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ABSTRACT

The World Health Organisation (WHO) has identified perinatal mental distress as a global health
priority, estimating that one in five mothers experiences some form of mental health difficulty
during this period (World Health Organisation, 2022). In Aotearoa New Zealand, this concern is
particularly acute, with suicide now recognised as the leading cause of maternal death. Perinatal
mental distress, spanning conception through the first 12 months postpartum, affects mood and
daily functioning, with consequences that can perpetuate cycles of distress across generations.
Despite the seriousness of this issue, there remains a lack of qualitative research in Aotearoa
New Zealand that includes the voices of mothers and situates their experiences within the
country’s unique sociocultural context. This study employed an Interpretative Phenomenological
Analysis (IPA) approach, drawing on semi-structured interviews with five mothers in Central
Otago who had experienced perinatal mental distress. Findings and analysis revealed three
superordinate themes: Identity: The Fragmented and Reformed Self, Psychological: The Storm
and Calm Inside, and Sociocultural: The Weight of Expectation and Strength in Numbers. Each
theme comprised several subordinate themes, which together traced a journey from hardship to
healing. The findings highlight the need for a more inclusive understanding of perinatal mental
distress, one that acknowledges the full emotional spectrum of mothers’ experiences and situates

them within both individual and sociocultural contexts.



Ko te whaea te takere o te waka

Mothers are like the hull of a canoe, they are the heart of the family

Maori proverb
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CHAPTER 1: INTRODUCTION

1.1 Chapter Overview

In this chapter, I provide a brief introduction to the topic of perinatal mental distress, drawing on
a collection of findings that call for increased awareness and action to support mothers, whanau,
and communities. | use the term perinatal mental distress to capture the full range of mothers'
experiences during this vulnerable time, rather than limiting the discussion solely to diagnostic
terms such as depression and anxiety. I begin by highlighting global discussions on the topic
before situating the discussion within the context of rural living in Aotearoa New Zealand. I

conclude the chapter by outlining the aims of this research and my own research positionality.

1.2 Introduction

The perinatal period, spanning from conception through to the first 12 months after birth,
represents a transitional stage in the life cycle. While it can be a time of great joy, it can also be
marked by challenges. This period is often met by mothers with role strain, identity confusion,
sleep deprivation, financial stress, and hormonal fluctuations (Radesky et al., 2013; Wenzel,
2013). These factors can lead to a buildup of stressors and heighten the risk of adverse health
outcomes, particularly in the absence of adequate support. The importance of effective
identification and early intervention for perinatal mental distress cannot be overstated. Perinatal
mental distress can disrupt mother-infant bonding, child development, and increase the risk of
emotional, behavioural, and cognitive challenges in children, highlighting an intergenerational
cycle of distress (Stein et al., 2014). For many mothers, this transition unfolds within the
pervasive expectations of ‘idealised motherhood’, a heavy Western construct that places the
wellbeing of the child above all else, often at the cost of maternal mental health (Ennis, 2014).
These ideals force unrealistic expectations on mothers and can have a silencing effect when their
realities are at a mismatch, often leading to underdiagnosis and needs which go unsupported.
Without early intervention, these challenges can snowball into more severe cases that influence

both short and long-term health outcomes of the mothers, children, and whanau.



Perinatal mental distress is common and has been associated with high rates of morbidity and
mortality, as well as being linked to far-reaching adverse outcomes that extend well beyond
maternal wellbeing (Metlzer-Brody & Rubinow, 2004). The World Health Organisation (WHO)
has identified perinatal mental health as a global priority, with estimates that one in five mothers
experiences some form of mental health condition (World Health Organisation, 2022). This
pattern is especially pressing in Aotearoa New Zealand, where maternal suicide is now
recognised as the leading cause of death (Wilkinson et al., 2022). Poor perinatal mental health
affects a significant proportion of the country's population, with estimates suggesting that
12-18% of mothers experience depression or anxiety during this period (The Ministry of Health,
2021). Rates of distress are disproportionately higher across certain groups, specifically Maori,
Pacific, and Asian peoples, suggesting inequitable outcomes that exist within the wider system

(The Ministry of Health, 2021).

The Maternal Care Action Group NZ (2022) reports that approximately 75% of affected mothers
are excluded from publicly funded maternal mental health services becaue their symptoms are
not deemed ‘severe enough’. Mothers often report being dismissed or misdiagnosed, having their
distress reduced to ‘baby blues’. Even mothers with moderate to severe symptoms frequently
encounter fragmented care pathways, where referrals are made but not acted on, or services are
simply unavailable due to resource constraints (Perinatal and Maternal Mortality Review
Committee (PMMRC), 2022). The Mothers Helpers Survey (2015) further supports these
findings, showing that two-thirds of mothers who face perinatal mental distress experience
delays in diagnosis and treatment due to low screening rates and a lack of education. Multiple
reviews and public submissions have called for urgent reform, with recommendations, including
universal screening during pregnancy and the postnatal period, conducting a national stocktake
of perinatal mental health services to identify gaps, developing coordinated national pathways
for treatment, and addressing the funding shortfall for mild to moderate perinatal mental health

support.

While there is excellent work being done to increase awareness of perinatal mental distress, the
current model of care in Aotearoa New Zealand is struggling to meet the needs of a large

population of those affected. Without system-wide change, the gaps identified will continue to



drive inequitable outcomes and preventable harm. It is important to understand and make a
conscious effort to address these gaps to improve wellbeing for mothers and promote healthy
development for children. Research focusing on perinatal mental distress has traditionally
prioritised quantitative methods, which, while crucial, often do not include the voices of those
most affected. This is particularly true for individuals living in rural communities, where unique
structural and geographic barriers introduce unique challenges to accessing support. Increased
isolation and access to specialist healthcare services, particularly in areas such as Central Otago,
can compound stress and heighten the risk of developing more severe mental health outcomes.
Qualitative research provides a necessary lens through which to understand the lived experiences
of those who face perinatal mental health challenges, in working towards addressing current gaps

and informing more responsive care for all mothers.

1.3 Research Aims

In this study, I aimed to explore the lived experiences of perinatal mental distress among mothers
living in rural Central Otago, Aotearoa New Zealand. Grounded in an Interpretative
Phenomenological Analysis (IPA) framework, the research sought to understand how factors
shape the experience of mental distress during the perinatal period and how mothers make

meaning of their experiences.

In exploring the research question, How do mothers living in rural Aotearoa New Zealand
experience perinatal mental distress?, | aimed to uncover rich, detailed insights into the internal

and external mechanisms that influence maternal mental health during this time.

I hope to contribute to the existing literature by centring the voices of mothers in a rural
Aotearoa New Zealand context. By exploring the psychosocial and environmental factors that
influence experiences of perinatal mental distress, this research has the potential to inform
mental health screening practices, professional care, and policy development with a more
nuanced and contextualised understanding. Ultimately, I hope this study raises awareness of the
realities of mothers, reduces stigma, and empowers individuals and their support networks to

recognise distress patterns and seek timely support.



1.4 Researcher Positionality

My name is Natalie Thiele, and I am a 34-year-old female living in Wanaka, New Zealand. I
currently work in youth mental health and addiction services, where I have witnessed firsthand
the impact that maternal mental health can have on mothers, children, and the wider whanau.
Living with a midwife has further deepened my understanding of the complexities surrounding
motherhood. I am both fascinated and saddened by the challenges that many mothers face, many
of which could be mitigated through greater awareness, compassion, and more robust support
systems. [ am deeply passionate about supporting mothers through this fundamentally
transitional period in their lives. Throughout my academic journey, I have developed an
appreciation for the transformative potential of qualitative research, an approach that centres the
lived experiences of individuals and offers meaningful insights that can help to shape more

responsive care from the ground up.

1.5 Structure of the Thesis

1.5.1 Chapter 1: Introduction

The introduction provides an overview of the background information related to the topic of
perinatal mental distress and presents a rationale for this research project. I outline the very
urgent need for awareness and action to better support mothers and whanaua by situating existing
literature within the context of Aotearoa New Zealand. I also attend to the research aims and

present my research positionality.

1.5.1 Chapter 2: Literature Review

This chapter gives an overview of the existing literature surrounding perinatal mental distress. I
present its conceptualisation, factors related to biological, psychological, and socio-cultural
levels of health and implications for mother and child. This chapter introduces qualitative
research in the area, before a discussion of the topic within the local setting of Aotearoa New

Zealand, particularly with reference to the unique challenges faced by rural living.



1.5.2 Chapter 3: Methodology

I present the methodological rationale for the project by outlining qualitative inquiry and its
theoretical position. I explore the foundations of Interpretative Phenomenological Analysis (IPA)
and discuss the use of semi-structured interviews. The research design is explained in detail,
including participant sampling, the inclusion criteria, the recruitment process, data collection,

ethical considerations, and researcher reflexivity.

1.5.3 Chapter 4: Findings and Analysis

Here I share the voices and stories of mothers who generously offered their time for the research
project. These are presented as narrative accounts, followed by my interpretation of their
experiences, moving beyond what they described and towards what their experiences reveal
within the broader context of perinatal mental distress. Three superordinate themes are presented,
which represent a journey from hardship towards healing: ‘Identity: The Fragmented and
Reformed Self’, ‘Psychological: The Storm Inside’, and ‘Sociocultural: The Weight of

Expectation and Strength in Numbers’.

1.5.4 Chapter 5: Discussion

Finally, I offer a more detailed look at the research findings and weave them through the broader
literature of perinatal mental distress, linking them to both convergences and divergences. |
discuss the study’s implications for practice, its strengths and limitations, and recommendations

for future research, before presenting my final reflections as the researcher.



CHAPTER 2 LITERATURE REVIEW

2.1 Chapter Overview

I begin this chapter by conceptualising perinatal mental distress, examining its representation in
the literature with a particular focus on the most frequently cited disorders, namely depression
and anxiety, and their typical onset. I then provide an overview of the biomedical model and
biopsychosocial models of health and illness, before exploring factors associated with the
biological, psychological, and social-environmental levels of health. Next, I offer an in-depth
consideration of the implications of perinatal mental distress on pregnancy and birth, maternal
health, fetal and infant development, and attachment development. This is followed by a
literature review focusing on qualitative research related to perinatal anxiety and depression, as
well as findings from within the Aotearoa New Zealand context. I conclude the chapter by
presenting the topic within this local setting, including relevant statistics and the role of early
screening and intervention. I also outline the particular challenges faced by rural populations,
with a focus on Central Otago, where this research is set. Throughout this chapter, the language
used to reference research will be consistent with the terminology employed by the respective

authors.

2.2 Conceptualising Perinatal Mental Distress

The current study will focus on the perinatal period, spanning from conception (pregnancy)
through to the first 12 months postpartum (after birth). This period represents a transitional stage
in the life cycle that impacts maternal, infant, and family wellbeing. Perinatal mental distress is
distinguished by the expression of symptoms as well as the timing of their onset. This is
particularly relevant as it differentiates perinatal health outcomes from other mental health
conditions at different stages in life. Despite the importance of timing, the literature surrounding
maternal mental health highlights inconsistency in how the perinatal period is defined, with
various interpretations affecting when symptoms are expected to emerge (Meltzer-Brody &

Rubinow, 2021). The lack of an agreed-upon definition complicates the ability to pinpoint and



report on perinatal mental health challenges, the consequences of which may influence early
diagnosis, symptom recognition, and treatment. The World Health Organisation (WHO), for
example, defines the perinatal period as beginning at 22 weeks of gestation and ending seven
days after birth (World Health Organisation, 2022). More commonly, literature in this space
refers to the perinatal period as the time from conception through pregnancy and up to 12 months
after birth (O’Hara & Wisner, 2014; Meltzer-Brody & Rubinow, 2021). While research has
historically separated postnatal or postpartum experiences categorised by specific disorders,
more recently, there has been a shift towards using the term perinatal distress to describe the full

spectrum of a mother's journey.

The journey from conception, through pregnancy, and into motherhood can be a time of
incredible joy, while it can also be marked by difficult challenges. This transitional period brings
with it major physiological, psychological, social, and economic changes. These can lead to a
build-up of stressors and contribute to heightened risks of adverse mental health outcomes.
Broadly speaking, perinatal mental distress is defined by the presence of mood and anxiety
disorders either during pregnancy or postpartum (O’Hara & Wisner, 2014). These disorders can
present at varying levels of intensity, from mild to more severe, and can impact a mother's
capacity to function and care for the baby (Meltzer-Brody & Rubinow, 2021). Literature in this
space highlights a range of adverse mental health outcomes, including perinatal depression,
anxiety, obsessive-compulsive disorder (OCD), postpartum stress disorder (PTSD), and, in more
acute cases, postpartum psychosis (O’Hara & Wisner, 2014). A full review of all mental health
conditions during the perinatal period falls outside the scope of this research. Instead, the aim is
to focus on perinatal mental distress, specifically in relation to the two most robustly researched

disorders, perinatal depression and anxiety.

Research into perinatal mental distress has traditionally focused on either antenatal onset (during
pregnancy) or postnatal onset (after childbirth). Again, there are inconsistencies in what defines
these periods. The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) refers to ‘postpartum symptoms’ as occurring within four weeks of birth (American
Psychiatric Association, 2000), whereas WHO describes ‘postpartum’ as any time during the
first 12 months post-birth (Fisher et al., 2012). In the DSM-5, ‘postpartum’ is defined by



symptom onset at any time during pregnancy, up until four weeks after birth (American
Psychiatric Association, 2013). This expanded definition, from DSM-IV to DSM-5, is likely
influenced by the recognition that at least one-third of cases involving postpartum depression cite
onset during pregnancy (Wisner et al., 2013). These definitions call to attention the importance
of recognising different descriptions and the impact they have on research outcomes. As a result,
it can be challenging to agree on prevalence rates and descriptive statistics (Meltzer-Brody &
Rubinow, 2021). That said, the following is a broad review of perinatal depression and anxiety,

including prevalence, definitions, and symptom presentations.

2.2.1 Perinatal Depression

Perinatal depression (PND) is the most extensively researched of all perinatal mood and anxiety
disorders to date. Typically, symptoms develop gradually, with varying onsets relative to
childbirth (Meltzer-Brody & Rubinow, 2021). As such, symptoms may emerge before or during
pregnancy and persist after birth, or they may only present after childbirth. The variability in
symptom onset highlights the complex nature of PND. Historically, research has focused on
either antenatal onset (during pregnancy) or postnatal onset (after birth), illustrating again the
absence of an agreed-upon understanding of perinatal mental health disorders. Nonetheless,
prevalence studies indicate that PND affects 10-20 % of mothers in high-income countries and
up to 26% in low- to middle-income countries (Roddy Mitchell et al., 2023). The differences in
rates are likely influenced by factors which differ across cultures, such as perceptions and stigma
surrounding mental illness, the ways mothers report symptoms and socio-economic disparities
(Parkash, 2021). Regardless of these variations, the prevalence of PND affects a considerable
portion of the global population who are at increased risk for adverse outcomes associated with

maternal and infant well-being.

The diagnostic criteria for perinatal depression closely mirror those for Major Depressive
Disorder (MDD). However, for perinatal depression, healthcare professionals consider symptoms
in light of hormonal and physical or environmental changes associated with pregnancy. MDD is
characterised by several symptoms, including persistently depressed mood, loss of interest or

pleasure, psychomotor agitation, fatigue or loss of energy, significant weight loss or gain,



insomnia or hypersomnia, feelings of worthiness or inappropriate guilt, decreased ability to
concentrate, and/or recurrent thoughts of death, suicidal ideation, or suicidal attempt (American
Psychiatric Association, 2013). When these symptoms emerge during pregnancy or within the
first four weeks postpartum, the DSM-5 includes a “peripartum onset” specifier to the MDD
diagnosis. Similarly, the International Classification of Diseases, Tenth Revision (ICD-10) does
not recognise PND as a separate diagnosis. Instead, it applies an additional ‘puerperium’ code to
indicate symptoms that arise within six weeks post-birth (World Health Organisation, 2019). As
with MDD, PND differs in the presentation of symptom frequency, duration, intensity and onset,
which adds to the complications of appropriate diagnosis and treatment. Despite this being the
most researched perinatal mental health disorder, PND remains one of the most under-recognised

experiences of the perinatal period (Meltzer-Brody et al., 2018).

2.2.2 Perinatal Anxiety

Perinatal anxiety (PNA) is an umbrella term that encompasses a spectrum of anxiety disorders,
including generalised anxiety disorder (GAD), obsessive-compulsive disorder (OCD), and
post-traumatic stress disorder (PTSD) (Meltzer-Brody & Rubinow, 2021). Symptoms of PNA
often begin in pregnancy and continue after childbirth; however, symptoms can exist before
conception or arise exclusively in the postpartum period. PNA has received considerably less
attention than PND in research despite evidence suggesting that anxiety disorders may be more
common than depression during the perinatal period (Rallis et al., 2014). One possible
explanation is that anxiety has traditionally been viewed as a component of depression rather
than as a distinct disorder (Gorham, 2018). This overlap is understandable as the emotional and
psychological transitions into motherhood can make it challenging to distinguish ‘normal’
reactions from signs of a mental health concern. Anxiety disorders frequently co-occur with PND
(Meltzer-Brody & Rubinow, 2021), with some studies indicating comorbidity rates as high as
50% of PND cases (Fairbrother et al., 2016; Gavin et al., 2005). However, it is important to make
clear that many mothers experience anxiety independently of depression. Given this complexity,
it is unsurprising to find significant variations in prevalence studies. As an indication, studies

suggest that PNA affects 25 — 45% of mothers (Rallis et al., 2014; Faisal-Cury & Menzes, 2007).



Understanding the distinct yet overlapping nature of PNA and PND is a crucial step towards

comprehensive support for maternal mental health.

The DSM-5 does not currently recognise PNA as a distinct disorder. However, symptoms
observed during the perinatal period are similar to anxiety disorders experienced at different
stages of life. Healthcare professionals consider these symptoms in light of the unique
biopsychosocial context of pregnancy and birth. Common symptoms include excessive anxiety
and worries about various topics and a struggle to control worry. Additionally, the worry and
anxiety symptoms are associated with at least three of the following: restlessness or feeling on
edge, easily fatigued, difficulty concentrating, irritability, muscle tension, and sleep disturbance
(American Psychiatric Association, 2013). Although the DSM-5 includes a ‘peripartum onset’
specifier to diagnose perinatal depression, it does not directly address PNA. As such,
professionals may diagnose a mother with a specific anxiety disorder (such as GAD, OCD, or
PTSD) and note its occurrence in relation to the perinatal period. Many professionals advocate
for greater attention towards PNA as a distinct concern, with more precise diagnostic criteria,
arguing that the current framework may fail to capture the full scope of perinatal anxiety. For
example, typical diagnostic ‘cut-off” scores may incorrectly classify mothers with transient
anxiety as having sustained anxiety, leading to inappropriate treatment or support (Dennis et al.,
2013). Given the high prevalence rates and the vast emotional transitions involved in
motherhood, it is important to distinguish between what may be considered ‘normal’ experiences
of anxiety during the perinatal period versus ‘clinical’ levels of perinatal anxiety. Developing a
deeper understanding of these experiences and implementing appropriate screening tools will

help ensure that mothers receive timely and accurate care.

2.3 Different Models of Understanding Health and Illness

To better understand the topic of perinatal mental distress, it is helpful to look at different models
for understanding health and illness, specifically the biomedical model and the biopsychosocial
model. The biomedical model was the primary paradigm for understanding illness until the late
twentieth century. This model is grounded in reductionism, seeking to identify physical or

somatic causes for an illness and offering interventions that ‘correct’ biological imbalances
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(Rocca & Anjum, 2020). The biomedical model attributes perinatal mental distress symptoms to
factors such as hormonal fluctuations and neurochemical imbalances, and prioritises treatment
solutions like antidepressants or mood stabilisers. While this lens has been highly effective in
many respects, it has also faced criticism. One of the main limitations is its narrow focus, which
tends to overlook the ‘whole person’ and the broader context in which illness occurs. This
approach has the potential to treat symptoms without addressing the underlying cause of the
problem (Rocca & Anjum, 2020). Additionally, it assumes a uniform experience in the transition

to motherhood, which overlooks individual variability and cultural diversity (DeSouza, 2004).

To address the limitations of the biomedical model, Engel (1977) introduced the biopsychosocial
model, a framework that has since gained prominence in the field of psychology. In addition to
biological factors, this model highlights the role of psychological and social factors when
understanding the development of illness (Lugg, 2022). Applied to perinatal mental distress, the
biopsychosocial model allows for a broadened exploration of health and illness through
consideration of factors such as individual cognitive biases and coping mechanisms alongside
social determinants such as relationship dynamics and cultural expectations of motherhood. This
holistic approach allows for treatment plans that consider the broader context of a mother’s life,

rather than focusing solely on biological factors (Bergunde et al., 2022).

In Aotearoa New Zealand, the biopsychosocial model more accurately reflects the Indigenous
Maori view of health, which is inherently relational and holistic. This worldview is often seen
through a whanau-centred lens where the well-being of the individual is deeply connected to that
of the whanau and the community (Raweti, 2023). Durie’s (1984) Te Whare Tapa Wha offers an
understanding of health that highlights four interconnected pillars of hauora (health and
well-being): taha wairua (spiritual), taha hinengaro (mental and emotional), taha whanau (family
and social), and taha tinana (physical). When these dimensions are in balance, they promote
overall well-being; however, when any of the pillars are missing or damaged, adverse health
outcomes can occur for an individual or collective. This model offers a more comprehensive
perspective on health, providing a broader understanding that extends beyond the limitations of

the biomedical model. Te Whare Tapa Wha is particularly relevant to the topic of perinatal
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mental distress in acknowledging that a mother's well-being cannot be viewed in isolation from

her relational and cultural context.

2.4 Correlates Influencing Perinatal Mental Distress

Due to the complex and multifactorial nature of mental health conditions, as well as the limited
focus on perinatal-specific mechanisms in existing studies, there is no single pathway known in
the development of perinatal mental distress. Notably, much of our current understanding of
depression and anxiety is based on research conducted outside of the perinatal period, often
involving male subjects in preclinical studies (Will et al., 2017). However, epidemiological
studies indicate that women are more prone to these disorders (Scott et al., 2010). The following
is a summary of the correlates that have been shown to influence the onset and maintenance of
perinatal mental distress. Understanding these factors and how they relate to one another
enhances opportunities for improved awareness, prevention and treatment of perinatal mental

distress.

2.4.1 Physiological Factors

Genetic factors are commonly cited as a significant factor in the development of depression and
anxiety, with research highlighting certain genetic combinations which can contribute to greater
susceptibility (Levison & Nichols, 2017). Specific genes involved in serotonin regulation and
adrenal responses have been identified, impacting internal coping mechanisms for stress and
mood fluctuations (Uher & McGuffin, 2010). Genetic predispositions can contribute to what is
referred to as neurobiological kindling, a process where individuals who have experienced
multiple episodes of depression become more vulnerable to future occurrences (Uher &
McGuffic, 2010). Differences in gene expression related to stress and hormone regulation have
also been found in women with perinatal depression. Research has linked perinatal depression to
specific genetic variations related to serotonin, oxytocin, and brain-derived neurotrophic factors
(Doornbos et al., 2009; Sanjuan et al., 2008). Twin studies have shown that genetics can explain
nearly half of the variability in perinatal depression, indicating a strong heritability component

(Viktorin et al., 2016). Additionally, a family history of mental health disorders has been shown
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to increase the likelihood of individuals developing depression and anxiety. In a recent
systematic review and meta-analysis, Zacher Kjeldsen et al. (2022) found that of 100,877 women
across five continents, the risk of developing postpartum depression was almost twofold for
mothers with a family history of psychiatric disorders. While research indicates the likelihood of
a genetic component linked to perinatal mental distress, understanding of this is complicated by

the role of epigenetics and gene-environment interactions.

Given the prominence of the biological model in healthcare, the following paragraph delves into
neurobiological influences which have been linked to the development of depression and anxiety
more generally. In doing this, the hope is to ensure a more robust understanding of psychological
distress, which can then be understood within the context of the perinatal period. Neuroimaging
studies have identified structural and functional differences in the brains of individuals with
depression, observing anomalies in the medial prefrontal cortex, the amygdala, and the striatum
and thalamus (Drevets, 2000). Imbalances in key neurotransmitters, such as serotonin, dopamine,
and norepinephrine, have also been shown to influence mood regulation and internal coping
mechanisms (Uher & McGuffin, 2010). Research has also identified structural differences in
individuals with anxiety disorders, with studies consistently showing increased amygdala
activation in situations which are anxiety-provoking (Holzschneider & Mulert, 2011). Alongside
the amygdala, which has been closely linked to fear and anxiety, the insula and anterior cingulate
cortex have also been linked to anxiety disorders and form what is commonly referred to as the

“fear network” (Holzschneider & Mulert, 2011).

Although fewer neuroimaging studies focus specifically on mothers during the perinatal period,
emerging research has brought forward important insights. Some studies have been able to
demonstrate changes in brain structure and function associated with anxiety and depression
during pregnancy and postpartum. For example, a study by Silver et al. (2018) found structural
brain differences in mothers with depression, highlighting evidence of white matter
abnormalities. Specifically, the results indicated reduced fractional anisotropy (FA), a marker of
white matter health, in regions such as the left anterior limb of the internal capsule and the right
retrolenticular part of the internal capsule of the corpus callosum. White matter is crucial for

communication between different brain areas, and disruptions may influence mood disorders. As
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such, these findings suggest that reduced white matter may contribute to the emotional and
cognitive symptoms experienced by mothers with postpartum depression (Silver et al., 2018).
Another study by Moses-Kolko et al. (2010) was able to indirectly explore anxiety symptoms
within the context of perinatal mental health through the use of functional MRI (fMRI). The
researchers investigated brain activation patterns in response to emotional stimuli and found
abnormal activity in the dorsomedial prefrontal cortex, as well as connectivity anomalies with
the amygdala. These findings suggest that mothers with perinatal anxiety may experience
increased emotional reactivity, indicating overactivity in fear-related brain circuits and

highlighting potential neural mechanisms linked to perinatal anxiety.

The endocrine system, often referred to as the body’s messenger system, is shown to present
biological risk factors for perinatal mental distress. This system consists of hormones produced
by internal glands that are released into the circulatory system and regulate specific mechanisms
through feedback loops (Wenzel, 2024). Dramatic hormonal shifts occur during pregnancy,
particularly in estrogen, progesterone, and cortisol levels. Research suggests that some women
are more sensitive to these hormonal changes, increasing their risk of developing perinatal
depression or anxiety (Wenzel, 2024). Dysregulation of the hypothalamic-pituitary-adrenal axis
(HPA), the body’s primary stress response, has also been associated with perinatal depression
(Kammerer et al., 2006). When the body is under stress, the brain triggers a sequence of hormone
releases, starting with corticotropin-releasing hormone (CRH) from the hypothalamus, which
stimulates the pituitary gland to release adrenocorticotropic hormone. This, in turn, signals the
adrenal glands to release cortisol, a hormone that helps to manage stress. During pregnancy,
however, the placenta begins producing its own CRH, which is not regulated by the usual
feedback system, leading to higher levels of cortisol that peak after childbirth (Wenzel, 2024).
Research suggests that some women may have an overly sensitive or under-sensitive stress
response, indicating an association between the HPA axis and perinatal depression (Kammerer et
al., 2006). A study by Hannerfors et al. (2015) supports this, showing that CRH levels during
mid-pregnancy were lower among severely depressed women compared to healthy pregnant
women. Additionally, premenstrual syndrome (PMS), which causes aggravated mood symptoms
due to changes in sex hormones during the menstrual cycle, is noted as a risk factor for perinatal

depression. The hormonal fluctuations during PMS are similar to those experienced during
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pregnancy and postpartum (Gastaldon et al., 2022). These findings suggest that individual
sensitivity and imbalances in systems impacted by hormone changes may contribute to the

development of perinatal depression or anxiety.

2.4.2 Psychological Factors

Research into psychological factors highlights mental processes which are linked to perinatal
mental distress. These factors play a critical role in an individual's mental health, emotional
well-being, and overall level of functioning (Wenzel, 2024). One of the most commonly cited
correlates for depression and anxiety relates to cognitions, whereby maladaptive thinking
patterns and cognitive biases influence the way information is processed. A study by George et
al. (2013) found that anxious mothers were more likely to exhibit maladaptive coping responses
such as self-blame and denial. Their findings also reveal that anxious mothers used significantly
fewer adaptive strategies, like acceptance and positive reframing, than non-anxious mothers.
Similarly, Coates et al. (2014) explored cognitive processes in mothers experiencing postnatal
distress. Their findings highlight issues such as self-blame, guilt, avoidance, and difficulties

adjusting to motherhood

Beck’s (1967) Cognitive Triad of Depression can be used to highlight three negative thought
patterns which commonly reflect the belief system of a person experiencing depression. From
this perspective, individuals are seen as automatically harbouring pessimistic views about 1)
themselves, 2) others and the world, and 3) the future (Hammar & Ardal, 2009). A good example
of this is research by Onyemaechi et al. (2017), which demonstrates that low self-esteem (i.e.,
negative views about oneself) is a well-established risk factor for mental health challenges across
the perinatal period. Similarly, a cognitive triad can be identified for anxiety, whereby negative
thought patterns contribute towards and sustain feelings of anxiousness. From this perspective,
individuals are seen as 1) viewing themselves as vulnerable, 2) viewing others and the world as
vulnerable, and 3) viewing the future as predominantly filled with threats (Miranda & Mennin,
2007). Both cognitive triads emphasise negative anticipation as a central feature and highlight
the role of cognitions in processing information. Additionally, a low threshold for uncertainty has

also been linked to poor mental health in the perinatal period, where individuals with a low
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tolerance for unpredictability found it more challenging to manage negative thoughts and

emotions (Sbrilli et al., 2021).

A history of mental health challenges is another strong predictor of perinatal anxiety and
depression, with individuals who have previously experienced mental health issues at greater risk
for similar struggles during the perinatal period (Jeong et al., 2013). This relationship highlights
the cumulative effect of past conditions on perinatal mental health. Symptoms of depression or
anxiety which arise during pregnancy often act as precursors to ongoing mental health issues
postnatally, potentially triggering a cycle where initial symptoms are aggravated by stressors
such as reduced sleep and the demands of infant care (Réiséden et al., 2014). The nature of
anxiety and depression is highly comorbid, suggesting that the presence of one may increase the
risk of developing the other. For example, research indicates that high levels of anxiety during
pregnancy can increase the risk of postpartum depression up to threefold (Biagga et al., 2016).
Additionally, a history of disordered eating has been shown to increase the risk of anxiety and
depression throughout the perinatal period (Micali et al., 2011). This correlation may be due to
increased body image concerns, physical discomfort, and disruptions to existing coping
mechanisms. Similarly, a history of trauma has been linked to perinatal anxiety and depression,
with unresolved trauma being shown to resurface in the face of increased vulnerabilities (Biaggi

et al., 2016; Yang et al., 2022).

The psychological transition to motherhood is often fraught with challenges and requires a
redefinition of identity. Gruen (1990) describes this transition as a period of profound change,
during which mothers must renegotiate their roles, relationships, and established patterns. For
many, this journey can be emotionally draining and overwhelming, primarily as mothers reflect
on previous parts of themselves, such as professional or social identities (Kauppi et al., 2012).
The exploration of identity is a key factor which has been linked to perinatal mental distress.
Kauppi et al. (2012) found that some mothers experience a disconnect between the idealised,
fulfilling view of motherhood perpetuated across cultures and lived experience. An example of
idealised motherhood is the expectation that mothers should experience constant joy and
selflessness. This gap can be confronting for mothers, highlighting a complex mix of losses such

as autonomy, independence, social identity, and their physical selves. Further supporting these
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findings, Laney et al. (2015) conducted a qualitative analysis that examined how motherhood
impacts the sense of identity and personal development. They identified themes such as a
temporary loss of self as mothers worked to integrate their new maternal identity, tension
between the role of mother and other aspects of their lives, and a tendency to focus on familiar
roles. These experiences were accompanied by shifts in how mothers perceived themselves and
their sense of self-worth. This shift in self can lead to increased self-consciousness and

self-criticism, ultimately contributing towards poor mental health outcomes.

Attitudes towards motherhood play an important role in predicting perinatal depression and
anxiety. Beliefs around motherhood, for example, feelings that one should have a stronger bond
with their baby or concerns about being judged by others, or fearing that others will think they
are “bad mothers” for specific actions, can negatively impact perinatal mental health (Wenzel,
2024). A study by Sockol et al. (2014) explored attitudes toward pregnancy and motherhood.
Their findings showed a correlation between negative maternal attitudes and poor mental health
outcomes, particularly during the postpartum period. While pregnancy-specific anxieties, such as
fear of childbirth or concerns about the baby’s health, were linked to higher levels of anxiety,
postpartum attitudes were a stronger predictor of depression. This aligns with broader literature,
where positive or realistic attitudes about motherhood are associated with better adjustment and
lower levels of anxiety and depression (Coleman et al.,1999; Green & Kafetsios, 1997). Further
supporting these findings, Harwood et al. (2007) explored the discrepancy between idealised
expectations and actual experiences of motherhood, showing higher levels of depression and
poorer relationship adjustment when experiences were negative relative to expectations.
Together, these studies emphasise the importance of preparing mothers with realistic education
about the challenges of motherhood. Fostering a balanced, realistic view of motherhood can help
mothers navigate the inevitable challenges while embracing the positive aspects of motherhood.
It is also important to move beyond education alone and challenge the broader social structures

that uphold these norms, which are discussed in more detail in the following section.
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2.4.3 Social and Environmental Factors

Single motherhood is frequently cited as a significant factor, due to the overwhelming nature of
the emotional and practical demands of managing childcare, finances, and household
responsibilities without a partner (Shenoy et al., 2014; Cairney & Wade, 2002; Angel &
Worobey, 1988). Moreover, several studies have identified a lack of social support as one of the
most significant predictors of perinatal anxiety and depression. Biaggi et al. (2016) noted that a
lack of emotional or practical support can contribute towards feelings of isolation, stress, and
helplessness. Similarly, positive interpersonal relationships can serve as a psychosocial
protective factor, helping to ease the pressures of motherhood (Antoniou et al., 2021). Kay et al.
(2024) examined how social support and psychosocial stimulation influence a mother’s mental
health during the perinatal period. They found that emotional support, such as encouragement
and empathy, and practical support, including help with household tasks or parenting advice, are
strong protective factors against mental distress. The partner relationship has also been shown to
play an important role, with relationship conflict, poor communication, and partner tension
exacerbating mental health challenges (Leach et al., 2015; Dennis et al., 2017). Research by
Bayrampour et al. (2016) further illustrates the impact of partner tension, showing it to be a
powerful predictor of anxiety symptoms during pregnancy and the postpartum period. Taken
together, these findings reinforce that supportive relationships and nurturing family environments
promote improved maternal mental health during the perinatal period. This has significant

implications for the need to strengthen social support systems.

Socially constructed gender roles are shown to shape beliefs, attitudes, and expectations about
motherhood. These gender roles stem from the idea that women are inherently wired for
maternal instincts, often leaving mothers feeling pressured to live up to idealised standards. The
ideal mother is seen as constantly available and deeply invested in their children’s wellbeing,
often at the expense of their own emotional needs (Ennis, 2014). In Western individualistic
societies, there is increasing pressure on mothers to engage in ‘intensive mothering’, which
describes the expectation that mothers should dedicate exhaustive time and resources to raising
their children. Sharon Hays (1996) argues that this creates a tension between the expectation for

mothers to devote themselves to their children and the demands of modern life. This
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contradiction can heighten levels of stress and contribute towards adverse mental health
outcomes. Henderson et al. (2016) support this view through their findings, which show that
internalising feelings of guilt and the pressure to embody the ‘perfect mother’ can harm a
mother's mental health. Additionally, societal expectations often discourage mothers from openly
discussing their struggles. When mothers feel unable to share their difficulties, it can lead to
social isolation and increased feelings of loneliness and helplessness, ultimately increasing the
risk of anxiety and depression. Furthermore, stigma surrounding mental health in many
communities can also hinder access to support and worsen perinatal mental health (Byatt et al.,
2015). These findings bring forward the potential negative impact that social constructs can have

on mental health and call for a critique of the dominant motherhood ideologies.

Modern society has seen an overwhelming presence of social media, which plays a complex role
in shaping mental health. While it can offer valuable opportunities for connection, support, and
the sharing of experiences, it has also been shown to contribute to mental health challenges
through an environment of information overload and unrealistic expectations. Nowadays,
mothers may turn to parenting apps, websites, and social networks for support. However, these
resources often offer incomplete, irrelevant, or inaccurate information (Buultjens et al., 2012).
Social media platforms often portray highly romanticised and unattainable standards of
motherhood, heightening social comparison and potentially increasing feelings of inadequacy
(Tate, 2023). An online study by Kirkpatrick and Lee (2022) supports this point, which found
that Instagram’s idealised portrayals of motherhood can be harmful through increased
comparison to what mothers see on social media, as well as increased envy and state anxiety. In
contrast, Price et al. (2017) showed that first-time mothers highly valued the use of social media
as both a form of connection and a means for developing real-world connections. In this way,
platforms such as Facebook and Instagram become a way to connect with other mums, ask
questions, or even organise in-person catch-ups. They argue that the use of online engagement is
purpose-driven, shaped by broader social expectations which influence perceptions of what is

acceptable and accessible support.

Another important social and environmental factor influencing maternal mental health is ethnic

identity. Research shows that mothers from minority groups face a heightened risk of anxiety and
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depression due to a range of sociocultural factors such as racism, economic stress, and limited
access to healthcare (Gennaro et al., 202). The intersection of ethnicity, gender, and class creates
unique stressors that can contribute to mental health challenges (Andrea, 2024). Social
determinants of health are incredibly influential in shaping mental health outcomes, particularly
among minority populations (Crear-Perry et al., 2021). Social determinants of health are broadly
defined as the conditions in which people are born, live, work, and age, as well as their access to
power, money, and resources (World Health Organisation, n.d.). Mistrust of healthcare systems
due to historical racial discrimination, cultural stigma surrounding mental health, and a lack of
culturally responsive care act as systemic barriers that further exacerbate these disparities
(Huggins et al., 2020). Research by Valdez et al. (2018) suggests that cultural sensitivity
interventions can improve mental health outcomes for minority mothers. Their study found that
group-based interventions, which provided a culturally safe space for mothers, helped reduce

feelings of isolation and improved mental health.

A wide range of environmental factors have been identified as contributing to perinatal mental
distress, primarily through the cumulative stress for mothers and the limited resources mothers
have to cope with these stressors. For example, low socioeconomic status, inadequate healthcare,
housing instability, food insecurity, community violence, and stressful occupations have all been
linked to perinatal depression and anxiety (Meghani et al., 2024). When there is a cumulative
stress related to these factors, and this co-occurs with limited or no support systems, mothers’
resources to cope can then be overwhelmed. Additionally, the stress created by these conditions
can be compounded by the absence of support systems, such as affordable and accessible
childcare or paid family leave, both of which can ease the transition into motherhood
(Crear-Perry et al., 2021). When resources are limited, unavailable, or already overwhelmed,
mothers may feel stretched too thin and unable to seek or access appropriate support, further

impacting symptoms of anxiety and depression.

Lastly, the pregnancy experience itself can heighten the risk of anxiety and depression for
mothers. Blom et al. (2010) found that certain perinatal complications, such as pre-eclampsia,
emergency caesareans, fetal distress, or the need for the baby to be admitted to the hospital, were

associated with postnatal depression. Another study by Ahmadpour et al. (2023) concluded that
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both postpartum depression and anxiety are related to childbirth experiences. They noted factors
such as emergency caesarean, mid-pregnancy problems, fear of childbirth, neonatal intensive
care, and long-term labour as relating to negative birth experiences. These complications can
leave mothers feeling a loss of control or guilt related to their birth experience, ultimately

contributing towards ongoing psychological stress

2.4 The Ripple Effect

The literature on perinatal health highlights a range of negative sequelae related to mental
distress, ranging from short-term to long-term consequences (Folliard et al., 2020). This body of
research shows how its effects extend far beyond the individual. It is clear to see the direct
impact on a mother's wellbeing; however, the consequences can also have enduring

consequences on child development. This intergenerational impact underscores the importance of
research into the topic of perinatal mental distress and foregrounds its potential to inform
interventions that support both maternal and child wellbeing (Glover, 2007). The following
sections will discuss the current literature focusing on the implications of perinatal mental
distress on pregnancy and birth, maternal well-being, fetal, infant and child development, and

attachment issues.

2.4.1 Implications for Pregnancy and Birth

One of the most comprehensive studies on this topic is a systematic review and meta-analysis
exploring the implications of pregnancy and childbirth for perinatal distress (Grigoriadis et al.,
2018). Findings point to a clear association between antenatal anxiety and multiple adverse
outcomes, including preterm birth, lower infant birth weight, earlier gestational age, and smaller
head circumference. Ding et al. (2014) support these findings through their work, which found a
link between maternal mental health and two major birth complications: low birth weight and
preterm birth. They concluded that healthcare professionals should be particularly vigilant when

addressing mental health concerns during pregnancy.
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Perinatal depression has also been linked to complications such as preterm birth, low birth
weight, and earlier gestational age. Accortt et al. (2014) conducted a systematic review of the
relationship between prenatal depression and various adverse birth outcomes, revealing a strong
link between prenatal depression and preterm birth. Their review also found an association
between experiences with prenatal depression and an increased risk of low birth weight and
earlier gestational age. Furthermore, the study explored potential mechanisms through which
depression might influence birth outcomes, such as increased cortisol levels, poor nutrition, and
reduced prenatal care. Grigoriadis et al. (2013) further support these findings, reporting an
association between antenatal depression, increased risk of preterm birth, low birth weight,
earlier gestational age, and neonatal complications. They also explored the role of potential
mechanisms, including increased cortisol levels and inflammatory processes, reduced physical

activity, poor nutrition, and lower levels of prenatal care.

Research into the effects of antenatal anxiety and depression suggests that its influence extends
beyond birth outcomes. High levels of anxiety during pregnancy are associated with an increased
risk of miscarriage and preterm labour (Mulder et al., 2002; Staneva et al., 2015). These findings
indicate that antenatal anxiety not only impacts the course of pregnancy but also increases the
likelihood of complications that can influence early delivery. Antenatal anxiety has also been
shown to affect a mother's preference for birthing style. Rubertsson et al. (2014) found that
heightened anxiety symptoms during pregnancy were linked to an increased fear of childbirth,
which in turn was associated with a stronger preference for caesarean birth. Grigoriadis et al.
(2013) found that mothers who experienced antenatal depression had an increased likelihood of
caesarean deliveries, which they concluded could be related to both physical complications
during labour and the impact of depression on decision-making. These findings suggest that
maternal mental distress not only affects birth outcomes but also shapes the way mothers
perceive and approach childbirth, potentially altering birth plans in response to heightened stress

or fear.
A retrospective study by Dowse et al. (2020) found that women who self-reported anxiety during

pregnancy were more likely to have birth complications. They were also more likely to be

admitted to a neonatal unit, have longer hospital stays, and have lower Apgar scores, which
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indicate the infant's health state in the first 10 minutes. Similarly, Martini et al. (2010) observed
that maternal distress was associated with preterm birth and an increased likelihood of caesarean
delivery. Both of these studies relied on self-report measures, introducing a potential for
reporting inaccuracies and a lack of diagnostic precision. Despite this, the findings highlight a
critical gap in mental health care for pregnant women, as self-reported mental distress may often

go undetected without more thorough screening protocols.

2.4.2 Implications for Mother

Research consistently demonstrates that mild to moderate perinatal anxiety can significantly
impair a mother's functioning. Furber et al. (2009) interviewed 24 pregnant women who
self-reported moderate levels of psychological distress, much of which stemmed from past
difficulties and concerns about their pregnancy. Mothers experienced disruptions to their daily
lives, including changes in eating habits, work routines, and overall lifestyle. Similarly, Highet et
al. (2014) completed research with mothers who self-reported postnatal depression or anxiety,
showing that moderate distress resulted in excessive worry and a decline in social functioning.
These studies demonstrate that mild to moderate levels of mental distress can have a significant
impact on a mother's functioning and ability to engage in day-to-day activities. This point
emphasises the need for early, normalised and proactive mental health screening throughout the
perinatal period, as addressing mild distress during this critical period could have significant
implications, such as improving maternal well-being and health outcomes for both mother and

child.

Razurel et al. (2013) investigated the relationships between perceived stress, social support, and
coping strategies, and examined how these factors impact maternal well-being during the
perinatal period. Their review found a clear link between perceived stress and the onset of
anxiety and postnatal depression. Notably, the study highlighted the critical role that social
support plays in mitigating the impact of stress, particularly by managing feelings of isolation
and supporting the capacity to cope. Active coping strategies, such as seeking help or engaging
in problem-solving, were associated with better mental health outcomes. In contrast, passive

coping strategies, such as avoidance and denial, were linked to poorer mental health outcomes.
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The review points out that while perceived stress is an essential factor in maternal mental health,
support and coping strategies can play a significant role in how stress is experienced and

managed.

Another important factor influencing mental health outcomes in the perinatal period is
breastfeeding, which can play both protective and challenging roles depending on individual
experiences and circumstances. Research has shown that the benefits of exclusive breastfeeding
extend well beyond the immediate postnatal period. Women who breastfeed exclusively have
been found to have improved health outcomes, including achieving pre-pregnancy weight,
reduced risk of developing type II diabetes, reduced risk of depression, and a lower likelihood of
developing hormone-related cancers such as endometrial, ovarian, and breast cancer (Del
Ciampo & Del Ciampo, 2018). In contrast, several studies have referenced the adverse effects of
anxiety and depression on breastfeeding initiation, duration, and enjoyment. Coo et al. (2020)
completed a prospective study and found that high levels of distress were associated with a lower
likelihood of exclusive breastfeeding. Fallon et al. (2018) found that mothers who reported high
levels of anxiety were less likely to initiate breastfeeding, had shorter durations, and reported
lower levels of enjoyment. These findings underscore how mental distress can disrupt not only
the physical act of breastfeeding but also a mother's emotional connection to the experience,

potentially affecting long-term breastfeeding outcomes.

Lastly, postnatal depression has also been shown to impact a mother's ability to bond with her
infant. A qualitative study by Keefe et al. (2016) found that mothers who have experienced
postnatal depression had intense feelings of worry, anxiety, and self-doubt, particularly
concerning their ability to care for their children. Reupert et al. (2015) point out that with
appropriate support and intervention, it is possible to reduce the adverse effects of perinatal
mental distress and improve outcomes for both mothers and children. This highlights the need
for early identification and intervention for mothers experiencing mental distress, as well as

providing support to families.
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2.4.3 Implications for Fetal, Infant, and Child Development

Infants born to mothers who experience mental distress during the perinatal period may face a
range of physical, cognitive, and behavioural challenges. A review by Atkar et al. (2019)
explored the impact of perinatal depression, anxiety, and other psychological conditions on fetal
and infant development, highlighting how maternal stress and elevated cortisol levels can affect
fetal growth and brain development. These conditions not only influence immediate infant health
but can lead to long-term developmental difficulties, including physical, cognitive, emotional
and behavioural issues. Furthermore, the effects of maternal mental health issues can extend
across generations, with children becoming more susceptible to developing mental health issues

themselves.

The physical effects on infant and child development are well documented, with several studies
examining the implications of perinatal mental distress. Let et al. (2014) found that high levels of
antenatal anxiety, particularly during late stages of pregnancy, were linked to an increased risk of
bronchiolitis in infants. This suggests that maternal stress can impact an infant's immune system,
potentially making them more vulnerable to respiratory illnesses. A study by Greene et al. (2018)
indicates that maternal anxiety, particularly during neonatal hospitalisation of low birth weight
babies, is associated with lower fine motor skills at 20 months. Glasheen et al. (2010) found
strong links between postnatal anxiety and somatic symptoms in children, such as colic and
abdominal pain, as well as psychological outcomes for infants and children, such as difficult
temperament. While there were many factors related to infant health, their findings suggest that
early maternal anxiety, in particular, can influence a child's developmental trajectory, including

motor coordination and physical independence.

Perinatal mental distress has been consistently linked to adverse outcomes in children's cognitive
development. Barker et al. (2011) found that both antenatal and postnatal anxiety and depression
were associated with emotional and cognitive disorders in adolescents. Their large-scale study of
mother-infant dyads reinforces that maternal mental health has long-lasting implications,
extending well beyond the postpartum period. Further evidence supporting this comes from

Telgae et al. (2007), who found that high levels of maternal anxiety during pregnancy were
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associated with an increased risk of language delays in infants. Similarly, Davis and Sandman
(2010) found that anxiety during early pregnancy was linked to lower cognitive development in
infants. Buss et al. (2010) demonstrated that anxiety in mid-pregnancy was associated with
decreased grey matter volume in children, a critical marker of healthy brain development. Van
der Berg et al. (2005) found that infants of mothers with high levels of antenatal anxiety
demonstrated impulsivity and lower cognitive scores. These findings indicate that early maternal
distress can affect children’s attention span, ability to regulate their responses, and cognitive

function.

Perinatal mental distress has also been linked to adverse emotional and behavioural outcomes in
children. O'Connor et al. (2002), in an extensive study, found that antenatal anxiety predicted
emotional and behavioural problems in children at both four and eight years of age, even after
controlling for obstetric risks, postnatal depression, and other psychological factors. Similarly,
Davis and Sandman (2010) reviewed a body of literature and found a strong link between
anxiety during pregnancy and an increased risk of Attention Deficit Hyperactivity Disorder
(ADHD) in children. However, they noted that many studies in this area failed to account for
attachment style, which can play an important role in emotional and behavioural outcomes.
Prenoveau et al. (2017) examined the impact of postpartum Generalised Anxiety Disorder
(GAD) and Major Depressive Disorder (MDD) on child outcomes. Their findings demonstrated
that both anxiety and depression symptoms in mothers were associated with higher levels of
reported behavioural problems and emotional negativity in children. Importantly, in
observational assessments of children in this study, only children of mothers with MDD showed
significantly higher levels of emotional negativity. This nuance underscores the complexity of
the relationship between maternal mental health and child development, suggesting that the
effects of perinatal distress may vary depending on the specific nature of the maternal mental

distress.

2.4.4 Attachment Theory

The significance of Attachment Theory in the context of perinatal maternal health is vast. It has

led to significant developments in mental health policy, including the provision of a framework
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for understanding early child behaviour (Galbally et al., 2020). A comprehensive review of the
literature and research in this area would exceed the scope of this thesis. However, the following
is an overview of the development of this theory, along with the current research exploring the
relationship between perinatal mental distress and attachment theory. This focus is not meant to
imply that parents are neglectful or to blame for their children’s challenges, but rather to
acknowledge and emphasise the importance of the caregiver-infant relationship and highlight

that many parents may need additional support or guidance at times.

Attachment is a foundational framework in understanding parenting and the parent-child
relationship. Attachment theory posits that the emotional bonds formed between infants and their
primary caregivers serve as an outline for future relational and emotional functioning. The innate
need for attachment influences almost every aspect of early development and is shaped by the
caregiver's environment during pregnancy and infancy. More than just a theory of behaviour,
attachment theory emphasises the profound psychological and physiological impact of early
relationships, particularly the role of the caregiver in providing safety, responsiveness, and
emotional regulation. Secure attachments, formed when caregivers are responsive to their infants'
needs, promote healthy social and emotional development. In contrast, insecure or disorganised

attachments have been linked to social and emotional difficulties later in life.

In tracing the development of attachment theory, Winnicott (1953) introduced the concept of the
‘Good Enough Mother’, a notion which has influenced understandings of the necessary
emotional environment for healthy infant development. This work demonstrates the role of early
caregiving in the development of the self, proposing that consistent and responsive care fosters a
genuine sense of self. In contrast, neglectful or intrusive caregiving may lead to the development
of a false self as a coping mechanism. Bowlby (1969) extended Winnicott’s ideas by viewing
attachment as an evolutionary mechanism and arguing that behaviours are biologically
programmed to ensure survival. From this perspective, infants naturally form attachments to their
primary caregivers, who ideally provide a secure base for the child to explore the world. Bowlby
proposed that early bonding experiences shape the Internal Working Model, which influences
how infants and children interpret social interactions. The Internal Working Model also has

impacts on emotional and social development throughout the lifespan. These mental
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representations of the self are understood as guiding future relationships and responses to
emotional experiences in adulthood. Ainsworth (1978), who worked alongside Bowlby, later
empirically tested his theory, which has been foundational in the fields of maternal mental health
and child development. Ainsworth’s work identified distinct attachment behaviours in children,
as related to the role of caregiver relationships. Ainsworth developed an influential method
known as the Strange Situation Procedure, which involved observing children’s reactions to
separations and reunions with their caregivers. This approach identified four main attachment
patterns: secure, insecure-avoidant, insecure-ambivalent, and insecure-disorganised. Ainsworth’s
research emphasises the importance of caregiver responsiveness, suggesting that variations in

parenting sensitivity are key to whether a child develops a secure or insecure attachment.

During the Stranger Situation Procedure, children with a secure attachment display distress when
separated from their caregiver but are quickly comforted upon return, with the caregiver serving
as a ‘secure base’ from which to explore their environment (Ainsworth et al., 1978). As such,
children with secure attachments develop positive working models of relationships, expecting
that support is available when needed. In contrast, children with an insecure-avoidant attachment
show little to no signs of distress during separation and actively avoid their caregiver upon
return, reflecting a lack of trust in the caregiver's ability to meet their needs. These children often
‘down-regulate’ their attachment behaviours, managing distress independently rather than
seeking comfort. /nsecure-ambivalent attachment is characterised by distress during separation,
followed by ambivalence or resistance when the caregiver returns. This suggests the child is
uncertain about the caregiver's availability and responsiveness, leading them to ‘up-regulate’
their attachment behaviours, through increased or intensified behaviour in response to perceived
threats. Finally, insecure-disorganised attachment is marked by conflicting behaviours such as
simultaneously approaching and avoiding the caregiver, freezing, or displaying fear or distress
upon reunion. In some cases, the child may also exhibit repetitive behaviours, such as rocking or
jerking. This attachment style typically reflects an internal conflict, where the child is unable to
resolve their distress within the context of their relationship, often because the caregiver is a
source of both comfort and fear (National Collaborating Centre for Mental Health (UK), 2015).

Attachment patterns observed in infancy and childhood tend to persist into adulthood in
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approximately 70% to 80% of individuals, influencing their interactions in romantic

partnerships, friendships, and social contexts (Fraley, 2002).

Maternal mental distress can also impact attachment between mother and infant and, therefore,
the attachment style of the infant, contributing to intergenerational cycles of attachment patterns.
Mothers with insecure attachment styles are at increased risk of mental health disorders due to
the activation of internal working models related to negative representations of self and others
(Freeney et al., 2003). Warfa et al. (2014) support this by highlighting a link between maternal
attachment style and postnatal depression, with ambivalent attachment being more strongly
associated with postnatal depression than avoidant attachment styles. Mothers with insecure
attachment styles generally may struggle with emotional availability or feel heightened anxiety
about their infant's needs, which can increase the risk of developing perinatal depression or
anxiety. A study by Reck et al. (2013) found that mothers with anxiety disorders during the
postpartum period engage in interaction styles that lead to increased infant distress in novel
situations, especially when the mother has an avoidant attachment style. Similarly, Stein et al.
(2012) found that anxious mothers tend to be more controlling and less likely to follow their
child’s lead. In this way, the attachment dynamics within the family can reinforce cycles of
insecure attachment, impacting emotional regulation and relationship patterns across generations.
These mental health challenges can disrupt the caregiver environment, making it harder for the
mother to respond sensitively and consistently to her infant's cues. As a result, the infant may
develop an insecure attachment style, which mirrors the mother's attachment style, thus

perpetuating an intergenerational cycle of insecure attachment.

2.5 Insights from Qualitative Research

Traditionally, research on maternal mental health has focused on the topic from a clinical or
quantitative perspective. However, qualitative research offers a valuable opportunity to delve
deeper into the lived experience of mothers, fostering a more collaborative approach that centres
on the voices of those directly impacted. This approach prioritises the subjective experiences of
mothers during the perinatal period, allowing for an exploration of their unique mental health

struggles. Through the use of interviews and focus groups, qualitative research helps to uncover
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the nuanced aspects of lived experiences, providing a richer understanding that emphasises
meaning-making and interpretation. As noted at the outset, there has been a shift in the literature
towards using the term perinatal distress, reflecting a desire to capture the broader and more
fluid nature of lived experiences, experiences that are often less confined by controllable
variables. The following section provides a summary of qualitative research on perinatal mental
distress, using the same language as the respective researchers in relation to symptomatology and

onset.

2.5.1 Depression

Kauuppi et al. (2012) conducted a comprehensive descriptive study involving mothers with
postnatal depression, their significant others, researchers, and interdisciplinary providers. The
researchers focused on mothers’ expectations of motherhood, their perceptions of postnatal
depression, and their specific needs. The findings revealed a central theme of stigma, with many
mothers feeling labelled as ‘crazy’” when discussing their mental health struggles. The initial
postpartum period was marked by negative emotions such as fear, guilt, loss, isolation, and being
overwhelmed. Many mothers sought support from their social or professional networks, with
attempts often leading to further disengagement, as they felt judged as ‘bad’ or “unfit’ mothers.
The study concluded that when mothers’ expectations of motherhood clash with their lived
reality, their experiences can feel disorientating, often contributing to increased emotional
distress. The study highlights the need for more supportive and non-judgmental approaches to

maternal mental health, to encourage openness and reduce the stigma mothers may face.

Iturralde et al. (2021) conducted a study with pregnant or postpartum mothers from diverse racial
and ethnic backgrounds, including Asian, Black, Latina, and White, as well as clinical experts.
The study explored barriers that mothers from diverse backgrounds face in engaging with
treatment for perinatal depression, with their findings highlighting that mothers encounter
challenges at individual, social, and clinical levels. Individually, factors such as social stigma,
difficulty recognising symptoms, limited understanding of treatment options, and the constraint
of time hindered their ability to seek support. Socially, culturally specific discourses that

discourage treatment, low social support, a history of trauma, and the difficulty of taking time off
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work were further barriers. Clinically, mothers reported that a lack of knowledge and skills
among healthcare providers, coupled with a lack of cultural competence and language barriers,
prevented effective treatment engagement. This research draws attention to the complexities of
addressing perinatal depression in diverse populations and calls for a more culturally sensitive

and accessible approach to care.

O’Mahen et al. (2012) explored the perinatal-specific needs of mothers experiencing depression
to inform modifications to cognitive behavioural therapy (CBT) to make it more relevant. The
study sought to gain insight from mothers into their individual experiences during pregnancy and
the postpartum period. Three key themes emerged: self, motherhood, and interpersonal. ‘Self’
revealed that mothers internalised ‘motherhood myths’, feeling pressured to meet idealised
standards of motherhood and prioritising their child's needs over personal self-care.
‘Motherhood’ highlighted the challenges of managing social support, as mothers struggled to
accept help or navigate relationships with family and friends. There was a sense of perceived
inadequacy in their ability to fulfil the role of motherhood, which contributed to depressive
symptoms. ‘Interpersonal’ speaks to strains in partner relationships and feelings of social
isolation from peers and the community. The findings were consistent with a CBT perspective,
which suggests that negative thinking patterns can impact behaviour, and the lack of engagement
in positive, reinforcing activities can exacerbate these negative cycles. The researchers
emphasise the need for CBT interventions relevant to mothers to address unhelpful thinking
patterns and to integrate strategies for improving social support, self-compassion, and

relationship dynamics, thereby promoting wellbeing for mothers during the perinatal period.

2.5.2 Anxiety

Arfaie et al. (2017) explored pregnancy-related anxiety and risk factors, including fear of
childbirth, through semi-structured interviews with mothers referred to healthcare centres. The
analysis identified four categories of fear: the process of delivery (e.g., pain, competency, loss of
control), delivery (e.g., late arrival, preterm labour), delivery complications (e.g., bleeding,
death, delivery accidents), and healthcare quality (e.g., hospital facilities, trust in staff). The

study highlighted the need for supportive and informative environments for mothers, with a key
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focus on information about the delivery room, labour, and strategies for navigating fear and pain.
Similarly, Eriksson et al. (2006) investigated the intensity of fear experienced during childbirth.
The study interviewed 20 mothers using a grounded theory approach, finding that intense fear of
childbirth fluctuates and is influenced by judgments based on perceptions of self and others. The
researchers noted that while some mothers reported finding it helpful to discuss their fears, all
mothers highlighted the difficulty of doing so. Their findings stressed the importance of

understanding healthcare professionals, particularly midwives, in facilitating these conversations.

Coté-Arsenault et al. (2006) conducted an extensive qualitative study involving mothers who had
experienced previous pregnancy loss. Five key themes emerged: growing confidence, fluctuating
worry, interpreting signs, managing pregnancy, and having dreams. The first four themes
reflected the unstable nature of pregnancies for these mothers, while the ‘managing pregnancy’
theme included subthemes of being hypervigilant, seeking reassurance, and relying on internal
beliefs. The study highlighted that mothers with previous pregnancy loss experience constant
worry and anxiety, seeking reassurance that their babies are safe. In a similar study, Moore and
Coté-Arsenault (2018) analysed the diary entries of mothers with histories of miscarriage,
stillbirth, or neonatal death. Six themes emerged: staying alert, dealing with uncertainty,
dreaming of the destination, connecting with others, and reflecting on self. These themes
intertwine in the overarching theme of ‘staying on track, navigating the pregnancy’. The findings
portrayed the pregnancy journey as a challenging and uncertain path towards the destination of a

healthy baby.

Wardrop and Popadiuk (2013) conducted a qualitative study using a feminist biographical
approach to explore first-time mothers' experiences of anxiety in the postpartum period. Six
in-depth interviews were completed, with questions designed to delve into personal experiences
of anxiety and the challenges of transitioning to motherhood. The study identified five main
themes: experiences of anxiety, expectations of a new mother, issues of support, societal scripts
of motherhood, and the transition. The authors concluded that there is a need for healthcare
professionals to broaden their understanding of postpartum distress to include anxiety,

recognising its significance in the maternal experience.
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Evans et al. (2017) completed a qualitative study to explore the experiences of anxiety during
pregnancy and the views of mothers on the use of screening measures in antenatal care. The
study included two focus group discussions: one with mothers in a community setting and
another with mothers in a hospital setting, all of whom had received additional support for
anxiety during pregnancy. Three main themes emerged: sources of support, administration of
anxiety instruments, and the use of instruments to prompt discussion. The researchers concluded
that while the introduction of anxiety instruments could be beneficial in identifying anxious
feelings, participants voiced concerns about their administration and their ability to access
follow-up support. Their findings raise an interesting discussion about measuring anxiety to
understand emotional well-being, while taking care not to oversimplify the nuanced experiences

of pregnant mothers.

2.5.3 Perinatal Mental Distress

Mothers can experience a range of psychological problems across the perinatal period, with
symptoms and vulnerabilities of disorders often seen as overlapping, evidenced by high rates of
co-occurring disorders. Coates et al. (2014) advocate for a transdiagnostic approach to
understanding postnatal mental health, which focuses on identifying common underlying causes
of distress, rather than categorising mental health issues based on specific disorders. This
approach aims to guide more holistic treatment strategies. Their qualitative study sought to
explore how mothers conceptualise their postnatal distress. Using Interpretative
Phenomenological Analysis (IPA), four main themes were identified: living with an unwelcome
beginning (unwanted negative emotions), relationships within the healthcare system, the shock
of the new (adjusting to the demands of motherhood), and permanent changes to one’s life
post-birth. Psychological processes such as guilt, avoidance, and adjustment difficulties were
present across different types of distress, with mothers highlighting the importance of social
support in managing their new needs. These findings indicate the importance of exploring the
psychological processes that contribute to postnatal mental health challenges and the need for

more comprehensive, supportive care.
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A study by Highet et al. (2014) sought to gain qualitative insights into mothers’ personal
experiences of perinatal depression and anxiety. The study aimed to explore the experiences of
mothers who had experienced perinatal depression or anxiety, focusing on the specific factors
related to these conditions during this stage of life. Participants were women from both urban
and rural settings across Australia. The research used a grounded theory perspective, with
findings indicating that the wide range of symptoms experienced by mothers could be
understood as part of a broader phenomenon of loss and frustration. These symptoms were often
linked to the numerous changes inherent to the transition to motherhood and were frequently
associated with a sense of dissatisfaction with personal experiences of motherhood. The study
highlights the need for greater, more accurate and comprehensive information about perinatal
depression, and emphasises the importance of raising awareness about anxiety disorders during

this period.

Jones et al. (2022) completed a study examining the feelings and experiences associated with
perinatal distress during the COVID-19 pandemic, a period marked by a global increase in
mental health challenges. Drawing on a realist approach, five key themes were identified: family
and well-being, lack of support, mothering challenges, loss of control due to COVID-19, and
work and finances. The findings revealed that while the participants showed high rates of
depression, their descriptions were more indicative of anxiety and general distress, suggesting
that perinatal mental health may be more nuanced than previously recognised. The study points
to the complex and multifaceted nature of maternal mental health. It stresses the need for future
research and healthcare to consider the full range of emotions and symptoms expressed by
mothers. Given the broader implications of the pandemic on societal support structures, these
findings challenge the notion that perinatal distress can be solely categorised into specific

diagnoses and call for a more inclusive understanding of maternal wellbeing.

2.5.4 Aotearoa New Zealand Specific Research

In Aotearoa New Zealand, qualitative research focusing on perinatal mental health has provided

valuable insights into the unique challenges faced by mothers. A study by Holden et al. (2019)

engaged with maternity carers and mothers who identified as Maori and Pacific to explore gaps
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in screening practices and potential access pathways for mothers experiencing mental health
concerns. Their findings revealed that both mothers and carers perceived maternal mental health
screening as inconsistent and ad hoc, with multiple barriers impacting screening and access to
support. Notably, while lead maternity carers felt that mothers were often unreceptive to
screening, mothers expressed a strong desire to discuss their mental health concerns. The study
concluded that gaps in maternal mental health services exist and that improvements are needed at
the patient, provider, and system levels to ensure more equitable and effective care. Another
study by Clapham et al. (2024) expands on these findings by utilising their online story-sharing
platform to gather stories from mothers who experienced unmet needs while accessing the Well
Child Tamariki Ora (WCTO) service. The study identified three key themes: ‘making it seem
that I’'m coping’, ‘I wish I had connected with my WCTO nurse’, and ‘beyond the baby’. Their
findings underscore multiple missed opportunities for WCTO providers to address mental health
concerns and offer necessary support, stressing the importance of a relational approach to care

that considers the needs of families and whanau.

A study by Ryan and Barber (2022) conducted interviews with eight Auckland-based mothers
and three healthcare providers to explore the impact of the COVID-19 pandemic on postnatal
mental health. The findings focused on five themes: uncertainty and anxiety, financial work
stress, the importance of the ‘village’ (community support), inner resilience, and the feeling that
“no one cared for mum”. The study illustrated a lack of focus on maternal healthcare
appointments, coupled with limited support services for mothers seeking help. These findings
underscore the need for greater importance on mental health training for healthcare providers,

especially during the postnatal period when mothers may be particularly vulnerable.

Job (2022) utilised a mixed-methods approach to examine the experiences of mothers regarding
their birth experiences and subsequent mental health. Qualitative content analysis identified four
key themes: expressing myself, appraisals into the unknown, the reality of the experience, and
the impact on future birth experiences. The study found that Maori mothers often had negative
birth experiences linked to communication breakdown and obstetric interventions. Whereas
non-Maori mothers reported contrasting expectations versus reality, it is unclear how modern

ideals of motherhood could influence this discrepancy. This discrepancy highlights that birth
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experiences, particularly those involving interventions, contribute towards postnatal mental

distress.

Finally, Reid et al. (2018) completed a qualitative study using Kaupapa Maori methodology to
explore the experiences of Maori mothers living in rural New Zealand with gestational diabetes.
The study highlighted that gestational diabetes not only posed physical health risks but also led
to psychological stress and emotional challenges, ultimately contributing towards an increased
risk of anxiety and depression. Their findings indicated intergenerational beliefs that gestational
diabetes was an inevitable heritable illness, for example, “it just runs in the family”, and
identified missed opportunities for health services to address psychological concerns. There was
an identified need for a more holistic approach to healthcare that recognises both the physical
and emotional impact of gestational diabetes, particularly in the context of intergenerational

poverty and disadvantage.

2.6 Aotearoa New Zealand Context

Aotearoa New Zealand’s population was estimated at 5,308,500 as of December 2023, with an
annual growth rate of 2.87% (Stats New Zealand, n.d). In the year ended June 2024, there were
57,006 live births, a slight decrease from 57,534 in the previous year (Stats New Zealand, 2024).
Perinatal mental health issues affect a significant proportion of the population, with estimates
suggesting that 12-18% of mothers experience depression and anxiety during this period (The
Ministry of Health, 2021). Tragically, for some women, their mental distress can become so
overwhelming that they experience suicidal ideation and behaviours, with suicide now identified
as the primary cause of maternal death in Aotearoa New Zealand (Wilkinson et al., 2022).
Furthermore, rates of distress are disproportionately higher across certain groups, specifically
Maori, Pacific, and Asian peoples (The Ministry of Health, 2021), highlighting inequities and
social determinants linked to perinatal mental health (Dawson et al., 2022). A study by Signal et
al. (2017) found that 22% of Maori mothers met criteria for depression during late pregnancy,
compared to 15% of non-Maori mothers. Similarly, 25% of Maori mothers met criteria for

anxiety versus 20% of non-Maori mothers.
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Globally, and in Aotearoa New Zealand, there is increasing evidence that suggests that
supporting babies during the first 1,000 days of life (from conception to their second birthday) is
crucial for their lifelong physical, emotional, and psychological well-being (Helen Clark
Foundation, 2022). However, maternal mental health challenges are often under-recognised due
to several factors, such as inadequate screening methods, limited data, insufficient mental health
services, and education (Clapham et al., 2024). In 2012, the Ministry of Health released Healthy
Beginnings (2012), aimed at improving the availability, quality, and national consistency of
perinatal and infant mental health services in Aotearoa New Zealand. This initiative has led to
the expansion of services, including personalised care packages, community-based respite care,
and enhanced clinical responsiveness. Nonetheless, more work is needed to achieve better
outcomes for mothers, children, and their families. The Perinatal and Maternal Mortality Review
Committee (2022) has called for evidence-based approaches to support younger mothers,
identify modifiable risk factors for all mothers, and develop Kaupapa Maori models of care.
Central to these recommendations is the recognition that future mental health services must place
patients, families, and whanau at the heart of care. To achieve this, healthcare providers must
focus on building strong relationships and understanding the experiences of those they support,

considering their individual, familial, whanau, and community contexts (Te Whatu Ora, 2022).

2.6.1 Screening and Early Intervention

Maternity care in Aotearoa New Zealand, like many Western nations, has a history deeply rooted
in hospitalisation and medicalisation, leading to a loss of control for mothers in their experience
of birthing (Grigg & Tracy, 2013). The focus on physical care has often overshadowed the need
for comprehensive mental health support and care that centres on mothers’ needs. While there
has been a slow shift toward integrating psychological aspects of care, this change is still
emerging in legislation and practice. At present, publicly funded services remain inadequate to
meet the diverse mental health needs of mothers, which should be accessible to all mothers
experiencing distress and not just those severely affected (Wilkinson, 2022). Early interventions
for maternal mental health are crucial, as they have been shown to positively influence prenatal
development, enhance the bond between caregiver and child, improve maternal mood, and boost

parental self-efficacy (Clapham et al., 2024). The importance of universal screening for perinatal
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mental health cannot be overstated. Screening, when done correctly, should be implemented for
all pregnant women during their first lead maternity care visit, repeated in mid-pregnancy, and

again postnatally (Wilkinson, 2022).

The early identification and treatment of perinatal mental distress is essential, with maternal
anxiety recognised as both a key risk factor and strong predictor of depression (Fairbrother et al.,
2015). While a formal diagnosis of a mood or anxiety disorder requires a clinical assessment and
interview with a qualified professional, a range of self-report and psychometric tools are
available (Goldman et al., 1999). In Aotearoa New Zealand, the most commonly used screening
tool is the Edinburgh Postnatal Depression Scale (EPDS), which was developed to identify
women who may require further clinical assessment (Cox et al, 1987). The scale is also sensitive
to anxiety and can detect symptoms across the broader spectrum of perinatal mental distress
(Matthey, 2008). Evidence suggests that postnatal depression responds well to various treatment
modalities, particularly psychological interventions. However, pharmacological and combined
approaches may also be appropriate depending on the severity, duration, and complexity of

symptoms (O’Hara & McCabe, 2013).

The EPDS has limitations in its cultural application. While it has been validated for Tongan and
Samoan women living in Aotearoa New Zealand, its relevance for Maori women has not been
assessed (Wilkinson, 2022). Research shows that Maori mothers may be more likely to express
perinatal distress through physical symptoms rather than emotional or mood-related complaints
(Merrit, 2005). This highlights the need for culturally sensitive screening tools that reflect the
diverse ways in which stress can be experienced and communicated. A recent report by
Wilkinson (2022) calls for greater awareness of these cultural variations and the development of
an inclusive screening approach. One that moves beyond narrow diagnostic labels like ‘perinatal
depression’ or ‘perinatal anxiety’ and instead recognises the full spectrum of perinatal mental

distress.
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2.6.2 Rural Living

Rural and remote communities in Aotearoa New Zealand face unique challenges that are often
overlooked at the national level (Crowther, 2016). Rural and maternity services are defined by
proximity to obstetric and pediatric hospital care, with rural areas requiring at least a 30-minute
drive and remote rural areas requiring more than 60 minutes (Kyle & Aileone, 2013).
Geographic isolation and limited access to specialised healthcare services, particularly in areas
like Central Otago, can increase stress for pregnant mothers. Long travel times to specialist
services often mean mothers must leave their families, lose continuity of care with their lead
maternity carer, and bear financial burdens, which can exacerbate mental health challenges
(Whitehead et al., 2022). Furthermore, research indicates that greater exposure to stress during
pregnancy can increase the likelihood of perinatal mental distress (Waldie et al., 2015). In rural
areas, healthcare services are typically located in larger towns, leaving remote communities with
limited access to maternal care, including midwifery, prenatal, and postnatal support. Studies
show that many rural mothers choose to travel to base hospitals for specialised care like epidural
anaesthesia and to avoid labour transfers (Grigg et al., 2015). Travel for birth and specialist
antenatal care due to pregnancy complications presents financial and logistical challenges, which
urban mothers also face, but to a lesser extent (Low et al., 2005). These barriers contribute to
poorer mental health outcomes, highlighting a need for increased focus and support for rural

populations to address the adverse impacts that rural living can have on maternal healthcare.

2.8 Chapter Summary

The current study focuses on the perinatal period, spanning from conception through to the first
12 months postpartum. This period is marked as a transitional time that shapes the wellbeing of
mothers, infants, and families. Despite the topic's importance, literature reveals a lack of an
agreed-upon definition of perinatal mental distress, further complicating recognition, diagnosis,
and treatment. Historically, perinatal depression has taken priority in research; however, more
recent work has called for the inclusion of anxiety due to its high comorbidity and distinct
clinical profile. Furthermore, there is a shift observed where researchers are moving towards the

use of perinatal mental distress to capture the full spectrum of experiences in this period.
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Mental distress during this period does not follow a single pathway; instead, it is multifactorial,
shaped by physiological, psychological, and socio-environmental influences. These challenges
can have both short-term and long-term consequences, with research highlighting
intergenerational effects that extend far beyond the individual. Attachment theory reinforces this,
illustrating how maternal mental health can shape early relational and emotional development in
children. The biopsychosocial model of health offers a vital lens through which to understand
these complexities, highlighting the need for holistic and integrated care. Exploring how these
factors interact presents meaningful opportunities for enhanced awareness, prevention, and
treatment. However, research has traditionally isolated these influences, failing to account for the
nuanced, lived realities of mothers. Interpretative Phenomenological Analysis (IPA) offers a
unique approach, allowing for contextualised, experience-driven explorations of how factors

Interweave.

In Aotearoa New Zealand, research has identified substantial gaps in perinatal mental health
screening and support, with services described as ad hoc and fragmented. Mental health concerns
are often under-recognised due to inadequate screening, limited data, and underresourced
services. Additionally, suicide has now become the leading cause of maternal mental death in the
country. There is a very real need for relational, culturally responsive care that supports not only
individuals but whanau as a whole. Research into perinatal mental distress often overlooks the
voices of those most affected, particularly mothers in rural communities, who face unique
structural and geographic barriers to accessing support. Understanding the lived experience of
perinatal mental distress through qualitative research is an essential step in addressing current

gaps and informing more responsive, equitable care.
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CHAPTER 3: METHODOLOGY

3.1 Chapter Overview

This chapter begins by outlining the methodological rationale, situating the research within the
broader context of qualitative inquiry and its underlying ontological assumptions. I introduce the
meta-theoretical foundations of Interpretative Phenomenological Analysis (IPA), offering insight
into the study's philosophical and epistemological commitments. I then explore the use of
semi-structured interviews in depth, highlighting how this method aligns with the core principles
of IPA and supports the exploration of my research question: How do mothers living in rural
Aotearoa New Zealand experience perinatal mental distress? 1 follow with a detailed account of
the research design, including participant sampling, inclusion criteria, recruitment process, and
data collection procedures. The data analysis is described with reference to Smith et al.’s (2009)
six-step IPA framework. To demonstrate rigour, I draw on Yardley’s (2000) four criteria for
evaluating research: sensitivity to context, commitment and rigour, transparency and coherence,
and impact and importance. I also outline the ethical considerations, detailing how ethical
principles were upheld throughout the study. Finally, I present a reflexivity statement, in which I

express my position as a researcher and the influence I exert throughout the research process.

3.2 Rationale for Choosing the Methodology

Scientific inquiry has historically prioritised empirical, quantitative methods as the gold standard
for producing objective knowledge (Brinkmann et al., 2020). A rise in social justice movements
throughout the 1960s and 1970s led to significant changes in the academic landscape, advocating
for the inclusion of diverse voices in research. This shift prompted critiques of dominant
positivist approaches that upheld the idea of universal truths and instead emphasised a new
perspective that views knowledge as produced in relation to social, cultural, historical, and
economic contexts (Leavy, 2020). In this framework, subjectivity is valued, with the
understanding that people build their own realities based on personal beliefs, perceptions,
experiences, and so on (Vaprio, 2017). As a result, qualitative methods have re-emerged as a

valid and increasingly popular approach to research, offering richer, more contextualised
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understandings of human experiences. Within this framework lies an opportunity to challenge
taken-for-granted assumptions about the research topic by focusing on how meaning is

constructed at the individual level (Bishop & Yardley, 2014).

To address the research question, an Interpretative Phenomenological Analysis (IPA)
methodology was chosen. IPA is a qualitative research approach that is particularly well-suited
for this study, as it enables an in-depth exploration of the participants' lived experiences (Smith et
al., 2009). IPA values the participants' voices, offering a more nuanced understanding of their
experiences (Sofaer, 1999). IPA research, by nature, values subjectivity in the production of
knowledge and is based on the assumption that realities are co-constructed between the ‘object’
in the world and the ‘subjective’ processes involved in perceiving it. Here, human beings can
perceive internal and external phenomena through a social, cultural, and historical framework
built from one’s experience of ‘being in the world’ (Packer, 1985). The ‘being’ is seen as
embedded in the world, and the world is embedded in the being. Heidegger (1963) refers to this
as ‘Dasein’ or being in the world. In contrast, methodologies built within quantitative
frameworks tend to value an objective reality, viewing the subject and the object of study as

separate entities, emphasising controlled measurements to ensure validity.

IPA is particularly valuable in exploring experiences of mental distress during the perinatal
period, as it allows for detailed descriptions and interpretations of the emotional and
psychosocial nuances. This approach is especially important in the context of rural Aotearoa
New Zealand, where there is a paucity of qualitative research focusing on mothers’ lived
experiences of perinatal mental distress. As such, IPA offers a unique and essential lens through

which to explore these often under-researched experiences.

3.3 Adopting Interpretative Phenomenological Analysis

IPA focuses on understanding the everyday experiences that hold particular importance or
significance for individuals and prioritises participants' perceptions and experiences (Smith &

Osborn, 2015). In other words, when using IPA, researchers aim to understand what it is like to

‘walk in the shoes’ of their participants and make meaning of their experiences (Pietkiewicz &
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Smith, 2014). This methodology offers a robust framework for exploring mothers' psychological
and emotional experiences during the perinatal period, thanks to its focus on lived experiences,

its interpretive approach, and its idiographic perspective.

IPA derives directly from the meta-theoretical principles of hermeneutic phenomenology,
phenomenology, hermeneutics, and idiography. Phenomenology draws on several philosophical
principles, including those of philosophers such as Hesser, Heidegger, and Merleau-Ponty (Smith
et al., 2009). It prioritises individuals' inner worlds, focusing on their thoughts, feelings, and
memories (Laverty, 2003). Participants are viewed as experiential experts, and researchers strive
to understand the meanings individuals attribute to their experiences. In phenomenological
research, the world is understood as perceived by the individual, through their lived experience,
in that specific context. Therefore, phenomenology calls for a first-person description of how

people experience phenomena, rejecting the notion of ‘value-free’ or ‘context-free’ research.

The second meta-theoretical principle, hermeneutics, highlights that all knowledge and
understanding are mediated through interpretation. Originally a technique for interpreting
biblical texts, hermeneutics recognises that analysis always involves an interpretative element.
This interpretation occurs on two levels, often referred to as the double hermeneutic. In this
process, participants interpret their personal and social world while the researcher interprets how
participants make sense of their experiences (Smith & Osborne, 2004). The researcher assumes a
dual role: on one hand, engaging with the participant, and on the other hand, interpreting the
participant's experiences within the broader context of the phenomenon. The phenomenon is
there, ready to “shine forth, but the researcher requires detective work to facilitate the coming
forth, and then to make sense of it once it has happened” (Smith et al., 2009, p. 35). Central to
this detective work is reflexivity, which plays a pivotal role in IPA; researchers must
acknowledge and critically reflect on their own preconceptions and biases, which inevitably
influence interpretation (Heidegger, 1962). Language is key in this process, as it is through
language that we express and understand ‘being in the world’ (Shinebourne, 2011). This
understanding of language influences every stage of IPA, from accessing participant experiences
to interpreting their meaning, engaging in dialogue, and situating these experiences within

specific contexts.
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The third theoretical underpinning, idiography, is concerned with individuality and prioritises
small sample sizes, allowing the researcher to conduct deep, context-specific research. [PA
follows a systematic and thorough approach to analysing each case individually before moving
on to the next, ensuring that rich and meaningful analysis is produced (Smith et al., 2014). The
idiographic nature of IPA also implies that data analysis is inductive, with patterns, themes, and
meanings emerging directly from the participants’ accounts rather than from pre-existing theories
or hypotheses. In doing so, [PA aims to develop insights grounded in participants’ lived
experiences, fostering an understanding that emerges from the bottom up and provides an

informed understanding of the participants’ thoughts, feelings, and behaviours (Noon, 2018a).

3.3.1 Strengths of Interpretative Phenomenological Analysis

Several other qualitative methodologies were considered to address the research question;
however, IPA was chosen due to its ability to provide an in-depth understanding of mothers'
experiences during the perinatal period. IPA’s phenomenological approach ensures that the study
not only describes the mothers’ experiences but also focuses on the meaning that mothers attach
to those experiences, a crucial element in understanding how distress is processed, understood,
and managed. Unlike approaches that prioritise solely narrative or social construction, IPA
enables a more flexible and psychologically grounded exploration of individuals' landscapes. Its
emphasis on subjective experience and interpretative depth aligns closely with the study’s aims
to understand the cognitive and emotional dimension of maternal mental health (Coates et al.,

2014; Smith & Osborn, 2015).

3.4 Research Design (Semi-Structured Interviews)

Qualitative research offers a range of data collection methods, including interviews, focus

groups, observations and diaries in natural settings (Willig & Stainton-Rogers, 2008). Interviews
are a valuable tool for gaining insights into how people think, feel, act, and experience the world
(Brinkmann, 2013). This strength enables the researcher to explore the subjective meanings that

people attribute to various phenomena through dialogue. In studying mothers' experiences of
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perinatal mental distress, interviewing is a particularly natural and valid method for gathering
rich, contextualised accounts. The flexibility of interviews is a key advantage, as it can
accommodate multifaceted frameworks and allow the exploration of diverse topics (Brinkmann,
2013). By designing the study around specific research questions, interviews serve as an
effective approach to achieving research goals, allowing participants to express themselves

naturally (Riley & Chamberlain, 2021).

In line with IPA, which is best suited to a data collection process that will “invite participants to
offer a rich, detailed, first-person account of their experiences” (Smith et al., 2009, p. 56),
semi-structured interviews were chosen for data collection in this study. This method offers
greater flexibility compared to structured interviews, allowing me, as the researcher, to guide the
conversation while remaining open to emerging topics. This facilitates an exploration of the
participants’ ‘life-world’ and supports gathering in-depth descriptions of their experiences.
According to Brinkmann et al. (2020), semi-structured interviews align with the core principles
of qualitative research. These include fostering purposeful and rich conversations that allow
participants to share their experiences in detail; generating detailed descriptions that provide
comprehensive insights into those experiences; and supporting interpretative analysis by
exploring how participants make sense of their lives and the meaning they attach to their
experiences. The ability to revisit answers sensitively, prompt for clarification, or adjust the flow
of the conversation enhances the ability to gather nuanced responses (Smith & Osborn, 2015).
Semi-structured interviews also support a dialogical approach to knowledge production,
encouraging meaningful exchanges between the researcher and participant and facilitating a
deeper understanding of the topic. Compared to unstructured interviews, this method provides a
clear framework for maintaining focus on the research objectives while allowing participants to
express their thoughts and feelings (Brinkman, 2013). This balance of structure and flexibility
makes semi-structured interviews particularly effective for obtaining rich, comprehensive, and
contextually relevant data that offers deep insights into participants’ experiences, emotions and

perspectives.
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3.5 Participants

3.5.1 Sampling

This study employed a purposive and homogeneous sampling technique, which is standard for
IPA. This sampling approach allows for a detailed exploration of a specific group of individuals
who have experienced the phenomena under investigation; in this case, the shared experiences of
mothers who have faced perinatal mental distress. A key advantage of a purposive sampling
approach is its focus on capturing rich, contextual insights, recognising the importance of
understanding the nuance of individuals' lived experiences (Larkin, 2019). By considering these
personal accounts, the study aims to identify themes and patterns that reflect shared experiences

while acknowledging the role of social, cultural and historical understandings.

Smith et al. (2009) suggest that in IPA, there is no set number for the correct sample size;
however, smaller samples are commonly employed to allow adherence to the idiographic
commitment of the research approach. In line with Clarke (2010), which recommends a default
sample size of three for undergraduate or master's research and four to ten for professional
doctorate-level research, the present study completed five interviews. While four additional
participants expressed interest in the research, they were unable to participate as they did not

meet the inclusion criteria.

3.5.2 Inclusion Criteria

The inclusion criteria for this study were individuals over 18 years old who had carried and given
birth within the past five years, had experienced anxiety or depression (self-identified or
clinically diagnosed) during the perinatal period, and were residing in Aotearoa New Zealand.
Crucially, participants needed to consider themselves to have recovered and maintained stable
mental health for at least six months. The reference to ‘recovery’ and ‘stable mental health’ is
defined, with reference to local literature, as “living well in the community”. In Aotearoa New
Zealand, recovery is understood as living well in the community, whereby each person defines

what living well means (Mental Health Commission, 2012). Participants who considered
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themselves recovered for the specified period and were willing to participate were eligible for the
study. In determining their recovery, mothers may have reflected on factors such as their ability
to manage stress, cope with challenges, and regulate emotions, all of which contribute to a sense

of control over their thoughts and behaviours (Kleinert et al., 2022).

The four participants who did not meet the inclusion criteria were excluded for the following
reasons. Three participants had given birth within the last six months and had experienced
postnatal mental distress, meaning they had not yet met the required six-month recovery period.
One further potential participant was unable to be included due to residing outside the Central
Lakes region, which meant they could not participate in the study as they did not meet the rural

living criteria necessary for a homogenous sample.

3.5.3 Recruitment Process

Participants were recruited through maternal support networks in Central Lakes, including
organisations like Plunket, Central Lakes Family Services, midwives, counsellors, and Precious
Beginnings. This recruitment process was employed to engage mothers living in the Central
Otago Region, thereby supporting the research aims, which sought to explore the experiences of
mothers in a rural area. These networks were invaluable, and the generosity and enthusiasm of
the community members highlighted their strong commitment to supporting mothers. In IPA,
participants are often recruited through referrals from professionals, other participants, or
opportunities that provide access to a representative sample (Smith, Flowers, & Larkin, 2009).
By establishing rapport with maternal professionals, the research employed a snowball sampling
technique. An Information Sheet (see Appendix 1) was developed to recruit participants. It was
distributed to maternal health professionals, community members, and participants following
interviews, to be shared with their social networks via word of mouth, email, and digital
communications. A participant recruitment poster was also developed and distributed in relevant
locations, including community service waiting rooms and online platforms such as Facebook
and Instagram (see Appendix 2). Individuals interested in the study were asked to contact the
researcher directly rather than through third-party contact information to protect participants'

privacy.
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Given the rural setting and the sensitive nature of the issue being explored, a high level of

participant interest was not anticipated. Participants were invited to join the study on a

first-come, first-served basis, provided they met the inclusion criteria. The study aimed to

include up to 10 participants, which was deemed appropriate to the scope of the research and the

available resources. This number was identified in line with IPA methods and to ensure that I

could provide the necessary attention to the data collected and analyse it meaningfully. If

participant numbers exceeded this, I planned to communicate with the community contacts to

inform them that spaces were filling up. Those who reached out after the study reached capacity

would be thanked for their interest and informed that participant spaces in the research were full.

Table 1

Descriptive Details of the Participants in the Study

Participant | Number | Length of | Described Timing of Presenting Symptom
Name of Interview Symptom Onset (as described by
(Pseudonym) | Children participants)
Bella 1 44 minutes Post-partum Anxiety
Molly 2 92 minutes Post-partum Anxiety, Depression,
Psychosis
Matilda 2 65 minutes Post-partum PTSD, Anxiety,
Depression
Sophie 2 63 minutes Post-partum Depression, PTSD
Jamie 2 43 minutes Prenatal Anxiety

3.6 The Interviews

Participants were given the option to complete the interview in their homes or in a private

meeting room at a community centre. All participants chose to do the interview in their homes,

which provided a natural and comfortable environment. I brought baked goods from a local store

to the interview as a way to thank participants for their time and to help create a relaxed,

person-centred atmosphere. Before starting, I built rapport with each participant by beginning

with light conversation that helped us get to know each other. The participant consent form (see

Appendix 3), which had been previously emailed to participants, was then reviewed, and
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participants were asked to sign it. They were reminded that the interview would be audio

recorded and were given the opportunity to ask any questions before the interview began.

The interview schedule (see Appendix 4) was developed based on previous qualitative research
focusing on similar topics and informed by discussions with maternal mental health professionals
in the community. Smith and Osborn (2008) noted that an interview schedule helps IPA
researchers consider what topics to explore, identify potential challenges, and ensure the
interview stays focused. The interview schedule was submitted to Dr. Elle Brittain (research
supervisor) and the Massey University Human Ethics Committee for review and feedback,
particularly regarding the sensitivity of questions. As a part of the research development and
method review, a pilot interview with two mothers from the community (not included in the

research) allowed me to gather feedback on the interview structure, timing, and question clarity.

The interviews began with a broad question, “Can you tell me about your experience with
perinatal mental distress? ”. This open-ended question allowed participants to share their
experiences in depth and in their own words. I then employed a funnelling technique, starting
with broader questions and narrowing to more specific inquiries. This approach enabled
participants to gain a holistic understanding of their experiences, which could then be explored in
greater detail. The interview guide was intended to assist in navigating the interview rather than
restricting conversation. This flexibility allowed participants to guide the flow of discussion,
resulting in a more natural and immersive interview process. Throughout the interview, I adapted
questions based on participants’ responses, allowing for a deeper exploration of their
perspectives. This flexibility ensured that participants had ample space to articulate their ideas
and reflect on experiences on their own terms. The addition of probing questions, such as “What
was that like for you at the time? was used as a tool to guide participants as closely as possible to
the meaning of an experience, and therefore, to understand what it was like for them at that
moment, that is, the embodied experience of ‘being in the world’. This supports Packer’s (1985)
‘modes of engagement’ as a way to prioritise the origin of knowledge, whereby participants are

pushed to a point before reflective reconstruction, which naturally occurs over time.

After the interview, audio recordings were transcribed verbatim and sent to participants for
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review. They were invited to add, remove, or modify any comments before finalising the
transcripts for analysis. The interviews ranged in length from 42 to 91 minutes. Additionally, I
kept reflective notes to document my observations and personal reflections, which helped me

become aware of potential biases or emotional reactions during the interview.

3.7 Data Analysis

Data analysis using the IPA framework required me to fully immerse myself in the experiences
that participants had shared with me. As a researcher, my goal was to interpret and learn from the
participants' lived experiences, engaging deeply with the transcripts in an interpretative process.
Smith et al.'s (2009) framework for analysis was invaluable, particularly as this was my first
independent research project. The steps I followed were based on their recommendations, as

outlined below:
Step 1: Reading and Re-reading

I began the analysis by engaging with the transcript, reading and re-reading it multiple times.
This started with listening to the interview audio, followed by a careful review of the transcript. |
made reflective notes as I read, aiming to absorb as much detail as possible. I also kept a
reflective journal to document my thoughts, insights, and initial reflections, which helped me

identify key focus areas for further analysis (see Appendix 5).
Step 2: Initial Noting

After familiarising myself with the transcript, I examined the participants' language and the
content of their responses, beginning by highlighting comments which stood out before making
exploratory notes. These notes formed the foundation for exploring emerging ideas and initiated

the process of interpretation discussed earlier. An example of this is presented in Appendix 6.
Step 3: Develop Emergent Themes

I worked with my initial notes to identify emerging themes within the data. Rather than focusing
on the narrative accounts, I used my notes to identify recurring themes and patterns. These

emergent themes, which represented key aspects of the participants’ experiences, became the
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building blocks of my analysis. I revisited the data to refine themes, ensuring they were
grounded in the participants’ words and descriptions, while interpreting meaning beyond what

they shared.
Step 4: Searching for Connections Across Emergent Themes

Next, I examined how emergent themes were connected to one another. I used Miro, an online
tool, to create a visual board with post-it notes, which helped organise and explore the
relationships between themes. This allowed me to visually arrange themes and identify
superordinate themes, which are broader categories that capture overarching ideas. This process
strengthened my understanding of how individual experiences were connected through shared
patterns and how each theme contributed to the research topic. An example of this can be seen in

Appendix 7.
Step 5: Moving to the Next Case

Once the analysis of one participant's transcript was complete, I repeated the process for the next
participant’s transcript. Following IPA’s idiographic approach, I made a conscious effort to set
aside the prior themes and interpretations, allowing themes from each participant to emerge. In
this step, I endeavoured to maintain the integrity of each participant’s unique experience and

attempted to refrain from imposing preconceived themes on the new data.
Step 6: Looking for Patterns Across Cases

Finally, I looked for patterns across all the participant interviews. I used a table to compare the
superordinate themes from each case, identifying convergences and divergences in the data. This
process also revealed new overarching themes. The final result was a master table of
superordinate and subordinate themes for the entire group, highlighting broader trends and

connections across the cases. An example of this can be seen in Appendix 8.

3.8 Ensuring Reliability and Validity

The evaluation of qualitative research quality has been a topic of considerable debate, with some

scholars arguing for the recognition of the uniqueness of each individual study, while others
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contend that general guidelines are necessary for evaluating quality. Yardley (2000) offers four
broad principles for assessing qualitative research, which are referred to by Smith et al. (2009):
sensitivity to context, commitment and rigour, transparency and coherence, and impact and

importance. These principles can serve as foundational guidelines for ensuring that qualitative

research meets specific standards of quality and integrity.

3.8.1 Sensitivity to Context

Yardley (2000) highlights the importance of understanding and engaging with various contexts
that shape qualitative research. The researcher must demonstrate sensitivity to these contexts
throughout the research project to ensure a deep, nuanced, and ethically sound approach. In this

study, the following contexts have been carefully considered:

Theoretical Context

Throughout the study, I actively engaged with relevant literature, aiming to demonstrate a sound
understanding of previous studies that used similar methods and topics. This is shown through
the use of a comprehensive literature review, which frames the research within an existing body
of knowledge, thereby ensuring theoretical validity. I aimed to critically review the literature to
justify the need for this particular project, situating it in a broader theoretical context. Sensitivity
towards context is also demonstrated in allowing previous IPA research on maternal mental

health to guide the development of the interview schedule.

Philosophical Context

The philosophical underpinnings of phenomenology, hermeneutics, and idiography were
carefully reflected on, and I hope to have articulated and justified their methodology while
addressing the assumptions and worldviews that guide the analysis. This section highlights a
commitment to a clear philosophical rationale, ensuring that the chosen approach aligns with the

research goals and facilitates the interpretation of meaningful data.

52



Data Context

Sensitivity to the context of the data is reflected in a commitment to collecting and actively
exploring the data. I used probing questions during interviews and employed a rigorous
analytical approach to draw out findings, ensuring that all data were thoroughly and
meaningfully examined. Here, I sought to illuminate the depth of participant experiences rather

than simply note their descriptions.

Socio-Cultural Context

I have demonstrated sensitivity to the socio-cultural context by recognising how language, social
dynamics, and cultural factors shape the findings. The research methodology was designed to
respect and account for these factors, ensuring that the research findings were not biased or

reductive but instead nuanced and culturally sensitive.

Social Context of the Researcher and Participants

I was particularly mindful of relational dynamics with participants, fostering empathy, respect,
and openness in all interactions. This is reflected in the commitment to ethical practices, which
included creating an environment where participants felt comfortable sharing their experiences,

with careful attention to language and the nature of the dialogue.

Participant Sensitivity

I aimed to demonstrate sensitivity towards participants' perspectives at all stages, including
design, analysis, and reporting, ensuring that their anonymity, confidentiality, and respect for

their views were maintained. This was further supported by approval from Massey University

Human Ethics Committee, confirming the study’s commitment to participant wellbeing.
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3.8.2 Commitment and Rigour

Yardley (2000) emphasises the importance of dedication and thoroughness throughout the
research process, utilising the concepts of commitment and rigour. My commitment to the
research process is demonstrated through consistent engagement with the topic, as evidenced by
continuous self-reflection and interpretation in the methodology section. I used reflective notes,
which were integral to maintaining a deep and sustained engagement with the project, ensuring

the research was thoughtful and intentional throughout.

Rigour is demonstrated in this study through careful and detailed analysis of the data, guided by
previous IPA projects. I maintained a high level of analytical rigour by focusing on an in-depth
exploration of individual cases before moving to the next. Additionally, I have demonstrated an
empathetic understanding of the participants' views, ensuring that their lived experiences

informed the study.

3.8.3 Transparency and Coherence

Yardley (2000) suggests that research should be clearly articulated, logically connected and
methodologically sound. The criteria of transparency and coherence refer to the clarity and
persuasiveness of the descriptions and the arguments. I have carefully articulated every aspect of
the research process, from participant interviews to analysis. This includes detailed descriptions
of the theme coding procedures, ensuring that the research methods are clear and can be
reproduced. The use of excerpts from participant interviews to support themes illustrates how the

interviews were interpreted and meaningfully linked to the research questions.

I have demonstrated the alignment of the research question, philosophical perspective, and
methodology through a well-structured approach to the analysis and the overall presentation of
the findings. Transparency is further enhanced by the following reflexivity section, which
highlights my personal experiences and motivations that have shaped the research project. This
moves beyond providing context for understanding my researcher positionality, and also

describes how individual and external factors have influenced the research process.
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3.8.4 Impact and Importance

Yardley (2000) discusses the significance of the study’s contribution to knowledge, highlighting
that its findings should have meaningful implications for theory, practice, or future research and
be relevant and valuable to the field. The value of research can take many forms. It can only truly
be assessed in relation to the study’s objectives, its intended applications, and the community for
whom the findings are most relevant. Many qualitative researchers also focus on the
socio-cultural impact of their work, going beyond theoretical and practical implications. In this
sense, research can become inherently political, as all discourse and actions arise from a specific
social context, serve a social purpose, and have special effects. Given that discourse, ideas, and
beliefs are integral to our experiences of health and illness, research can influence and change the

way we think or talk about these experiences.

It is my hope, as the researcher, that the present study has demonstrated the importance of
understanding mothers’ lived experiences of perinatal mental distress through a comprehensive
literature review in the previous section. This research is anticipated to contribute to the broader

literature in Aotearoa New Zealand, fostering deeper insights into this critical area.

3.9 Ethical Considerations

Ethical considerations were carefully examined through a peer review process between myself
and Dr. Elle Brittain, the research supervisor. The Massey University Human Ethics Committee

granted approval before participant recruitment. These considerations are discussed below:

Informed Consent: Participants received an information sheet outlining the study, ethical
considerations, and potential risks. They were given one week to review the material and ask
questions before scheduling an interview. Written and verbal consent was obtained, and verbal

confirmation was provided immediately before the interview began.
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Right to withdraw: Participants were informed of their right to withdraw at any time up until they
approved the final transcript. They were also advised that they could skip any questions or end

the interview at any point without an explanation.

Confidentiality and Anonymity: Potential participants contacted the researcher directly to ensure
their privacy was protected. Pseudonyms were used during transcription, and identifiable details

were adjusted or omitted to ensure anonymity.

Risk to Participants: Participants in this research may have an increased vulnerability; therefore,
the inclusion criteria were modified to require participants to have considered themselves

‘recovered’ for at least six months, as part of the recruitment process. Given the sensitive nature
of the topic, interviews were conducted with the utmost care. The researcher monitored for signs

of distress and paused or ended interviews when appropriate.

Risk to Researcher: 1 engaged in continuous reflexivity and discussed the emotional content of
the interview with my supervisor, Dr. Elle Brittain. To confirm researcher safety, | communicated

with my supervisor before and after each interview.

Debriefing and Support: Participants were provided with contact details for support services in
case any distress arose after the interview. Participants were also given the research findings and

were provided an opportunity to discuss them with me, the researcher.

Data Protection: Digital data was stored on Massey’s secure SharePoint server. Identifiable
information was used solely for scheduling and participant communication and kept separate
from research data. Hard copies were stored in a locked filing cabinet, and pseudonyms were
used in all transcripts and research outputs.

3.10 Reflexivity Statement

As the researcher of this thesis, I bring both personal and academic perspectives which influence

this project. My interest in perinatal mental distress is shaped by my own personal experiences
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growing up in a family affected by mental health challenges, as well as seeing friends who have
faced similar challenges during their motherhood journey. I identify as a Pakeha woman living in
Central Otago, and as such, I acknowledge that my cultural positioning and life experiences
impact how I have approached the research questions, interactions with participants, and the
interpretations of their stories they so kindly shared. I hold both an insider and outsider
perspective on this topic; an insider through personal lived experience, yet an outsider, as [ am
not a mother myself. This balance enabled me to approach the research in an empathetic manner
while easing the process of building rapport with the mothers. In an effort to minimise the risk of
shaping interpretations through my own lens, I engaged in ongoing reflective practice, including
journaling and supervision. This process has supported a greater awareness of my assumptions

and helped to keep the voices of mothers at the centre of the research findings.

3.11 Chapter Summary

In this chapter, I have outlined my qualitative research approach, grounded in Interpretative
Phenomenological Analysis (IPA). Chosen for its focus on exploring lived experiences, [PA
offered a unique framework for capturing the rich, subjective realities of mothers who have
experienced perinatal mental distress in rural Aotearoa New Zealand. Drawing on
phenomenology, hermeneutics, and idiography, IPA provides space to honour individuals'
meaning-making while bringing forward voices that are often underrepresented in research. I
used semi-structured interviews to gather in-depth, personal narratives, allowing participants to
express themselves freely and openly. A purposive and homogeneous sample strategy guided the
recruitment of five mothers through trusted networks in Central Otago. All interviews took place
in the comfort of participants’ homes, providing a natural setting that supported trust and
reflection during these deeply personal conversations. The data were analysed using Smith et
al.’s (2009) six-step IPA framework, allowing me to interpret shared patterns while remaining
attuned to the uniqueness of each participant’s story. To demonstrate rigour and trustworthiness, I
applied Yardley’s (2000) principles of quality in qualitative research. Finally, I outlined the
ethical considerations of the study and the way these were upheld throughout the study.
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CHAPTER 4: FINDINGS AND ANALYSIS

4.1 Chapter Overview

This chapter shares the voices and stories of the mothers I interviewed. Through the lens of IPA,
I explored their experiences to understand how they made sense of perinatal mental distress.
What emerged were three superordinate themes that reflect different layers of their journeys:
Identity: The Fragmented and Reformed Self, Psychological: The Storm Inside, and
Sociocultural: The Weight of Expectation and Strength in Numbers. These themes are not neat or
separate; they overlap and weave together. Within these themes are smaller threads which speak
to a movement from struggle to strength, confusion to clarity, and isolation to connection. While
I have organised the findings in a way that offers some structure, the relationships they represent
are much more nuanced and shaped by emotion, memory, relationships, and place. I discuss the
findings below, organised under each superordinate theme. Within these, I explore the
subordinate themes in more detail, sharing the mothers’ stories in their own words, alongside my

interpretation of what their experiences may reveal and mean.

4.2 Summary of Group Themes

The key findings from the analysis indicate that all participating mothers shared common

experiences during periods of perinatal mental distress.

Table 2
Summary of Group Themes

Superordinate Theme Subordinate Theme | Participant Extracts

Identity: The Fragmented and
Reformed Self

Identity as a Mum “I think that, entering motherhood as a first-time mum, you are just

so lost. You're just like, and because your brain changes, like it's so
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wild, and you're just like, who am I again? And then you go out and

you meet new people in the ‘new self” that you are, and make all

>

these different connections.’

The Intersect:

Multiplicity of Self

“...initially, in my early days, I really grieved my past life. [ was
like, what the hell have we done? Like, this is crazy. [ want to go
back to just sleeping in and, like, leaving the house without, you

know, anything but your wallet and phone.”

Tension within the

Self

“It was just, I would have just classed myself as insane. I just didn't

recognise myself at all.”

Healing: Reframing

and Reformation

“It's just because cognitively, I have so much more on, my mental
load is huge, and I'm doing it by myself because I'm unsupported in
the relationship. And that was a big realisation, and I think that

was the start of it for me, being on a better journey with it all.”

Psychological: The Storm and

Calm Inside

Distress Recognition

“...50 it was very easy to just brush it to the side as a normal
process. But when I look back on it, I'm like, it wasn't. It wasn't a
normal process. It was way harder than what I would now consider

>

as a normal process.’

Emotional Landscape:

The Darkness

“...it was like there was always a shadow looming, and I didn't
know where or what that darkness was, and I didn't know how to

deal with that.

Loss and Gain of

Coping Mechanisms

“So I look back on it, and I say, all of my coping mechanisms that [
had put in place...all of those coping mechanisms like
independence and avoidance and perfectionism, like all that kind of
stuff. I just couldn't do those when I had Albert, so that world fell

’

down.’

Healing:

Self-Compassion

“And in that I've learned like I couldn't even tell I mean, having an
ADHD diagnosis, seeing how strong I am, recognising myself
awareness and capability, recognising where I'm taking too much
personal responsibility and where I haven't had the right

boundaries, and it's all, it's all just life.”
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Sociocultural: The Weight of
Expectation and Strength in

Numbers

The Silent Script of
the ‘Good Mother’

“But I would say the pressure is external in that I'm receiving so
many messages from so many places, and like all of the stupid
society stuff, where you even just walk in the supermarket and you
see a magazine of like, Mumma and Bubba, and they're all there
being happy, like something that's not even directed at you, but you
Jjust see it and take it in, and then there'll be all the stuff that I didn't
even notice, that I saw, that just showed me what a mum is meant to

be.”

Stigma

“So much self-stigma and so much prejudice. And I didn't want
Albert to be taken away from me, because again, like that doesn't
fit in with him having skin on skin and being breastfed and cluster

feeding and having all this stuff.”

Interaction Between

Stress and Isolation

“Yeah, but it was also really hard we realised how isolated Wanaka
is, yeah, that that was terrifying, actually realising how isolated we
were, and then also having to accept that that's the future of having
children, raising children here is that if anything goes wrong, you

5

are incredibly isolated too.’

Healing: Through
Connection and

Belonging

“Like...when you're at the park with the other mums, you, you

know, there are a few mums that I talked to on a really human level,

s

and my barriers totally down, and they 're my people.’

The first superordinate theme, ‘Identity: The Fragmented and Reformed Self,’ reflects a

significant shift in the participants' sense of self. Despite the initial fragmentation, this theme

ultimately traces a path of personal growth and renewal. The subordinate themes include

‘Identity as a Mum,” ‘The Intersect: Multiplicity of Self, > ‘Tension within the Self, and Healing:

Reframing and Reformation. The second superordinate theme, ‘Psychological: The Storm and

Calm Inside,” centres on the mother’s internal emotional experiences. This theme highlights a

journey from recognition of distress to the emergence of healing through self-compassion. This

is shown through the subordinate themes ‘Distress Recognition’, ‘Emotional Landscape: The

Darkness’, ‘Loss and Gain of Coping Mechanisms’, and ‘Healing: Self-Compassion’. Finally,
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the third superordinate theme, ‘Sociocultural: The Weight of Expectation and Strength in
Numbers’, explores how external societal pressures and cultural narratives shaped the
participants’ understanding of their experiences. The subordinate themes ‘The Silent Script of
the ‘Good Mother’, ‘Stigma’, ‘Interaction Between Stress and Isolation’, and ‘Healing: Through
Connection and Belonging’, map a transition from shame and isolation towards connection,
validation, and belonging. Together, these three superordinate themes illustrate the deeply human
struggle to reconcile internal experiences with external expectations, while ultimately seeking

authenticity, meaning, and connection in the journey of motherhood.

Figure 1

A Visual Representation of the Group Themes and Their Interaction

Sociocultural

Psychological Environment

N\

Healing

4.3 Identity: The Fragmented Self

A common theme across the interviews is identity and the strong shift in a sense of self which
participants experienced as they navigated motherhood. Participants described feeling

disoriented as they grappled with their identity in this new phase of life. Rather than simply
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adding the role of ‘mother’ to their identity, participants shared a more fragmented and conflicted
experience, characterised by contradictions and a temporary loss of self-recognition. These
struggles weren’t just about adding a new role; they spoke to an identity dilemma. Participants
appeared stuck between the person they used to be and the person they were becoming. Through
time, connection, and reflection, participants explained a reformation of identity, an integration
of a new self. The emotional challenges they faced became part of a process of personal growth,
where the evolving maternal identity brought with it not only struggle but also strength and
renewal. This journey is discussed below in relation to the subordinate themes: ‘Identity as a
Mum’, ‘The Intersect: Multiplicity of Self’, ‘Tension within the Self’, and ‘Healing: Reframing

and Reformation’.

4.3.1 Identity as a Mum

Participants described the idea of a new maternal identity, initially expressing shock at how
heavy the shift felt. They experienced a fundamental change in their perception of themselves
within their world, which brought early disorientation and disempowerment. The mothers
described a lack of self-recognition, loss of confidence, and feelings of overwhelm in the

unfamiliar world they found themselves in.

Sophie describes noticing a disconnect between past and present versions of herself , where her

pre-motherhood identity feels worlds apart from the demands of motherhood.

“I think that, entering motherhood as a first-time mum, you are just so lost. You're just
like, and because your brain changes, like it's so wild, and you're just like, who am 1
again? And then you go out and you meet new people in the ‘new self”’ that you are, and

make all these different connections.”

For Sophie, the transition into motherhood brought a sense of disconnection from her former
self. She describes a profound internal change, suggesting the shift is embodied rather than
situational. Her question, “Who am I again?” shows how deeply her identity has shifted. At the

same time, Sophie begins to rebuild her identity through new relationships and social
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connections, which help her form a “new self” as a mother. Her experience highlights both the

unsettling and rebuilding aspects of changes in identity.

For Matilda, the transition to motherhood is felt as a shift from an autonomous self to a self

defined in relation to another.

“...it was the emotional drain that I never experienced before because [ wasn't
responsible like I was, but I wasn't fully responsible for another human being. You know,
like, being fully responsible for someone else was a new experience, and something |

didn't, you know, expect.”

Matilda describes an unexpected emotional intensity in taking full responsibility for her twins,
expressing how deeply this experience changed her perception of herself. This moment signifies
the emergence of a new way of being, where her identity became intertwined with the needs of

her children.

Molly recounts a similar experience where she is “blindsided” after the birth of her first child,

Albert.

“With the hindsight that ['ve gathered. So, speaking from Molly today, and to sort of tell
the story when I first had Albert, even the first hour of having him in my arms, I had no
idea then, but I was absolutely blindsided. I had no idea what to do.”

Molly's description of being “blindsided” highlights how underprepared and overwhelmed she
felt in becoming a mother. Her experience suggests a loss of confidence in who she was, as her
previous sense of self struggled to manage the reality of motherhood. Molly’s statement, “I had

no idea what to do,” challenges the prevailing idea that maternal instincts simply kick in.
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4.3.2 The Intersect: Multiplicity of Self

‘The Intersect: Multiplicity of Self” was a common experience across the interviews. This theme
highlights a sense of self that is not a single, but rather a complex and multifaceted identity
composed of different parts. These different aspects of self were described as manifesting in
various contexts and influencing how participants thought, felt, and behaved. This demonstrates
that identity during motherhood can feel both fractured and intertwined, as participants attempted

to make sense of who they were while working through shifting roles.

Molly’s story reflects a split between two versions of herself, publicly confident and privately

overwhelmed.

“...and I get to the end of the day, and I would still be in my pyjamas at home and just
feeling utterly incapable. And I did the whole of work, I don't know, like total masking
and code switching. I just went to work and showed up there, and then at home, was a
completely different person. Lots of crying, like memories of lying on the floor and Albert

coming up to me and like, patting me.”

Molly’s words reflect a sense of helplessness and emotional exhaustion. She describes “masking
and codeswitching” to get through the workday. This contrast between her public and private
selves, where she maintains composure at work but breaks down at home, points to a form of
identity compartmentalisation where different aspects of the self are acted out in various
contexts. Her experience suggests a self that was not unified, replaced by situational personas:
one that had to hide true emotions, and the other that was utterly exhausted. Her memory of
crying on the floor while her child comforted her paints a powerful picture of how her distress

affected her daily life and sense of identity.

Sophie nods to a multiplicity of self through her account of internal conflict between her former

self and her new, emerging maternal self.
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“...initially, in my early days, I really grieved my past life. [ was like, what the hell have
we done? Like, this is crazy. [ want to go back to just sleeping in and, like, leaving the

’

house without, you know, anything but your wallet and phone.’

For Sophie, the idea of having more than one version of herself becomes clear in how she
describes the contrast between her pre-motherhood self and her current self. Her statement,
“What have we done?”, suggests an appreciation of more than one self and foregrounds a sense
of shock, as if she were pushed into a new version of herself that she did not fully choose. Here,
Sophie is seen as caught between two versions of her self; one that valued freedom and
independence and another now centred on responsibility. These different aspects of her added

tension and confusion as she attempted to make sense of her identity.

Another example of the multiplicity of self is evident when Jamie discusses an anticipatory grief

for her professional identity, which she describes as lost during her transition to motherhood.

“I found that a source of my anxiety was that I used to do rope access work, so quite
physical work. I was away from home a lot, and I had quite a lot of anxiety during my
pregnancy about what [ was going to do after the baby came. Like a loss of my
professional identity... And just an understanding through pregnancy that 1’d have to

i3

reinvent myself afterwards.

For Jamie, the idea of experiencing multiple versions of selves comes through in how she
discusses who she used to be, who she is becoming, and the uncertainty of who she will be in the
future. There is a clear contrast between her confident work identity and the new, yet to be
defined role of being a mother. Jamie shows an awareness that her identity is changing, and
while this involves a sense of loss, it also holds the possibility for growth. Her description shines
a light on the inner struggle of navigating between different parts of her self and rebuilding a new

understanding of her identity.

65



4.3.3 Tension within the Self

This subordinate theme reflects the internal conflict many participants experienced between how
they believed they ‘should’ be and how they actually were. Their stories reveal a complex mix of
emotions, often tied to a sense of losing who they were. This tension created confusion and
discomfort as participants tried to make sense of their experiences and understand who they were
within the new role of motherhood, highlighting the difficulty in matching internal identities

with the external expectation of a maternal identity.

Bella describes increasing distress due to the disconnect between her ‘perfect life’ and her lived

reality.

“And I think that was probably when I felt I was losing my mind. [ was going, and I'm so
happy. ['ve got the perfect life that I've always wanted. I've got a baby. But why am 1
feeling this way?”

For Bella, a clear gap emerged between her expectations of motherhood and the reality of her
experiences. This contradiction led to her questioning her own mental state, as though something
was wrong with her. She illustrates an inner tension where her emotional experiences were
mismatched with the perception of the life she had imagined for herself, contributing to
self-doubt. This dissonance is central to her shifting maternal identity, underscoring that
becoming a mother involves more than adapting to a new role. It involves working through
conflicting expectations and actively reconstructing a sense of self, something that Bella

identified as part of her healing journey.

The raw intensity of Jamie’s words echoes an intense distress as she describes no longer

recognising herself.

“It was just, I would have just classed myself as insane. I just didn't recognise myself at

all.”

66



Jamie’s account captures a tension within, expressed through a loss of self-recognition. Her
reflections, along with earlier references to shifts in her identity, suggest a fractured sense of self,
leaving her feeling lost and disconnected from who she once was. Her use of the word ‘insane’
reflects the extent to which she perceived herself as different from her former state of stability
and self-trust. This identity struggle appears to leave her in a liminal space, not her old self nor

yet settled into a new self, resulting in confusion and a sense of unfamiliarity.

Amidst clashing emotions, Sophie recounts a sense of overwhelm during her journey with her

daughter, Lola.

“Yeah, I think it's just, the wildest thing is experiencing like every emotion all at once. 1
think it's such a wild thing to experience. Like you can be happy that Lola’s here but sad

about what happened.”

For Sophie, the coexistence of happiness and sadness adds to a feeling of maternal ambivalence.
Experiencing these conflicting emotions simultaneously created an inner tension that left her
uncertain about her own honest emotions. Her statement, “the wildest thing,” reflects a feeling of
being overwhelmed, where it was hard for Sophie to articulate her internal state. This suggests a
form of disorientation, where Sophie struggled to make sense of who she is amid the emotional

complexity of early motherhood.

Molly also demonstrates the tension within through frustration towards the advice that ‘never

matched’, leading to invalidation and emotional isolation.

“It was external sources of people trying to be kind or reaching out for information or
receiving advice, but then it never, it never matched up with what was happening on the
inside. That was it. It never matched. Yeah, nothing that was ever given to me actually

matched until I found fucking Janet Lansbury and unruffled.”

Molly’s description illustrates the tension she felt between her internal reality and the external

advice she received. Instead of feeling supported, the advice often left her feeling more
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distressed and isolated, heightening her disconnection from herself and those around her. Her
experience reflects how emotional isolation eroded her confidence as a mother. Her discovery of
Janet Landsbury’s work appears to provide a moment of validation for her reality, highlighting a
sense of relief when her inner world was reflected externally. This marks a turning point, where

Molly feels more settled in herself.

4.3.4 Healing: Reframing and Reformation

All participants shared the final subordinate theme centred on identity, marking a significant
turning point in their journey. This stage of their story involved making sense of their
experiences, reframing their challenges, and moving toward growth and healing after grappling
with shock, inner conflict, and a fragmented sense of self. It represents a shift from survival
mode in the early demands of motherhood to actively integrating those experiences into a more
settled identity. From this perspective, their healing was not about returning to their former self,

but instead forming a new self characterised by strength, connection and acceptance.

Sophie reflects on her motherhood journey, expressing strength and gratitude for where she is

now and who she has become.

“I think, as much as it was horrific, going through it like, I am a new person now. |
probably get emotional, but like, it has changed me, possibly for the better, you know, like
it was so much, but I'm just so grateful now. I'm just so grateful for Lola and my family,
my friends and yeah. Going to like the deepest, darkest place, and coming out of it, |

’

think, makes you treasure everything so much more.’

Throughout Sophie’s interview, she described periods when it felt almost impossible to imagine
herself surviving the hardest parts of her journey. This extract beautifully articulates a
transitional moment from what she calls ‘the deepest, darkest place.” Her reflection signals the
development of a reformed identity: one that has changed, even been strengthened by the
intensity of her experiences. Her gratitude for Lola, her family, and her support networks

becomes a foundation for making sense of her lived experience. In this way, Sophie’s account
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highlights a narrative of growth, where gratitude, perspective, and refined selthood allow her to

reframe her suffering as part of a larger process of becoming.

Bella describes a moment of self-awareness and acceptance that supported her path towards

healing.

“It's just because cognitively, I have so much more on, my mental load is huge, and I'm
doing it by myself because I'm unsupported in the relationship. And that was a big
realisation, and I think that was the start of it for me, being on a better journey with it

all.”

Bella’s account is supported by a moment in her transcript where she reflected on discovering the
term matrescence. For Bella, this word offered a framework to understand her experiences as
part of the transformative journey into motherhood, rather than attributing them to personal fault.
Her description conveys a growing acceptance of a strained emotional bandwidth and a sense of
moving forward with it. This recognition appears to facilitate an active reintegration of the self,
enabling Bella to reconnect with her identity and continue with renewed self-awareness and

compassion.

Matilda also illustrates a reframing of her narrative through the realisation that she is not alone,

alongside the emergence of a redefined self shaped by the courage to embrace authenticity.

“I think the biggest health benefit for new mums is just realising you're not alone and
going through that. Yeah, and it sucks for everyone. Yeah. And if anyone says it doesn't,
then they're lying, yeah, be real.”

Within Matilda’s description lies a call to recognise and integrate the difficult aspects of
motherhood alongside its joys. Matilda’s sense of isolation was intensified by the unique
demands of having twins, which she found particularly challenging to manage. A turning point
emerges through her interactions with other mothers, where she was shown that others have

experienced similar feelings, both in person and on social media. When Matilda uses the phrase
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‘be real’, it symbolises a shift towards embracing a more authentic version of herself with more
self-assurance. Her experience suggests that feeling seen and validated by others plays an

important role in shaping her identity as a mother.

4.4 Psychological: The Storm and Calm Inside

Participants spoke of psychological struggles that fluctuated between chaos and calm. The title of
the theme, ‘Psychological: The Storm and Calm Inside’, was chosen to reflect the descriptions of
the participants' emotional distress shared through their interviews. Metaphors such as ‘darkness’
and ‘shadow looming’ show the raw intensity and heaviness of their experiences. The first
subordinate theme, Distress Recognition’, highlights how participants came to recognise their
distress, often through external sources such as friends, professionals, or educational resources.
The other subordinate themes, ‘Emotional Landscape: The Darkness’, ‘Loss and Gain of Coping
Mechanisms’, and ‘Healing: Self-Compassion’, help to trace the psychological journey the

mothers undertook, from being caught in the depths of the storm to finding inner calm.

4.4.1 Distress Recognition

‘Distress Recognition’ captures how participants came to recognise their distress, including the
catalysts that prompted them to seek help or initiate change. Looking back from a more stable
state of mind, participants described how they struggled to recognise their symptoms in the
moment, often interpreting their experiences as a normal part of motherhood. This theme shines
light on the temporal nature of distress recognition, where participants recall a gradual
progression from internalising their distress, to encountering a catalyst for reflection, and
eventually towards a new understanding of their experience. The unfolding process reveals how,
over time, participants came to acknowledge that they had been in a ‘tough place’. A realisation
that was not always possible in the moment, transpiring through distance, perspective, and

reflection.

Molly looks back on where she was, with awareness gathered over time, and demonstrates the

realisation that her distress was more than part of the ‘normal process’ of motherhood.
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“...50 it was very easy to just brush it to the side as a normal process. But when I look
back on it, I'm like, it wasn't. It wasn't a normal process. It was way harder than what 1

’

would now consider as a normal process.’

For Molly, reflection brought a new awareness of the depth and seriousness of her earlier
distress, something that was not accessible to her at the time. Her account reveals how she
initially normalised her suffering, minimising it as part of a regular postpartum experience.
Molly, looking back from her current state, allows for a reinterpretation that signals a shift in
understanding and a reclaiming of self. Throughout this process, she begins to rebuild her

confidence and recognise the strength it took to endure those challenges.

Bella recalls her experiences, suggesting that symptoms may have begun earlier than she initially
realised. She also pinpoints a lack of accessible resources that could have helped her make sense

of what she was going through.

“I'm guessing it kind of started from quite early, when I was postpartum, perhaps not
recognising it, but then also didn't really have any resources, yeah, to access anything

’

else, to show me.’

“And it wasn't until I literally saw, I think, a checklist on Facebook of anxiety symptoms,
and I went, ‘oh, tick, tick, tick,” and I could tick all of them. And that, for me, was when I

29

went, ‘oh, it probably was anxiety.

Throughout the interview, Bella describes the way she struggled to recognise her symptoms in
the moment, often attributing her experiences to the breakdown of her relationship. The
Facebook checklist served as an external source of recognition, acting as a catalyst that allowed
her to reinterpret her experience through a new lens. Her response, ‘oh, tick, tick, tick’ captures
the immediacy and clarity of that realisation, marking a moment where hard-to-name emotions

suddenly made sense. This highlights a form of retrospective insight, where Bella could look
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back and recognise that her anxiety had likely begun earlier than she had previously been aware

of.

Jamie describes how her friends supported her in seeking professional help after they noticed a

change in her over a period of two to three weeks.

“And I'm also lucky in that I have two good friends in town. One of them is a HIP
[Health Improvement Practitioner] consultant. The other is one of the HIP at the medical
centre. And, you know, they saw their friend go from the sort of normal person, I like to
think of myself as kind of normal, to a bit of a shell of a human, within about two or three

weeks. And they got me to get help quite quickly”

Similar to the checklist on Facebook, Jamie’s friends act as an external source and catalyst for
awareness about her distress. Jamie’s statement, ‘shell of a human, ’ acts as a potent metaphor to
describe the way she felt emotionally hollow, as though she was internally absent in some way.
Jamie considers herself lucky that her friends supported her, as things may have continued or
worsened otherwise. This again illustrates a common experience amongst participants, that

distress was hard to identify or articulate when they were in the thick of it.

4.4.2 Emotional Landscape: The Darkness

The following subordinate theme addresses the heaviness of emotional states experienced by
participants. Participants discussed symptoms related to anxiety, depression,
obsessive-compulsive disorder (OCD), panic attacks, and psychosis. This theme delves deeply
into the embodiment of these symptoms, underscoring how they impacted both their thoughts
and functioning. A key marker of this theme is how internal conflict revealed itself, from
metaphors to visual experiences, and intrusive thoughts to insomnia and panic attacks. The
striking language and descriptions used by participants offer meaningful insights into their

experiences during times of distress.

Bella employs powerful metaphors to convey the weight of her experiences.
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“...it was like there was always a shadow looming, and I didn't know where or what that

darkness was, and I didn't know how to deal with that.”

This raw description from Bella illustrates that the anxiety she experienced was a darkness that
was always there, waiting to encroach upon her. The darkness felt like an entity that followed her
relentlessly, an unfamiliar and frightening presence. The shadow appears as something separate
from Bella, perhaps highlighting repressed emotions which emerge with the increased stress of

motherhood.

Molly’s first quote describes the way her constant fear and lack of control led to her having
hallucinations of a poltergeist in the room. Her second quote highlights the extent of her pain, as

she recounts having visions of wanting to throw her child away during feeding.

“So it's all done in the dark. And then all of a sudden, 1'd be like half asleep, but I would
think, ‘Oh my God, there's a poltergeist above me.’ And I would see myself sitting in the

chair, and a poltergeist here.”

“...because I was now dreading every single feed. I didn't want to be around Albert. I had
visions of like, throwing him away from me, and I never acted on that. I knew that I was
never going to act on that, but I had this impulse in me that was like, ‘oh, go away’,

because it hurts so much.”

Throughout Molly’s interview, she discussed the challenges she had breastfeeding her son,
Albert, referencing trouble latching on and recurring mastitis. This became a source of distress
for her, and she questioned her ability amidst the conflicting professional advice mentioned
earlier. The first quote by Molly highlights hallucinatory experiences, and this haunting image
seems symbolic of the inner turmoil and overwhelm she experienced. The second quote portrays
distressing visions of discarding her son, despite her unwillingness to do so. This sensitive

description from Molly is incredibly potent, showcasing the depth of her internal conflict.
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Sophie shares how insomnia gave way to intrusive, spiralling thoughts that felt increasingly out

of her control.

“It was, are they called intrusive thoughts? But it was just like, my brain would only think
about, am I going to sleep? It was so like, I would be chatting to people, but in my head,
it was just like, wondering how they're sleeping. Like, they look like they sleep well. And
then I was like, am I going sleep tonight? It was just like, constant chat about that. And
then it was just circulating on like, if I don't sleep, I'm going to turn into a crazy woman,
and I'm probably going to, you know. You get into horrible thoughts, like, ‘I'm probably

going to murder my child because I haven't slept’, and then, yeah.”

Sophie outlines difficulties with sleep as a primary trigger for the anxiety she experienced. She
articulates the way her thoughts began to spiral beyond her control; she became increasingly
fixated on her need to sleep, further fueling her distress. This cycle reflects a profound sense of
disconnection and loss of agency over her own mind, heightening her anxiety. The way she
expresses concern about ‘turning into a crazy woman’ and potentially killing her child reveals

the intensity of the distressing thoughts and emotions she was experiencing.

Jamie shares her experiences with insomnia, describing how prolonged sleep deprivation

intensified feelings of claustrophobia and triggered panic attacks.

“So, when the insomnia was really bad, it was always around claustrophobia. Okay, so
even it got to the point where driving into town, I was in the car, and I was in a traffic
jam, you know, behind one of the roundabouts, and I got really claustrophobic and had a

panic attack in the car. So claustrophobic in the traffic jam.”

Throughout the interview, Jamie foregrounds her experiences with insomnia.. However,
co-occurring experiences of claustrophobia and panic were interconnected, illustrating a complex
response to her internal distress. There is a sense of loss of control in Jamie’s account where she
described being unable to will her body to sleep, and the inability to escape her state triggered

panic attacks, contributing towards a loss of sovereignty over both her body and mind.
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4.4.3 Loss and Gain of Coping Mechanisms

Participants frequently spoke of times when the adaptive coping strategies they once relied on no
longer served them, highlighting a process of loss, adjustment, and the emergence of new ways
of coping. The first two extracts are from Molly and Matilda, illustrating how the demands of
motherhood limited their ability to draw on previous coping mechanisms. The second two
extracts in this section represent a shift towards newly gained coping strategies. Throughout their
journeys, mothers described integrating new forms of self-care into their day-to-day lives,

ultimately supporting them in regaining agency and providing a sense of calm amidst the storm.

Molly reflects on her coping mechanisms before becoming a mother and articulates a need to let

these go after giving birth to her son.

“So I look back on it, and I say, all of my coping mechanisms that I had put in place...all
of those coping mechanisms like independence and avoidance and perfectionism, like all

that kind of stuff. I just couldn't do those when I had Albert, so that world fell down.”

Molly’s description illustrates how the transition to motherhood led to her previous coping
strategies becoming unhelpful. She exhibits an awareness of her previous reliance on
independence and perfectionism, elucidating a sense of control and protection that these used to
provide her. Amidst the many changes that came with motherhood, these adaptive coping
mechanisms became either inaccessible or ineffective, marking a breakdown in her usual means

of stress management.

Matilda discusses the benefits of a more balanced life before having her twins, emphasising the

importance of exercise, hobbies, and her social life.

“And I also had a probably more balanced life. I had exercise to help, which was a

massive help, and I haven't had the same time for that, hobbies and social life, which I
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realised helped me, kept me balanced. And not having that at the moment has

exacerbated it for sure.”

Matilda’s reflections suggest an awareness of how previously established coping strategies
supported her emotional wellbeing. She identifies exercise, hobbies, and social connection as
essential tools that once helped her maintain balance and manage everyday stressors. Her
account implies that these activities were more than just routines; they functioned as protective
factors against the emotional strain of everyday life. For Matilda, motherhood appears to have

disrupted this balance, limiting her opportunities to utilise the strategies that once grounded her.

Molly reflects on how negative self-talk became a warning sign, an internal cue prompting her to
prioritise self-care. This marks a shift in her approach to wellbeing, particularly in contrast to
earlier periods where unhelpful strategies, such as perfectionism and independence, heightened

her distress.

“And I can't even look after myself right now. So the next time that I had that thought of
like, ‘oh my god, what have I done?’ I was like, ‘No, this is your warning signal that
you're not looking after yourself right now.’ So yeah, I prioritise my self-care so that 1

’

can enjoy my children.’

Molly’s account reflects an increased self-awareness and a move towards new adaptive coping.
Rather than reacting passively to distress, she reframed these moments as opportunities to care
for herself, reclaiming agency. Linking back to earlier discussions around the loss of previous
mechanisms, this represents a shift towards new strategies that support her wellbeing. It suggests
not only recovery but growth, as Molly learned to tune into her internal cues and respond with

compassionate self-care.

Sophie describes the way breathing strategies and journaling supported her in feeling calmer at

night, ultimately helping her combat her insomnia.
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“And that was actually a huge change for me in feeling calmer at night, because she gave
me these lovely breathing strategies to just sit and do. And I would do that every night,
and just like calm my breath. And that's when I started journaling. I would write out on
my thoughts. Some of them were so dark, and [ was like, get them out before bed. Yeah,

very gradually, just and I managed to get off my medication with that.”

Sophie's account of learning new coping strategies reveals a sense of regained agency. Her first
reference to breathwork is seen as a new tool that helped her regulate her physical state, using the
breath to slow her heart rate and signal safety to her body. Her description of writing down her
thoughts at night, especially her acknowledgement that ‘they were so dark’, suggests that the act
of writing offered more than reflection and moved into a form of release. The phrase ‘get them
out at night’ symbolises an emotional offloading, where externalising her thoughts allowed her to
create distance from them. By putting them on paper, Sophie was able to harness an internal

calm and reduce the power these thoughts held over her, supporting her own self-regulation.

4.4.4 Healing: Self-Compassion

Self-compassion emerged as a powerful narrative in the participants' healing journeys, promoting
increased understanding and offering a new lens through which to view their experiences.
Instead of internalising distress or reinforcing self-criticism, the development of compassion
allowed participants to respond to their struggles with empathy and care. This shift in perspective
enabled the mothers to reframe their experiences in ways that provided inner calm, supported

emotional integration, and allowed them to move forward with acceptance and understanding.

Molly demonstrates a reinterpretation of her experiences with perinatal mental distress, shining

light on a newfound gentleness towards herself.

“And in that I've learned like I couldn't even tell, I mean, having an ADHD diagnosis,
seeing how strong I am, recognising my self-awareness and capability, recognising where
I'm taking too much personal responsibility and where I haven't had the right boundaries,

and it's all, it's all just life.”
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Molly’s reinterpretation of her perinatal mental distress reveals an increased capacity for
self-compassion and a softer, more accepting view of her past struggles. Her reference to
receiving an ADHD diagnosis, formalised after her experiences with perinatal mental distress,
provided therapeutic reframing that allowed her to reinterpret her struggles through a fresh
perspective. Upon re-evaluation, Molly can cultivate kindness towards herself, whereas her

previous response was to believe she needed to do or be more.

Bella places emphasis on feeling proud of herself, something that comes up repeatedly in her

reflections.

“I think feeling because I'm quite self-aware, lots of self-reflection, and I'm really proud
of my journey. I'm proud of coming out of the other end, and I'm proud that I was able to
keep going and still have beautiful relationships with my children, and still have a lovely

relationship with their dad and things as well, which was something that was important.”

Bella’s account also demonstrates a shift in perception, one grounded in compassion rather than

guilt. Her commitment to maintaining healthy relationships appears to serve as both a source of
strength and a marker of success in her eyes. There is a sense of resilience in Bella’s description,
where surviving hardship is not minimised but instead celebrated as a sign of growth and

integrity.

Matilda expresses a sense of strength in reclaiming her voice after feeling lost, highlighting the

importance of recognising that every family’s experience of motherhood is unique.
“So yeah, dealing with that is hard, but so finding your own voice, yes, finding the
balance and what works for you and your family, and recognising that, like all situations,

are different as well.”

This extract from Matilda’s interview illustrates the emergence of self-compassion as she began

to tune into her own needs. By letting go of external comparisons and embracing individuality,
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she is seen as unburdening herself from unnecessary pressures. This shift marks a moment of
empowerment, where Matilda reclaims a sense of personal authority and rebuilds trust in her

own judgment.

4.5 Sociocultural: The Weight of Expectation and Strength in Numbers

The third and final superordinate theme represents the sociocultural environment and its
influence over how mothers interpreted and made sense of their experiences with perinatal
mental distress. The weight of motherhood ideals was heavily felt, driven by pervasive social
narratives that shaped unrealistic expectations and gave rise to guilt and shame when lived
realities did not align. In contrast, connection and belonging were seen as crucial antidotes to this
isolation. Through authentic relationships and shared understanding, participants found
validation, relief, and space to reframe their narratives. This overarching journey is explored
through the following subordinate themes: ‘The Silent Script of the Good Mother’, ‘Stigma’,
‘Interaction between Stress and Isolation’, and finally ‘Healing: Through Connection and

Belonging’.

4.5.1 The Silent Script of the ‘Good Mother’

Idealised motherhood emerged as an influential factor in shaping how participants made sense of
their experiences. This theme captures the control of societal expectations in defining what
motherhood ‘should’ look like. Collectively, participant accounts show how the silent script of
the ‘good mother’ imposed pressure and set unrealistic standards for success. When their
realities fell short of these expectations, they often experienced disappointment, self-doubt, and a
sense of falling short. Participants reflected that their experiences felt measured against dominant

portrayals of motherhood, or their own internalised beliefs about the ‘perfect life’.

Bella reflects on the breakdown of her relationship as a distressing experience, one that stood in

stark contrast to the life she had imagined for herself.
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“I think I was brought up thinking that the normal way of life was to get married and
have children, and so I think it was always kind of drilled into me....So I always put
pressure on myself and strive to make that happen. And I think that was something that [
found really difficult when my relationship was breaking down, was the fact that I was in
a situation which I had never planned for, because it was always my expectation and

dream to have the standard - the house, the car, the job, the two kids, the husband sort of

thing.”

Bella’s account illustrates the powerful influence of societal pressures. Her quote demonstrates

how deeply embedded social norms and ideals shaped her expectations of herself. She describes
having a particular way of life ‘drilled into her’, symbolising an imprint of societal scripts about
how she was ‘meant’ to be. When her relationship broke down, Bella’s distress extended beyond
the emotional impact and challenges of loss and becoming a single mother. Instead, her pain also

appeared to be rooted in the disconnect between the life she was taught to strive for and the

reality she faced.

Influenced by societal messaging, Molly reflects on the external pressures she felt and the sense

that she had been taught what a mum is meant to be.

“But I would say the pressure is external in that I'm receiving so many messages from so
many places, and like all of the stupid society stuff, where you even just walk in the
supermarket and you see a magazine of like, Mumma and Bubba, and they're all there
being happy, like something that's not even directed at you, but you just see it and take it
in, and then there'll be all the stuff that I didn't even notice, that I saw, that just showed

’

me what a mum is meant to be.’

Molly’s words illustrate the pervasive nature of societal messaging around motherhood,
sometimes explicit and other times more subtle. These messages became a source of comparison
that contributed to her distress, with curated images in magazines reinforcing the notion that joy

and fulfilment are the expected experiences. For Molly, this idealised narrative created a
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disconnect from her lived reality and heightened feelings of isolation. She described the influx of

messages as overwhelming, portraying them as unrelenting and difficult to escape.

Sophie discusses her experiences with friends who appeared to be having positive experiences

with their newborns.

“And actually, when I did hear my friends having babies, and they went perfectly, I would
feel a bit sad about that, and they were just like, it's all going well, sleeping and like,
newborn bubble. And I would just like, ah, feel a bit stink that I didn't get that. Yeah,

that's the little things that kind of, that's kind of stuck with me.”

For Sophie, interactions with her friends, who appeared to be thriving, contributed to her
negative self-perception. The contrast between what Sophie experienced and what she sees in her
friends brought a feeling of missing out, something that she notes continues to affect her. One
aspect of Sophie’s account that is unclear is whether her friends were genuinely coping well. It is
possible that they, too, were struggling with similar pressures but concealing their distress
beneath ‘expected’ portrayals of motherhood. Regardless, the dominant narrative of joy and ease

in the newborn phase left Sophie feeling excluded, adding to her experience of isolation.

Reflecting on her early experiences, Matilda highlights the impact of social media, describing it

as a source of comparison that initially added to her struggle.

“And yeah, that was hard, so still hard, but yeah, especially my god, like social media
and all that awful comparison. Yeah, now I like to follow people who are brutally honest
and laugh about their shitty situations much more than I do people who exude

perfection.”

Matilda shares the difficulty that came with comparison on social media, where exposure to
idealised motherhood fueled unrealistic expectations. When her lived experience did not align
with these images, feelings of inadequacy arose, further exacerbating a sense of isolation.

Matilda also recognised a positive side of social media, where she found a sense of comfort and
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connection with people who show authenticity. These messy, unfiltered experiences of
motherhood helped to normalise a broader range of realities, offering Matlida a sense of

validation and reassurance that she was not alone.

4.5.2 Stigma

The subordinate theme of stigma relates to the shame that mothers experienced in response to
their struggles. Closely tied to the previous subordinate theme, ‘The Silent Script of the ‘Good
Mother’, stigma was often grounded in societal standards and unrealistic expectations that left
participants feeling isolated in their distress. As a result, mothers were seen to withhold their
pain, fearing judgment, shame, or potential consequences of sharing their truth. The stigma
referenced contributed to more than emotional suppression; it also hindered help-seeking
behaviours, where participants expressed reluctance to reach out for support. The following
excerpts speak to the suppressive nature of stigma, how it fuels shame and prevents access to

support in times of need.

Bella articulates a fear of being judged if people were to see the other side of motherhood, which

she kept hidden from view.

“...perhaps when I was going through those things as well, perhaps I was still worried
about the stigma, and I just didn't understand it. [ didn't want to be judged, and I didn't

want people to know that there was another side which I wasn't enjoying and things...”

Bella’s description sheds light on a deeply rooted fear that arose as a consequence of the
dominant narrative of motherhood. She internalised the belief that her struggles were somehow
abnormal, reinforcing a need to retreat inwards and hide her experiences. Her reference to seeing
‘another side’ symbolises a moral divide, as though emotions outside of joy and fulfilment are
incompatible with motherhood. This internal conflict underscores the pressure to uphold a
singular, idealised version of motherhood, one that ignores the complexity and ambivalence of

lived experiences.
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Through her account, Molly reflects on how self-stigma made it difficult for her to seek support,

driven by a fear of negative consequences.

“So much self-stigma and so much prejudice. And I didn't want Albert to be taken away
from me, because again, like that doesn't fit in with him having skin-on-skin and being

breastfed and cluster feeding and having all this stuff.”

This section of Molly’s interviews captures a sense of shame that stemmed from cultural
stereotypes surrounding motherhood. Molly’s account reflects a negative self-perception, where
she came to see herself as somehow different or as a failure. A particularly vulnerable moment is
shared where she describes her fears that her child might be taken away from her, illustrating
how powerfully stigma can impact help-seeking behaviours. This fear brings to light broader
societal misunderstandings about maternal mental health, where distress is too often met with
judgment rather than care. As a result, the stigma Molly felt not only heightened her isolation

but also actively silenced her in a time of need.

Sophie reflects on suicidal thoughts that emerged at the height of her perinatal distress, linking
this to the broader tendency within Western culture to avoid confronting complex and

uncomfortable topics.

“I think because of my suicidal thoughts that were so scary, talking about it, not that 1
was, they were only ever thoughts, I was never actually suicidal, but talking about
people, about death, because there's such a stigma around death, I don't know, it was just
very like, yeah, we live and we die. And like, I don't know, normalising chatting about

’

death because it's such a big taboo.’

Sophie reflects on how attending a ‘death cafe’, a community space for open conversations about
death, offered a rare opportunity to voice thoughts she had previously kept hidden. Although
Sophie had not experienced a personal loss, the environment gave her permission to express
vulnerability without fear of judgment, particularly regarding her experience of suicidal ideation.

Sophie links this silence to broader Western cultural norms that stigmatise conversion around
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death and emotional pain. Engaging in this space appeared to ease some of the shame she felt,
illustrating how stigma can suppress open dialogue and how validating environments can support

healing.

4.5.3 Interaction Between Stress and Isolation

A recurring theme across participants’ accounts was the compounding effect of isolation and
stress during early motherhood. Participants spoke of isolation in various forms: geographic
isolation, particularly in the rural setting of Central Otago; social isolation, characterised by
distance from extended family or support networks; and cultural isolation, related to the
individualistic nature of Aotearoa New Zealand society. These layers of disconnection added to
the everyday challenges of motherhood, where the absence of a support system or a ‘village’ left
mothers feeling alone, overwhelmed, and emotionally drained. This interplay between stress and
isolation was seen to intensify participants' emotional load and reduce opportunities for rest,

care, and wellbeing.

Matilda shares the fear stemming from her realisation of how isolated Wanaka is, particularly

with respect to specialist medical care.

“Yeah, but it was also really hard. We realised how isolated Wanaka is. Yeah, that was
terrifying, actually realising how isolated we were, and then also having to accept that
that's the future of having children, raising children here is that if anything goes wrong,

’

you are incredibly isolated too.’

Throughout Matilda’s interview, she shared details of the traumatic lead-up to the birth of her
twins, which involved travelling between Dunedin, Christchurch, and Auckland to access
specialist care. The complexity of her birth experiences was compounded by the stress of being a
considerable distance from specialist medical support. This distance is experienced as a
vulnerability for Matilda, as access to care was not smooth and involved urgent travel on
multiple occasions. For Matilda, the geographic and systemic barriers associated with rural living

had a lasting impact, shown through ongoing anxiety about her children’s health in the future.
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Jamie discusses feeling distanced from her and her partner's family, who are both in the United

Kingdom (UK).

“I guess the only thing that was recurring was like, as we're both from the UK, travelling
back to the UK with one child, yeah, it's actually quite doable. Travelling back with two,
maybe less doable. I think that was the only legitimate thing, and I still feel a little bit

1

anxious about it now.’

Jamie shared a growing feeling of anxiety connected to the physical distance from her family. It
appears this feeling was heightened following the birth of their second child, as travelling to the
UK became increasingly difficult. This separation from her core support network was more than
a logistical challenge; it showed up as an embodied distress, with episodes of claustrophobia and
panic (as highlighted in earlier excerpts). Jamie’s account suggests that the geographical distance
between Wanaka and the UK symbolised a more profound emotional isolation and contributed to

a mounting sense of vulnerability and entrapment during an already overwhelming time.

Sophie considers her preference for the connectedness that exists in other cultures, comparing

them to Aotearoa New Zealand’s more individualistic approach.

“I really like how other cultures do it. Like New Zealanders, we 're just so on our own,

really”

This idea is prominent throughout Sophie’s interview as she discussed various cultural practices
that played a meaningful role in her healing journey. These experiences offered more than
individual support; they fostered connection, openness, and shared understanding with others.
Sophie expressed an appreciation for cultural practices that prioritise community and collective
care, contrasting them with the individualistic values she perceives as dominant in Aotearoa New
Zealand. Within this contrast, she articulates a sense of isolation and loneliness, particularly in
the context of motherhood, where the lack of communal support left her feeling unseen and

unsupported.
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4.5.4 Healing: Through Connection and Belonging

This final subordinate theme centres on connection and belonging as antidotes to the shame and
isolation brought about through sociocultural factors. For many, engaging with community
groups and forming bonds with other mothers offered a sense of validation and mutual
understanding. These relationships created spaces where authenticity was welcomed and where
mothers felt safe to speak openly without fear of judgment. In doing so, many mothers described
a release of some of the emotional burden and shame that had previously weighed heavily on

them.

In reflecting on her journey with perinatal mental distress, Molly highlights the significance of

community groups and peer support in making sense of her experiences.

“I believe in community groups. Now, I believe in peer support, because they 've been the

most powerful moments for me in understanding my journey.”

Connection with community groups marked a pivotal moment in Molly’s healing journey. She
recalled how her peers actively reached out, encouraging her to socialise and even insisting on
babysitting her children, offering practical and emotional support that she had previously been
missing. This intervention came to Molly at a time of need, gently pulling her out of isolation
and into a space of connection. As her support network strengthened, the fear of judgment that
once held her back began to ease, allowing her to rebuild confidence in herself and her
capabilities as a mother. These social connections became a source of recovery and

self-assurance in Molly’s journey toward healing.

Matilda discusses the importance of having other people to empathise with in motherhood.

“.but I think that is, by far, the biggest thing is having other people to commiserate with.

Yeah, and just to, like, be real with.”
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For Matilda, connecting with other mothers and sharing stories of hardship became a source of
validation and support. Through these interactions, empathy arose as a cure to the internalised
pressures she had been carrying. The simple act of being heard and understood appeared to
loosen the grip of the idealised motherhood narrative that had kept her feeling unseen. The call to
‘be real’ was repeated throughout Matilda’s account, symbolising her ongoing shift towards

authenticity.

Jamie shares her connection with other mothers and the safe space they provide for open

connection.

“Like... when you're at the park with the other mums, you know, there are a few mums
that I talked to on a really human level, and my barriers totally down, and they 're my

people.”

Jamie's account provides another example of how genuine connections with others who share
similar lived experiences can be transformative. She describes being able to engage on a ‘human
level’, subtly contrasting this with the performative expectations of motherhood she encountered
in other contexts. In these interactions, Jamie felt safe enough to lower her defences, and this
sense of safety provided a space for Jamie to show up authentically, free from judgment. This
space of mutual understanding allowed her to begin processing and releasing some of the shame

she had been holding on to.

4.6 Chapter Summary

In presenting the key findings of this research, I have begun with the theme 'Identity: The
Fragmented and Reformed Self,' which addresses the dramatic shift in how mothers perceive
their sense of self. Mothers spoke of disorientation in the early days of motherhood, illustrating
themes of fragmentation, disempowerment, and confusion around who they were. Alongside this
loss sat an expression of resistance, where participants challenged the source of their
expectations and, over time, began to trust their instincts. Mothers were seen as moving towards

a more integrated and empowered version of themselves. The theme 'Psychological: The Calm
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and Storm Inside' reflects the raw emotional landscape that mothers faced. Their inner worlds
were marked by fear, anxiety, and emotional pain; however, they also revealed strength. Through
the power of self-reflection and new coping strategies, the mothers were able to cultivate a more
compassionate perspective of themselves. This highlights more than survival; it speaks to

reclaiming agency where they were able to reshape their internal narrative in the face of struggle.

The subordinate theme' Distress Recognition' revealed a vital turning point. What struck me was
how participants often did not recognise their distress until it was mirrored back to them, usually
by a friend, social media, or simply through time. It was only then that mothers could reframe
their experience as something external to themselves. The process of this reframing enabled
healing and often advocacy for themselves and others. The final superordinate theme,
'Sociocultural: The Weight of Expectations and Strength in Numbers,' speaks to the external
pressure that others felt from idealised portrayals of motherhood and the stigma that imposed
silence. Many described the interaction between stress and isolation, referencing geographic
barriers, limited access to services in a rural community, and the pervasive influence of Western
Individualism. Again, there was a clear sense of resistance where mothers sought out connection,

rejecting silence, and redefining what it means to be 'a good mother'.

Throughout the findings and analysis, it became clear to me that these mothers were not passive
in their experiences. Instead, they questioned and reshaped their stories. Their narratives
highlight a cultural tension between dominant motherhood ideals and more communal,
compassionate models of care. These findings demonstrate the role of place, identity, and
belonging in shaping perinatal mental health. When I began this research, I did not expect to
uncover such a powerful and hopeful story of recovery. The mother's willingness to share their
experiences with a stranger was a gift for which I am grateful. I am honoured to carry these
stories forward in the hope that they will inform and soften the space that surrounds mothers

today.
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CHAPTER 5: DISCUSSION

5.1 Chapter Overview

In this chapter, I take a deeper look at the research findings in relation to the broader literature on
perinatal mental distress. I begin with a brief summary of the findings, and the chapter is
structured around the three superordinate themes outlined in the analysis, with each section
opening into a more detailed exploration of subordinate themes. These are woven into relevant
literature to highlight points of convergence and divergence. This process supports [PA’s
idiographic commitment by foregrounding participant experiences before building them out into
broader theoretical and empirical contexts. I then proceed to a discussion of implications for
practice, strengths and limitations, and recommendations for future research. Finally, I present
my reflections as a researcher to strengthen transparency in the interpretative process and offer

insight into how this project has been shaped through my involvement.

5.2 Summary of Findings

The purpose of this study was to explore how mothers living in rural Aotearoa, New Zealand,
experience perinatal mental distress. I consider myself privileged to have had the opportunity to
interview five mothers who kindly shared personal accounts of their lived experiences. Their
stories are the heart of this thesis, providing a voice for an often underrepresented group. Critical
to my approach was to move beyond fixed categories and instead explore the interplay of
internal and external mechanisms shaping a mother’s experiences, with an emphasis on
privileging their language and meaning-making. The outcome of this is a layered and dynamic

perspective that presents the complexity, transformation, and strength of their experiences.
During the process of IPA analysis, I identified three superordinate themes: ‘Identity: The

Fragmented and Reformed Self”, ‘Psychological: The Storm and Calm Inside’, and
‘Sociocultural: The Weight of Expectation and Strength in Numbers’
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‘Identity: The Fragmented and Reformed Self” is representative of the dramatic identity shifts
that mothers experienced. It speaks to a journey of disorientation and disconnection from
themselves, and a sense of fragmentation where they no longer recognised who they were.
Within this theme, I observed the emergence of resistance as mothers began to reclaim
themselves and move forward with greater trust in their instincts. The outcome was the
formation of an integrated self that held space for contradiction and strength. ‘Psychological: The
Storm and Calm Inside’ highlights the raw descriptions of the emotions experienced by the
mothers. Parts of their journey were described as dark and overwhelming, with mothers
illuminating the depth of distress and emotional pain. While the storm brought chaos, it also
brought clarity and calm, where self-compassion ultimately helped reshape narratives and
harness internal strength. ‘Sociocultural: The Weight of Expectation and Strength in Numbers’
illustrates the influence of societal pressures. Idealised portrayals of motherhood promoted
images of the perfect, selfless, and always coping ‘good mother’. Mothers described the paradox
of these images, which often led to silence that was driven by stigma when their realities did not
align with these ideals. The remedy for this was achieved through connection, which enabled

participants to resist silence and begin to define motherhood in their own terms.

While each superordinate theme stands on its own, they can also be seen as greatly intertwined.
They influence and inform one another in both explicit and subtle ways. They reflect a
transformative journey. While unique to each mother, there are similarities in the way they
described moving from fragmentation and tension towards strength and self-understanding. Their
resilience and courage shine a light on truths that are often hidden, highlighting a narrative in the

project that I did not expect, but feel proud to present.

5.3 Discussion of the Findings and Analysis

The following section offers an overview of the findings, situating them within the broader
context of existing literature. In IPA, knowledge is co-constructed through the relationship
between the researcher and the participant. This approach enables first-person accounts to be
explored before building out into broader understandings of the perinatal mental distress

(Shinebourne, 2011). By prioritising participant accounts in the early stages of analysis, [ was
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then able to take an inductive approach by identifying convergences and divergences across

experiences. These patterns of meaning highlight the unique ways mothers made sense of their
lives, while also revealing shared elements that deepen understandings of the lived experiences
of perinatal mental distress. The findings offer rich insights into participants' meaning-making,

while the discussion highlights commonalities that recognise a shared humanity.

5.3.1 Identity: The Fragmented and Reformed Self

The theme of identity, as represented in this research, highlights the shift that mothers
experienced as they navigated the transition to motherhood. A key marker is the disorientation
that mothers described as they struggled to reconcile the role of ‘mum’ with their existing or
previous self. Such discrepancies often led to confusion and a temporary loss of self-recognition.
The mothers discussed juggling multiple aspects of themselves: the confident professional, the
overwhelmed mother, and various other versions of themselves. A sense of grief was evident in
participants letting go of past identities or in dreams they held onto, adding further complexity to
their self-perception. A tension within was represented in how they felt internally and how they
thought they were supposed to feel, causing a mismatch that left some feeling disconnected or
even insane. Within this discomfort, resistance became apparent when mothers adopted a new

perspective on their challenges and moved towards healing.

Time and self-reflection allowed mothers to reframe their struggles in a new light. They
described growing into a more integrated version of themselves, stronger and more accepting. In
embracing authenticity, mothers shifted their perspective from being failing mothers to evolving
mothers, navigating a transformative stage in their lives. This is represented by the subordinate
themes: Identity as a Mum, The Intersect: Multiplicity of Self, Tension within the Self, and

Healing: Reframing and Reformation.

The broader literature surrounding the perinatal period reveals similar patterns related to identity
transformation in motherhood. Arnold-Baker (2020) offers an engaging perspective on the
existential crisis that mothers may experience. She describes the reconfiguration of a mother's

existence, referencing change to her relationships with both her physical self and core sense of
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being. This aligns with the identity shifts experienced in the present study, illuminating not only
a change in roles but also a disruption to a mother's core sense of self. Arnold-Baker (2020)
argues that motherhood demands a reevaluation of purpose and being, and motherhood is framed
as a question of ‘who am I now’, highlighting existential development. Such themes emerged in
these findings as mothers struggled with internal tensions and grappled to integrate past and
present parts of themselves. The superordinate theme of reframing and reforming is also
relevant, as mothers found meaning through struggle and began to rebuild a more authentic sense
of self. In this way, the identity struggle shifts away from personal struggle and is reframed as a

natural human response and an evolving aspect of the self.

Likewise, in earlier work, Gruen (1990) explored postpartum depression in mothers, positioning
the transition to motherhood as a period of profound change. This inevitable process of change
involves reworking existing roles, day-to-day routines, and interpersonal relationships. Gruen
(1990) argues that mothers often experience a diminished sense of self-esteem and identity as a
result of a loss of freedom and physical autonomy. This reflects the experiences of mothers in the
current research, who often spoke about the emotional experiences that came with adjusting to a
new identity. Mothers described grief as they let go of past versions of themselves, particularly
professional or personal selves that had once provided a sense of purpose and meaning. The
concept of a shifting identity highlights how the disorientation that many mothers experience is
tied to an attempt to redefine themselves within a new role. Rather than pathologising identity
tension as a failure to cope, it is essential to recognise these shifts as a meaningful part of the

maternal experience, as a step in offering better support for mothers.

Kuappi et al. (2012) further illustrate the idea of shifting identities in the context of motherhood,
locating changes to identity in relation to the disconnect between idealised concepts of
motherhood and the lived reality that many mothers experience. Their findings support themes of
discomfort and emotional exhaustion resulting from a loss of autonomy and feelings of isolation.
Kuappi et al. (2012) challenge the idea of a fixed identity, instead arguing that maternal identity
is negotiated in response to both internal and external influences. This notion is reflected in the
present study, where the mothers discussed their attempts to reconcile inner worlds with societal

pressures surrounding idealised motherhood and their own beliefs about who they are.
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Laney et al. (2015) offer additional insight through their study exploring the influence of
motherhood on identity and personal development. Their findings revealed three themes: a
temporary loss of self as mothers incorporated children into their identity, the expansion of
self-boundaries as the mother-child relationship developed, and an intensification of personality
traits such as empathy and emotional depth. The first theme aligns with the current research
findings on identity fragmentation and disorientation, as mothers had to temporarily ‘fracture’ to
let go of certain aspects of themselves. While the second theme of self-expansion is not explicitly
reflected in this research, it offers an important perspective on the intrapsychic change related to
maternal identity. The third theme of intensified personality resonates with the meaning-making
and growth inherent in mothers’ experiences in the present research. When mothers began to
reframe their experiences, they described emerging as stronger and more self-aware. Maternal

identity can evolve beyond fragmentation into more empowering and affirming ways of being.

It is also possible to understand the identity struggles described by the mothers in terms of
self-discrepancy theory (Higgins, 1987) and maternal identity theory (Mercer, 1985). While
these theories were first posited some 40 years ago, they offer important insights into the role of
maternal identity. Self-discrepancy theory posits that emotional discomfort arises when there is a
mismatch between the ‘actual self” (lived reality) and the ‘ideal self” (hopes and aspirations) or
‘ought self” (beliefs about who they should be). The mothers in the current study recalled
discomfort when their lived realities clashed with internalised ideals. These tensions often
resulted in feelings of guilt, shame, or a sense of personal failure. Alongside this perspective,
maternal identity theory provides a comprehensive framework for understanding how the self is
negotiated and sometimes disrupted through both psychological and social experiences of
motherhood. This concept is evident in the mothers' accounts of fragmentation and a loss of self,
as well as in their journey towards reintegrating their identities through reflection and resistance.
Discussed together, these theories support the role of internal and external tensions related to
perinatal mental distress while reaffirming the idea that identity is challenged and redefined

during the transition to motherhood.
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5.3.2 Psychological: The Storm and Calm Inside

Represented here is the complex emotional landscape that participants described as they
navigated periods of chaos and calm. The journey through the storm and towards calm is
supported by the subordinate themes: ‘Distress Recognition’, ‘Emotional Landscape: The
Darkness’, ‘Loss and Gain of Coping Mechanisms’ and ‘Healing: Self-Compassion’.
Metaphors such as darkness, spiralling, and a shadow looming were used to convey the raw
intensity of their distress and reflected an embodiment of their symptoms. Time, reflection, or
external sources supported mothers in recognising the true extent of their experiences and
represented a turning point as they began to move towards a place of healing. Mothers reflected
on the loss and transformation of coping mechanisms, sharing how previous strategies no longer
served them amidst the demands of motherhood. This led mothers to let go and adjust before
developing new means of care; independence evolved into connection, and perfectionism gave
way to self-compassion. The process of healing was seen in the development of a growing sense
of compassion. Welcoming a kinder approach towards themselves allowed participants to
reinterpret their experiences as a response to complex circumstances, rather than as personal
failure. The mothers exhibited strength in reclaiming their voices, growth in reframing their

narratives, and a softness through less self-judgment.

Mothers often found it challenging to identify the extent of their emotions in the moment, with
distress eventually recognised through external sources or retrospectively through time. An
important finding lay in one of the subordinate themes, Distress Recognition, which represented
the delayed identification of their struggles as more than the normal challenges of motherhood.
The theme is also evident in a study by Sorsa et al. (2021), who sought to explore the lived
experiences of distress during the perinatal period by focusing on the internal processes of
help-seeking. Their meta-ethnographic synthesis illustrates that many mothers struggled with
recognising and naming their distress, often delaying help-seeking until reaching a point of
emotional overwhelm. Similarly, a review by Howard and Khalifeh (2020) sheds light on a
structural and experiential delay in distress recognition, pointing out how stigma and low mental

health literacy contribute towards disproportionate rates of help-seeking behaviour. Their
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findings suggest that women struggle with identifying or disclosing their distress until it becomes
oppressive. While this study was not positioned to explore in depth the reasons behind the
delayed recognition of stress, the findings likely reflect the broader themes of stigma, awareness,
and the difficulty of judging distress levels during the perinatal period. Clapham et al. (2024)
suggest that challenges for mothers are often under-recognised due to several factors, including
inadequate screening methods, limited data, insufficient mental health services, and inadequate
education. Additionally, in Aotearoa New Zealand, a study by Holden et al. (2019) found that
lead maternity carers saw mothers as often unreceptive to screening, whereas mothers in their
study expressed a strong desire to discuss their mental health concerns in safe spaces. The study
concluded that gaps in maternal mental health services exist and that improvements are needed at
the patient, provider, and system levels. Given the compounding nature of stress, evidence of
underreporting, and the thoroughly documented impact of stigma on help-seeking behaviours,

there is a critical need to better understand this area.

Maladaptive cognitions are consistently linked to poorer outcomes in maternal mental health.
Specific cognitive distortions, such as self-blame, guilt and denial, have been shown to influence
emotional regulation and heighten stress levels negatively. For example, George et al. (2013)
assessed coping strategies among mothers with varying anxiety levels, utilising a questionnaire
that categorises coping reactions into adaptive problem-solving strategies, such as acceptance or
positive reframing, and non-adaptive’ techniques, including denial or self-blame. The results
found that anxious mothers were more likely to use non-adaptive approaches like self-blame and
denial, which are shown to result in negative emotional responses. Their study points out a
correlation between anxiety and maladaptive cognitions. Similarly, Coates et al. (2014)
conducted a qualitative study to explore mothers’ experiences of postnatal distress and identified
recurring psychological processes such as guilt, avoidance, and difficulties adjusting to
motherhood. These findings further support the relationship between specific cognitive processes
and poor mental health outcomes in the perinatal period. This pattern is also represented in the
current study, as many of the mothers described feelings of overwhelm and guilt as central to
their experiences. For example, some mothers discussed losing agency over their thoughts,

which escalated to frightening visions or suicidal ideation. Their accounts not only demonstrate
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the emotional intensity of perinatal mental distress but also underscore the influence and impact

of cognitions in distress.

Mothers in this study also described a loss of their former coping or stress management
strategies, which resulted in dysregulation and feelings of being out of control. Tools they once
relied on, such as independence or perfectionism, were rendered ineffective amid the
unpredictable demands of motherhood. One mother, for example, reflected on how her past drive
for independence eventually turned to overwhelm and burnout. Another similarly discussed the
gradual loss of social connection and exercise, which had once supported her in living a more
balanced life. Several studies have highlighted how strategies can be lost, adapted, or taken up
throughout motherhood. Walker and Murray (2022) sought to understand maternal stressors and
coping strategies during the extended postpartum period, encompassing what is termed the fourth
trimester and beyond. They identified seven postpartum-specific coping strategies, including
taking time alone or with others, managing workload, and managing emotions and thoughts.
These strategies were significantly associated with contextual stressors such as isolation and
exhaustion, suggesting that when strategies are compromised or unavailable, mothers may
experience increased stress. Mothers in the present study discussed loss of former ways of
coping; however, they also spoke of a gradual development of new methods of managing
distress. For example, the use of breathing techniques and journaling as tools to help regain a
sense of internal calm. Mroz et al. (2024) highlight the importance of this adaptive shift in
coping strategies among women in later motherhood (aged 35 years and older). Their study
found a stronger preference for positive, problem-focused coping strategies, such as planning,
reframing, acceptance, and seeking support; these approaches are echoed in the constructive

strategies adopted by mothers in the current study.

Crucially, self-compassion was highlighted in this research as an antidote to the chaos of the
storm, enabling mothers to harness an inner sense of calm. Mothers described how developing a
perspective of kindness towards themselves and acceptance became a turning point in their
journey towards healing. A similar finding is presented by Hunter and Dickson (2024), who
examined the role of self-compassion in the transition to motherhood. They showcased practices

such as kindness towards oneself, mindfulness, and recognising shared experiences, as linked to
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a reduction in symptoms of anxiety and self-criticism. These practices were found to promote
both psychological wellbeing for mothers and to strengthen the mother-infant bond. Hunter and
Dickson (2024) emphasise the significance of self-compassion in improving perinatal care
practices and recommend training in this area for healthcare professionals. The present study
similarly found that mothers recounted these strategies as supportive in regulating their distress,
and they enabled them to reframe challenges with increased understanding. Furthermore, the
potential for self-compassion to positively impact mothers is particularly important for those who

feel emotionally unsupported or disconnected from wider family.

Mitchell et al. (2018) likewise highlight the importance of self-compassion interventions, which
were found to lead to increased positive outlook and a decrease in self-critical thought patterns.
These changes align with the internal shifts described by mothers in this study. The online format
of their intervention offered flexibility and easy accessibility, suggesting that similar tools could
be implemented on a broader scale to support maternal wellbeing. Further reinforcing the
positive relationship between self-compassion and mental health, Sawyer Cohen’s (2010) study
showed that higher levels of prenatal mindfulness and self-compassion were associated with
lower levels of anxiety, stress, and depressive symptoms, and predicted stronger prenatal
attachment. The voices of mothers, as represented in this research, align with findings in the
broader literature. Presented together, they underscore the importance of self-compassion as an

internal asset that supports emotional regulation, reliance, and healing.

5.3.3 Sociocultural: The Weight of Expectation and Strength in Numbers

The third and final superordinate theme represents the influence of the sociocultural environment
over the mothers' experiences with perinatal mental distress. Ideals of the ‘good mother’” were
internalised from social media, idealised images, and dominant narratives. These portrayals of
motherhood shaped how mothers made sense of their roles, adding pressure to meet unrealistic
expectations and leading to feelings of guilt, shame, and self-doubt. Mothers described a
disconnect from the life they believed they were meant to have, highlighting deeply embedded
social and cultural narratives. The stigma around maternal mental health was prevalent

throughout mothers’ stories and compounded the struggles which mothers experienced. Mothers
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often hid the painful parts of their experiences through fear of judgment, further fueling feelings
of seclusion. A strong sense of isolation was apparent due to geographic, social, and cultural
factors, which further added to distress. For example, in the rural setting of Central Otago, one
mother highlighted her difficulty in accessing specialist healthcare and the way this left a lasting
emotional imprint. Distance from family and a culture of individualism were strong themes that
added to feelings of stress and isolation. Amidst these challenges, healing emerged through
connection and belonging, which was a beautiful remedy for the isolation that was prevalent
throughout the mothers' accounts. Community groups, authentic relationships, and shared
experiences helped mothers rebuild their confidence, embrace who they were, and liberate
themselves from the performative pressures associated with motherhood. The negative influence
of the sociocultural landscape is apparent in the mothers' accounts; however, sociocultural
developments were also helpful, and the connection offered a powerful pathway towards healing.
These findings are represented by the subordinate themes: ‘The Silent Script of the ‘Good
Mother’, ‘Stigma’, ‘Interaction Between Stress and Isolation’, and ‘Healing: Through

Connection and Belonging’.

The sociocultural pressures experienced by mothers are represented in the broader literature of
perinatal mental health, with the internalisation of motherhood ideals and the impact of social
isolation being particularly prominent themes throughout research. Findings by Kauppi et al.
(2012) show that mothers described feelings of shame and negative self-perception as a result of
a mismatch between their lived realities and idealised expectations. Sonnerburg and Miller
(2021) explored how mothers internalise ‘good mother’ ideology. Their findings show that
portrayals of self-sacrifice, joy, and competence become internalised standards, forcing mothers
to evaluate their worth against rigid expectations. They found a strong correlation between these
assimilated beliefs and symptoms of depression, suggesting that these beliefs act as
psychological stressors. Sutherland (2010) conducted a sociological exploration of the
relationship between mothering, guilt, and shame, and she argues that societal ideals of ‘good
mothering’ are constructed through dominant discourse that portrays mothering as instinctive,
selfless, and joyful. Mothers who diverge from these expectations, for example, with feelings of

anger or needing time alone, often blamed themselves, resulting in guilt, shame and feelings of
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failure. Evidently, perinatal mental distress is more than an individual issue; it is socioculturally

embedded and burdens mothers with expectations that act as internal stressors.

The influx of particular messages through social media and magazines emerged throughout
mothers' reflections. While Instagram was described as occasionally providing validation and
reassurance when mothers engaged with real and honest portrayals of motherhood, the media
was generally described as delivering unrealistic comparisons. Kirkpatrick and Lee (2022)
showed that the abundance of idealised images of motherhood on Instagram adds additional
pressure on new mothers and can negatively impact their mental health. Their research provides
evidence of the harmful effects that can occur through repeated exposure to these images,
including increased levels of envy and anxiety. Tate (2023) supports this pattern, pointing out
that social media platforms often portray highly romanticised and unattainable standards of
motherhood, heightening social comparison and potentially increasing feelings of inadequacy.
Here, the pervasive nature of idealised media images is seen to contribute to a digital
environment that undermines wellbeing more than supports it. In contrast to this view, Price et al.
(2017) demonstrated that first-time mothers highly valued the use of social media as both a
means of connection and a tool for developing real-world connections. In this way, social media
platforms can also provide a real and purpose-driven sense of engagement that allows mothers to
filter the type of support or ideas they seek. This point echoes one mother’s story in this study,
who discussed empowerment through connecting with ‘real’ motherhood content on Instagram,

which gave a sense of validation and alleviated feelings of isolation.

Many of the mothers described how social scripts shaped their understanding of what
motherhood should look like, resulting in dissonance when their lived realities did not align with
these expectations. These accounts reflect the cognitive dissonance framework proposed initially
by Festinger (1957). This framework suggests that individuals who experience misalignment
between their internal beliefs and values and their external realities feel psychological
discomfort, forcing them to either adjust their beliefs and behaviours or internalise a sense of
failure (Harman-Jones & Mills, 2019). Within the context of this research, mothers often
responded to this incongruence by engaging in self-blame and feeling a sense of falling short.

Henderson et al. (2016) emphasise that feelings of guilt that arise from not meeting maternal
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expectations create lower self-efficacy and elevated stress, patterns of which are directly linked
to poor mental health outcomes. They highlight the need to move beyond theories and
approaches that focus on individual coping strategies and instead shift responsibility toward

deconstructing societal narratives.

The role of stigma was described throughout mothers’ stories, leading to internalised shame and
acting as a barrier to seeking support. Stigma surrounding maternal mental health can negatively
impact help-seeking behaviour. Byatt et al. (2015) highlight that low treatment uptake reflected
internalised stigma or guilt related to motherhood experiences, and suggest that mothers may
avoid mental health care because it clashes with cultural ideals of being self-reliant and
emotionally resilient during pregnancy. Kuappi et al. (2012) similarly support this, identifying a
central theme of stigma for mothers who perceived that they were labelled as ‘crazy’ when
discussing mental health issues. In the current study, two mothers described fearing what would
happen to their child if they were to seek mental health support. In a study to understand the
referral decisions made by midwives for perinatal mental health care, Johnson et al. (2023) found
that many women avoid disclosing mental health concerns based on the belief that their child
could be taken away. Furthermore, healthcare professionals perceived this as a significant barrier
to necessary treatment, meaning that mothers miss out on receiving essential treatment and care.
Collectively, these findings underscore the impact of stigma surrounding maternal mental health,
demonstrating its silencing effect for mothers and how it prevents them from accessing the

support they need.

The thread of isolation was consistently present throughout mothers’ accounts, including
references to geographic distance, cultural disconnection, and a lack of support networks. The
interaction between stress and isolation was seen to interact and compound the experience of
emotional overwhelm. These experiences align with Biaggi et al.’s (2016) findings, which show
that both emotional and practical isolation heighten feelings of helplessness. On the other hand,
mothers also described their process of healing as tied to relational turning points, such as
support from peers and validation received through community connection. Kay et al. (2024)
emphasise the importance of emotional and practical support in mitigating stress during the

perinatal period. Their findings showed that higher levels of perceived support were linked to
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lower levels of depressive symptoms, affirming the role of social support in buffering
psychological distress. Mothers in the current study described how connection with others
allowed them to feel seen and less alone in their experiences. Additionally, mothers discussed
relationships with their partners as either positive or negative influences on their mental state.
The importance of this relational dynamic is further supported by Antoniou et al. (2021), who
illustrate that interpersonal relationships, specifically perceived support from partners, are a
crucial factor in the occurrence of perinatal mental health issues. Social connections are vital
protective factors for mothers, offering necessary emotional and practical support and fighting
feelings of isolation. When mothers in the current study encountered environments that promoted
authenticity and vulnerability, there was a substantial shift in their self-perception and overall

well-being, highlighting the importance of belonging in moving towards a space of healing.

5.4 Implications for Practice

Perinatal mental health is an essential foundation for strong whanau, communities, and broader
society. Maternal mental health carries implications that extend well beyond the immediate
mother—infant dyad. Yet, research exploring the lived experience of perinatal mental distress in
the Aotearoa, New Zealand context remains limited. This qualitative study offers a unique
contribution by deepening the understanding of how identity, psychological processes, and
sociocultural dynamics shape mothers’ experiences of distress during the perinatal period. The
findings underscore the importance of adopting a broader, more inclusive approach to
recognising perinatal mental distress, one that accounts for the full emotional spectrum mothers

may experience.

The findings of this research highlight several important implications for health care that actively
support mothers. Perinatal mental health care needs are highly individualised, with the current
study presenting a case for more expansive and compassionate care that reflects the complexity
of mothers’ lived experiences. These findings support a broader approach to perinatal mental
health assessment, one that extends beyond diagnosis and includes the full spectrum of emotional
experiences. Many mothers in this study did not initially identify their experiences as anxiety or

depression, yet still faced considerable psychological distress. Healthcare professionals should
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therefore be able to recognise more subtle or emerging signs of emotional struggle. Language
around perinatal wellbeing should move away from deficit-based models and instead adopt a
more inclusive, strengths-based framework that normalises a wide range of emotional responses,

especially in early motherhood.

Routine mental health screening remains essential, but it must be delivered in a way that is
non-judgmental, culturally safe, and emotionally attuned. Healthcare professionals should allow
time for open conversations that recognise stigma and fear of judgement as potential barriers to
disclosure (Hore et al., 2019; McCarthy et al., 2021). These conversations should look to
challenge unrealistic societal expectations of motherhood and acknowledge the legitimacy of
maternal ambivalence. Clear and consistent information about what is normal during the
perinatal period, including emotional challenges, should be standard within antenatal education

and clinical care.

Providing education around maternal identity development is a vital area for practice. Identity
transformation emerged as a central theme in this study, yet the conversation around this topic is
limited in the day-to-day interactions of mothers. Supporting individuals to understand that
identity disruption is a common and evolving part of the transition to motherhood may reduce
shame and confusion. Clinicians, particularly midwives, GPs, and health nurses, can incorporate
psychoeducation about identity development to support self-reflection and reduce internal

conflict.

The findings also point to the value of teaching adaptive coping strategies that incorporate
self-compassion, self-care, and emotional literacy. Many mothers in this study described the loss
or breakdown of former coping mechanisms and the need to develop new ones. Professional
development for those working with mothers could include skill-based approaches supporting
emotional regulation, distress tolerance, and connection to self. Mindfulness, self-compassion
and acceptance-based strategies can help mothers in reframing unhelpful internal narratives and
distancing more challenging emotions from feelings of failure. Such tools should be offered and
integrated into general perinatal care as preventative resources, rather than as a response to acute

distress.
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Given the compounding effect of isolation, particularly in rural settings, healthcare professionals
should actively encourage participation in peer support groups and mother—infant initiatives.
Importantly, community-based connections were shown to be a powerful antidote to the
loneliness experienced by mothers, supporting a much-needed sense of belonging and validation,
which helped to reduce the adverse impact of stigma. Mother and infant groups provide a
valuable template for sharing support and resources with mothers within the community. They
can be supported simultaneously through relational care to promote positive maternal wellbeing.
Professionals should be informed about local resources and refer mothers to these networks early

in the perinatal journey.

Finally, educational resources used by healthcare professionals, specifically midwives, nurses,
and GPs, should stress the importance of normalising emotional challenges to combat unhelpful
portrayals of consistent joy and ease during the perinatal period. Resources, including online
support, hand-outs, and antenatal classes, could incorporate the voices of mothers with lived
experience, such as those presented in this study, to offer honest and relatable narratives that
reduce stigma and challenge narrow representations of maternal success. Incorporating the
psychological realities of motherhood, such as anxiety, overwhelm, and identity loss, into

maternal education can support a more empathetic and responsive model of care.

5.5 Strengths and Limitations of the Research

Qualitative research, by nature, offers rich, in-depth explorations of lived experiences, which
enable a nuanced perspective of the way individuals make sense of their realities. The
prioritisation of first-person accounts, honouring individual voices and personal meaning-making
are each strengths. However, this idiographic approach, while rich in context, has limitations,
namely the generalisability of findings. That said, the present study engaged with the specific
and subjective nature of the research questions and sought to shed light on mothers' experiences
and the way they perceive perinatal mental distress, rather than drawing conclusions for all

mothers in similar circumstances.
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A key strength of the study lies in the use of a homogeneous sampling approach to research, as
required by IPA’s commitment to exploring shared experiences within a specific context. This
technique called for the selection of a group of individuals who had navigated the experience of
perinatal mental distress while living in a rural region. While the mothers shared essential
experiences, such as rural living and self-defined recovery, their differences, such as
socioeconomic status, partner support, or previous mental health history, were not necessarily
fully captured in their stories. Additionally, although the study welcomed participants from
diverse backgrounds, all participants identified as European/Pakeha or of White European
descent. The cultural homogeneity limits the study's ability to speak to the role of broader

cultural worldviews, including Indigenous perspectives on maternal mental health.

Another strength of the research was its rural setting, focusing on the Central Otago Region of
the South Island, Aotearoa, New Zealand. This brought forward the unique sociocultural,
geographical, and systemic realities of motherhood experienced in a highly localised way.
Limited access to specialist mental health care, distance from extended family, and heightened
social isolation were shown to elevate levels of distress. In turn, this highlighted the critical role
of the local community and support in fostering maternal wellbeing in rural communities, an area

of understanding which is currently lacking in the literature.

Another methodological strength of the research is the expanded definition of the perinatal
period, beginning at conception through to the first 12 months postpartum. The term perinatal
mental distress was also used, as opposed to perinatal anxiety or depression, to speak to the full
range of emotional responses for mothers in this timeframe. This approach broadened the lens of
the focus and allowed mothers to share emotional experiences in their own terms, while
reflecting the evolving nature of distress. This also allowed space for the inclusion of factors
often excluded from medicalised models of mental health. A recent report in Aotearoa New
Zealand called for the development of an inclusive screening approach that moves beyond
narrow diagnostic labels, such as perinatal depression or perinatal anxiety, and instead recognises
the full spectrum of perinatal mental distress (Wilkinson, 2022). The current research aims to

inform practice by providing insight into this area.
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Ethically, the study required recruiting mothers who considered themselves recovered,
implemented as a safeguard to protect the vulnerable nature of potential participants discussing
sensitive topics. While this is a strength in terms of protecting participant wellbeing, it may have
skewed findings towards narratives of healing. This was not the goal of the research; however, it

was an emergent characteristic of the findings.

Finally, it is essential to acknowledge that interviewing has limitations, particularly in terms of
the interviewer-interviewee relationship, which can raise concerns about power dynamics and
potential biases (Kvale, 2002). These challenges were mitigated through a sensitive and
empathetic approach, alongside the inclusion of reflexivity, which highlights the researcher's
positionality and assumptions (Leavy, 2020). Ensuring anonymity and confidentiality, creating a
trusting environment, using neutral language, and prompting further self-reflection can all
support quality data collection, all of which were key ethical considerations in the current

research.

5.6 Recommendations for Future Research

This study has used an IPA approach to research to explore mothers' lived experiences of
perinatal mental distress in the context of rural Aotearoa New Zealand. This research adds to the
limited scope of research in this area, and as a qualitative study, it offers rich and meaningful
findings which can inform both practice and policy. However, these findings are unique within
their setting, and there are straightforward suggestions for future research in the realm of

perinatal mental health in the country.

Given the context of Aotearoa New Zealand, Maori-centred research approaches should be
considered. Kaupapa Maori research is grounded in Maori philosophy and emphasises the
importance of self-determination, cultural integrity, and Maori communities maintaining control
over the research process. This approach challenges neocolonial dominance by empowering
Maori and ensuring that research benefits not only the participants but also their whanau and
communities (Bishop, 1999). Maori-centred research, and in particular Kaupapa Maori research,

focuses on addressing poor outcomes linked to social determinants of health for Maori. Future
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research would benefit from incorporating Kaupapa Maori principles to ensure that Maori
experiences and worldviews are meaningfully represented in maternal mental health in Aotearoa

New Zealand.

As part of ethical requirements, the present study included mothers who identified as recovered
from their distress. As previously stated, this may have introduced a bias towards stories of
healing, which, while meaningful in the field of maternal mental health, also limits the scope of
findings. Future research would benefit from exploring the experiences of mothers who are in the
process of navigating perinatal mental distress, clearly with the need for strict ethical safeguards
in place. This type of approach would enable essential insights into real-time processes of
struggles, coping, and meaning-making, enabling a comprehensive understanding to inform early

intervention strategies.

Furthermore, research focusing on emotional literacy within the perinatal period would be
beneficial, given that several mothers described struggling to name or understand the emotional
intensity of their experiences while they were in the midst of it. This has very real implications
for help-seeking behaviours, delaying support which could mitigate the compounding effects of
stress and stigma. This can lead to mothers minimising their struggles through fear of how they
would be perceived or the consequences of their disclosures. Future research could explore how
emotional literacy is shaped or inhibited by societal narratives and the consequential influence of
stigma on a mother's ability to identify and express distress. Research in this area would deepen
understanding of the barriers that prevent early recognition and support, as well as inform the

development of interventions which enhance emotional awareness and reduce shame.

Another important direction for research would be to explore the interconnected role of
community and self-compassion in supporting mental health throughout the perinatal period.
Exploration of the role of external connection and internal kindness, and their potential for
working together to buffer distress, is a critical area to understand in more depth. This focus
could allow for a better understanding of how shared experiences, peer validation, and
non-judgmental community spaces help mothers to reframe their challenges with enhanced

compassion and to interrupt cycles of shame. Such research could potentially inform the
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development of more holistic, community-based interventions that focus on relational support as

an essential pathway to maternal wellbeing.

5.7 Researcher Reflections

When I think back to the beginning of the research project, I can recall feeling a strong sense of
advocacy for mothers who experience perinatal mental distress. I believe that on a personal level,
this was influenced through my own upbringing, where I witnessed first-hand the far-reaching
impact of maternal mental health. At an academic level, I recall becoming more interested in this
topic during my postgraduate degree after taking a Health Psychology paper. This piqued an
interest in research on the subject, where I quickly learned that perinatal mental distress impacts
a large portion of the population while remaining largely under-researched and under-discussed.
Through engaging directly with mothers' stories, I have developed an appreciation for the
complexity and courage embedded in these experiences. Listening to mothers share their stories
was both moving and confronting. Now, as I near the completion of my thesis, this project has
deepened my appreciation for the importance of creating safe spaces where voices can be heard

without judgment.

As a researcher engaging in IPA, I became acutely aware of my own positionality and the way it
shaped this thesis. Being a woman, but not a mother, living within rural Central Otago yet
growing up in urban Christchurch, brought both proximity and distance to the topic. I grappled
with feelings of being an outsider, questioning who I was to attempt to understand the
motherhood journey, while also sitting with the sadness of possibly not becoming a mother
myself. I have not personally experienced perinatal mental distress; however, I have seen family
members and friends face these challenges. This, alongside my connections to the community
and awareness of local service gaps, influenced my sensitivity to participants' contexts.
Throughout the project, I worked to hold these perspectives with reflexivity, acknowledging both

the privileges and limitations they carried.

The process of IPA was more than an academic or technical exercise; it required sitting alongside

the mothers' stories, returning to them over and over to ensure their meaning was not reduced but
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honoured. At times, this felt heavy. I questioned whether the themes truly reflected participants'
meanings and whether I had missed essential parts of their stories. Conversations with my
supervisor helped to ease these doubts and supported me in moving forward. I was also struck by
the tension between representing individual voices while drawing broader patterns —a balance

that carried both ethical and interpretive responsibilities.

Writing the final words of this research, I feel a profound respect for the resilience of mothers, as
well as a heightened awareness of the structural and cultural factors that can both protect and
undermine mental health. I also hold a deeper appreciation for Indigenous models of health, such
as Te Whare Tapa Wha, which remind us that wellbeing cannot be separated from whanau,
community, and connection to place. Finally, this thesis has been transformative on a personal
level. It has taught me patience in the research process, reminding me that meaningful qualitative
work often requires more time than expected. It has also taught me humility in the face of others'
stories, and the value of holding compassion - for participants, for all mothers, for the
communities in which we find ourselves, and for myself as a developing researcher. I am
reminded that this type of research is never an endpoint, but part of an ongoing conversation

about how we, as a society, can better support one another with dignity, empathy, and care.

5.8 Conclusions

The findings of this thesis highlight the complex and multifaceted nature of perinatal mental
distress. They speak to the interplay of personal, social, cultural, and structural factors that shape
a mother's journey and emphasise the importance of understanding their experiences through a
holistic lens. The mother's stories reveal the challenges of navigating identity shifts, stigma,
isolation, and deeply ingrained notions of motherhood, while also shining a light on resilience
and strength gained through self-compassion, connection, and a sense of belonging. By situating
these experiences within the broader context of rural Aotearoa New Zealand, this research
contributes to a growing body of work which calls for culturally responsive support for mothers
experiencing perinatal mental distress. Lastly, this study reaffirms the value of centring mothers’

voices in shaping future directions for research, services, and support systems.
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APPENDICES

Appendix 1: Participant Information Sheet

A« MASSEY

UNIVERSITY
W TE KUNENGA KI POREHUROA
UNIVERSITY OF NEW ZEALAND

Kia ora,

My name is Natalie Thiele, I’'m a 33-year-old female living in the beautiful Wanaka, New
Zealand. | moved to the region from Christchurch around 10 years ago after falling in love

with the scenery and lifestyle that comes with it.

1 am doing a Master’s Degree in Psychology at Massey University, supervised by Dr Elle
Brittain (Ngati Kahungunu ki Te Wairoa, Ngati Rakaipaaka). The research prioritises lived
experiences and will explore mothers’ journeys with perinatal mental distress within the
context of Aotearoa / New Zealand. | hope to provide a space where mothers feel
comfortable talking about their experiences, ultimately aiming to build awareness and

empower individuals, whanau, and the wider community.

If you are interested in participating in this research project, more information is available on
the following pages.
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Information Sheet

Exploring Mother’s Experiences of Perinatal Mental Distress in Aotearoa / New Zealand.

You are invited to take part in a study exploring mother’s experiences of perinatal mental
distress in Aotearoa / New Zealand. Before you choose whether or not to participate, it’s
important you understand why the research is being done and what it involves. Please take
the time to read the following information carefully and ask me if there is anything that is
unclear or if you would like more information. Thank you for reading this.

Terms
Perinatal - The term ‘Perinatal’ refers to the time period from conception, throughout
pregnancy, and up until the first 12 months of the child’s life.

Mental Distress - The term ‘Mental Distress’ is defined here as a state of emotional suffering
resulting in anxiety (e.g. recurring restlessness or ‘unease’, irritability, and/or feelings of
impending danger or panic), or depression (e.g. persistent feelings of sad/empty moods, loss
of interest in previously enjoyed activites, feelings of hopelessness, and/or low-self-esteem)

What is the purpose of the research?
The purpose of this research is to explore perinatal mental distress (anxiety or depression)

from the perspective of mothers who have experienced it. The project aims to add to our
understanding of mothers’ experiences during the perinatal period, especially about mental
distress. A key goal is to hear and prioritise the voices of mothers while exploring the
internal and external factors that influence the emergence of anxiety or depression.
Ultimately, the hope is to raise awareness, combat stigma, and ensure mothers and their
support networks can be empowered to identify patterns and seek help early on.

Am | eligible to take part?
The be included in the study, you must meet the following criteria:
1) Have carried and given birth to a child or children within the last five years
2) Be over the age of 18
3) Have experienced anxiety or depression during your perinatal period, whether
self-identified or diagnosed by a health professional, while living in Aotearoa
4) Consider yourself to have been in stable mental health for at least six months,
defined here as “living well within the community”

What would my participation in the research involve?
I will conduct the interviews with you in a one-on-one situation. Alternatively, you are

welcome to have a friend, family, or another support person present. Interviews will last
between 60 to 90 minutes and will be audio recorded and transcribed.
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Deciding whether or not to participate

Taking part in this research is entirely voluntary. While deciding whether or not to
participate, you may like to discuss the research with friends, family, or healthcare
professionals. If you decide to participate, you will be given this information sheet to keep
(and be asked to sign a consent form). You can change your mind at any time and withdraw
from the study without giving a reason, up until one week after confirming your interview
transcript.

If you are interested in taking part in this research, please contact me to discuss the project
further. Together we can arrange a time and place to do the interview.

What are my rights as a participant?
Please read the following information carefully as it is important for you to understand it
before agreeing to take part in this research:

e All personal information relating to you will be kept confidential. Your identity and
interview will be kept confidential, and the transcript will be anonymised so that you
cannot be identified in the research in any way. All information that you share will be
held securely on Massey University’s network, OneDrive, which is a highly secure
cloud system.

® You can choose not to answer specific interview questions and will be free to
withdraw at any time, up until one week after returning the final copy of your
interview transcript. You do not have to explain why you are withdrawing, but please
know;, that what you share in the interview may influence the research in some way.

Where will the interview take place?

The interview can happen at your home or at a community venue. | am happy to travel to
you for the interview. It is important that you feel comfortable, and that the space is quiet so
that the interview can be recorded carefully. It may be an option to complete the interview
via Zoom if this is preferred, please let me know and we can discuss this option further.

What will happen after the interview?

You will have the opportunity to ask questions should you wish. I will transcribe (write up)
the interviews and send you a copy which you will be able to add, remove, or adjust any
comments before returning a final version. Once you have confirmed your transcript, you
will still have one week to withdraw from the study without needing to provide any reason.
Findings from the research will be shared with you either via email, phone, or post
(depending on your preference). | am happy to meet with you after this if you would like to
discuss the findings further.

What recognition will | receive for my time and involvement?
You will be given a $40 Prezzy card as a thank-you for your participation.
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Who should I contact for more information or if | have concerns?

Please know that you are free to email me directly if you have any questions or concerns
about the research at any stage of the project. Alternatively, you can contact my supervisor,
Dr. Elle Brittain.

Natalie Thiele — Psychology Masters Student

natalierosethiele@gmail.com

Dr. Elle Britian — Clinical Psychologist and Research Supervisor

E.Brittain@massey.ac.nz

If you wish to speak to someone who is not involved with this research project, you can
contact an independent health and disability advocate at 0800 555 050 or
advocacy@hdc.org.nz

Keeping safe

Because the research is about perinatal mental distress, specifically anxiety or depression,
some discussion throughout the interview may bring forward feelings of discomfort. There
will be time during the interview to check in on how you’re feeling, as well as time at the
end when we can talk about how you're feeling. If you become uncomfortable or upset
during the interview, we will stop until you feel ok to continue. If you want to talk to
someone following the interview, we can assist in accessing a local counsellor or support
service.

Counselling and support services in Queenstown and Central Lakes District:

Central Lakes Family Centre: 0508 440255

Primary Mental Health Brief Intervention Service (BIS): 0800 477 1155

SDHB Central Lakes Community Mental Health Service: 0800 467846

People in New Zealand also have the option to text or call 1737 at any time to speak with a

trained counsellor.

This project has been reviewed and approved by the Massey University Human Ethics Ohu

Matatika 3, Application OM3 24/22. If you have any concerns about the conduct of this

research, please contact the Chairperson, Massey University Human Ethics Ohu Matatika 3,
email humanethics3@massey.ac.nz.
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Appendix 2: Recruitment Poster

Seeking Participants for Research
on Maternal Mental Health

Are you a mother who has experienced anxiety or depression during
pregnancy or within the first 12 months post-partum? We invite you to
take partin a local research project exploring mothers' experiences with
perinatal mental distress. Your insights could significantly contribute to
our understanding and improvement of mental health support for
mothers.

Research Details

What will you do?

A one-on-one interview about your experiences with this topic (whanau support
welcome)

Privacy and Confidentiality

All respanses will be kept anonymaous and confidential

Incentive

Participants will be given a $40 prezzy card as a thank you for their time

Eligibility Criteria

* Be over the age of 18

» Have carried and given birth to a
child, or children, within the last 5
years

* Have experienced anxiety or
depression during your perinatal
period while living in Aotearoa (self-
identified or diagnosed by a
professional)
Consider yourself as recovered for at
least the last 6-months

How to Participate

For more information on this project or to express interest in participating please
email natalierosethiele@gmail.com
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Appendix 3: Consent Form

CONSENT FORM

Principle Investigator: Natalie Thiele

Semi-structured interview study exploring mothers’ lived experiences with perinatal mental
distress in Aotearoa / New Zealand

| have read and understand the Information Sheet. | have had the details of the study explained to
me, any questions | had have been answered to my satisfaction, and | understand that | may ask|
further questions at any time. | have been given sufficient time to consider whether to participate in
this study. | understand participation is voluntary and that | may withdraw from participating at any
time until one week after | have returned my interview transcript. | understand that consent includes
agreeing to use my anonymised data in the researchers’ project.

Initial Showing Consent

I confirm that | have read, or had read to me, and
understand the Information Sheet for the projectin
which | have been asked to take part and have had
the opportunity to ask questions.

I have been given sufficient time to consider my
participation in this research.

| understand that my participation is voluntary and
that | am free to withdraw at any time up to and
during the interview without giving any reason.

I understand that | am free to withdraw my data
without giving any reason up to one week after | have
returned my transcript.

| understand that my participation is confidential and
that my responses will be anonymised in the
interview transcript and in any reports on this
research.

I understand that the interview will be audio recorded
and that the file will be stored securely and only
listened to by the Investigator signed below.

I am clear about who to reach out to if | have any
questions about the research.

| understand my role as a participant in this
research project.

I would like to receive a summary of the findings
from the research.

1 Consent Form
Dated: 28/05/2024
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Participant Declaration:

e ettt s e e s s neeeen (PATEICIPANT’S full name) hereby volunteer to

participate in the above-named study.

Signed (participant) ... juw e eee e Date..cciecirieri s e anean

Researcher Declaration:

|y et e e s s s s ssees s sneeeannneeeane IIVESTIgALOr's full name) certify that the details
of this procedure have been fully explained and described in writing to the person named above

Signed (participant) ... juw e eeeens s [ | GRS

2 Consent Form
Dated: 28/05/2024
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Appendix 4: Interview Schedule

Planned Interview Questions:

Can you tell me about what experience you’ve had with perinatal anxiety or
depression?

What sort of symptoms did you, or those around you, notice?

Can you describe a particular time during your perinatal period when you felt
particularly distressed?

How did it feel at the time, experiencing anxiety or depression?

How have you been able to access support? If so, what kind of support?

Were there any particular strategies or resources you found helpful? If so, what
were they?

What do you feel has stopped you from accessing support? If applicable, why?
How could your experience of anxiety or depression have been made easier to
deal with?

If you had therapy/external support, how was your experience with it? What was
helpful or unhelpful?

What do you think healthcare professionals could do to better support mothers’
experiences of mental distress?

How have your experiences with anxiety or depression impacted your journey
into motherhood?

How have these experiences impacted your relationships? For example, with your
baby (both unborn and newborn), partner, family, and friends.

How do you feel your experience with anxiety or depression has impacted your
bonding and attachment with your baby?

Do you feel like these experiences have taught you anything about yourself and/or
motherhood?

When reflecting on your journey, how do you make sense of your experience with
perinatal mental distress?

What advice would you give to other mothers experiencing similar feelings of
anxiety or depression?

Is there anything else you would like to add?

Question prompts:

Can you tell me a little more about that?
What was that like for you?
To make sure I understand what you’re saying.
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Appendix 5: Example of Reflective Journal Extract

Examples of randomly selected extracts from my reflective journal throughout the research

process.

29/05/24 - Meeting with Precious Beginnings

Left the meeting feeling excited and supported. Alex has offered her support and
welcomed me to come along to the precious beginning as an opportunity to learn more.
She has also agreed to help with participant recruitment. Lengthy discussion around the
importance of early child development, and looking at how countries do things

differently. Potential of the perinatal workshop next month.

03/09/24 - First Interview with Bella

1 felt really nervous going into this interview, and I practised the interview questions
multiple times in the morning. Bella was so calm, kind, and welcoming. Some tears in the
interview, so we slowed down and shifted the conversation until she felt comfortable
talking. I was moved by Bella's sense of pride and strength in her journey. She reflected
on feeling proud of staying true to her values by prioritising strong family relationships.
Strong attributions of distress towards the breakdown of her relationship with her
partner. Interested in her comment about a Facebook list being a source of recognition
that she was experiencing anxiety. She seemed really grateful for the work I was doing,

noting the topic wasn t discussed enough, and offered to help in any way possible.
01/11/24 - Second Interview with Mary

1 left feeling a little out of my depth after the interview with Mary, as it was very
emotional. She shared distressing psychosis type experiences, and I left questioning who 1

am to do these interviews. Note to speak to my supervisor about this. I remember feeling

grateful for bringing in the baked goods and sipping on tea, which allowed for moments
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to pause and slow down the conversation. Strong sense of community support as
alleviating distress and feelings of isolation. Note Mary s mention of receiving an ADHD
diagnosis, which appeared to offer a reframing of her experiences. Medical
disappointment early on seemed to follow Mary throughout her motherhood journey,

where she continued to question her decisions.

10/01/25 - Reflections from Analysis of first Transcript

Very overwhelming process. Realising the depth and time that is needed to get through
the analysis section. Continuing to review the transcript, I am concerned that I am
missing essential information or misinterpreting what Bella is saying. Interested in the
concept of identity and having different parts of the ‘self” which seem to be in tension
with each other. Tension also exists in emotions, feelings, both angry and happy at the

same time.
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Appendix 6: Example of the Initial Noting of a Participant's Transcript

Example of step 2 of the data analysis, initial noting, for the first interview with Bella.

Emergent Original Transcript Exploratory
Themes Notes
Interviewer:  Okay, so can you tell me about what Symptom
experiences you've had with perinatal recognition —
anxiety or depression? feeling unsure
where or what to
Bella: Yeah, so foralong time, | didn't realise | attribute feelings
Relational that | was probably suffering from towards —
impact on anxiety after the birth of my first,and | | relationship
distress think the reason was | was going breakdown
through kind of a breakdown in the
relationship that Iwas in, and sol don't
think | recognised it as being a Only when
perinatal thing as such as a, oh, thisis | looking backis
Delayed happening because of my relationship | she able to
recognition of breakdown sort of thing. But | think reflect on the
distress now having my second, it made me possibility of
realise that | was probably definitely anxiety during
suffering anxiety with my first. first pregnancy
Interviewer:  Right. So it's been in hindsight looking Hard emotions as
backon it? part of the human
experience in
Bella: Yeah. times of
increased stress
Interviewer:  And so, you said that you almost didn’t
understand what to relate the anxiety
to. And you feel now that you have a lot
more clarity around that?
Bella: Yeah, yep. So there were things with my

Control as a
way to cope

External
support creates
conflict

Learning new
ways of being
as a mother

first like, | didn't really want other
people holding her, because | wanted
the soul connection and things with
her, and that was just so important for
me to have that time with her. And so a
lot of people didn't pressure me to kind
of hand her over or anything, but there
were the odd people that go, no, she's
crying, let me take her and I'm going,
no, that's the last thing she needs, from
my perspective. And | found it hard, |
think, because | learned how to set
boundaries that were comfortable for
me and my new baby, and that was
something I'd never really done before,
was set boundaries for people. So |
found that hard and that, | think, it

Need for control

Learning how to
set boundaries
increased
anxieties.

When does
external support
become
unhelpful

Navigating a new
world.

146



Temporal
structure of

growth/healing?

External versus
internal

knowing

Emotional
labelling

External versus
internal
knowing

Physiological
repones to
stress

Interviewer:

Bella:

Interviewer:

Bella:

Interviewer:

heightened my anxieties to a degree.
And yea, the second time around, | was
just a lot more relaxed about things,
and a lot more willing to kind of be like,
yeah, hand her over, it's fine. Yeah like,
I'm always going to be her mum. | know
that it's fine. It's not going to break my
bond with the child, and so, yeah, it's
the hindsight of going, oh | was
probably a bit ‘OTT” with the first.

Yeah, that's a nice place to be able to
get to. Yeah, setting boundaries can be
really difficult.

Yeah, yeah.

And so when you were experiencing the
anxiety at the time, what sort of
symptoms did you, or maybe those
around you, notice?

| found it hard to regulate. So it would
be heightened, and obviously, my baby
wasn't at any kind of risk, but
sometimes I'd be like, | just don't know
what she needs. And it would really
kind of get to me, because I'd be like,
oh my God, she's, she's crying. I've
done this, and I’'ve done this, and I've
done all of the things. What is it that |
can do? And it would make me feel so
tense inside and panicky and kind of
nervous and worried. All of the all of
those kinds of emotions, really, but it
wasn't all the time. | was so incredibly
happy in my baby bubble.

Would you be able to describe for me,
a particular time that comes to mind in
your perinatal period, where you were
feeling these symptoms...

Experience
provides
understanding for
future situations
to responded to
in different ways

Where is the line
with being over
the top? Who
decides this?

Language around
symptoms —
emotional
regulation,
overwhelm in
knowing how to
respond to
babies needs.

There is a sense
of doubt -
question self.

Feeling tense as a
somatic

response to
uncertainty?

Conflicting
emotions -
correcting
‘negative’ with
‘positive’
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Appendix 7: Example of Searching for Connections Across Emergent Themes

Example of step 3 of the data analysis, searching for connections across emergent themes, for the

first interview with Bella.

Bella
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Appendix 8: Looking for Patterns Across Cases

Step 6, looking for patterns across cases. The master table of subordinate and subordinate themes

for the group of mothers.

Individual Superordinate
Themes

Group Supordinate Themes

Group Subordinate Themes

Bella:

Identity

Recognition of
meaning-making
Emotional complexity
Social Pressures and
Expectations
Autonomy, boundaries, and
agency

Support systems and
structural barriers
Growth and reflection

Identity: The Fragmented and
Reformed Self

Psychological: The Storm and Calm

Inside

Sociocultural: The Weight of
Expectation and Strength in

Numbers

Tension within the Self

Healing: Reframing and Reformation
Distress Recognition

Emotional Landscape: The Darkness
Loss and Gain of Coping
Mechanisms

Healing: Self-Compassion

The Silent Script of the ‘Good
Mother’

Stigma

Interaction Between Stress and
Isolation

Healing: Through Connection and

Belonging

Molly:

Hindsight and the temporal
structure of the self
Symptom labelling
Transitional moments and
real-time processing
Emotional landscape
Autonomy, agency, and
disempowerment
Reformation of the self
Societal norms and pressures
Support systems

Growth and sense-making

Identity: The Fragmented and
Reformed Self

Psychological: The Storm and Calm

Inside

Sociocultural: The Weight of
Expectation and Strength in

Numbers

Identity as a mum
The Intersect: Multiplicity of Self

Tension within the Self

Healing: Reframing and Reformation
Distress Recognition

Emotional Landscape: The Darkness
Loss and Gain of Coping
Mechanisms

Healing: Self-Compassion

The Silent Script of the ‘Good
Mother’

Stigma

Healing: Through Connection and

Belonging
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Matilda:

Navigating isolation and loss
Support systems (formal and
informal)

Emotional and psychological
journey

Increased need for control
Complicated birth
Meaning-making and
adaptation

Healing through acceptance
The mother redefined in
relation to her children

Identity: The Fragmented and
Reformed Self

Psychological: The Storm and Calm

Inside
Sociocultural: The Weight of

Expectation and Strength in

Numbers

Birthi

Identity as a mum
The Intersect: Multiplicity of Self

Healing: Reframing and Reformation
Loss and Gain of Coping
Mechanisms

Healing: Self-Compassion

The Silent Script of the ‘Good
Mother’

Stigma

Interaction Between Stress and
Isolation

Healing: Through Connection and

Belonging

Sophie:

Symptom recognition
Meaning-making

Birthing context
Conlflicting information
Identity transformation
Isolation and comparison
Support systems

Learning to cope and active
healing

Cultural practices and models
of care

Reflections and advocacy

Identity: The Fragmented and
Reformed Self

Psychological: The Storm and Calm

Inside

Sociocultural: The Weight of
Expectation and Strength in

Numbers

Birthi

Identity as a mum
The Intersect: Multiplicity of Self

Tension within the Self

Healing: Reframing and Reformation
Emotional Landscape: The Darkness
Loss and Gain of Coping
Mechanisms

The Silent Script of the ‘Good
Mother’

Stigma

Interaction Between Stress and
Isolation

Healing: Through Connection and

Belonging

Jamie:

Distress in feeling trapped
Emotional journey
Comparing the self before and
after

The hat of motherhood
Support systems

Living away from family
Healing and moving forward
New stress management
techniques

Identity: The Fragmented and
Reformed Self

Psychological: The Storm and Calm

Inside

Sociocultural: The Weight of
Expectation and Strength in

Numbers

Identity as a mum
The Intersect: Multiplicity of Self

Tension within the Self

Healing: Reframing and Reformation
Distress Recognition

Emotional Landscape: The Darkness
Loss and Gain of Coping
Mechanisms

Interaction Between Stress and
Isolation

Healing: Through Connection and

Belonging
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