to make sense of are essentially at the 
very core of our ‘being’. But it would be misleading to think that this method of investigation 

of the human psyche is foreign to the modern world of psychiatry, psychology and the 
academic field of research in general. The field of academic research, especially branches 

such as the human sciences, social sciences and arts and humanities often draw from the 
psychoanalytic field. The most striking similarities between psychoanalytic theories and any 

another academic field, is the field of research, particularly, the research paradigm of Critical 
Realism (CR).

Psychoanalytic theories and CR both share similar aspects of investigation of the psyche and 

phenomena respectively. It can be argued that they both share similar ontological and 
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epistemological positions that are necessary to conceptualise phenomena on the basis of the 

following grounds : 1) that not all can be captured and/or will be captured of a phenomena 
despite the research method, 2) that knowledge cannot be derived of a particular 

phenomena in its entirety, 3) that making sense of what is discovered will be incomplete, 4) 
that the absence of sense does not make the phenomena any more valid or invalid, 5) that 

the interpretation of the phenomena is ‘knowledge’, 6) the aspects of the phenomena that are 
still undiscovered are also ‘knowledge’ waiting to be absorbed by both the subject, 

witnessing the phenomena and the researcher, investigating the phenomena [see Chapter 6 
Methodology]. Psychoanalysis has been one of the primary components at the very inception 

of the discipline of psychiatry and psychology and hence, the CR paradigm is not foreign to 
the various Psy-disciplines such as psychiatry, psychology, and psychotherapy. The research 

findings of this study suggests that the similarities between the psychoanalytic paradigm and 
CR make them beneficial tool to utilise both as theoretical framework and/or research 

paradigm when exploring complex phenomena such as ‘being’ or ‘becoming a mother’ within 
the context of perinatal mental health. Particularly considering that the results revealed the 

prominent theme of ‘nature/nurture’, it can be argued that the question of worldview, beliefs 
and constructions are relevant to the question of exploring ‘becoming a mother’. The results 

revealed that engaging in discussion on the process of the construction of knowledge and 
what is considered as knowledge should be an essential component for any future specialist 

training within the context of perinatal mental health. It can be argued that such emphasis on 
the clinician’s ontological and epistemological positions will promote professional and 

personal growth and foster a sense of development, a sense of awareness of how do the 
professionals position themselves in relation to the question of ‘being’, of how do they 

conceptualise the field of the ‘mental sciences’ within the context of perinatal mental health.

8.3 Situating the research within the Irish context

To situate the research findings, it is essential to re-situate the research itself and revisit the 
very inception stage of the research. Initially this research aimed at addressing two gaps in 

the then-existing landscape of the perinatal mental health world, especially within the Irish 
context, 1) within the field of practice and 2) within the field of research. 

1) Within the field of practice, significant skill-deficit was found in the Irish nationwide 

perinatal mental health research titled MindMothers Project (2017). Among the several new 
structural developments taking place at that time within this area, there were two new 

significant changes that influenced the inception of this research : (i) the introduction of the 
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Electronic Health Record system requirement (MN-CMS Project, 2017) (NICE guidelines 

2014) requiring midwives to ask depression and anxiety screening questions i.e. Whooley 
questions (Model of care for Ireland, 2017, pp.53 - 54) at the time of admission in the 

maternity hospitals across Ireland; And (ii) the appointment of a Perinatal Mental Health 
Specialist Midwife among perinatal mental health specialist units across the country as part 

of the Specialist Perinatal Mental Health: Model of Care for Ireland (2017). The researcher 
identified that there was and still is at the time of drafting of this thesis, a significant gap 

between the service-demands made upon the midwives and the existing training provision 
available for the midwives in Ireland. This significant gap within the field of practice referred 

to the following. Perinatal mental health specialist posts are created within the HSE, but 
specialist perinatal mental health training material have not yet been identified. Essentially 

this research aimed at addressing the significant gap that was ever so prominent in early 
2017 and still is in 2020, namely the training and education needs of midwives within the 

perinatal mental health service. 

2) Within the field of research, the researcher identified a significant gap at the inception 
stage of this research in conceptualising motherhood. The absence was much prominent 

especially in relation to a theoretical framework of conceptualisation of the psychological 
experiences of a woman ‘becoming a mother’. The dominant discourses such as the medical 

model and the discipline of perinatal psychology within the perinatal mental health world do 
not emphasise solely on the woman's psychological experience of ‘becoming a mother’. 

While the medical model highlights the differences between ‘normal’ and ‘pathology’, 
perinatal psychology focuses on the effect on the foetus/baby as part of the mother’s 

experience. This is where, the question occurred to the researcher whether there is a 
discipline that have contributed to this area of research and yet has not been tapped into to 

make sense of the experiences of a woman ‘becoming a mother’. 

Psychoanalysis is such a discipline that prioritises the differences in degree and not in kind. 
Psychoanalytic research, a field that has remained less explored since the 1980’s, yet has 

held a wealth of knowledge for more than a century, conceptualises ‘becoming a mother’ as 
a time of disturbances and dissatisfaction despite giving birth to a live healthy baby. This is a 

very different perspective and conceptualisation than the dominant discourse both within the 
social and the medical field. Psychoanalysis allows the conceptualisation of the ‘feeling of 

emptiness’ of a new mother, despite the mother not experiencing perinatal death/pregnancy 
loss. Hence, it is at these junctures that the researcher began formulating the research 

design and embarked on the quest to understand : What is it like for the midwives to work 
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with women who experience mental health difficulties during the perinatal period and how are 

midwives conceptualising or making sense of what they are witnessing in their patients? 

The aim was to highlight what theoretical framework if any or presuppositions are currently 
being used to make sense of motherhood? The researcher particularly wanted to observe 1) 

How do the midwives currently address the following questions?; 2) How have the midwives 
come to formulate their responses to the following questions i.e. what influenced their 

answers to these questions?; And 3) most importantly what field are they drawing from to 
make sense of something that does not make sense. The questions were similar to the 

following: How do they make sense of a mother’s unhappiness despite delivering a healthy 
baby? What is it like to witness a woman not wanting to care for her baby or not behaving or 

feeling like a mother? How do they make sense of these phenomena and what impact does 
these experiences have on the midwives? How do they conceptualise motherhood? What is 

it to be a mother? What is a mother? What does a mother do or what should they do? How 
do they know what a mother should or should not do…? What field are they drawing from to 

respond to these questions? Furthermore, the researcher wanted to examine the data and 
analyse whether there is any relevance of the psychoanalytic literature and frameworks to 

the above questions? The researcher was also exploring whether there were other 
researchers or researches that draw from the psychoanalytic field to address the questions 

around ‘making sense’ of the phenomena of ‘becoming a mother’? 

8.4 An alternative perspective to the bio-psycho-social model 

There are four striking aspects of the results of the qualitative research that indicate that the 

current conceptualisation of ‘becoming a mother’ lacks rigour, despite their openness to new 
perspectives, participants are not sufficiently provided with training opportunities to gain 

knowledge of the psychological complexities involved in ‘becoming a mother’. Considering 
the emphasis given on the topic of perinatal mental health during the interview process, and 

that each transcript consisted of at least 10,000 - 12,000 words, this meant the total pool of 
data consisted of at least 72000 words. The four aspects are as what follows. 

1) The idea that a woman goes through a transition as she becomes a mother, was not so 

prominent from the data. The number of times the term transition was implicitly 
mentioned by participants of this study was almost nonexistent. The term ‘transition’ was 

mentioned by only one of the seven participants, three times. Out of those three times, 
the first use of the term was to describe the department’s transition, and the two other 
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use of the terms were in relation to the woman’s transition into motherhood. This raises a 

question as to whether at all the phenomena of ‘becoming a mother’ is seen as a 
transition by clinicians who are the key players in the perinatal mental health units within 

the Irish context?


2) Hormonal theory is often the most common explanation for mental health difficulties 
within the perinatal period in both clinical and lay discourse. How many times did the 

participants in this study refer to the hormonal theory and its impact on the woman in 
relation to the psychological difficulties experienced in the perinatal period? 4/7 

mentioned - zero times; 1/7 mentioned - once; 1/7 mentioned - six times; 1/7 mentioned - 
sixteen times. Essentially only 2/7 participants made several references to hormonal 

theories/activities. This indicates that the participants are willing to look beyond the 
hormonal explanation but they were not provided with an appropriate alternative that 

facilitates the complex articulation of the psychological disturbances involved in the 
process of ‘becoming a mother’. 


3) ‘Change’ and related terms have been used moderately by most participants in this 

study. However none of them were in relation to the psychological change of the woman 
‘becoming a mother’. Participants used the term in relation to the following changes that 

a woman may experience : bodily changes during the perinatal period including 
hormonal activities, elasticity of the skin and shape of one’s body, changing nappies, 

changes in daily routine, changes in one’s intimate relationship, changes in the media 
portrayal of women over time, changes in the idea of the ideal-woman of the twenty-first-

century, changes in the gender-roles and many other areas of life. But none of these 
changes mentioned in the transcripts were about the changes in the woman’s 

psychological makeup or their internal world. This indicates that the idea of psychological 
change or the transition involved in ‘becoming a mother’ is not emphasised enough via 

the current bio-psycho-social model. 


4) No participant was asked to reflect on their own experience of mothering or being 
mothered during the interview. Yet 7/7 reflected on their own experience of mothering 

and/or being mothered and/or the absence of either (loss / unable to). This indicates that 
the current 'framework' for responding to women  experiencing  perinatal mental health 

difficulties is based on their own life experience  - an unreliable and diverse basis for 
knowledge, mostly based on popular and potentially damaging ideals. The phenomena 

of ‘becoming a mother’ is beyond the capacity of the bio-psycho-social model creating a 
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theoretical vacuum which is currently being filled by anything but a rigorous theoretical 

framework


Do the key players within the perinatal mental health team at a very foundational level 
conceptualise ‘becoming a mother’ as a time of significant changes in the internal world of a 

woman? According to this study, the answer is perhaps not. Are the professionals within the 
perinatal mental health team equipped with a conceptualisation of these changes as 

subjective, particular, dynamic and individual in nature, something that lies beyond the 
conceptualisation of the bio-psycho-social model? The evidence suggests: negative. What 

seems to be missing is the following: An understanding of a significant structural change 
in one’s psyche. Such change has been noted by Stern (1999, p.5) as presented in Chapter 

5 and reproduced below. 

A person’s mindset is thought to last a lifetime…No one thought that a woman’s 
mental life can fundamentally change with the arrival of a baby… In the course 
of becoming a mother I realized a woman develops a mindset fundamentally 
different from the one she held before, and enters a realm of experiences not 
known to non-mothers. No matter what a woman’s previous motives, 
vulnerabilities, and emotional reactions, when she becomes a mother, she will, 
for a time, operate from an entirely new mindset. This motherhood mindset 
pushes her preexisting mental life aside and rushes forward to fill the centre 
stage of her inner life, giving it a different makeup entirely. 

The conceptualisation of such changes require going beyond the usual hormonal 

explanation, beyond the impacts of social pressure, beyond the shifting gender-roles in the 
wider society and beyond the theories of the impacts of physical and mental exhaustion. Is  

the current bio-psycho-social model equipped to capture such fundamental change in the 
woman’s mental world, as she ‘becomes a mother’?  Do the current training programs in the 

ROI dedicated to train specialist perinatal mental health professionals include and emphasise 
the phenomena of fundamental changes that occur in the psychology of the woman as an 

effect of ‘becoming a mother’ as outlined in Stern’s quote? 

8.5 Re-thinking sex, sexuality and the differences between the sexes

The questions of ‘who am I?’, ‘what am I for the other?’ and ‘am I lovable?’ are fundamental 
questions in psychoanalysis. The questions of procreation, birth and death are so central and 

so powerful that they are considered to be capable of triggering psychotic episodes for the 
patients with previous history. Psychoanalytic literature has the capacity to provide a very 
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different conceptualisation of basic human events and the sense of ‘being a woman’ or a 

‘mother’.

With the risk of oversimplification, the general hypothesis within the psychoanalytic field is 
that most people have ‘successfully’ negotiated the Oedipus complex. However, the 

negotiation of the Oedipus complex for females is not so straight-forward and it raises 
several questions in the Freudian context of the psychosexual development (see Chapter 3 

and 4). Including questions as to whether a woman can ever successfully navigate the 
Oedipus complex, whether they ever leave the Oedipus complex once entered and also, 

whether they enter at all? The first major component of the tripartite structure of this research 
demonstrated this very point by providing scholarly close-reading of two Freudian texts.

It can be argued that biology disrupts the sociological and political discourse on the equality 

of the sexes. Biology gets in the way of equality when it comes to childbirth. A body with a 
functioning uterus otherwise labelled as a ‘female' body is usually the central subject within 

the discussion of perinatal mental health. The matter gets further complicated as the topic of 
Artificial or Assisted Reproductive Techniques are introduced in the discussion, which again 

brings out the fundamental question to the fore of ‘who can be called a mother?’ (McCarthy, 
2016). Within the context of a further complex area of perinatal mental health, namely 

perinatal loss, this question is more significant than ever. In an article written by the Irish 
Perinatal Psychiatrist-Psychoanalyst, Dr. Anthony McCarthy (2016) wrote, 

“Is she a mother only if she has delivered a live baby? And kept it?  But what if 
she had a miscarriage? Or if there was only an empty sac? Or if she had a 
termination? Or a stillbirth? … Each woman will respond personally and 
differently to the experience of being pregnant. For many it is a great joy, for 
others a shock they will adjust to, and for others it may be unwanted and she 
may or may not continue with the pregnancy… This “maternal impression” will 
be a key factor in how she thinks of or imagines what it is that is happening 
inside of her body and then how she reacts to this. Although this paper is titled: 
“who can call herself a mother?” it might equally be called: “When does an 
embryo or foetus become a baby for the woman and is it at that stage that she 
becomes a mother?”.  

The above quote captures the most crucial point of learning within the perinatal mental health 
- Each woman’s psychological response to what happens to her body is unique. 

Psychoanalytic theories prioritises individuality and a psychoanalytic perspective expects the 
effect on the woman of ‘becoming a mother’ to be unique. 

Moreover, it can be argued that within the current gender-fluid society, the question ‘who is a 

mother?' may become more difficult as establishing ‘who is a female’ becomes increasingly 
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complex. Thus, the question of ‘being a man or a woman’, ‘becoming a mother’ are not only 

conundrums for the field of psychoanalysis but also for the field of medicine, especially 
prominent within the area of perinatal mental health. Understanding motherhood and the 

transition to motherhood are thus extremely complex topics. From a psychoanalytic 
perspective every woman is at the risk of experiencing psychological difficulties confronted 

by the question of life, particularly of producing a new life. This is where the discussion on 
the two key papers on Female Sexuality (Freud 1931) and Femininity (Freud 1933) are of 

paramount importance. These are provided in Chapter 3 and 4, through scholarly-close 
reading of the two texts. This is the first major component of the tripartite structure of the 

thesis and it provided a detailed account of the psychosexual development of women 
according to Freud as outlined in those texts including their relevance within the context of 

perinatal mental health in the modern era.

Freud’s drive theory essentially flips the most passive, feminine, nurturing phenomena, the 
symbol of loving exchange such as breastfeeding, on its head. From a psychoanalytic 

perspective the mother who nurtures is not a passive entity, but rather an active agent 
exercising one of the most powerful acts in the world of giving life and nutrients to another life 

that depends on her. This is beyond feminist theories of female empowerment (Kabeer 
2005). This is a very different perspective of sexuality than the gender construction or queer 

theory speculation (Butler 1990; 1993; 2004). This is also a very different dynamic of power 
than the sociological theories on power relations (Foucault 1991; 1998). This is why it can be 

argued that a psychoanalytic conceptualisation of motherhood extends far beyond the bio-
psycho-social model.

Sexuality is at the core of psychoanalytic conceptualisations of a subject’s sense of ‘being’. 

As Chapter 3 and 4 have demonstrated sexuality is the key to understand phenomena such 
as ‘being a woman’ and of ‘becoming a mother’. The meaning of sexuality from a 

psychoanalytic perspective is very different than its meaning in the social discourse. 
Furthermore, the meaning of the term ‘sexuality’ in the social discourse is rapidly evolving. 

Ireland has voted yes and made history in relation to the Marriage Equality Law in 2015, in 
the social discourse the term ‘sexuality’ have begun to signify a very restricted field such as 

gender, sexual orientations and are mainly understood in reference to the LGBTQ 
community. This is a huge shift in our shared vocabulary that have the potential to impact 

subjects (in the psychoanalytic sense) at the level of their structure and desire. Chapter 3 
and 4 illustrated how sexuality within the psychoanalytic field refers to a very broad spectrum 

of meaning. Sexuality plays a central role in the formation of the subject’s psyche, is a 
fundamental component of development from the moment a child is born, is a key theoretical 
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lens in understanding human psychopathology and psychological difficulties. It is 

recommended that the importance of the term sexuality and its relevance in the perinatal 
mental health context are highlighted in future training material as part of specialist training. It 

is recommended that in the specialist training the associations to the term ‘sexuality’ are 
explored both by the clinicians and service users within the context of perinatal mental health 

care. As these results illustrated in Chapter 7, the participants in this study had different 
associations to the term sexuality to each other. 

8.6 “Normalcy” of motherhood : Recommendations for training

This research identified a significant need for addressing the very basic questions at the 
specialist training level, when approaching the subject of perinatal mental health. The most 

foundational and the preliminary questions that need to be reflected by the specialist trainees 
are: What is normal and What is not? Based on the primary disciplines they are trained in, 

the answers may slightly vary for each professional within the multidisciplinary team of the 
perinatal mental health units that are currently being developed across the ROI. While for 

most medical and allied health professionals the bio-psychosocial model occupies the centre 
stage among other frameworks, there still can be significant differences among the 

professionals and their perspectives of what is normal and what is not. Such differences are 
extremely significant to consider, particularly when it comes to the question of ‘becoming a 

mother’. It is recommended that specialist training programmes allow each participant to 
reflect on these questions and assist them in formulating their own responses based on their 

subjective internal dialogue in relation to these questions, despite their professional 
background and experience.

For instance, within a perinatal mental health team the psychiatrist and/or other medical 

doctors may clearly distinguish between what is normal and what is not-normal when 
becoming a mother by using the framework of psychiatric diagnostics that prioritises the 

medical model. The psychologists may work similarly. They may significantly rely on statistics 
of what is considered as normal among large populations in similar situations as the marker 

between normal and not-normal and they may also quantify how much not-normal is/can be 
exhibited. The social workers are required to base their interventions on the Child First Act 

2015 policy and legislation among many other. Their practices are informed by other 
foundational components and theoretical frameworks. This is not to imply that other 

professions mentioned in this paragraph value the Children First Act 2015 any less or more. 
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Rather the importance lies in the frame of references for normal / abnormal. The discipline of 

nursing and midwifery are significant part of the medical world that prioritises a discourse that 
have the core elements such as compassion, care and commitment (NMBI, 2020, p.3; 

www.gov.ie 2019). The foundational training for all of the above disciplines may vary. 
Moreover certain frameworks from these disciplines may prioritise certain perspectives of 

normalcy, which makes it even more difficult to identify the normalcy of motherhood in 
relation to further complex terminologies such as health and ill-heath, wellbeing and 

wellness. 

However, these complexities do not have to be perceived as a hindrance to developing better 
healthcare. Complexities can be opportunities. One must not lose sight of the fact that these 

disciplines are not static, they are evolving and they coexist within a dynamic society that 
often heavily influences the shape of these disciplines both at a foundational level and at the 

level of aesthetics. Hence, with time it is essential that these disciplines prepare a common 
ground among themselves that can provide as a foundation for addressing the question of 

what is normal and what is not within the context of the complex phenomena that is maternal 
psychological transition. 

8.7 Uniformity among diversity : bio-psycho-social, the dialogical way 

It can be agued that the findings of this research suggest that a multidisciplinary exchange 

around the question of normalcy of motherhood can be beneficial as the subjective nature of 
the question of ‘becoming a mother’ makes the conceptualisation of motherhood vary widely 

both within discipline and between disciplines. In other words, dialogues between the 
disciplines, between the professionals from different backgrounds within the specialist team 

is essential on the topic of the normalcy of motherhood. Such an exchange has the potential 
to facilitate both professional development and personal awareness of one’s own position to 

the question of motherhood. This recommendation is for all relevant perinatal mental health 
professionals looking to work as specialists, irrespective of their own training and 

background. Multidisciplinary exchange such as narratives, dialogues and discussion are 
especially beneficial in this case, because the transition to motherhood and the area of 

maternal care within the context of perinatal mental health require clarity and uniformity 
among diversity. It is a topic that has the potential to stop one in their course. To really 

appreciate the impact of this topic and the complexities involved in responding to this topic, 
one needs to ask themselves, ‘what is a mother?’, ‘how do you define a mother?’. 
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8.8 Exchange of knowledge and training : recommendations 

The phenomena of ‘becoming a mother’ is extremely complex and multilayered. Working 

within this area requires the utmost vigilance, patience and professionalism arguably unlike 
any other human phenomena occurring within the medical world. Primarily may be because 

unlike other situations, within the context of birth and the perinatal period the patient is not 
just one, but  rather two (mother and baby) perhaps three (mother baby and father) or even 

more (twins, triplets and so on). Moreover, unlike other human phenomena, birth is the 
beginning of human life and the imprint left during the perinatal period in the psyche of the 

patient(s) have implications for generations to come. If the professionals have not 
themselves been given an opportunity to be confronted with the foundational questions such 

as ‘who is a mother?’, ‘what is it like to become a mother?’, ‘when does one become a 
mother?’, then how can the distinctions they draw in relation to the question of normalcy of 

motherhood be reliable, valid and credible? 

Reliability, validity and credibility of information related to phenomena such as ‘becoming a 
mother’ requires collaboration and regular exchange of multidisciplinary dialogue. It is via 

words, speech, dialogue, debate, discussion, exchange of ideas and the articulation of the 
professionals from the various relevant disciplines that a common ground on the 

conceptualisation of the idea of motherhood and the complexities of defining normalcy of 
motherhood will find a tangible form. An interdisciplinary dialogical process will highlight both 

commonalities and uniqueness of not only each discipline but also of each of the 
practitioners from the various disciplines that are willing to undertake training and work as a 

specialist within the area of perinatal mental health. 

Essentially this study has identified that within the context of perinatal mental health, it is 
absolutely crucial that 1) enough attention is paid to and 2) an open space is provided at the 

specialist training level for the professionals from all of the above disciplines so that each 
professional, despite their foundational theoretical framework for distinguishing ‘normal-not-

normal’ that is unique to their discipline, gets the opportunity to i) ask question, ii) investigate, 
iii) become aware of and iv) further develop their own position in relation to the question of : 

what is normal and what is not-normal when someone embarks on the journey of 
‘becoming a mother’. 

This is practically possible by disseminating the content of this research and delivering them 

as part of regular study days for not just the specialist midwives but also for interdisciplinary 
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meetings aimed at developing approaches for perinatal mental health in Ireland. Similarly, 

any specialist postgraduate training programme aimed at training health and allied health 
professionals in perinatal mental health, will benefit from incorporating the contents of this 

research especially the three major component of the tripartite structure of this research : 1) 
the  close scholarly reading of Freudian texts proving the theoretical framework (Chapter 3 

and 4), 2) the methodology chapter highlighting the paradigms that are best suited to 
investigation of questions related to the sense of ‘being’ such as ‘becoming a 

mother’ (Chapter 6 and 3) and 3) the results of the qualitative research providing the 
accounts of the participants of this study (Chapter 7). Above all, this research will provide 

them with the much needed conceptual framework of motherhood. ‘Much needed’, because 
this research has certainly highlighted how scarce the literature is within this subject and 

furthermore, how even more scarce theoretical frameworks are for conceptualising 
motherhood. 

This research also highlighted that it is essential to include the teaching techniques of 

discussions, debates and classroom exercises with experiential learning components. 
Particularly, it can be argued that experiential learning component that employ worldview 

teaching resources for professionals will be beneficial to perinatal mental health training 
courses. Such methods of training and facilitation will allow the learners to experience their 

own subjective positions such as their beliefs, biases and blind spots in relation to the 
question of motherhood. Such training techniques will allow opportunities to the professionals 

to examine in a learning environment about how they have developed such a worldview/
perspectives i.e. what may have influenced the construction of their presuppositions in 

relation to the question of motherhood. This argument is made based on the research 
findings of this IPA study. Every participant in this research in their own unique ways reflected 

on the questions of ‘what is a mother’ or the idea of motherhood or the phenomena of 
femininity and its connection to motherhood. 

In this research, the interview process opened up a space for exploration of questions that 

may otherwise seem simple but are existential in nature. In addition to articulating the 
phenomena of ‘becoming a mother’ in their own unique ways, every participant in this 

research also reflected on their own mothering experiences or their experiences of being 
mothered or the missed opportunities of mothering without prompt. Important to note is the 

fact that none of the participants in this study were specifically asked to reflect on their own 
mothering experiences or on their experiences of being mothered. Yet, each participant 

volunteered this information and spontaneously reflected on those experiences. It can be 
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argued that they did so as, such was the effect of the questions that may otherwise seem so 

simple but are desperately complex, namely the question of ‘becoming a mother’. 

In this research the participants were making sense of the question of motherhood by 
exploring and reflecting on their own experiences. A replication of this process in an 

education setting, where the professionals are provided with opportunities to ask one another 
and reflect on such seemingly simple questions, have the potential to open up the space for 

deeper and experiential learning. Such process will highlight for the learners how the 
question of ‘becoming a mother’ can be a construction, an accumulation of one’s worldview, 

beliefs and ideals, and how such presuppositions influence the interpretation of our reality.   
Thus, any training program aimed at preparing specialists within this field will benefit from  

considering the idea that the conceptualisation of motherhood will always have a 
reference to one’s own experiences of being mothered or of mothering. A successful 

training programme will have teaching technique and court components that provide 
opportunities to the learners to reflect on these references at a training level, rather than at 

the frontline. 

8.9 Integrating the research findings in the specialist training 

Specifically, based on the training needs highlighted in the Specialist Perinatal Mental Health 
Services Model of Care (2017, pp. 60-62) this research further recommends the following. 

The three major components of the tripartite structure of this research can be integral parts 
for the following professionals of the specialist perinatal mental health team in the following 

ways. 

For the Consultant Psychiatrists with a special interest in perinatal psychiatry the Model of 
Care (2017, p.60) recommended an additional year of supervised training in perinatal 

psychiatry in addition to “the higher training of General Adult Psychiatry”. In light of the 
research it is recommended that the conceptualisation of motherhood and the complexities 

around the topic, highlighted in this research make an integral part of their supervised 
training during the additional one year period. 

For the Mental Health Nurses the recommendation from the Model of Care (2017, p.60) is to 

already hold registration with the Division of Psychiatric Nursing, and then they can proceed 
to attend “Advanced Nurse Practitioners (ANP) when they have two years experience in 

Perinatal Mental Health Nursing”, and also they are to accumulate “A further three years 
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experience in perinatal mental health nursing together with regular supervision by a 

Consultant Psychiatrist trained and working in Perinatal Psychiatry”. The content of this 
research should be made available to the Mental Health Nurses during their additional 

training years especially during the two years that they accumulate perinatal mental health 
nursing experience. The concept of reflective group practice and independent 

psychoanalytically-informed supervision aiming at making sense of the clinician’s 
experiences will be highly beneficial and appropriate at this stage. 

In order for the Mental Health Midwives to advance to the specialist level, the Model of Care 

(2017, p.61) makes three particular training recommendations. The results of this research 
has the potential to be an integral part of the following two out of the three strands of 

recommended training outlined by the Model of Care (2017, p.61) : (i) "Specialist knowledge 
and experience (2 years minimum) in maternal and infant mental health developed through 

training and practice, and (ii) An additional qualification in mental health or a counselling 
qualification”. Moreover, it is recommended that if any psychotherapeutic training is to be 

designed for the training of Mental Health midwives as the second recommended training 
route suggested, the framework for conceptualising a woman’s transition to motherhood 

presented in this thesis must be an integral part of such training. This recommendation is 
made based on the findings of this research. This research has highlighted that 1) literature 

in this field that solely focuses the psychological impact on the woman of ‘becoming a 
mother’, are scarce and 2) the participants of this research have provided valuable insights 

and unique conceptualisations of motherhood that are very different than one another, 
despite them all been trained as midwives. The latter indicates that at a foundational level 

our response to the question of ‘becoming a mother’ are unique, despite similar training, 
background and personal experience. Furthermore, a standardised psychotherapeutic 

training with sole focus on the transition of becoming a mother, aimed at equipping perinatal 
mental health specialists needs to be established. 

For psychologists, occupational therapists and social workers the Model of Care (2017, p.61) 

outlined the following recommendation.  

Psychologists, Occupational Therapists and Social Workers are core members 
of a specialist perinatal mental health team. There are no specific training 
requirements for these three professional groups to work in these specialist 
teams. However, all must be fully trained clinicians registered with their relevant 
professional bodies…

Considering the demands of training requirements of additional periods that are made upon 
the professionals outlined above such as the Psychiatrists, Mental Health Nurses and Mental 
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Health Midwives, it is surprising to see the stark differences in the recommended training 

requirement outlined for the core members of the teams, especially for the Psychologists. 
The rationale for not requiring any special training in perinatal mental health is not clear in 

that document. 

Standard Bachelors degrees in Psychology in Ireland, usually include the following core 
areas : Research Methods, Biological Psychology, Cognition, Developmental Psychology,

Personality Psychology, Social Psychology. This is an example from the University of 
Limerick’s Psychology undergraduate course. A sample three-years Doctorate in Clinical 

Psychology training programme usually includes 4.5 months placement of supervised clinical 
practice each in the following areas : Child and adolescent clinical psychology; Adult clinical 

psychology; The clinical psychology of intellectual disabilities; The clinical psychology of 
older adulthood; Specialist areas. This is an example of the structure of the Doctorate in 

Clinical Psychology program at the University College Dublin. None of these areas solely 
focuses on maternal psychology. Unless of course, the chosen ‘specialist’ area in the 

Doctorate training is of perinatal mental heath. Considering that up until the year this 
research began, Ireland only had two perinatal psychiatrists and that the discipline of 

perinatal psychology still primarily focuses on the effect on the baby of the mother in the 
prenatal and the postnatal phase, it is not so clear that a Doctorate candidate’s thirst for 

knowledge of perinatal mental health is quenched at all in the existing Clinical Psychology 
Training programmes in Ireland. As evident from the research in hand it is clear that the 

question of ‘becoming a mother’, the transition of the mother itself is a key consideration 
within the context of perinatal mental health that calls for attention on its own right. The 

current training structure of psychologists in Ireland does not seem to reflect the emphasis 
that this research places on the aspect of maternal psychology, particularly the effect of the 

baby on the mother and its significance within the context of perinatal mental health. And yet, 
as the Model of Care (2017, p.61) suggests, “There are no specific training requirements for 

these three professional groups to work in these specialist teams”, namely the psychologists. 

Based on the findings of this research, the rationale for re-considering this recommendation 
for training requirement for psychologists working as specialists in the area, is very strong. 
Particularly this research outlined that evidently there is very little focus on the woman’s 
transition to motherhood in the existing literature and is almost non-existent within the 
discipline of perinatal psychology. The latter is especially significant because the focus in 
the field of perinatal psychology, primarily remains on the effect of the mother on the baby, 
and not on the psychological effect of the baby on the mother.  So why is it, that the Model 

of Care (2017) recommended the Psychiatrists, Mental Health Midwives and Mental Health 
Nurses to undergo additional training in perinatal mental health, but does not require such 
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training for the psychologists? What assumptions and expectations led to that decision? Is 

there an assumption, that the discipline of Psychology understands the complex transition 
that a woman experiences as she ‘becomes a mother’? By studying other core areas of that 

discipline? The findings of this research suggest otherwise. ‘Becoming a mother’ is a 
phenomena unlike any other. As discussed above the existing Bachelors degree training 

courses in Psychology within Ireland and the current Clinical and Counselling Psychology 
training in Ireland, do not seem to include conceptualisations of motherhood with a sole focus 

on the psychological complexities of mother’s experience. At a foundational level, is it 
assumed that a woman’s psychological experience of motherhood does not require specialist 

understanding for a psychologist? Why? Although, a similar observation was made by Stern 
(1999) as mentioned in Chapter 5, and essentially this is the very central idea in Sacks' 

article in the New York Times (2017) that most psychological theories focus on the mother 
and the baby, but not the mother. 

No matter what theory is subscribed to, however, in none of them is 
motherhood viewed as anything but a slight variation on the already existing 
mindset. No-one thought that a woman’s mental life could fundamentally 
change with the arrival of a baby. (Stern, 1999, p.5)

8.10 Caring for the carer 

The seventy-eight paged document the Model of Care (2017) referred to the term ‘support’ at 

least forty-four times. Yet only one of those instances were about supporting the services 
itself, not particularly about supporting the staff. Out of the fourteen key recommendations 

made in that document the only instance where the term ‘support’ was used in relation to the 
staff is the following. 

Each specialist perinatal mental health service should be supported by an 
ongoing educational programme and clinical supervision as required. Likewise, 
each service should provide training and education within maternity secondary 
care mental health and community services in line with the need for the service. 
(Model of Care, 2017, p.7)

There seems to be very little emphasis placed on the idea of supporting the staff i.e. caring 

for the carer, within the Model of Care document (2017). Similarly, this research found that 
most participants in this study would hesitate to avail of the Employee Assistance Program 

(EAP) for various reasons. Mostly it seems that the stigma of seeking psychological support 
and the fear of being identified as the one who ‘can’t cope’ are main factors that influence the 

decisions of not availing support services similar to the EAP. This is quite a significant factor 
to consider as this research is after-all about mental health. 
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Most participants in this study preferred to depend on their family members or small group of 
colleagues to debrief. Although there are options of contacting independent EAP providers 

for any HSE staff, one usually has to go through the Doctors at the Occupational Health 
Department and in some cases through their line managers (HSE, 2018). Although the issue 

of confidentiality and professionalism is maintained in those instances, the difficulties 
experienced by the staff members to open up to a colleague seeking support is still 

something that requires a lot of courage. In situations where a critical incident has taken 
place within the hospital such as an unexpected death of a colleague or a patient involved in 

a high profile or sensitive case brought in to the hospital or other traumatic stress inducing 
event at workplace, the provision exists for the line managers to contact independent EAP 

providers to come and provide reflective group space or Critical Incident Management to 
those affected. In addition there is also the space for supervision. However, the decisions to 

make the call, depend on a number of factors including subjective / individual decision. 
Future research will benefit from exploring this area further.

Although the concept of reflective practices and regular supervision exist as part of the 

practice framework (www.nmbi.ie, 2015), this research highlighted a need to reconsider the 
formulation of the structure of reflective space and supervision. The findings of this research 

suggest that reflective practices and supervision sessions will be more beneficial to midwives 
working in the perinatal mental health sector, if the structure of these practices change 

significantly. Particularly, where the midwives are met with someone who is not a midwife, 
someone who is not there to evaluate/guide the clinical performances, rather they are there 

solely with the purposes of providing a listening space, to allow the midwife to speak, reflect 
and offload. 

In light of the recommendation made by The Model of Care (2017, p.7) and in light of the 

findings of this research, it is recommended that such sessions will be more beneficial if 
offered on a regular weekly or fortnightly basis, preferably offsite rather than onsite, and not 

just as part of the Critical Incident Management practice. Overall, the research findings have 
highlighted the need for addressing the following aspect in relation to support for the 

employees. The results of this study indicate that the impact of working within the perinatal 
mental health on the staff irrespective of their professional and personal background, gender 

and or experiences is often assumed and/or underestimated. Staff working within the 
perinatal mental health teams are trained to provide invaluable care while maintaining utmost 

professional standards under extremely demanding working conditions. It is thus paramount 
that equal attention is paid to the issue of staff-wellbeing similar to the demands made upon 
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the staff to provide care. Just as "Mothers with greater awareness of their own psychology 

may be more empathetic to their children’s emotions” (Sacks 2017), caring for the carer is 
also the key to maintaining the standards of patient care. 

8.11 Conclusion 

This chapter has discussed the results of this research in light of the existing literature and 
situating the findings with the Irish context. The discussion highlighted the vacuum for a 

framework for conceptualising motherhood within the current perinatal mental health world 
that addresses the needs highlighted by the results of this research. In addition the chapter 

has made a number of recommendations for specialist training and highlighted the ways that 
the results of this research can be used to further develop the area of perinatal mental health 

training, practice and research. 
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Chapter 9 : Conclusion 

This thesis was tripartite in its structure, with three major components spread across 9 
chapters. 1) The first major component was a representation of the Freudian account of 

‘becoming a mother’. This is done by scholarly-close reading of Freud’s texts Female 
Sexuality (1931) and Femininity (1933) provided in Chapter 3 and 4; The Freudian 

perspective is extended via an additional chapter on the contemporary psychoanalytic 
perspectives in maternal psychology captured in Chapter 5; 2) The second major component 

of the tripartite structure of this research was a detailed discussion of the 
philosophical underpinnings of different research methodologies and paradigms necessary 

for justifying the methodologies used in this study. This is presented in Chapter 6; 3) The 
third major component of the tripartite structure of this research was the qualitative field 

research with Irish midwives aimed at capturing their experiences of working with patients 
struggling from perinatal mental health difficulties. This is an Interpretive Phenomenological 

Analytic (IPA) study and the results of this study is provided in Chapter 7.

As described in Chapter 1, this study had a twofold venture with one single quest : how do 
the midwives make sense of their patients’ perinatal mental health difficulties. The two-fold 

aspects corresponded to the two significant gaps identified by the researcher in 2016, at the 
inception stage of this research : 1) theoretical gap and 2) training gap. 

There was and still is at the time of drafting this document, a significant absence of literature 

in the pool of studies within the context of perinatal mental health that pays close attention to 
the psychological transition of a woman ‘becoming a mother’. Especially, there is a significant 

gap in literature that focuses on the effect on the woman of ‘becoming a mother’. Within the 
existing scarce literature it was evident that any attempt at theorising the experience of 

‘becoming a mother’ moves its focus to biology, epidemiology, sociology, and some 
psychology. However, the literature on the psychology of the woman’s experience of 

‘becoming a mother’ generally tend to focus on the effect of the mother on the baby and/or 
the mother-baby dyad. The focus on the woman and what happens to her when she 

becomes a mother seemed a road less travelled. 

Interestingly, there are only a handful authors/theorists who have addressed this topic and all 
of them were psychoanalysts. Being trained in psychoanalysis, the researcher was very 

aware of the fact that over a century worth of literature that has the potential to shed some 
light on this topic does exist and yet they have not been decoded or connected to this 

research topic, at least not enough. But it was necessary to start from a point where the 
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readers are provided with a review of literature that are currently the source of popular / 

primary explanations for perinatal mental health difficulties. Chapter 2 thus focused on 
reviewing literature that have heavily engaged with theories relevant to the perinatal period. 

This was also done mainly because most literature of the perinatal mental health field focus 
on prevalence, but not much attention is paid to theories of perinatal mental health 

difficulties. Chapter 2 also explained the rationale behind choosing the phrase ‘perinatal 
mental health difficulties’ central to this study. 

Chapter 3 and 4 then went on to provide scholarly close-readings of the two most relevant 

texts of Freud among his forty-eight years of research spread across twenty-four volumes 
Female Sexuality (1931) and Femininity (1933). The chapters connected the Freudian 

perspectives to the perinatal mental health topic using accessible language. Following this, 
Chapter 5 presented a brief outline of the contemporary psychoanalytic perspectives of 

maternal psychology centred on an article written by reproductive psychiatrist and 
psychoanalyst Dr. Alexandra Sacks (2017). The chapter explored other contemporary 

psychoanalysts’ theories of the perinatal period mentioned in Sack’s article (2017) titled The 
Birth of the Mother, published in the New York Times. In addition, Chapter 5 addressed the 

element of diversity among the field of psychoanalytic research and also situated 
psychoanalytic research within the current perinatal mental health research. Essentially, 

Chapter 3, 4, and 5 can be read on their own as a theoretical framework for understanding 
the experience of becoming a mother. These chapters address the much needed theoretical 

gap identified by the research at the inception stage of this research. 

Chapter 6 have illustrated the methodologies used in the tripartite structure of this research. 
The focus of Chapter 6 was to justify the methods and methodologies used in this research 

and emphasising the practice of reflexivity and bracketing — the two essential qualities of an 
ethical and responsible qualitative researcher. This chapter also bridges the gap between the 

first and the third major components of this research by demonstrating the similarities 
between the psychoanalytic paradigm and various research paradigms such as critical 

realism and interpretive paradigm to name a few. The detailed account of the paradigms 
used in this research and their philosophical underpinnings are aimed at providing a 

methodological guide for future researchers questioning the sense of ‘being’ within the Psy-
disciplines namely Psychiatry, Psychology and Psychotherapy.

The second gap identified by the researcher at the inception stage of this research was a 

gap in training. This relates to the discovery that specialist perinatal mental health posts were 
created for midwives and other professionals, and yet specialist training material was not 
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identified to support the health care workers. In addition, a nationwide quantitative study titled 

the Mind Mothers Project (2017) highlighted significant skill deficits found among Irish 
midwives within the context of perinatal mental health. The researcher thus designed a 

qualitative study with Irish midwives recruited from across the ROI, to generate rich thick 
data that will provide an exclusive insight into the experiences of Irish midwives and that will 

complement the previous nationwide quantitative study the Mind Mothers Project (2017). The 
results of the qualitative IPA study is the third major component of the tripartite structure of 

this research. Highly skilled and experienced participants have provided valuable insights by 
revisiting and reflecting on their experiences of witnessing mental health difficulties in their 

patients. The data was generated using semi-structured interview techniques. Each interview 
lasted for forty - fifty minutes on average. Each transcript contained 10,000 - 15,000 words. 

Each line of the seven transcripts were then carefully analysed by the researcher using 
Interpretive Phenomenological Analysis (IPA). The results were then provided in details in 

Chapter 7. 

Each of the three major components of the tripartite structure of this research are drafted in 
ways that they have the potential to be read on their own as integral parts of the curriculum in 

specialist perinatal mental health training programmes. The Freudian account, the detailed 
account presented in the methodology chapter and the results of the IPA study each are 

drafted in a way that they have the potential to be texts on its own. The Results chapter 
especially can be used as a text that provides firsthand accounts of highly skilled participants 

trying to make sense of their patients’ experiences as they witnessed their patients struggling 
with mental health difficulties during the perinatal period.

The results of this study highlight that indeed the question of motherhood and of ‘becoming a 

mother’ have the potential to perplex anyone. The results highlighted that understanding the 
phenomena of ‘becoming a mother’ rarely comes without presuppositions that are personal 

in nature. The results also discovered that there is a huge need for training and supervision / 
employee support for the front line workers within the context of perinatal mental health. 

Overall, the results support that there is a clear need for education, training and a rigorous 
theoretical framework that assist the front line workers in making sense of that which 

challenges the limits of one’s ability to make sense. A theoretical framework that helps 
tolerates the complexities involved in the psychological experience of ‘becoming’ a mother’ 

that is so central to the question of perinatal mental health. Psychoanalytic literature certainly 
has the potential to bridge this gap.
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Finally, Chapter 8 combined the three major components of the tripartite structure of this 

study together. It reflected on the theoretical framework presented in Chapter 3 and 4, 
including the contemporary psychoanalytic perspectives presented in Chapter 5, the 

methodologies and the philosophical underpinning illustrated in Chapter 6 and the results of 
the IPA study presented in Chapter 7. This chapter connected all of these three major 

components and discussed the results of this research within the Irish context. The chapter 
also merged the findings from all the three major components of this research and made a 

number of proposals for future considerations and recommendations for specialist training 
programmes within the area of perinatal mental health. These recommendations are made in 

relation to training, practice and research by outlining how the three major components of 
this research can be disseminated and used as an integral part of specialist training for each 

professional from the specialist team, within the Irish context of perinatal mental health.

At this concluding stage of the research the following are the researcher’s hope for future. It 

is hoped that further studies focusing on theoretical constructs are prioritised and conducted, 
within the field of perinatal mental health. It is hoped that relevant professionals from different 

schools collaborate and engage in further knowledge sharing. It is hoped that the stigma of 
mental health within the perinatal context is addressed at a national and global scale more 

frequently and effectively. But overall, it is hoped that anyone researching, working in or 
interested in contributing to the area of perinatal mental health, especially in light of the 

findings of this research consider that, ‘becoming a mother’ is a phenomena that is unique, 
surreal, complex, mesmerising and anything but parallel to any other time or experience of a 

woman’s life.
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 Appendix I
(Copy of the initial letter sent to the units)

To,
xxxxxxxx

xxxxx General Hospital
13th April 2018

Re: Request to conduct interview for a Doctoral study titled A qualitative study exploring Irish 
midwives’ experience of working with patients suffering from perinatal mental health 

difficulties.

Dear Ms. xxxxxx,

I am a Doctoral student at the School of Medicine, University College Dublin (UCD) currently 
conducting a qualitative study on midwifes’ experience of working with patients suffering from 

perinatal depression, anxiety, phobia or other mental health difficulties. I am looking to 
interview one midwife from each of the nineteen maternity units across the Republic of 

Ireland since 2017. I am currently in the process of recruiting my participants for this study 
and I’m hoping you will be able to assist me with the following two aspects:

1) Suggest or recommend a suitable participant for this study. 

This study has been approved by the School of Medicine for the completion of my Doctoral 

degree at the UCD and the study has been exempted for a full ethical review by UCD ethics 
committee (UCD Research Ethics Exemption Reference number LS-E-17-90-Sultana-

ODonnell). This is a qualitative study involving semi-structured interviews with midwives only 
and hence, no patient contact is required and interviewees will remain anonymous in the 

study. Please find attached the following documents which will provide you details of the 
study. 

1) Participant’s information sheet (for participant)

2) Letter of invitation (for participant)
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3) Letter of consent (for participant)

I am requesting you to kindly read the documents attached. After your careful consideration if 

you are happy with me to interview one of your team members for the purpose of this study, 
please email me to confirm the same and nominate a participant from your team to 

mou.sultana@ucdconnect.ie 

If you require any further details which might help you with your decision please do not 
hesitate to contact me either by email or on my mobile xxxxxxxx.

Kind regards,

Mou Sultana
BA Hons, MA, MSc, MSc

Member of the Irish Council of Psychotherapy (ICP)
Member of the Psychological Society of Ireland (PSI)
PhD Candidate, School of Medicine, UCD
PhD Supervisor - Dr. Barry O’Donnell, UCD email: barry.odonnell@ucd.ie
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Appendix II
(Copy of the Participant’s Information Sheet sent to the participants)

Participant’s Information Sheet 

Please read this information sheet which outlines what will happen if you decide to 
participate in this study. 

Working Title : Perinatal mental health: A qualitative study of Irish midwives’ experience 

of working with perinatal patients.

What is this study about? 

This research is a part of the Doctoral studies requirement in the School of Medicine at the 
University College Dublin. The researcher hopes to conduct a qualitative study to understand 

how the midwives who are in direct contact with perinatal patients respond to the patients’ 
perinatal mental health difficulties and how do they make sense of their overall experience of 

working with these patients. 

Purpose of the Study 

The core aim of this project is to explore the clinicians experience of working with perinatal 
patients suffering from depression, anxiety and/or phobia during the perinatal period. 

The specific objectives of this study include capturing the clinicians’ perspective on 

• The manifestation of these perinatal mental health difficulties 

• Their approach to these perinatal mental health difficulties 
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• The outcome of their approach to these perinatal mental health difficulties 

• The theories that they are currently drawing from to understand and make sense of 
these perinatal mental health difficulties 

• Their over-all experience of working in this area under the current system in place in- 

terms of training, support and service-provision. 

• How do they feel when faced with the manifestation of these perinatal mental health 
difficulties. 

Criteria for participation 

The clinicians who are to be interviewed will - 

1) have maximum direct contact with the patients during the perinatal period (pre, labour and 

post birth) in a hospital or community mental health setting. 

2) have 10+ years of work experience as a midwife 

What does taking part involve? 

If you agree to participate you will be involved in a formal interview which will approximately 

last for 40-60 minutes, at a mutually agreed, suitable, safe, quiet and confidential location. 
You will be asked questions about your over-all experience of working with perinatal patients 

suffering from mental health difficulties. The interview may also include the following 
questions - how you feel when you are faced with these manifestations from your patients, 

how you make sense of these disorders, what theories do you draw from, how you approach 
these mental health difficulties, what are the outcomes of your approaches and what support 

do you have in place for yourself. 
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Your rights 

You are free to skip questions that you do not feel comfortable in answering. You also have 
the right to pause or discontinue at any time during the interview. You will be given the 

opportunity to ask questions or for clarification of the researcher at any time during the 

interview or at any stage of the research process. 

What happens to the Information you provide? 

Initially the data will be stored in the a in my the interviewer’s personal comuputer. The 
transcribed versions will be in the researcher’s personal computer on a secured password 

protected drive and will not bear the interviewee’s name and every effort will be made to 
protect their anonymity. Your identity will not be disclosed in the research at any stage. Any 

detail that has teh potential to identify you will be marked XXXX including your place of work. 
Your name will be replaced with standard ID such as Participant 1 (P1), Participant 2 (P2) , 

Participant 3 (P3) and so on . However, your credentials and clinical experience will be 
mentioned in a manner that maintains clinician’s confidentiality and anonymity. The 

researcher and the supervisor will have access to the data generated for the entire duration 
of the project. After the research is completed and the thesis is bound as a document for 

assessment, the audio recordings and any other data that may breach confidentiality and 
anonymity of the interviewees, will be securely destroyed.

Risk 

As interviewees you are highly qualified and experienced health professionals and the topic 

of the research mainly involves your perception of perinatal mental health disorders. 
However, in the unlikely event of discomfort should the need arises support such as 

debriefing will be provided if required. 

Benefits of participating 

There are not many studies that have documented Irish midwives’ experience of working with 
patients suffering from mental health difficulties such as postnatal depression (PND) or other.  

Among them there are also very few studies that employ qualitative research methods such 
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as semi-structured interview. Currently there are also very few literature on the theoretical 

perspectives on the woman’s experience of becoming a mother. Your participation in this 
study will help me bridge these gaps. This study will capture the midwives’ experiences of 

working with perinatal patients suffering from mental health difficulties which is essential in 
understanding perinatal mental health disorders, the phenomena of becoming a mother, 

most importantly what is it like for the midwives to witness their patients experience these 
difficulties and how do they respond to these difficulties? This research also has the potential 

to impact future decisions regarding service provision, training and support for the clinicians 
who are at the front-line working directly with the patients. This study will influence future 

research in the area and future policies on perinatal mental health. Hence, this study will be 
your opportunity to contribute to these future changes. Apart from these benefits, your 

participation will greatly enhance the author’s study and understanding of perinatal mental 
health. 

Financial considerations 

Participation is voluntary. 

How to participate in the study? 

After careful consideration of this information, if you feel you are interested in participating in 

this research, please return the signed consent form by e-mail and I will contact you to 
organise a time and place that suits you for the interview. 

Further Information 

If you require further information or wish to discuss the study before you decide or at any 

stage during the research and beyond, please do not hesitate to contact me by phone 

xxxxxxxx or e-mail mou.sultana@ucdconnect.ie 
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Appendix III
(Copy of the Letter of Invitation form sent to the participants)

Letter of Invitation 

Re: Doctoral Study at the School of Medicine, University College Dublin

Student Name: Mou Sultana Student No: xxxxxxxx 

Dear (xxxxxxxx) 

I hope this finds you well. Further to our earlier conversation, I am writing to invite you to take 

part in my research project as a participant that I have proposed to carry out for the 
completion of my Doctoral degree.

The working title of this project is: A qualitative study exploring Irish midwives’ experience of 
working with patients suffering from perinatal mental health difficulties.

Perinatal mental health is a global concern and Irish maternity hospitals located outside 
Dublin are currently in urgent need of better service-provision to respond to the perinatal 

patients’ mental health need. In order to identify the gaps in service provision it is essential to 
explore how the clinicians are currently responding to the manifestations of depression, 

anxiety and/or phobia occurring during the perinatal period. Knowledge of the midwives’ 
perspective of the perinatal mental health difficulties are invaluable as this will impact future 

decisions regarding policy development, service-provision, future researches within the area 
and over-all approach  (clinical and general) to perinatal mental health. 

Hence, the core aim of this research is to conduct in-depth interview with those who are in 
direct contact with perinatal patients suffering from these disorders. This research is intended 

to explore the following, this list is not exhaustive:

• The midwives’ over-all experience of dealing with perinatal patients suffering from these 

metal health difficulties.

• The manifestation of these mental health difficulties from the midwives’ perspective.

• The midwives’ approach or response to these mental health difficulties.

• The outcome of the such approach / response from the midwives’ perspective. 
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The above will be explored through a formal interview which will take place at a mutually 

agreed, suitable, safe, quiet and confidential location. The interview will last approximately 
40-50 minutes and I will be audio-taping the interview. 

Please find attached a Participant Information Sheet that outlines the project and few 
answers to questions that potential participants might ask about participation. Also please 

find attached a consent form that you can fill in and return to me with your decision. If you 
require further information or wish to discuss any aspect of the research and the process and 

procedures proposed, please do not hesitate to contact me by phone at xxxxxxxxxx or by 
email. 

 
My contact details and those of my supervisor’s appear below. I look forward to your 

response. Thank you.

Kind regards,

 
Mou Sultana

BA Hons, MA, MSc, MSc
Member of the Irish Council of Psychotherapy (ICP)
Member of the Psychological Society of Ireland (PSI)
PhD Candidate, School of Medicine, UCD

Researcher’s contact details: mou.sultana@ucdconnet.ie
PhD Supervisor - Dr. Barry O’Donnell, UCD email: barry.odonnell@ucd.ie 

Supervisor Contact Details: (barry.odonnell@ucd.ie) 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Appendix IV
(Copy of the Consent form sent to the participants)

Consent Form

Working Title: A study of perinatal mental health: A qualitative study of Irish 
midwives’ experience of working with perinatal patients.

If you agree to take part in this study, please sign below. 

I, _________________________________ (name) agree to take part in the study 
described in this attached information sheet. I have received a Letter of Invitation to 
participate in this research project, read the attached Participant Information Sheet 
about this project and have had the opportunity to discuss the research. I have read 
and understood the aims of this project.

Signed: ____________________________ Date: __________________ 
(Participant) 

Signed: ____________________________ Date: __________________ 
(Researcher) 

Contact Details  
Researcher: Mou Sultana xxxxxxxxx  mou.sultana@ucdconnect.ie 

Research Supervisor : Dr. Barry O’Donnell, UCD barry.odonnell@ucd.ie
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Appendix V 
(Questionnaire used)

List of questions for interview 

Tell me a bit about your background and training.

Tell me about your role here… (in this particular hospital/ward)

How do you conceptualise baby-blues and postnatal depression or postpartum 

depression? How is one different than the other?

Cases that remind you of these terms?

What are the observable elements that seem to make certain cases stand out more than 

others when you think of these terms?

What kind of patterns of behaviour or reaction would alarm you in dealing with postnatal 

patients?

Often the strong anticipatory feelings of the postnatal patient do not continue as quiet the 

same after birth. Apart from the obvious complex and severe biological changes, drawing 

from your clinical experience what else do you think happens to the woman at the level of 

her existence, subjectivity, her perspective of life and psychologically? Any particular 

case (perhaps puzzling) comes to mind?

What does it mean to become a mother? What do you think happens to a woman when 

she becomes a mother?

Do you feel 'unconscious' is a term relevant to the postnatal ward? 

Have you ever experienced cases where you felt unconscious influences impacted the 

postnatal patient's life? For example, the patient’s relationship to their own mother?

Do you think 'sexuality' is a relevant term to the postnatal ward? If so, how do you explain 

the connection? Any case comes to mind where you felt this way?

Have you ever felt perplexed or challenged about cases? Perhaps, any case you brought 

home with? How did you manage it? 
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Drawing from your experiences, how do you think the terms femininity and motherhood 

are connected? Do you think these terms have a relation with PND, anxiety or other 

mental difficulties occurring during the postnatal period?

Not all patients who come from a similar socio-economic background and somewhat 

similar childhood experiences will react the same way in relation to pregnancy or 

motherhood. How do you make sense of the diverse reactions of women in relation to 

motherhood?

What do you think about the connections between childhood experience, family/social 

expectation and motherhood?

What is it that makes these reactions different? Is it something about there subjectivity? 

Individuality? 

In your experience, what would be a difficult case and why? Example, moms who are 

addicted/ from a certain socio-economic background/ certain demography/ well-to-do 

moms/ moms who knows it all/ high expectation…?

Is there anything you feel we have not spoken about in this interview? Anything you 

would like to add to?
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