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Abstract 

Women’s needs after childbirth are varied and numerous, and the weeks and months 

following birth are crucial for both mother and baby. Many women experience emotional 

issues after childbirth, and some of these complications may persist for a prolonged time 

period. The trickle-down effects of mothers who do not feel mentally well are significant, as 

reduced mental wellbeing is associated with poor health outcomes for their babies and 

families. Despite these ramifications, the postnatal period is often ‘eclipsed’ by the attention 

paid to the antenatal and intrapartum periods, and the health needs of postnatal women are 

often not addressed in practice or research. While a considerable volume of work has focused 

on postnatal depression (PND), only 12-14% of women fall into this diagnostic category, and 

there is a lack of research examining the postnatal mental wellbeing of the remaining 

majority. Research in a Tasmanian context is particularly scarce. For these reasons, 

determining how mental wellbeing can be promoted for women in this context is the focus of 

this study. 

To gain a better understanding of what influences new mothers’ ability to cope, a 

longitudinal, phenomenologically-informed study was conducted in northern Tasmania. 

Purposive sampling was used to recruit 13 first-time mothers, and a series of four in-depth 

interviews was undertaken with each participant over the course of her first year of 

motherhood. The interviews were digitally recorded and transcribed verbatim, and then 

analysed using a modified version of van Manen’s analytic strategy. After analysis, 

overarching themes from each set of interviews emerged as an illustration of the 

commonalities in the lived experiences of first-time motherhood in Tasmania. These themes 
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were utilised to gain improved understanding of how mental wellbeing in new mothers can be 

promoted. 

The findings of this study suggest that new mothers face challenges in coping, even outside 

the diagnostic category of PND. Some sources of struggle for these women included learning 

to breastfeed, adjusting their self-identities to include being a mother, shifting their priorities, 

and juggling the competing new demands in their lives. Participants also noted a lack of 

maternal-focused health care once their babies were born. None of the 13 participants in this 

study were diagnosed with PND, however each of them recounted struggles, emotional 

lability, and difficult periods as they adapted to their new lives as mothers. Certain influences 

were shown to mitigate the challenges they experienced, including multiple forms and 

sources of support, as well as fostering self-efficacy and time for self-care. This study 

therefore gives voice to the majority of women who do not become clinically depressed in 

early motherhood, but face struggles as they find a new balance and adapt to life during their 

first year with a baby.  

This research articulates the breadth of needs women have over the course of the first year 

after childbirth from a mental wellbeing perspective, and how these needs change over time. 

By examining how these needs can be addressed, strategies for promoting mental wellbeing 

in this population can be developed. An empirically based health promotion model was 

developed to articulate strategies to promote maternal mental wellbeing for new mothers. 

Tasmania lacks a comprehensive program of care for women in the postnatal period, and this 
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research can contribute to the development of informed policies to provide improved 

emotional support to future first-time mothers. 
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CHAPTER 1: INTRODUCTION 

1.0 Preface 

When I discovered I was pregnant with my first child in 2008 at the age of 28, I spent 

immeasurable amounts of time thinking about the future. I asked myself countless questions 

as I tried to imagine how my life would change when I welcomed my baby the following 

winter: What would it be like to meet my child? How would I fit the demands of childcare 

into my already busy and career-orientated life? Would I like my life as much after the baby 

came? I spent hours planning and preparing for my son’s arrival – acquiring baby clothes, 

setting up his bedroom, debating the merits of various cots and baby carriers with my 

husband and friends, learning about breastfeeding, and reading the many books published on 

these subjects, all of which have the common intention of preparing people to become 

parents. What I did not know – what I could not have known – was that with my son’s birth, I 

would experience a rebirth of my own.  

I knew on some level that things were going to change as I transitioned to motherhood (after 

all, there was a reason I spent so much time pondering my future, trying to retain as much 

control as I could through extensive preparation). What I did not understand was that this 

change would impact me on every level of my being. I was prepared for the practical 

challenges of motherhood, but what I was not prepared for, what I felt no one had ever told 

me, was how this transformation of self would influence me on an emotional level. In the 

weeks after my son’s birth, I felt desperate and untethered. I grasped at anything that would 

give me a sense of control. I felt my world had shrunk to the confines of my house, and time 

had slowed to a glacial crawl – I could not imagine ever caring about or relating to anything 
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outside of this tiny world I now existed in, where all I did was fret and worry as I cared for 

my newborn son. My husband provided loving and generous support, but even so, I often felt 

alone in this new and unfamiliar territory of motherhood. It was me who was physically 

bound to this baby by his dependency on me for sustenance, and it was me who felt his every 

cry on an emotional and physical plane. My son’s dependency on me, despite my intense and 

all-consuming love for him, often felt suffocating. 

 

At the time of Nathan’s birth, my husband and I lived in Vancouver, Canada. The winter of 

2008-2009 was one of the coldest and snowiest on record, and in those early weeks of 

motherhood I would look out the window at the perpetual twilight, holding Nathan and 

feeling despondent at the lack of life outside. All I could see were bare, frozen trees and icy 

piles of snow that had become dirty with weeks of trampling. I remember asking my mother-

in-law on one particularly dark and bitter day whether it would ever be green outside again. 

She laughed, and assured me that spring was only a matter of weeks away, and I remember 

feeling incredulous that she could find humour in something so bleak. I was completely 

unaware of just how unreasonable I sounded. Thinking about it now, I can see the irony – I 

was desperate for signs of new life outside myself, when in my arms I held new life of my 

own creation. Looking back with the clarity of time (and experience) on my side, I can see 

that this is how emotions can operate in the postnatal period.  

 

Within a couple of months, just as my mother-in-law had predicted, spring arrived. As the 

sun came out more and the world turned green again, I started to find my feet as a mother. I 

could once again feel joy and hope, and could begin to look past the confines of my day-to-

day existence that I had often felt stifled by. While I knew on a deep level that I was forever 

changed by my transformation to the role of mother, I started to catch fleeting glimpses of 
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who I was before. I started to feel hope that my world would, with time, expand beyond the 

bubble I existed in with Nathan, and that I would again be able to think about other things. 

My postpartum experience, though at times dark, did not meet the diagnostic criteria for 

postnatal depression (PND). That said, I felt a level of general distress that was, for a period, 

a dark cloud over my life that I had trouble seeing past.  

 

According to the literature, this general postpartum distress is not uncommon amongst new 

mothers (Coates et al. 2014), and the transition to motherhood ‘poses significant adjustment 

problems for most women’ (Nelson 2003, p. 465). This major life event has also been 

categorized as a vulnerable period in women’s lives (Darvill et al. 2010; Haga et al. 2012). 

Between 12-14% of women are diagnosed with postnatal depression on a global scale 

(Halbreich & Kardun 2006; O’Hara & Swain 1996; Woody et al. 2017), and the literature has 

explored this area of research extensively. However, this pervasive postnatal ‘distress’ also 

warrants attention. As noted by Coates and colleagues (2014, p. 360), ‘qualitative research 

that focuses on women’s actual experiences and conceptualisations of postnatal distress 

outside of diagnostic categories is … necessary.’ My own experience as a first-time mother 

certainly falls within this realm, and was in fact the spark of inspiration for this research.  

 

In the interest of positioning myself in this research, I am approaching this work as a woman, 

and a mother of three young children. I am not a midwife, nurse, or health professional of any 

kind, and therefore my perspective comes from a position of shared experience, rather than 

from a more clinical approach. As will be discussed at length later in this thesis, the bulk of 

this research is founded on interviews with new mothers. My position as a woman within this 

same sphere gave me a unique ability to relate to my participants, and allowed them to feel 

comfortable enough to share with me what they might not have been willing to had I 
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approached this research from a more clinical standpoint. That said, despite my position in 

this research as a fellow mother and not a clinician, the clinical language associated with 

childbirth is used at times in this thesis. Some of this clinical language has become part of the 

common vernacular, some is used extensively in the literature that informs this work, and in 

many cases, this type of language conveys the intended meaning of what is being conveyed 

most efficiently and effectively. For these reasons, in some of the writing in this thesis, 

clinically-orientated language is employed. 

 

1.1 Background & significance 

Childbirth is a watershed event in a woman’s life, and more than 315,000 women give birth 

annually in Australia (Australian Bureau of Statistics [ABS] 2018). The journey from 

conception to the first weeks of a baby’s life can be divided into three phases: the antenatal 

period, the birth itself (the intranatal period), and the postpartum/postnatal period. While each 

phase of pregnancy and birth is important, the focus of this research is the postpartum period.   

 

Women’s needs in the postpartum period are varied and numerous, and the first days and 

weeks after birth are crucial for both mother and baby (Forster et al. 2008; Shields et al. 

1997). Studies have shown that many women experience both physical and emotional 

problems after childbirth, and some of these complications may persist for a significant 

period of time (Albers 2000; Brown & Lumley 1998; Highet et al. 2014; Khalaf et al. 2007; 

MacArthur et al. 2002; Martin et al. 2014). Despite this, the postpartum period is often 

‘eclipsed’ by the attention paid to the antenatal and intrapartum periods (Yelland et al. 2007, 

p. 293), and the health needs of postpartum women are often not addressed on a practical 

level or in terms of research (Albers 2000; Ellberg et al. 2010; Fahey & Shenassa 2013; 
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Fenwick et al. 2010; Kanotra et al. 2007; Nieterman 2013; Walker et al. 2015). While 

frequent supportive contact with healthcare providers occurs in the antenatal period, women 

report feeling unprepared and lacking in support once the baby is born (Kristensen et al. 

2018; Nelson 2003; Tully et al. 2017; Walker et al. 2015). The single routine postpartum visit 

to a healthcare provider which new mothers in Australia are entitled to at six weeks after 

childbirth has been cited as ‘woefully inadequate in addressing maternal health needs’ 

(Spelke & Werner 2018, p. 30).  

 

Of particular interest in this research is the element of emotional or mental wellbeing in the 

postpartum period. It is well-documented that the postpartum period is a time of great change 

for women, especially first-time mothers, and that many experience psychological problems 

associated with this time of life-altering transition (Astbury et al. 1994; Coates et al. 2014; 

Darvill et al. 2010; Fahey & Shenassa 2013; Kristensen et al. 2018; National Health and 

Medical Research Council [NHMRC] 2000; Nelson 2003; Rallis et al. 2014; Shields et al. 

1997; Slomian et al. 2017; Wilkins 2006). While often overlooked, mental wellbeing is an 

important component of overall maternal postpartum health that needs greater consideration 

(Darvill et al. 2010; Fenwick et al. 2010; Hsu & Wickrama 2018; Martin et al. 2014; Shields 

et al. 1997; Wilkins 2006). Research in a Tasmanian context is particularly scarce. 

 

As will be discussed further in the literature review, there is a marked gap in the area of 

women’s postpartum mental wellbeing, and research situated within a health promotion-

based framework is particularly lacking; most research in the area of maternal mental health 

is disease-focused (Edhborg et al. 2005; Emmanuel & St. John 2010; Haga et al. 2012). 

Fahey and Shenassa noted that under the typical postpartum care model, the health of 

postpartum women remains a neglected component of care, and in order to optimise maternal 
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health in the postpartum year, ‘a shift from a disease screening and treatment approach to a 

health promotion approach’ needs to be undertaken (2013, p. 614). Relatedly, it has been 

observed that there is a marked ‘dominance of a biomedical model … over a psychosocial 

model … in research on maternal mental health’ (Kearns et al. 1997, p. 296). A risk 

associated with this model is there is a lack of focus on the subjective experience of the 

women (Edhborg et al. 2005), and additionally, a diagnostic approach to postpartum mental 

health can result in failure to recognise women with symptoms that do not meet a particular 

set of criteria or who are experiencing subclinical symptoms (Coates et al. 2015; Phillips et 

al. 2009).  

 

While extensive work has been undertaken about the postpartum period within a mental 

illness context (specifically, postnatal depression) very little work has been performed within 

a ‘mental wellness’ framework (Fahey & Shenassa 2013). Whilst most research on perinatal 

distress has focused specifically on the psychological disorders of depression and anxiety, it 

is unclear whether these conditions adequately describe the range of negative experiences, 

from a mental wellbeing perspective, that can occur when a woman becomes a mother (Rallis 

et al. 2014). As noted by Emmanuel and St. John (2010), despite the convenience and utility 

of labeling the emotions experienced in the perinatal period, these diagnostic categories are 

confining, and as a result, the complexities and nuances of the experience may not be 

adequately captured. Additionally, while numbers vary, the general consensus in the literature 

is that 12-14% of women are formally diagnosed with postnatal depression (Carter et al. 

2018; Halbreich & Kardun 2006; O’Hara & Swain 1996; Woody et al. 2017), whereas the 

more general experience of ‘psychological distress’ is considered ‘common’ (Coates et al. 

2014; Slomian et al. 2017). Research has shown that up to 85% of women experience ‘mood 

disorders’ in the postpartum period (Sylven et al. 2017, p. 4). 
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Many questions have been asked and answered within the existing body of maternal health 

literature regarding postnatal depression (PND), including analyses of how many women are 

affected by this diagnosis, what women experience when living with PND, and what risk 

factors contribute to its development (e.g., Beck 2001; Gibson et al. 2009; Lavender et al. 

2016; Lumley et al. 2004; Sword et al. 2012). In fact, PND has largely been framed in terms 

of risk factors since the 1990s (Mrazek & Haggerty 1994). In a move toward preventative 

health care, the literature has identified some protective factors for PND, where protective 

factors are ‘those which enhance and protect positive health and mental health and reduce the 

likelihood that a problem or disorder will develop’ (Department of Health and Human 

Services [DHHS] 2009, p. 2). While literature identifying protective factors is still scarce 

(Banker & LaCoursiere 2014), those factors that have been identified include a strong 

partner/marital relationship (Banker & LaCoursiere 2014), self-esteem, optimism (Fontaine 

& Jones 1997), and strong social support (Leahy-Warren et al. 2011). However, the focus of 

these studies is illness prevention, and it is unclear whether these factors make a positive 

contribution to mental health and wellbeing as opposed to counteracting risk factors. While 

the need for further research focused on the ‘other side of the coin’ has been noted 

(Woolhouse et al. 2016, p. 59), only one study has been found to date (Fahey & Shenassa 

2013) that has specifically asked what factors actually make an actively positive contribution 

to mental health and wellbeing in new mothers, and ways in which mental wellbeing can be 

promoted for this population.  

 

There are many reasons to value mental wellbeing in new mothers that extend beyond its 

intrinsic value to the women themselves. The psychological problems experienced by new 

mothers can also impact their children, and research has shown that these problems can result 
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in changes to the dynamic of mother-baby interaction, as well as developmental challenges 

(Coates et al. 2014; Glasheen et al. 2010; Law et al. 2018; Matthey et al. 2003; Nicol-Harper 

et al. 2007; O’Hara & McCabe 2013; Ross & McLean 2006). The demands and stress 

associated with the transition to new motherhood, including the physical recovery from birth 

(Fahey & Shenassa 2013), caring for an infant (Fahey & Shenassa 2013), and changes in self-

perception (Law et al. 2018; Mercer 2004; Coyle 2009; Rallis et al. 2007), can compromise 

women’s mental wellbeing if compensatory measures are not taken (Beck 2001; Corwin et al. 

2005; Fahey and Shenassa 2013; Walker et al. 2015). Due to these new and unfamiliar 

demands, women are also less likely to practice self-care during this time, making them even 

more vulnerable (Tulman et al. 1990). Research has shown that reduced mental wellbeing in 

mothers is associated with further poor health outcomes for their families (Hsu & Wickrama 

2018; Kahn et al. 2002; McLeish & Redshaw 2017), including early discontinuation of 

breastfeeding, delay in language skills development, negative impacts on the mother-infant 

relationship (Dunford & Granger 2017; Henderson et al. 2018; Kristensen et al. 2018), and 

behaviour problems (Cheng et al. 2006; Kahn et al. 2002; Minkovitz 2005; Sylven et al. 

2017). The trickle-down effects of mothers who do not feel mentally well have important and 

significant ramifications for families and communities. 

 

1.2 Research aim  

The literature surrounding women’s mental wellbeing in the postpartum period will be 

explored more fully in Chapter 2. However, this introductory chapter has highlighted the 

dearth of research conducted about the longer-term, general mental health of new mothers in 

the postpartum period, especially in a Tasmanian context. When this paucity is considered in 
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combination with the clear importance of the mental wellbeing of new mothers, the following 

broad research aim will be considered by this thesis: 

 

How can mental wellbeing for new mothers be promoted?  

 

1.3 Definition of key terms 

There are a significant number of terms used in the arena of women’s health, 

motherhood/parenthood, and health promotion that: a) are subject to inconsistencies in usage; 

b) have multiple, variable definitions; and c) cause confusion due to subtle differences 

between similar-sounding terms. It is important to clarify which terms will be used in this 

study, what they mean, and why the chosen definitions have been utilised. 

 

1.3.1 Postnatal/postpartum 

The terms ‘postpartum’ and ‘postnatal’ are used interchangeably, both in practice and in the 

literature, and accordingly, the terms are used as synonyms within this research. While there 

has not been definitive consensus reached, the biomedical literature (e.g., Kamel et al. 2014; 

Romano et al. 2010) generally defines the postpartum period as starting approximately one 

hour after the birth of a baby and placental expulsion, and extending for a period of 

approximately six weeks (Walker et al. 2015). This definition is based on the time it takes for 

women to return to a physiologically non-pregnant state (Walker et al. 2015). However, aside 

from the physiological processes associated with recovering from childbirth, there are 

psychosocial changes that occur when a woman becomes a mother that may take far longer 

than six to eight weeks to undergo (Fahey & Shenassa 2013; Walker et al. 2015). Recently, it 

has been acknowledged that mental health and wellbeing issues can be a concern well past 
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the six-week time frame, and for up to a year after childbirth (O’Hara & Wisner 2014; Rallis 

et al. 2014; Rouhi et al. 2019; Walker et al. 2015). 

 

1.3.2 Terms used to describe women’s mental health in the postpartum period 

There are many terms used to discuss and describe women’s mental health after childbirth 

outside the diagnostic category of postnatal depression (also referred to as postpartum or 

perinatal depression). These terms are often used without definition, and are used 

inconsistently across the literature. Often, when studies are examined closely, it can be seen 

that different terms are being used to describe the same type of experience. However, no 

comprehensive attempt appears to have been made to compare, consolidate, or ‘scale’ these 

terms in any way that will lead toward consistency in usage. Examples of these terms include: 

postnatal distress (e.g., Kearns et al. 1997); perinatal psychological distress (e.g., Button et al. 

2017); psychological distress (e.g., Law et al. 2018; Slomian et al. 2017); maternal distress 

(e.g., Bennett & Kearney 2018; Emmanuel & St. John 2016); and ‘maternity blues’ (e.g., 

Gutierrez-Zotes et al. 2016). There is no clear consensus on when and/or how to use these 

terms. As a result of this lack of clarity around the vernacular, in this research, all of these 

terms lacking in explicit and consistent definition are treated on an individual basis. In other 

words, the definitions provided by the studies in which these terms are used will be 

examined, and any information utilised in this study will be analysed according to the 

specifications of the definition provided by the original researcher. 

 

1.3.3 Mental health and (mental) wellbeing 

The above terms are used frequently in the literature, often without clear definition. For this 

research, the following explanation of health and wellbeing will be employed. It is useful to 
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start at the beginning, by defining ‘health’ itself. The definition of health that will be used is 

taken from the original primary health care document, the World Health Organisation’s 

(WHO) (1978, p. 1) Alma-Ata declaration, which defines health as ‘a state of complete 

physical, mental and social wellbeing, and not merely the absence of disease or infirmity.’ 

More recently, WHO (2001, p. 1) added further interpretation to this declaration, with 

explicit reference to ‘mental health’, defining it as: 

 

A state of well-being in which the individual realizes his or her own abilities, can cope with 

the normal stresses of life, can work productively and fruitfully, and is able to make a 

contribution to his or her community.  

 

Because mental health is defined as a ‘state of well-being’, and mental wellbeing is listed as a 

component of health, it follows that the concept of wellbeing itself needs to be addressed, and 

the relationship between health and wellbeing explicitly defined.  

 

Despite the emergence of wellbeing as a growing field of research, ‘the question of how it 

should be defined remains unanswered’ (Dodge et al. 2012, p. 222). Wellbeing has been 

described as ‘a complex, multi-faceted construct that has continued to elude researchers’ 

attempts to define and measure’ (Pollard & Lee 2003, p. 60), and the concept is further 

clouded by the blurred line between description and actual definition (Dodge et al. 2012).  

Dodge et al. (2012) proposed a definition of wellbeing as a state of equilibrium that can be 

impacted by life events and challenges, as illustrated by the following diagram: 
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Figure 1. Definition of wellbeing from p. 230, Dodge, R, Daly, A, Huyton, J & Sanders, L 
2012, ‘The challenge of defining wellbeing’, International Journal of Wellbeing, vol. 2, no. 3, 
pp. 222-235. 

 

The closely-related concepts of health and wellbeing can be summarised as follows: ‘health’ 

is a state of wellbeing, and ‘mental health’ is a subset of this state which is reached when an 

individual can cope with normal life stress and contribute to society. Coping, in this case, is 

broadly defined as an attempt to manage demands perceived as challenging or taxing 

(Lazarus & Folkman 1984). Put succinctly, health is a state of wellbeing, and wellbeing is a 

balanced measure of resources and challenges. 

 

The definition of wellbeing described above suggests a holistic picture, where context is 

accounted for. This description aligns with the observations of La Placa and colleagues 

(2013, p. 116-117), who note that while the WHO definition of health links the concepts of 

health and wellbeing, health is often situated within biomedical and positivist domains, 

whereas wellbeing is usually associated with ‘emotional and psychological’ discourses. This 

observation lends strength to the adoption of the term ‘wellbeing’ as part of the central 

research aim of this thesis (see section 1.2), which is examining a holistic picture of women’s 
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emotional experiences after childbirth, and how mental wellbeing can be achieved for this 

population. 

 

1.3.4 Mental health promotion vs. mental illness prevention 

The Alma-Ata declaration initiated the idea of health promotion, and the 1986 Ottawa 

Charter for Health Promotion (WHO & Canadian Public Health Association 1986, p. 1) built 

on this foundation, stating that: 

 

Health promotion is the process of enabling people to increase control over, and to improve, 

their health. To reach a state of complete physical, mental and social well-being, an individual 

or group must be able to identify and to realize aspirations, to satisfy needs, and to change or 

cope with the environment. Health is, therefore, seen as a resource for everyday life, not the 

objective of living. Health is a positive concept emphasizing social and personal resources, as 

well as physical capacities. Therefore, health promotion is not just the responsibility of the 

health sector, but goes beyond healthy life-styles to well-being. 

 

While the Ottawa Charter has the wider focus of ‘health promotion’, rather than specifically 

‘mental health promotion’, the ideas embedded within it can apply to this narrower construct. 

It is important to distinguish between ‘mental health promotion’ and ‘the prevention of 

mental disorders’, because the two concepts are distinctly different (Barry 2001, p. 25). The 

focus of prevention is to lower the incidence and prevalence of specific pathologies (e.g., 

PND), and to achieve improved outcomes (e.g., mortality reduction) (Barry 2001).  

Prevention interventions aim to reduce risk factors and increase protective factors (DHHS 

2009). In contrast, promotion emphasises positive mental health, with the goal of building 

strengths and competencies to facilitate emotional wellbeing (Barry 2007). A positive 
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concept of mental health places value on mental health as a ‘desirable quality in its own 

right’, regardless of the presence or absence of mental illness (DHHS 2009, p. 6). It is this 

concept of mental health promotion that will be embedded in the framework for this proposed 

research. 

 

1.4 Thesis overview 

Chapter 1 of this thesis has revealed the personal story that provided the motivation and 

foundation for this research project, as well as the researcher’s positioning in this work. 

Relevant background information about the postnatal period in general was then presented, 

and rationale for further research about the mental wellbeing of women postnatally was 

provided, along with the overarching research aim for this study. Important key terms were 

then defined. The remaining sections of this thesis are as follows: 

 

Chapter 2 contains the narrative literature review that supports this thesis. Reviews of several 

areas are provided, including: what is known about women’s experiences in the postpartum 

period, who is identified in the literature as key players in support provision to new mothers, 

and other influences on maternal mental wellbeing in the postpartum period. The knowledge 

gaps in the existing research are highlighted, and the resultant research question presented. 

 

Chapter 3 provides a discussion of the methodological journey of this thesis, beginning with a 

description of the philosophical underpinnings of this research. This includes an overview of 

the philosophical paradigm, ontological, epistemological, and axiological perspectives 

employed. An in-depth discussion of the chosen method, phenomenology, is also provided. 
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Chapter 4 focuses on the specifics of the study design employed in this study. The chapter 

begins by illustrating the context of this research, in terms of both geography and models of 

maternity care available in the study region. The method of data collection is discussed, and 

specifics of the sample population, sample size, sampling strategy, and recruitment process 

are reviewed. Ethical considerations are addressed, and the methods of data analysis 

explicated. Strategies employed to ensure research quality are also addressed.  

 

Chapter 5 provides the backstories for the 13 women who participated in this study. Each 

woman is introduced with a brief descriptive biography in order to provide context for her 

participation in this study. 

 

Chapter 6 begins with a practical application of the data analysis process used in this study, 

using an example from the data. Next, the chapter reports on the phenomenologically-

determined themes that emerged from the interviews conducted as part of this research. The 

findings which describe the ‘lived experience’ of the participants in their final trimester of 

pregnancy and through their first year of motherhood in Tasmania are presented. The findings 

are supported with direct evidence from interview transcripts. 

 

Chapter 7 provides a discussion of the findings presented in Chapter 6, with consideration of 

the existing body of maternal health literature. It starts with a synthesis of the findings, and 

illuminates the principal themes that emerged from this research and how these themes 

evolve over the course of this longitudinal study. Next, over the course of several sections, is 

an interpretation and application of the findings.  
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Chapter 8 is the final chapter in this thesis, and provides a conclusion to this study. Maternal 

health policy and practice implications are discussed, followed by a section addressing 

considerations, limitations, and recommendations for future research that have arisen from 

this study. The research aim is addressed in light of the findings and discussion. The 

significance of this study and the contributions made to knowledge about maternal mental 

wellbeing are considered. 
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CHAPTER 2: LITERATURE REVIEW 

2.0 Literature review introduction and outline 

There are several areas of relevance to this study included in this literature review that 

provided the foundation for this research. Each of these areas makes a contribution to 

informing this study and addressing the overall aim. These areas include reviews of: what is 

known about women’s experiences in the postpartum period; who the literature identifies as 

key players in support provision to new mothers; and, other influences on maternal mental 

wellbeing in the postpartum period. The style of literature review employed for this thesis is a 

narrative overview. A narrative overview is a comprehensive synthesis of existing published 

literature used to provide a summary of a large volume of information in a readable format 

(Green 2006). The primary purpose of a narrative literature review is to provide context for 

understanding current knowledge and to identify gaps in the body of existing literature 

(Cronin et al. 2008). 

   

The first section of this review begins with a broad perspective, by describing, analysing, and 

synthesising the large collection of literature that exists regarding women’s experiences after 

giving birth. After immersion in the literature, the foci of existing postnatal research have 

been broken down into three categories within this review: first, that which documents 

‘snapshots’ of the transition to motherhood (e.g., maternal satisfaction with short term 

postnatal care); second, those studies focused on postnatal mental illness; and third, single 

intervention and context-based studies. These categories have been induced from the 

literature after analysis and synthesis of the aims, objectives, and outcomes of the included 

studies. 
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The second section of the review describes and synthesises who is identified by the literature 

as the key players in terms of support provision to new mothers. Social support has been 

identified as a protective factor that enhances mental wellbeing, thereby warranting its 

exploration in the literature (Leahy-Warren et al. 2011). Review of the relevant body of work 

suggested that social support is comprised of three components: emotional, instrumental, and 

informational. It is also indicated that these support components are provided by three 

separate categories of providers including partner/family/friends, peers, and healthcare 

providers. Barriers to support-seeking are also addressed and discussed. 

 

The third and final section of the review examines what other influences play a role in 

maternal mental wellbeing after childbirth. Twelve separate categories of influence were 

identified in the literature, including: demographic and socioeconomic factors, cultural 

influences, obstetric complications, breastfeeding, mental health history, stressful life events, 

maternal expectations of parenthood, the transition to motherhood/maternal role attainment, 

antenatal preparation, infant temperament, media and societal messages to pregnant women 

and new mothers, and maternity care model. These influences will be examined and their 

relationships to mental wellbeing explored.  

 

2.1 Search strategy 

This literature review was undertaken in two parts, with two separate searches conducted, 

followed by three separate, individual phases of analysis. The search strategy for this 

literature review employed a number of databases in the fields of nursing and psychology. In 

specific, CINAHL, PubMed, PsycInfo, Scopus, Google Scholar, and Google were utilised. 
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Searches were conducted for English-language studies dated from 19901 to 2019. Qualitative, 

quantitative, and mixed methods studies, as well as systematic reviews and meta-syntheses, 

were reviewed. The search terms used for each section of the literature review are outlined 

below. 

 

For the first section of the review, which examines what is known about women’s 

experiences in the postpartum, the following search terms were used in CINAHL: (maternal 

AND {experiences OR perceptions OR attitudes OR views} AND {postnatal OR 

postpartum}); (postpartum care AND life experiences); ({postnatal care OR postnatal period 

OR postnatal support} AND {mental wellbeing OR mental health OR mental wellness} AND 

{experiences OR perceptions}); ({postnatal care OR postnatal period OR postnatal support} 

AND {experience OR perspective OR view OR perception OR attitude} AND {qualitative}); 

(postnatal AND {experience OR perspective OR view OR perception OR attitude} AND 

qualitative); (postnatal AND experience AND maternal); ({postnatal OR postpartum} AND 

support); ({postnatal OR postpartum} AND support AND primiparous); ({postnatal OR 

postpartum} AND support AND first-time mothers). In PsycInfo, the following search terms 

were used: (maternal AND {postnatal OR postpartum} AND experience); (postnatal support 

AND experiences). In PubMed, the following search terms were used: (postnatal care [MeSH 

major topic] AND experience); (postpartum AND maternal experience). In Scopus, the 

search terms used were: (postnatal AND experience). A total of 1998 articles were retrieved 

from these searches and scanned for relevance on the basis of their titles. After reviewing 

their titles, 194 articles were saved for further examination, and their abstracts were scanned 

 
1 1990 was chosen as the initial date parameter because legislation regulating midwifery practice in most 
Australian states was solidified in the early-mid 1990s (Bogossian 1998).  
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for relevance. If the abstract appeared relevant, the entire article was scanned or read in 

depth.  

 

For the second section of the review, which examines who is identified by the literature as the 

key players in terms of support provision to new mothers, the following search terms were 

used in CINAHL and Google Scholar: {postnatal OR postpartum (SU) AND support (SU)}; 

{postnatal OR postpartum (SU) AND support (SU) and primiparous (no field); {postnatal OR 

postpartum (SU) AND support (SU) AND first-time mothers (no field)}. 1731 articles were 

retrieved from these searches and scanned for relevance on the basis of their titles. 249 

articles were saved for further examination, and their abstracts were scanned for relevance. If 

the abstract appeared relevant, the entire article was scanned or read in depth.  

 

For the third section of the review, which examines what other influences play a role in 

maternal mental wellbeing after childbirth, a separate search was not conducted. The 12 

categories of influence discussed in this portion of the review emerged from the search results 

of the two previous searches described above. The literature was therefore not searched for 

each of these categories independently, but rather they consistently emerged from the 

maternal health literature as influences on new mothers that warranted independent 

discussion and analysis. 

 

Following these database searches, key journals in the field of midwifery and nursing were 

selected and searched manually, using the search terms ‘postnatal/postpartum experience.’ 

These journals included: Maternity and Child Health Journal; Midwifery; Women and Birth; 

British Journal of Midwifery; Journal of Obstetric, Gynecologic & Neonatal Nursing; and 

BMC Pregnancy and Childbirth. Selection criteria included peer-reviewed, English-language 
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studies, with age limitation dating back to 1990. Government websites, including the World 

Health Organisation and the Department of Health and Human Services (Tasmania) were also 

explored for relevant content. Additionally, a considerable number of articles were added ad 

hoc as the literature was explored in depth, and references within key articles were manually 

searched for relevance.  

 

2.2 Women’s experiences in the postpartum period 

2.2.1 “Snapshots” of motherhood 

There is a considerable body of both quantitative and qualitative literature that examines 

specific aspects of women’s postpartum experiences, as opposed to their overall transition to 

motherhood. For example, a particular research focus is often mothers’ levels of satisfaction 

with postpartum care, whether this care occurs in hospital (e.g., Beake et al. 2010; Brown et 

al. 2005; Creedy 1999; Ellberg et al. 2010; Forster et al. 2008; Hildingsson 2007; Hildingsson 

& Sandin-Bojo 2011; Kurth et al. 2010; Maher & Souter 2006; Rudman & Waldenstrom 

2007; Schmied et al. 2008; Schmied et al. 2009; Stamp & Crowther 1994; Valbo et al. 2011; 

Ziabakhsh 2018), at home/in the community (e.g., Biro et al. 2012; Dahlberg et al. 2016; 

Stewart-Moore et al. 2012), or both (e.g., Aune et al. 2018; Beake et al. 2005; Fenwick et al. 

2010; Ockleford et al. 2004; Yelland 2009; Zadoroznyj et al. 2015). Another focus frequently 

encountered in postnatal literature is the identification of the support needs of new mothers in 

the immediate postpartum period (e.g., Darvill et al. 2010; Emmanuel et al. 2001; Forster et 

al. 2008; Gurber et al. 2012; Kanotra et al. 2007; Maehara et al. 2016; Martell 2001; Martin 

et al. 2014; Ong et al. 2014; Persson 2010; Teeffelen et al. 2011; Ward & Mitchell 2004; 

Wiggins et al. 2005; Wilkins 2006). While both of these particular topics provide important 
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insight into the postpartum period, only a small portion of the transition to motherhood is 

captured by this work, both from temporal and experiential perspectives.  

 

2.2.2 Mental illness focused studies 

More in-depth, qualitative accounts of women’s experiences in the postpartum period do 

exist, but as Coates and colleagues (2014) and Wardrop and Popadiuk (2013) noted, much of 

this work is focused on postnatal depression specifically, rather than on general mental 

wellbeing (e.g., Buultjens & Liamputtong 2007; Chan et al. 2002; Edhborg et al. 2005; 

Hanley & Long 2006; Hannan 2016; Highet et al. 2014; Lawler & Sinclair 2003). In fact, 

within the general birth and postnatal literature there exists an overwhelming focus on 

postnatal depression, as opposed to ‘more general distress’, perhaps, as suggested by Kearns 

and colleagues (1997, p. 296), due to the high prevalence of a biomedical model in birth 

research. A smaller body of work also exists about postnatal anxiety (e.g., Henderson & 

Redshaw 2013; Highet et al. 2014; Miller et al. 2006; Wardrop & Popadiuk 2013). Again, 

however, this research focuses on a particular diagnostic category, rather than on general 

mental wellbeing or coping. As such, qualitative research addressing ‘women’s actual 

experiences and conceptualisations of postnatal distress outside of diagnostic categories is … 

necessary’ (Coates et al. 2014, p. 360), particularly given that the existing body of literature 

is heavily focused on women’s experiences with postnatal depression rather than their overall 

journey to motherhood and into the postpartum (Westall & Liamputtong 2011).  

 

2.2.3 Single-intervention and context-based studies 

Another subset of qualitative studies examined women’s experiences in the postpartum 

period, but in relation to a specific intervention. For example, Doran and Hornibrook (2013) 



 
 
 
 

23 
 

examined the influence of participation in a postnatal yoga group, and Fenwick and 

colleagues (2013) analysed the effects of participation in a study involving an emotional 

support intervention. Numerous studies examine the effects of caseload versus traditional 

models of care (e.g., Barimani & Vikstrom 2015; Forster et al. 2016; & Homer et al. 2002). 

Additionally, there is a collection of studies that exist in specific cultural or social contexts. 

For example, Mbekenga and colleagues’ (2011) study examined primiparous women’s 

postnatal experiences in a Tanzanian suburb; Hanley (2007) studied the emotional wellbeing 

of Bangladeshi mothers in the postnatal period; Mori’s (2014) study examined the postnatal 

experiences of older Japanese primiparas; and, Khalaf and colleagues (2007) studied 

women’s postpartum care in three regions of Jordan. Some qualitative studies do focus on the 

more general postnatal experiences of women, but typically from only one cultural group, 

often a minority or migrant group within a broader population (e.g., Chu 2005; Edhborg et al. 

2015; Gardner 2014; Hennegan et al. 2015; Hoang & Kilpatrick 2009; Hoban & Liamputtong 

2013; Lam et al. 2012). Once again, these studies only illuminate a selective picture of what 

women experience after birth, or are specific to a particular demographic of women. 

 

2.2.4 Conclusion  

A broader picture of women’s transition to motherhood has been explored to some extent, as 

studies have been conducted to examine early postnatal experiences, but as noted by Coates 

and colleagues (2014) many of these have been quantitative in nature (e.g., Gurber et al. 

2012; Hung et al. 2011; McVeigh 1997). While quantitative data are undoubtedly important, 

this type of information is inherently narrow in scope, and as one research team observed, 

conducting research of this nature in this field can become ‘frustrat[ing] … since most of the 

women seemed eager to talk … about their experiences during this transitional time’ 

(Wardrop & Popadiuk 2013, p. 4).  
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The research discussed in the preceding sections makes important contributions to the body 

of knowledge about the postpartum experience, but at the same time, much of it is limited and 

somewhat confining, neglecting to capture the larger, longer-term picture. Mental wellbeing 

after birth is defined by more than each individual postpartum experience, and there is a 

broader picture of women transitioning to motherhood that warrants exploration. There is a 

dearth of studies that examine these broader experiences, especially in a rich, in-depth 

fashion, taking into account a range of factors, for example, a woman’s support network, 

sociocultural influences, or choice of care provider. An approach that examines women’s 

postnatal mental wellbeing within a health promotion-based context is also rarely 

encountered in the literature, with a biomedical model being the primary framework for most 

studies. In fact, Levitt and colleagues noted that the postpartum period ‘provides the 

opportunity for multiple health promotion strategies and interventions in areas such as 

postpartum depression’ (2004, p. 197), but strategies to implement this recommendation are 

not often encountered.  

 

 

Notable exceptions to this generalisation do exist, and elements of the following studies 

contributed to the design and theoretical framework utilised in this thesis. For example, 

Fahey and Shenassa’s (2013) study outlined a health promotion model for maternal health, 

which was a significant element of this thesis. However, this study was based in the United 

States and therefore based on American maternal health policy and practice. Additionally, the 

study was theoretical in nature and not based on original data collection. Kearns and 

colleagues’ (1997) study, which examined the social context of wellbeing for women after 

childbirth, had strong relevance for the study design utilised in this thesis, particularly 

because of both its holistic and longitudinal components. However, both the age of the study 
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and the context of the New Zealand healthcare system decrease its relevance. Coates and 

colleagues’ (2015) study about emotional distress in the postpartum population that falls 

outside the realm of PND provided important context for mental wellbeing outside of 

diagnostic categories. However, the focus of this study was specifically regarding ‘women’s 

feelings of postnatal distress’ and the ‘symptoms they experienced’ (p. 119), as opposed to 

examining the entirety of a woman’s circumstances and experiences (Coates et al. 2015). 

Participants were also a mix of first-time mothers as well as mothers with more than one 

child, making the conclusions drawn less relevant for this study. Additionally, Emmanuel and 

St. John (2010) conducted a review on the concept of ‘maternal distress’, which aimed to 

develop and articulate the continuum of women’s psychological health during the transition 

to motherhood, particularly outside the biomedical model. However, as a concept analysis, 

the study was non-empirical in nature and lacked original data. More recently, in 2018, Law 

and colleagues conducted a study of 32 first-time mothers aiming to identify factors 

associated with psychological distress in the first six months postpartum, and to present 

practical solutions for preventing this distress. However, participants in this study were 

interviewed only once in a semi-structured situation. This type of single interview means 

rapport is not built with the participants, and there was no longitudinal component. Despite 

the unique nature of these studies, longer-term research, which examines the course of a 

woman’s experiences of the transition to motherhood, including how her mental wellbeing 

changes over the course of the childbearing year (for this research, defined as the time from 

giving birth to one year postpartum) is uncommon.  

 

The next sections of this preliminary literature review will examine the influences, both 

internal to the mother and also related to external circumstance, that impact postpartum 
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mental wellbeing. Section 2.3 will examine the people and relationships of importance to a 

new mother. 

 

2.3 Who are the key players in provision of support to new mothers? 

2.3.1 Social support 

Social support is an interaction that contains ‘emotional support, information or advice, 

instrumental or physical aid, and affirmation’ (Baker & Yang 2018, p. 31). Expanding on this 

definition, social support can be considered a three-component construct, which includes: 

emotional support (concern, care, encouragement); instrumental or practical support (tangible 

assistance); and informational support (knowledge sharing, education, advice) (Chojenta et 

al. 2012; Corrigan et al. 2015; Leahy-Warren et al. 2011; Robertson et al. 2004).  

 

Social connectedness has been shown to have a powerful positive influence on new mothers’ 

wellbeing (Cust 2016; Gibson & Hanson 2013; McDaniel et al. 2012; Meadows 2011). Social 

support is often considered the most significant factor in the development of maternal 

confidence (Baker & Yang 2018), and has been determined to be an important factor 

influencing a mother’s ability to cope in the postpartum period. Additionally, social support 

has been classified as a strong to moderate risk factor for postnatal depression, and a negative 

correlation between the development of postpartum depression and strong emotional and 

instrumental support has been consistently demonstrated in the literature (Beck 1996; 

McLeish & Redshaw 2017; Robertson et al. 2004; Woolhouse et al. 2016). These elements of 

social support can come from personal (e.g., partner, family, peers) or professional (e.g., 

midwife, nurse, physician) sources, and can come in many different forms (Corrigan et al. 

2015), and these sources of support will now be discussed. 
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2.3.2 Partner/family support 

In a recent study involving 117 mothers, 92% indicated that their primary source of social 

support came from their partner (Baker & Yang 2018). It is well-documented in the literature 

that maternal support from the baby’s father, or other partner/spouse-like figure, is important 

to a new mother’s wellbeing (Dennis et al. 2017; Gjestfield et al. 2012; Hildingsson et al. 

2008; Howarth et al. 2011; Roberston et al. 2004; Sampson et al. 2015), and that strong 

partner support is protective of new mothers’ mental wellbeing (Dennis & Ross 2006; Divney 

et al. 2012; Pilkington et al. 2016; Wynter et al. 2014). It is also well-documented that a 

perceived lack of support can be detrimental to maternal wellbeing (Corrigan et al. 2015; Gao 

et al. 2009; Hildingsson et al. 2008; Ugarriza et al. 2007; Robertson et al. 2004; Xie et al. 

2010) or considered a risk factor for the development of postnatal depression (Al Dallal & 

Grant 2012; O’Neill et al. 2019; Robertson et al. 2004; Xie et al. 2010). A prospective study 

of 306 women by Martini and colleagues (2015) found that low partner satisfaction is 

associated with postpartum depression, and other research has found that women with low 

marital satisfaction are more likely to develop postnatal depression (Dennis 2014; Escriba-

Aguir & Artzacoz 2011). Banker and LaCoursiere (2014) also note that depending on the 

stress level in a couple’s relationship, it can either be protective of maternal wellbeing, or a 

risk factor. Lack of support from family and friends has also been associated with a ‘strong 

tendency toward distress’, especially among at-risk demographics (Kearns et al. 1997, p. 

296), however in this particular study the lack of support was as perceived by the mothers 

themselves. If an objective measure of support had been employed, the results may have been 

different. 

 

From a preventative health perspective, perceived support from other family members and 

friends has been shown to be a protective factor for the development of postnatal depression 
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(Barkin et al. 2014; Castle et al. 2008; Denis et al. 2015; Gjesfjeld et al. 2012; Hildingsson et 

al. 2008; Leahy-Warren et al. 2011; Negron 2013; Nolan 2012) and maternal mental 

wellbeing (Razurel & Kaiser 2015). Support from family and friends is often the first means 

of support sought by women who are struggling, before pursuing help from their healthcare 

provider or another professional, making it a crucial component in keeping new mothers 

mentally well (Hadfield & Wittkowski 2017; Rouhi et al. 2019). Social support has also been 

shown to increase women’s likelihood of help-seeking for their mental wellbeing (Prevatt & 

Desmarais 2018), although this study was conducted retrospectively, which may mean 

women’s remembered perception of their help-seeking behaviour was different to the 

behaviour that actually occurred. 

 

Family support has also been shown to impact women’s ability to parent new babies (Zheng 

et al. 2018). It has been found that consistency in support is important, and that support with 

intermittent availability is less effective and therefore less desirable (Chojenta et al. 2012). 

Another important consideration is how the support is provided. A study of 32 first-time 

mothers found that women are more or less receptive to and appreciative of support 

depending on how the support is provided (Law et al. 2018). Support of a more practical 

nature (for example, visiting and caring for the baby to allow the mother to nap or shower) is 

viewed positively, whilst more ‘burdensome’ support (visiting and not providing any 

assistance) is viewed more negatively (Law et al. 2018). These findings illustrate the nuanced 

nature of support (Law et al. 2018), and are especially relevant as this study was conducted 

with first-time mothers only.  
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2.3.3 Peer support 

Another documented source of emotional, instrumental, and informational support for new 

mothers is peer support, in the form of peer group meetings, telephone-based support, or 

home visits from peer support workers. Peer support can be defined as non-professional 

support from a person or group of people who have undergone a similar, usually significant, 

life experience (e.g., death of a child, recovery from substance abuse, or the birth of a child) 

(Repper & Carter 2011). There is evidence in the literature suggesting that people who have 

had similar experiences can offer ‘authentic empathy and validation’ (Repper & Carter 2011, 

p. 394). 

 

Evidence regarding the efficacy of peer support is largely equivocal (Dennis 2014). Results 

of several studies on the effectiveness of peer support groups have not provided promising 

results (e.g., Chen et al. 2000; Fleming et al. 1992; Letourneau et al. 2011; Morgan et al. 

1997). However, these studies were limited by methodological and theoretical weakness, and 

larger-scale studies with strong research methods would help provide clarity about the role of 

support groups on postpartum maternal mental wellbeing (Dennis 2014). 

 

Some evidence in favour of peer support does exist across the literature. Peer support groups 

have been noted as important in the prevention of postnatal depression (Dennis 2010), and 

also as ‘essential’ to maintaining the ‘emotional wellbeing’ of new mothers, as well as being 

a source of friendship and practical support (Gillieatt et al. 1999, p. 131). Attendance at a 

peer group for new mothers has been associated with improved outcomes for anxiety, 

depression, and social function (Hall & Grundy 2014; O’Neill et al. 2019), and provides a 

supportive environment for women to meet and assist each other as new parents (Metzger & 

Shocker 2004; Strange et al. 2014). It has also been noted that peer-based interactions 
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amongst new mothers ‘led to the normalising of pregnancy concerns’ (Risisky et al. 2013, p. 

136), however this study was limited to 10 participants using a specific model of antenatal 

care which may limit the transferability of the results to the context of this study.  

 

The effectiveness of telephone-based peer support has also been shown for both early 

postpartum depression, and for maternal depression up to two years after childbirth 

(Letourneau et al. 2015). In one study, home visits by peer support workers (other mothers 

who had experienced PND) were conducted with new mothers rated as at risk for PND by the 

Edinburgh Postnatal Depression Scale (EPDS) (Cust 2016), which is a validated, widely used 

tool (Cox et al. 1987). Results showed that the visits ‘may have a positive effect upon the 

mothers’ mental health [and] outlook’ (Cust 2016, p. 38), but remain somewhat inconclusive. 

A recent qualitative study of 47 new mothers also found that peer support can improve low 

mood and reduce feelings of anxiety, in conjunction with providing a platform for positive 

feelings including self-esteem, self-efficacy, and competence as a mother (McLeish & 

Redshaw 2017).  

 

In more recent years, the increase in usage of the internet has opened up new forums for 

accessing peer support. Social media platforms (e.g., Facebook, Instagram, Snapchat, blogs) 

have become a new form of potential social support (Baker & Yang 2018; Gibson & Hanson 

2013; McDaniel et al. 2012). According to a recent study of 117 mothers in the United States 

of America, 89% used social media for pregnancy and parenting advice, and 84% considered 

their friends met via social media to be a form of social support (Baker & Yang 2018). One 

study of 157 new mothers showed that blogging was linked to increased feelings of 

connectedness and wellbeing (McDaniel et al. 2012). Social media appears to be a new and 

widely used source of support for new mothers, but because of its relatively recent 
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emergence, little is known about how mothers value it as a resource, or how they utilise it in 

practical terms (Baker & Yang 2018), therefore reducing the certainty of these results.  

 

2.3.4 Healthcare provider support 

The literature surrounding support provided by healthcare providers is extensive, and 

somewhat conflicted. Most research focuses on the emotional, instrumental, and 

informational support provided by a variety of healthcare providers. These providers most 

typically include nurses, child health nurses, and midwives. Also included are health visitors, 

who are nurses or midwives in the United Kingdom specialised in community public health 

and the provision of postpartum support to families (Royal College of Nursing 2020). Doulas, 

or ‘childbirth assistants’ trained to provide support before, during, and after childbirth (Ballen 

& Fulcher 2006, p. 304), are also discussed in the literature.  

 

Some research shows that new mothers prefer healthcare providers as a trusted source of 

information (Criss et al. 2015; Henshaw et al. 2018). The importance of a high quality, caring 

relationship with a care provider after birth in hospital has been found, and has been shown to 

increase the sense of control new mothers feel at discharge from hospital (Frei & Mander 

2011). Frei and Mander’s methods were very thorough: they conducted two interviews with 

each participant as well as interviews with their nurses, and also undertook observation of the 

care being administered to their participants in hospital, making the findings particularly 

interesting for this study. The need for post-hospital-discharge, professional postpartum care 

for first-time mothers has also been documented (Ong et al. 2014), and it is known that health 

care professionals play a role in promoting mental wellbeing in new mothers after childbirth 

(Hadwick & Wittkowski 2017; Marmion 2000). One descriptive, cross-sectional study 

involving 61 women showed that new mothers are willing to contact a health care 



 
 
 
 

32 
 

professional for issues surrounding mental wellbeing (Corrigan et al. 2015), thereby 

establishing the importance of ensuring professionals are in place to fulfil this role. In the 

postpartum period, home visits from nurses have been shown to provide effective support for 

new mothers (Aston et al. 2015; Gaskill 2007), and also to provide helpful assistance in 

managing postpartum health concerns (Maher & Souter 2006). Child health nurses in 

particular have also been shown to provide support to new mothers (Belle & Willis 2013; 

Fagerskiold et al. 2001). One study involving 30 women found that mental health sessions 

run by specially trained health visitors were considered ‘highly positive,’ ‘effective,’ and to 

be ‘ideal care’ (Slade et al. 2010, p. e440). Discussing emotional distress with health 

professionals has been documented as being of primary importance to coping and recovery 

(McCarthy & McMahon 2008). 

 

The postpartum relationship with midwives has been documented as highly significant 

(Howarth et al. 2011), and midwives are seen to provide ‘reassurance and non-judgemental 

practical guidance’ to new parents (Hunter 2004, p. 20). Non-judgmental support is 

particularly valued by new mothers, and women report that healthcare providers who take 

time to listen attentively allow them to feel heard and validated (Aston et al. 2018; Hadfield 

& Wittkowski 2017). Based on their important role in postpartum support, there is a call 

within the existing research for increased training for midwives in the area of mental 

wellbeing for new mothers (Bott 2001; McLachlan et al. 2011).  

 

Postpartum doulas are another support team member to consider. A doula is a ‘supportive 

companion’ who is trained in the provision of support during childbirth (Gilliland 2002, p. 

762). It has been found that doulas provide ‘physical, emotional, informational, and practical 

support’ to new mothers, which has resulted in a multitude of benefits including decreased 
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incidence of postpartum depression, and increased breastfeeding initiation and duration 

(Middleton 2003, p.8). Doulas have been shown to ‘facilitate maternal responsiveness and 

competence’ (McComish & Visger 2009, p. 148). Primary care, which is healthcare provided 

in the community such as by a family doctor, is also important to new mothers, and they 

identify positive interactions with carers as providing a sense of support, understanding, and 

reassurance (Hartley et al. 2012). 

 

Conversely, other research has shown that women often feel unprepared for the challenges 

associated with a new baby (Henshaw et al. 2018) and compared with the level of care they 

received antenatally, unsupported by healthcare providers after the birth of their baby (Coates 

et al. 2015). A large meta-synthesis of postnatal mental health literature reports that women 

commonly disclose feeling that postnatal healthcare providers focus on the baby, not the 

mother (Henshaw 2018; Megnin-Viggars et al. 2015; Viveros & Darling 2018), and that 

healthcare professionals have made them feel like a ‘walking womb’ (Raymond 2009, p. 45). 

Additionally, some new mothers (especially those with diagnosed mental health issues) report 

that they distrust mental health professionals (McLeish & Redhaw 2017). Women in this 

study describe the care providers’ responses to their concerns as ‘stereotypical’ and lacking in 

empathy, and that they felt brushed off, which caused the women to censor their interactions 

with these professionals (McLeish & Redshaw 2017). The literature has also shown that 

within the first 12 months after giving birth, women are less likely to seek help from health 

professionals, instead preferring to depend on family and friends for support (Cornally & 

McCarthy 2011; Maher & Souter 2006; Rouhi et al. 2019).  
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2.3.5 Barriers to seeking support 

Another important consideration in terms of postpartum support are the reasons that even 

when support is available, new mothers are reluctant to access it. The primary barrier that 

prevents women from utilising support resources is the stigma associated with struggling to 

cope, and the fear of being labelled a ‘bad mother’ (Bilszta 2010; Chew-Graham et al. 2009; 

Hadfield & Wittkowski 2017; Henshaw et al. 2018; Mauthner 1997; McCarthy & McMahon 

2008; Miller 2002; Slade et al. 2010). Feelings of shame (Dunford & Granger 2017; Nagle & 

Farrelly 2018), embarrassment, and self-labelling as weak and a failure are often experienced 

(Hadfield & Wittkowski 2017).  

 

For these reasons, mental health issues in the postpartum period are often experienced 

silently, even when symptoms are seriously impacting wellbeing and functionality (Ostler 

2009). Women’s reluctance to disclose their struggles and feelings with any person in a 

support role is sometimes exacerbated by family members’ and health professionals’ 

‘reluctance to respond to the mothers’ emotional and practical needs’ (Dennis & Chung-Lee 

2006, p. 323). In a small qualitative study of eight women (which may limit the significance 

of the findings), lack of continuous care from health professionals was also cited as a barrier 

to support-seeking for mental health concerns (Nagle & Farrelly 2018), and similarly, 

continuous midwifery care has been found to increase the likelihood that postpartum women 

will access mental health care (Bayrampour et al. 2018; Viveiros & Darling 2018). These 

findings are confirmed in Megnin-Viggars and colleagues’ (2015) meta-synthesis, where it is 

noted that lack of continuous care is a barrier to women with mental health issues accessing 

support and care.  

 



 
 
 
 

35 
 

A second reason identified as a barrier to help-seeking is uncertainty about what symptoms 

constitute ‘normal’ postpartum distress versus those warranting professional intervention 

(Bina 2014; Brown et al 2015; Button et al. 2017; McCarthy & McMahon 2008; Prevatt & 

Desmarais 2018). Recognising that something is ‘wrong’ is often the first step in seeking help 

for postnatal women (Hadfield & Wittlowski 2017). Cultural expectations of motherhood as 

joyous, ‘effectively negate emotional experiences that deviate from this expectation’, and this 

dismissal of these emotions can impair women’s ability to recognise their own need for care 

(Viveiros & Darling 2018, p. 10). Viveiros and Darling’s study (2018) was conducted in a 

large Canadian city, and it would be interesting to see if these results were consistent in a 

more regional setting. 

 

Practical concerns, such as inadequate finances, limited access to childcare, and time 

constraints are another, more structural, type of barrier to support-seeking (Prevatt & 

Desmarais 2018; Prevatt et al. 2018; Viveiros & Darling 2018). Another concern is lack of 

knowledge about what help or treatment options are actually available (Bina 2014; McCallum 

et al. 2011; Rouhi et al. 2019), and about how and where to seek help (Henshaw et al. 2018; 

Viveiros & Darling 2018). Relatedly, low health literacy is also cited as an additional barrier 

to seeking help (Bayrampour et al. 2018; Rouhi et al. 2019). As Henshaw and colleagues 

(2018, p. 1673) report, women want ‘more information forced on [them] about it than just a 

pamphlet’.  

 

2.3.6 Conclusion 

The importance of social support including emotional, instrumental, and informational 

components in the postpartum period is strongly suggested throughout the literature, and the 

barriers to new mothers seeking and receiving this support have been outlined. However, 
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several questions remain unanswered after immersion in the postnatal support literature. First, 

is to determine if the support needs of new mothers change over the course of the 

childbearing year, and if they do, how they change. Questions also remain about what forms 

of support, if any, are specifically lacking for new mothers. The subtleties of support delivery 

and acceptance could be examined further. Social support could also be examined from a 

different perspective: through the lens of health promotion. How support for new mothers can 

be employed to actively promote mental wellbeing is an area warranting further exploration. 

Lastly, it is important to acknowledge that many of the studies in the maternal health arena 

which discuss barriers to help-seeking are related specifically to postnatal depression, and not 

more general distress. However, women who are struggling to cope on any level are likely to 

have similar issues and doubts, as supported by Button and colleagues’ (2017, p. e692) 

findings about help-seeking behaviours in women with ‘perinatal psychological distress’. The 

voices of the support needs of women without postnatal depression, but who are still 

struggling to adjust to new motherhood, are under-represented.   

 

The next and final section of this literature review examines what other influences play a role 

in maternal mental wellbeing, outside of support. Evidence in the literature makes it clear that 

postpartum mental health issues do ‘not occur in a vacuum’, and these issues bear a strong 

association to what is happening in a woman’s life (Woolhouse et al. 2016, p. 59).   

 

2.4 What other influences play a role in maternal mental wellbeing? 

While social support provision is one important consideration for new mothers in the 

postpartum period, there are additional sources of influence that also warrant exploration. 

Many common themes about postpartum influences were noted in the literature, and after 
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immersion in the body of work collected, categories were elucidated to facilitate exploration 

of these elements of the postpartum experience and their role in maternal mental wellbeing.   

 

Twelve separate categories were induced after analysis and synthesis of the literature: the 

impact of socioeconomics/demographics; the role of cultural influences; the effect of 

obstetric complications; breastfeeding; mental health history (both depression/anxiety during 

pregnancy and past psychiatric history); the impact of stressful life events during pregnancy; 

maternal expectations of parenthood; the level of difficulty experienced with the transition to 

motherhood/maternal role development; the role of antenatal preparation (parenting classes); 

the role of infant temperament; the role of societal and media messages to new mothers; and 

lastly, the role of the care model experienced by the mother for her 

pregnancy/birth/postpartum. Each of these categories and its role in maternal mental 

wellbeing after childbirth is explored. It should be noted that much of the included literature 

is centred on how these influences relate to the incidence of postnatal depression, as opposed 

to more general mental health or wellbeing. In the context of using this work in this study, it 

is hoped that despite the mismatch between the biomedical framework embedded in most of 

the literature, and the health promotion framework employed by this study, the concepts will 

nonetheless provide relevant background information and inform both a methodological 

discussion and discussion of the study results. 

 

2.4.1 Demographics/socioeconomics 

Most research on the role of demographic and socioeconomic elements in maternal mental 

health after childbirth is from a preventative health perspective as opposed to a health 

promotion perspective, meaning that it aims to identify factors that have a negative influence 

on postpartum wellbeing rather than a positive influence. A logical place to begin is by 
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examining those factors that have been found to have no association with PND. Maternal age 

in adult mothers over 18 years old has been found to have no association with postnatal 

depression, however it should be noted that teenaged mothers have much higher rates of PND 

overall (26% as opposed to the 13% experienced amongst the general population of new 

mothers) (Robertson et al. 2004; Troutman & Cutrona 1990). Other factors such as level of 

education, parity (the number of times a woman has given birth), and the length of the partner 

relationship have all been found via meta-analyses of over 10,000 subjects to have zero 

association with PND development (Robertson et al. 2004).  

 

Within the literature, several socioeconomic factors have been associated with an increased 

risk of the development of postpartum depression, however it should be noted that they have, 

on a broader level, been categorised as ‘small risk factors’ (Roberston et al. 2004, p. 292), 

however it is important to note that the age of this study may impact its relevance: something 

that was once deemed a small risk factor could potentially grow in importance as an impact 

of societal growth and change. Insufficient or lower family income (Chien et al. 2012; 

Howell et al. 2006; Robertson et al. 2004), unemployment (Robertson et al. 2004; Rubertsson 

et al. 2005), and being of non-white descent are all correlated with increased postpartum 

depression symptoms (Howell et al. 2006). However, unemployment increases the risk of 

PND symptoms, but the literature shows that ‘while society strongly encourages mothers to 

return to work after the birth of their children, few attempts have actually been made to 

support them during this delicate transition’ (Spiteri & Xeureb 2012, p. 201). Rural residence 

and its impact on the prevalence of PND has not been explored extensively in the literature. 

However, one small study of 87 women found the resulting data did not support the notion of 

rural residence as a risk factor for PND (Ross et al. 2011). The municipalities included in this 
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study were all with populations less than 10,000, meaning the results are less transferable to 

the study population in this thesis. 

 

2.4.2 Cultural influences 

In Australia and most other Western countries, birth is largely seen as a medical concern 

(Moloney 2009) rather than a cultural, social, or spiritual event. Postpartum practices in 

Western ‘technocentric’ cultures usually focus on the immediate physical health of the 

mothers and babies through medical intervention (Dennis et al. 2007). By contrast, 

‘ethnokinship’ cultures, such as those found in many Asian and Middle Eastern countries, 

focus on social support and ritualistic care, extending well into the postpartum period (Dennis 

et al. 2007). Many of these care practices are based on the view that the postpartum period is 

a time of vulnerability for women’s health, and that traditional practices should be undertaken 

to protect the new mother’s future health (Dennis et al. 2007). 

 

The literature has extensive information detailing a variety of such postpartum cultural 

practices. However, it is somewhat inconclusive and often conflicted about the role of these 

cultural influences and practices in postpartum depression (Bina 2008; Robertson et al. 2004). 

Research on the assessment of PND in different cultures is also lacking (Robertson et al. 

2004). Some cultures have traditional practices associated with the time after giving birth that 

may have an effect on PND (Bina 2008). For example, in several Asian cultures, women ‘do 

the month’ after giving birth, which entails specific practices related to physical activity, food 

choices, and maintenance of body heat, which are all believed to restore health and protect 

against disease in the future (Chu 2005; Liu et al. 2015; Yeh et al. 2017). Specifically, 

women who adhere strictly to the ‘doing the month’ practices stay indoors for 30 days, 

consume only certain foods (for example, pork, chicken, pig’s liver), and limit their physical 
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activity (Yeh et al. 2017). However, it is unclear whether these practices have any impact on 

women’s mental health and wellbeing, and the effects are blurred further by women’s 

difficulty in distinguishing between actual desire to partake in the traditional practices and 

familial and cultural pressure to do so (Matthey et al. 2002).   

 

One qualitative study of 27 first-time mothers in Taiwan found that ‘doing the month’ in a 

rooming-in facility (where mothers are supported by midwives as well as their family 

members) resulted in improved physical and psychological wellbeing (Yeh et al. 2017), 

however these findings are less relevant in the Tasmanian context where no such facilities 

exist. Other studies suggest that ‘doing the month’ can increase stress and rates of PND in 

first-time mothers (Gao et al. 2010; Leung et al. 2005a; Liu et al. 2015; Liu et al 2014). 

Women have also reported that the confinement and severe restrictions of the practice have 

left them feeling like a ‘prisoner’ (Leung et al. 2005a; Strand et al. 2009). Rates of PND in 

new mothers who have ‘done the month’ vary significantly. Liu and colleagues’ (2015) 

review paper found that 12 qualitative studies reported PND rates ranging from 7.3% (Pan et 

al. 2004) to 60% (Wang et al. 2003) at six to eight weeks postpartum, depending on the 

instrument and cut-off scores employed. A negative perception of the ‘doing the month’ 

practice also resulted in doubling the odds of developing PND in one quantitative study of 

342 women (Wan et al. 2009).  

 

There has also been suggestion within the literature that the gender of a new baby can have 

an effect on maternal mental health in some cultural groups (Robertson et al. 2004). In both 

India (Patel et al. 2002) and China (Lee et al. 2000; Liu et al. 2015), studies have shown that 

having a female baby is significantly associated with developing PND.  
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2.4.3 Obstetric complications 

Obstetric complications, including premature labour and childbirth, caesarean section, 

instrumentally-assisted births, excessive vomiting during pregnancy (hyperemesis gravidum), 

and preeclampsia have been investigated in the literature for correlation with postpartum 

depression (Robertson et al. 2004). A meta-analysis of 16 large-scale studies involving 9500 

women (Forman et al. 2000; Johnstone et al. 2001; O’Hara & Swain 1996; Warner et al. 

1996) found that obstetric complications have a ‘small but significant effect on the 

development of postpartum depression’ (Robertson et al. 2004, p. 292), and high-risk 

pregnancies have been shown to exacerbate depression and anxiety (Byatt et al. 2014; 

Littleton et al. 2007).  

 

A longitudinal cohort study involving 3888 women found that mode of childbirth (vaginal, 

instrumental, elective caesarean section and emergency caesarean section) had no direct 

impact on rates of postpartum depression (Eckerdal et al. 2018). However, when mediating 

variables were considered in this same study, it was found that rates of postpartum depression 

were higher in women who experienced emergency births (caesarean or vacuum extraction), 

and who also perceived these experiences to be negative (Eckerdal et al. 2018). The role of 

this experiential perception could have been investigated further to strengthen the results. 

Other research has shown that women’s psychological wellbeing after childbirth is indeed 

influenced by the mode of childbirth, with women who experience forceps-assisted births or 

unplanned caesarean sections having the greatest negative impact on their wellbeing 

(Rowlands & Redshaw 2012), making the overall trend regarding effects of childbirth mode 

equivocal.  
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Mothers of very preterm (≤32 weeks gestation) infants have been found to have significantly 

higher rates of anxiety, depression, and stress than mothers of full-term or near-term infants 

(Segre et al. 2014). Rates of depression in this population have been found to be as high as 

40% (Vigod et al. 2010). Denis and colleagues’ (2012) study of 55 women details the 

importance of providing psychological support to women with high-risk and complicated 

pregnancies, as they are more susceptible to postnatal depression.  

 

2.4.4 Breastfeeding 

Breastfeeding is the pinnacle of dependence between child and mother, and has been found to 

be a source of stress for new mothers in numerous studies (Emmanuel & St. John 2010; 

Highet et al. 2014; Law et al. 2018). However, despite the stress that is sometimes felt, 

women who breastfeed their babies have lower levels of depression than mothers who feed in 

other ways (Hahn-Holbrook et al. 2013; Kendall-Tackett 2015). One review article has 

shown that there is ‘credible scientific evidence to support the proposition that breastfeeding 

helps protect against PND’ (Donaldson-Myles 2012, p. 92), and another systematic review 

showed that formula-feeding mothers experience higher levels of depressive symptoms than 

breastfeeding mothers (Dennis & McQueen 2009). A randomised controlled trial (RCT) 

involving 1403 women, found cessation of breastfeeding before eight weeks postpartum was 

associated with an increased likelihood of significant postpartum depression (Davey et al. 

2011). This finding is supported by other studies that suggest breastfeeding cessation earlier 

than planned is associated with increased depression symptoms afterward (Borra et al. 2015; 

Cooklin et al. 2018; Hahn-Holbrook et al. 2013). A questionnaire-based study of 217 women 

found that short duration of breastfeeding, or ceasing to breastfeed due to pain, were 

associated with raised depression scores using the Edinburgh Postnatal Depression Scale 

(Brown et al. 2016). In fact, numerous studies have found that early breastfeeding cessation 
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has a correlation to postnatal depression (Borra et al. 2015; Brown et al. 2016; Chowdhury et 

al. 2015; Cooklin et al. 2018; Fallon et al. 2016).   

 

The underlying reasons why lower rates of PND appear to be correlated with breastfeeding 

are complex, and only in recent decades have these reasons begun to be illuminated. Research 

in the field of psychoneuroimmunology has revealed that there are physiological mechanisms 

that occur in breastfeeding women which are protective of maternal mental health (Kendall-

Tackett 2015). In the late 1990s, Maes and Smith first noted a correlation between high levels 

of inflammatory molecules in the blood plasma and increased incidence of the ‘postpartum 

blues’ (Maes & Smith 1998). Breastfeeding down-regulates both this inflammatory response, 

and also the stress response systems (Groer & Kendall-Tackett 2011; Heinrichs et al. 2001; 

Kendall-Tackett 2015; Williams et al. 2006), and for this reason it has been suggested that 

breastfeeding lowers the risk of PND (Kendall-Tackett 2015).  

 

Additionally, aside from the physiological effects of breastfeeding on the new mother, there 

are other aspects of its role in maternal mental health not to be discounted. Breastfeeding 

increases feelings of connectedness between mother and baby and encourages maternal 

responsivity (Kendall-Tackett 2015). Both of these psychosocial influences make a positive 

contribution to maternal mental wellbeing (Kim et al. 2011). 

 

While not central to the context of this study, it is important to acknowledge the complexity 

of the mother-baby feeding interaction. Noting the above information regarding the 

association between breastfeeding and lower rates of PND, the inverse assertion also holds 

true. Women with depressive symptomatology are less likely to initiate and continue 

breastfeeding than other women, and are more likely to encounter breastfeeding difficulties 
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(Dennis & McQueen 2009; Grigoriadis et al. 2013), which means despite these women’s 

even greater need for the protective effects of breastfeeding on their mental wellbeing, they 

are the least likely to practise this behaviour and reap the physiological benefits.  

 

2.4.5 Mental health history  

A woman’s mental health history, both in terms of past psychiatric history and depression 

and/or anxiety antenatally, is an important influence on her mental wellbeing during 

pregnancy and can impact her likelihood of developing PND (Edhborg et al. 2005; Robertson 

et al. 2004). Both of these influences are deemed considerable risk factors for postnatal 

depression (Cohen et al. 2010; Robertson et al. 2004; Sylven et al. 2017).  

 

Throughout the literature, depressed mood during pregnancy is found to be a significant 

predictor of postpartum depression (Beck 2001; Davey et al. 2011; Johnstone et al. 2001; 

Neter et al. 1995; O’Hara & Swain 1996). A trajectory study of 2802 women showed that 

women who were depressed antenatally tend to show either slight or no improvement in 

mood over the first postpartum year (McCall-Hosenfeld et al. 2016). It has also been noted 

that higher levels of anxiety in pregnancy are predictive of the severity of a postpartum 

depressive experience (Beck 2001; Johnstone et al. 2001; Neter et al. 1995; O’Hara & Swain 

1996). 

 

A past history of psychiatric illness (unrelated to antenatal depression) is also a risk factor of 

a moderate to strong degree for developing PND (Robertson et al. 2004). Women who have 

experienced depression symptoms at any time, not just during their pregnancy, are at 

significantly higher risk of postnatal depression or other mental health issues (Beck 2001; 

Johnstone et al. 2001; O’Hara & Swain 1996; O’Hara & Wisner 2014). Family history of 
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depressive or psychiatric illness also has a significant relationship with postpartum 

depression (Steiner & Tam 1999). 

 

2.4.6 Stressful life events 

Experiences such as the death of a loved one, relationship dissolution, and job loss are known 

to precipitate the onset of a first depressive episode in individuals who have never 

experienced depression (Brown & Harris 1978). O’Hara and Swain (1996) conducted a meta-

analysis of 15 prospective studies recording stressful life events with over 1000 subjects in 

total, and a strong-moderate correlation was found between experiencing a stressful life event 

and the development of PND. More recent research has confirmed these findings (Salm Ward 

et al. 2017), although as this study was survey-based, the findings were not in-depth. 

 

The impact of more generalised stress is poorly understood, and little qualitative work with a 

focus on women’s perceptions of postpartum stressors has been conducted (Crist 2010; Hsu 

& Wickrama 2018). The literature suggests an association between perceived generalised 

stress in the perinatal period and postpartum depressive symptoms (Razurel et al. 2013; 

Schwab-Reese et al. 2019), and that stressful life events are associated with a number of 

negative outcomes including maternal emotional distress (Tani & Castagna 2017). Hsu and 

Wickrama (2018) also found in their quantitative study of 1364 new mothers that increased 

life stress was associated with decreased postpartum health. This same study also found that 

women’s exposure to stressful life events in the postpartum period increased as time passed, 

likely due to their new circumstance of responsibility for a multitude of social roles including 

parent, wife, and employee (Hsu & Wickrama 2018). These findings are supported by the 

‘stress proliferation’ model, which suggests stressful life events accumulate and multiply, 

creating cycles of adversity (Pearlin et al. 2005, p. 212). These findings indicated that 
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stressful life events have a strong potential to impact women’s ability to cope in the 

postpartum period, especially as time passed (Pearlin et al. 2005; Salm Ward et al. 2017).  

 

2.4.7 Maternal expectations of parenthood 

A considerable number of studies have demonstrated a correlation between unmet maternal 

expectations and poor adjustment to parenthood (Church et al. 2005; Delmore-Ko et al. 2000; 

Staneva & Wittkowski 2013), and it has been shown that women often experience conflict 

between what they expect of motherhood and how these expectations differ from their own 

experiences (Adams 2016; Mauthner 1999). It is well-documented that scores of 10-12 on the 

Edinburgh Postnatal Depression Scale (EPDS), which are indicative of low mood, are often 

correlated with unrealistic expectations of motherhood (Beck 2002; Shakespeare et al. 2004; 

Tammentie et al. 2004; Young 2008). In one focus group-based study of 45 women, a lack of 

maternal preparation for what to expect in the postpartum period was associated with 

postpartum depressive symptoms (Martin et al. 2014, p. 707), although this study was based 

in the United States, making the context less relevant to Tasmania. Another study involving 

14 parents where the mothers had developed PND showed there was ‘great discrepancy 

between expectations and reality in the depressed mothers’ families’ (Tammentie et al. 2004, 

p. 26).  

 

In their qualitative study of depressive symptoms in 12 first-time mothers, Haga and 

colleagues (2011, p. 464) found unfulfilled expectations and a ‘lack of mastery’ were 

repeated themes in their interviews. Logsdon and colleagues (1994) noted that there is a need 

for attention to antenatal expectations of postpartum support in terms of influencing the 

incidence of PND, although the age of this study decreases its relevance. Additionally, a 

metasynthesis of 18 qualitative studies about PND noted the ‘destructive myths’ about 
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motherhood that exist in our society set women’s expectations of motherhood so high that 

disappointment and perceived failure are inevitable (Beck 2002, p. 458). In fact, it has been 

shown that the conflict in first-time mothers’ narratives about their PND experience all 

centred on their desire to be the ‘perfect mother’ (Mauthner 1995), and that first-time mothers 

in particular have a romanticised image of parenthood (Staneva & Wittkowski 2013). A 2016 

study of 283 women found that the ‘standards of contemporary motherhood are inescapable; 

mothers are being negatively affected by the presence of unattainable standards of perfection’ 

(Henderson et al. 2016, p. 522). This same study found that the cultural pressure to be 

perfect, and the resultant failure to meet expectations of motherhood, impact psychological 

wellbeing, and result in increased stress and anxiety in new mothers (Henderson et al. 2016). 

A qualitative study of 32 first-time mothers in Australia found that societal norms, frequently 

dispersed via social media platforms, may place ‘undue pressure on even relatively well-

adjusted new mothers’ (Law et al. 2018, p. 65). When women inflate their expectations of 

motherhood, this can result in feelings of overwhelm and guilt (Beck 2002) or lead to the 

development of PND (Dunford & Granger 2017).  

 

2.4.8 Transition to motherhood/maternal role attainment 

The literature supports the idea that new motherhood is one of the most common and 

significant transitions in a woman’s life (Darvill 2010; Fahey & Shenassa 2013; Haga et al. 

2012; Mercer 2004; Miller 2000; Nelson 2003; Nieterman 2013; Rubin 1967; Teeffelen et al. 

2011; Wilkins 2006). Decades ago, Rubin (1967) introduced the concept of Maternal Role 

Attainment (MRA), and this conceptualisation is widely accepted in the midwifery literature. 

MRA is the process a woman undergoes in order to achieve her maternal role identity, or her 

identity as a mother (Rubin 1967). Achievement of MRA is described as a progressive 

process, wherein a woman moves through stages during pregnancy and the postpartum period 
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including information seeking, role playing, and fantasizing, and also incorporates knowledge 

gained from watching other mothers (Rubin 1967). Eventually, the woman constructs an ideal 

image of herself as a mother that she will strive to achieve (Rubin 1967). The process also 

includes grieving the loss of the components of her previous, pre-motherhood life that will 

not be a part of her emergent self-identity as a mother (Mercer 2004). As Mercer (2004) 

succinctly articulates, entering motherhood requires a woman to transit from a known, current 

reality to an unknown, future reality, and some mothers find this transition more difficult than 

others. As recently as 2018, the concepts behind MRA have been promoted as ‘best practice’ 

for caring for women in the postpartum, and have been shown to support new mothers to 

achieve satisfaction with their new role, including decreased anxiety and reducing the 

incidence of postnatal depression (Barker et al. 2017; Cabrera 2018). 

 

2.4.9 Antenatal preparation (e.g., parenting classes) 

Antenatal classes, often referred to as ‘parenting classes’, are a conduit for expectant parents 

to receive information from a trained educator, usually a midwife, about what to expect from 

their impending childbirth experience as well as new parenthood. In Australia, parenting 

classes are usually run through public hospitals, although some private classes exist 

depending on the geographic region.  

 

The effectiveness of parenting classes is a subject of both research and debate. A Cochrane 

review showed that the effectiveness of antenatal classes (in terms of knowledge acquisition, 

anxiety reduction, breastfeeding skills) remains largely unknown (Gagnon & Sandall 2011). 

In fact, the content and format of antenatal classes has remained more or less unchanged for 

the past 60 years, which could indicate that the classes are successful and therefore have no 

need to be modified, or that the current format is entrenched and there is no alternative 
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available to parents (Kelly 2014). A study of 54 new parents found that what new mothers 

want most from parenting classes is to understand how to foster a close bond with their baby, 

to meet other new mothers, and to encourage positive emotional wellbeing (Buutljens et al. 

2019; Jones et al. 2019). There is concern that antenatal classes as they are administered 

today are not meeting the needs of new parents (Jones et al. 2019). 

 

Another consideration regarding antenatal education classes is whether they are utilised by 

the people who ‘need them’, and if they are potentially over-utilised by those who ‘do not 

need them’ (Kelly 2014; Parr 1998). Research has shown that predominantly ‘advantaged’, 

well-educated women in the middle-upper class attend antenatal classes, and the effectiveness 

of the classes for minority groups who attend is less well known (Gagnon & Sandall 2011, p. 

8). Additionally, it remains uncertain as to whether the content of the classes addresses the 

needs of contemporary parents (Nolan 1997), and whether the outcomes of the classes are 

measured effectively (Enkin 1990). The age of the studies by both Nolan (1997) and Enkin 

(1990) reduces the relevance of these findings, however more contemporary data was scarce. 

 

While there is clearly considerable uncertainty surrounding the influence of the content of 

antenatal classes on new parents, there is research-based evidence of indirect benefits of class 

attendance, including the provision of an avenue for attendees to meet other new parents 

(Hanna et al. 2002). A study of 1197 new mothers in Sweden showed that while the women 

did not feel their parenting skills or childbirth experience were improved by the attendance of 

antenatal classes, they did appreciate the expansion of their social network to include other 

new parents which the class provided (Fabian et al. 2005). A small United Kingdom-based 

study of eight women found that friendships made at antenatal classes helped support new 

mothers’ mental health (Nolan et al. 2012).  
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2.4.10 Infant temperament 

Infant temperament refers to characteristics of infants including their response to 

environmental factors/stimuli, and their ability to settle themselves. One longitudinal study of 

139 women (McGrath et al. 2008) showed significant perceived differences in the infant 

temperaments of mothers with depression versus those without. Depressed mothers reported 

infants with more difficult temperaments at both two and six months’ postpartum based on 

their own perceptions of their infants’ behaviour, although these behavioural qualities were 

not measured against any criteria (McGrath et al. 2008). Difficult infant temperament has 

also been found to be a stressor for new mothers (Cutrona & Troutman 1986; Mayberry & 

Affonso 1993), and Beck’s (1996b) meta-analysis of 17 studies found the correlation between 

infant temperament and postpartum depression to be significant. Another study of 875 

women found an association between unsettled infant behaviour and maternal mood 

(McCallum et al. 2011). However, evidence is not completely conclusive, as a more recent 

study involving 112 women showed that although infant temperament was associated with 

the quality of maternal sleep, fragmented sleep was a more significant risk factor for 

depression than infant temperament alone (Goyal et al. 2009). Law and colleagues (2018) 

suggested in their study that babies’ sleep patterns have an impact on maternal distress.  

 

2.4.11 Maternity care model 

A model of care defines, broadly, the way in which health care services are delivered. There 

are numerous models of care for women during the antenatal, birth, and postpartum period. 

Not all models of care are available to women in the context of this study (in Launceston, 

Tasmania), and so the focus of this review will be on those services available in the 

Tasmanian context. The models of care available to women in Launceston are:  
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Table 1. Models of maternity care offered in Launceston, TAS 

Model of care Description 

Midwifery group practice (MGP) or 

‘Know your Midwife’ scheme 

Women are cared for by a small team of 

midwives from conception to 

approximately one week after birth. The 

midwives are based at either the 

Launceston General Hospital (LGH) or an 

off-site clinic (but with privileges to attend 

births at the LGH, with input from 

obstetrics & gynaecology if required) 

(DoH 2018). 

Community midwifery clinics Clinics located in some of the more 

regional areas around Launceston and in 

surrounding towns. 

Shared care with a general practitioner 

(GP) 

Some GPs offer ‘shared care’ in 

collaboration with midwives and doctors 

at the LGH. 

Registered midwife in private practice Some registered midwives practice 

privately, or ‘independently’. The cost of 

these midwives is sometimes covered by 

Medicare, but sometimes must be paid for 

at the expense of the client.  

Public hospital care The standard public care at the LGH 

involves attending antenatal clinic run by 

midwives and having an on-duty 

obstetrician attend the birth. These women 

are called ‘public patients’. 

Private obstetric clinic There are numerous obstetricians that 

practice privately in Launceston, but their 

clients give birth at the LGH as there is no 

private hospital with birth capabilities in 
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Launceston. These women are called 

‘private patients’. 

 

 

While there are considerable differences between the various models of care, perhaps one of 

the most important distinctions is whether the care is continuous. It is important to clarify 

what is meant by continuous care on a conceptual level, as there is some disparity in the 

literature about how it should be defined. In general, continuity can be broken down into a 

three-component, hierarchical construct composed of: informational, longitudinal, and 

relational continuity (Sandall et al. 2008). The most basic level of continuity is informational, 

wherein medical information is available to any health professional providing care to a 

woman (Sandall et al. 2008). Longitudinal continuity takes this consistency a step further, 

and women have a ‘place’ where they receive care regularly, allowing this environment to 

become familiar (Sandall et al. 2008). Relational continuity is the highest level of continuity, 

and it involves the development of a meaningful, trusting relationship between a woman and 

the midwife (or in some cases a small team of midwives) who provides her with maternity 

care throughout her pregnancy and into the postpartum period (Sandall et al. 2008).  

 

There is considerable evidence in the literature that high-level continuous care provides better 

clinical outcomes for women and their babies than other models of care (McLachlan et al. 

2019). However, despite calls for research in this area, at the present time there is minimal 

evidence in the literature of the impact of continuous midwifery care on postnatal depression 

or other psychological issues (McLachlan et al. 2019). A Cochrane review (Sandall et al. 

2016) of midwife-led continuity models stated that only one trial included in the review had 
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PND as a measured outcome, and was therefore not included in the review (McLachlan et al. 

2019). The research that does exist in this area suggests that continuous care provides 

benefits to the mental health of new mothers, and that lack of continuous care is detrimental. 

 

Tilford’s (2015) qualitative synthesis of 27 studies found that continuous care resulted in 

women feeling an increased sense of support, relaxation, and comfort, with less worry. 

Similarly, in their qualitative study of 24 women, Dahlberg and colleagues (2016) found that 

new mothers who received postpartum follow up care from a known midwife experienced 

feelings of safety and predictability. A systematic review and meta-synthesis of qualitative 

research conducted in 2015 found that women with, or at risk of developing, mental health 

issues were detrimentally affected by lack of continuity in care, and that, whilst uncommon, 

those who did experience continuous care benefitted (Megnin-Viggars et al.). Another study 

showed that having the same health care professional involved in postpartum mental health 

care was valued by women (Hadfield & Wittkowski 2017). The support provided by 

continuous care is consistently shown to engender feelings of comfort and trust, which in turn 

results in women being more open about their feelings, therefore making the support feel 

more useful (Bilszta et al. 2010; Fenwick et al. 2013; Hadfield & Wittkowski 2017; Wiklund 

et al. 2018). It has also been suggested that continuous care impacts how likely women are to 

discuss their mental health issues. One qualitative study of 16 new mothers found that 

‘continuity of care allows the development of a relationship between client and midwife 

which may make it easier for a client to disclose PMH [perinatal mental health] concerns and 

may also support enhanced perception of symptoms by midwives’ (Viveros & Darling 2018, 

p. 13). 
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2.4.12 Media and societal messages to pregnant women and new mothers 

It is documented in the literature that birth and motherhood are often portrayed unrealistically 

in society, books, and media (Adams 2016). In the relatively recent past, women sought 

information about childbirth and parenting from trusted relatives and friends (Aston et al. 

2018; Price et al. 2018; Song et al. 2012), and in some instances, from books or ‘manuals’ 

about childbirth (Luce et al. 2016). However, women today are faced with a barrage of 

information about birth and parenting from multiple, often conflicting, sources (Song et al. 

2012). Television, social media, and the internet all play a role in how women today access 

information about childbirth (Song et al. 2012). 

 

There has not been significant research conducted to examine the role between media, 

culture, and behaviour related to childbirth (Luce et al. 2016). However, what research does 

exist suggests that debate surrounds the role that the media plays (Bick 2010; Luce et al. 

2016). A 2018 study involving 117 mothers in the United States of America reported that 

99% of women use the internet to find answers to parenting questions (Baker & Yang). 

Reality television is another medium that often depicts giving birth as a painful and dramatic 

process, and this can also impact how women envision their own birth experience (Kennedy 

et al. 2009) (however, in the past 10+ years since this study was conducted, portrayals may 

have become more realistic). Media depictions of birth also contribute to the perception that 

birth is inherently dangerous, complicated, and unpredictable (Morris & McInerney 2010; 

Stoll et al. 2013). In fact, television portrayals of childbirth can influence both women’s 

expectations of birth (quiet and calm vs. frenetic and dramatic), and their real-life decisions 

about their own births (place of birth, mode of birth) (Barker 2012; Luce et al. 2016; Song et 

al. 2012). Two studies were found that indicate approximately two thirds of expectant 

mothers in the United States watch reality television programmes about childbirth to learn 
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about what to expect, and the messages of these programs have been shown to reinforce 

women’s fears about a negative birth experience (Morris & McInerney 2010; VandeVusse & 

VandeVusse 2008). Additionally, a Canadian study of 3690 university students’ perceptions 

of childbirth found that those who learned about birth and pregnancy through media sources 

alone had the highest scores of fear about childbirth (Stoll et al. 2014), however, the 

culturally different context of this study may make it less relevant to this study. 

 

As mentioned previously in section 2.3.3, social media is a relatively new phenomenon in our 

culture, and because of its relatively recent emergence, little is known about how mothers 

value it as a resource, or how they utilise it in practical terms (Baker & Yang 2018; Price et 

al. 2018). However, recent studies show that while social media can be a source of support 

and information for new mothers (Baker & Yang 2018; Gibson & Hanson 2013; McDaniel et 

al. 2012), it can also propagate unrealistic ideals about motherhood that may cause distress 

for these women (Law et al. 2018). Additionally, much of the research in this field indicates 

that the media tends to medicalise the birth process (Kline 2010; Luce et al. 2016). A general 

attitudinal shift regarding women’s ability to birth their own babies came about in the 19th 

century, and women began turning to ‘experts’ (i.e., medical doctors) about how to give birth 

(Apple 1997, p. 96). Television and the media in general are seen to reinforce this attitude, 

and these messages could contribute to the perpetuation of this trend toward medicalisation 

and the resultant disempowerment of women’s ability to birth babies unassisted (Clesse et al. 

2018; Shallow 2004; Song et al. 2012).  

 

Another consideration is the broader societal messages that new mothers receive, which are 

often not only inconsistent, but in direct conflict with each other. On one hand, mothering is 

portrayed as a ‘natural’ process that women should innately understand and know how to 
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perform, and yet new mothers are often assumed to know little about their new role, and are 

inundated with advice and information to educate them (Bobel 2002; Price et al. 2018). 

Stereotypes also abound, with young families with new babies consistently portrayed as 

blissful (Johnston & Swanson 2003; Price et al. 2018), and, as discussed in section 2.3.5, new 

mothers are left reluctant to disclose any negative feeling about motherhood due to shame 

and embarrassment.  

 

2.4.13 Conclusion 

As has been demonstrated by this section of the literature review, many of the 12 influences 

discussed above impact women’s ability to cope in the postpartum period. The very nature of 

this literature review implies that there are undoubtedly other influences that affect new 

mothers’ ability to cope in the postpartum period that have not been addressed. For example, 

one study found a correlation between an individual’s emotional intelligence and postpartum 

depression (Rode 2016). Another specifically examined the role of self care, or ‘time for self’ 

in women’s postpartum mental wellbeing, and found a correlation between frequency of time 

for self and mental health (Woolhouse et al. 2016). Additionally, like most of the literature in 

maternal mental health, the existing research highlighted in the preceding section is affected 

by the lens of diagnoses of postnatal depression or other mental illness. The influences on 

mothers’ mental wellbeing could all be viewed through a health promotion lens to give new 

insight into how mental wellbeing can be promoted for the majority of new mothers, or how 

these influences could promote the protection of women’s postpartum mental wellbeing. 
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2.5 Chapter summary 

This broad review of the existing body of work in maternal mental health reveals the gaps in 

knowledge that this research aims to fill. The first section of the review showed that although 

research and practice tend to focus more on the antenatal and intrapartum periods, there has 

been research conducted about women’s experiences in the postpartum period. However, in-

depth research with a long-term broader view, especially through a lens of health promotion, 

is lacking. Research with a focus on postpartum mental wellbeing is also underrepresented in 

the literature when compared to other aspects of the postpartum period, especially research 

examining how women’s mental wellbeing changes over their childbearing year. The second 

section of the review showed that while it is clear that support plays an important role for 

women in the postpartum, the exact nature of the support desired by women, including how 

support needs change over the childbearing year, as well as support needs outside diagnostic 

categories, is less clear. Discussion of support that actively promotes mental wellbeing is also 

lacking. The third and final section of the review showed there are many influences that 

impact women’s ability to cope in the postpartum period. Many of these influences have not 

been examined with a holistic view, where a woman’s entire situation is considered, with a 

health promotion perspective again lacking. Undoubtedly, more influences that impact new 

mothers exist that have not been examined by this literature review, especially contextual 

influences. Almost none of the research included in this literature review has a Tasmanian 

context.  

 

Once again, the fundamental aim of this research is to discover: 

 

How can mental wellbeing for new mothers be promoted? 
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The research included in this review is diverse, but in most cases is missing several elements 

required to address this aim completely. These elements comprise the gap this thesis intends 

to help fill. First, longitudinal research, over the course of the entire first postpartum year, is 

scarce, especially where a holistic picture of a mother’s entire situation is examined together. 

Second, there is a dearth of research on women’s mental wellbeing outside of diagnostic 

categories. Despite only 12-14% of women being affected by PND, most of the research 

focuses on this population, even when the majority of women struggle to cope on some level 

with the transition to motherhood (Coates et al. 2014; Slomian et al. 2017; Sylven et al. 

2017). Relatedly, very little research is focused on mental wellbeing from a health promotion 

perspective. In order to understand how to achieve mental wellbeing, there needs to be a 

complete and comprehensive picture of what is actually being experienced by women in the 

postpartum period. Deficits in support and identification of unmet needs is important 

information, but influences that help new mothers to cope are also important to identify from 

a health promotion perspective. More broadly, research on maternal mental health in a 

Tasmanian context is especially limited. 

 

Asking new mothers in Tasmania about their experiences over the course of their 

childbearing year will help to elucidate what influences their mental wellbeing, and work 

toward filling the gaps in knowledge in the literature as well as addressing the research aim. 

Accordingly, the following question will be posed: 

 

What is it like to experience first-time motherhood in Tasmania? 

 

By asking new mothers a broad question about their lived experience over the course of their 

childbearing year, many of the gaps in knowledge will be filled. A longitudinal, holistic 
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account, with a focus on mental wellbeing and mental health outside diagnostic categories 

will be provided. A methodological discussion is now required to assess which approach and 

method will best address the research aim and question, fill the existing knowledge gap, and 

ultimately fulfil the overarching aim of the study. 
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CHAPTER 3: METHODOLOGY  

3.0 Introduction 

Chapter 3 starts with a description of the philosophical underpinnings of this research, 

including a discussion of the philosophical paradigm and the ontological, epistemological, 

and axiological perspectives employed. A description of the methodological journey of this 

research is then provided, followed by a more in-depth discussion of the method selected to 

inform this research.  

 

3.1 Philosophy of research 

The philosophical paradigm, or worldview, that underpins this research is social 

constructivism. Denzin and Lincoln (2000, p. 157) provide a useful conception of a paradigm 

as ‘a basic set of beliefs that guide action’, that apply in terms of ‘first principles’ 

(Groenewald 2004, p. 44). In social constructivism, individuals seek to understand the world 

in which they live through the development of subjective meanings of experience (Creswell 

& Poth 2018). These subjective meanings are typically constructed in a social and/or 

historical context, and are formed by way of interaction with others (Creswell & Poth 2018). 

Inductive generation of ideas and theories, as opposed to a priori adoption of theory, is the 

norm (Creswell & Poth 2018). In a qualitative inquiry such as this, there are four primary 

philosophical assumptions that provide a foundation upon which research is situated: 

ontology (the nature of reality), epistemology (how this reality is known), axiology 

(expression of values), and methodology (how the research is conducted) (Creswell & Poth 

2018). These four components will now be discussed in the context of social constructivism.  
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From an ontological perspective, constructivism acknowledges multiple realities, the role of 

the individual, and how subjective experiences shape the construction of reality (Guba & 

Lincoln 2005). Indeed, the interest of this research is to embrace the complexity of the 

individual experience, and to examine the data with the intent to convey and interpret the 

experiences of a collection of individuals who have lived through a common phenomenon. 

The focus of this work will be less about the ‘reality’ of the world, and more on how this 

reality is interpreted by individuals (Green & Thorogood 2014). The ontological standpoint 

of constructivism is known as relativism (Guba & Lincoln 1994). Guba and Lincoln (1994, p. 

110) describe relativism as a reality that is knowable in the form of multiple social and 

experiential ‘intangible, mental’ constructions wherein the content of these constructions is 

dependent on the individuals or groups involved in creating them.  

 

From an epistemological standpoint, constructivism embraces an interpretive epistemological 

position of ‘closeness’, wherein the researcher prioritises close interaction with the subject 

(Creswell & Plano Clark 2011). The intention is to identify patterns in the data collected from 

participants, and to develop a theory inductively about the meaning of the data (Creswell 

2014). In constructivism, reality is co-constructed by the participants and the researcher 

(Creswell & Poth 2018). Questions asked of participants in constructivist research are broad 

and purposely general, so that meaning may be ‘constructed’ through social discussion and 

interaction (Creswell & Poth 2018). As noted by Guba and Lincoln (1994, p. 112), the 

researcher is a ‘passionate participant as facilitator of [a] multi-voice reconstruction’. This 

type of epistemology is called transactional or subjectivist, and the findings under 

transactional epistemology are created as the research and investigation is occurring (Guba & 

Lincoln 1994). 
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From an axiological perspective, in this type of qualitative work the researcher acknowledges 

the role that his or her own experiences play in shaping the research, and actively discusses 

inherent interpretations and biases (Creswell & Plano Clark 2011). In this case, the researcher 

is approaching the work as a fellow mother, rather than as a health professional. Accordingly, 

the researcher’s own primary experience as a mother will be used with ‘critical subjectivity’, 

and while the intention is not for this experience to take control of the research, it will be 

consciously acknowledged as part of the research (Reason 1988, p. 12). As noted by Glesne 

and Peshkin (1992), subjectivity forms the basis of the story an individual researcher is able 

and positioned to tell, and Strauss (1987, p. 11) noted that the researcher’s experiential data is 

‘potential gold’.  

 

From a methodological perspective, under the constructivist paradigm, methods that permit 

inductive emergence of ideas, through co-construction between the researcher and the 

participant, are typically engaged (Creswell & Poth 2018). The research intent under this 

paradigm is to interpret the meanings other people have about the world (Creswell & Poth 

2018), and the ultimate aim is to ‘distill a consensus construction that is more informed and 

sophisticated than any of the predecessor constructions’ (Guba & Lincoln 1994, p. 111). 

Context is important in the constructivist worldview, and researchers readily recognise the 

role their own life experience plays in the interpretation of what is found in the data (Creswell 

& Poth 2018).  

 

The overall aim of the study as well as the research question, clearly requires discussion with 

new mothers about their experiences. These requirements suggest qualitative interviewing as 
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a data collection method, which in turn leads to the consideration of the overall worldview 

and approach of this research. In-depth information about individual postpartum experiences 

that can be used together to understand commonalities in these experiences, in combination 

with rich description provided by new mothers about influences on their postnatal mental 

wellbeing, will make an original contribution to the existing body of knowledge. 

 

3.2 Methodological journey 

As this study is underpinned by a constructivist perspective, an important concern in 

choosing a research approach is to ensure that the experience of the individual is captured. 

Initially, a mixed methods approach was considered for this work. The intention was that by 

including a quantitative data set, whilst at the same time maintaining representation of the 

individual experience by way of a qualitative component, the results would be more valid and 

generalisable. However, the issue of paradigmatic incompatibility (Johnson & Onwuegbuzie 

2004) continually arose, and it became difficult to reconcile the objectives of the proposed 

work with any kind of positivistic value set. There was also concern about a ‘methodological 

hierarchy’ arising, wherein the quantitative aspects of the data would be valued more highly 

than the qualitative data (Denzin & Lincoln 2005, p. 9), falling back on the historical 

perspective of positivist, quantitative research as superior to qualitative data (Denzin & 

Lincoln 2005). In no way did the constructivist perspective of this proposed work support the 

positivistic notion of ‘minimising bias’ by attempting to negate the influence of context – 

indeed, the researcher aims to embrace this inherent bias as an evolving and contributory 

component of the research (Pinnegar & Daynes 2007).  These realisations led to the 

acceptance of qualitative data collection as the approach of choice to best support the 

research aims of this work. 
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With this clarity in mind, and also with consideration of the transition to motherhood as 

deeply meaningful, it became clear that a method allowing conveyance of this depth of 

experience would be required. Before settling on a particular qualitative method, three 

choices were considered and ultimately rejected. The first was a comparative case study 

analysis under the umbrella of a qualitative-qualitative mixed method design, which would 

have integrated two complementary qualitative components (interviews with midwives, and 

case studies of new mothers) (as described by Morse & Cheek 2014, p. 3). Ultimately, this 

method was deemed too cumbersome, and there was concern that the rich data that would be 

the inherent focus of the work would be overshadowed by a needlessly complex method. In 

addition, from an axiological perspective, the research lens risked becoming muddled and the 

goal confused as to whether it was to explore the needs of new mothers in the postpartum, or 

to ask midwives for their interpretation of these needs. The lens through which the research 

was being conducted – that of a fellow mother, or that of a midwife – needed to be clear. The 

way in which the proposed method helped fulfill the aims of the research also needed to be 

clear, and the involvement of the opinions of midwives did not add value to questions that 

were being asked about the opinions and needs of new mothers.  

 

 

The second option that was considered and rejected was the feminist biographical method, 

which is an in-depth method focused on ‘analyzing individual narratives … in relation to the 

larger cultural matrix of … society …’ (Popadiuk 2004, p. 392). While most of the principles 

of this method supported the aims of this research, the feminist lens employed by this 

approach came with additional complicating factors relating to the potential for unintentional 
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distortion or exploitation of women’s voices during the translation of ‘private matters from 

women’s lives into the … frames of social science’ (Olesen 2005, p. 252). In addition, in 

order for this work to be ‘considered truly feminist research, the method or combination of 

methods used must reflect a feminist philosophy and methodology’, and it is uncertain 

whether this research would completely conform to this criterion (King 1994, p. 21).  

 

 

The final option, which was the planned mode of inquiry for much of the initial phases of this 

research, was narrative inquiry. The fundamental purpose of narrative inquiry is 

‘retrospective meaning making – the shaping or ordering of past experience’ (Chase 2005, p. 

656). In other words, narrative inquiry aims to ‘reveal how life events affect people and how 

people give meaning to these events’ (Grbich 2004, p. 160). These elements of narrative 

inquiry appear to mesh well with the aims of this study. However, there are two critical 

components of narrative inquiry that, after consideration of the research question and 

overarching aim of this study, meant that this method was ultimately rejected. First, as noted 

by Riessman (2012, p. 368), the object of investigation in narrative inquiry is the ‘story 

itself’. After considerable deliberation, it was determined that for this research, the way in 

which the participants told their stories was not as important as the information contained 

within their stories – the essence of each woman’s experience mattered more than how she 

expressed it. As a result, the study aim fundamentally did not align with the tenets of 

narrative inquiry wherein the form of story telling itself is highly valued, and the individual 

experience is the most important research component (Creswell & Poth 2018). Secondly, 

because the overall aim of this research is to determine how mental wellbeing for new 

mothers can be promoted, this distillation of women’s experiences down to commonalities is 

a crucial piece of this research puzzle. While context is important, it is ultimately the 
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commonalities between the experiences of individuals that is of paramount importance. 

Narrative inquiry did not support these aims as fully as possible.  

 

3.3 Methodological approach: Phenomenology 

With all the considerations from the ‘methodological journey’ described above in mind, the 

researcher turned toward phenomenology. The term ‘phenomenology’ is derived from the 

Greek verb phainómenon and is composed of two terms: phainómenon and logos (Moran 

2000). It can be translated roughly to ‘that which shows itself, and discourse’ (Hartford 2010, 

p. 17). The suffix, -logy, is again of Greek origin, from logos, meaning ‘study’ or ‘concept’ 

(Moran 2000). When these meanings are combined, phenomenology can be defined broadly 

as ‘the body of discourse of the study of phenomena’ (Kornhaber 2013, p. 41). 

 

 

As noted by Moustakas (1994), phenomenology consists of the ‘what’ and ‘how’ of an 

experience, in contrast with opinions about experience or abstract interpretations of 

experience (van Manen 1997). Discovering the ‘common meaning’ of a lived experience for 

multiple people is the overarching goal of the phenomenological approach (Creswell & Poth 

2018, p. 75). Detailed accounts of an experience from a small number of individuals aim to 

reveal the core elements of the experience when viewed through the lens of phenomenology 

(Starks & Trinidad 2007). By examining these individual experiences closely, common 

features or ‘essences’ can be described (Starks & Trinidad 2007). A key tenet of 

phenomenology is to expose assumptions about human experience in order to ‘illuminate’ 

these assumptions, and thereby contribute to a deeper understanding of these phenomena 

(Sokolowski 2000, p. 57). 
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3.3.1 Historical perspectives of phenomenology 

Phenomenology is rooted in early 20th-century European philosophy, and arose out of 

Germany before World War I (Kornhaber 2013). The tenets of phenomenology challenged 

the prominent views about ‘the origin and nature of truth’ at the time (Dowling 2007, p. 131). 

Scholars who have made contributions to its development are numerous, and include well-

known philosophers such as Kant, Husserl, Heidegger, Gadamer, and Merleau-Ponty (Starks 

& Trinidad 2007). There is often confusion surrounding the nature of the term 

‘phenomenology’ within academic and scholarly literature. Not only is it used to describe 

both a philosophy and a methodological approach (Dowling 2007), there are numerous 

schools of phenomenological thought under the umbrella term of ‘phenomenology’. The two 

most prominent schools are: transcendental/psychological or Husserlian phenomenology 

(Moustakas 1994), and hermeneutic or Heideggerian phenomenology (van Manen 1997). 

These two schools will be briefly reviewed and assessed. Additionally, philosophers continue 

to consider and influence phenomenology and its practical application in research. The 

influence of two additional philosophers, Gadamer and van Manen, on contemporary 

phenomenology will also be explored in the context of applicability to this research. 

 

3.3.2 Husserlian phenomenology 

Edmund Husserl (1859-1938) is often described as the father of phenomenology (Laverty 

2003). Originally a mathematician, his interest in philosophy began to grow during his 

studies and he resultingly pursued a philosophical education (Laverty 2003). While his 

original views on science were highly objective, his focus shifted to the subjectivity of the 

human experience, and the exploration of phenomenology as a new science of being (Laverty 

2003). Husserl’s view of phenomenology was dominated by the epistemological position that 

experience is the principal source of knowledge (Racher & Robinson 2003). He viewed the 



 
 
 
 

68 
 

aim of phenomenology as the unbiased study of things as they appear, in order to arrive at an 

essential understanding of human consciousness and experience (Valle et al. 1989). In order 

to reach this goal, Husserl developed the concept of ‘phenomenological reduction’ (Racher & 

Robinson 2003). Phenomenological reduction is intended to allow the researcher to 

experience before reflection or interpretation, in an attempt to understand a phenomenon as 

removed as possible from cultural context (Dowling 2007). Epoché, or bracketing one’s own 

experiences aside intentionally, is used to generate a fresh or new way of viewing things 

(Moustakas 1994). Expressed another way, epoché allows one to meet ‘a phenomenon as free 

and unprejudiced as possible’ (Dowling 2007, p. 132). Husserl believed description was more 

important than understanding in phenomenology (Dowling 2007). 

 

3.3.3 Heideggerian phenomenology 

Martin Heidegger (1889-1976) was a student of Husserl, and his views on phenomenology 

were originally nearly aligned with Husserl’s (Laverty 2003). However, with time, 

Heidegger’s philosophy transformed into a separate school of thinking. While Heidegger’s 

phenomenology bears some similarities to Husserl’s, as it is also focused on the lived human 

experience (Dowling 2007), it differs in that he does not place greater importance on 

description, and highly values understanding (Racher 2003). He also believed that bracketing 

one’s own experiences outside of their research is not possible, and that the inclusion of 

context is a vital component in the correct interpretation of others’ experiences (Hellman 

2016). Heidegger transformed Husserl’s vision of phenomenology to include hermeneutics 

(Morse & Richards 2002). The use of hermeneutics, which is the theory and method of 

interpretation (Gadamer 2008), is founded on the ontological perspective that lived 

experience is an interpretive process (Racher & Robinson 2003). Heidegger argued that 

understanding is reciprocal, and comes from the personal involvement of the researcher 
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(Dowling 2006). He purports that an individual’s history, background, and social context 

compile a ‘fore-structure’ for understanding any experience, and that this fore-structure 

cannot be removed from any interaction (Miles et al. 2015). Hermeneutic ‘stories’ 

acknowledge that humans are ‘always in relationship to others’ (Crowther et al. 2017, p. 

828).  

 

3.3.4 Gadamer’s influence on hermeneutic phenomenology 

Hans-Georg Gadamer (1900-2002), a philosophy student in the 1920s, aimed to employ 

Heidegger’s work in a practical manner (Gadamer 1976). Gadamer viewed the hermeneutic 

process as an interpretive method that allows knowledge and discovery of a phenomenon 

through language (Miles et al. 2015). He believed that understanding and interpretation are 

bound together inextricably, with interpretation being a continually evolving process (Annells 

1996). In support of Heidegger, Gadamer (1989) contended that pre-judgements on the part 

of the researcher are actually important in the data interpretation process, and no attempt 

should be made to bracket them out (Dowling 2006). Heidegger’s work, in combination with 

Gadamer’s extension of this work, suggested three essential components in the hermeneutic 

phenomenological approach which are: the fusion of horizons, the hermeneutic circle, and the 

temporality of truth. These concepts are important, as they are an articulated, practical 

application of an abstract philosophy that may, at times, seem difficult to grasp.  

 

The ‘fusion of horizons’ is the moment where the experiences of the researcher and those of 

the participant fuse together into a shared understanding (Gadamer 1989). This fusion can be 

considered a moment of mutual, shared perception, and is a dynamic process with a horizon 

that shifts as present events become past events, and therefore part of the evolving fore-

structure. The ‘hermeneutic circle’ is a framework for understanding achieved by circular 
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interpretation: the interpreter moves from understanding of individual components to an 

understanding of the whole, and back (Debesay et al. 2008). A necessary component of this 

cycle of understanding is self-understanding, and fore-structure is a requirement of 

understanding the present moment (Debesay et al. 2008). Despite the perpetual image 

inherently conjured by a circle, the hermeneutic circle is not self-contained, and new 

knowledge can be added (Gadamer 1989). This discrepancy has led some researchers to 

consider the structure of the analytic hermeneutic circle to be more analogous to a spiral 

(Debesay et al. 2008). And lastly, the ‘temporality of truth’ relates to two differing ideas of 

what defines truth, originating from Greek terms: aletheia and veritas. Heidegger defines 

veritas as the notion of truth as distinguished from falsity or correctness, while aletheia is 

related to meaningfulness and ‘unconcealment’ (Crowther et al. 2017; Miles et al. 2015). 

Aletheia is the definition that resonates with Heidegger’s phenomenological approach: it is 

the type of truth that ‘appears when attuning to the things that present themselves’ (Miles et 

al. 2015, p. 289).  

 

3.3.5 van Manen’s influence on hermeneutic phenomenology 

Max van Manen (1942-) is a Canadian phenomenologist. His contributions to 

phenomenology are particularly popular amongst nurses and other health practitioners, and 

are a reflection of the continuing transformation of phenomenology as a methodological 

approach (Dowling 2007). Sometimes referred to as the Dutch school, van Manen’s approach 

to phenomenology is unique, in that it is both descriptive and interpretive (Cohen & Omery 

1994). However, like Heidegger, he does not fully embrace bracketing, stating ‘if we simply 

try to forget or ignore what we already “know”, we might find that the presuppositions 

persistently creep back into our reflections’ (van Manen 1990, p. 47). One of van Manen’s 

important contributions to phenomenology was to provide the concept of four ‘lifeworld 
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existentials’ of spatiality, corporeality, temporality, and relationality, which are fundamental 

themes that can provide useful guidance for reflection and writing during the research process 

(van Manen 1997, p. 101). This method of phenomenological reflection has been found to be 

useful by researchers as a framework for analysis (Brett 2004; Dowling 2007). Van Manen 

also discusses at length a version of thematic reflection for hermeneutic phenomenology that 

incorporates ‘wholistic’ and ‘selective’ approaches to identifying thematic elements of the 

lived experience (van Manen 1997, p. 92-93). 

 

3.4 Hermeneutic phenomenology: appropriateness of fit for this research 

Broadly, phenomenology is a good fit for this study in terms of an approach to inquiry, 

because the aim is to distill the experiences of individuals living through a phenomenon (in 

this case, new motherhood) into commonalities of lived experience. More specifically, this 

research is guided by the principles of hermeneutic phenomenology, in which the researcher 

herself is part of the interpretive process. Both Gadamer and Heidegger assert there is no 

singular truth, and this view is embraced by the tenets of hermeneutic phenomenology (Miles 

et al. 2015). Accordingly, construction and reconstruction are part of the ongoing life cycle 

(Koch 1995; Miles et al. 2015). Because of the constructivist position employed in this 

research, where reality is co-constructed between the researcher and the researched, this 

perspective aligns closely with hermeneutic phenomenology.  

 

3.5 Chapter summary 

To summarise, this research falls into the constructivist paradigm or worldview. It makes 

relativistic ontological assumptions, subjectivist/transactionalist epistemological assumptions, 

and hermeneutic phenomenological methodological assumptions. This constructivist 
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paradigm and its associated assumptions effectively support the aim of this research, which is 

to answer the question, ‘how can mental wellbeing for new mothers be promoted?’. The 

worldview constructed by this set of assumptions provides a strong foundation for research 

focused on individual experiences of a common phenomenon co-created between the 

researcher and the researched, where context is accounted for, and that can be distilled down 

to commonalities, or essences. In the next chapter, the specifics of method and study design 

will be considered. 
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CHAPTER 4: METHOD 

4.0 Introduction  

Attention now turns toward the specifics of study design, and the methods employed by this 

hermeneutic phenomenologically-informed study. This chapter begins with the context of this 

research, both in terms of geographic location, and also the models of maternity care 

available in the study region. The method of data collection is discussed, and the sample 

population, sample size, sampling strategy, and recruitment process are reviewed. Ethical 

considerations are addressed, and the methods of data analysis are explained. Finally, 

strategies that were employed to ensure research quality are discussed. 

 

4.1 Phenomenon of interest 

The phenomenon of interest for this study is Tasmanian first-time mothers’ experiences in the 

postpartum period from a mental wellbeing perspective. While the postpartum period has 

historically been considered to commence immediately after birth and finish at approximately 

six weeks postpartum (Walker et al. 2015), in more recent years it has been acknowledged 

that some issues related to childbearing, especially from a mental wellbeing perspective, can 

be a concern for up to a year after birth (O’Hara & Wisner 2014; Rallis et al. 2014; Rouhi et 

al. 2019; Walker et al. 2015). As such, this study considers the postpartum period to extend 

through the first year after childbirth.  
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4.2 Context 

4.2.1 Location: Tasmania, Australia 

 

Figure 2. Map of Australia from Google Maps 

This study was undertaken in northern Tasmania (TAS), Australia. Tasmania is a group of 

islands that lie off the southeast corner of the Australian mainland, separated by a ~240km 

wide body of water called the Bass Strait. The population of Tasmania was 522,000 in 2017 

(ABS 2017). Data for this study were collected in the regional northern city of Launceston, 

whose population at the time of the 2016 census was 80,916 (ABS 2016).  

 

 

Figure 3. Map of Tasmania from Google Maps 
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4.2.2 Maternity care models & birth setting 

There is one major public hospital with birthing facilities that services Launceston (the 

Launceston General Hospital [LGH]), and one private birthing centre. In 2015, there were 

5659 live births in the entirety of Tasmania (DHHS 2015). In terms of care delivery, 72% of 

women were public patients (care funded by the public healthcare system), while 27% were 

private patients (care provided by a privately practising obstetrician at the expense of the 

patient) (DHHS 2015). The Women and Children’s Service (WACS) is the division of the 

Tasmanian Department of Health and Human Resources (DHHS) that provides public 

obstetric and gynaecological services to women in Launceston. The scope of care for WACS 

includes counselling prior to pregnancy, antenatal, birth, and postnatal care.  

 

There are multiple models of maternity care available to women in Launceston (as per 

Department of Health [DoH] 2018). Depending on a woman’s individual health care needs, 

geographic location, and her personal preferences, there are options in terms of both care 

provider and the location of her birth. As discussed in the literature review (see Table 1 in 

section 2.4.11), in terms of care provider, women can opt for: a midwifery group practice 

(MGP) model or ‘Know your Midwife’ scheme, community midwifery clinics, ‘shared care’ 

with a general practitioner (GP), a midwife in private practice (also called an ‘independent 

midwife’), or a private obstetric clinic.  

 

Women also have a choice in terms of the location of their birth. There are three options in 

Launceston: the LGH, the Launceston Birth Centre (a private clinic run by midwives with a 

focus on natural childbirth), and at home with a privately practising independent midwife 

(DoH 2018). Nationwide, approximately 30% of women give birth in a private birthing 

facility with a private obstetrician (Woodward et al. 2016). However, because there is no 
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private hospital in Launceston, a large majority of women choose to birth at the LGH, no 

matter who their care provider is (DHHS 2013). Between 2011 and 2013, 99+% of births in 

Launceston occurred at the LGH (DHHS 2013).  Birthing ‘on country’ is another option for 

Aboriginal and Torres Strait Islander women (DoH 2018). 

 

4.2.3 Postpartum care regime for baby and mother 

There is a postpartum care regime in place in Tasmania for both baby and mother. For babies, 

health assessments are recommended and provided by a child health nurse at the ages of two 

weeks, four weeks, eight weeks, six months, 12 months, two years and four years (DHHS 

2018). These appointments occur at designated child health clinics, or in some cases, can 

occur in the home. An additional medical check-up with a physician is recommended at six 

weeks of age, and includes questions about the baby’s weight, head circumference, length, 

hearing, feeding method, and other physiological details. (DHHS 2018). For mothers, there is 

a recommended postnatal check-up at six weeks postpartum with an obstetrician or general 

practitioner (Primary Health Tasmania 2014). The results of this check-up are recorded on a 

check-list style form, and the form includes information such as: blood pressure, status of 

menstruation, method being used to feed baby (breast, formula, or mixed), perineal exam 

results, questions about incontinence, and any referrals made to other services (e.g., lactation 

consultant, social work) (Primary Health Tasmania 2014). The only question relating to 

mental wellbeing on this form is the open-ended question: ‘How do you feel about yourself 

and your baby? How is your partner coping? Supports?’. (Primary Health Tasmania 2014, p. 

42). 
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4.3 Study population 

4.3.1 Inclusion/exclusion criteria 

Robinson (2014) suggests a four-point approach to sampling in qualitative, interview-based 

research. The four components to this approach include: defining a sample universe, choosing 

a sampling strategy, deciding on a sample size, and developing a method of sample 

recruitment or sourcing (Robinson 2014). The sample universe is also known as the study 

population, and includes the entirety of people from which participants can be sampled. 

Inclusion and/or exclusion criteria are used to formulate a sample universe (Luborsky & 

Rubinstein 1995). Inclusion criteria define an attribute that must be possessed by a participant 

in order to be deemed eligible to participate in the study, whereas exclusion criteria define 

attributes that disqualify participation (Robinson 2014). Inclusion and exclusion criteria 

contribute to sample design on a practical level, in terms of providing guidelines for the 

delineation of participants, but also play a role on a more theoretical level, by specifying who 

and what a study is actually about (Robinson 2014).  

 

In terms of inclusion criteria for this study, all ‘new mothers’ included were first-time 

mothers. A first-time mother, for this purpose of this study, is a woman who has carried her 

baby to full term and given birth to this baby. It is well documented in the literature that new 

motherhood is one of the most common and significant transitions in a woman’s life (Darvill 

2010; Fahey & Shenassa 2013; Haga et al. 2012; Miller 2000; Nelson 2003; Nieterman 2013; 

Teeffelen et al. 2011; Wilkins et al. 2006). Because the actual transition to motherhood only 

occurs once, this event is not experienced in the same manner with subsequent children. For 

this reason, the focus of this study is first-time mothers only. In addition, participants were 

required to meet the following inclusion criteria: singleton pregnancy,18 years of age or over, 
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and gestational due date within a specified time frame to facilitate the longitudinal interview 

schedule. Exclusion criteria for participation in this study included: women with confounding 

health issues related to pregnancy (e.g., gestational diabetes, placenta praevia, known 

concerns with fetal health or viability), previous diagnosis with mental health issue(s) (as 

disclosed by participants upon inquiry by the research team), and an inability to communicate 

orally to a proficient level in English.  

 

4.3.2 Sample size 

When determining the sample size for this study, several factors were considered. Because 

the aim of this research is idiographic, it is important that the individual voices of the 

participants remain ‘locatable’, and for the analysis of each case to be thorough (Robinson 

2014, p. 29). Morse (2000) noted that the scope of the study, the nature of the topic, the 

quality of the data, the study design, and the use of shadowed data (the experiences of others 

and how these experiences relate to their own) all require consideration. In essence, Morse 

(2000, p. 4) advocated for the researcher to consider: the breadth of the proposed study 

(ensure the study is adequately focused to obtain good quality data); the depth of data likely 

to be obtained by the interviews (make the topic easy to understand and ask/answer questions 

about); the likely quality of the data (increase the likelihood of the participants to give ‘good’ 

interviews because they have been selected to do so); how many interviews will be 

undertaken on the basis of study design (longitudinal designs produce more interviews and 

therefore more data); and, finally, whether participants are likely to share ‘shadowed data’.  

Relatedly, Morse (2000, p. 4) emphasised that ‘the quality of data and the number of 

interviews per participant determine the amount of useable data obtained.’ 
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Morse (2000) made the important point that there is an inverse relationship between the 

amount of useable data obtained from each participant and the number of participants. This is 

an important consideration with a longitudinal study, where, for example, four interviews 

with as few as 10-12 participants would amass data very quickly. Onwuegbuzie and Collins 

(2007, p. 289) note that sample size in qualitative research should ‘not be so small as to make 

it difficult to achieve data saturation, theoretical saturation, or informational redundancy’, but 

should not be large enough that deep analysis is hindered or impossible (Sandelowski 1995). 

However, there are many factors and conditions involved in qualitative inquiry, making it 

difficult to prescribe an ideal sample size for any given study (Morse 2000). Kelly (2010, p. 

317) also contends that determining sample size in qualitative research ‘does not strive for 

statistical adequacy but rather ties adequacy to the interview technique, the quality of the 

information collected, the population from which samples are drawn and the intended uses of 

data’. It is also noted that in work of this nature, the researcher must provide justification for 

the sample size based on whether information redundancy has been achieved, whilst at the 

same time considering the volume of information produced and the scope of the associated 

analytic tasks (Kelly 2010). 

 

Despite the challenges associated with an a priori determination of sample size, for practical 

reasons a starting point was required. Starks and Trinidad (2007) contend that ‘typical’ 

sample sizes for phenomenological studies range from one to 10; Creswell and Poth (2018) 

suggest that three to 15 participants are acceptable in phenomenology; and Polkinghorne 

(1989) suggests five to 25 individuals. Morse (2000) suggests that in a study with in-depth 

interviews that generate rich data and where multiple interviews are undertaken for each 

participant, a maximum of 10 subjects are necessary. Similarly, Kelly (2010) suggests a 

sample of six to 10 may be adequate for in-depth interviews. However, because of the 
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longitudinal nature of the proposed study, attrition was a possibility, and so the sample size 

was overestimated to account for potential participant loss (Morse 2000). With all of the 

above considerations in mind, a sample size of 12 participants was the aim for this study (13 

women participated). 

 

4.3.3 Sampling strategy 

In terms of sampling, the strategy for participant selection should be integrated into the 

overall logic of the study (Punch 2004), and the rationale for sample selection needs to be 

aligned from an ontological, epistemological, and axiological perspective with the 

overarching aim of the study. As a qualitative study, a relatively small, and purposively 

selected sample was employed (Miles & Huberman 1994), with the aim of increasing the 

depth (as opposed to breadth) of understanding (Palinkas et al. 2015). The goal of this 

research is not to generalize to a broader population, but instead to obtain insight into a 

human experience, and accordingly, it is logical that the researcher select participants 

purposively to maximize the understanding of this experience (Onwuegbuzie & Collins 

2007).  

 

Purposive sampling is ‘used to select respondents that are most likely to yield appropriate and 

useful information’ (Kelly 2010, p. 317), and is a way of identifying and selecting cases that 

will effectively use limited research resources (Palinkas et al. 2015). For the purposes of this 

study, a combination of sampling strategies was employed. As an initial method of 

recruitment, convenience sampling was used. Convenience sampling is the technique of 

utilising a source of potential participants who are convenient in terms of their likelihood of 

conforming to inclusion and exclusion criteria, their willingness to participate, and 

geographic location (Robinson 2014). A danger of employing convenience sampling in a 
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qualitative study is that ‘unwarranted generalisations’ could be attempted (Robinson 2014, p. 

32). However, definition of the sample universe as ‘demographically and geographically 

local’, and the avoidance of abstract claims made out of context can mitigate this risk 

(Robinson 2014, p. 32).  

 

As is further detailed below, convenience sampling alone did not garner a sufficient number 

of participants for this study, and a secondary sampling/recruitment method was employed 

after several months of convenience sampling-based recruitment. After consideration of the 

sample population, geographic location, sociodemographic factors, and the characteristics of 

the women who had already agreed to participate, reputational case selection was chosen as 

the subsequent strategy to employ. Reputational case selection employs the expertise of an 

‘expert’ in selecting participants who best represent the type of person required for this study 

(Miles & Huberman 1994, p. 28). In the context of this study, the ‘experts’ were two 

midwives, who, based on their extensive experience in providing maternity care to 

Tasmanian women, consulted about the type of clients they considered likely to be willing to 

participate in this research.  

 

While the aim was to maintain axiological consistency, and to ensure that the researcher’s 

lens as a mother rather than a midwife was not clouded by the involvement of health 

professionals as ‘experts’, because of the nature of the research and the difficulty recruiting 

women, a change in strategy was required. Law and Chan’s (2015) study of 18 recent nursing 

graduates employed participant selection based on the recommendation that the potential 

participants displayed qualities that would make them successful interviewees, and it was 

surmised a similar strategy could work well in this research. Additionally, because the 

experts were used to help establish contact with selected participants, and could instill in 
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them a sense of investment and collaboration about the research, it was hoped that attrition 

rates would be reduced (Hunt & White 1998). Participant loss is a concern in a study that 

takes place over approximately 12 months and involves multiple interviews. However, all 13 

women who began this research followed through to completion of this study. Reasons for 

this high rate of retention will be further elaborated on in the Discussion (Chapter 7).  

 

4.3.4 Recruitment process 

Recruitment commenced in mid-December 2017, immediately after ethical approval was 

received from the University of Tasmania’s ethics body. The initial strategy employed was to 

display flyers advertising the research project in the antenatal areas of the Launceston 

General Hospital (LGH). The flyer listed the inclusion criteria of the women sought for the 

study (e.g., first baby, healthy pregnancy, no previous diagnosed mental health issues). The 

contact details for the research team were provided on the flyer, and the form instructed 

interested women to indicate their interest in participating by contacting the research team by 

phone or email. The initial plan was that the first 12 women who met the criteria and 

contacted the research team would be invited to participate in the study, and given two weeks 

to consider their decision. Six flyers were posted on bulletin boards near the reception area, in 

the waiting rooms, and in several of the clinical rooms where pregnant women attend 

antenatal appointments. One participant was recruited from these posters, and she made 

contact approximately one week after the flyers were posted. A second participant was 

recruited when she was shown a photo of one of the flyers in mid-January 2018. However, by 

the end of January, it became clear that recruitment was becoming an issue, and there was 

concern that not enough women would be recruited to obtain a sample large enough to 

achieve study viability. In February 2018, ‘Still Recruiting!’ stickers were added to the 

existing posters in case potential participants were wondering if recruitment was already 
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completed, since by that time the posters had been up for nearly two months. Additionally, an 

ethics amendment was submitted to alter three components of the recruitment strategy: to 

remove the gestational due date requirement listed on the poster (to allow for ‘rolling’ 

participation, thereby making more women eligible to participate), to allow the researcher to 

attend antenatal classes at the Launceston General Hospital to ‘introduce’ the research to 

potential participants, and to post an advertisement on social media to distribute information 

about the research to a wider audience. 

 

Advertising during antenatal class did not successfully recruit any further participants. 

Removing the gestational due date requirement greatly widened the pool of potential 

participants, and once recruitment was completed, women with due dates ranging from April 

through October 2018 were included in the study (rather than the initial requirement of 

March/April 2018 due dates). The post on social media (put up via the official UTAS social 

media team on the UTAS Facebook page) did attract some attention: approximately ten 

inquiries were made to the research team as a result of the advertisement, however, only two 

participants were gained by this method.  

 

The next strategy was to meet with the midwives at the antenatal clinic at the LGH to 

promote awareness of the study, and introduce the research team to the midwives, who might 

then raise awareness and promote interest amongst the first-time mothers they encounter 

clinically. A local obstetrician, who has a private practice in Launceston, attended the 

meeting and seemed interested in promoting the research. She offered to take a poster back to 

her clinic and to introduce the research team to her clinic’s resident midwife, Jane 

(pseudonym), who might be willing to advocate for this study with the women at her clinic.  
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The researcher met with Jane in late March 2018 to provide an introduction to, and answer 

any questions about, the research before Jane started discussing it with her clients. Prior to 

meeting the researcher, Jane had already compiled a list of approximately 15 women whom 

she considered might be interested in participating. Her criteria for deciding which women 

might potentially be interested in participating were quite subjective in nature, and were 

based on her established personal relationships with the women. The criteria included 

qualities such as a demonstrated curiosity about pregnancy and birth, and an eagerness to 

engage in conversation. Jane also posted the study flyer on the clinic’s Facebook page. After 

her Facebook post did not receive any attention, she began calling women and soliciting 

participation. By mid-May 2018, Jane had successfully helped recruit five participants.  

 

Because Jane so successfully helped improve recruitment rates, it was surmised that having a 

trusted person in a healthcare role advocate for the benefits of this research to potential 

participants was a more effective strategy than relying on convenience sampling alone. The 

rapport developed between a midwife providing continuous care and her clients was clearly a 

valuable resource to capitalise on. Because this element of trust seemed of paramount 

importance, the research team decided to contact another midwife to advocate the research to 

her clients. It was important to choose a midwife who had an ongoing relationship with her 

clients for this role, because of the importance of established trust and rapport. For this 

reason, the ‘traditional’ antenatal midwives who worked in the public system at the LGH, and 

who may only encounter a woman once during her pregnancy, did not seem as appropriate to 

recruit as a Group Practice midwife, who cares for her clients throughout the entirety of their 

pregnancies. The researcher met with Nicola’s (pseudonym) midwifery team of the LGH 

Midwifery Group Practice (MGP) to promote the research in early May 2018. The midwives 

were eager to help, and engaged two participants. Two further participants were recruited by 
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word of mouth at the end of the recruitment process, resulting in 13 total participants. The 

participants are introduced in detail in Chapter 5, and a demographic chart of information 

about the participants is included in Appendix 1. 

 

4.4 Data collection: interviewing 

4.4.1 Longitudinal design 

The intention of this study was to gather rich data about the experiences of women as they 

transitioned to motherhood, and to determine what influenced their mental wellbeing during 

that time. As such, it was logical that multiple interviews were conducted over a length of 

time, as a way of assisting the researcher to understand the temporal dimension of this 

transition (Law & Chan 2015). It has been shown that ‘studies that have used a longitudinal 

design with repeated measures over time can increase [the] knowledge of the factors 

associated with changes in the physical and mental health of women and infants from 

pregnancy, through birth and beyond the first year postpartum’ (Schmied et al. 2013, p. 167-

168). Longitudinal studies play an important role in increasing understanding of 

developmental process and analysing the impacts and outcomes of changes and transitional 

process (Boys et al. 2003). Multiple interviews are even explicitly suggested as the interview 

strategy of choice for the phenomenological method (Creswell & Poth 2018).  

 

There were several considerations in terms of the specific timing of the interviews. The 

timing of recruitment (in terms of gestational progression), when the interviews should occur, 

and how many times participants should be interviewed, were all considered in the study 

design phase. Relevant literature was consulted to formulate and justify answers to these 

questions. With regard to the timing of recruitment, as noted in the literature review, 
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expectations of motherhood can differ from reality (Haga et al. 2011; Tammentie et al. 2004), 

and documenting this experience and its impact on maternal mental wellbeing could provide 

helpful insight into the postnatal experience. As a result, it was decided that recruitment of 

participants should occur prior to giving birth, and that the first interview would occur in the 

third trimester of pregnancy. The rationale for this choice was that baseline data about what 

women expect from new motherhood could be compared with the reality experienced once 

they became mothers. 

 

The remainder of the interview schedule was based on evidence from the literature, which 

suggested that three additional interviews in the postpartum period should be conducted 

(Kearns et al. 1997; MacArthur et al. 2003). While Kearns and colleagues (1997) only 

conducted two postpartum interviews, their second interview was conducted at approximately 

2-3 months postpartum, and their final interview at approximately one year postpartum. It has 

been noted that in the immediate postpartum period, even women who ‘were distressed 

during pregnancy and later became depressed after childbirth often report relative wellbeing 

and joy immediately after delivery – a condition characterized as the ‘postpartum pinks’’ 

(Kearns et al. 1997, p. 300). It was surmised that capturing this elevated mood in the early 

postpartum days/weeks might provide useful insight about mental wellbeing in the 

postpartum period. MacArthur and colleagues (2003, p. 79), for example, noted that in their 

longitudinal study of postnatal care, ‘psychological health scores by 12 months were better 

overall than at 4 months’, suggesting that change in mental wellbeing over time is not always 

linear and that this experience would be further elucidated by interviews at both of those 

times in the postnatal period. These findings in the literature therefore suggested that 

interviews in the final trimester of pregnancy (Interview #1), at one-four weeks postpartum 

(Interview #2), at approximately four to six months postpartum (Interview #3), and at 12 
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months postpartum (Interview #4) could provide insightful data about new mothers’ 

progression of mental wellbeing over the course of their first year as new parents.  

 

In terms of when the interviews were conducted for this study, all of the first interviews 

occurred within the third trimester of each participant’s pregnancy, as intended. Interview #2 

occurred over a longer period of time than planned, occurring at 4.4 weeks postpartum on 

average, with a range of 2.5 weeks to 8.0 weeks postpartum. There were many reasons for the 

second interview being delayed past the four-week mark originally planned, including: baby 

and/or mother requiring unexpected hospitalization, illness, and last-minute interview 

cancellations due to issues with baby (e.g., crankiness, fatigue) or mother (e.g., feelings of 

overwhelm whilst driving to the interview). Interview #3 occurred at a mean of 6.2 months 

postpartum, with a range of 5.5 to 7.0 months, and Interview #4 occurred at a mean of 12.6 

months postpartum, with a range of 11.5 to 15.0 months. In all cases, scheduling the 

interviews was more complex than anticipated, and often required a significant amount of 

time and effort to arrange, on both the part of the participant and the researcher. It is 

primarily for this reason that interviews typically occurred at the later end of, or past, the 

planned time periods. 

 

4.4.2 In-depth interviews 

As a data collection method, in-depth interviewing with individuals who have experienced 

the phenomenon in question is implicit in phenomenology, and multiple interviews are 

suggested (Creswell & Poth 2018). In-depth interviews can be described as ‘conversation[s] 

with a specific purpose,’ whereby the researcher can gain access to the participant’s 

interpretations of social reality (Minichiello et al. 1990, p. 87), especially a reality that cannot 

be directly observed by the researcher. In-depth interviews permit the researcher access to 
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particular, crucial knowledge about the social world that can be best obtained through verbal 

communication (Liamputtong 2007). In terms of context, this type of interview is considered 

to be one end of a continuum of interview styles, with structured, standardized interviews at 

the opposite end of this continuum (Minichiello et al. 1990).  

 

Inherent in the practice of in-depth interviewing are several assumptions (Minichiello et al. 

1990). First, that the researcher conducts more than one interview with each participant to 

better establish rapport; second, that power imbalance between the researcher and participant 

is mitigated by the ‘egalitarian concept of roles within the interview’; third, that the 

informant’s view is considered of paramount value and importance; and finally, that the 

researcher attempts to communicate with the participant in language that is ‘natural’ to them 

(Minichiello et al. 1990, p. 93). Because the language around postpartum mental health is 

somewhat inconsistent, it is fitting that qualitative interview techniques ‘allow the use of 

language, as well as its intrinsic content, to become part of the analysis’ (Kelly 2010, p. 311), 

and for their narrative to give a voice to their experience ‘outside the domain of the 

biomedical voice’ (Kelly 2010, p. 321).  

 

From a different perspective, Clandenin and Connelly (2000) assert that structured interview 

questions can confine data to the bounds of existing literature and the limitations of the 

researcher’s knowledge, and that unstructured interviews are more likely to result in stories 

that are highly important to the participants. Indeed, as discussed earlier in epistemological 

terms, the research data can be co-created by the researcher and the participant through 

unstructured interviews more easily than with a predetermined set of questions. In addition, 

the literature review showed that women in the postpartum period are often reluctant to 

disclose mental wellbeing issues due to the stigma around struggling to cope as a new mother 
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(Bilszta 2010; Chew-Graham et al. 2009; Hadfield & Wittkowski 2017; Henshaw et al. 2018; 

Mauthner 1997; McCarthy & McMahon 2008; Miller 2002; Slade et al. 2010). In-depth 

interviewing is an ideal method for researchers who wish to establish a close rapport with 

their participants to allow them to open up about their lived world in-depth (Hesse-Biber & 

Leavy 2005; Liamputtong 2007). It was hoped that in this case in-depth interviews of a 

longitudinal nature would allow the participants to develop trust and rapport with the 

researcher, and therefore be more willing to discuss sensitive issues. For all of these reasons, 

this open, in-depth interview style was determined the best fit to address the aim and research 

question of this study. 

 

4.4.3 Interview protocol/guide 

As discussed above, in-depth interviews were used in this study. To maintain consistency 

with the constructivist worldview of this research, the interview process needed to allow 

participants the freedom to express themselves openly. Accordingly, a structured set of 

questions was not used, and instead, an interview ‘guide’ was developed based on a list of 

relevant topics established by way of the literature review, without specific questions or 

question ordering (Minichiello et al. 1990). The content of the interviews was connected to 

the research aim, but without prescribed, directed questioning. This style of interview was 

intended to allow for co-construction of ideas between the researcher and participant, as is 

valued in constructivist research (Creswell & Poth 2018). 

 

Interview guides were developed for each of the four interviews conducted with each 

participant. Some discussion prompts were consistent between the interviews (e.g., ‘how are 

you feeling today?’, ‘are you getting any time to yourself?’), while others changed based on 

which interview was being conducted (e.g., prompts relating to expectations of motherhood 
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were used only in Interview #1). The literature review was used to formulate the initial 

prompts in the interview guides, but the prompts were left open-ended to encourage 

participants to respond ‘in their own voice’ (Fielden 2003, p. 75). As interviews progressed, 

new prompts were added to the guides based on issues raised by participants (as per 

Minichiello et al. 1990, p. 114). A sample interview guide is included in Appendix 2. As part 

of the phenomenological approach, Moustakas (1994) recommended that interviewers ask 

participants two broad questions: ‘what have you experienced in terms of the phenomenon?’, 

and ‘what contexts or situations have typically influenced or affected your experiences of the 

phenomenon?’ (Creswell & Poth 2018, p. 79). These questions were adapted for this specific 

work, and considered when the interview guides were developed, as a way of ensuring a 

phenomenological context in the interviews, while still maintaining the in-depth, open-ended 

nature determined to be the best fit to answer the research aim and questions. 

 

4.4.4 Interview process 

Interviews were conducted in a variety of locations, at the discretion of the participant. 

Private rooms at the University of Tasmania were offered for every interview and were used 

for approximately half of the interviews, as an attempt to make available a neutral space to 

encourage participants to feel comfortable enough to share their feelings about this sensitive 

time in their lives. Considerable effort was dedicated to developing rapport and a trusting 

relationship with the participants, as is recommended for in-depth interviewing (Minichiello 

et al. 2004). Given the researcher’s approach as a fellow mother, not far outside the average 

demographic of the interviewees, establishing a common ‘language’ was relatively 

straightforward (Fontana & Frey 2008). The remainder of the interviews were conducted at 

local cafes (exclusively at the request of participants, after privacy concerns were addressed), 

or in the case of one participant, at her place of work. Eight of the 52 interviews were 
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conducted over the telephone at the request of the participants, for reasons of convenience (to 

accommodate baby’s schedule, for example) or necessity (during the 22-month course of data 

collection, two participants moved away from Tasmania). The telephone interviews were 

generally perceived by the researcher to be as effective as the in-person interviews. Notably, 

as recommended in the literature, all of the first interviews were conducted face to face in 

order to allow establishment of rapport (Burke & Miller 2001; Carr & Worth 2001). It is 

hoped that by taking this step that any potential negative effects of telephone communication, 

as typically noted in the literature, were mitigated in any subsequent telephone interviews. 

The average length of each interview was approximately 60 minutes, with a range of 26 

minutes to 90 minutes. Interviews were recorded using a hand-held recording device, and 

notes about impressions from the interview, the participant’s demeanour and mood, and other 

details were made by the researcher immediately following each interview, so as not to 

distract the interviewee by writing things down during the interview. 

 

4.5 Ethical considerations  

The proposal for this research was peer-reviewed and confirmed as per the University of 

Tasmania’s Confirmation of Candidature procedures, on January 25, 2017. Ethical approval 

for this research was obtained from the Tasmanian Human Research Ethics Committee 

(HREC) on December 11, 2017 (Appendix 3).  

 

In an effort to protect the rights and privacy of the participants in this research, the following 

guidelines were adhered to:  

 Confirmation that the Participant Information Sheet (PIS) (Appendix 4) had been read 

and understood was obtained; 



 
 
 
 

92 
 

 Informed consent was obtained at the commencement of Interview #1, by way of the 

participant signing the Consent Form (Appendix 5); 

 At the start of each interview, participants were informed/reminded of their right to 

stop the interview at any time for any reason, or to decline to answer any question; 

 The right to withdraw from participating in the research at any stage without prejudice 

was explained; and 

 Confidentiality and anonymity were carefully maintained. 

 

Once a potential participant expressed interest in taking part in the study, a Participant 

Information Sheet was provided to her by email. The participant was invited to contact the 

research team with any questions or requests for information. A consent form was provided 

for the participant to sign once it was confirmed that she had read the PIS and had any 

questions answered to her satisfaction. The consent form detailed: the purpose of the study; 

precise participation requirements (four interviews over the course of ~12 months); measures 

taken to protect confidentiality and ensure data security; how the results of the study would 

be disseminated (doctoral thesis and potential academic publications); and, also reminded 

participants that withdrawal from the study was possible at any time without penalty. The 

signing of this form constituted the first component of informed consent, and at the 

commencement of each interview, verbal consent was re-obtained.  

 

With regard to confidentiality, the research team members were the only individuals with 

access to the data (audio recordings and corresponding transcripts). A single master 

document linking participants’ real names with their pseudonyms was created, and only the 

research team could access this document. Any statements made during the interviews that 
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could be linked to identifiable information about a participant (e.g., names of family 

members, place of work, birthdays) was anonymised during transcription to maintain privacy. 

Any identifiable details were changed before inclusion in this thesis. Data were kept in a 

locked cabinet (paper documents) or on a secure University of Tasmania (UTAS) server 

and/or password protected UTAS computer (digital files). Data will be kept for five years 

following first publication and then securely destroyed, as per HREC guidelines. 

 

4.6 Data analysis  

4.6.1 Data set 

Fifty-two interviews were conducted as part of this thesis: four interviews for each of 13 

participants. Because of the longitudinal nature of this study, interviewing began in January 

2018, and was not completed until October 2019, therefore spanning nearly two years. The 

raw data from these 52 interviews amounted to over 400,000 words of interview 

transcription. The researcher completed transcription of 29 of the 52 interviews, and due to 

time constraints, outsourced the remaining interviews to a transcription service. As suggested 

by Maxwell (2005), the process of data analysis began with transcription itself in the cases 

where the researcher self-transcribed, and by reading and checking the transcripts for 

accuracy in the remaining 29 interviews. Notes taken immediately following each interview 

were also reviewed at this stage, as was any communication with participants outside of the 

interviews (e.g., emails, text messages).  

 

4.6.2 Analytic process 

In qualitative research, the process of data analysis is not prescribed or ‘off the shelf’: rather, 

it is customized for each data set and research question (Miles & Huberman 1994). The 
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analytic process is also not necessarily linear, and can instead be described as an iterative 

spiral, beginning at data collection, and ending at an account of findings, with many steps 

forward and back in between (Creswell & Poth 2018). As was discussed in Chapter 3, a 

hermeneutic phenomenologically-informed approach was employed for this research. While 

the philosophical justification for this choice has been explicated, the next step is to translate 

this choice to an analytic method. Researchers using hermeneutic phenomenology do not 

claim that there is one way to work with the data, nor is there a ‘best’ meaning of the data 

(Crowther et al. 2017, p. 829). As stated by van Manen (2014, p. 41), phenomenology’s 

‘method of inquiry must constantly be invented anew and cannot be reduced to a general set 

of strategies or research techniques’. In fact, it is up to the researcher to articulate the most 

appropriate analytic process or method to best achieve the aims of a given project in 

phenomenological research (Caelli 2001). Sandelowski (2011, p. 349) asserts that adhering to 

a particular method too closely can be counterproductive, and drawing lines too sharply, or 

‘…forgetting lines are permeable risks reifying them’. One of the advantages, then, of 

hermeneutic phenomenology is its recognition of the multitude of ways to work with data, 

and its inherent flexibility in how meaning is gleaned (Crowther et al. 2017). Despite this 

innate flexibility, there does need to be certainty that the chosen method is aligned with the 

underlying philosophical tenets of hermeneutic phenomenology in order to ensure the 

maintenance of philosophic congruency.  

 

On a broader level, when the nature of constructivist research is reflected upon, it is clear that 

the notion of a single, accurate truth is not concordant with the very underpinnings of 

constructivism, which at a fundamental level, acknowledges multiple realities (Terry et al. 

2017). Accordingly, there is no ‘accurate, or ‘correct’ way to interpret any given data set in 

this type of research (Guba & Lincoln 1994). There is only the reality that is co-constructed 
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between the researcher and participants: a particular, unique reality that is neither more or 

less ‘correct’ than any other construction. Phenomenological scholars Heidegger (1962) and 

Gadamer (1989) agree with the assertion that a single truth does not exist, and that 

hermeneutic phenomenology embraces the notion of multiple truths (Miles et al. 2015). With 

these considerations in mind, it becomes clear that there are many different ways to use and 

interpret the data gathered as part of this thesis. However, as discussed above, any analytic 

method must have congruence with the philosophical tenets of hermeneutic phenomenology, 

and be defensible from a philosophic perspective. Gadamer’s approach to hermeneutics does 

not provide specific ‘guidelines’ for interpretation of data or knowledge acquisition, and can 

be seen as an ontological approach: his intention is to facilitate understanding (Debesay et al. 

2008). Additionally, in Gadamer’s hermeneutic phenomenology, the methods process is less 

about ‘what to do’ and more about determining ‘what is going on’ (Gadamer 1976), an idea 

that will be taken into account during the analytic phase of this research. 

 

When the actual specifics of data analysis are considered, the most typical path in qualitative 

research is to employ thematic coding of verbatim data. The aim of coding is to ‘fracture’ the 

data and rearrange them categorically, enabling comparison and analysis (Strauss 1987, p. 

29). The researcher then recontextualizes the data in the form of a story to allow the reader to 

experience the phenomenon under investigation vicariously (Starks & Trinidad 2007). 

Coding was considered as a method for analysing the data in this research. However, upon 

further reflection, it was decided that while coding was a process that greatly improved the 

accessibility of the data, some of the assumptions underlying the coding process could be in 

conflict with the value set of constructivist research (Terry et al. 2017). As Crowther and 

colleagues (2017) note, treating verbatim text as though it articulates the entirety of a 

participant’s experience, and that a full revelation of this experience is encompassed within 
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these exact words, is at odds with the philosophy of hermeneutics (Gadamer 1976). 

Additionally, interviews are often more than just the words as they are recorded verbatim: 

there is often meaning in the pauses, what is ‘really said’ between the lines (Laverty 2003), or 

even, as noted by van Manen (1997), in the silence of the unspeakable. As contended by 

Crowther and colleagues, the intent of hermeneutic phenomenology is to ‘reveal that which 

lies in, between, and beyond the words’ (2017, p. 829). Hermeneutics acknowledges that the 

interpretive process is dynamic, and new understandings can continually be uncovered 

(Crowther et al. 2017; Laverty 2003; Miles et al. 2015). Following from this idea, truth is 

never fully revealed as a participant’s account of an experience in its entirety will never be 

able to be completely articulated (Crowther et al. 2017). The participants themselves, let 

alone the researcher (Koch 1998), may never fully ‘know’ the truth even about their own 

experiences, as feelings and emotions play a role in both exaggerating and minimizing 

memories of past events (Crowther et al. 2017). For these reasons, assuming that the verbatim 

text holds the ‘answers’ to interpretation was not considered congruent with the hermeneutic 

process.  

 

Moving beyond thematic coding, the researcher turned to the philosophy of hermeneutic 

phenomenology for inspiration regarding data analysis. Returning to Heidegger and 

Gadamer’s ideas, the concept of the three-component phenomenological approach (the fusion 

of horizons, temporality of truth, and hermeneutic circle) will now be revisited. However, the 

focus will shift to analysis, with emphasis on one component of this three-component 

construct: the hermeneutic circle. Broadly, in hermeneutic phenomenology, entering the 

hermeneutic circle (see section 3.3.4) is a component of analysis where one examines the text 

in its entirety, then its component parts, and then returns to the complete text again (Armour 

et al. 2009). This process, articulated by Gadamer (1976), is iterative in nature (Fielden 
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2003), and acknowledges that understanding the meaning of the parts and the whole of a text 

are interdependent processes (Kinsella 2006). Of note, van Manen (1997) states that these 

activities are inseparable. Van Manen’s approach to phenomenology is capable of adding 

‘structure’ to phenomenologically informed analytic reflection (Dowling 2007, p. 139).  

The meaning or ‘essence’ of a phenomenon is ‘never simple or one-dimensional’ (van Manen 

1997, p. 78). Van Manen (1997, p. 79) outlines an analytic strategy for text wherein the 

researcher approaches the phenomenon under study, which is undoubtedly complex and 

multi-layered, via more manageable ‘meaning units’, or themes. In phenomenological 

analysis, themes can be understood as ‘the structures of experience’ (van Manen 1997, p. 79). 

However, to believe that themes are merely ‘conceptual formulations’ or ‘categorical 

statements’ would be an unjust simplification of the concept of lived experience, which is 

ultimately what these themes are attempting to capture (van Manen 1997, p. 79). The 

meaning inside each theme must be ‘mined’, and the meaning from each experiential account 

that the theme represents uncovered (van Manen 1997, p. 86).  

 

Van Manen (1997) attempts to capture the essence of what makes a phenomenological theme 

with some of the following descriptive statements: ‘[t]heme is the form of capturing the 

phenomenon one tries to understand’ (p. 87); ‘[t]heme is the sense we are able to make of 

something’ (p. 88); and, ‘[t]heme gives shape to the shapeless’ (p. 88). Theme is a way to 

experience focus and meaning in the process of phenomenological reflection (van Manen 

1997). To use two metaphors to further illustrate these concepts, van Manen (1997, p. 90) 

describes themes first as ‘knots in the webs of our experiences, around which certain lived 

experiences are spun and thus lived through as meaningful wholes’. His (1997, p. 90) second 

metaphor likens themes to stars, ‘that make up the universes of meaning we live through’, 

and ‘by the light of these themes we can navigate and explore such universes’. Put succinctly, 
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‘[t]hemes have phenomenological power when they allow us to proceed with 

phenomenological description’ (van Manen 1997, p. 90).  

 

Two interrelated approaches to identifying the thematic elements of a phenomenon were 

taken for this research, in line with the hermeneutic circle approach to data analysis, as 

illustrated in Figure 4.  

 

 

Figure 4. Analytic process for identifying themes in hermeneutic phenomenology 
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First, a ‘wholistic reading’ approach was conducted (van Manen 1997, p. 93). In this stage of 

analysis, the text (in this case, each of the 52 individual interviews was treated as a separate 

text, attached to any related textual data including researcher reflections, as well as any text 

communication with participants) was read in its entirety, and the fundamental meaning or 

significance was articulated in a single phrase (van Manen 1997). This phrase was then used 

as a touchstone and reflective point during the second stage of analysis. The second stage of 

analysis was the ‘selective’ approach, wherein the entire text was re-read, and phrases or 

statements in the text that appear particularly revealing or essential to explicating the lived 

experience of the phenomenon were highlighted (van Manen 1997, p. 93). It is important to 

be attentive to themes that are ‘essential’ to the lived experience, as opposed to themes that 

are more incidentally experienced (van Manen 1997). The universal or essential quality of a 

theme can be established by ascertaining whether the phenomenon in question would still be 

what it is without the theme in question included as part of its explication (van Manen 1997). 

In other words, without this theme, the phenomenon might lose its fundamental meaning (van 

Manen 1997).  

 

Phrases and sentences identified using these approaches were then reduced through a process 

of writing and re-writing, until essential themes emerged (van Manen 1990). The whole text 

was revisited in its entirety during the second stage of analysis, to ensure the hermeneutic 

circle of analysis was engaged. For each interview, multiple essential themes were identified. 

For each ‘time-set’ of interviews (with the ‘time-set’ being the 13 interviews for each of 

Interviews #1/2/3/4), several ‘overarching essential themes’ were revealed from the essential 

themes identified in each interview (Thomé et al. 2004). These ‘overarching themes’ (as they 

will be referred to in this thesis) represent the commonality of experience between the 

participants during each interview time-set: they are a distillation of the essential themes. 
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Figure 5 provides a visual representation of the ‘time-set’ concept, wherein each collection of 

13 interviews is presented as a separate data set (i.e., Interviews #1, 2, 3 & 4). 

 

 

 

Figure 5. Visual representation of the four interview ‘time-sets’ 

 

Section 6.1 in the Findings chapter explicates by exemplar how this process of analysis was 

applied to the data gathered for this research. The emergence of a single essential theme is 

documented, the development of the collection of essential themes for a single interview is 

explained, and how these essential themes contribute to the overarching themes for a time-set 

of interviews is documented. 
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4.7 Data quality  

The broad notion of data quality will now be addressed. Justifying involvement in and 

interpretation of data are complex issues in qualitative research, where the researcher’s role in 

the data is far from objective and is in fact intentionally subjective. The researcher herself is 

the instrument for analysis, and her judgement is inherently part of the research and analytic 

process (Starks & Trinidad 2007). To date, despite a large body of literature on this topic, 

there has been no definitive consensus about the most effective way to assess quality and 

credibility in qualitative research, and several approaches to addressing the issue remain in 

play. It seems that the only consensus reached is that quality in qualitative studies is 

important, even if no one is quite certain how to assess this with consistency (Creswell & 

Miller 2000). Rolfe (2006, p. 305) argues that, ‘any attempt to establish a consensus on 

quality criteria for qualitative research is unlikely to succeed for the simple reason that there 

is no unified body of theory, methodology or method that can collectively be described as 

qualitative research’. Whittemore and colleagues (2001, p. 522) support this notion, and 

purport that different qualitative methods are suggestive of similarly different evaluative 

criteria, and wonder how quality can be discerned within ‘such an ambiguous and intangible 

framework’.  

 

Barusch and colleagues (2011, p. 11) refer to the study of the conundrum of quality 

assessment in qualitative research as ‘criteriology’. The broad questions asked about quality 

in qualitative research within the literature include:  

 Are criteria for assessment of quality needed? If so, what should the nomenclature 

be?;  

 How and when should the criteria be utilised?; and 



 
 
 
 

102 
 

 Is it even possible for criteria to be used effectively to evaluate the quality of 

qualitative work? (Barusch et al. 2011; Davies & Dodd 2002; Kincheloe 2002; Rolfe 

2004).  

The evolving construct of quality in qualitative research will now be explored briefly. 

 

Debate about the issue of criteriology began in the late 1970s and 1980s. Early notions of 

qualitative criteria for quality assessment stemmed from positivist conceptions about 

research, and included applying traditional, positivist concepts of reliability and validity, such 

as internal and external validity, directly to qualitative research (for example, LeCompte & 

Goetz 1982). Lincoln and Guba (1985) later developed terms for analogous criteria using the 

nomenclature of ‘credibility’, ‘transferability’, ‘dependability’, and ‘confirmability’, which 

parallel the positivist concepts of internal validity, external validity, reliability, and 

objectivity. They replaced the terms reliability and validity with the concept of 

‘trustworthiness’, as defined by their new terms (de Wet & Erasmus 2005; Morse 2018). The 

argument in favour of these terms was that they are more closely aligned with naturalistic 

values, and provide distance from the positivistic ideals that are not necessarily congruent 

with constructivist work (Creswell & Poth 2018). Lincoln and Guba (1986) provided 

strategies for implementation of these new terms, including extensive time spent in the field, 

and triangulation of data sources, methods, and investigators. These terms and their 

associated processes are still used by researchers today, and are considered the ‘gold 

standard’ by many (Whittemore et al. 2001, p. 527). 

 

As noted by Whittemore and colleagues (2001), the fact that Lincoln and Guba’s (2001) 

validity criteria remain in use 30+ years after their inception is testament to the appeal of 

overarching, widely applicable criteria for quality assessment. Whittemore and colleagues 
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(2001) go on to argue that validity is an appropriate term for quality assessment in qualitative 

research, as its literal definition applies equally to all research (from Webster’s Unabridged 

Dictionary 1999): ‘the state or quality of being sound, just, and well-founded’. It is argued 

that it is actually the assurance of validity, and how this is carried out, that differs between 

quantitative and qualitative research, and that by synthesising the approaches of 

contemporary scholars on this issue, some direction can be achieved. Validation criteria were 

extracted from 13 articles about validation and ordered into categories of primary and 

secondary criteria (Whittemore et al. 2001). Four primary criteria were named: credibility, 

authenticity, criticality, and integrity (Whittemore et al. 2001). Secondary criteria included 

explicitness, vividness, creativity, thoroughness, congruence, and sensitivity (Whittemore et 

al. 2001). The aim of migrating the quality standard of validation criteria toward a more 

interpretive perspective may be achieved through this synthesis, with an emphasis on 

researcher reflexivity (Creswell & Poth 2018).  

 

The extensive literature on quality issues means that there is a long list of validation 

strategies available for qualitative research, and individual researchers need to choose which 

strategies best match their research aim and philosophical position. Threats to quality in 

qualitative research are contextual, and are therefore ‘idiosyncratic’ and ‘specific’, and 

should be addressed as such (Armour et al. 2009, p. 102). Creswell and Poth (2018) 

incorporate the perspectives of previous scholars to develop their own position on quality in 

qualitative research, one which will be employed in this thesis. Ideas and terms need to be 

translated to practice, and Creswell and Poth (2018) have compiled nine strategies often used 

by qualitative researchers during the validation process. These strategies are largely adapted 

from the ideas presented in Whittemore and colleagues (2001) and Creswell and Miller’s 
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paper from 2000. Creswell and Poth (2018, p. 260) recommend that researchers employ at 

least two of the nine strategies for validation, which are listed below:  

 

1. Corroborating evidence through triangulation; 

2. Discovering a negative case analysis or disconfirming evidence; 

3. Clarifying researcher bias or engaging in reflexivity; 

4. Member checking or seeking participant feedback; 

5. Having a prolonged engagement and persistent observation in the field; 

6. Collaborating with participants; 

7. Enabling external audits; 

8. Generating rich, thick description; and 

9. Having a peer review or debriefing of the data and research process. 

 

In terms of deciding which strategies to use and when, Creswell and Poth (2018) do not 

specify, and leave it up to the researcher to decide. This aligns well with an inductive, 

qualitative approach where quality assurance strategies are considered in the context of the 

research under scrutiny (Armour et al. 2009); each study has unique, particular threats to 

quality (Whittemore et al. 2001). For this reason, a ‘customised’ approach was taken with this 

thesis, and mitigation strategies were selected from Creswell and Poth’s (2018) list of nine 

strategies. The major considerations that the researcher decided to address in terms of 

validation for this research were clarifying researcher bias (reflexivity) and generating thick, 

rich description (Creswell & Poth 2018). These strategies and considerations will now be 

addressed in greater depth, and their application to this research discussed. 
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4.7.1 Researcher reflexivity  

Broadly, reflexivity is the process by which a researcher examines their own place in their 

research by way of self-aware meta-analysis (Finlay 2002). The researcher invites the reader 

to understand the position from which the research is being conducted by disclosing their 

own values, biases, and experiences (Creswell & Poth 2018). In hermeneutics, understanding 

is derived partially from the researcher’s personal involvement and contribution to data 

interpretation (Spence 2001). Gadamer (2008) asserts that the pre-understanding of the 

researcher is an integral part of understanding the lived world of participants. That said, as 

Laverty (2003, p. 30) states, ‘[h]ermeneutic research demands self-reflexivity, an ongoing 

conversation about the experience while simultaneously living in the moment, actively 

constructing interpretations of the experience and questioning how these interpretations came 

about’. To allow the ‘thing being researched’ to appear as it is, the researcher must be 

disciplined and self-reflective, in order to permit the pre-understanding that is an inevitability 

to be revealed: this pre-understanding has the capacity to both obscure or illuminate the 

phenomenon under investigation (Armour et al. 2009; Dahlberg et al. 2001).  

 

This thesis was approached from the researcher’s position as a mother. As a woman who has 

young children and in recent years underwent the transition to motherhood herself, the 

researcher entered this project with a high level of pre-understanding and foreknowledge 

about becoming a mother and early motherhood. While, as discussed, the researcher’s 

experience was an integral part of the research, it was important to acknowledge the 

influences the researcher’s previous experience may have had on all aspects of the research 

process, from participant interviews to data analysis. The strategy to mitigate this 

vulnerability is known as ‘reflexivity’(Creswell & Poth 2018; Dowling 2006; Spence 2017), 

or ‘clarifying researcher bias’ (Creswell & Poth 2018). In terms of validity, ‘self-reflection 



 
 
 
 

106 
 

contributes to the validation of the work’ (Creswell & Poth 2018, p. 257). The researcher 

elected to disclose details about herself and her own struggles with new motherhood to the 

participants, to establish rapport and trust. This disclosure was also an attempt to reduce 

potential ‘outsider’ status and mitigate any inclination the participants might have had to 

tailor their responses for social desirability (Armour et al. 2009). This particular research 

topic is fraught with potential for concealment on the part of the participants, as new mothers 

frequently feel shame and embarrassment for experiencing any difficulty coping in early 

motherhood (Dunford & Granger 2017; Nagle & Farrelly 2018), and fear being labelled a 

‘bad mother’ (Bilszta 2010; Chew-Graham et al. 2009; Hadfield & Wittkowski 2017; 

Henshaw et al. 2018; Mauthner 1997; McCarthy & McMahon 2008; Miller 2002; Slade et al. 

2010). This element of the research topic made it critically important for the researcher to 

establish trust and diminish the researcher-participant power differential, and the sharing of 

vulnerability is one means to foster trust (Armour et al. 2009). This foreknowledge was 

declared at the outset of this thesis, to enlighten the reader regarding the position of the 

researcher in this thesis. 

 

4.7.2 Generating thick, rich description 

Because context is so important in phenomenological qualitative research, the participants 

and setting of this study have been thoroughly described (with further details about the 

participants provided in Chapter 5). This rich description allows the reader to make their own 

judgement about the transferability of this work to a different setting (Creswell & Poth 2018; 

Lincoln & Guba 1985). Thick description can be characterized as having ‘abundant, 

interconnected details’ (Stake 2010, p. 49). Description of context (researcher notes about 

more subjective elements of the interviews, such as the demeanor of the participant, the 

atmosphere and mood) was added to the verbatim data to further enrich the level of detail. 
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Detailed descriptions of the procedural elements of this research, such as the geographic 

region, sample population, recruitment methods, and interview processes, were included in 

this thesis as further evidence of the attention to detail that was employed during the research 

process.  

 

4.8 Chapter summary  

This chapter illustrated the specifics of the study design and analytic process of this thesis. 

The chapter began by explaining the context of this research, both in terms of geographic 

location, and the models of maternity care available in the study region. Data collection 

procedures were also outlined, and the sample population, sample size, sampling strategy, 

and recruitment process reviewed. Ethical considerations were addressed, and the analytic 

process, methods, and justification for these choices provided. Lastly, a discussion of data 

quality was provided. In the next chapter, a thorough, contextual description of each of the 13 

participants is provided. 
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CHAPTER 5: THE BACKSTORIES 

5.0 Introduction  

This chapter introduces the 13 new mothers included in this study. All the women were living 

in Launceston, Tasmania at the time of recruitment. A brief descriptive biography is provided 

for each woman, including information such as her age, pregnancy and birth experience, and 

general socioeconomic facts. Inclusion of this information will permit the reader to 

contextualize the experiences of each new mother. Any information that could potentially 

result in compromising a participant’s anonymity has been withheld or altered, and 

pseudonyms are used. 

 

5.1 The participants: an overview 

A complete demographic chart for all 13 women is included in Appendix 1, and contains the 

following information: age, place of birth, level of education, profession at the time of 

recruitment, model of care received for their pregnancy and birth, mode of childbirth 

(vaginal, caesarean section), and duration of breastfeeding. By way of summary, the mean 

age of participants was 30 years (age range: 24 to 36 years). Seven women were from 

Tasmania, two were from other Australian states, and four were from other countries 

(Germany, England, Singapore, and New Zealand). Two participants had achieved high 

school graduation, nine women had attained a Bachelor’s degree, and two had Master’s level 

degrees. All participants were employed prior to giving birth, with professions including, but 

not limited to: nurse, physician, teacher, accountant, academic researcher, and 

administration/secretarial worker. Eleven women birthed their babies vaginally (four with 

instrumental assistance), one had a planned caesarean section (due to a pre-existing medical 
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condition), and one had an urgent caesarean section. All women initiated breastfeeding, with 

one woman switching to formula feeding at three weeks postpartum, one switching to 

formula at three months postpartum, three breastfeeding or mixed feeding (combination of 

breastfeeding and formula feeding) at 6-11 months postpartum, and eight continuing to 

breastfeed or mixed feed to 12+ months postpartum. In the sections below, the women are 

introduced in the order in which they were recruited. 

 

5.2 The participants: individual stories 

5.2.1 Kate 

Kate was a 28-year old woman in a non-committed relationship with a man at the time of her 

recruitment. She had been living in Launceston for two years, having moved from New South 

Wales. Kate was employed in an administrative job through to the end of her pregnancy, but 

was worried about the financial implications of having a baby. Kate lived in a house that she 

owned independently, but was helping to support her partner and his children from another 

relationship. Over the course of the 15 months she was involved in this study, her relationship 

dissolved, but she remained in her house with her baby. She planned to begin studying to 

become a nurse when her daughter was old enough that Kate was comfortable using a day 

care centre. Kate had a vaginal birth at 39.5 weeks gestation, requiring instrumental 

assistance in theatre. She breastfed exclusively until her baby was three weeks old, then 

switched to formula feeding. She returned to working part time when her daughter was 

approximately five months old. Kate was cared for in the public system at the Launceston 

General Hospital (LGH).  
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5.2.2 Jill 

Jill was a 24-year old married woman at the time of her recruitment. She had been in a 

relationship with her husband since high school, and worked in an administration role at a 

local renovation centre. Jill and her husband were both from Tasmania, and both sets of 

parents lived locally. Jill had a planned caesarean section at 39 weeks gestation due to 

previous abdominal surgery, and medical advice recommended against labour and vaginal 

birth. Jill was a public patient at the LGH, but attended specialist obstetric clinics as her 

pregnancy was classified as ‘high risk’. Jill returned to work at four and half months 

postpartum, and breastfed her baby until he was over six months old. 

 

5.2.3 Hannah 

Hannah was a 27-year old married woman when she was recruited into this study. She 

worked as a junior physician at the LGH until her third trimester of pregnancy, and had been 

based in Launceston for 18 months at the time of her first interview. Her family lived in 

Singapore, and her husband’s family was based near Sydney, where they would move in late 

2018 in order for him to attend university (Hannah’s second two interviews were therefore 

conducted via telephone). Hannah was cared for under the GP-shared care program, and had 

an instrumentally-assisted vaginal birth at 39 weeks gestation at the LGH. She experienced a 

postpartum hemorrhage after her son was born, requiring a resuscitation team to be called, 

however her baby was healthy and she made a full recovery. Hannah breastfed her baby until 

he was over 12 months old, and planned to return to work when her son was approximately 

13 months old.  
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5.2.4 Vera 

Vera was a 32-year old married woman at the time of her recruitment. Vera worked as an 

early childhood educator, but had stopped work before the time of Interview #1. Vera and her 

husband had been based in Tasmania for approximately nine years. Her husband was born in 

Tasmania and she was originally from Germany. Vera was very keen to have a homebirth, 

and so hired an independent midwife to provide her antenatal care and attend her birth. Vera 

went into spontaneous labour at 35.5 weeks gestation, but could not reach her independent 

midwife at this time. As a result, she gave birth vaginally at the LGH with the public 

midwives, and she and her son spent 10 days in the neonatal intensive care unit. Vera 

breastfed her son exclusively, and was still breastfeeding him at 12+ months of age. Vera 

returned to casual, part time work before her son was six months old, and was planning a 

more serious return to work at the time of her final interview. 

 

5.2.5 Olivia 

At the time of her recruitment, Olivia was a 32-year old married woman. Olivia was 

originally from New Zealand, and had been living in Launceston for approximately six 

months. Olivia worked as a psychologist for a large industrial company. Her baby was born 

vaginally at 40 weeks gestation with forceps assistance. She was cared for by a private 

obstetrician. In the first few weeks after her birth, Olivia’s daughter had persistent vomiting 

and struggled to gain weight. After consultation with several health professionals including a 

general practitioner, multiple lactation consultants, and several child health nurses, Olivia 

ended up going to the emergency department at the LGH where a paediatrician insisted she 

and her daughter be admitted to the hospital. Once they were in hospital, more specialists 

investigated the baby to determine the cause of her vomiting and lack of weight gain, and it 

was eventually two speech pathologists who determined she was not breathing while she 
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breastfed. The baby’s suck-swallow-breathe pattern was misaligned, and she was therefore 

becoming hypoxic (low blood oxygen levels) while feeding, and swallowing a minimal 

amount of breastmilk. A nasogastric feeding tube was inserted into the baby’s stomach to 

allow her to receive nourishment and build strength, and then Olivia was taught a technique 

called ‘pacing’ to train her daughter to feed effectively. Interview #2 occurred when the baby 

was eight weeks old (it occurred late due to their hospital admission), and the baby was 

finally gaining weight. Olivia breastfed her baby to 3 months of age after great struggles, and 

then switched to formula feeding. Olivia and her family moved back to New Zealand after 

Interview #3, and therefore Interview #4 was conducted by telephone. Olivia returned to full 

time work when her daughter was approximately six to seven months old. 

 

5.2.6 Rachel 

Rachel was a 36-year old married woman at the time of her recruitment into this study. She 

was a private patient with an obstetric clinic in Launceston, and went through invitro 

fertilization (IVF) to conceive this pregnancy after experiencing three previous miscarriages. 

Her son was induced for birth at 39 weeks gestation, and was birthed vaginally at the LGH 

with her obstetrician. Rachel and her husband were both from Tasmania, and she was 

employed as a manager at a large financial company. She returned to full time work when her 

son was five months old, and breastfed him until he was nearly 12 months old.  

 

5.2.7 Emily  

Emily was a 31-year old married woman at the time of recruitment for this study. She and her 

husband were both from Tasmania, but their families had all moved interstate. She was 

employed as a teacher at a local private school. Emily conceived this pregnancy using IVF 
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after several years of trying to fall pregnant, and was cared for by a private obstetrician. She 

gave birth to her daughter vaginally at the LGH at 40.5 weeks gestation. She was still 

breastfeeding her daughter at 12 months of age, when she also returned to part time work. 

 

5.2.8 Julia 

Julia was a 33-year old woman in a committed relationship when she decided to participate in 

this study. She and her partner were both from Tasmania, and both of their families lived 

locally. Julia and her partner were renovating their house during her pregnancy and in the 

first 12 months postpartum, and as a result they lived with her mother during this time. Julia 

was an accountant, but was working as a branch manager at a local sanitation company at the 

time of recruitment. Julia was being cared for by a private obstetrician, and gave birth at the 

LGH via caesarean section after a trial of labour at 40.5 weeks gestation. Julia returned to 

part time work when her daughter was approximately five to six months old, and breastfed 

her until she was 12+ months old. 

 

5.2.9 Lucy 

Lucy was a 30-year old married woman at the time she was recruited to participate in this 

study. She and her husband were both Tasmanian, with their families both living locally. 

Lucy worked as a nutritionist and also managed rental properties prior to going on maternity 

leave. She was cared for under the Midwifery Group Practice (MGP) program, and gave birth 

vaginally at 39 weeks at the LGH. .2 
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5.2.10 Grace  

Grace was a 33-year old married woman when she joined this study. Both she and her 

husband had moved to Launceston from Western Australia. She worked as an administrator 

at a college. They used IVF to conceive this pregnancy, and for the first half of her 

pregnancy, Grace was under the care of a private obstetrician. However, upon reflection 

about what she wanted from maternity care, she decided to switch to the MGP program at 

that time. Grace’s baby was born vaginally at 41 weeks after an induction of labour at the 

LGH. Grace continued to breastfeed her daughter to 12+ months, and elected not to return to 

work for the foreseeable future. 

 

5.2.11 Leah 

Leah was a 31-year old married woman at the time of her recruitment. Leah was raised in 

Tasmania, and her husband was from Victoria. Most of their family was based in Tasmania. 

Leah worked as a nurse, and stopped working approximately six weeks prior to her due date. 

She was cared for under the MGP program, and her baby was born vaginally at 39.5 weeks 

gestation at the LGH. She breastfed her baby until approximately 10 months postpartum, and 

also returned to part-time work at this time. 

 

5.2.12 Rebecca  

Rebecca was a 26-year old married woman when she joined this study. Rebecca and her 

husband were both from Launceston, and had strong family and church ties in the 

community. Rebecca worked as a researcher and counsellor, and was working up until nearly 

the end of her pregnancy. She was cared for under the MGP program, and birthed her baby 
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vaginally at the LGH at 40 weeks gestation. She returned to work at approximately eight 

months postpartum, and was still breastfeeding her son at 12 months of age. 

 

5.2.13 Alice 

Alice was a 35-year old woman in a long-term committed relationship when she decided to 

participate in this study. She moved to Launceston from the United Kingdom (UK) two and 

half years previously, and her partner was from Ireland. All of their family live overseas. 

Being from the UK, Alice was unfamiliar with maternity care in Tasmania. She started her 

antenatal care with a private obstetrician, but decided to switch to GP-shared care at 

approximately 20 weeks gestation because she felt she was not gaining anything from paying 

for private care in a city with no private hospital that accommodated births. She worked as a 

communications contractor prior to taking maternity leave. Her daughter was born vaginally 

with forceps assistance at the LGH at 41 weeks gestation. Alice returned to work in a part 

time capacity when her daughter was three months old, and was working four days per week 

by the time her daughter turned one year old. She breastfed until her baby was nine months 

old. 

 

5.3 Chapter summary 

The purpose of this chapter was to provide information about the 13 women that participated 

in this research to allow the reader to contextualise each woman within this study. An 

overview of the participants was provided, followed by information about each individual 

woman and her journey to motherhood. The next chapter presents the findings from this 

study after phenomenologically-informed data analysis was conducted on the interview 

transcripts collected as part of this research. 
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CHAPTER 6: FINDINGS 

6.0 Introduction  

Over the course of 22 months, the 13 women introduced in Chapter 5 were interviewed four 

times each in order to illustrate what it is like to experience first-time motherhood from a 

mental wellbeing perspective in Tasmania. Exploring the lived experiences of these women 

helped to address the research aim of this research: how can mental wellbeing for new 

mothers be promoted? The lived experiences of first-time motherhood that emerged from 

these interviews will assist in providing an answer to this aim. The focus of this chapter is to 

report on the overarching themes that emerged from the 52 longitudinally conducted 

interviews, using the analytic process described in section 4.6.2 of the Methods chapter 

(Chapter 4).  However, before the findings are presented, an exemplar case is presented as an 

example of the practical application of the theoretical analytic process described by Figure 4 

(section 4.6.2), to explicitly and transparently illustrate how the essential and overarching 

themes were determined. After this exemplar case has been explained, the findings are then 

presented by interview ‘time-set’. Figure 5 in section 4.6.2 provides a visual representation of 

the time-set concept, wherein each collection of 13 interviews is presented as a separate data 

set (i.e., Interviews #1, 2, 3 & 4). The overarching themes for each time-set of interviews are 

presented. Each of the overarching themes is described and then supported with direct 

evidence from the participant interviews. At the end of each section, a summary of the 

overarching themes is presented through the description of a ‘persona’ representative of the 

13 participants. This persona is used as a tangible representation of the overarching themes 

that emerged after the phenomenological analysis was conducted. 
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6.1 Step-by-step process of identifying themes in hermeneutic phenomenology 

The wholistic and selective reading approaches associated with van Manen’s (1997) and 

Thomé’s (2004) analytic process for use in hermeneutic phenomenology are illustrated in 

Figure 4 in section 4.6.2. This diagram explicates the theoretical underpinnings for the 

analytic approach used in this thesis, and this approach was applied to each of the 52 

interviews conducted. Before the findings of this study are presented, the Interview #1 time-

set will be used as an exemplar to illustrate the analytic process specific to this research. 

Table 2 provides a sample of how an essential theme emerged from one interview in the 

Interview #1 time-set. 

 

Table 2. Example of revealing one essential theme in one interview (Olivia, Interview #1) 

 

Wholistic Reading Approach 

Entering motherhood requires support from people who understand what needs exist during this time of 

transition. The idea of giving birth creates some stress, but thinking about the time after baby arrives is 

more overwhelming and frightening as it is a new, unknown reality for which there is no clear and 

effective way to prepare. 

 

Selective Reading Approach 

‘We actually looked at the process of giving birth … and I think that kind of, it didn’t freak me out, but 

I think it made me uncomfortable because I want to try and have a natural labour, but then when I 

look at the pain relief that’s available I don’t like any of those options [laugh]… so other than the 

gas, like there were no, like when I looked at the epidural and how that works, I was like, ‘oh 

Jesus’…freaked me… the needle in your back and the fact that you’re stuck on the bed… 

everything about it, I was like, that really actually makes me feel sick, just the idea of it.’ 

 

‘I guess that’s kind of one thing that’s on my mind. If I get so far, and the natural stuff’s just not 

working, like, what am I going to do? (laugh) ‘Cause I don’t like the other one.’ 
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‘Yeah, and so I think even though I know that labour’s not going to be the most pleasant experience of 

my life, I’m not scared of it…’ 

 

‘I’m finding the yoga classes are really helpful in terms of the lady that runs them, she just focuses a lot 

on teaching you how your body is designed to give birth, and so there’s a couple of poses that we do 

that deliberately make you uncomfortable. And she’s like, just sit there with being uncomfortable 

and get comfortable with not liking it.’ 

 

 ‘I was actually a bit anxious, like ‘oh God, everyone seems to find this [breastfeeding] really hard’, and 

it seems to really upset people. So that, I think I was actually more anxious about that than actually 

having the baby (laugh). And so after the breastfeeding education class, I was like, I feel a lot better. 

There was a lot of information in there. Practical stuff and knowing that like that there are lactation 

consultants you can just go and see, and it’s.. yeah it’s normal that it’s a bit tricky.’ 

 

‘So, I’m more like, I literally have no idea what I’m doing…. I’m going to have this little person, and 

I’m going to be winging it (laugh).’ 

 

‘I’m still a little bit nervous cause it’s the unknown, but um, I’m definitely.. I think I’m at the point in 

the pregnancy where I’m like, ‘you can get out now’ (laugh).’ 

 

Writing and Rewriting 

There are elements of giving birth that are scary, but the concept of new motherhood, which is an 

unknown reality full of new and challenging experiences, is more daunting, especially given I feel like 

‘I literally have no idea what I’m doing’. 

 

Essential theme 

The impending unknown reality of new motherhood is more daunting than the thought of giving birth. 

 

 

 

Each of the 13 interviews in the Interview #1 time-set had between four and eight essential 

themes emerge from the process of engaging in the hermeneutic circle of analysis and 

reflection, with a total of 70 essential themes. For Olivia’s first interview, four essential 

themes were recorded. These are revealed in Table 3. 
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Table 3. Example of essential themes revealed in one interview (Olivia, Interview #1) 

 

1. The impending unknown reality of new motherhood is more daunting than the thought of 

giving birth. 

2. Support that feels helpful, from people that understand the situation, is wanted. 

3. Care from a known, trusted health care provider throughout pregnancy, birth, and beyond, is 

important. 

4. Being pregnant has meant experiencing unexpected judgement from friends, especially those 

who are already parents. 

 

 

For the entire Interview #1 time-set, nine overarching themes (as per Thomé et al. 2004) 

emerged as significant across the time-set, therefore representing the commonalities in the 

lived experience of the participants for this stage on their journey to motherhood. In order to 

formulate these overarching themes, essential themes from across all 13 interviews were 

grouped according to thematic similarity. In essence, the nine overarching themes were 

distilled from the 70 essential themes. Table 4 illustrates the overarching theme into which 

the essential theme illustrated in Table 2 was placed, as well as the other essential themes that 

were placed into this overarching theme.  

 

Table 4. Example of the 11 essential themes comprising one overarching theme for the 
Interview #1 time-set 

 

1. Uncertainty about what giving birth will be like can be worrying.  

2. The impending unknown reality of new motherhood is more daunting than the thought of 

giving birth. 

3. Different elements of being a new mum are stressful to me, including the idea of breastfeeding, 

and having my body in the public eye.  

4. Giving birth and motherhood is going to be hard. And I feel like I have accepted that.  

5. I am taking a pragmatic approach to this pregnancy and impending birth. I have expectations, 

but I try to keep them measured. I hope I don’t feel isolated and lonely.  
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6. I am anxious that I have no way to predict what my child’s birth will be like or how long it will 

take.  

7. The fact that I am struggling with my body image has taken me by surprise.  

8. I am worried about being bored, and feeling restricted by the baby.  

9. I lack experience with children and this makes me a bit nervous. I’m also worried about lack of 

sleep and something being wrong with baby.  

10. I am worried about the unpredictability of birth, and ending up with an unplanned c-section. 

11. My worries span both the birth and the time after. I worry about how my relationship with my 

husband will change. 

Resultant overarching theme: Uncertainty about birth and motherhood 

 

The nine overarching themes that emerged from the Interview #1 time-set are used as a 

framework to present the findings from this time-set, with supporting evidence provided from 

interview transcripts. Each of the three subsequent time-sets of 13 interviews (i.e., Interviews 

#2, 3, & 4) were taken through the same analytic process, and the resulting overarching 

themes are presented in their entirety in the remaining sections of this chapter. 

 

6.2 Interview #1 

6.2.1 Overarching themes 

Interview #1 occurred in the final trimester of pregnancy. There were nine overarching 

themes that emerged from the Interview #1 time-set of 13 interviews. Each overarching 

theme was comprised of between three and 13 essential themes, garnered from the verbatim 

interview transcripts. The overarching themes will be presented and discussed with excerpts 

from the transcripts used to support each theme. Table 5 lists the overarching themes from the 

Interview #1 time-set. 
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Table 5. Overarching themes from Interview #1 time-set 

 

1. Support sources and delivery 

2. Nature of antenatal healthcare 

3. Identity loss 

4. Awareness of mental wellbeing 

5. Role of expectations 

6. Uncertainty about birth and motherhood 

7. Control 

8. Previous life experiences 

9. Judgement 

 

 

 

6.2.1.1 Support sources and delivery 

Every participant discussed support during Interview #1, and most of these discussions were 

anticipatory: women considered who would support them once their baby was born (partner, 

family, friends, and peers), the adequacy of this support, and the ideal nature of this support.  

All 13 participants were in a heterosexual relationship with the father of their baby at the time 

of Interview #1, and most anticipated relying on their partner for emotional and practical 

support once the baby arrived. Jill said she felt ‘very lucky that I have a husband that wants to 

be a part of it all’. Leah related that she felt ‘really well supported’, and that her husband was 

‘really, really good’. Hannah said she thought her husband would provide ‘most of [her] 

emotional support’, and Emily described herself and her husband as ‘a pretty good team… 

we’ve got a really good friendship… a lot of support’. Rebecca stated that she planned to 

share childcare tasks with her husband when their baby arrived: 
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My partner, he’s very good cause he’ll even say, ‘I’d probably be the one to get up, 

but I can’t if you’re breastfeeding’, so having him to help out, and I guess 

establishing boundaries and what we want prior to it all happening so we don’t have 

that big blow up.  

Some participants were more ambivalent about partner involvement, and worried that their 

partner was not excited, or felt anxious about their baby’s arrival. Alice stated that her 

husband was ‘apprehensive about how things will change… and he didn’t, although he denies 

it now, he didn’t ever particularly want to have children, I don’t think.’ Similarly, Julia 

related that ‘sometimes I wasn’t sure if he really wanted the baby’, and worried that she could 

not ‘trust him’ to complete child care tasks reliably with their baby.  

 

One participant, who was with a partner she perceived as unsupportive, felt she was missing 

out on an important source of potential support from her partner, and instead had to fill this 

role herself. Kate claimed that this lack of support was: 

Really isolating for me ... Which is why I’m trying to get these little plans in place to 

look after myself if and when it all falls apart … He’s a really nice guy to have a chat 

to, but he doesn’t do anything at home. No washing, no cooking, cleaning… I do 

everything for him ... There’s no emotional support, there’s no physical support, 

there’s no nothing (laugh). 

Family was also a source of support that was discussed. For participants with family living 

locally, many planned to rely on them for practical support. Lucy said ‘we’ve got lots of 

supportive family around us’, and Rebecca stated ‘we literally have the most ideal situation. 

Like, [our families are] five minutes either side (laugh). And they’re all very hands on, we’re 

all very close’. 
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Some of the participants had no family living locally. In some cases, parents and family 

members were willing to travel to provide assistance, and participants expressed how 

valuable it felt knowing their families would be willing to help them if needed. Emily spoke 

of her parents, who lived interstate, and stated that if she needed ‘at any time they’ll jump on 

a plane. It’s not that far’. Kate’s two brothers, who lived interstate, planned to ‘come down a 

week at a time’ to help. However, Kate also relayed how hard having them away would feel 

when she could not ask for help on short notice: 

I know that I’m going to struggle, and I mean my family back home, they’re really, 

really, really supportive, but not having anyone down here that I can actually call and 

say ‘can you please come and watch this child for an hour so I can go and have a 

bath’ is what I think I’m going to struggle with. 

 

Support from friends and peers was another resource discussed frequently. Grace described 

the support she received from her female friends: 

I’m surrounded by all these amazing women, who are just, a massive source of info… 

Yeah, they’re like ‘if you have any questions ask’, and I’ve got friends from back in 

Western Australia that are giving me heaps of advice…  

Vera mentioned how ‘very grateful’ she was to meet two other pregnant women to ‘swap 

symptoms with’ at her prenatal yoga class. Olivia also recounted her attendance at a prenatal 

yoga class, where she met several other women with due dates near hers, and hoped that there 

‘might be a bit of a support group that can come from that’. Alice, who was new to 

Launceston, discussed her effort to make new friends during this time. When asked if she felt 

like she had a supportive network of friends, she replied: 
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Yes. I feel like I do now. I think maybe I didn’t when I first got pregnant … I don’t 

think I had any real friends who had kids. So I made a concerted effort to… try and 

meet some new people who were in the same boat … And it's actually been fantastic.  

Hannah discussed her gratitude for her ‘loving’ church community, and how she suspected 

they would bring ‘around a lot of food, and the older women [would] be trying to help out as 

much as they [could]’, and Emily recounted her excitement over having a close friend also 

due with her first child at a similar time: ‘One of my really good friends is due ten days 

later… So, I think that will be nice to share’. Emily also mentioned her friends who were 

already mothers as a valuable resource for information: ‘I feel like my friends will be really 

good resources. And they have been so far’. This sentiment was shared by Vera, who noted 

she had quite a few of her friends with children ‘on speed dial’ to answer any questions. 

The nature of support offered was mentioned repeatedly, as illustrated by Grace’s discussion 

about practical help. She related how much she appreciated the offers of help from her friends 

who lived locally. She mentioned specifically the ‘sisterhood’ she wished was more prevalent 

in our culture, and also how much she appreciated that her friends’ offers of help were not 

contingent on her being available to socialise: 

I had a girlfriend at work ask me whether I would mind if she got a bunch of girls 

together, that I know, to cook us a bunch of meals every night for the first two weeks, 

and I was like, ‘Are you kidding me? That’s amazing!’…  I was just so touched. I was 

like, that’s what we’re missing. Like, we’re missing that sisterhood… ‘oh my God, I 

know how hard it was, I will come and cook you a lasagne and leave it on the 

doorstep ‘cause I know you don’t want to see me ‘cause you’re looking like shit and 

you’re going to be angry’ (laughing)… so I’ll leave it here with a nice little note, 

knock on the door, and run away!  
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Hannah regarded her mother and mother-in-law, and decided ‘they’ll try to help in different 

ways… I can be very honest with either of them and say ‘this is helpful’ or ‘this is not helpful’ 

and they’ll be very happy to take that on board’, which illustrated the importance of 

communicating the nature of support desired. Julia worried that her mother, who would be 

readily available to help with the baby, would ‘take over a bit… she’s never been good at 

teaching.’ Olivia’s parents planned to visit from overseas when her baby arrived, but she asked 

for ‘… two weeks for them to leave us alone’, a sentiment shared by Alice, who hoped ‘for a 

bit of time to ourselves’ before her mother arrived to help with the new baby.  

 

Sometimes receiving help from family and friends was not easy, even when the support was 

available. Vera stated outright that although her family was overseas, they would have been 

‘happy to come and help… [but] I don’t really want them here. So it’s one of those 

situations’. Alice mentioned how she had to ‘be careful’ with her mother, and to ‘practice 

tolerance’ with her efforts to help. Rachel also discussed the need to ‘establish boundaries’ 

with her in-laws: 

I love [my parents-in-law], they are wonderful, but it will be more establishing rules. 

Going, these are my rules… ‘cause one of the things was, when [my sister-in-law] gave 

birth … she had an emergency caesarean. And we were at the hospital, and everyone’s 

had a cuddle of her daughter, and she hasn’t even touched the child. And I went, ‘that 

is NOT happening!’ … whereas they don’t see a problem with that…. 

 

6.2.1.2 Nature of antenatal healthcare 

Antenatal care provided by a healthcare practitioner was another form of support experienced 

by the participants. The model of maternity care used by participants was frequently 
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discussed. Often, these discussions were centred on either the presence of continuity in the 

care received, or its absence. Whether a participant found continuity of care desirable or not, 

it was something that tended to play a role in the model of maternity care chosen. Four 

participants were cared for by the Midwifery Group Practice (MGP), based out of the 

Launceston General Hospital (LGH). Grace reported that the continuity of care was ‘one of 

the big things that we liked’ about the MGP, and she was happy that ‘unless something crazy 

goes wrong … we will have at least one of the [MGP] midwives at our birth’. Leah, also an 

MGP patient, defined continuous care as ‘very important’ to her, and one of the main reasons 

she chose the MGP. Rebecca found it ‘good to have the same face’ at each antenatal 

appointment, and appreciated that if she had any issues, she was able to directly message 

someone she knew. The postpartum care provided with the MGP was the main reason 

Rebecca chose this model of care, but even this extended (~10 days vs. 1-2 days in the 

standard public system) length of care was deemed inadequate by Grace and Emily.  

 

Alice, a public patient, said the continuity of care in the MGP was attractive, and if she had 

another child, she would choose this model of care: ‘I think it’s [appealing] getting to know 

someone…that will be there on the [birth] day.’ Jill, a public patient with GP shared care, 

said she found familiarity with her care provider did ‘help’, and it was ‘nice to go to 

someone… that knows you’. Emily was cared for by a private obstetrician. She appreciated 

that he was with her ‘the whole journey through’ and that he knew her ‘really well’.  

Rachel, a private patient, appreciated the ease of access to her known obstetrician afforded by 

this model:  

I had a bit of an incident a few weeks ago, and I rang [my obstetrician]’s practice, he 

rang me again on his private mobile at 7:00 at night, he met me at the labour ward at 

8:00 at night to check in on me… 
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Olivia, a private patient, was not familiar with the public model of care in Tasmania as she 

was from overseas. She was not happy with the idea of ‘seeing a different person every time’, 

and ‘found it really strange’. On the other hand, Julia expressed that she hoped that any 

healthcare provider present at her birth would be someone she had not met before: ‘I think 

maybe it will be better’ she said, to preserve her ‘anonymity’. Kate also did not mind whether 

she knew her care provider and said ‘I don’t really care, to be honest… they all do the same 

thing, really. As long as they let me have a shower, I’m fine.’ 

 

Another element of antenatal care discussed frequently was the type of relationship the 

participant had with her care provider. Participants frequently mentioned the nature and 

quality of interactions they had with their care providers. Olivia noted the importance of 

having a care provider who did not ‘annoy’ her, as she was a ‘bit particular’, and if she did 

not like her care provider, especially during the stress of labour, she imagined it would be ‘a 

disaster’. Grace switched from private obstetric care to MGP partway through her pregnancy, 

and stated: 

Our very first meeting with [our midwife], we learned more about my pregnancy and 

what labour might be like … than we have in the whole time we were seeing [my 

former obstetrician]. And that’s not a reflection on him… it [was just] more that 

medicalised view of pregnancy. When we spoke to [my midwife], it was like speaking 

to a friend. It was different. 

Grace also noted that sometimes her midwives gave her conflicting advice. She surmised this 

was because they were ‘women that have their own ways’, and that this went ‘hand in hand’ 

with the ‘more personalised level of care’ provided by the midwives, as opposed to the 

‘textbook’ information she perceived that her former obstetrician provided. Alice also started 

in private care and later switched to the public system. She thought she got ‘more from the 
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midwives… more time, more support maybe, more information.’ She relayed that when she 

saw the private obstetrician, she ‘imagined’ that she was paying for ‘service that’s some gold 

standard, but it was very perfunctory’. Vera, who was cared for by an independently 

practising midwife, felt the care she received was ‘quite natural’, and ‘needs-based… 

sometimes we [would] just sit and chat’. She found this type of care to be ‘very relaxing’.  

 

6.2.1.3 Identity loss 

Loss of self, or loss of identity, was discussed by numerous participants. As Grace observed, 

once her baby arrived, she would not be thinking solely about herself anymore, and that she 

would be thinking about her baby. Often this sense of loss was manifested when leaving work 

was considered, as Vera recounted: ‘I feel disappointed with myself for the fact I’m now 

basically a mother unemployed. That’s kind of like the last thing that I wanted’. When asked 

if this feeling was influencing her self-identity, she replied: ‘Yes, massively. Because I very 

much identify myself through my work.’ Rachel echoed this idea, stating ‘I’m quite career-

minded’ and that it will be ‘strange’ to give up working, even temporarily. Lucy noted she 

was ‘scared’ to stop working because she ‘just [didn’t] know how’. Emily felt a loss when 

she imagined she would no longer ‘be needed’ at work, and noted it would be a ‘challenge’ to 

let go of that aspect of her life. Hannah related that although she hoped her identity ‘wasn’t 

just her career’, she thought it was likely a big part of it, and Julia stated that she could not 

‘imagine [she was] going to cope with not working’ and she thought it would change her self-

identity because work was her ‘security blanket’. 

 

Leah spoke more broadly about her sense of identity loss, stating: 

All of a sudden [with pregnancy], you just get treated differently. So differently… 



 
 
 
 

129 
 

even with good friends…it’s not me, it’s me and the baby now…everyone wants to 

know about the baby…It’s like, I’m not just the baby house… even the prenatal stuff, 

it’s not about me. It’s only about me because I’m housing the baby… it’s not like, 

‘How are YOU feeling?’, you know? 

Leah also found it confronting that for the first time, during pregnancy she was not able to 

make ‘the decision that [she] wanted to make’ for herself. Vera remembered considering how 

she could maintain her sense of self during an antenatal class when the instructor mentioned 

the concept of, ‘first there is me, then there is we (as in you and your partner), and then 

there’s three’. She described her feelings about this concept: ‘In a lot of families it’s not like 

that at all… it’s the child, and the child, and the child. I certainly don’t want to end up 

there… so it’s kind of important I look after myself first.’ Emily also mentioned that her 

‘biggest worry’ was ‘probably the change in [her]self as a person’, and that she would have to 

‘accept a new identity as a mum’. 

 

6.2.1.4 Awareness of mental wellbeing 

Most participants had considered the impact of impending motherhood on their own mental 

wellbeing in some way. Vera had seen a psychologist in recent months to try to deal with the 

‘baggage’ from her parents and her family because she ‘definitely’ did not ‘want to bring 

that’ into her family. Grace discussed strategies she had for maintaining her mental wellbeing 

prior to and during her pregnancy: ‘My mental wellbeing once upon a time was all about me, 

and focus[ed] on me… talking about issues, voicing my troubles with my friends…’, but she 

surmised that after her baby was born it would ‘probably change’ and thought it would 

probably ‘just look different, I think’. Emily said that her mental wellbeing after her baby 

arrived was something she was ‘wary of’, and said she planned to take steps to ensure she 
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stayed well from a mental wellbeing perspective. Rebecca said she thought her husband 

would make sure she was staying aware of how she was feeling: ‘If he thinks I’m down or 

something, he’ll always ask’. Kate said that one of the reasons she wanted to participate in 

this study was to try to maintain her mental wellbeing:  

Because I don’t have any support down here, I acknowledge the fact that I probably 

will struggle afterwards, so I thought doing this [study] is … a less daunting way to 

acknowledge the fact that I’m not feeling ok, instead of actually going to someone and 

saying, ‘Hey, I’m having a really tough time’, [participating in this research] will 

force me to actually be honest with myself in …  a really unstructured environment 

where I’m not sitting here being counselled. 

Several participants mentioned that getting out of the house was something that helped keep 

them mentally well, and something they planned to continue once their babies arrived. For 

example, Leah said ‘I think I’m just going to have to get out’, and Hannah stated she would 

‘actively make an effort to go out’. Hannah, along with several other participants, also 

mentioned that social contact helped her stay mentally well.  

 

6.2.1.5 Role of expectations 

Expectations of new motherhood were discussed by every participant. As stated by Grace: 

I don’t feel worried, I feel excited, and I feel like (laugh) it’s going to be so far from 

anything I’ve ever experienced that it doesn’t matter… I couldn’t even imagine it now 

what it’s going to be like. I just think it’s going to completely change my life, I’m 

going to be faced with all these challenges that I can’t even foresee now, I’m going to 

have this person that’s dependent on me 24/7, and I’ve got no expectations, so I’m 

just trying to be realistic. 
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Most participants expressed that they expected their lives would change when their baby 

arrived. Rachel said, ‘I’m a realist’ and she knew there would be ‘highs and lows’. Rebecca 

stated that she was ‘sure’ her life would change in a way she could not yet understand, and 

expressed that ‘having the expectation your life isn’t going to have to adjust is really setting 

yourself up for failure’. As Emily said, ‘I think every parent…thinks, ‘Oh it’s going to be like 

this, or I’m going to be this sort of parent’… I put pretty high expectations on myself’. Lucy 

recounted how she had considered that her very busy and full schedule would have to be 

adjusted when her baby arrived: ‘I’m not going to be able to do this [anymore]’. At the same 

time, she acknowledged that ‘the reality of motherhood’ would likely be so different to what 

she had ‘imagined’.  

 

Some participants focused their expectations on what they hoped their daily life would look 

like. Leah hoped that she would be able to ‘just put [the baby] in the pram while it has its nap 

and I can do some gardening… that’s what I would love to do. I hope that happens’. Kate was 

determined that her baby would ‘love the car, she has to!’, but was also trying not to set 

herself up for failure by expecting to have a ‘routine down pat’, and wanted to be able to 

‘cope with the day to day’. Julia discussed the routine she planned to put into place when her 

baby arrived: ‘definitely… the baby’s going to let me go for a walk every day’, and she 

described a sleeping and eating pattern she had read about in a parenting book that she 

planned to try to implement. Alice expressed that she expected she would not be ‘someone 

that wants to spend all day at home with the baby’, and wanted plans in place to get out of the 

house, a sentiment shared by several participants.   

 

Many participants expected they would not have as much time to themselves once their baby 

arrived. Some expected to feel lonely: as Alice stated, ‘I’m expecting at times to feel 
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isolated… but I guess I’m hopeful that there’ll be enough people around that at least I won’t 

feel lonely too often’. Boredom was another expectation expressed by both Emily and Leah. 

Leah also expected to feel ‘restricted’ by the baby. 

 

6.2.1.6 Uncertainty about birth and motherhood 

Uncertainty about both the process of giving birth and also becoming a mother were 

discussed frequently. When she reflected on her impending birth, Grace stated that she did 

not ‘know what’s going to happen’, and Olivia said, ‘I’m … nervous because it’s the 

unknown.’ Intervention in the birth process was mentioned repeatedly. Grace specifically 

mentioned the possibility of having an induction as something she was worried about: ‘If I 

get induced, I’m like, ‘Crap!’, because I kind of wanted to labour at home for quite a while.’ 

Olivia commented on feeling uncomfortable talking about potential interventions in antenatal 

class: 

I think it made me uncomfortable because I want to try and have a natural labour, but 

then when I look at the pain relief that’s available I don’t like any of those options 

(laugh)… so other than the gas, like there were no, like when I looked at the epidural 

and how that works, I was like, ‘oh Jesus’…it freaked me out… the needle in your 

back … and the fact that you’re stuck on the bed… everything about it, I was like, that 

really actually makes me feel sick, just the idea of it.  

Kate felt worried about ‘not being able to see the light at the end of the tunnel’ while she was 

in labour, and felt anxious about her labour ending in an unplanned caesarean section, as did 

Jill: ‘I’m a little worried… that I might go into labour and end up with an emergency c-

section… which wouldn’t be ideal’. Rachel also stated the ‘worst case scenario’ for her was 

‘going down a vaginal birth option and ending up emergency caesarean’.  
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Many participants felt reluctant acceptance that they had to go through labour and birth, and 

that, as Leah put succinctly, ‘it will just happen’. Lucy echoed this sentiment, and said ‘I know 

it’s going to happen, and I trust my body… I know it’s going to hurt, but it’s got to come out’. 

Olivia said ‘I know that labour’s not going to be the most pleasant experience of my life’, but 

knew it was inevitable. Vera noted that she had ‘invested quite a bit of time in not being worried 

about’ labour, because from everything she had learned, ‘the worst thing to do is be worried 

about the birth’. Julia said ‘I know it’s going to be gross and uncomfortable. I’ve just accepted 

it’. Jill, who had a planned caesarean section scheduled, was ‘grateful’ and ‘felt lucky in a 

sense’ to eliminate some of the uncertainty about labour and birth. 

 

Many of the worries expressed by participants about the time after their baby arrived were also 

rooted in uncertainty. Fears about the baby having a medical complication were mentioned. 

Vera said ‘I guess I’m a bit worried that something’s wrong with the baby’, and Hannah also 

stated ‘I suppose I am a little bit concerned about whether the baby will be healthy or not’, as 

did Julia, who worried ‘something could be wrong with the baby’. Alice was most concerned 

about stillbirth: 

My only anxiety really is around stillbirth. I think I’ve always maybe just thought one 

step ahead in terms of worrying about things. So I think I’m still at the stage where 

I’m worrying about getting the baby out alive.  

Trauma to one’s own body was also mentioned by Rachel who worried about a caesarean 

section and being ‘ripped from pillar to post’, and Hannah was ‘scared’ about ‘potential 

traumas’ to her body. Lack of sleep after the baby arrived was another common worry. Many, 

including Hannah, noted being ‘a bit concerned with not having enough sleep’. 
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The sentiment of not feeling prepared for caring for a baby was mentioned frequently. As 

stated by Olivia, ‘I literally have no idea what I’m doing … I’m going to have this little 

person and I’m going to be winging it’. Julia said, ‘I think I was a bit of a party girl that just 

kept drinking with people who would still drink with me. I haven’t got that much experience 

with babies’. Jill worried because she could ‘see how fragile they are. I’m a bit worried about 

all those first experiences’. Vera grew up as an only child, and felt ‘intimidated’ having not 

spent much time with babies, and Hannah mentioned ‘it’s my first time – I have no idea’. 

Leah felt worried about her baby’s reliance on her: ‘I’m a little bit worried, that if I’ve got 

this thing that’s teething or sick or whatever, and just wants me, and I don’t really want it’. 

 

Breastfeeding was another source of postpartum worry for some participants. All 13 

participants stated they planned to try breastfeeding their baby, but most had anxieties or 

uncertainties about the process. Olivia said she was ‘a bit anxious, like, ‘Oh God, everyone 

seems to find this really hard’’. Lucy said she would ‘probably be very worried about that 

part of it. Because… I know the value in breastmilk, and I also know there’s a lot of pressure 

about doing it’. Alice said she was ‘expecting it to be challenging’, as was Rebecca who said 

she thought it would be a ‘difficult thing’ and would try to be ‘as informed as possible’ 

before starting. Jill also said she was ‘a bit scared’ about breastfeeding and that she had heard 

‘so many horror stories’. Rachel mentioned that she felt considerable social pressure to 

breastfeed.  

 

Some participants worried about how the new baby would impact their relationship with their 

partner. Alice stated she worried about ‘the pressure it could put on the relationship’, and 

when Hannah was asked if anything was causing anxiety for her, she said she worried about 

‘the change to our lives’ for her and her husband. She wondering if their relationship was 
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going to change, and if the change would be ‘better or worse’. Lucy shared these worries, and 

was teary when she spoke about her husband and how ‘he likes his life’, and the frustration 

she felt when people told her that her ‘life is going to change, but they make it sound like a 

negative thing’. 

 

6.2.1.7 Control 

Related to feelings of uncertainty is the notion of control. Many participants expressed 

thoughts and ideas about control, and specifically, how they anticipated the arrival of their 

baby would impact their own sense of control over their lives. Kate referred to herself on 

multiple occasions as a ‘control freak’, and related that she anticipated ‘struggling’ with the 

loss of control over her life she suspected having her baby would bring with it. Lucy shared 

this worry, and stated, ‘control is a big thing for me in my life. I do have a lot of control over 

lots of things… and I know I’m not going to be able to control my life as much when I have a 

baby’. Leah also referred to herself as ‘a little bit of a control kind of person’, and thought 

that the idea of losing control of her life ‘was my most kind of tetchy point’. Rachel, who 

described herself as ‘quite a planner’, explained the ‘rules’ she wants in place once her baby 

is born: 

My concerns are, and I’ve been quite adamant I suppose, I’ve said, ‘No family for 24 

hours’. Stay away from me for 24 hours. I want to be able to bond, I want to be able 

to get breastfeeding started ... So it kind of made me feel a bit more comfortable about 

what to expect … I’ll be looking forward to getting home and going, ‘Stop telling me 

what to do, let me work this out myself’. 
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Jill mentioned how she ‘hated’ the uncertainty and unknown elements about entering her 

upcoming new reality. Hannah also stated that she liked to feel ‘in control’. She went on to 

explain further about the role her spirituality played in her need for control in her life: 

Because I’m Christian, I always think God’s in control, and a lot of stuff I just can’t 

control. So I’d like to think that I’ll be able to trust that God is in control and be ok with 

that, but my personality’s such that I LOVE to be in control.. and have it go my way… so 

the moment [I found out I was pregnant] I was surprised … then after a while I realised 

there’s more and more stuff I can’t control.  

 

6.2.1.8 Previous life experience 

Participants frequently related back to previous experiences that influenced aspects of their 

approach and attitude toward impending motherhood. Rebecca’s community influenced her 

perception of motherhood: ‘We’ve got all these Dutch women who are born to have kids and 

they… just excel throughout it and make it seem like it’s no big deal and always look 

beautiful’. Kate spoke about her mother, and how when they moved interstate to Tasmania 

together, her mother quickly ‘abandoned [her] again’, which resulted in her placing high 

value on being self-sufficient. Jill had abdominal surgery as a teenager, and said that in the 

lead up to her planned caesarean section, this past experience with surgery made her ‘feel 

more secure’, having dealt with a similar experience in the past. Leah’s mother was a 

midwife, and growing up watching her mother attend births and develop lasting relationships 

with women in her community became ‘kind of something ingrained – that’s how you do it’, 

and resulted in her choosing Midwifery Group Practice for her own pregnancy. Vera and her 

husband were both born with the assistance of midwives at home, and this influenced her 

choice to ‘aim for [a] homebirth’ with her own pregnancy. Rachel had several miscarriages 
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before her successful pregnancy, and as a result was reluctant to allow herself to feel 

excitement about her baby: ‘I can’t go … getting excited over something that may not 

happen… I’m not going to allow myself to get excited until such time as I’m past the safe 

point’. Hannah worked in the medical field herself, and found her experience at work 

influenced her perception of her pregnancy and impending birth: ‘I always think of the worst-

case scenario with the birthing process’. 

 

6.2.1.9 Judgement 

Feeling judged, criticised, or having the perception that people felt entitled to make 

comments about pregnancy, impending birth, and future parenthood was a sentiment 

expressed by many participants. Emily was surprised by how often people would comment 

on the size of her pregnant belly: ‘I am quite small…and [people] go ‘oh gosh, you’re 

tiny!’… and I then [felt] the need to say, ‘Everything’s fine, the baby is a good size’’. Rachel 

also found that people commented on her pregnant body: 

Ah, look, you know it is very strange that people go… ‘My, aren’t you getting big?’ 

I’m like really?? (laugh). It wouldn’t be the same as ‘My, aren’t you getting fat? 

Olivia found that when she would tell people, even her friends, about her plans for returning 

to work after her baby arrived, several said, ‘Oh! That’s a bit early!’… which felt a bit 

judgey’, something Lucy and Rachel also experienced.  

 

Emily practiced a vegan diet during pregnancy (and for ‘a very long time’ pre-pregnancy), 

and also found people would question this choice, and she was frequently asked ‘is the baby 

getting all their nutritional needs?’, which she found distressing and somewhat insulting. Kate 

experienced ‘mum shaming’ by one of her closest friends for consuming an energy beverage 



 
 
 
 

138 
 

(e.g., Red Bull) whilst pregnant. She also felt judged by another friend who told her that her 

‘control freak’ personality was ‘not compatible with having baby’. Leah felt the moment she 

revealed her pregnancy to anyone, she was ‘treated differently, so differently’, and she felt 

‘not shame… but… social judgement’ for being pregnant.  Rachel described pregnancy as ‘a 

very interesting social journey’. She felt frustrated when people would make prescriptive 

comments about her life and behaviour, such as, ‘Oh! You should be resting’, and felt 

defensive as she tried to deflect these comments: ‘I’m sorry, I don’t feel like I need to rest’. 

 

6.2.2 Summary of Interview #1 findings 

The lived experiences of the participants in the third trimester of their pregnancies are 

illustrated by the nine overarching themes presented in the preceding section. The 

overarching themes represent commonalities in the experiences of these women. By 

examining these themes, a persona of a woman living through the end stages of her 

pregnancy in Tasmania can be created. This woman is thinking about her future and how it is 

about to change, in ways yet unknown to her. She is considering who will support her, and in 

what ways. She is thinking about her antenatal care, what giving birth will be like, and how 

she will handle these events in terms of her own mental wellbeing. She is wondering how her 

identity might shift as she enters motherhood. She is thinking about her career: what role it 

plays in her definition of self, and what taking time away from work will mean for her. She is 

thinking about how much she does not know about what is to come, and is trying to manage 

her expectations. She has never given birth, and she has never been a mother before, and 

there is a high amount of uncertainty in her situation. This uncertainty means she is thinking 

about both what she can, and what she cannot, control. Her previous life experiences play a 

role in how she is thinking about the new, unknown reality she is about to enter. She is 



 
 
 
 

139 
 

considering the judgement of others that she has already felt while pregnant. By the next 

interview, this woman has entered into motherhood and is adjusting to her new existence. 
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6.3 Interview #2 

6.3.1 Overarching themes 

Interview #2 occurred in the early weeks of the postpartum period, with the earliest 

interviews occurring at 2.5 weeks and the latest at 8 weeks after the birth of the participants’ 

babies. This range in dates was due to circumstances beyond the control of the researcher, 

including illnesses of mothers and babies, hospitalisation, travel plans of the participants, and 

general convenience and availability. It is not suspected that this temporal variance impacted 

the interviews in any substantial way. Eight overarching themes emerged from the Interview 

#2 time-set of 13 interviews. Each overarching theme was comprised of between five and 13 

essential themes, garnered from the verbatim interview transcripts. The overarching themes 

will be presented and discussed with excerpts from the transcripts used to support each 

theme. Table 6 lists the overarching themes from the Interview #2 time-set. 

 

Table 6. Overarching themes from Interview #2 time-set 

 

1. Support sources and complexities 

2. Nature of intrapartum and postpartum healthcare 

3. Breastfeeding: unexpectedly challenging 

4. Life with baby: finding a new balance 

5. New experiences 

6. Shrunken world 

7. Identity shift 

8. Emotional fragility 
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6.3.1.1 Support sources and complexities 

As in the first time-set of interviews, support was a topic discussed, often at length, by every 

participant. Most participants had positive comments about the involvement of their partners, 

and all participants were still in relationships with their baby’s father at the time of this 

interview. For instance, Grace commented that ‘my husband’s been amazing. He does 

heaps… when he gets home [from work] he cooks dinner’. Emily echoed this sentiment:  

He was … really, really good. He was always keen to be hands on and just get in 

there…he cooks dinner most nights… he gets up in the night … he is very involved, 

and he’s loving it. 

Alice also said that her husband ‘puts in loads of effort with [the baby] in the evenings. He 

plays music to her, and dances, and gives her a bath… spends hours every day telling his 

parents things she’s done for the day. It’s really sweet.’ Expressions of relief and happiness 

that their partners were providing practical help with everything from nappy changes to 

laundry was a common sentiment amongst the participants. The emotional support offered by 

partners was also mentioned frequently. Olivia related how her husband ‘comfort[ed]’ her 

when she had sad moments, and how when she was upset about struggles with breastfeeding, 

he ‘had a chat’ with her, and then she felt ‘a lot better’. Rebecca also expressed appreciation 

that her husband asked her to ‘let him know’ if she was ever feeling ‘really down’, which 

made her feel supported and cared for. Kate, who expressed in Interview #1 that she felt 

unsupported by her partner, related that this was still the case after her baby was born. She 

stated that while her partner would take their baby to a different room in the house once per 

week for the night, she ‘usually’ had their daughter ‘the rest of the time’, and she was 

‘struggling’ with not being able to prepare food for herself, or take a shower, and wished he 

would offer to help with daily tasks.  
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Support from family was also discussed frequently. Julia said that her mother had ‘been 

fantastic’ and ‘definitely’ provided support. Kate’s family visited from interstate to help her, 

and she said having assistance with ‘groceries and that sort of stuff…was really nice’. Jill 

also found having family visit to help out made ‘things easier’. Leah was very enthusiastic 

about her mother’s help: ‘She came yesterday and said, ‘I hope I’m not intruding’. I’m like, ‘I 

would literally have you live here every day of my life! You’re not intruding. Come every 

day!’’. Rachel shared that even though she was ‘quite independent’, when her mother 

attended a child health appointment with her, ‘it was helpful’. Participants without family 

nearby, including Hannah, said that ‘not having any family in Tassie was hard’, and that she 

and her husband were both feeling the absence of familial support.  

 

Friends and peers were another support source discussed by most participants. Some 

participants expressed gratitude for friends providing practical support. For example, Grace 

and Rebecca both had groups of friends dropping off meals at their homes on a rotational 

schedule. Grace described this act of service as ‘so, so helpful’. Vera related regret that she 

had missed out on this kind of practical support, and said she wished she had ‘asked a few 

friends beforehand more directly… to rock up and say, ‘OK, I’m going to cook dinner’ or 

‘I’m going to clean up’ or something. We didn’t really have that at all’. Informational support 

was also appreciated, as described by Vera when she spoke about her friends that already had 

children: ‘in terms of help… it’s more help as in knowledge’. Kate also relied on her friends 

for informational support, as she felt it was ‘easier to get legitimate answers out of people 

who have been through it, rather than go to someone like a doctor or nurse who will give you 

the runabout’. Emotional support from friends, especially other new mothers, was another 

facet of support that was discussed frequently. Hannah remembered texting with a friend in 

the middle of the night, and the camaraderie she felt: 
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I was very stressed, and I was feeding [my son], and then I replied to a friend’s text…  

it was 3:00am, and she replied immediately. She’s got a five-month old, and a two-

year old, so I was like… ‘I bet she’s feeding the five-month old’. And I was like, that’s 

good, we’re both doing it. And we were texting for a bit, and she was telling [me] how 

hard it was for her…And she’s had it a lot harder than me, so it was just really 

encouraging to hear real stories… So she [said] it does get better… just keep 

persevering through it.  

Vera felt grateful for the group of women she became friends with at her antenatal yoga class. 

She related how ‘helpful’ it felt to be able to talk with ‘like-minded’ people about new 

motherhood. Rebecca was surprised by how much she appreciated her peers: 

I would [have] never really th[ought] it was so hard in the first two weeks, but my 

friends were … sending all this really nice advice, and just being like, ‘Ugh, it’s 

really, really hard. It gets better!’ So yeah, that’s been really good. Just lots of people 

that you don’t even think about…reaching out and [saying], ‘How’s it going?’… and 

‘Warning, day three is shit’ (laugh). So that’s been really, really nice actually.  

 

Lucy and Julia both had close friends with first babies approximately six weeks older than 

their babies, and both expressed their gratitude for being able to talk to their friends about 

their experiences, and as Julia stated, to ‘constantly send text messages back and forth’.  

Despite the level of appreciation every participant expressed for support from their partner, 

family, and/or friends, the complexity of receiving this support was evident in participants’ 

discussions. Hosting visitors after the birth of a child can be stressful, as was stated by many 

participants. Many also expressed the limited nature of their mental resources, and how easily 

they became socially exhausted during the early weeks after giving birth. As Olivia said, 

when her parents came to visit from overseas shortly after the birth of her baby, ‘it was a bit 
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stressful. They started to annoy [her].’ Emily also expressed that her parents, who visited 

from interstate, got ‘really antsy’ while they waited for her to go into labour, and as much as 

she enjoyed having them visit, it was ‘awesome when they left’ and ‘cool once we had some 

time to ourselves… it was almost, if there’s other people there it’s not reality’. Lucy 

recounted her conflicted feelings about supportive guests after her daughter was born: 

We had a ridiculous amount of visitors … and that’s been a really difficult thing after 

birth, to manage visitors… and they just haven’t stopped. And of course I’m trying to 

learn how to breastfeed, and it’s awkward when someone’s sitting there. Normally I’d 

[say], ‘no visitors’, but it’s lovely that they want to be engaged, and they want to be 

around her. 

Alice expressed a similar sentiment about her mother, who visited from overseas: ‘it’s nice to 

have her around. But [she’s] another person for me to worry about’. Jill expressed that being 

the host for supportive friends is ‘just one other thing that you’re doing…and it can be a bit 

exhausting’, and she found that when friends were coming to her home to help her, she felt 

obliged to tidy the house, which was ‘really hard’. Leah was exasperated when she shared: 

I get upset when visitors come and they don’t want to hold her. ‘Cause I’m like, ‘This 

is your job! You come to my house, you’ve been baking… and now[you] hold the baby 

so I can run around and do like 50 jobs in 10 minutes and still talk to you!’ 

 

6.3.1.2 Nature of intrapartum and postpartum healthcare 

Another element of support was that provided by healthcare practitioners. Participants spoke 

about both the care they received during their births (intrapartum) and also in the early weeks 

after their births (postpartum). Women who were cared for under the Midwifery Group 

Practice (MGP) had their births attended by a known midwife from the small group of 
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midwives that cared for them antenatally. Grace expressed how happy she was with the 

midwife who attended her birth: 

My midwives were amazing … we got [name of midwife] [for the birth], and she was 

the midwife that we’d seen the most anyway. So that was good. But she was 

incredible. She was awesome. She just made us feel amazing. And she made me feel 

like I could do anything. 

Lucy, also an MGP client, appreciated her midwife’s advocacy during the birth process: 

We were really lucky. We …  just had [my husband], myself, and the midwife for most 

of the time, and she was really an advocate for me, which was wonderful. The 

registrar came in, and said, ‘cause I was pushing for a couple of hours, [that] she 

was going to do an episiotomy and an internal examination and all this stuff, and I 

didn’t really want that. [My midwife] could sense that, without me saying anything, 

and she advocated for me…  

Participants who were cared for under private obstetricians, the public system, or GP-shared 

care models were attended to by the LGH public midwives on duty at the time of their births 

(i.e., they were unknown to the women). Julia said that the midwives she had at the hospital 

during her birth were ‘beautiful, fantastic, lovely ladies’, and Olivia said ‘I was so lucky that 

through the whole labour all of the midwives were so good’, a sentiment echoed by Kate. 

Rachel noted that ‘all the staff were great’, but she was especially pleased with her private 

obstetrician: he ‘was absolutely brilliant. He was worth his weight in gold and what you pay 

him… he was there at 8:00am, [and stayed] through until 11:00pm stitching me up… we 

absolutely love him. He’s fantastic’. Alice was attended by the public midwives at the LGH, 

but had also elected to have both a doula and a student midwife in attendance at her birth to 

provide additional support. Alice appreciated being able to talk to and text with her student 
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midwife ‘all the time’ to ‘get advice’ while she was in early labour, and she found her doula’s 

involvement positive: 

Especially once I had the midwife, I wasn’t quite sure whether I needed the doula or 

not.. I thought … I’ve done all this preparation, I’ve got it covered. And now I’ve got 

this [student] midwife who’s actually medically trained…but it turns out I was in labour 

for so long, and she [the doula] was around the whole time. Like, giving me massages, 

making me food… she was… awesome. 

An independently practising midwife provided Vera with her antenatal care, and the intention 

was for her to attend a homebirth at Vera’s home. However, Vera had a premature rupture of 

membranes at 35.5 weeks gestation, and because she was unable to reach her midwife when 

this occurred, she gave birth at the hospital. The circumstances were not what she had hoped 

for, and she did find this experience disappointing. She recalled that ‘the service wasn’t 

good… and then there was an obstetrician there and he wasn’t very helpful at all’. However, 

a positive experience with one midwife ‘made all the difference’ to her overall birth 

experience, despite her known midwife not being present.  

 

Despite the positive experiences, several participants felt that attention to their needs once 

they were discharged from hospital was lacking. Vera described a nurse reading out a ‘literal 

postpartum check list’, and being asked, ‘‘How’s your mental health? Good? Good! Tick!’ 

And that’s it. As if I would tell them when they have a checklist. I was just like, this is 

ridiculous’. Kate described a very similar experience which left her feeling upset. 
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6.3.1.3 Breastfeeding: unexpectedly challenging 

Breastfeeding was discussed by every participant. It was a source of many emotions, 

including surprise, frustration, guilt, anxiety, and satisfaction. It was not unusual for an 

individual participant to feel some combination of all of these emotions. Many participants 

expressed surprise over the length of time it took to finish one session of breastfeeding with 

their baby. As Rachel articulated, ‘I did … the breastfeeding class, and they said [the baby] 

might want to feed regularly, but I’m sorry!! Four hours of being attached to me? Nooo. I did 

not, did not, expect that’. Leah felt similarly: ‘I’ll just feed the baby and it goes down for a 

three hour nap! <sarcasm> They sleep for 16 hours a day! <sarcasm> Bullshit’. The amount 

of time spent breastfeeding resulted in exhaustion for many participants. Jill related that she 

was often exhausted anyway, and then breastfeeding made her even more ‘exhausted and 

drained [her] energy’, especially because ‘sometimes it’s almost like you finish one feed and 

turn around and start another… I was definitely surprised by that’. 

 

Grace explained how she was feeling ‘frustrated’ by breastfeeding, and how it had been a 

‘struggle’ for her. Lucy also explained that breastfeeding was her ‘biggest challenge’ and 

said, ‘I knew breastfeeding would be hard, but I didn’t realise how hard’. She found that 

despite having her baby physically attached to her, breastfeeding was ‘lonely’. Kate found the 

entire process of breastfeeding ‘stressful’, especially because she ‘didn’t know how much’ 

breastmilk her baby was ingesting at each feed. Alice related that she reconsidered her plan to 

exclusively breastfeed: 

Before I experienced it, I … thought, ‘Yeah, I’m definitely going to exclusively 

breastfeed’, but now I’m not so sure. Especially when it comes up to the evening, it just 

gets …  mentally, it gets quite hard.  



 
 
 
 

148 
 

Olivia had many things ‘go wrong’ with breastfeeding, but she found this struggle increased 

her determination. She said: 

I remember saying to myself, ‘I’m just going to do this. It will get better. It has to get 

better’. And so I remember kind of ignoring how insane it was, and just kept on doing 

it. 

Olivia eventually elected to take Domperidone (a drug to increase her milk supply), a 

scenario she was not anticipating, or comfortable with, initially. But she said she was ‘at the 

point’ where she would ‘do anything’ if it was going to help her breastfeed successfully. 

Most participants stated that they needed to practice techniques for successful breastfeeding, 

and were grateful for the help from nurses, midwives, and lactation consultants. Hannah said 

that the lactation consultants at the LGH were ‘great’ and their help made breastfeeding 

‘much better’ than it was before she received their help. Vera also found the lactation 

consultants were ‘great’, but she did find that she received conflicting advice depending on 

which health professional was providing the guidance. 

 

Guilt surrounding the pressure to breastfeed was also discussed. Kate stated that when she 

told her child health nurse that she was planning to mix breastfeeding and formula feeding 

when her baby was three weeks old, as breastfeeding was causing her significant anxiety, the 

nurse was ‘quite judgemental’ and ‘said that wasn’t the right thing to do’. Alice felt pressure 

to breastfeed as well, and stated ‘everywhere you go, people are always advocating just 

breastfeeding. Midwives, the child health nurses, doulas, everyone’. She wanted to introduce 

a bottle of formula at bedtime for her baby, but she could not ‘buck up the courage’ to 

actually try, and felt that breastfeeding was ‘just another thing that makes you feel kind of 

guilty’. 
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6.3.1.4 Life with baby: finding a new balance 

Upon returning home after giving birth, participants needed to adapt to life with a baby. 

Many facets of this new reality were identified during the interviews. A new rhythm and 

balance needed to be achieved, and participants discussed elements of this reality, such as 

boredom, changes to their everyday lives, grappling with a sense of ‘getting nothing done’, 

while at the same time ‘making the most’ of the moments with their babies.  

 

As Lucy noted, change and unpredictability was inevitable with a new baby, which made it 

feel difficult to balance pre-baby life with this new existence as a parent: ‘you think you’re 

cruising along, and then all of a sudden – not anymore’. As Alice stated, this adjustment to a 

new level of unpredictability can take time. She surmised: 

Maybe I’m still going through the process of coming to terms with it. As in, I think 

that… maybe I’ve been trying to do this, just trying to continue the way that things 

were, and then just add a baby on the top. Whereas actually, if you kind of just give 

up, and just accept that you have to dedicate yourself to [the baby] for however many 

weeks… then I think it’s easier. 

Jill said, ‘my goal is just to look after [my baby] and anything else is a bonus. I haven’t really 

had that much time to even think about it’. Alice felt daunted by not being able to predict her 

daughter’s behaviour: ‘thinking about the night and not knowing what it’s going to hold… it 

makes me feel worse in the evenings. If she slept well the night before, the nervousness that it 

won’t happen again’. Similarly, Leah said the unpredictability made her anxious: ‘I’m like, is 

this what she’s going to do now? If the afternoon is ratty, I’m like, don’t bring this into the 

night time. Or if she is ratty in the morning, I’m like ugh.. I think she might be ratty later. 

And then I think, ‘she has no idea what she’s doing!’’. 
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Despite the unpredictability and newness of living with an infant, many participants 

expressed that they sometimes felt bored while at home with their newborns. Emily said that 

she was ‘bored out of [her] brains’ the first two weeks she had her daughter at home. Alice 

said she felt ‘bored. And I feel a bit boring’. She noted that when her husband would arrive 

home from work, he wanted to hear about her day, and it was ‘a bit boring because I just 

didn’t have much to say’.  

 

The changes to their everyday lives that occurred once their baby was born was something 

that every participant discussed. Emily observed: 

There are moments where you go, nothing’s changed, and [yet] everything has. It’s so 

bizarre. Life’s the same, but it will never be the same. And you just have moments… 

where it’s like, she’s human?! She’s ours?!  

Rebecca stated that her friend, another new mother, thought that having a baby was not 

‘going to change anything’, and went on to say, ‘for me, I’m not even going to say that. 

Because I think if you get into your head that you still have to try to be fun and keep up with 

friends who don’t have kids [it won’t work].’ Olivia’s baby had issues with feeding that 

caused the baby to be very unsettled and vomit frequently. She recalled a friend asking why 

she had not yet taken her baby out for lunch, and she felt exasperated:  

I can’t leave the house. And [my friend said], ‘That’s really unhealthy [Olivia], you 

should be leaving the house’. And I remember sitting there one day thinking, ‘Have I 

just missed something? How can I not work this out? How can I not get my shit 

together so I can leave the house?’ And I remember one day I was like, ‘I’m going to 

do it today’. But I just couldn’t. 
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Rebecca noticed that she could not be as ‘spontaneous’ anymore. She recalled how a friend 

messaged her on a Friday evening at 7:00pm, asking her to go out. And she thought ‘Are you 

joking?! We have a newborn. We don’t go out past 7:00pm! (laugh)’. Kate similarly stated 

that: 

It’s really frustrating because I never used to spend a day at home before I had her, 

and now that I have I can’t just get in the car and go… having to give up what I want 

to do during the day so I can give in to her demands was surprising to me.  

Hannah stated explicitly that she grieved the loss of ‘those kind of carefree, non-parent’ days, 

and that she was ‘still adjusting’ to this shift in her life. 

 

As stated by Emily, many participants expressed that they felt like they ‘lack[ed] 

productivity’ in the early weeks at home with their baby. Rachel said she felt like she ‘was 

attached to the couch’ and that she felt ‘like a bum’. Leah noted that when friends would 

come to visit and ask what was happening in her life, she felt like saying: ‘‘See those nappies 

on the washing line? See my boob that’s still out? That’s what happened.’ There’s not much 

to actually talk about because I don’t do anything’. Leah also noted that her expectations 

about what she would achieve with a baby at home were not met: ‘I thought I would just put 

her down for three hours, I [could] make dinner in the morning, then [I’d] strap her on, 

[we’d] go for a hike up Mt. Arthur… and instead I’m like, ‘Today, I have cleaned my teeth’’. 

Julia expressed she felt ‘guilty for doing nothing’, and was looking into starting back at work 

for a few hours per week.  

 

Despite this sense of getting nothing done, participants also talked about ‘making the most’ 

of the early days with their baby. As Emily noted, ‘this phase is short, and I’m trying to just 

enjoy it’. Jill similarly said, ‘I’m just trying to appreciate every moment with my baby’. From 
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a slightly different perspective, some participants felt guilty for ‘wishing the time away’, as 

Alice stated, because life with a newborn is challenging. Rebecca also felt this way, and said 

‘I kind of want [my baby] to grow up and wish his days away so he’s sleeping’ better, but 

then I think, ‘he’s so cute!’. Leah also felt conflicted: ‘every day, she’s a day older and less 

dependent… and then I’m that asshole mother not wanting her child to be small’. 

 

6.3.1.5 New experiences 

New experiences were also discussed by participants. These experiences included new senses 

of both responsibility and parental guilt, changes to their bodies after pregnancy and birth, the 

strong love they felt for their baby, and the impacts of these changes on their relationships 

with their partners. Lucy observed: ‘There is a responsibility cloud that … hangs over you – 

you think, ‘Oh my gosh, I am solely responsible for keeping this child alive!’’. This 

sentiment was echoed by several other participants. Emily noted she was surprised that she 

‘didn’t know what [she was] doing but [she] just did it. It’s this weird intuition that’s there 

[that I] didn’t know was there’. Julia talked about the vulnerability she now felt, now that she 

has someone she ‘loves and needs to look after’, and Rebecca recounted that the dependency 

her son had on her was frustrating, but also something she liked. Feelings of ‘mother guilt’ 

were also discussed by numerous participants as something they never understood or 

experienced before. Leah discussed feeling guilty for not feeling how she imagined she 

would about motherhood, and Alice discussed feeling guilt that her daughter’s ‘cry didn’t 

pierce my heart in some way… I can quite happily ignore her crying’. 

 

Rebecca noted the lack of experience one inevitably has with a first baby, and said I ‘am 

inexperienced… they send you home from the hospital, you’re sore, and you don’t know 
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what to do with this thing’. Many other participants noted their lack of experience in handling 

a newborn, and recalled their uncertainty as they tried to determine what their baby needed. 

Rachel expressed this uncertainty: ‘when he was [sleeping] badly, I was like, what am I doing 

wrong? What’s wrong with his bed, or what should I be doing differently to settle him?’. 

Hannah also felt this way, and found herself wondering: ‘Do I really know what’s best for 

him? Am I doing what’s best for him? I feel out of my league’. Feeling a level of exhaustion 

never felt before was also related by many participants. Lucy said, ‘I’ve struggled because I 

love sleep so much. I’ve definitely struggled with that’, and Jill said she was still ‘trying to 

adjust to not getting much sleep’. 

 

Changes to their bodies as a result of pregnancy and childbirth was another new experience 

for many participants, whether these were physical changes, changes to self-perception, or 

both. Grace observed that she ‘had to continually sacrifice [her] body’ for her baby. Many 

participants felt that ‘all dignity went out the window’, as Rebecca said. Participants 

discussed not being able to wear their pre-pregnancy clothes. As recounted by Leah:  

The other day I went through my wardrobe and was like, ‘What can I actually wear?’ 

And then I thought, ‘Do I get upset about this or not? Do I make the educated choice 

not to feel angry about the look of these tights?’ I [try to] remind myself I’ve just 

expelled a tiny human from my body. 

Conversely, other participants felt satisfied that they were able to fit into their pre-pregnancy 

clothing again, as Lucy recounted: ‘My body’s back to before baby, so that feels good. I just 

put my old clothes back on, and that makes me feel better’. Experiencing pain and discomfort 

as a result of giving birth and breastfeeding was also discussed in the context of new 

experiences. Alice said, ‘I definitely wasn’t expecting the whole thing to be as physically 

debilitating as it is’. Emily talked about how she felt ‘her body needs to build strength back 
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up’, and Grace, Julia, Alice, and others talked about their nipples being ‘so sore’ from 

breastfeeding. 

 

Despite the hardships, many participants talked about the ‘amount of love’ they felt for their 

babies, which was impossible to ‘comprehend’ until it happened, as Jill stated. Lucy also 

found the amount of love she felt for her new daughter ‘surprising’. Relationships with 

partners were also discussed. Some participants, including Emily, recounted how she ‘found 

a new appreciation’, and a love she ‘didn’t’ know [she] had for him’ when their baby was 

born. Other women, including Lucy, expressed how the ‘partnership is a bit different than it 

has been because of all the focus on the baby, so we don’t really focus on each other very 

much’. Alice said ‘things have changed [with] how I interact with [my partner]’, and that she 

was ‘still trying to get her head around it’. 

 

 

6.3.1.6 Shrunken world 

Alice stated, ‘I’m not part of the real world at the moment’. This feeling was experienced in 

numerous ways by many participants, as they described their new realities that were focused 

around their babies. As Kate expressed, ‘I can’t believe this is the rest of my life, I suppose’. 

Feelings of entrapment by motherhood were expressed repeatedly by participants. Alice 

stated explicitly that she felt ‘trapped’ by her baby, as did Rachel, and Olivia said she ‘felt 

confined’. Kate expressed these feelings when she said she was overwhelmed by the 

‘constant attachment’, and noted she was used to having all the ‘me time’ she wanted for 28 

years prior to her baby’s arrival, which she no longer had. Jill stated that she felt ‘stuck, and 

not able to go places’, and Hannah said it was too stressful to leave the house. Leah felt at 
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times that her baby was a ‘tiny prison guard’, and reflected that whilst pregnant she thought 

she felt restricted, but realised after giving birth that pregnancy ‘was like freedom’.  

Another way this was expressed was through participants’ new narrow focus in their 

discussion. Minutiae of birth stories and baby regimes were shared by all 13 participants, in a 

level of detail not common in typical conversation. For example, as recounted by Rebecca: 

The contractions were bad but they were fine, like bearable. And then I got checked 

and I was 4cm.. and she was like, ‘You’re doing really well’… and I like kind of sank, 

‘cause I was like, oh I must be close…Yeah, I must be 7cm…I’m probably 

transitioning… (laugh)… so she said 4cm, and I was like, ‘Oh’, ‘cause I didn’t want 

to have an epidural, I wanted to stay on the gas… at that stage you’re kind of 

like…was it night time now? Yeah. At that stage it was probably midnight. Yeah, ok. 

So we’d been doing them since Friday, but it was like Saturday all day. And then I’m 

like, no I’ll try the bath… because your kind of heart sinks… like I really want to get 

this baby out. And in my head I was like, ‘I am just going to pop this baby out’ 

(chuckle). But then I hopped in the bath, so I was in the bath for a few hours. And then 

it was 3:00am, and I probably hopped out, and went on the fit ball as well… and was 

still on the gas. 

Or, as related by Vera: 

We also had to learn how warm or cold [the baby] likes to sleep. Things like that. And 

he just wanted to be close. Like that was when, like he settled when he was on us, 

basically. So I ended up saying I’m going to have him sleeping in bed with me, and I 

researched some ways to do that safely. And I feel quite comfortable with it now. And 

funny enough, last night he actually slept five hours, almost six hours, which is 

amazing for this age I reckon… by himself in his own bed next to me. Like, so 

obviously we’ve worked it out. He just needed that time to know where he is, know 
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there is someone there to look after him, I needed to talk to a few people, not exactly 

about that but if I drop him trying to sit up on the couch, that’s not safe either. 

 

 

6.3.1.7 Identity shift 

Most participants discussed their self-identity in some capacity. Some of the women spoke 

directly about a shift in their identity as they became mothers, some mentioned their identity 

in terms of their former jobs, and others talked about feeling forgotten by other people once 

their baby arrived.  

 

Some participants felt that their identity had not changed since becoming a mother. Grace 

said, ‘I don’t feel like I’ve lost my identity or anything’, and Alice said she felt ‘exactly the 

same’, and suggested this could be because she did not ‘quite feel like a mother yet’. Jill 

thought she was ‘still [her]self’, but felt her ‘perspective on everything had changed’. Emily 

thought she would ‘adjust and become a new version’ of herself, and Hannah felt like her 

‘identity, in some sense’, had ‘shifted’. Some participants had stronger views on the changes 

they felt in themselves. Leah said she felt like ‘this weird person, like almost on the cusp of 

being a bit drunk’, and Lucy stated ‘I don’t feel like myself… the person I was before is very 

far removed from the person I’m able to be now’. Kate said in the days leading up to 

Interview #2, she had thought, ‘What the hell have I done? I’ve gotten myself into this 

situation and I can’t get out of it… it was sort of, not an out of body experience, but I felt 

really disassociated’.  
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Several participants mentioned their former jobs in the context of their identity after giving 

birth. Emily mentioned that when her baby was approximately two weeks old she attended a 

work event, and she said ‘it was so good. It was really good to do that. Because I do love my 

job a lot, and I’ve had moments where I think… it’s a long time. A year’s going to be a long 

time’. Alice stated that she was ‘jealous’ when her husband went to work every day, and said 

‘I feel already like I’d like to go back to work’. Hannah mentioned that she was not expecting 

to ‘feel grief about [her]self’, and that while she was pregnant she could not ‘wait to get on 

maternity leave and give up working’, but after her son was born she thought ‘it wouldn’t be 

that bad if I did go back a day or two’ per week. 

 

Many participants mentioned or discussed feelings of being forgotten once their baby arrived. 

Lucy said that ‘nobody’s asking about me. Which surprised me, actually… when we went to 

the child health nurse… it was just about [my baby]’. Rebecca noticed that ‘everyone likes 

[my son] more…they’re like, ‘Oh, hi! It’s a baby!’. And I’m like, ‘I’m here too!’’. Kate said, 

with respect to health care professionals: 

I don’t think anyone even has asked me how I’m going. I mean, the nurses at the child 

health clinic, they have a list of questions they go through every time I’m in there, so 

it’s really structured with them, so they have to ask. But no one really has sort of said, 

‘Oh, how you going with this’, and had a sort of casual conversation, it’s always just 

been how are you feeling, and you reply in black or white …  And that’s sort of the 

end of it. Move on to the next question! It’s like, ‘How are you feeling?’. ‘Not good’. 

‘OK. Next!’ (laugh). It’s not very personal I suppose. I guess they can’t be too 

friendly, or act like you’re friends, but … they just sort of mark it off in the box that 

you said you’re stressed and then it’s the next question, and it’s all about the baby 

after that. 
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Jill also felt that the focus had been on her son since his arrival, especially since leaving the 

hospital after giving birth. She remarked that at her six-week check up with her GP, the 

doctor did not ask her about her or do a physical check of any kind, which she found 

surprising. Similarly, Hannah noticed that the focus had been on her son since leaving the 

postnatal ward at the hospital. Vera spent time in the NICU after her son was born 

prematurely, and recalled that she felt like a ‘caged hen’ that was only there to ‘produce milk 

for him and feed him’, and nothing more. 

 

 

6.3.1.8 Emotional fragility 

Every participant discussed her mental and emotional wellbeing in some capacity. All 

participants recounted ways in which their emotional state during the first weeks after giving 

birth was different to how they usually felt. In most cases, participants felt more emotionally 

fragile than usual. Feelings of loneliness, experiencing the judgement of others, and even 

unintentional minimisation of their struggles were common ways this fragility was expressed. 

Emily remembered how her baby’s screaming caused her to feel ‘a bit on edge… and the 

anxiety kick[ed] in a bit’. Olivia said that she remembered crying in the middle of the night 

when up feeding her baby, and how she thought, ‘I have done this, this is my fault’. Lucy 

talked about feeling overwhelmed with new motherhood, and how it ‘all just accumulates’, 

while Jill described herself as ‘being on a rollercoaster of emotions’. Hannah said ‘I cry a lot. 

And I’m not someone who usually cries very much. And now every little thing, I’m tearing 

up’. Leah described her emotional fragility when she recounted: 

I cried last night while I was eating dinner. I was just shovelling food into my mouth. 

[My husband] was like, ‘What’s wrong with you?’ I was like, ‘I don’t know, I just 
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need to let it out!’ He’s there trying to put [our baby] to sleep, and I’m just sobbing 

into a bowl of rice (laugh). He’s like, ‘I can’t hug you right now’... I’m like, ‘I know, 

I’m not trying to make you feel bad… I just can’t’. 

Alice found that ‘mentally’, motherhood was ‘quite hard’, and that while she felt generally 

fine during the day, ‘when it gets to the evening [she] just [felt] bad about everything’. She 

also said she felt ‘a bit cold’, and thought ‘although [my baby]’s more amazing than I 

imagined… I don’t quite feel the way I was expecting to’. Kate recalled that she felt ‘scared’, 

‘overwhelmed’ and ‘anxious’ in the early weeks of motherhood. On the other hand, Julia felt 

quite well in the first weeks after giving birth, and as a result, found herself questioning if and 

when it would all ‘come crashing down later’. Rebecca also felt like she coped better than she 

had imagined she would, and although she had some distressing moments, she felt more 

‘overwhelmed’ than sad. 

 

Lucy and Olivia recounted feeling ‘lonely’ during the night when awake with their babies. 

Jill also felt ‘alone and isolated’ during the day on occasion. Leah recalled talking with 

another new mother, and how they agreed that new motherhood ‘is the loneliest time’. Leah 

described her loneliness:  

Some days I’m just like sitting there in the middle of the night, and I know I have to 

get up for [the baby]. And I’m like, hmmm, I don’t really want to. Just sitting there in 

the middle of the night. Dark. Cold.  

Hannah’s family lived overseas, and she remembered talking to her mother on the phone on 

an especially difficult day. She recounted crying, and saying ‘I’m so alone, Mum’. 

Experiencing the judgement of others also contributed to emotional fragility. Participants 

experienced a range of judgemental comments, from both strangers and people known to 

them. Emily recalled a woman in the grocery store ‘growling’ at her because it was sunny 
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outside, and her baby was not wearing a hat. She recounted that the woman said: ‘Here, 

quick, take some tissues to cover her head’. Lucy was sensitive about comments from people 

regarding breastfeeding: ‘I hate having someone comment, it’s the last thing you want to 

hear’. Julia had an encounter on Facebook where she felt ‘so offended’ because other women 

were discussing a 30-year old as ‘too old to have a baby’, and Julia herself was 33 years old 

when she gave birth to her daughter. Kate felt judged by a child health nurse when she 

decided to switch to formula feeding from breastfeeding, and was told ‘it wasn’t the right 

thing to do’. Vera said the child health nurses left her feeling ‘insulted’ after making 

comments about her appearance. Olivia had an encounter with an older woman at a party, 

who told her that the reason her daughter ‘got stuck’ during birth was because Olivia ‘had an 

epidural’. Olivia ended up feeling extremely upset by this interaction, as she had already been 

blaming herself for her daughter’s feeding issues, and this accusation made her feel that all 

the issues had started with her decision to have an epidural.  

 

The euphemising or qualifying of difficulties was a way in which participants displayed a 

reluctance to reveal the depth of their struggles. A participant would make a statement about 

something being difficult, and then qualify it by saying, ‘but it’s ok’ or, ‘but I still love being 

a mum’. This idea is exemplified by statements such as this one, made by Grace: 

So, night times are a bit of a struggle with a newborn. She wakes every three hours 

for a feed. And takes time to settle. Every three hours you’ve got that hour of feeding, 

plus settling, plus nappy change. So it’s… but she’s good. She’s pretty good. 

Lucy stated: 

Of course I am up at night feeding [the baby], and although we try to keep quiet we’re 

not necessarily… and [my husband] wants to be there to help. But he can’t help, so… 
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the pressure’s starting to show at the cracks. But we’re fine… You’ve got me on a 

very flat day… it’s very wonderful being a mum (nervous laugh). 

Another example, as stated by Rebecca: 

Yeah, I think it’s fine (laugh). Because I don’t think I really got… you definitely cry 

sometimes when you just can’t cope. But I think, I don’t know, I think that’s normal. 

Like, all the stuff … I’m like it’s fine. You just have to acknowledge that it’s fine to be 

upset about these things. But it’s not like I’m depressed or anything.  

Or as Kate said, when asked how she was feeling lately: 

I think scared is probably the best way to describe it. Because this is obviously a first 

baby for me, and I have no idea what I’m doing. So I think trying to figure out what 

she needs or wants when she’s crying or whatever is really overwhelming. But apart 

from that everything’s been pretty good.  

 

6.3.2 Summary of Interview #2 findings 

The lived experiences of the participants in the early weeks of motherhood are illustrated by 

the eight overarching themes presented in the preceding section. The overarching themes 

represent commonalities in the experiences of these women. By examining these themes, the 

persona of a woman created after Interview #1 can be revisited and the timeline of her 

experience extended. At the time of Interview #2, this woman is grateful for support from her 

partner, family, friends, and peers. She acknowledges the complexity of support, as accepting 

help from others can sometimes come at a cost to her when her mental resources are limited. 

She is also considering support from healthcare providers, and their presence at her birth is 

reflected upon. Breastfeeding is an unexpected challenge for this first-time mother, and 

comes with many surprises and sometimes, hardships. She is working to find a balance 

between her new life as a mother, and her pre-baby life, and she is trying hard to maintain her 
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relationship with her partner. She is having new experiences every day, some difficult, and 

some joyful. She finds herself in a shrunken world with her new baby, and struggles with 

feeling trapped. Her identity has begun to shift from woman, to woman-who-is-a-mother. She 

is dealing with a sense of emotional fragility and volatility, and experiencing emotions in a 

new way. 
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6.4 Interview #3 

6.4.1 Overarching themes 

Interview #3 occurred in the middle of the postpartum year, with the earliest interview 

occurring at 5.5 months and the latest at 7.0 months after the birth of the participants’ babies. 

As with Interview #2, some variation in the timing of these interviews was inevitable, given 

the reality of juggling complex schedules and complications of life with a baby. It is not 

anticipated that this temporal variation impacted the interviews in any way. Eight overarching 

themes emerged from the Interview #3 time-set of 13 interviews. Each overarching theme 

was comprised of between four and 13 essential themes, garnered from the verbatim 

interview transcripts. The overarching themes will be presented and discussed with excerpts 

from the transcripts used to support each theme. Table 7 lists the overarching themes from the 

Interview #3 time-set. 

 

Table 7. Overarching themes from Interview #3 time-set 

 

1. Support: still necessary 

2. Nature of postpartum healthcare 

3. Life as a mother: the practicalities 

4. Evolution as a mother 

5. Identity: still shifting 

6. Internal conflict and guilt 

7. Maintaining mental wellbeing 

8. Emotional fragility: building resilience 

 

 

 

 



 
 
 
 

164 
 

6.4.1.1 Support: still necessary 

Support remained one of the most-discussed topics in Interview #3, as was the case with the 

two preceding interviews. Every participant discussed support from her partner, and this 

discussion often expanded to include comments on how she felt her partner was coping, and 

also the nature of and changes to their relationship. Support from family, friends, and peers 

was also discussed by every participant.  

 

At the time of Interview #3, all women were still in a relationship with the father of their 

baby except for Kate, who had split from her partner. Many of the participants were happy 

with the support received from their partners. As recounted by Grace: ‘He’s a great dad, he’s 

very loving. He helps me out whenever I need it… he does his fair share of everything and 

more’. Alice said her husband ‘is pretty good … compared to what I’ve heard of some dads, 

he’s perfectly happy to spend as much time with her as needed’, and Rebecca said her 

husband is ‘really good’ and she did not ‘think [she] could have a better partner’. Rachel said 

her husband had been ‘absolutely fine’. Hannah expressed that in the early months, she often 

told her husband she ‘didn’t feel supported… because he didn’t know how to support me’, 

but she felt that in recent weeks they had resolved some of their communication issues and 

she felt more supported by him. 

 

Other participants felt their husbands could have provided more help, as Julia commented: 

‘He loves [the baby] to bits, but he’s not the best help’. Kate, who split from her partner 

between Interviews #2 and #3, stated that while their daughter loved her father, Kate 

perceived him to be ‘a lazy parent’ who wanted to spend his time with the baby ‘watching 

TV while she entertains herself’, and that he ‘lets her cry because he doesn’t want to get up’ 
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to attend to her. She went on to say that she finds it ‘much easier to be on my own because 

I'm so systematic in routine…my house is always clean, my baby is always happy, and it's 

just easier.’ Jill’s husband experienced a significant and lengthy illness leading up to 

Interview #3, and Jill said that while ‘he was really helpful’, she still had to ‘do quite a lot 

when [she] got home [from work] so it was exhausting’. 

 

The participants also talked about their partners as individuals more frequently in this 

interview, and reflected on how they felt their partners were adjusting to fatherhood. As noted 

by Lucy, she thought her husband felt: 

A little bit helpless sometimes because he knows how much pressure there is on me, 

and he knows that I’m still trying to work and everything as well, but there’s nothing 

he could do really to make it better than what he’s already doing.  

Alice said that her husband was ‘very happy’ with their daughter, but she perceived he felt 

‘very torn’ as he used to spend much of his leisure time engrossed in complex intellectual 

problems, and ‘not having as much free time was quite tiring for him’. Olivia felt concerned 

about her husband’s mental wellbeing over the past months, and ‘thought he might be getting 

male postnatal depression’. She thought her husband ‘felt like he couldn’t help, there was 

nothing he could do, and I think he was worried for both [our baby] and me’. Relatedly, Leah 

perceived that her husband felt ‘disempowered’ because he couldn’t ‘contribute as much as 

he thought he might be able to’. Rachel recounted an incident where her husband was caring 

for their son while she was not at home, and when she returned, he was ‘in tears’ and 

‘broken’, and said that their son ‘just screamed at me for the last hour and a half’. Rachel felt 

this incident ‘shattered his confidence’ and she estimated it took two months before he fully 

recovered his confidence. Hannah thought her husband ‘didn’t always know how to enjoy’ 
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their son, but as their baby grew older she thought he was starting to find joy in playing with 

him.  

 

Partner relationships were also discussed by almost every participant. Some participants, such 

as Grace, felt their relationship had grown stronger, as she described: ‘I think when your 

relationship is put to the test it gets stronger, and also because you’re on this rollercoaster ride 

with a baby and you’re there together’. Similarly, Emily stated that she loved her husband 

now ‘as a dad, and that it’s a different love from what I ever had… and it’s better. It’s 

awesome. I think our communication is heaps better… because it has to be’. Lucy also felt 

the birth of their daughter brought her and her husband ‘closer together’, and found they 

‘have more respect for each other now’. 

 

Other participants perceived their relationships to be much the same, or to have returned to a 

similar state, as before their baby was born. Rachel stated that aside from some physiological 

issues impacting their intimate life, her partner relationship was ‘the same’ as before. Olivia 

felt similarly, and stated ‘I think it’s nearly gone back to the way it was’ even though there 

were times ‘where I get cross with him’ for ‘being a typical man’. Hannah said that since her 

and her husband had only been together for 18 months when their son was born, that there 

were ‘a lot of things in our relationship that we were still working on’. She described that 

initially their relationship ‘changed for the worse because of the stress of having a child to 

look after… and because we were so sleep deprived’. However, she thought that ‘even in the 

last week’ their communication had improved and maybe their relationship was on the 

‘upswing’ again to being back where it was pre-baby. Leah said she felt ‘less independent’ 

and ‘less in control’ than before her baby was born, which while it did not bother her 

husband, it was ‘definitely not [her] ideal’. 
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Some partner relationships were described as being worse than before baby was born. Julia 

felt that the external stressors of dealing with the baby and juggling the rest of their lives was 

testing her partner relationship, and she wondered if she ‘would put up with him for the rest 

of her life’, but right now thought she would ‘give it another go’. Alice said that she ‘found it 

difficult to accept that our relationship had become a bit more business-like’, and she also 

struggled to determine ‘where she fit in’ to their new family of three. She recounted that at 

times she felt jealous ‘in a way’ of her daughter’s relationship with her husband, and 

described having gone through ‘a phase where when I imagined the future, I just saw the two 

of them together and then me off to the side somewhere’. 

 

Family was another source of support mentioned frequently. Jill felt ‘lucky’ that her mother 

and mother-in-law both liked ‘to help out’, and Leah said her mum was ‘great’. Multiple 

participants’ parents or parents-in-law were involved in childcare for their babies, as was the 

case for Rebecca: my son ‘will be with my mother-in-law for one day and probably my mum 

for another day, so it’s good. Both of our parents have been really good’. Kate’s sister-in-law, 

though she lived in New South Wales, provided her with emotional and practical support: 

‘She’ll ask about [the baby], but that’s not her priority. Her priority is, ‘Hey [Kate], how are 

you going? What do you need?’ She’s really good.’ 

 

Support from friends and peers, including participation in mother-baby groups and activities, 

was also mentioned by many participants. Grace felt grateful for her friends with babies the 

same age as hers, and recounted that she ‘asked them about everything’, and appreciated that 

‘they were very similar to me in the way they approached parenting’. Lucy also appreciated 

her friends with new babies, who helped her feel ‘super supported’. Alice said she had a few 

friends with older babies, and she enjoyed ‘hanging out with them’, as opposed to friends 
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without babies who she did not ‘see as often’. Kate appreciated her long-term friends in New 

South Wales, whom she communicated with ‘all day, every day’ via text messages.  

Some participants attended mother-baby groups, although many, including Alice, found the 

groups administered by the Tasmanian Government to be inaccessible, as they were intended 

for people who were ‘needy in some way’ as the Government did not ‘have enough 

resources’ to offer participation in the groups to everyone. Emily found these groups 

‘disorganised’, said she ‘had to ask’ about it rather than being told about it by the child health 

nurse, and it took months for her to receive any information about where and when to attend. 

In the end, the class offered to her was across the city and she did not feel it was worth 

attending, even though she ‘might have got something out of it’. Leah went to a ‘mums-n-

bubs’ group at the library, but only went to one session because ‘it was at the wrong time for 

her [daughter’s] nap’ and the group was: 

…Filled with those beautiful mothers that are slim and wearing beautiful clothes and 

looking elegant in their bloody baby wraps and shit… and I’m still wearing my 

maternity jeans. I was just like, ‘Yeah, we’re not coming back. Thank you.’ 

 

6.4.1.2 Nature of postpartum healthcare 

Participants discussed postpartum healthcare in several different capacities. The care received 

by their baby after birth and up to approximately six months of age, when Interview #3 

occurred, was one element that was considered. Maternal postpartum care was also frequently 

discussed, as were aspects of care that participants wished they had received, but did not. 

Continuity of care was mentioned repeatedly in all of these capacities. 

As explained in section 4.2.3, scheduled visits to the child health nurse occur at the ages of 

two weeks, four weeks, eight weeks, six months, and 12 months. Grace discussed the large 
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gaps between scheduled visits to the child health nurse for her baby since Interview #2 (most 

women had either just had or were about to have the six month check-up at the time of 

Interview #3, meaning four months had elapsed since they last saw the child health nurse). 

Grace said, ‘it’s almost like I wish we could see them more often’, and stated that ‘it felt like 

a long time’ between the eight week and six month check-ups, ‘especially because so much 

happens in that time’. Alice echoed this sentiment, stating: 

The child health nurse was nice, but I didn’t find it very useful personally… I guess 

even if it were helpful, you see them at eight weeks and you don’t see them again until 

they’re six months old. So I guess there’s not a great deal there. 

 

Olivia’s daughter had significant health issues in the months after her birth (see section 5.2.5 

for further details), and Olivia was so distressed by the inconsistent care received that she 

wrote ‘a letter of complaint to the hospital’ when her daughter was approximately five 

months old, and stated that she felt if her concerns had been ‘listened to right from the start’ 

that things would have turned out better for her daughter: 

I wrote all of this in the letter and I said, ‘How many nurses watched us breastfeed? 

Because there’s a different flipping nurse that sees you every four hours, and then the 

handover between them is shit, so every four hours, I had to tell the same story – I 

may as well have had a recording and just pushed play! And they all watched us feed, 

all of them giving 20 different ways to breastfeed and it was still not working, and 

they just kept saying, ‘You just need to try harder.’ And that [my daughter] was a lazy 

baby. And then I said, I’m going from this person to that person, and [my baby] was 

still losing weight and the spewing was getting worse. We raised those concerns and 
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everyone just kept saying, ‘Oh, babies spew, babies cry. You just need to try harder.’ 

And here we are, now she has a nasogastric tube, and she’s been diagnosed with 

reflux. I feel like if they had listened, we would not have got to this point. And then I 

said, ‘Thank goodness for the speech therapists who actually did listen and if it 

wasn’t for them, [my baby] would still be losing weight’ because she still would be 

being called lazy, when in actual fact, she did not know how to breastfeed. So, [the 

paediatrician] had to review the complaint because he was the head of Paediatrics. 

And he basically said that reflux is very difficult to diagnose in young babies and the 

protracted way in which the diagnosis was made was okay, and he basically said that 

he was, ‘Sorry, not sorry.’ 

Lucy, on the other hand, found the child health nurses to be ‘really helpful and non-

judgemental’, as did Hannah, who said ‘the child health nurse was excellent for those first 

few months’. Jill also thought the child health nurses had ‘been good’ with her baby. 

 

There are no regulations stating that the same child health nurse must be seen for each check-

up, but many participants chose to see the same nurse. As Grace said, ‘I like our nurse… 

she’s very knowledgeable, and she’s got that baby whisperer touch’, and when asked if she 

purposely returns to see this same nurse, even though after moving house she has to drive 25 

minutes to see her, Grace said ‘yeah. Consistency is really good… continuity of care’. Julia 

also stated that she made the effort to return to the same child health nurse for each visit 

because she ‘liked’ her, and she seemed ‘switched on’ and ‘really good’. Jill said it made a 

difference to her to see the same child health nurse, and said ‘after seeing so many doctors at 

the hospital through my pregnancy, it’s nice if you get a good person to see them consistently 

because they know your baby’.  
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In terms of maternal postpartum care, while the mother often attends the child health nurse 

visits with her baby, there is only one recommended maternal health check at six weeks 

postpartum. Most of the participants found the process for this check-up unclear and 

inadequate. Emily said her six-week check was a ‘non-event’ and ‘not thorough’. Jill said 

‘my doctor didn’t check me over at all after I had my baby, and I had a caesarean. So they 

didn’t do any examinations of my breasts, or internally, or check my wound’, which left her 

feeling uncared for. She said that finally at approximately six months postpartum, she 

decided to ‘go back to the doctor because I still didn’t feel right after having my baby’. 

Rachel appreciated the ‘continuity’ of seeing her private obstetrician for her six-week check-

up, because discussing personal information ‘with someone different every time’ would have 

made her ‘uncomfortable’.  

 

Grace noted that the scheduled child health nurse visits after birth were ‘very focused on 

baby’, and Kate said she found the child health visits ‘nice, but they’re not really about the 

mum, and I think that’s crappy… they’re not asking me, ‘How are you going? What’s been 

going on? Do you need to talk about anything?’’. Alice described the child health nurse as 

‘very perfunctory – I wouldn’t tell her anything’ too personal. She also said her child health 

nurse did not give her the chance to answer questions about herself, and ‘answered them for 

me, like, ‘Oh, everything is wonderful!’. Rebecca said she felt ‘a bit judged’ by the child 

health nurses. Olivia shared that in New Zealand, where she grew up, her friends had a 

midwife ‘come and see them every day for weeks’ after giving birth, and when she told these 

friends about the single maternal postpartum visit at six weeks and the child health nurse 

regime, ‘you should have seen their faces’.  
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Participants discussed aspects of postpartum health care support they wished had been 

available to them, but were not. They also discussed information that they wished they would 

have known before becoming a mother. Olivia was very upset when she recounted her 

distress with a bout of major urinary incontinence at eight weeks postpartum, and said ‘I wish 

someone had told me this could happen’. Alice also stated that information about longer-term 

postpartum physical recovery was ‘another whole area where you don’t really get any 

information’. Jill also said she wished that information about the postpartum period was more 

accessible: 

I think there’s been quite a few things where I’ve just felt lost. So I think they’re really 

good at giving you information, but it’s almost like you get handed ten brochures a lot 

of the time and it sounds great, but you’ve literally just had a baby and you’re not 

retaining any information and I find that it’s a lot of, ‘Here’s ten pamphlets’ every 

time and I’m not one to really sit there and read through them, even though I have the 

best intentions to, and you get so busy and you don’t really want to be reading that 

when you get five minutes to yourself. 

Rebecca said, ‘no one tells you how much pain – all the pain! Pooing, sex, all this stuff is just 

so hard, and you don’t really get any’ information about it. Grace wished she had more 

information and help ‘with breastfeeding. Breastfeeding is really hard. It’s a real struggle’. 

She also suggested that help with baby sleep would have been appreciated, perhaps in the 

form of a ‘sleep consultant’. Alice echoed this idea, and said ‘you don’t really get any help 

figuring out what to do about the sleep’, and suggested she would have appreciated access to 

a sleep consultant. Alice also thought that repeated home visits from the same midwife 

‘would be great’. She tried to access this type of service through her private health insurance, 
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but each visit was with a different midwife, and some of them she found ‘cold’ and 

‘unfriendly’, and she decided to stop paying for this ‘generally useless’ service. 

 

6.4.1.3 Life as a mother: the practicalities 

Participants discussed many elements of motherhood that had become part of their daily lives 

in their new roles as mothers. Some of the topics of this nature that were most frequently 

discussed by participants included: baby sleep habits, breastfeeding, and the activities that 

typically filled their days. 

 

Almost every participant discussed their baby’s sleeping habits during Interview #3, usually 

in the context of the stress and fatigue associated with unsettled nights. As Alice stated, ‘you 

don’t get any help figuring out what to do about the sleep … and there are all these different 

techniques and approaches’, and she found it ‘one of the hardest things’. She said that even 

though some of her friends were ‘more relaxed about’ their baby’s poor sleeping, she felt if 

there ‘was anything [she] could do about it’ she wanted to try it. Rebecca said that her son 

was a ‘super easy’ baby ‘apart from – he still doesn’t sleep’. She noted that he had never 

‘slept through the night’ and sometimes woke up ‘about 8000 times’. Kate felt victorious 

when she used some sleep training techniques with her daughter, and she went from waking 

up six or seven times per night to two times. Leah also tried sleep training her daughter on the 

recommendation of a friend, but it did not work, and was in fact ‘horrific’, and she found 

herself ‘getting really anxious’ about it. She decided to lower her expectations of ‘what she 

wanted to achieve’ with her baby’s sleep. Lucy said her daughter was still waking to 

breastfeed three times per night, which she felt was too much, but she was ‘really bad at 
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letting her cry’. Hannah said her son’s sleep was ‘so unpredictable’, even when she was 

trying to get him onto a napping routine, and Julia said her daughter had a recent ‘sleep 

regression’ and was not sleeping all night. Grace lamented the feeling she had when the 

postman would knock loudly while her baby was sleeping, or someone would ride a noisy 

motorbike down her street: ‘Don’t those people ever think about sleeping babies? It should be 

made illegal… like, a part of your soul dies a little when your baby gets [woken] 

accidentally’. 

 

Another practicality of motherhood frequently discussed was breastfeeding. At the time of 

Interview #3, 11 participants were still either breastfeeding or mixed breastfeeding and 

formula feeding their babies. Most of the women were gaining confidence with breastfeeding 

by this interview, including Emily who said ‘it’s great. I love it - it works’. Alice said that 

when her baby was young, breastfeeding was ‘a bit of a chore’, but now that her daughter 

could finish a feeding session more quickly, she ‘really liked it’. However, for some women, 

new issues would occasionally arise. For example, Grace found that lately her daughter had 

been rejecting breastfeeding, and when she did feed she was ‘distracted’. Leah also found her 

daughter was ‘far too keen to see what’s going on’ to feed effectively, which was ‘getting her 

really stressed’. Olivia’s baby struggled with feeding, as discussed previously, and as a result 

Olivia struggled with her milk supply: ‘I don’t have enough milk for her’. After discussion 

with her husband, lactation consultant, and her daughter’s speech therapists, she decided to 

switch to bottle feeding formula. She said she ‘had a bit of a meltdown’ about ceasing to 

breastfeed because she ‘wanted [her baby] to breastfeed’, but then she had a realisation: 

‘What am I crying about? I’m being selfish, and it’s just because I want to breastfeed her. She 

literally does not want to be breastfed’. Some participants went to great effort to continue 
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breastfeeding after returning to work, including Lucy: ‘We found a family day care a five 

minute drive from my work, so instead of having to express milk, I just worked in feeding 

times into my appointment book and drove down and fed her’. Rachel was also back to work 

by Interview #3, and modified her work routine to accommodate expressing breastmilk with a 

pump: ‘We’ve got a room at work that I can go to, so I do that twice a day’. Jill had to reduce 

the number of times per day that she was breastfeeding her son when she returned to work. 

She felt she could not express breastmilk at work because ‘I work with 40 men’ and there 

was nowhere private for her to use her breast pump.  

 

Participants spoke about how they filled their days with their babies, and most of them 

discussed how they felt the need for social contact and to leave their houses. Emily said that 

she ‘intentionally filled her days so as not to get bored’. Lucy also said that she did not think 

she could be a ‘100% stay-at-home mum… I’d go mentally crazy’. Rachel also said that after 

a morning at home, she would feel like, ‘let me out of here!’ and needed to leave the house. 

Alice said that while she generally felt better when she went out, sometimes she ‘couldn’t 

face’ going to a mum-and-bub activity, even when she had the option. Rebecca said she 

socialised often, and had not ‘had any days where we have been stuck at home with no one’.  

Leah enjoyed meeting other mothers from her antenatal class for group walks with their 

babies. 

 

6.4.1.4 Evolution as a mother 

Now that the participants were half a year into motherhood, they had gained perspective on 

how things had changed since their babies were born. Increased confidence as mothers was 
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evident in many of their comments, showcasing their growth. Certain topics of discussion 

also hinted at their evolution as mothers: wonder at how quickly time passed and their babies 

changed, and whether they perceived themselves to be ‘succeeding’ in their new roles. Many 

of them also discussed aspects of their pre-baby lives that they missed. Discussion of the 

possibility of subsequent children occurred frequently, and also implicitly alluded to this 

maternal evolution. And lastly, a large-scale shift in their perspectives on not only their 

babies and themselves, but the world around them, was another topic that was mentioned by 

many participants.  

 

Most participants mentioned that things were ‘easier’ now, as Grace and Olivia did. Grace 

explicitly said ‘I feel more confident with her. I guess you become a little bit less fussy about 

things. You relax into a lot of things. I feel like I’m in a rhythm with her now, like we know 

what we’re doing’. Emily also said she definitely ‘felt more confident’ with her daughter, and 

also that she knew her better. Lucy said that: 

The first six to eight weeks were very intense and then from there… it didn’t 

necessarily get easier - there are always new challenges. But it’s easier to cope with. 

I just don’t think I knew what I was in for. 

Julia felt ‘more confident’, and Rebecca said she and her son were ‘just kind of in the swing 

of things now… he definitely seems less breakable and hardier these days’. Kate said that 

while ‘things [were] probably harder’ for her at this time, she was ‘coping better’. She said 

that the ‘newborn bubble was fairly stressful, but I think that now I know what I’m doing, 

and even though it’s harder having to do it on my own, it’s less stressful for me’. Vera said 

that she was learning ‘to let more things go’. Sometimes this increased confidence was not as 

explicitly stated, but was evident in the way the participant spoke about situations with their 

baby. For example, Olivia displayed confidence as a mother by standing up for decisions 
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about her parenting. When an older woman asked her, ‘‘Are you one of those people that 

gives their kid a dummy?’, [she] said ‘Yeah. I am.’’ Rebecca stated that when the child health 

nurse questioned her choice about her son’s sleeping arrangements, she said she felt ‘self-

aware’ enough to say, ‘Yes, I know that. I looked it up’, and to defend her decision. Vera 

mentioned that in recent months she felt ‘more alive again’, and ‘more free to do stuff again’ 

and to leave her son at home with her husband while she went out. 

 

Participants often expressed amazement at how quickly time was passing, and how fast 

changes occurred in their babies. Grace said she noticed ‘so many changes every week’ with 

her daughter, and Lucy said, ‘it’s going so quick!’. Alice expressed this another way when 

she related that she tried not to ‘stress too much about why something is happening’ with her 

baby, ‘because a few days later it’ll be different anyway’. She also noted that while the days 

seemed ‘long’ the time seemed ‘to pass really quickly’. Leah recalled that when her baby was 

approximately eight weeks old she frequently thought, ‘I don’t want this little baby. I want a 

big baby’, but now that her daughter was six months old, she was ‘missing that little baby’. 

She remembered feeling that having an older baby was ‘so far away’, even though in reality 

the time passed quickly. Vera also noted that her son changed ‘all the time. Every day is 

different’. 

 

When asked if they felt like they were ‘succeeding’ as mothers, participants had a wide 

variety of responses. Emily said, ‘I feel like I’m doing the best job I know how to do, and I 

feel really happy with how I’m going with that’. Lucy also said ‘I do feel like I’m 

succeeding. She is alive, happy, well, so fun, and not a brat (laugh)’. Rachel said she thought 

she was succeeding, and that her son was ‘a happy little boy’, and Hannah said she thought 

she was ‘succeeding but maybe not excelling’. Grace described herself as ‘thriving’.  
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Even though most participants felt that they were succeeding as mothers, there were elements 

of their pre-baby lives that they expressed that they missed. Lucy said she missed ‘going out 

to dinner, because that’s witching hour and it’s just not enjoyable to have a crying baby’. 

Kate said she missed the everyday freedoms to ‘go to the bathroom’ or ‘go to Coles’, and that 

‘everything becomes a task’. Leah said she missed ‘being able to exercise when I want and 

do what I want [with] my own time’. And Hannah said that at times she just wanted to ‘go 

back to what I was doing before, my freedom, all those things’.  

 

At Interview #2, the idea of a second baby was not discussed by most participants, and those 

who did mention it were not ready to consider it at that time. At Interview #3, however, the 

idea of a second baby was brought up by almost every participant. Some participants said that 

having their first baby made them excited to have another. For example, Rebecca said that 

from the time her son was three months old she felt ‘keen’ to have another baby, and said she 

and her husband might start trying to conceive when their son turns one year old. Rachel also 

felt that ‘if it was on the cards’, she would like to have another baby. Most participants, 

despite spending considerable time thinking about it, were unsure if they wanted to have 

another baby. Grace said that her daughter filled ‘that gap in our lives’ and she did not feel 

like she was ‘yearning’ for another, but said that ‘maybe in the future’ she might consider it. 

Emily felt similarly, and said ‘at the moment, I’m happy… I don’t want to rush into’ having 

another. She worried that her daughter consumed ‘all her love’, and the idea of a second baby 

to love was ‘daunting’. Jill also said that while she always wanted two children, she was ‘just 

enjoying [her son] at the moment’. Vera said she was nervous that a second baby would not 

be as ‘good’ as her son, and Leah said that she ‘hated being pregnant’ and the only reason she 

wanted a second child would be to give her daughter a sibling. Olivia said she was in ‘no 

hurry’ and she was ‘in the mindset’ of ‘taking or leaving’ another baby. Lucy said ‘it may 
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happen, it may not’, and Alice felt quite conflicted, stating, ‘I don’t know. We know probably 

not. Yes but no, I don’t know. Rationally, no’. 

 

Large-scale shifts in perspective, both about themselves and their babies, and the broader 

world, were mentioned by many participants. Jill said that becoming a mother gave her ‘a 

whole new perspective on the world and how I value things and the importance in things’. 

Grace said that her baby caused her to ‘pause’ and consider the toll that a ‘first-world baby’ 

had on the ‘environmental crisis’. Olivia said that her baby changed her perspective on her 

job, and she felt that if she was going to work and take time away from her baby, it now 

needed to be ‘something I’m really passionate about’. Rachel echoed this sentiment, and said 

she now has a ‘different perspective’ on her job. Kate stated simply that her daughter would 

now ‘always be my priority’, and Vera noted that her ‘priorities changed so much’. Jill, 

Rebecca, and Lucy all said that they now understood what it meant when people would say 

that one cannot understand being a mother until it happens. Hannah said that having her son 

allowed her to ‘really understand’ what her parents sacrificed to raise her, and she 

appreciated ‘them so much more now’, and that ‘the things that matter to me are different 

now’. 

 

6.4.1.5 Identity: still shifting 

Reflecting on their self-identity was something every participant discussed in this interview. 

Women discussed how they perceived themselves at this time, if and how they considered 

themselves to have transitioned to motherhood, their feelings about their ‘new’ bodies, and 

how they felt about returning to their jobs (if they were still planning to return).  

Participants considered how they felt in comparison to the self they knew before they became 
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mothers. Some women, including Julia, felt they were a completely different person now, and 

that was ‘ok’, even though she sometimes felt ‘a bit embarrassed to walk through town with a 

pram’ when she used to be the one ‘walking with a cigarette’. She said that as a mother she 

now felt more emotionally ‘vulnerable than ever before’. Jill said she did not feel like her old 

self, but she did feel like ‘a different version of [her] old self’. Leah said she felt ‘like a 

totally different human’. Rachel said that since becoming a mother she felt ‘stronger than 

beforehand’. Hannah said that she felt ‘some part of me … is the same, but there is a lot of 

me that … is different’. She said that only very recently had she ‘really embraced this whole, 

‘I’m a mum now’ feeling’. Lucy said she did not think she would ever be her ‘old self again’ 

but she thought that was ‘not such a bad thing because perhaps I was too self-absorbed and 

took things for granted’. 

 

Others, including Alice, felt ‘fundamentally’ unchanged: 

I don’t feel any different which maybe is a bit disappointing. Maybe I expected this 

wonderful transformation to someone that was entirely fulfilled and didn’t worry 

about anything else anymore and just spent happy days with her baby. But actually 

that’s not been the case. I’m thinking even more and more about work… I’m still 

looking after her all the time, and now I’m just thinking ahead more. Like, ok, what do 

I want to do for the rest of my life? 

Rebecca also was not sure if she ‘ever didn’t feel like me’, and Grace said that she felt her 

identity was unchanged because she never longed to be a mother, and therefore never made 

any prior association between her self-identity and motherhood. She said: ‘I’m the kind of 

person where I haven’t lost my identity because my identity has never been being a mum’. 

She did go on to say that she felt ‘better than [her] old self’ because being a mother 

empowered her. Emily said that she did not ‘see herself as a different person after having her’ 
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baby, she just had ‘another role as a mum’ and being a mother had ‘brought out the qualities 

that were there anyway’.  

 

Many women discussed their bodies and how any changes they had experienced as a result of 

pregnancy, birth, and breastfeeding were impacting them. Emily said that her body still did 

‘not feel like’ her body, but she thought that might be ‘a normal mum thing’, and ‘some days 

you feel ok about your body, and other days it’s like, ‘Nahhhh’’. Hannah said simply that she 

was ‘physically different’ now. Lucy said she felt that her ‘body probably changed more after 

the birth in a negative way than from the birth itself’, and she thought perhaps it was because 

having a baby involved being quite sedentary at times: ‘there is just so much sitting down 

involved with having a baby’. She also said that although she never felt that she ‘had the most 

wonderful figure’, she felt she ‘could be and would like to be fitter’, she just ‘had to work out 

a new way’ to fit exercise into her life. Alice also felt that ‘physically, I’m definitely not back 

to normal’ and said all her joints were still sore. Julia said she was ‘worried’ about the 

changes to her breasts from breastfeeding, and Grace said while she had not had any major 

issues she ‘only really felt I’d gone back to normal ‘down there’ quite recently’. Leah said 

she felt ‘fat’ and had ‘resigned’ herself to ‘not doing anything about it’ until she could find 

more time to exercise. She said she was tired of not ‘feeling good in clothes’, and that her 

‘body just changed… [she felt] so much broader and thicker’ and thought ‘half these clothes I 

can put away because it’s just not going to happen for a while’. On the other hand, both 

Rebecca and Vera thought their bodies were ‘almost back to normal’. 

 

Participants also discussed their identities in relation to their jobs. Kate said: ‘I don't know 

how I would’ve coped if I didn't get back to work. It's the only time I get to see adults’, and 

she said her work was ‘still a part of who I am’. She surmised that: 
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…a lot of mums struggle because they become parents and that’s their whole life now 

and they forget to be themselves. I’m still [Kate], not just [my baby’s] mum… I still 

have wants and needs and interests.  

Alice also felt that she needed her work for the ‘sense of purpose’ it gave her. She found that 

being a mother was ‘not enough’, and that she needed to think about other things. Emily 

missed the environment at her work, and was considering returning part time. She said it 

‘fulfilled’ her in a different way to motherhood. Other women, including Grace, were not 

excited to return to work. Grace said that ‘work is not my only source of stimulation’ and that 

she was not sure returning to work was worth spending time away from her baby.  

 

6.4.1.6 Internal conflict and guilt 

A sense of inner conflict, sometimes combined with guilt, was described by almost every 

participant. Women described the sense of ‘mother guilt’ that they had heard of but never 

experienced before, and described how at times they felt at conflict with themselves. 

Participants discussed the competing demands in their lives, and the feeling of being pulled 

between being a mother and their other roles such as employee, partner, and friend. A sense 

of ‘achieving nothing’, and the emotions attached to this feeling, were also discussed 

frequently. 

 

Emily described the ‘guilty feelings’ she had over not using her time on maternity leave to 

undertake an online course or do some professional readings for work, and said it felt like a 

‘little battle of professional side versus mum’. She said she logically knew she was not 

‘wasting’ her time, but her brain was in ‘battle mode with itself’. Jill felt ‘guilt over not being 

there with [her son] and feeding him in the day’ when she went back to work, and also for 
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feeling that sometimes she needed a little space from him. Kate felt guilty because she was 

planning to take the next year ‘to finally get a career happening’, but she felt worried about 

sending her baby to day care more. Olivia described feeling guilty and selfish when she 

stopped breastfeeding her daughter at the age of three months, even though the amount of 

effort she had put into breastfeeding her daughter to that point was enormous: as noted by one 

of her healthcare providers, ‘no one else would have done what [she had] done’. Hannah felt 

‘guilty and overwhelmed’ when she experienced self-doubt about her parenting abilities. 

 

Alice spoke about juggling different aspects of her life, and said: 

Part of me has enjoyed having something else [work] to do and the satisfaction of 

knowing I’m keeping things ticking along over there… but at the same time it’s quite 

hard to balance expectations. I’m one of those people … that doesn’t want to say ‘no’ 

to anyone, so I end up feeling like I’m disappointing everyone. 

Rebecca felt conflicted because she always wanted ‘to have a year off’ with her baby, but she 

was offered a career opportunity when her son was six months old that she felt she could not 

refuse as it would offer her long term ‘flexibility’.  

Lucy said that she found it hard: 

…trying to juggle my old life with my new life because I still have to earn money, and 

we’ve got financial obligations with mortgages and stuff like that… so it’s hard trying 

to weigh up what’s important, and prioritising things. 

Leah spoke about juggling being a wife with being a mother: ‘I’m starting the day well if I’ve 

managed to do some groceries and make dinner before [my husband] comes back from work 

so we can have more chill time when he gets home and the boring things are all done’. Vera 

said the most difficult element of motherhood for her was ‘balancing it all’. 
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A frustrating feeling of ‘getting nothing done’ and having to adjust expectations of what one 

could accomplish at home with a baby was also discussed by many participants. Lucy 

recalled that a friend with older children said to her, ‘‘Just accomplish one thing per day. I 

just make sure I make my bed’ and she had thought, ‘What? That’s ridiculous. Of course I’m 

going to make my bed’, but now’ she understood. She also observed that: 

Doing a load of washing is not something enjoyable to tick off, whereas if you had to 

go see some [work] clients, I guess that’s more rewarding… it’s all hard tasks, the 

washing and all that, but for me it doesn’t feel as important. 

 Alice said motherhood felt ‘a bit aimless’ to her, and Vera expressed frustration that the 

work she did at home with her son was ‘invisible’, and it left her feeling like she ‘never got 

anything done’. Rachel said she had to adjust what she expected of herself and adjust her 

sense of purpose. If she set out to ‘get the washing out and bring it in and fold it’ and she was 

able to complete that goal, she felt better than if she did not give herself any credit for this 

achievement. 

 

6.4.1.7 Maintaining mental wellbeing 

All participants discussed ways in which they worked to maintain their mental wellbeing. 

Grace said she ‘got a lot out of meditation’, and it helped her to ‘empathise’ with her baby. 

Emily found yoga important for her mental wellbeing, and also ‘just getting outdoors’, which 

Jill also found helpful. Emily said she felt a bit anxious about the coming winter months and 

the ‘potential for being housebound’. She found staying connected with friends and family 

was another ‘biggie’ for her mental health. Lucy said that she had moments where she felt 

motherhood was ‘intense’, and she needed even just ‘ten minutes to water the garden by 

herself’. Alice said that she had been to see a counsellor in order to help her work through 
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some issues relating to feelings of uncertainty about her place in her new family of three, and 

some feelings of jealousy she had toward her daughter’s relationship with her partner. She 

said: 

I didn’t like the idea of talking about myself in advance, but when I got there, I really 

enjoyed it… she pointed out a few things to help me… and gave me, I guess, some 

hope that I don’t have to feel like this all the time forever. 

Alice also mentioned how important exercise was for her mental wellbeing, and how ‘just 

even going for a short walk’ could help improve her mood. Rebecca tried to ‘get up every day 

and put on make-up, even though I didn’t do that every day before… now it keeps me feeling 

not disgusting’. She also tried to ‘get out of the house’ every day. Leah found that getting out 

of the house alone, even to buy groceries, helped her ‘feel good’. Hannah found being around 

people helped her stay feeling well, so she tried to have social contact every day. She also 

found ‘reading [her] bible for a quick 15 minutes’, and making sure her day was ‘about more 

than naps and nappies and feeding’ helped her stay mentally well. Kate found that releasing 

her frustration by leaving her baby in a safe place and then going to a different room to 

‘scream and yell’ vented her emotions and helped her feel better. 

 

A specific element of maintaining mental wellbeing that was mentioned by most participants 

was the idea of intentionally taking time for themselves. While many mentioned that 

‘sneaking’ 10 minutes here and there could help them to calm down, in order to maintain 

mental wellbeing they were conscious of needing ‘me time’. Grace said she tried to 

‘proactively spend her own time doing something purposeful’, and Alice said she was trying 

to set aside time to ‘go to the gym’ or have ‘a bit of pampering’. Kate said, since she was on 

her own, that her baby’s routines were the key to finding time for herself. The only time she 

had alone was when her baby was asleep, and therefore she placed great importance on her 
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routines: ‘When my routine gets upset it makes me spiral for the rest of the day’. Leah also 

placed high value on the time after her daughter went to sleep so she could have ‘me and 

[husband] time’. Jill relied on her husband to take their son so she could ‘have a bath’, but 

also found that what helped her mental wellbeing the most was to ‘do the house chores’ 

because it made her ‘so stressed out’ if those chores were left unattended.  

 

6.4.1.8 Emotional fragility: building resilience 

Despite their best attempts to take steps toward staying mentally well, most participants 

discussed emotional issues that they were dealing with, or had dealt with in the past few 

months. In spite of any issues they were facing, most participants assessed themselves as 

more resilient, less fragile, and in general ‘happier’ than at Interview #2. Feeling judged by 

others and the associated emotional toll of this judgement was another topic discussed by 

many participants. 

 

Lucy and Jill both said they continued to find motherhood ‘isolating’ at times. Alice said she 

felt her confidence in herself as a person was ‘less’ since her daughter was born, and she 

surmised it was perhaps because she was ‘so tired all the time’. Kate admitted she still had 

‘bad days’, and felt like telling her baby to ‘shut up’ at times when she would just ‘stare at 

[her] crying’. Leah said she had a large amount of anxiety when she tried to sleep train her 

baby, and would feel ‘sick’ when she knew it was time to put her to bed. Hannah said she 

spent the first months of her son’s life ‘feeling very alone in the parenting’ even though her 

husband was trying to help. She found the mental load of responsibility for her baby felt like 

it was all placed on her shoulders: ‘I would let people carry him and stuff, but I would still be 
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the one keeping track’ of his feeding and sleeping, and she felt overwhelmed that she was not 

sure she was making the right decisions for her son. 

 

Many participants experienced judgement for their parenting choices, by people known to 

them, or by strangers. Olivia felt judged and patronised when an older family member 

questioned her choice to feed her baby a bottle of formula, and said ‘Oh, can you not feed her 

yourself?’. Rebecca felt ‘a little bit judged’ by the child health nurses for choices she made 

about her son. Jill said she felt she ‘couldn’t win’ with other people’s judgement about her 

decision to go back to work, and she also noted that other people would often look at her life 

from the outside and think it was ‘perfect’, but this upset her because they did not understand 

the entirety of her circumstances. Vera experienced a situation where she had laid her son 

(who was not yet mobile) on a park bench while she walked 2m away to put something in her 

pram. A ‘gentleman then took it upon himself to approach me’ and said, ‘Mummy, it’s not 

safe’, which she found condescending and offensive.  

 

6.4.2 Summary of Interview #3 findings 

The lived experiences of the participants in the middle of their first year of motherhood are 

illustrated by the eight overarching themes presented in the preceding section. The 

overarching themes represent commonalities in the experiences of these women. By 

examining these themes, the persona of a woman created after Interview #1 and expanded 

upon after Interview #2 can be revisited and the timeline of her experience extended. At the 

time of Interview #3, this woman remains grateful for support from her partner, family, 

friends, and peers. She and her partner have reached a new equilibrium in their relationship 

where they can relate to each other as parents. She is considering support from healthcare 
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providers, and wishing there was more scheduled contact with known care providers to 

discuss both her own postpartum health and her baby’s development. The practicalities of 

motherhood are becoming an integrated part of her new reality. She is evolving as a mother, 

and her confidence to care for her baby is growing. She can look back and reflect on the past 

months with some perspective and clarity, and her priorities are shifting as her new identity 

as ‘mother’ forms. She is grappling with balancing her new and old selves, and her role as 

mother with the other roles in her life. She has returned to work and is trying hard to succeed 

in all aspects of her life. Her horizons are starting to re-expand from their ‘shrunken’ state at 

Interview #2. She is experiencing ‘mother guilt’ as she ‘battles’ within herself to devote her 

time and attention to not only her baby, but the rest of her life. She is conscious of her mental 

wellbeing, and actively trying to protect it. The emotional fragility she experienced in the 

early weeks after giving birth remains, but she is building resilience. 
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6.5 Interview #4 

6.5.1 Overarching themes 

Interview #4 occurred at the end of the postpartum year, with the earliest interview occurring 

at 11.5 months and the latest at 15.0 months after the birth of the participants’ babies. As with 

the preceding interviews, this temporal discrepancy was unavoidable, but also not anticipated 

to impact the outcomes of the interviews. Seven overarching themes emerged from the 

Interview #4 time-set of 13 interviews. Each overarching theme was comprised of between 

five and 12 essential themes, garnered from the verbatim interview transcripts. The 

overarching themes will be presented and discussed with excerpts from the transcripts used to 

support each theme. Table 8 lists the overarching themes from the Interview #4 time-set. 

 

Table 8. Overarching themes from Interview #4 time-set 

 

1. Support: still appreciated, but less vital 

2. Postpartum healthcare: the end 

3. The juggle of motherhood 

4. Evolution as a mother: continuing 

5. Identity: solidifying as a mother 

6. Ongoing consideration and maintenance of mental wellbeing 

7. Study participation appreciation 

 

 

 

6.5.1.1 Support: still appreciated but less vital 

While still discussed by every participant, support was mentioned with somewhat less 

frequency in Interview #4 than in the preceding interviews. Partner support, as well as 



 
 
 
 

190 
 

discussion about how their partners were coping as fathers and how their partner relationship 

was faring one year into parenthood, were mentioned by all participants, and still carried a 

large amount of importance. Support from family, friends, and peers was also mentioned by 

each participant, but seemed to have decreased in importance from its position in the three 

previous interviews. 

 

At the time of Interview #4, all of the women were still in a relationship with the father of 

their baby, except for Kate, whose relationship dissolved between Interviews #2 and #3.  

Kate was, however, continuing to share a small amount of parenting duties with her ex-

partner, who would visit their daughter on the weekend for approximately half a day. Most 

participants were happy with the support received from their partners. As Emily said, her 

husband ‘lived’ for being a father to their daughter, and was ‘an amazing, supportive dad’. In 

recent weeks, when Emily was feeling especially stressed about being far away from family 

in Queensland, her husband offered to inquire about moving his job north to be closer to her 

family, which made her feel valued and supported. Olivia moved back to New Zealand 

between Interviews #3 and #4 in order to capitalise on a career opportunity. As a result, her 

husband became a stay-at-home father once they settled in their new city, which she said ‘he 

enjoyed but found quite challenging’. After a few months, he went back to work and their 

baby went to day care, but the fact that her husband was willing to stay home during their 

time of transition made Olivia feel very supported. Lucy said her husband ‘loved coming 

home at night’ to see their baby, and Rebecca said her husband ‘couldn’t really be a better 

dad. He’s very hands-on, very good at helping with the cooking and house stuff’. Rachel 

described her husband as ‘pretty incredible’, and said he would ‘pack [our son’s] bag for [day 

care] and he gets it right 99% of the time’, and said he ‘absolutely loves’ being a father. Alice 
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found her partner was ‘almost too much’ in that he was so ‘devoted’ to their daughter that he 

would spend ‘so long’ doing everything with her, and Alice felt she constantly had to be the 

‘downer’ ruining their fun.  

 

The impact of parenthood on their partner relationship was something nearly every 

participant discussed. Some of the women said their relationship was better now, and some 

said it was not, but in all cases, adjustment and finding a new balance was described. Grace 

explained how her relationship with her husband had improved: 

It changed, but it's a lot better now. It’s almost like you step into a limbo with your 

relationship … you’re both exhausted and most likely you don't have the emotional 

energy to actually interact. You still love each other and all that, but your relationship 

– it has an identity crisis. I think for us, improvement was timed with actually getting 

a full night’s sleep again, so it’s probably got a lot to do with it, and it feels like we’re 

back where we were before [our baby] was born. It’s like the spark has returned. 

Emily said her relationship was more solid ‘than ever, ever before’, and that she and her 

husband consider themselves ‘the perfect team’. Olivia said her relationship had undergone a 

‘positive change’, but she said there was ‘quite a bit of tension’ for some time, because her 

husband felt that her focus had shifted since she became a mother, and all she wanted to do 

was ‘focus on being a mum’ and giving ‘[our baby] a perfect life’. She said they worked on 

their communication issues, and things had been better since. Alice said she and her partner 

were still grappling with the same issues she mentioned in Interview #3, where she felt 

uncertain about how she fit into their family of three, and sometimes felt jealous when she 

considered her partner’s relationship with their daughter. She said these feelings were 
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‘impacting’ her relationship with her partner, but that they did ‘talk about it a lot’, which 

helped. She said regardless of this issue, they had ‘a lot of trust’ and their relationship was 

still ‘good or better’ than pre-baby because they were both devoted to their daughter. 

  

Leah said her relationship with her husband was ‘in a good place… not the best spot it’s ever 

been, but not a bad spot’. She related that it had taken some negotiation to reach that point. 

Her husband expressed that he missed his old life, and this frustrated Leah, who felt her life 

was even more changed than his as a result of parenthood. They negotiated some time for her 

husband to pursue some of his hobbies more, and she felt things were getting better. Vera 

said things were a little bit ‘up and down’ with her husband, depending how stressful his job 

was at the time, but she did wish for ‘more exciting’ time together. Rachel said that her 

relationship with her husband ‘may have changed’ temporarily, but now was ‘probably the 

same, really’. She quipped that ‘he’d like more sex, but I’m too tired!’. Jill’s partner had been 

struggling with his mental health and had some injuries as a result of work, and she wished 

that he could have supported her more. She felt she was ‘all by [her]self’ a lot, and wished he 

could have ‘been there’ for her more. Julia said her husband had been struggling somewhat 

lately, and was tired of living with her parents, where they had been since late in her 

pregnancy while they renovated their own house. She said, ‘it was a miserable environment’, 

and it was making things difficult between them. She was hopeful that moving back into their 

own house, which was happening in the near future, would help them reconcile. Hannah said 

she and her husband were now ‘working better together as a team’. Since their marriage and 

relationship were quite new when their son was born, it took quite a bit of time for them to 

learn to communicate effectively: 

At the start, we had very strong differing ideas that we didn’t really get to discuss.  
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We just had to deal with things on the spot, and disagree or compromise on the spot.  

And now that we’ve had more of those disagreements, we can kind of know what the 

other person would feel more comfortable with, and can think about each other’s 

feelings and can trust each other more. 

 

Support from family, friends, and peers was also mentioned by every participant, but less 

frequently than in previous interviews. Many participants received support and help from 

their parents. Grace said her husband’s mother babysat her daughter occasionally so she 

could ‘get a bit of a break’, as did Jill, Hannah, and Leah’s mothers or mothers-in-law. 

Lucy’s mother and mother-in-law came to visit her multiple times each week, and she could 

call upon them for babysitting when needed. While Emily’s family was in Queensland, she 

spoke to her parents ‘pretty much every morning’ on FaceTime (video calling program). 

Olivia was enjoying having easier access to her family, having returned to New Zealand 

recently. She said she no longer felt as ‘isolated’ having this support close by. Julia felt 

surprised and happy that her father (her baby’s grandfather) wanted to look after her 

daughter, as ‘she never thought she’d let [her] dad babysit’. Kate’s family lived in New South 

Wales, and she missed the day-to-day help she could have had if they lived closer. However, 

she knew if she really needed help, one of her brothers ‘would be on the next flight’ to come 

and assist. She appreciated the ‘confidence’ she had in her family to help if she was not 

coping. Vera said she wished for a ‘closer relative’ that she could ‘feel a bit closer to’, as her 

family was all overseas and she was not at all supported by them. Alice had no family in 

Tasmania, and said she ‘paid’ for support in terms of day care. 

 



 
 
 
 

194 
 

Emily appreciated the support and camaraderie of her friends, and said she was ‘trying not to 

have too many home days’ to avoid boredom and isolation. Lucy enjoyed spending time with 

her friends, but sometimes found the practicalities of finding suitable times to get together 

difficult. Rebecca had some ‘really good friends’ who also had babies in the past year, so she 

spent time with them ‘all the time’. Kate felt she did not have a lot of time for socialising, but 

she did appreciate a new ‘mum friend’ she had met recently with whom she could ‘share 

experiences’. 

 

6.5.1.2 Postpartum healthcare: the end 

Healthcare between six and 12 months postpartum, for both babies and mothers, was 

discussed by every participant. Most participants found that care for their babies between six 

and 12 months was lacking. Grace commented that there was a ‘huge gap’ between the child 

health nurse check-ups at six months and 12 months. She said, ‘there should definitely be at 

least a nine-month check, I think’, and that ‘all of’ her friends said the same thing. Lucy also 

said it was: 

A long time between the six and 12-month check-ups, and [she was] hanging out to 

see where [her daughter] was sitting on the growth charts and make sure everything 

was alright… maybe an eight-month check-up or something would be good.  

Julia took it upon herself to make a child health nurse appointment for her daughter when she 

was nine months old. Kate was very frustrated when she said she: 

…had to call and make an appointment to see the nurse for her [daughter’s] 12-

month check-up… there were just no prompts to go… I’ve heard nothing since her 

six-month check, not a thing. No phone call, email, text, nothing.  

Alice said that overall she found the child health appointments ‘a bit useless’ and said that ‘in 



 
 
 
 

195 
 

fact, if I had a problem, I wouldn’t tell them’. Rebecca said that all along she had found the 

child health nurses ‘a bit judgey’ and said she needed to be ‘confident’ to defend her 

parenting decisions to them. Jill said although she found the appointments she did have 

useful, healthcare for her son between six and 12 months was ‘non-existent’ and she felt ‘on 

[her] own’ for that time. Vera, on the other hand, found her child health nurse to be ‘really 

good’ and ‘open’ to some of her more alternative parenting choices, which she appreciated. 

She also noted that she ‘came to appreciate… continuity of care’, because then she did not 

have to retell her story to every new healthcare provider. 

 

Healthcare for the participants themselves was discussed less frequently during Interview #4 

than in the preceding interviews. Alice said that the prolapse she experienced as a result of 

childbirth was handled very well by her healthcare providers. She felt ‘lucky’ to have seen 

the same obstetrician who helped birth her daughter in the public outpatient clinic, and she 

said ‘it has been great to see someone I like.. and the same person’. Kate, on the other hand, 

felt ‘no one cares about the mum’, and wished there was some sort of ‘opt-in [postpartum] 

assistance scheme or website’ where a request for help could be lodged. She also said that a 

program of this nature ‘would have been beneficial, but then again it would also be nice for [a 

healthcare provider] to say something like, ‘Hey, how crap is being a mum when your kid is 

under six months old? We know’’. 

 

6.5.1.3 The juggle of motherhood 

The juggle and balancing act of motherhood was the most extensively discussed topic in 

Interview #4. Aside from one participant, all the women had returned to their jobs, and they 

were working hard to balance their lives as their worlds continued to re-expand outward from 
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the ‘shrunken’ spaces they occupied with their newborn babies. As Rebecca stated, mothers 

at this stage are ‘in the trenches’, and as Rachel said, ‘it’s all very hectic right now’. The 

range of topics covered by this ‘juggle of motherhood’ was broad, but all of the topics 

covered related to how the participants were learning to manage their new responsibilities 

and roles, and the often-conflicted and guilty feelings they had about managing their own 

needs and desires in conjunction with their families’. Topics such as handling the return to 

work, putting their own desires aside in favour of their babies’ needs, and managing 

breastfeeding, were all considered.  

 

Feeling pulled between mothering and the other elements of their lives was discussed by 

everyone. As Jill said, ‘I love being a mum… but it’s just dealing with everything else’. The 

focus was predominantly on balancing the demands of a career with the demands of 

motherhood. These discussions often had practical elements, such as the chaos of the 

‘morning routine’. As Rachel noted, ‘time management’ was a struggle for a working family, 

and Rebecca and Jill both said ‘getting out the door’ in the morning was ‘hectic’. Julia and 

Lucy both altered their work schedules to be able to breastfeed their babies during the work 

day. Alice tried to work at home with her daughter there, which was ‘the worst’ as she felt a 

constant pull to both complete her work and attend to her baby, and was riddled with 

‘pressure… guilt, and conflict’. She found it easier to work away from home. Olivia also 

found working at home to be nearly impossible: ‘if [my daughter] was needing more than I 

could give her, I just found myself getting worked up that she was upset and then I was upset 

that I couldn’t do my work’. 

 

Aside from the practical challenges faced by the participants in balancing work life and home 

life, many also described inner turmoil: feeling pulled between staying home with baby 
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versus engaging with their former career-minded selves. Vera expressed this conflict 

effectively when she said she had ‘lots of conflicting feelings’, and continued on to say that it 

was ‘hard to reconcile all these different things I want to achieve’. Rebecca said she felt she 

was ‘in limbo’ and was ‘not really at work, and not really at home’, and she was also worried 

she was ‘throwing away my child’s years’ by missing out on time with him while at work. As 

Emily shared, she felt torn when she considered her return to work: ‘if you don’t work 

enough, then you miss it and don’t feel like you’re contributing at work. But if you’re there 

too much, then you will be missing out’ on time with baby. She went on to say she did not 

think the ‘perfect’ balance exists. Rebecca echoed this sentiment, when she said ‘everything 

is just hectic… just trying to balance’ it all. Jill also agreed that it was challenging to ‘figure 

out that balance’. Olivia said that now that she was back at work almost full-time, she ‘didn’t 

like to spend a lot of time outside from work away from [her baby] because she felt bad’. 

Lucy revealed that she ‘withdrew from her university study for the moment because she 

wanted to spend that time with [her daughter]’. She felt ‘really good about’ this decision, but 

it was a difficult choice to make. Jill and Julia both stated that they did not want to have to go 

to work, but they both had to do so for financial reasons. Julia and Alice both commented that 

being at work was easier than being at home with their babies, and Rebecca said she felt ‘the 

transition to work’ was ‘harder than having a baby’. 

 

Many participants noted that they often put aside doing things they wanted to do in favour of 

time with their baby, because indulging in those activities left them feeling torn and guilty. 

Olivia stated that while she often wanted to go running after work, she felt ‘really bad’ about 

it since she had already been at work all day. She found it was pointless to make herself go 

because the whole time she was running she was thinking ‘I should be at home’. Rachel also 

stated that she would often give up something she wanted to do, such as ‘go for a run’ 
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because she was ‘very conscious of every day, trying to spend enough time with’ her son. 

Lucy also wanted to return to regular exercise, but when her husband arrived home from 

work it was ‘the witching hour’ and was not a good time to leave her baby. Olivia said that 

she might have enjoyed making new friends and going out for a drink after work, but she did 

not want to sacrifice that time with her daughter. Julia started playing on a hockey team, but 

she had been ‘made to feel guilty a couple of times about it’, because she already spent time 

away from her baby at work. Relatedly, several participants reflected on activities they 

missed from their pre-baby lives. Lucy said the thing she missed most about her ‘old life’ was 

‘being able to go out to tea’. Olivia said that she missed being able to sit down for ‘15 

minutes with a cup of tea or look on my phone’ when she got home from work. Many 

participants said it was ‘hard to find time for friends now’, as Jill mentioned. Alice said she 

had to ‘cram’ all her socialising into one day to fit it around working. Leah said that despite 

there being elements of her life before she became a mother that she missed, ‘we obviously 

can’t have our old life’, and so she had to find a way ‘to make this work’. 

 

Breastfeeding was discussed by nearly every participant, as some of the women were still 

breastfeeding their babies at this stage. Hannah said she was still breastfeeding ‘three times 

per day’, and Rebecca said she thought her son was not likely ‘to self-wean until he’s eight 

years old!’ because he still enjoyed it so much.  Other participants were in the process of 

weaning their babies, as breastfeeding was another complicating factor in the motherhood 

juggle. As Lucy said: ‘It’s very conflicting with … breastfeeding. I want to stop because I 

want a little bit more freedom, but then I don’t want to stop because I want her to still need 

me’. Julia related that she was ‘scared’ to stop breastfeeding her baby, as it gave her a reason 

to go home to visit her during the day, and she did not want to be at work for eight hours 

without seeing her daughter. Returning to work was the impetus for many participants to start 
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the weaning process, as Alice said it was, at least in part, for her. Leah said her daughter 

‘self-weaned’ when Leah returned to work. Rachel said that she liked ‘the connection’ she 

felt when breastfeeding her son, but the practicalities of it was getting to be too much with 

work, and travel for work, and she said she just ‘petered out’.  

 

6.5.1.4 Evolution as a mother: continuing 

A year into motherhood, perspectives about life as a parent had changed since the earlier 

interviews. Increased confidence as mothers was evident, and participants were gaining the 

skills and abilities needed to multitask and successfully manage many facets of their lives. 

Participants frequently reflected back on how they thought they had changed as mothers and 

how their perspective on life as mothers had changed. They often discussed their confidence 

as mothers, as well as the things they still struggled with. They also pondered the possibility 

of a second baby. 

 

Many participants brought their babies – now toddlers – with them to this interview, and so 

the toddler would often become a focal point in the conversation. As a result of this, as their 

toddler sat in a highchair eating, played with toys, or explored the surroundings, these 

interviews often started with the participant reflecting back on how much had changed for 

themselves, and their babies, since their baby was a newborn. As Lucy recalled, things were 

‘vastly’ different now to when her daughter was an infant: ‘at that age, you don’t really know 

what you’re doing. They can’t communicate to you’. Hannah reflected that: ‘the first few 

months was just jumping into a complete unknown and feeling absolutely ill-equipped, and I 

just had no idea what I was doing’. Rachel said of her son, ‘he’s changed so much’, and that 

motherhood had been ‘an exciting journey’. Leah said that having a 12-month old was ‘what 
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[she] imagined’ when she pondered having a baby when she was younger, and that ‘every bit’ 

her baby ‘got older’ was ‘great’. Every participant marvelled at her baby’s ever-evolving set 

of skills and achievements: for example, Kate described how ‘clever’ her daughter was, and 

how quickly she learned new skills such as stair climbing, and Rebecca was proud her son 

had already been walking ‘for a month’ at Interview #4. 

 

Almost every participant related that being a mother was easier now, even compared to at 

Interview # 3, when most participants felt it was easier than it had been in the earlier months. 

Alice said, things were ‘good’ now, and when her baby was six months old, it was ‘the worst 

time for me’. Kate said, ‘I’m in a bit of a groove with her, so we’re good. Honestly, 

everything is pretty good at the moment’. She went on to say that she was ‘finding it much 

easier to be a parent’ now. Leah said she felt more ‘alive’ than six months ago, and that she 

was ‘in a good space’. Alice said she was ‘contented’. Leah, Hannah, and Vera all said being 

a mother was ‘getting easier’. Vera related that after her son turned one year old, ‘everything 

became a little bit more… about me again, a little bit of balance. Not 50/50 or anything, but 

at least I have a little bit of sanity back’. Kate talked about how much more rewarding it was 

to be a mother to an older baby: 

We can actually do stuff together, and she’s learning things, and I can teach her 

things now. She’s starting to give me something back for all the 11 months of take, 

take, take. I actually feel I’m getting rewarded now.  

Emily said, ‘it blows my mind, this little person she’s become. She’s amazing. It’s all worth 

it’. Olivia said that after her recent move she unpacked a box and she found a ‘feeding 

journal’ that she had kept when her daughter was struggling to breastfeed and ended up in 

hospital with a nasogastric tube. She found that as she started reading the journal, she ‘got so 

anxious’ she ‘ended up crying’. She said that as she read, she ‘remembered how she felt at 
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the time, just being so scared and unsure and upset’. She found the whole experience of 

revisiting her early days of motherhood ‘surreal’ and ‘weird’, and she was happy that 

‘everything comes naturally now’. 

 

Although much of what was covered above implicitly relates to confidence, sometimes 

participants were more explicit, such as when Alice said, ‘I do feel like I’m quite capable, 

which makes me feel good. It makes me feel like I’m quite successful’ at being a mother. 

Hannah also shared her feelings of increased confidence: 

Now, just having the experience and time and little things confirm that, ‘Oh, yep.  I’ve 

been doing that well.’ He’s putting on weight or he’s reaching his milestones, that 

kind of thing – confirm that actually, I’m not failing at this. 

Jill revealed that she was 18 weeks pregnant with her second baby at this interview, and she 

said she felt ‘a lot more confident this time’. Rebecca said that although she had been quite 

self-assured since the beginning of motherhood, now she did not ‘question her parenting’ and 

felt very confident defending her choices.  

 

Despite most participants feeling more confident overall, there were still things that they 

found challenging, or new experiences as parents they were still learning to navigate. Julia 

revealed, ‘it’s taking me a long time to find a new normal. Everything now is still temporary’. 

She also said she still sometimes felt ‘like a rookie’ when she made ‘a mistake’ with her 

daughter. Emily said that in recent weeks her daughter had experienced ‘a really big 

transition time …she’s changing the game for me… I’ve had some battles, and … I’ve 

struggled a bit with it’. Lucy said that as her daughter got older she had to ‘learn to punish 

her’ which found ‘really difficult’.  
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Most participants discussed the possibility of a second baby, many with far more certainty 

than in Interview #3. In fact, Jill was 18 weeks pregnant with her second baby, which she 

revealed was unplanned, at Interview #4. Despite the surprise nature of this pregnancy, she 

was ‘excited’. Grace said she had decided that she and her husband wanted ‘to have another 

baby’, and as a result she did not return to her job. Rachel said she wanted to have another, 

and was nervous it would happen quickly because she was ‘not on any contraception’. Julia 

said she definitely wanted another baby, possibly ‘two more’, and Rebecca thought she and 

her husband would start trying for a second baby ‘in the next month’. Hannah said she 

‘definitely wants to have another one’, and that she was ‘hoping to have four, actually’. 

Olivia was conflicted, but overall sounded quite certain that she and her husband would have 

another baby:  

We definitely will. We talked about it. I don't think we'll ever have that definitive, ‘Yes 

we absolutely definitely want to have a second one’. It’s more like, ‘Maybe’, but it’s 

different because I know things were really hard with [our daughter] when she was 

little, and both of us were like, ‘Oh God, we can't do this again’. Whereas now, we’re 

like, ‘Oh, this is fun.’   

Some participants, including Lucy, were less certain: ‘If you’d asked me before 12 months, I 

was like, ‘dead no’. But now I don’t know. I worry that it all goes too quick and then you 

want that again… but not for a while. I don’t think I’ll try again until she is two or three’. 

Alice said she ‘didn’t think’ she and her partner would have another child, but later in the 

interview said ‘despite all the discomfort and pain, I would probably have another’, but she 

thought her partner would not want a second child. She mentioned the possibility of 

‘adopting another child’, and felt her partner might be ‘more open’ to that option. Leah did 

not feel excited to have a second pregnancy, and said ‘I don’t want to be pregnant, I don’t 

want to give birth, and I don’t want to do the newborn things again’. Her husband did not feel 
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excited either, and she recounted he said to her: ‘Do you remember what that shit was like?! 

Do you reckon I’ll sign up for that again?!’. Despite these feelings, she thought they would 

‘have a second baby’, as they wanted their daughter to ‘have a little friend’. 

 

6.5.1.5 Identity: solidifying as a mother 

Self-identity was discussed by every participant. Most of the women discussed the more 

solidified feelings they had about their perceptions of themselves as mothers. Participants 

described a range of feelings about their identity: some felt they were different people now, 

some felt they were a ‘new version’ of their old selves, and some felt they were the same 

person. They also discussed their bodies both in terms of physical recovery and their attitudes 

toward their appearance.  

 

Some women, including Grace, described themselves as ‘a new version’ of their old selves. 

She said she still felt ‘very much like me’, and she said she thought she had ‘levelled up’ 

because she was now a mother. She said, ‘look at me! I’m doing this right now’. Olivia said 

she ‘definitely’ felt ‘like herself’ but that she had ‘grown as a person’. Alice said that she felt 

‘like the same person, but much more at peace’, and she thought that her daughter ‘was a 

large part of that’. She said she felt ‘more happy and alive’ as a mother. Rebecca related that 

while she did not feel like her old self, she thought she had ‘never felt like I wasn’t myself’. 

She said she did not feel like she ‘lost identity’, but rather that she ‘gained something’. Vera 

said she thought that people ‘change all the time’ through ‘their life spans’, and she had 

noticed changes in how she perceived herself. She felt she was ‘more respectful’ of herself. 

Rachel also felt that people were ‘always evolving’, but that motherhood was a ‘more rapid 

evolvement’ of her self-identity.  
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Other participants felt they were different people now that they were mothers. Jill felt she was 

‘not really’ the same person as before her son was born, and that her ‘perspective’ changed. 

She thought the change in herself was ‘probably good’, and that she had changed her ‘values’ 

and ‘priorities’. She said she was ‘happy’ with who she was as a mother. Kate said she was 

‘definitely’ a different person than before she had her baby. She said that now that her baby 

was older, she felt ‘more ok to go back to being me instead of only a mum’, and that when 

her baby was small she felt ‘I wasn’t allowed to be [Kate] because my baby had so many 

needs that were bigger than my own’. Lucy said, ‘I definitely don’t feel like the old me. But I 

guess that’s ok, because the old me didn’t have [my daughter]’. 

 

Discussion of their bodies was another topic related to their self-identity and perception of 

self. Grace said that ‘I feel really good. I feel back to normal, I guess. Psychologically, I feel 

way more comfortable in my body’. Emily also said she felt ‘really good’ and that she had 

been taking Pilates classes which her ‘body just loved’. Alice was going for runs in the early 

morning, having found the ‘self-discipline’ she always wished she had before, which was 

helping her feel ‘happier’ in herself. Leah said she was feeling quite good physically, but was 

still upset about the weight gain she had experienced since having her baby. She decided that 

she would not get more fit by not exercising, so purchased some cycling shorts in her current 

size to encourage herself to exercise. Julia also shared that she felt ‘fat’, and Hannah said she 

was not ‘where she thought [she] would be by now’, and that she had not been very diligent 

with exercising.  
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6.5.1.6 Ongoing consideration and maintenance of mental wellbeing 

Despite the overall trajectory of increased contentedness and confidence as mothers, there 

were still times when the participants struggled emotionally, and found motherhood stressful. 

Almost every participant also still considered ways to promote her own mental wellbeing, 

and discussed these strategies.  

 

Emily found her daughter’s sleeping habits challenging in recent weeks, and found herself 

overwhelmed with trying to get her sleeping under control. She said it was ‘consuming’ her 

to the point where she had moments where she felt, ‘I’m not enjoying this’, and ‘is this what 

my life has become?’. She said it caused some ‘very lonely moments’. Leah also found the 

unpredictability of her daughter’s sleeping stressful. Olivia said she sometimes made things 

more difficult by putting ‘pressure’ on herself to achieve a high standard in work and 

motherhood, but realised it was not an ‘actual expectation anyone had of me’.  

 

Alice said she still struggled with the same jealousy issues she described first in Interview #2 

and then again in Interview #3, and was ‘seeing counsellors’ about it. She felt she still had the 

same concerns, but was learning to be ‘more self-aware’ and how to cope with the feelings. 

She still sometimes ‘felt bad’ about herself when she felt her daughter preferred her partner 

over her. Rebecca struggled with her stress levels at work, and said ‘there was only so long’ 

she could ‘sustain’ that level of stress, and knew she needed to ‘slow down’. Kate said she 

still felt lonely at times, and Jill said she sometimes felt ‘quite isolated’. Leah, Lucy, and 

Hannah all discussed the weight of responsibility for their babies that they felt rested mostly 

with them. As Lucy described, ‘I am the main controller of what [my daughter] is doing, and 

sometimes I wish I wasn’t… I will control, but I don’t want control… it’s very conflicted’. 
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Strategies for promoting their own mental wellbeing were discussed by everyone, in the form 

of self-care. Grace said she worried about climate change and her daughter’s future, so she 

spent a lot of her time volunteering for a climate change organisation to help her feel like she 

was ‘dealing with the climate catastrophe’. Other participants turned to exercise to help 

manage their mental wellbeing: Emily had been going to the gym and taking Pilates classes, 

Vera took Pilates once per week, Leah joined a gym, Olivia was training for a half marathon, 

and Julia was playing hockey on a team. Kate found that keeping on top of her housework 

was the activity that made her feel the most relaxed, because ‘what’s important to me is to 

have a tidy house’. Vera also mentioned that making time to see her psychologist felt like a 

proactive measure for her mental wellbeing. Hannah found it difficult to leave her son with 

other people, but said she and her husband were ‘working on that’, and she thought she might 

start taking Saturday mornings to go outside the house for a few hours on her own.  

 

6.5.1.7 Study participation appreciation 

This subsection will be explored in a different manner than every other subsection presented 

in this Findings chapter, because it is not technically a phenomenologically-determined 

‘theme’. However, the experiences presented here are important findings from this study that  

require exploration and further discussion in Chapter 7.  

 

Expression of appreciation for participating in this study began as early as Interview #2. At 

the conclusion of an interview, it was customary for the researcher to thank the participant for 

her voluntary participation and time. However, in nearly all cases, the participant began 

expressing gratitude for being able to engage in these discussions about her mental wellbeing. 
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As time progressed, the gratitude increased. For example, after Interview #2, when the 

researcher thanked Jill for her time, Jill said, ‘No, thank you. I quite like our chats’. This was 

a typical response for Interview #2.  

 

At the end of Interview #3, Leah said ‘I actually really look forward to’ these interviews, and 

she said she occasionally found herself wondering when the next one would be. She said was 

helpful to have an ‘impartial but interested’ listener, who was a ‘peer’. Hannah said, ‘I really 

enjoy the chats with you. I feel like as a mum, you really relate to what’s happening …I can 

really relate to some of the things you’re saying’. Lucy said ‘Thank you so very much. It’s 

been nice to talk to you’. Jill said, ‘it’s been really lovely. I like chatting with you’, and that it 

was nice that the researcher was ‘another mum’. 

 

After Interview #4, the final interview, the participants expressed further gratitude. Alice 

said, ‘it has been very enjoyable’, and Rebecca related that her interviews ‘felt like 

counselling sessions’. Kate said she had enjoyed the interviews, and that ‘it was nice to come 

in and actually think about this stuff’. Leah said the interviews were ‘her pleasure’ and she 

felt this research was a ‘good thing’. Vera said that ‘it had been her pleasure’ and that she felt 

the researcher was ‘so good at this. Because you’re a mum, it gives you credibility and a kind 

of perspective’. Hannah said the interviews were ‘great for me and really helpful to talk 

through my feelings, so yeah, they’ve been great’. She also said the ‘chats were lovely’ and 

that it had been ‘immensely reassuring and somewhat therapeutic to share my experiences 

with you’. Emily expressed surprise when she heard that all participants had stayed through 

this longitudinal study and completed every interview: ‘that’s unheard of, surely! Purely 

voluntary! And new mums, you think of that demographic and … if anyone is going to pull 

out, it’s them! You’ve obviously drawn people in, and made them feel committed’. She went 
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on to say, that earlier in the day when she realised it was time for her interview, she had 

thought, ‘Oh, I can’t wait! It’s like therapy for me. And you’re a mum, you’ve been there, 

and you’re so empathetic as well’. 

 

6.5.2 Summary of Interview #4 findings 

The lived experiences of the participants at the end of their first year of motherhood are 

illustrated by the seven overarching themes presented in the preceding section. The 

overarching themes represent commonalities in the experiences of these women. By 

examining these themes, the persona of a woman created after Interview #1 and expanded 

upon after Interviews #2 and #3 can be revisited and the timeline of her experience extended. 

At the time of Interview #4, this woman remains grateful for support from her partner, 

family, friends, and peers. She and her partner have settled into a ‘groove’ and rhythm as co-

parents. She wishes for increased contact with known healthcare providers between the six- 

and 12-month check-ups for her baby. Concerns about her own health have largely faded into 

the background. The ‘juggle’ of motherhood is foremost on her mind, as her world continues 

to expand outward. She has returned to work, and she is challenged by negotiating a re-entry 

into the life she knew before she was a mother, but with new terms and many more 

obligations. She feels torn and often guilty, and sacrifices her own desires for the needs of her 

family. Her evolution as a mother continues, and her confidence has increased. She is able to 

reflect on changes in both herself and her baby over the past year. She is strongly considering 

a second baby, a possibility which seems far less daunting than it did 10 months ago. Her 

identity is solidifying as mother, and she can more clearly describe things she thinks have 

changed, and other things that have stayed the same, about herself. She is still thinking about 

her mental wellbeing, especially in challenging moments, and trying to take time for 

activities that promote her mental wellbeing, even amidst the juggle of motherhood.  
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6.6 Chapter summary 

In this chapter, the findings of this study were presented, with supporting evidence from the 

participants’ interview transcripts used to corroborate the findings. While each participant 

had her own lived experience with new motherhood, commonalities in their experiences were 

evident, and presented in the descriptions of the ‘persona of a woman’ found in each of the 

four interview summaries. The themes that emerged from each time-set of interviews reveal 

the essence of the lived experience of these women, captured at specific points in time along 

their journeys to motherhood. In the next chapter, the implications of these themes are 

explored in terms of the research aim and the existing literature as examined in Chapter 2. 
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CHAPTER 7: DISCUSSION 

7.0 Introduction 

The primary aim of this study was to discover how mental wellbeing can be promoted for 

new mothers. To address this aim, a question was posed of 13 new mothers: what is it like to 

experience first-time motherhood in Tasmania? A modified version of van Manen’s 

phenomenological analytic strategy was used to explore and elucidate the lived experiences 

of these new mothers. The analysis of these experiences provides a rich, detailed description 

of the phenomenon of first-time motherhood, and contributes to the existing body of 

knowledge about new motherhood. 

 

This chapter provides a discussion of the findings presented in Chapter 6, with consideration 

of the current body of literature on maternal mental wellbeing. It starts with a synthesis of the 

findings, and illuminates the principal themes that emerged from this research and how these 

themes evolve over the course of this longitudinal study. Next, an assessment of the findings 

in relation to the existing literature, and in particular the identified gaps in knowledge, as 

outlined in Chapter 2, is presented. Following this section, a discussion of how the research 

interviews may have functioned as a type of therapy for participants is provided.  

 

7.1 Synthesis of findings 

The findings of this study relate to the experiences of the 13 first-time mothers in Tasmania 

that have been presented in this thesis. As explained in section 6.1, the four time-sets of 

longitudinal interviews conducted were analysed as four separate data sets, as visualised in 

Figure 5 (located in section 4.6.2). Chapter 6 presents the findings of this study by individual 
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interview time-set. For each interview time-set, a set of phenomenologically-determined 

overarching themes emerged from the data, and these themes represent the commonalities in 

the lived experiences of the participants at the time of each interview. Sections 4.6.2 and 6.1 

of this thesis explicate the process by which these themes were determined.  

 

Many of the overarching themes are persistent across all four interview time-sets, and in each 

of these cases, while the specific foci and nature of these overarching themes changed and 

shifted with time, the foundational elements remained constant. For example, the notion of 

‘support’ was discussed consistently in each interview time-set. The nature and particular 

elements of support discussed in each time-set changed, but the fundamental conceptual 

underpinnings remained the same. Conversely, some of the overarching themes at first 

appeared more temporal in nature, as they emerged during the analysis of only one interview 

time-set. However, when examined in greater depth, it was determined that all of these 

apparently temporal overarching themes were actually linked when viewed through a lens 

considerate of the evolutionary journey of motherhood. For example, while the overarching 

themes from Interview #1 of ‘Control’ and ‘Role of expectations’ might not appear to be 

related to any of the other overarching themes in later interviews, when the data are viewed 

with a wider lens, it becomes evident that they are in fact linked as precursors to the 

‘Evolution as a mother’ themes from Interviews #3 and #4. Whether a persistent overarching 

theme, or a more complex sequential combination of overarching themes, these broader, 

zoomed-out themes were revealed to be the ‘paramount’ themes of the lived experiences of 

the 13 participants. The concept of paramount themes is specific to this research, and builds 

upon van Manen’s (1997) concept of ‘essential’ and Thomé’s (2004) concept of 

‘overarching’ themes, as described in section 4.6.2. Because of the longitudinal nature of this 

study, the notions of essential and overarching themes do not capture the entirety of the 
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thematic complexity in this study, particularly how these themes change over time. The 

concept of paramount themes allows the scope of essential and overarching themes to be 

extended, therefore allowing the longitudinal nature of this study to be accounted for in the 

analysis. Without the addition of paramount themes, some aspects of the complexity of the 

lived experiences of the participants, especially from a longitudinal perspective, would not be 

covered by the data analysis. For this reason, paramount themes have been added to the 

analysis of the participants’ experiences as an extension of essential and overarching themes. 

Figure 6 illustrates the concept of paramount themes as related to essential and overarching 

themes. 

 

 

Figure 6. Visual representation of essential, overarching, and paramount themes 

 

Table 9 illustrates the six paramount themes that represent the lived experiences of the 

participants. The name of the paramount theme is often clearly indicative of which 
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many facets, sources, and nuances of support were the most-discussed topics across every 

interview, highlighting their importance to new mothers. It was found that some elements of 

desired and experienced support were consistent throughout the entirety of the first year 

postpartum, while some evolved as time passed and the needs of the participants changed.  

 

In Interview #1, participants discussed support in an anticipatory capacity, and used their 

knowledge and expectations of what becoming a mother would be like to predict their own 

support needs and sources. At this stage, the participants could only speculate on the types of 

support they would need after they gave birth into an unknown future situation which, at that 

time, they had no concrete way to understand. At Interview #2, while the participants were in 

the throes of the exhausting weeks of early motherhood, they discussed support at length. At 

this stage, participants needed extensive practical and emotional support, a situation 

established in the literature (Negron et al. 2013). As described by participants, the weeks 

immediately following birth were a critical time period when they needed the most support as 

they underwent intense emotional changes (Fogel 2017). Sometimes even when participants 

had this support, they described feeling alone and overwhelmed. Participants discussed the 

changes that the arrival of their baby had on their relationships with their partners, when their 

time and attention were focused on the new baby, and how their partner relationships both 

endured challenging times and also matured into new iterations as co-parents. This finding is 

consistent with what is reported in the literature (Doss & Rhoades 2017). Participants also 

related the complexity of accepting support at times, when their own mental resources were 

so depleted that they did not have the emotional capacity to accept it in the way they might 

have usually done. The complexities of asking for and receiving support have been explored 

by Negron and colleagues (2013). 
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At Interview #3, when most participants were about to return to work, and were relying on 

help from partners, family, friends, and paid support to manage this complex transition, 

participants continued to discuss support. The need for practical support during this transition 

back to employment is supported by Grice and colleagues’ research (2007). The type of 

support they needed at this time, when their baby was six months old, was different to the 

more urgent and immediate need they had at the second interview, and was more practical in 

nature. At Interview #4, many participants were still relying on this same practical support in 

order to be able to manage their daily lives. Participants asserted that while support was still 

very much valued and needed at this time, they felt more in control of their lives, and in most 

cases felt they had settled into the role and routine of motherhood. 

 

 

7.1.1.2 Healthcare 

Participants were generally very satisfied with their antenatal and birth care from their 

healthcare provider, no matter which model of care they used. At Interview #1, most 

participants expressed positive feelings about their healthcare. Women cared for under the 

Midwifery Group Practice (MGP) and the private obstetric models commented that they 

appreciated that a known care provider would attend their births, and one participant, cared 

for in the standard public system, shared that were she to have a second child, she would 

choose MGP for this reason. At Interview #2, women were again generally satisfied with the 

care received at their births, no matter which care model they used. Most participants gave 

positive feedback about their birth attendants, whether they were known or unknown to them 

before they gave birth.  
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A distinct change in tone occurred in the conversations about healthcare provision between 

Interviews #2 and #3. At Interview #3, most participants expressed that they had unmet needs 

in both the immediate and longer-term postpartum period, primarily in terms of their own 

healthcare. The most common issues raised by participants were a desire for more frequent 

contact with a healthcare provider in the postpartum period, and for that healthcare provider 

to be someone known to them with an understanding of their history, a finding supported by 

Dahlberg and colleagues (2016) and Hadfied and Wittkowski (2017). Even women cared for 

under MGP, the model with the most extensive postpartum care provided in Launceston, 

noted that while they appreciated being seen by their known midwife in the immediate 

postpartum period, they wished this care extended beyond the ~10 days provided. At only 10 

days postpartum, participants expressed that they still needed help and support going forward. 

 

 Many participants specified that they wanted more information about the impacts of 

childbirth on their bodies, services that were available to assist them, and information about 

caring for their babies, especially breastfeeding, a finding supported by Ong and colleagues 

(2014). Additionally, participants wanted this information to be delivered in a way that was 

accessible. For example, one participant noted that she received a large volume of 

information from her midwife and child health nurse, however it was in the form of written 

brochures, which despite her best intentions she never found time to read. Another participant 

noted that taking breastfeeding classes before her baby was born reduced the usefulness of 

these classes because she lacked context and tactile experience to put the teachings into 

practice. Despite being given ample information, both of these women were left feeling 

inadequately informed because of the nature and timing of the delivery of this information, a 

finding which is supported in the literature (Bryanton & Beck 2010). 
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Participants also desired healthcare from a provider that knew them and had an understanding 

of their histories. This is called ‘continuous care’, and the type of continuous care participants 

described as desirable was the highest form of continuity, namely ‘relational continuity’. In 

relational continuity, a woman develops a trusting relationship with her midwife, who 

provides maternity care throughout her pregnancy and into the postpartum period (Sandall et 

al. 2008). The benefits of this type of care are widely established in the literature (Crowther et 

al. 2019), and women report higher levels of satisfaction with continuous care (McLachlan et 

al. 2019).  

 

Participants also wanted more care focused on their wellbeing, rather than on just their 

babies’, a finding consistent with the literature (Kanotra et al. 2007; Martin et al. 2014). They 

all attended the single recommended maternal health check six weeks after birth with either 

their general practitioner (GP) or obstetrician, but several described this appointment as ‘the 

doctor ticking things off on a checklist’, and found this check-up to be insufficient. This 

description of a checklist is accurate, as physicians in Tasmania use a checklist to guide this 

appointment, which can be found in Appendix 7. This perception of insufficiency is also 

supported by the literature, where several studies in the United States (where a single check-

up at six weeks postpartum is also the standard of care for new mothers) have found similar 

results (Martin et al. 2014; Spelke & Werner 2018; Tully et al. 2017). There is also a 

mismatch between what is discussed at this appointment, and what women want to discuss, 

which is a finding consistent with Spelke and Werner (2018) and Tully and colleagues 

(2017). Participants commented that if they had a ‘real’ or personal problem, they would not 

have felt comfortable bringing it up at this appointment, which was often described as 

inadequate and perfunctory. The single participant who expressed some satisfaction with this 
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six-week check-up was a private obstetric patient who saw her known obstetrician for this 

appointment, and she specifically commented how much it mattered to her that they had an 

established rapport and that she felt comfortable with him. 

 

At Interview #4, participants noted there was a very large gap between the child health nurse 

appointments for their baby at six months, and then not again until the baby was 12 months 

old. Many women said they had numerous questions about their babies’ growth, needs, and 

development during this six-month gap in care, and wished for more scheduled contact with a 

healthcare provider during this time. Discussion of their own healthcare was less common at 

this interview, but what conversation did occur centred around a desire for long-term 

continuous care with trusted health professionals. 

 

 
7.1.1.3 Identity 

The idea of self-concept as important during the transition to motherhood is supported in the 

literature (Darvill et al. 2010; Mercer 2004). At Interview #1, participants expressed anxiety 

about changes to their self-identity that they worried might occur when their baby was born. 

This was expressed most often when they discussed taking maternity leave from their 

employment, as for many of the women, a large part of their identity was tied to their career 

(Johnston & Swanson 2007), and they worried that when they stopped working they would 

lose a part of themselves that formed a large component of their self-perception. It is noted in 

the literature that the identity transition that occurs when women consider leaving work to 

undertake their role as mothers is complex (Greenberg et al. 2016). The idea of accepting or 

adopting a new identity as a mother caused stress and anxiety for some women in the study. 

Some participants also spoke about feeling as though they were treated differently whilst 
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pregnant, which they found confronting, as this implied a change in the way they were 

perceived by society. This finding is supported by Hebl and colleagues’ (2007) study. Other 

participants alluded to a feeling of being forgotten as attention began to focus on their unborn 

baby.  

 

By Interview #2, participants had all considered their identities as mothers, even though in 

most cases, these identities were not yet fully formed and would not be for some time. As 

noted by Nelson (2002, p. 475), it can require experiencing the daily activities of being a 

mother for ‘some time’ before women can truly ‘feel like mothers’. Some of the women felt 

their identities shifted as they became mothers, and others expressed despair, and said they 

felt ‘disassociated’ from their old selves, a finding supported by Mercer (2004). Feelings of 

being forgotten were also expressed by many participants, and they described being ignored 

in favour of their babies, as supported by Walker and colleagues (2015), which led to 

confusion about their own identities.  

 

Some participants felt their identities were unchanged since becoming mothers, however 

most described themselves as new versions of themselves (Mercer 2004), or in some cases, 

expressed that they felt completely unlike themselves and found themselves questioning their 

decision to have a baby. Many participants felt forgotten, and that other people only cared 

about their babies, and viewed the participants themselves as only the source of sustenance. 

This variety of experience is confirmed by Nelson (2003), who noted that the transition to 

motherhood and how it is experienced is a unique process for every woman. At Interview #3, 

most women felt at least somewhat more settled into their new roles. Some still felt sadness 

at the loss of their former lives, as described in Mercer (2004), and yet others who felt 

unchanged expressed disappointment and guilt that they did not undergo a transformation 
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into a glowing mother. No matter how they perceived themselves, they all wanted to discuss 

their identities. By the final interview, most women felt more confident that they could 

identify themselves as a mother. Mercer (2004) documented this solidification of maternal 

identity occurring as early as four months postpartum. By this time, most women described 

themselves as a new version of their old selves, with new perspectives, different priorities, 

and more confidence in themselves as both mothers and women. 

 

7.1.1.4 Emotional wellbeing 

Before giving birth, each participant discussed her emotional or mental wellbeing in some 

capacity. Most of the women suspected that giving birth and becoming a mother was going to 

impact their emotional wellbeing, but in general they did not understand how this would 

occur. They imagined that their focus would shift from self to baby, and most thought they 

would need strategies to help themselves stay mentally well. Many said they thought their 

lives would change in ways they could not yet understand, an experience supported by 

Howell and colleagues (2010). They expressed that they expected they might feel lonely, 

isolated, or bored, but the main impression of their emotional state at this interview was 

trepidatious excitement. At Interview #2, however, the predominant impression of the 

emotional states of the participants was fragility, and emotions were described as shifting 

frequently from positive emotions including joy and pride to more negative feelings of 

sadness, insecurity, and loneliness (Nelson 2003). Participants often expressed feeling alone 

(Sethi 1995), especially at night-time. They also frequently euphemised statements about how 

they were coping, which revealed the fragile state of their emotions, and also their reluctance 

to admit they were struggling in any way, as supported in Hadfield and Wittkowski (2017) 

and Henshaw and colleagues (2018). Ways of coping with these difficult emotions or taking 
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time for self in the form of self-care were topics rarely discussed at this interview, perhaps 

because the women did not have a moment to consider their own wellbeing, or would feel 

guilty taking time for themselves, as some participants expressed.  

 

At Interview #3, the predominant impression of the participants was one of renewed 

confidence. Women were actively taking steps toward staying mentally well, whether 

through attending fitness classes, spending time outdoors, socialising, or taking time for 

themselves. The literature describes these types of activities as important acts of self-care that 

mothers need to take to stay mentally well (Barkin & Wisner 2013). Perhaps because they 

were more accustomed to juggling motherhood by this stage, participants had the capacity to 

consider their own mental wellbeing, and in general they expressed feeling much happier, 

more resilient, and settled at this interview. Participants still experienced and described 

having ‘dark moments’, and of feeling isolated and overwhelmed at times. But overall, as one 

participant said, she was ‘happier’ and more in control of herself and her emotions at this 

interview. By the final interview, participants described having more strategies to maintain 

their mental wellbeing, even when they were faced with new challenges in motherhood. 

Participants appeared to have regained control over their emotional states, and had developed 

strategies to cope more effectively with the demands and hurdles with which they were faced.  

 

7.1.1.5 Motherhood evolution 

Becoming a mother requires women to evolve from a woman who is not a mother to a 

woman who is a mother. This process for many participants started with managing their 

expectations at the time of Interview #1, and relatedly dealing with fear about losing control 

over their lives, as supported by Lundgren (2005). Most women said they expected things to 
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be different when their baby arrived, and they expected challenges they could not yet foresee. 

However, they also, often unknowingly, revealed expectations in the way they discussed how 

they imagined their lives were going to look with a baby: gardening while the baby slept in 

the pram, bushwalking in the mountains with the baby in a carrier, long car rides, and many 

other ideas involving their baby fitting neatly into their current lives. Participants also talked 

at length about control at this first interview. Several women labelled themselves as ‘control 

freaks’, and expressed anxiety that they would not be able to control their lives once they had 

a baby to look after, as supported by Darvill and colleagues (2010).  

 

By Interview #2, both expectations and control had largely disappeared from the discussions, 

except perhaps when participants laughed as they recounted their pre-birth ideas about what 

life was going to be like, or remembered the notion they had that they would still be in charge 

of their entire lives when their baby arrived. The reality of motherhood differing from 

expectations is supported by Weaver and Usher (1997). These themes were replaced by 

discussion of the constant stream of new experiences that occurred on a near-daily basis in 

the early postpartum months: everything from new feelings of ‘mother guilt’, as described in 

Taylor and Wallace (2012) to emotions about their changed bodies after giving birth (Rallis 

et al. 2007), and the new and unfamiliar sensation of protective love they felt for their babies 

(Sethi 1995). Almost paradoxically, this barrage of new experiences was combined with a 

feeling of their worlds shrinking in, and feelings of confinement and restriction, as in Sethi 

(1995). 

 

By Interview #3, the worlds of the participants had begun to re-expand as their confidence 

increased as mothers, showcasing their evolution and growth. The idea of new motherhood as 

a process of constant change and transformation is supported in the literature (Sethi 1995). 
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The participants now had the ability to reflect on those early weeks and about how 

challenging they had been, and how they had no way of comprehending the changes that 

were about to occur in their lives. This feeling of lack of insight about what new motherhood 

would be like is supported by existing literature (e.g., Spelke & Werner 2018). At this stage, 

participants spoke about how ‘everything comes naturally now’ and how the early days of 

motherhood seemed ‘surreal’ and ‘weird’. Large-scale shifts in perspectives and priorities 

were discussed in both this interview and the final interview, an area acknowledged in the 

literature as needing further research (Lönnqvist et al. 2018). At the final interview, 

participants began to express that they felt they were succeeding at motherhood, and many 

began to seriously contemplate a second baby, reflecting their growth as mothers. 

 

7.1.1.6 Motherhood practicalities 

The final paramount theme relates to the practicalities of motherhood. Prior to giving birth at 

Interview #1, participants had no practicalities of motherhood with which to contend. 

However, they were thinking ahead, both to their impending birth, and to motherhood itself. 

Many expressed fears, worries, and uncertainty about giving birth and becoming mothers, 

frequently described as fear of the unknown. However, there was a parallel sense described of 

birth’s inevitability, as supported by Lundgren’s (2005) research. Participants also discussed 

the innate lack of preparedness they felt when they considered looking after their babies, as is 

supported by Barclay and colleagues (1997) and Darvill and colleagues (2010). By Interview 

#2, the unknowns participants faced while pregnant had become a reality. Many talked about 

a pervasive sense of ‘getting nothing done’, a complete sense of loss of their pre-baby lives, 

and the anxiety caused by their baby’s unpredictable behaviour and schedule. Every 

participant initiated breastfeeding her baby, and this was another unexpected challenge for 
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many, a finding consistent with the literature (Emmanuel & St. John 2010; Highet et al. 2014; 

Law et al. 2018). Many participants were surprised by the duration and frequency of their 

baby’s breastfeeding sessions. Conversely, participants frequently mentioned their awareness 

and desire to make the most of every moment with their baby.  

 

By Interview #3, most participants had returned or were soon to return to work. They 

described feeling constantly pulled in many directions, and the inner conflict they 

experienced as a result. As one participant described, she felt she had an inner ‘battle of 

professional side versus mum’. This is supported in the literature (Greenberg et al. 2016; 

Nelson 2003), where it is suggested that choosing to return to work is difficult for new 

mothers, especially those who do not ‘need to’ for financial or other reasons, as was the case 

for many of the participants. Many participants discussed feeling that their lives were ‘hectic’ 

and a ‘juggle’, and that it was hard to find a balance (Howell et al. 2010). By the final 

interview, while the participants still had to deal with the chaos and hectic nature of 

motherhood, most had somehow managed to find a more manageable balance between their 

old lives as fulltime working women and their new lives as mothers, who were also fulltime 

working women. This is supported by Mercer (2004) who noted that first-time mothers’ 

confidence about parenting usually increases substantially by eight months postpartum. As 

one participant noted, it was not so much that it was easier now, it was more that she had the 

tools and skills to cope better after a year of being a mother. 

 

7.1.2 Paramount themes: summary 

The paramount themes illustrate a longitudinal picture of the lived experience of first-time 

motherhood in Tasmania. Women’s mental wellbeing outside of postnatal depression, or any 

other diagnostic category, has been illustrated by these 13 participants. Their lives during this 
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time of transition have been revealed, and their descriptions have illustrated what influenced 

their first year as mothers. A picture of how women cope, and what their support needs are 

outside diagnostic categories have also been exposed. They have shared what they perceive to 

be the deficits in maternal healthcare in the current state of policy and practice in Tasmania. 

This information can now be applied to broader questions and examined against the current 

state of the literature. 

 

7.2 Addressing the field 

7.2.1 Introduction 

The literature review presented in Chapter 2 demonstrated the gaps in the existing body of 

maternal health literature. These gaps were identified as a component of what this research 

would address in order to fulfil the study’s aim. These existing deficits in the literature 

included a lack of longitudinal, holistic research over the course of the entire first year 

postpartum, especially that concerning the mental wellbeing of new mothers who fall outside 

of diagnostic categories (e.g., postnatal depression). The other identified gap in the literature 

that was noted was regarding the examination of maternal mental wellbeing in the postpartum 

period from a health promotion perspective. 

 

7.2.2 Longitudinal, holistic research on new mothers outside diagnostic categories 

Broadly speaking, continuity of experience has been neglected in the literature (Saldaña 

2003). This is certainly the case for research regarding women’s general mental wellbeing 

experiences in the longer-term postpartum period. While some longitudinal research has 

explored postnatal depression (Escriba-Aguir & Artazcoz 2011; Horowitz & Goodman 

2004), and teenaged motherhood (Lee & Gramotnev 2006), long-term research examining 
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new mothers outside diagnostic or at-risk categories is scarce. The longitudinal element in 

research on women’s mental wellbeing after childbirth is important because it highlights not 

only how women’s mental wellbeing changes over time, but it also shows how their needs 

change. For example, this research illustrated that the support and healthcare needs of new 

mothers in the early months postpartum are quite high, whereas between six and 12 months 

postpartum, they diminish, and become more practical in nature. In order to consider ways 

for these needs to be met, the needs must first be identified; a contribution that has now been 

achieved by this research in a Tasmanian context. 

 

It is important to note that none of the women in this study were diagnosed with postnatal 

depression. Taken out of context, much of what participants said has the potential to ‘ring 

alarm bells’ and ‘raise red flags’ about the mental wellbeing of these women, thereby 

reiterating the importance of context and a holistic picture of women’s circumstances in the 

postpartum period. However, this illustrates one of the main conceptual arguments of this 

thesis: these women did not have depression2. The reasons why none of the women 

developed depression remain uncertain, however, there is room for speculation. Perhaps the 

participants stayed mentally well because these women were fortunate enough to, on the 

whole, be well-supported (Dennis & Ross 2006; Divney et al. 2012; Pilkington et al. 2016; 

Wynter et al. 2014) and in stable partnerships (Banker and LaCoursiere 2014). They also had 

the confidence to mobilise their support networks and ask for help, something that not every 

new mother is able to achieve (Negron et al. 2013). Most participants were financially stable, 

and all had access to antenatal, birth, and postpartum healthcare (Hadwick & Wittkowski 

2017; Marmion 2000), even if it did not meet some of their expectations. Another potential 

 
2 As reported by the participants, to the researcher. The researcher did not conduct any clinical psychological 
assessment on the participants. 
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reason for their relative mental wellbeing is concerning the self-efficacy of the participants. 

As defined by Bandura (1989, p. 1175), self-efficacy is a person’s belief about ‘their 

capabilities to exercise control over events that affect their lives’, or a person’s own beliefs 

surrounding their ability to successfully perform a particular behaviour (Fahey & Shenassa 

2013). A high sense of self-efficacy is ‘self-aiding’ (Bandura 1989, p. 1175), and the 

literature suggests that a woman’s successful adaptation to motherhood is linked to her belief 

that she has the ability to succeed as a mother (Reece & Harkless 1998).  

Regardless of the reasons why none of the participants developed depression, these 13 

women illustrate what it is like to be a new, first-time mother outside any diagnostic 

category, and in this way, they therefore represent the majority of first-time mothers (Woody 

et al. 2017). This research shows that regardless of this fact, they still faced challenges, they 

still had needs, some of which were met, and some of which were unmet. The needs of these 

women matter not only in the context of them as individuals, but also, because they represent 

the majority of new mothers (in that they fall outside any diagnostic category), the 

importance of their experiences is amplified. 

 

7.2.3 Maternal mental wellbeing from a health promotion perspective 

The final identified gap in the literature was research with a focus on mental wellbeing from a 

health promotion perspective. Before examining this perspective in the context of this 

research, several pertinent definitions should be revisited. In section 1.3.3, ‘wellbeing’ was 

defined as a state of equilibrium that can be impacted by life events and challenges, and that 

is maintained by psychological, social, and physical resources (Dodge et al. 2012). Mental 

wellbeing is a subset of wellbeing, thereby impacted by the same influences. It is clear that 
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context is a crucial component of wellbeing, and that an imbalance of resources and 

challenges can jeopardise the maintenance of wellbeing.  

 

The next important concept is health promotion. Health promotion emphasises social and 

personal resources, and is the process of enabling people to increase control over and to 

improve their health (WHO & Canadian Public Health Association 1986). Promotion 

emphasises positive mental health, with the aim of building strengths and competencies to 

facilitate emotional wellbeing (Barry 2007). This concept should be distinguished from 

prevention, which aims to lower the incidence and prevalence of specific pathologies (for 

example, postnatal depression), and to improve outcomes (for example, mortality reduction) 

(Barry 2001). These two concepts have different starting points and are aiming for different 

outcomes, but in practical terms there is common ground when considering promotion and 

prevention programs of care (Barry 2001). However, a key difference is that striving for 

wellbeing is something that can benefit all people, whether or not they are part of an at-risk 

population, or are living with a health condition of any kind. Promotion of health can be 

universally applied to all people, as every person, regardless of their health status, can 

potentially benefit from such interventions (Fahey & Shenassa 2013).  

 

It follows from the broad definitions provided that maternal postpartum health promotion 

should focus on the empowerment of women to develop a sense of self confidence. This 

would then allow them to successfully manage the challenges they are faced with in new 

motherhood, while employing the resources that are available to them. It is clear then, that a 

woman’s circumstances and her contextual influences play a significant role in whether she 

can achieve a successful balance between resources and challenges, and therefore whether 

she can achieve mental wellbeing. Determining which elements of new motherhood women 
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consider challenges and resources in the postpartum period is an important outcome that can 

be derived from this research, at least in a Tasmanian context. Once these challenges and 

resources are identified, it then becomes possible to strategise how to promote wellbeing 

through the mitigation of the challenging elements, and the fostering of the resource 

elements. By examining the paramount themes determined by this research, it can be 

understood that the elements of motherhood that women perceive as resources include: 

 social support in many forms (emotional, practical) from many sources (partner, 

family, friends); 

 practical strategies utilised to promote their own mental wellbeing (self-care); and  

 successfully navigating and overcoming challenges (self-efficacy, resilience).  

Conversely, elements of the postpartum period experience that can broadly be considered 

challenging include: 

 accepting a modified or new self-identity;  

 managing the competing demands of motherhood from a practical perspective;  

 coping with challenging thoughts and the resultant emotions; and 

 a perceived lack of postpartum maternal healthcare including mental healthcare. 

 

While there is interplay between all of these elements, some of these resources and 

challenges can broadly be considered as internal to the woman herself, whereas others are 

largely external influences. Social support comes from outside of the woman herself, and is 

dependent on her circumstances. Another layer to this resource is a woman’s capability to 

mobilise this support by feeling confident enough to ask for help (Negron et al. 2013). A 

woman’s own intrinsic resources to identify and implement strategies to enhance her own 

mental wellbeing is internal in origin. These strategies can be referred to as self-care, which 
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can be defined as a new mother’s willingness to care for her own physical and emotional 

needs (Barkin et al. 2010). The feelings of pride and belief in herself that a woman feels 

when she overcomes a challenge is another internal resource for new mothers, a concept 

encompassed by self-efficacy (Bandura 1989). Accepting a modified or changed self-identity 

is something that a woman undergoes within herself as she accepts her new role as a mother 

(Rubin 1967). Management of the competing practical demands of motherhood is an external 

influence. Coping with the inner conflict and guilt associated with motherhood, along with 

other challenging thoughts and their resultant emotions, is handled largely internally. A 

perceived lack of postpartum healthcare is an external influence, one which instinctively 

appears that it should be a ‘resource’ to women. It was worrisome to find that the new 

mothers in this study did not find this to be the case in Tasmania, a situation that will be 

addressed further in section 8.1. 

 

Figure 7 provides a visualisation of the resources and challenges contributing to the mental 

wellbeing of the new mothers that participated in this study. The smaller circles represent 

influences that are largely internal to the mother, and the ovals represent the predominantly 

external influences. The - and + signs indicate whether the influence is a challenge (-) or a 

resource (+). 
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Figure 7. Visual representation of resources and challenges impacting mental wellbeing of 

new mothers 

 

Regardless of whether these elements are externally or internally determined, they can all be 

fostered (in terms of resources) or mitigated (in terms of challenges) by the involvement of 

effective social and healthcare support.  

 

Health promotion in the postpartum period involves supporting women to utilise their own 

skills and resources to meet their needs and those of their families (Fahey & Shenassa 2013). 

It involves not only the woman herself, but also her family, wider community of support, and 

healthcare providers (Walker et al. 2015). Interventions aligned with the tenets of health 

promotion should encourage a woman’s ability to continue to engage in behaviours that 

promote health even while facing the challenges inherent in motherhood (Fowles et al. 2012). 
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Access to healthcare that extends well into the postpartum period, and that compliments and 

supports women to achieve a healthy postpartum period, is an important part of health 

promotion (Fahey & Shenassa 2013). Healthcare providers can help women promote their 

mental wellbeing by understanding that the postpartum period is more complicated than just 

physically recovering from childbirth, and that women have complex needs requiring longer-

term strategies that include providing encouragement to build their self-efficacy during this 

time. In this way, a health promotion approach can help ensure that the balance of resources 

and challenges is weighted toward women who are mentally well after childbirth. 

 

The next step is to translate this understanding of the challenges and resources impacting 

mental wellbeing in the postpartum period into practical strategies for health promotion. In 

other words, to determine a way that new mothers can be supported in a manner that fosters 

the resources they perceive are part of their postpartum experience, while at the same time 

mitigating or counteracting the challenges. Before undertaking this translation of 

understanding into practice, there is one remaining aspect of the findings that requires 

discussion, which is the therapeutic value of the research interviews and the contribution this 

finding makes to furthering understanding of what new mothers need and desire in the 

postpartum period. 

 

7.3 Study participation as therapy: an ‘impartial but interested’ ear 

Another facet of the findings of this research is the notion of qualitative research interviews 

as therapeutic. It was not the intention of the researcher to conduct any kind of therapeutic 

counselling with the participants in this research. In fact, it was made clear to participants at 

the outset of this study that participation in the research interviews was not to be construed or 
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perceived as therapy: the aim of the research was to gather data, rather than provide help to 

participants (Rossetto 2014). The purpose of the interviews was to understand the lived 

experiences of the participants through listening to their stories, and to learn from these 

stories (Birch & Miller 2000). However, the nature and practice of research interviews that 

involve discussion of personal and intimate aspects of the human experience, such as birth 

and motherhood, means that a level of rapport and trust must be created between participant 

and researcher, or the participant will not feel comfortable enough to disclose sensitive details 

that contribute an important part of their stories (Minichiello et al. 2004). Additionally, the 

philosophical underpinnings of this research are reliant on the active involvement of the 

researcher to ‘co-construct’ the reality created during the interview process (Creswell & Poth 

2018), and it is clear in the literature that a ‘social relationship’ of sorts is naturally formed 

between the researcher and participant (Birch & Miller 2000, p. 190), particularly because the 

research consisted of multiple interviews with each participant. 

 

Turning to the findings, in section 6.5.1.7 the participants’ commentary about the benefits 

they experienced from involvement in this research, and also the appreciation they felt, was 

presented. After Interview #1, which was the first time the researcher and each participant 

met face-to-face, most of the women thanked the researcher, but were not effusive. However, 

starting at Interview #2 and continuing through the remainder of the interviews, participants 

began expressing gratitude for participation in the study interviews. These expressions of 

thanks came verbally during the interview, or sometimes via text message in the days 

following each interview. By Interview #3, multiple participants began expressing that they 

eagerly anticipated each interview, and put time and effort into considering what they wanted 

to discuss. They related how much they appreciated that the researcher was a ‘peer’, and 

could ‘relate’ as a fellow mother to what they were experiencing. Multiple participants 
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referred to the interviews as being akin to therapy. The researcher was described as an 

‘impartial but interested’ listener, something that particular participant surmised all new 

mothers wanted.  

 

One participant noted how remarkable it was that every participant completed every 

interview, even those women who moved interstate or out of the country over the course of 

the study. And this observation is valid: it is remarkable, as participant attrition is a 

significant challenge in longitudinal research (Mychasiuk & Benzies 2012). When the 

difficulties with recruitment are considered, it becomes even more significant that every 

woman completed the study. This leads to consideration of the underlying reasons for the 100 

percent interview completion and participant retention rates, and also for the repeated 

expressions about the value of the interviews. As noted by Hunt and White (1998), a sense of 

collaboration and investment in a research project can result in lower attrition rates. 

Additionally, despite the fact that the researcher’s intention was not to contribute to the 

trajectory of the participants’ postpartum experiences, it may be that the interviews at least 

partly served a healing or reflective purpose that allowed and assisted participants to make 

sense of their journeys (Gale 1992). Whether or not it was the intention of the researcher to 

provide therapeutic care to the participants, it seemed to be the perception of the participants 

that this is what occurred. It is argued in the literature that participation in study interviews 

can be viewed as ‘inherently therapeutic’ (Rossetto 2014, p. 483). As a consistent, reliable, 

and long-term presence in the lives of these women, one who repeatedly sought out their 

conversation and presence without any effort required of them to reach out, a degree of 

continuous care was provided. In fact, a degree of relational continuity (Sandall et al. 2008) 

was achieved for participants by way of their participation in these interviews. 
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7.4 Chapter summary 

This chapter has discussed the findings of this study in the context of the existing body of 

maternal health literature. The chapter commenced with a synthesis of the findings as 

presented in Chapter 6, and revealed and discussed the six ‘paramount’ themes that emerged 

as significant over the course of this longitudinal study. Next, an assessment of the findings 

in relation to the existing literature, and in particular the identified gaps in knowledge, as 

presented in Chapter 2, was provided. Following this, a discussion of how the research 

interviews may have functioned as a type of therapy for participants was presented. 

 

The next and final chapter will provide an overall summary of this research. It will then 

present an empirically based health promotion model for maternal mental wellbeing that has 

been developed from the findings of this study. Following this, the considerations, 

limitations, and recommendations for future research that have arisen from this study will be 

addressed. Finally, the research aim will be revisited in the context of the new information 

this study has added to the field of women’s mental wellbeing in the postpartum period.  
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CHAPTER 8: CONCLUSION 

8.0 Research overview 

The importance of mothers who are mentally well has been established, as reduced mental 

wellbeing in new mothers is associated with poor health outcomes for their babies and 

families (Hsu & Wickrama 2018; Kahn et al. 2002; McLeish & Redshaw 2017). For this 

reason, optimal postpartum care for women is a critical issue to address. In addition, it has 

been established that the postpartum period is neglected in terms of both practice and 

research. While considerable attention on many levels is paid to the antenatal period and 

birth, women in the postpartum period are frequently ‘forgotten’. There is relatively little 

research exploring the experiences and needs of women after childbirth, especially in the 

context of their mental wellbeing. What research has been conducted about mental wellbeing 

in the postpartum period tends to focus on postnatal depression, a condition affecting 

approximately 12-14% of women. The needs of the remaining majority of new mothers are 

left underexplored. In-depth research with a holistic context accounting for women’s 

circumstances over the longer-term postpartum period is also lacking, especially research 

within a health promotion context. The research aim for this study was formulated as a 

response to these identified gaps in knowledge. The aim of this thesis was to determine: how 

can mental wellbeing for new mothers be promoted? 

 

This research examined women’s mental wellbeing in the postpartum period by way of a 

phenomenologically-informed, longitudinal study conducted in Tasmania, Australia. To 

begin to fill the identified gaps in knowledge a question was posed of 13 new mothers about 

their lived experiences over the course of their first year of motherhood: what is it like to 

experience first-time motherhood in Tasmania? Four in-depth interviews were conducted 
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with each of the participants, beginning in the third trimester of their pregnancy and 

extending until their baby turned one year old. Interviews were transcribed verbatim, and 

phenomenological thematic analysis was conducted on the data. Six ‘paramount’ themes 

spanned the childbearing year3 as significant in the journeys of the participants, and as 

illustrative of their experiences. These themes included:  

 A need for support throughout the childbearing year, with support needs evolving 

over time;  

 A need for healthcare that meets the needs of both mothers and their babies 

throughout the entirety of the childbearing year, noting that participants perceived 

maternal postpartum care was lacking;  

 The process of accepting a changed or new identity as a mother;  

 The ongoing consideration of maternal emotional wellbeing;  

 The evolution of women into and as mothers; and  

 The challenging practicalities of motherhood.   

 

The information gathered by way of the paramount themes was then examined against the 

existing literature, and in particular, the gaps in knowledge that were identified. A picture of 

longitudinal, holistic research of women outside diagnostic categories was provided: none of 

the participants were diagnosed with postnatal depression, and therefore their experiences 

provide insight into the motherhood journey of this under-researched category of women. 

The findings were then considered with a health promotion perspective in mind, with 

consideration of mental wellbeing as a balance between resources and challenges. The 

paramount themes were examined in this context, and categorised as either a challenge or a 

 
3 Defined for this research as the first year postpartum. 
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resource for new mothers. Consideration was then given to the unexpected finding that the 

research interviews conducted as part of this thesis played a therapeutic role for participants.  

 

When a broader perspective is taken, these findings show that: there is a perceived gap in 

maternal healthcare in the postpartum period; women want continuous care in the postpartum 

period; the needs of women outside diagnostic and at-risk categories are important and 

unheard; and, long-term needs of new mothers in the postpartum require consideration. When 

these aspects of the findings are synthesised, recommendations regarding optimisation of 

maternal postpartum care in Tasmania can now be conceptualised through the development 

of an empirically based maternal mental wellbeing promotion model.  

 

8.1 Maternal health policy and practice implications 

8.1.1 Introduction 

Based on the discussion in preceding sections, it is clear that the women who participated in 

this study perceived that the maternal postpartum care provided in Tasmania was not 

adequate to meet their needs as new mothers. The participants illuminated a gap in maternal 

healthcare in the postpartum period, even for women such as themselves, who were largely 

within the realm of ‘normal,’ and fell outside of any diagnostic category. This identified gap 

in care is multi-faceted. This gap concerns a broad deficiency in the amount of postpartum 

maternal care offered to new mothers, which was illustrated through the paramount theme of 

‘Healthcare’, as discussed in section 7.1.1.2. It also concerns a desire for continuous care, 

discussed in section 7.1.1.2. Continuous care is also addressed in section 7.3, where 

participants’ appreciation of the ‘therapeutic’ benefits of participating in this research, which 

inadvertently acted as a form of therapy from a continuous support provider, was discussed.  
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The discussion of health promotion in section 7.2.3 illustrated how mental wellbeing can be 

addressed through this lens. The benefits of a health promotion approach are made even more 

clear when the needs of women outside diagnostic categories are considered, because this 

type of approach is not targeted to a specific population, and in fact is ‘universal’, and of 

potential benefit to every person who wishes to experience ‘improved functioning’ (Fahey & 

Shenassa 2013, p. 614). The longitudinal nature of this research identified that new mothers 

have needs that extend well beyond the traditional realm of postpartum care (Saurel-

Cubizolles et al. 2000), and illustrate how these needs change over time. Now that these 

needs have been articulated, they can more successfully be addressed. All of these findings 

will now be collated in order to formulate recommendations regarding the development of an 

optimal postpartum care regime for new mothers in Tasmania. 

 

8.1.2 Maternal postpartum mental wellbeing promotion model 

The next logical step is to develop recommendations for future policy and practice in terms of 

maternal postpartum care in Tasmania. This research identified the following:  

 There is a gap in maternal healthcare in the postpartum period; 

 Women want continuous care from a known care provider in the postpartum period; 

 Addressing the needs of the majority of women, who are outside of at-risk and 

diagnostic categories, is important; and 

 Longer-term needs, and how these needs change, of women in the postpartum period 

have been illuminated by this study and need to be considered. 

The concepts of empowerment and universality that are embedded in the health promotion 

approach, in combination with the idea of wellbeing as comprised of a balance between the 
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resources and challenges of new motherhood, can be used to develop an empirically based 

model for a health promotion-based approach to a postpartum regime of care.  

 

A model can be defined as a representation of theory, where theory is an ‘organised, 

coherent, and systematic articulation … related to significant questions in a discipline and 

communicated as a meaningful whole’, often by way of a symbolic depiction (Meleis 2012, 

p. 29). It is recognised in the literature that models can be ‘used to guide the development of 

health promotion programmes’ (Corcoran 2007, p.11). A health promotion model that 

supports and endorses the resources available to women in the postpartum, and mitigates the 

challenges faced, could be a useful tool when considering future postpartum care policy 

development in Tasmania, as it is typical for a model to include elements that are important 

to ‘behaviour and the decision-making process’ (Corcoran 2007, p. 11).  

 

Numerous theories and models have been developed in the broader field of health behaviour. 

Health behaviour is a person’s set of beliefs and actions regarding their wellbeing (Conner & 

Norman 2005), and therefore is closely linked to health promotion. Some of these models are 

more relevant to health promotion and will be briefly discussed, however this compilation is 

not exhaustive. First, is the Theory of Planned Behaviour (Ajzen 1991), which is most widely 

applied in the context and understanding of predicting behaviours (Bledsoe 2005). Second, is 

the Health Belief Model (Rosenstock 1974), which suggests that perceived health threats 

motivate people to undertake preventative health behaviours. And finally, is the ecological 

perspective model, which is based on Bronfenbrenner’s (1979) biological model of 

development. This model is a ‘conceptual framework designed to draw attention to individual 

and environmental determinants of behaviour’, and can be represented visually by a series of 

nested circles, each of which represent a level or degree of influence on behaviour (McLaren 
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& Hawe 2005, p. 9). This ecological perspective model most closely aligns with the model 

conceptualised from the findings of this study. The main principles of ecological models of 

health behaviour have been outlined by Sallis and colleagues (2008, p. 466) as including four 

core ideas:  

 There are multiple influences on specific health behaviours, including factors at the 

intrapersonal, interpersonal, organisational, community, and public policy levels; 

 Influences on behaviours act across these different levels; 

 Ecological models should be behaviour-specific, identifying the most relevant 

potential influences at each level; and  

 Multi-level interventions should be most effective at changing behaviour. 

These four principles encapsulate many of the strengths of ecological models of health. 

Conversely, criticisms of ecological models of health include a ‘lack of specificity’, lack of 

detailed information about how the variables interact with one another across levels of 

influence, and the challenge of creating operational models that result in practical guidance 

for interventions (Sallis et al. 2008, p. 480). 

 

With due attention paid to these strengths and weaknesses, an empirically based model 

incorporating health promotion principles, and in consideration of the purpose of ecological 

health models, can be constructed based on the findings of this study. This model, which 

incorporates consideration of multiple levels of influence, is also similar to the maternal 

health promotion model conceptualised in the context of the American health care system by 

Fahey and Shenassa (2013). Because a health promotion approach is founded on the tenet of 

promoting a woman’s own abilities and skills to protect and preserve her own health, any 

health promotion framework should incorporate ideals that promote self-efficacy. Examining 
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the resources and challenges impacting a woman’s mental wellbeing after childbirth as 

presented in section 7.2.3, it can be seen that in several cases the challenges identified by the 

study participants can be addressed by redirecting the focus of some of the resources 

identified to address these challenges directly. For example, if fostered, self-efficacy and 

resilience can help overcome some of the challenging thoughts experienced in early 

motherhood, and can help build skills to allow for a successful evolution of self-identity. 

 

 

Figure 8. Maternal mental wellbeing: a health promotion model 



 
 
 
 

243 
 

Figure 8 illustrates, in the form of a health promotion model, how if a woman’s internally-

controlled resources of self-care, resiliency, and self-efficacy are fostered, she can work to 

build her own skillset to overcome challenging emotions and allow her self-identity to evolve 

as she becomes a mother. These resources are represented by the core overlapping circles in 

Figure 8, and are the resources most central to the woman herself. The external influence of 

social support, represented by the inner ring, should provide emotional and practical support 

to the new mother, and encourage her to engage in self-care strategies to promote her mental 

wellbeing. The external influence of postpartum healthcare, represented by the outer ring, 

encompasses the woman and her support network, and should foster, enable, and encourage 

women to engage their social support networks, and promote self-efficacy and resiliency at 

the individual level. The postpartum healthcare provided should offer continuous care 

(Crowther et al. 2019) extended well into the postpartum period (Fahey & Shenassa 2013; 

Saurel-Cubizolles et al. 2000), with regularly scheduled contact between the woman and her 

care provider. It is important to note that this extended care should be part of the standard 

regime of care, and not something requiring new mothers to ‘opt-in’. As discussed in sections 

6.5.1.7 and 7.3, one of the most valued elements of participation in this study was that 

participants did not need to ‘reach out’ and ask to speak to the researcher. Rather, the 

researcher organised the timing of the interviews, and participants did not have to risk 

revealing their ‘need’ to engage in these interview conversations. This idea is supported in 

the literature, where it is noted that women often do not want to admit that they are struggling 

to cope on any level, and this insecurity can be a barrier to seeking support or healthcare 

(Chew-Graham et al. 2009; Hadfield & Wittkowski 2017; Henshaw et al. 2018; McCarthy & 

McMahon 2008; Miller 2002).  
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As noted by Fahey and Shenassa (2013), health promotion can begin at the clinician level, by 

engaging practical strategies for promoting health directly between the new mother and her 

medical practitioner. However, in general, theories, and therefore models, do not identify or 

recommend specific interventions, but rather provide ideas for ‘theory-led intervention’ to 

implement (Corcoran 2007, p. 9). This model could therefore provide the starting point to 

develop practical interventions and strategies to be employed at the system level to affect 

change for all new mothers in Tasmania. As the researcher approached this study through the 

lens of a fellow mother, and is not a clinician, recommendations for deployment of this model 

at the clinical level will not be provided as part of this research. However, by employing this 

model of health promotion, which accounts for both women’s desires in the postpartum 

period, as well as the challenges they face and the resources they have at their disposal, the 

balance of resources and challenges should be tipped in favour of mental wellbeing for new 

mothers in the postpartum period. 

 

8.2 Considerations and future research implications 

It is important to address the limitations and other considerations associated with this study in 

order to evaluate the implications of this research. First, as the study was qualitative in nature, 

there are inherent limitations of a methodological nature. Because the aim of this research 

involved gathering in-depth data, the sample size of 13 women was necessarily small. 

However, in qualitative research, the quality and richness of the data are more important than 

the quantity (Patton 2000), and the purpose of this study was to gather rich, in-depth 

information to contribute to the existing body of knowledge about new mothers. The women 

in this study also tended toward a certain demographic: older first-time mothers with high 

levels of education and professional jobs, and involved in stable relationships. As was 
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discussed in section 4.3.4, recruitment was challenging, and so despite efforts to recruit a 

more cross-sectional sample, it was not possible within the time constraints of this study. This 

process, and the context for the sampling rationale and recruitment procedures, were made as 

transparent as possible in Chapter 4, in order to allow the reader to ascertain as much detail as 

possible to allow for judgement about transferability. As a result of these circumstances and 

methodological choices, the results of this research on their own, while transferable within 

certain contexts, are not generalisable to the population at large.  

 

There is ample scope for further research to be conducted in Tasmania about how these 

findings compare with the needs and wants of new mothers in other demographics. A similar 

study could be replicated with a different population of women, or with women in a different 

geographic location within Tasmania, or even with new fathers. The findings could also be 

used to create content for a more broadly applicable survey-based study to be administered to 

expectant/new mothers in order to acquire feedback from a broader demographic range. The 

health promotion model presented in this thesis could be used to inform the development of a 

quantitative tool to further assess women’s satisfaction with postpartum care in Tasmania. 

Additionally, practical recommendations to be employed on the clinical level could be 

investigated and developed through conversation with various stakeholders (e.g., mothers, 

clinicians, policymakers). 

 

8.3 Research aim: what do we know now?  

Returning to the research aim: how can mental wellbeing for new mothers be promoted? The 

research conducted for this thesis makes considerable progress toward addressing this aim. 

The most straightforward way to respond is to turn to the health promotion model for 
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maternal mental wellbeing, as presented in Figure 8 in section 8.1.2. The core of the model 

illustrates how new mothers can promote their own mental wellbeing through building 

resilience and self-efficacy (Bandura 2006; Leahy-Warren et al. 2011), and through 

practicing self-care (Barkin & Wisner 2013). These actions and processes will arm new 

mothers with tools to cope more effectively with the challenging thoughts and emotions of 

new motherhood, and to manage the evolution of their self-identities. The next layer of the 

model shows how external social support sources can promote mental wellbeing in new 

mothers through providing emotional support to allow resilience and self-efficacy to build, 

and additionally through providing practical support to meet the demands of new 

motherhood. The outer layer of the model illustrates how healthcare providers can promote 

the mental wellbeing of new mothers: through providing continuous care (Crowther et al. 

2019) into the extended postpartum period (Saurel-Cubizolles et al. 2000), and by having 

regularly scheduled contact with every woman, regardless of her health status (Fahey & 

Shenassa 2013). 

 

This study has provided an improved understanding of maternal mental wellbeing during the 

postpartum period in a Tasmanian context. Despite the strength of the antenatal and 

intrapartum care, the findings of this study suggest that Tasmania is lacking an effective 

program of care for women in the postpartum period that meets the needs and addresses the 

desires of new mothers. The findings of this study indicate that even for women such as the 

study participants, who had relatively supportive and stable life circumstances, transitioning 

to motherhood was still a challenge and they often struggled to cope. As one participant 

stated: becoming a mother is ‘the best and worst thing you’ll ever do’. Given the weight of 

that statement, it is clear that women require more support in the postpartum period than to 

which they currently have access. This research has the potential to contribute to the 
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development of innovative, informed health-promotion-based postpartum policies and 

programs. These programs would provide improved emotional support to future first-time 

mothers throughout their childbearing year, to ensure that mental wellbeing for these women 

can be promoted, and that the health outcomes of future generations are optimised. 
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1 New South Wales 
2 ‘Technical And Further Education’ institution: public provider of vocational education and training 
3 Tasmania 
4 Bachelor of Medicine & Bachelor of Surgery 
5 General Practitioner 
6 Midwifery Group Practise 
7 Western Australia 

Name Age Place of 
Birth 

Education level Profession Model of 
Care 

Birth mode Breastfeeding (BF) 
duration 

Kate 28 NSW1 High school & 
currently at TAFE2 

Administration & 
student nurse 

Public Vaginal 
(instrumental) 

BF to 3 weeks, then 
formula feeding 

Jill 24 TAS3 High school & cert 
III 

Administration Public Planned c-section 
due to previous 
surgery 

BF to 6+ months 

Hannah 27 Singapore MBBS4 Physician GP5 shared 
care 

Vaginal 
(instrumental) 

BF to 12+ months 

Vera 32 Germany Bachelor’s plus 
grad certificate 

Early childhood 
educator 

Independent 
midwife 

Vaginal BF to 12+ months 

Olivia 32 New 
Zealand 

Master’s Psychologist Private Vaginal 
(instrumental) 

Mixed feeding to 3 
months, then formula 
feeding 

Rachel 36 TAS Bachelor’s Bank manager Private Vaginal BF to 12 months 
Emily 31 TAS Bachelor’s Teacher Private Vaginal BF to 12+ months 
Julia 33 TAS Bachelor’s plus 

grad certificate 
Accountant Private 

antenatal, 
public birth 

C-section BF to 12+ months 

Lucy 30 TAS Master’s Nutritionist MGP6 Vaginal BF to 12+ months 
Grace 33 WA7 Bachelor’s College 

administrator 
Private 
initially, 
switched to 
MGP 

Vaginal BF to 12+ months 

Leah 31 TAS Bachelor’s Nurse MGP Vaginal BF to 10+ months 
Rebecca 26 TAS Bachelor’s Academic 

researcher 
MGP Vaginal BF to 12+ months 

Alice 35 England Bachelor’s Communications 
contractor 

Private, 
switched to 
GP shared 
care 

Vaginal 
(instrumental) 

BF to 9 months 
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Appendix 2: Sample interview guide
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INTERVIEW #1: Guide 
 
Preamble: 
Researcher: First of all, thank you again so much for agreeing to participate in my research. 
Before we get into the actual questions, I have to read over this confidentiality list and just 
tick off some boxes. 

1. Have you read and do you understand the Participant Information Sheet for this 
study? 

2. Have you signed the consent form for this study? 

3. Do you have adequate parking for the duration of the interview? 

4. If any of the questions asked make you uncomfortable, you can skip the question or 
terminate the interview at any time for any reason. 

5. All identifying data (e.g., your name, etc.) will remain confidential. 

6. With your permission, this interview will be recorded so it can be transcribed 
accurately. You may review your interview should you wish. Recordings and 
transcriptions will be stored securely. 

7. The anticipated length of this interview is ~1 hour. 

8. Please answer all questions as honestly as possible. There is no right or wrong answer 
and I have no expectations regarding any of your answers. 

9. Do you have any questions? Of course, you can ask questions or for clarification at 
any time. 

10. Do you consent to beginning the interview? If so, I will turn on the recorder. 

 
Researcher: Explain the interview format. It will be mostly unstructured and can be thought 
of as a guided conversation. I’m interested in your thoughts, but I will prompt you with 
discussion points if necessary. I am interested in what the lived experience of first-time 
motherhood in Tasmania is like. 
Overall thesis aim: to answer, ‘How can mental wellbeing for new mothers promoted?’ 
The purpose of the first interview is to establish baseline information and also to develop a 
rapport with the participant. The participant should be informed that for this interview 
specifically, the purpose is to understand how she is feeling about impending motherhood, 
what her expectations are, who she thinks will provide her with support, and what factors she 
thinks will influence her mental wellbeing after baby arrives. 
 
Opening question (ice breaker): why did you want to be a part of my study? What caught 
your interest? 
 
Further prompts for discussion: 
Factors the literature indicates have a role in women’s postpartum mental wellbeing: 
-support (emotional, instrumental/practical, informational) 
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-demographics/socioeconomic factors 
-cultural influences 
-obstetric complications and breastfeeding 
-mental health history 
-stressful life events 
-maternal expectations of parenthood 
-transition to motherhood/maternal role attainment 
And other areas warranting exploration: 
-role of antenatal preparation (parenting classes) 
-role of infant temperament 
-role of care model experienced by mother 
-role of societal/media messages to new mothers 
-role of maternal physical limitations or other health issues 
 
Broad questions: 
-what do you understand by the concept of ‘mental wellbeing’? 
-what factors do you think influence mental wellbeing? 
-what helps people stay mentally well? 
-do you think there is a difference between promoting mental health and preventing mental 
illness? 
 
Specific questions: 
-what model of care are you being looked after under? Do you think it impacts your 
wellbeing? 
-demographic questions…  
-do you have any cultural traditions that might impact your wellbeing? 
-do you feel like you will be well supported (practical, emotional, informational)? 
-had any stressful life events lately? 
 
At the end of the interview: 
-is there anything else you’d like to add?  
-did I miss anything?  
-is there anything you need to say or want to ask
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Study title: An examination of the influences on maternal 
mental wellbeing after childbirth in Tasmania 

 
[This participant information sheet is for the information of participants in this research study] 
 

1. Invitation 
We would like to invite you to participate in a study being undertaken by a team of 
researchers from the Faculty of Health (Nursing & Midwifery) at the University of Tasmania. 
The team includes: Ms Sarah Young (PhD candidate), Prof Steven Campbell, Dr Mai 
Frandsen (postdoctoral research fellow), and Dr Robyn Kelly (lecturer). This study is being 
conducted in partial fulfilment of a Doctor of Philosophy for Sarah Young, under the 
supervision of the other team members.  
The overarching purpose of this study is to contribute to the development of an in-depth 
picture of women’s experiences of first time motherhood in Tasmania, and to answer the 
question ‘how can mental wellbeing for new mothers be achieved?’. 
 

2. What is the purpose of this study? 
First time childbirth is a watershed event in a woman’s life.  The weeks and months after a 
baby is born are a crucial time for both mother and child. This research aims to determine 
what influences mothers’ mental wellbeing in the year after the birth of a first baby, and will 
attempt to determine how mental wellbeing in this crucial time can be achieved. Four in-
depth interviews with approximately 12 women will be used to help answer this question. 
The interviews will be conducted over the period of 12-15 months, and will aim to capture a 
rich, deep picture of the first year after childbirth for a sample of Tasmanian women. It is 
hoped that the major influences impacting mental wellbeing will be identified (e.g., key 
support providers, mental health history, the role of expectations, etc.).  
 

3. Why have I been invited to participate? 
You have indicated your interest in participating in this study by responding to a flyer posted 
in the antenatal care area of the Launceston General Hospital. You are eligible to participate 
in this study because you are pregnant with your first child, you are experiencing a healthy 
pregnancy, you have proficient English oral communication skills, and your gestational due 
date falls within the time frame specified for this study. It is important for you to know that 
participation in this study is voluntary, and there will be no consequences of any nature 
should you decide to withdraw your participation at any time. Your participation or withdrawal 
will in no way affect the antenatal care you receive from your nominated health provider. 
 

4. What will I be asked to do? 

If you are willing to participate in this study, you will be asked to: 

• Participate in four (4) interviews, which will take place either in person (with Sarah Young), 
at the Launceston Clinical School (41 Frankland Street), adjacent to the Launceston 
General Hospital, or over the phone. The timing of the interviews will be:  

• (1) at approx. 6-9 months gestation; 
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(Note that we will contact you via text message two weeks after your due date to 
inquire about your pregnancy status/birth and confirm whether you wish to continue 
participating in this study) 

• (2) at approx. 1-4 weeks after the birth of your baby;  
• (3) at approx. 6 months after the birth of your baby; and  
• (4) at approx. 12 months after the birth of your baby.  
• Each interview will take approximately one (1) hour. 

 
• Answer a series of open-ended questions relating to your expectations of motherhood (1), 

or your experiences of new motherhood (2-4). For example, questions could include, 
“What do you expect you will find challenging as a new mother?”, or “Who supported your 
emotional wellbeing in the first weeks of motherhood?”. 

• Agree to consent for the interviews to be audio recorded. You will be given the opportunity 
to review and correct transcripts of your interviews. Any direct quotations used in the 
writing up of the research will be de-identified to protect participant confidentiality, and 
only the research team members will have access to the information required to re-identify 
the data. 

 

5. Are there any possible benefits from participation in this study? 

We cannot guarantee that you will receive any benefits from participation in this study. 
However, a possible benefit could include the opportunity to speak about your 
birth/parenting experience with a person with whom you will gain familiarity over the course 
of the research, in a confidential setting. In addition, you will be made aware of and have 
access to support services such as counselling and social work that you may not have 
otherwise known existed or felt supported enough to access. 

 
6. Are there any possible risks from participation in this study? 

There are no specific risks anticipated from participating in this study. However, depending 
on your experiences, recalling past events could potentially cause distress. If you feel 
distressed as a result of participating in this research, please inform the researcher or one of 
your care providers and we can refer you to an appropriate support service (e.g., counseling, 
social work, housing, etc.) (if so desired). Additionally, you may contact Lifeline Australia for 
counseling services by telephone (13 11 14). Please also note that the researcher has an 
obligation to forward any information suggesting that you are in danger of harm to yourself or 
others, or are in danger of being harmed, to an appropriate body (in this case, BaptCare) 
with or without your consent. 
 

7. What if I change my mind during or after this study? 

While we greatly appreciate your involvement in this work, your participation in this study is 
completely voluntary. You may decline to participate, or withdraw your participation, at any 
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time, for any reason without consequence or judgment. Should you withdraw from this study 
after participating in some capacity, you can choose whether your data remains viable in the 
study or is withdrawn. Should you decide to participate, all information you provide will be 
treated with confidentiality. Your participation in this study (or your choice to decline to 
participate/withdraw from study) will not affect the care you receive from the Tasmanian 
Health Service or your relationships with your care providers (your care providers will not 
know of your participation in this study unless you inform them). 
 

8. What will happen to the information when the study is over? 

Raw data (interview transcripts/recordings) will be kept for five (5) years from the date of first 
publication. Data will be saved for the purposes of potential use in academic publications. 
Electronic data will be kept on a secure University of Tasmania server, and any paper data 
will be kept in a locked filing cabinet in a University of Tasmania office. Only the members of 
this research team will have access to the data, and participant confidentiality will be 
maintained at all times. After the five-year period, the data will be destroyed securely. 
 

9. How will the results of the study be published? 

After the study has been completed, this research will be published as a Doctoral 
Dissertation, which will be accessible through the University of Tasmania’s library. All or part 
of this research may also be published in an academic journal. Your name will not be used 
in any publications arising from this research. 
 

10. What if I have questions about this study? 

If you have any questions or would like to discuss any aspect of this study, please contact 
Sarah Young by email sarah.young@utas.edu.au or Prof. Steven Campbell by phone (03) 
6324 3604. 
This study has been approved by the Tasmanian Human Research Ethics Committee. If you 
have concerns or complaints about the conduct of this study, please contact the Executive 
Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 
human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 
complaints from research participants. Please quote ethics reference number [H0016849]. 
Thank you for considering participation in this study. This information sheet is for 
you to keep. If you wish to participate, please fill out the consent form attached, and 
return it to Sarah Young. 
This research is supported by an Australian Government Research Training Program (RTP) 
Scholarship. 
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Study title: An examination of the influences on maternal 
mental wellbeing after childbirth in Tasmania 

 
[This consent form is for women who wish to participate in this research study] 

11. I agree to take part in the research study named above. 

12. I have read and understood the Information Sheet for this study. 

13. The nature and possible effects of the study have been explained to me. 

14. I understand that the study involves: 

a. Participation in four (4) interviews, which will take place in person (with 
Sarah Young) at the Launceston Clinical School, a research building adjacent 
to the Launceston General Hospital on Frankland St, Launceston. The timing 
of the interviews will be:  

(1) at approx. 6-9 months gestation,  
(2) at approx. 1-4 weeks after the birth of my baby,  
(3) at approx. 6 months after the birth of my baby, and  
(4) at approx. 12 months after the birth of my baby.  
Each interview will take approximately one (1) hour. 
 

b. Interviews will be audio recorded, and I understand that I will be given the 
opportunity to review the transcripts of my interviews. 

15. I understand that participation involves no specific risks, but depending on my 
experiences, recalling certain past events could potentially cause distress. If I feel 
distressed as a result of participating in this research, I have been made aware that I 
can inform the researcher or one of my care providers and, if I want, can be referred 
to an appropriate support service. Additionally, contact details for Lifeline Australia 
phone counselling service have been made available to me. 

16. I understand that all research data will be securely stored on the University of 
Tasmania’s premises for five (5) years from the publication of the study results, and 
will then be destroyed unless I give permission for my data to be stored in an archive. 

I agree to have my study data archived.  
Yes   No   

17. Any questions that I have asked have been answered to my satisfaction. 

18. I understand that the researcher(s) will maintain confidentiality and that any 
information I supply to the researcher(s) will be used only for the purposes of the 
research. 
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19. I understand that the results of the study will be published so that I cannot be 
identified as a participant. 

20. I understand that my participation is voluntary and that I may withdraw at any time 
without any effect. If I so wish, I may also request that any data I have supplied be 
withdrawn from the research.  

 
 

Participant’s name:  _______________________________________________________  
 
Participant’s signature: ____________________________________________________ 
 
Date:  ________________________ 
 

Statement by Investigator  

 I have explained the project and the implications of participation in it to this 
volunteer and I believe that the consent is informed and that he/she understands 
the implications of participation. 

If the Investigator has not had an opportunity to talk to participants prior to them participating, 
the following must be ticked. 

 The participant has received the Information Sheet where my details have been 
provided so participants have had the opportunity to contact me prior to consenting 
to participate in this project. 

 
 
Investigator’s name:  _______________________________________________________  
 
Investigator’s signature: ____________________________________________________ 
 
Date:  ________________________ 
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Appendix 6: Overarching and paramount themes 
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Appendix 7: Six-week maternal postnatal check-list 
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