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Abstract 

Context: Current literature indicates multi-systemic racism and a lack of consideration of 

community culture or values, inhibiting the recovery of Black postpartum women. Little 

research has been conducted on the experiences of postpartum psychosis for Black mothers, 

despite the increased risks and poor maternal mental health outcomes. 

Aim: This study aims to explore the experiences of recovery from postpartum psychosis for 

Black mothers, who may or may not have accessed support. The objective is to gain 

understanding of how racialisation has impacted women’s experiences and relationship with 

healthcare. 

Method: This is a qualitative design. Semi-structured interviews were conducted with 17 

women that identified as Black, with self-reported experience of postpartum psychosis, and 

were over 18 years. Participants were recruited via UK third-sector charities and social 

media. An interpretative phenomenological analysis was carried out.  

Findings: The findings portray acceptance of postpartum psychosis in the context of racial 

marginalisation as extremely challenging for Black mothers, leading to detrimental 

experiences of healthcare. Facilitation of community groups which encompass shared identity 

norms and lived experience, and the support of significant others with shared values, 

helpfully mediate recovery experience. 

Discussion: Racialised mythologies endorsed within healthcare provision perpetuate the 

internalisation of rejection and shame. Community misconceptions of madness ostracise 

women further in their recovery. Implicit white cultural bias and multi-systemic racism 

arguably serve the interest of the dominant and oppressive white medical system, where 

differential racialisation of Black mothers maintains inequity. 
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Implications: Current healthcare systems require redressing, and racism challenged at 

systemic and individual levels within service culture, with the hope to improve accessibility 

and care experiences for Black mothers with postpartum psychosis. Black motherhood, in the 

context of ‘psychosis’, requires increased colloquy and development of intersectional ideas. 
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1. Introduction 

 

1.1 Maternal Mental Health and Postpartum Psychosis 

Maternal mental health problems can affect one in five women, inclusive of antenatal 

and/or postnatal depression, anxiety, obsessive compulsive disorder, posttraumatic stress 

disorder, or postpartum psychosis (Maternal Mental Health Alliance (MMHA), 2023). 

Overall, mental health difficulties represent the most common cause of death within the 

perinatal period for mothers, with the leading cause being suicide (Jones et al., 2014; Knight 

et al., 2016: Wilkinson et al., 2017). In the UK, the Five Year Forward View for Mental 

Health report indicated the need for further investment in evidence-based specialist mental 

health care, including greater access to perinatal support that incorporates psychological 

support (The Mental Health Taskforce, 2016). The NHS Long Term Plan builds on these 

goals and there are now specialist perinatal mental health services in all 44 NHS localities in 

England (NHS England, 2018).  

Whilst perinatal depression approximately affects between one and seven-ten of mothers 

in the UK/US and is the most vigorously researched perinatal mental health illness, less is 

known about postpartum psychosis despite the greater severity of symptoms (Royal College 

of Psychiatrists, 2023). Postpartum psychosis can be defined as experience of ‘delusions’, 

‘hallucinations’, ‘disorganised behaviour’, and ‘depression’, usually with rapid onset and 

deterioration, typically within two-four weeks postpartum (Di Florio et al., 2013; Forde et al., 

2020; Heron et al., 2008; Sit et al., 2006; NHS England, 2020). Postpartum psychosis has 

been found to affect 0.89 to 2.6 per 1000 women, and those with a diagnosis of bipolar 

disorder, previous experience of psychosis (or other psychotic illness), or a close relative with 

history of postpartum psychosis, being more at risk (Howard, 2014; Jones et al., 2014; Royal 
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College of Psychiatrists, 2023; Vanderkruik et al., 2017). The adverse risks and long-term 

consequences can be devastating, with high rates resulting in suicide and infanticide 

(Comtois, Schiff, & Grossman, 2008; Knops, 1993; Spinelli, 2004). Adverse outcomes 

associated with postpartum psychosis can include low birth weight, poor mother-infant 

interaction, impacted family and partner relationships, and child cognitive, emotional and 

behavioural development problems (Alhusen et al., 2013; Howard et al., 2014; Kingston et 

al., 2012; Myers & Jones, 2018; Prady et al., 2016; Stein et al., 2014).  

According to the National Institute for Health and Care Excellence (NICE, 2018), referral 

to a secondary mental health service for assessment is always required for women presenting 

with symptoms or experience of postpartum psychosis. Subsequent inpatient care, ideally 

within a Mother and Baby Unit, and pharmacological intervention is nearly always 

recommended as standard care offered within the NHS for psychosis in the postpartum 

period, which has been established as best practice following the preceding attachment 

research (Bowlby, 1969; Cazas & Glangeaud-Freudenthal, 2004; Gillham & Wittkowski, 

2015; Green et al., 2016; Jones & Smith, 2009; NICE, 2018). A systematic review evaluating 

the efficacy of Mother and Baby Units indicates greater benefits for co-admission of mother 

and baby where there is space for attachment formation, comparative to general 

hospitalisation resulting in separation (Connellan et al., 2017). Despite this, Mother and Baby 

Units are most situated in the UK, France and Australia, and there is a lack of comparative 

research in other Western and non-Western countries (Connellan et al., 2017). The historical 

dearth in qualitative research within medical literature appears to be shifting, but randomised 

controlled trials (RCTs) are required to secure funding and examine cost-effectiveness on a 

global scale. The lack of consensus in how established Mother and Baby Units are facilitated 

could likely impact the experience and initial stages of recovery for mothers with postpartum 

psychosis across varied cultures (Elkin et al., 2009). 
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Bergink et al. (2015) conveys how with appropriate intervention, including Mother and 

Baby Units, the most severe symptoms of postpartum psychosis can be resolved within 2-12 

weeks. Whilst this can diminish immediate risk dramatically, there can still be devastating 

long-term impact on wellbeing, increased risk of further perinatal mental health problems, 

and resulting long-lasting feelings of shame, guilt, loss and fear (Burgerhout et al., 2017; 

Forde et al., 2019; Heron et al., 2012; Nager et al., 2013; Plunkett et al., 2016; Robertson et 

al., 2005; Wittkowski et al., 2014). Further psychological intervention and psychosocial 

support is recommended, yet lesser is known about women’s personal experiences of 

recovery and what types of intervention may be most effective and are specifically applicable 

to postpartum psychosis (Doucet et al., 2011).  

Studies indicate the process of recovery from postpartum psychosis for women has a 

temporal element, with initial seeking of safety and containment, followed by making sense 

of and responding to their experience, and finally, finding strategies that are helpful and 

planning for the future (Dolman et al., 2013; Forde et al., 2019; Heron et al., 2012; McGrath 

et al., 2013). This is considered parallel to women developing an understanding of their 

experience, which is plausible given the nature of separation from ‘reality’ and confusion 

many experience (Engqvist et al., 2011; Heron et al., 2012; Mcgrath et al., 2013; Robertson 

& Lyons, 2003). Frank (1993) proposed narratives of illness require self-change yet must be 

inclusive of realignment with a recognisable self, rather than adhering to a new identity. This 

fits with the notion of adjusting to and accepting the self and identity within the experience of 

postpartum psychosis, where beliefs about reality and motherhood are arguably an ever-

evolving process and tailored to recovery stage. Much literature indicates that women 

utilising their experience for positive realignment within the self, such as learning more about 

their strengths and what they can accomplish, or by becoming agents of positive change for 

others and encompassing a sense of purpose, can be broadly helpful (Heron et al., 2012; 
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McGrath et al. 2013). Substantiating research indicates ‘posttraumatic growth’, whereby 

experiencing severe adversity in the context of psychosis, can lead to improved outcomes and 

wellbeing comparative to even before the illness (Beck, 2020; Tedeschi & Calhoun, 2004). 

There is consensus that women view postpartum psychosis as a distinctly separate form 

of mental illness comparative to other postpartum mental health, which can manifest in 

feelings of numerous losses and endure long after the puerperal episode (Di Florio et al., 

2013; Forde et al., 2019; Heron et al., 2012; Robertson & Lyons, 2003). Time and 

relationships in the early months during hospitalisation, a sense of self and identity, and 

breakdown of relationships where there has been strain and tension, can be understood within 

the context of multiple losses (Engqvist & Nilsson, 2013; Forde et al., 2019; Wyatt et al., 

2015). The strength of emotions such as guilt and shame many emphasise as multi-layered, in 

the context of becoming a mother, the stigma around severe mental illness within 

motherhood, and the trauma of hospitalisation on significant relationships and families 

(Dolman et al., 2013; Edwards & Timmons, 2005; Robertson & Lyons, 2003). Some mothers 

indicate that even after their acute experience of psychotic symptoms, any expression of 

emotion can feel pathologised by others, leading to a further sense of isolation (Robertson & 

Lyons, 2003). Traditional societal roles depicted for women around being ‘good mothers’ and 

nurturing homemakers, can understandably lead to a further sense of failure to fulfil these 

roles and emphasise feelings of guilt, loss and shame. This can feel specifically relevant 

where women are unable to meet such expectations, due to the severe and isolating nature of 

postpartum psychosis and subsequent hospitalisation (Lewis & Nicholson, 1998; Robertson 

& Lyons, 2003). Despite these earlier implications indicating societal standards around 

motherhood can greatly medicate intense and debilitating emotions such as shame, current 

intervention for postpartum psychosis remains relatively generic and vague, with little 

consideration of systemic factors within the predominantly offered medical treatment. 
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Robertson and Lyons’ (2003) finding that women conceptualised the cause of their psychosis 

as ‘biological’ has been criticised; participants were previously involved in a genetics study 

and potentially indirectly biased due to their treatment being predominantly medical 

(McGrath et al., 2013). Thus, this criticism depicted by McGrath et al (2013), prompts 

speculation that little contextual and social factors have been historically considered within 

psychiatric intervention for postpartum psychosis. These findings support the need for 

existing standardised psychiatric care to incorporate formulation of individual presentations, 

which include social context. 

A broad array of evidence supports the crucial benefits of social support from significant 

others, including partners and families within the recovery process for women (Engqvist & 

Nilsson, 2013; Forde et al., 2019; Forde et al., 2020; McGrath et al., 2013; Plunkett et al., 

2016; Wyatt et al., 2015). Women also report strengthened relationships following experience 

of postpartum psychosis, aligning with the relevance of posttraumatic growth for this 

population (Wyatt et al., 2015). However, where women volunteer to participate and speak in 

front of partners within research interviews, benefits are presumed in the context of 

comfortable and trusting relationships. Critical family narratives, a lack of support and highly 

stressful pregnancies seem to be replicated within the extreme anxiety, negative self-

appraisals and persecutory delusions women can report, indicating social factors can be also a 

hindrance in these cases (Glover et al., 2014). Women with considerably stronger social 

networks, including more proactive partners, or pre-existing links with mental health 

services, appear to experience better and faster access to support (Roxburgh et al., 2022). 

Despite this, women still report varied experience of care before reaching crisis point, 

indicating other social factors specific to postpartum psychosis are involved. It is likely there 

are a multitude of women that are not accessing help until they reach crisis point, with 

evidence suggesting healthcare professionals’ knowledge of postpartum psychosis symptoms 
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and necessary information provision to be poor (Dolman et al., 2013; Doucet et al., 2011; 

Heron et al., 2012). 

The implication is that family can be a ‘double edged sword’, where secure relationships 

are required for managing the potentially debilitating and isolating emotions of guilt and 

shame (Forde et al., 2020; Glover et al., 2014; McGrath et al., 2013). However, even in 

secure relationships where partners are keen to share support, the interpretation of the 

experience can vary. The intensity of language women use to describe their experience of 

postpartum psychosis can differ tremendously comparative to partners, who can prescribe 

much more mild and vague accounts (Enqvist & Nilsson, 2013a). In contexts where partners 

may not fully, or want to, realise the risk of infanticide or suicide, this reiterates the need for 

consistent information provision and an inclusive approach with families and partners. 

Additionally, for heterosexual dyads, help seeking in men is typically low and should be 

considered within care provision (Doucet et al., 2005). This does not necessarily account for 

homosexual dyads, and assumes a gender normative approach that may not reflect many 

couples within the community. Regardless of gender, postnatal narratives within social 

networks are understandably important for elements of stability and consistency in the 

context of postpartum psychosis, where elements of confusion and paranoia are also present 

(Beck, 2020). However, the temporal element of relationships and of postpartum psychosis 

indicates women’s social systems are likely to be changeable and impacted by multiple 

factors, thus this must be considered within the broader system of care. 

The power imbalance experienced within postpartum illness is considered paramount 

within postpartum psychosis, where there is a greater risk of losing a child or hospitalisation 

(Heron et al., 2012; McGrath et al., 2013). For many women, receiving the diagnosis of 

postpartum psychosis can enhance the process of understanding and acceptance, yet when 

this is not communicated in a compassionate context with positive agency around recovery, 
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this can ultimately lead to disempowerment and hopelessness, due to the dire associated 

consequences for mother and baby (Robertson & Lyons, 2003). The pressure to be seen as 

coping, due to the removal of a child is raised often, as well as the minimisation of symptoms 

(Forde et al., 2020). The label of a psychotic illness in patriarchal society where women’s 

mental health is stigmatised, specifically in the context of motherhood, undoubtedly 

influences help-seeking behaviour (Bondi & Burman, 2001; Forde et al., 2019; Robertson & 

Lyons, 2003). Heron et al. (2012) highlights the need to screen for stigma within women’s 

social worlds, as fear of judgement leads to difficulties experienced within groups and further 

isolation. The systematic review conducted by Forde et al. (2020) indicates peer support to be 

essential, but social connectedness is mediated by lived experience, as fear of judgement can 

have an adverse effect and lead to a greater sense of isolation. Whilst these findings propose 

screening for stigma in women’s social worlds could help understand and challenge this 

narrative for some women, this approach arguably still regards the experience of postpartum 

psychosis as controllable and preventable within women, failing to account for social stigma 

as an inevitable systemic factor impacting mothers. An individualistic focus on the personal 

risks and symptomology within postpartum psychosis fails to account for external factors 

outside of the woman’s control, and the influence of wider social systems.  

The political nature of the healthcare system and the external context of care has been 

found to mediate experience of recovery (Roxburgh et al., 2022). Inconsistent medical 

management, including presumptions the cause of postpartum psychosis is biological, can 

diminish a sense of control and agency for women. Poor maternity care, where mothers are 

not offered sufficient space to rest, can potentially worsen symptoms, for instance by 

contributing to sleep deprivation that often precipitates hallucinations (Engqvist & Nilsson, 

2013). The need for consistent care is crucial, particularly in the context of postpartum 

psychosis where confusion and paranoia greatly impact women’s relation to ‘reality’ 
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(Roxburgh et al., 2022). Information provision within maternal healthcare should be tailored 

to recovery stage, with consideration of the tensions between the risks associated with 

postpartum psychosis and motherhood facilitated at the start of pregnancy before any 

indication of symptoms (Heron et al., 2012). Discourses are powerful in influencing the 

conceptualisation and response to postpartum psychosis, and this needs to be addressed 

across women’s social worlds and in antenatal contexts (Beck, 2002). Contradictory 

narratives around what is in women’s control and is preventable needs to be highlighted by 

healthcare providers, with consideration of partners’ and families’ level of conceptualisation 

and need. 

A systematic review and meta-synthesis of women’s and families’ experiences of 

recovery from postpartum psychosis highlighted that a more individualised and integrative 

approach to psychological interventions, that are ideally longer-term and consider the needs 

of the family and significant others, are required to improve clinical outcomes (Forde et al., 

2020). This suggests a need to build on the evidence conveying short-term cognitive and 

behavioural interventions to be helpful (NICE, 2014). Whilst these recommendations are 

generically useful, they are not necessarily transferable across social and cultural context, due 

to a focus on White middle class women with higher education levels and access to resources 

in the literature. Maintaining an individualistic focus within interventions fails to 

acknowledge the political hierarchies surrounding healthcare systems, and the complex 

multifaceted social controversies associated with diagnosis and motherhood. Perhaps 

highlighting difficulties faced by more socially privileged women only further insinuates how 

disadvantaged groups of lower socioeconomic status can experience greater difficulties 

accessing support. However, there is extremely limited research exploring the experiences of 

women with postpartum psychosis from differing cultural, social and racial backgrounds, and 

how healthcare may need to be adapted to meet diverse needs. Evaluating short-term 
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behavioural outcomes with those holding the privilege of access to healthcare and 

participating in research, potentially only further marginalises the experiences of politically, 

socially or racially minoritised communities that are at greater risk of developing postpartum 

psychosis and worse associated outcomes. 

 

1.2 The Role of Race and Maternal Mental Health 

Regardless of the increase in available care in the UK, minoritised ethnic groups are 

greatly underrepresented within perinatal mental health services, yet theoretically are at 

higher risk of developing perinatal mental health illnesses (Anderson et al., 2017; Anderson 

et al., 2019; Edge, 2011; Prady et al., 2013; Prady et al., 2016; Womersley et al., 2021). 

Ethnic minority groups experience an on-going higher burden of mental health issues 

comparative to the majority white population, yet mental health issues are less likely to be 

detected or treated within ethnic minority groups, including during the perinatal period 

(Prady et al., 2016).  

Health disparities among mothers and families from a minority ethnic background 

represent a salient national concern. It is important to acknowledge that ‘ethnic minority 

groups’ refers to a diverse number of groups, including individuals with varying levels of 

support and emotional needs, arguably mediated by cultural or racial background. The on-

going impact of interpersonal and institutional discrimination in relation to how race is 

experienced across different racial groups should not be ignored. The literature that indicates 

how racism influences women’s experiences of perinatal mental health suggests even the 

narrative of ‘ethnic minority group’ promotes an ‘othering’, and unhelpfully labels all non-

white groups under one broad category of ‘ethnic minority’ (Prather et al., 2018; Wallace et 

al., 2017). This is despite consensus that women’s experiences are significantly different, 

depending on several factors that may be facilitated by the meaning of ‘culture’, such as: 
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religious or spiritual beliefs; nationality; location; context; values; social norms; race or 

racism (Wallace et al., 2017). This provides a rationale for investigating the experiences of 

women from distinctive cultural groups separately and giving meaning to individuals that 

have experienced disadvantage specifically related to their own cultural or racial background 

(Anderson et al., 2017; Anderson et al., 2019; Edge, 2011; Prady et al., 2013; Prady et al., 

2016; Womersley et al., 2021). 

On a global scale, Black infants have specifically worse birth outcomes than other 

ethnic groups, including the significant disparity in the infant mortality rate (Centres for 

Disease and Control and Prevention (CDC), 2020; Peoples & Danawi, 2015; Robbins et al., 

2018). The historical oppression of Black communities in Western society and unequal 

access to opportunity, healthcare and education strongly indicates social context to be a 

prominent factor in health inequalities (Ajzen, 1991; American Academy of Paediatrics, 

2014; Broussard et al., 2012). Culturally incompetent healthcare has been reported to be a 

severe structural barrier to people from Black communities accessing support (Bolton et al., 

2003). The relationship between race, socioeconomic status and healthcare indicates many 

factors may play a role in these issues, such as social isolation, transportation difficulties, 

structural racism, lack of social support and inequities within healthcare access and provision 

(Bolton et al., 2003; Prather et al., 2018; The Joanna Briggs Institute, 2016; Wallace et al., 

2017). 

Qualitative studies that explore Black women’s experiences of perinatal mental health 

and perinatal services have begun to provide a voice for many of these mothers. Studies 

globally have found language and cultural barriers within accessing support, including 

cultural expectations and stigma associated with mental health (Quinn et al., 2009; Watson & 

Soltani, 2019). Some women have described how negative experiences of using other health 

services, for instance for physical health problems, to ultimately hinder their decision to 
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access perinatal mental health support (Edge, 2011). Others have described experiencing 

prejudice and racial discrimination within perinatal care, in conjunction with a reported lack 

of trust towards professionals (Wallace et al., 2017). 

The literature indicates a need to provide more culturally appropriate education and 

understanding of perinatal mental health across communities. Particularly in non-Western 

cultures, the value of family and community support is found to be much higher than in 

Western cultures, and the need to involve partners and families has been named by both 

partners in the dyad (Declercq et al., 2021; Edge, 2011; Watson & Soltani, 2019). Emerging 

evidence that provides insight into partners’ experiences of having a partner with perinatal 

mental health issues, suggests many partners may lack specific understanding, support for 

themselves and the knowledge of how to support their partner (Coleman, 2009). Many 

mothers that identify from Black ethnic backgrounds, highlight a community narrative that 

dictates women as ‘strong’ and ‘getting on with it’ and mental health issues are just not talked 

about (Edge, 2011). This indicates another potential complex barrier in relation to help-

seeking for Black women that experience poor perinatal mental health.  

 

1.3 Race, Cultural Difference and Postpartum Psychosis 

The sparse literature exploring cultural, religious and racial factors within postpartum 

psychosis echoes the gap in current care provision for impacted marginalised mothers and 

families. It is likely that the inclusion of partners or significant others, including family 

members, and even communities, in postpartum psychosis care for Black women, could help 

reduce the burden of severe mental illness, improve the quality of mother-infant relationship, 

and reduce feelings of loss, guilt and shame, which can lead to further feelings of isolation 

and hopelessness (Baiden & Evans, 2021; Declercq et al., 2021; Di Florio et al., 2013; Edge, 

2011; Engqvist & Nilsson, 2013; Forde et al., 2019; Forde et al., 2020; Heron et al., 2012; 
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McGrath et al., 2013; Plunkett et al., 2016; Robertson & Lyons, 2003; Watson & Soltani, 

2019; Wyatt et al., 2015). Addressing these issues within current provision of healthcare 

could improve clinical outcomes and the mother-infant relationship, and reduce the tragic 

possibility of suicide or infanticide.  

An understanding of Black mothers’ experience of recovery from postpartum 

psychosis could indicate how and why race and culture may have impacted their experience 

of recovery, and how this needs to be addressed within healthcare systems. Challenging racial 

and cultural barriers and even discrimination within healthcare provision, could potentially 

improve accessibility and reduce the devastating long-term impact of postpartum psychosis. 

A focus on Black women’s experiences specifically could provide insight into how and why a 

specific racialised group that often experiences the poorest mental health outcomes is not 

currently being managed effectively. 

 

1.4 Critical Race Theory and Postpartum Psychosis 

The Critical Race Theory (CRT) is both a collective action and academic movement 

committed to changing the relationship between race, racism and power (Delgado & 

Stefancic, 2023). CRT incorporates many of the issues within civil rights movements 

(CRMs), within the context of economics, law, historical thought, self-interest, and emotions. 

The movement is composed of variably developed bodies of Asian, Latino, LGBTQ+, Black 

ethnicities and Muslim religions, all with sets of literature and priorities. CRT originated in 

the 1970s, and proposes several principles (Delgado & Stefancic, 2023). Firstly, ‘racism’ is 

depicted as ‘ordinary’ in that it is difficult to eradicate because it is normalised and part of 

implicit racism maintained within societal structures; for instance, within employment biases, 

housing, or immigration laws. Secondly, ‘interest convergence’, meaning racism is in the best 

interests of dominant white group and consequentially the majority of society do not have the 
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motivation or power to challenge this. For instance, the CRM has been criticised by CRT for 

being implemented within the interests of elite white people rather than for the desire to 

benefit Black people. Thirdly, the notion that ‘race’ is a ‘social construction’, culturally 

invented by dominant society to manipulate people when convenient, with there being no 

evidence that race corresponds to the biological realities of traits such as personality, 

intelligence, or moral behaviour. The complex use of the term ‘race’ started with colonialism 

and towards the 19th Century it became the interweaving of biology, culture and language, 

whereby claims that colonised groups were racially inferior sustained political hierarchies in 

society (Go, 2004). ‘Racism’ has been depicted as a product of colonialism, ‘essential to the 

social construction of an otherwise illegitimate and privileged access to property and power’ 

(Stoler, 1992, p. 322). Fourthly, the proposal of ‘racialisation’ of different minorities at 

different times historically, and in everyday situations, in response to shifting needs and 

social contexts, contributing to stereotypes for the benefit of the dominant white society. 

Rattansi (2005) indicates ‘racialisation’ provides conceptual and political advantage 

comparative to ‘racism’, whereby ‘racialisation’ can encompass statements which explicitly 

vilify the inferiority of racialised groups, and implicitly and dynamically encapsulates 

institutional assumptions upon the intersections of race with class, gender, sexuality and 

nation (Rattansi, 2005). The fifth CRT principle is the ‘intersectionality’ framework, which 

infers that multiple identities in relation to race, class, gender, socioeconomic status and 

sexuality are used to understand the many ways individuals are oppressed. ‘Intersectionality’ 

was proposed by Kimberle Crenshaw (1989), who argued that the intersectional experience is 

greater than the sum of ‘racism’ and ‘sexism’, and that any account which predicates on the 

discrete experiences of ‘race’ and ‘gender’, fails to understand the specific way in which 

Black women are marginalised. Finally, the legal ‘storytelling’ movement depicts that 
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individuals from racialised communities are in a better position to communicate their unique 

accounts and experiences comparative to the white master narratives in law. 

Whilst studies indicate cultural beliefs implicate women’s conceptualisation of their 

experience of illness, CRT could be applied to understanding and challenging the inequalities 

marginalised women experience within healthcare. This is particularly relevant for the 

complex, dynamic and extended nature of the recovery from postpartum psychosis, where the 

impact of wider societal structures and cultural norms likely play a role in how diagnosis, 

women’s social realities and motherhood are experienced (Beck, 2020; Bondi & Burman, 

2001;Dolman et al., 2013; Edwards & Timmons, 2005; Engqvist & Nilsson, 2013; Forde et 

al., 2019; Forde et al., 2020;Heron et al., 2012; Lewis & Nicholson, 1998; McGrath et al., 

2013; Plunkett et al., 2016; Robertson & Lyons, 2003; Roxburgh et al., 2022; Wyatt et al., 

2015). It is plausible to consider how implicit racism manifests within healthcare providers 

and services, and how this could be maintained by unspoken rules about motherhood and the 

dominant medical system favouring white people. For instance, this is highlighted by 

Posmontier and Fisher (2013), where assumptions are made about women from non-Western 

cultures, and behaviours interpreted as ‘interpersonal difficulties’, whilst this practice is 

considered ‘ordinary’. If implicit biases are maintained in healthcare provision, it is difficult 

to see how care can be applicable and relevant for Black mothers. The evidence base for the 

care offered to women is created by predominantly white male professionals, with the 

research focusing on the experiences of white women that could be perceived as typically 

socially and economically privileged. The pathway to help and care for Black women is 

adverse and difficult, with current interventions offering little applicability to varied cultural 

populations, particularly with the standardised individualistic focus in recovery. 

It is evident that Black women with less power are offered less opportunity to provide 

accounts of what might be helpful despite enduring lived experience; aligning with CRT that 
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proposes those directly marginalised can provide the most unique and relevant accounts to 

enable awareness and understanding. Community focused interventions are identified as 

helpful for Black women within maternal mental health (Declercq et al., 2021; Edge, 2011; 

Watson & Soltani, 2019); yet little of this is evidenced as being incorporated into 

psychological intervention for postpartum psychosis currently. This raises questions around 

why this is, and for whose benefit the facilitation of existing research is for.  

According to CRT, the current research and available interventions are for the benefit 

of the dominant white medical system which focuses on diagnostic criteria and supports the 

unethical process of funding from pharmacological companies, particularly in the US 

(Delgado & Stefancic, 2023; Sismondo, 2021). Additionally, CRT would propose these 

processes and the nature of the hierarchal healthcare system perpetuate Black women’s 

experience of inequality in the recovery from postpartum psychosis, maintaining dominant 

white power.  

Co-production theory, initially developed by Vincent and Elinor Ostrom (1977), 

employs the perspective individuals with lived experience must participate in the story telling 

of their trauma, difficulties and views on change within service culture and design; this aligns 

with CRT narratives proposing racially oppressed individuals are in the most relevant 

position to tell their stories (Delgado & Stefancic, 2023). However, there is much speculation 

that current co-production is of inadequate quality and scarcely carried out, with some 

authors highlighting how co-production can essentially be a rhetorical device to hide power 

and social inequities (Flinders et al., 2016; Thomas-Hughes, 2018). Consequentially, the 

outcomes of various equality and diversity initiatives tend to be largely artificial at best. 

There is some evidence supporting the interpretation of postpartum psychosis symptomology 

within mothers’ unique cultural contexts and identities (Posmontier & Fisher, 2012; 

Schoenberger et al., 2022), indicating a shift in applying rigid culturally biased medical 
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thinking to postpartum psychosis. However, postpartum mothers’ views are rarely considered 

within developing colloquy and formulation of mothers’ difficulties, with case studies 

focusing on women’s experiences of postpartum psychosis from healthcare providers’ 

positions. Whilst co-production theory is one avenue to be considered to enhance current 

research, there are still many flaws in how this is actually incorporated within current service 

culture to benefit Black mothers. Thus, it is paramount that Black mothers with lived 

experience of postpartum psychosis are prioritised and privileged in providing their own 

accounts, including the experiences of ‘psychosis’ in the postpartum period, and of racial 

marginalisation. 

It is important to note, that for the purpose of distinction and practical ease, the terms 

‘women’ and ‘mothers’ are used throughout this document. However, these terms will also 

include ‘birthing people’ in a comprehensive sense, whilst recognising that ‘birthing people’ 

can encompass individuals which may or may not identify within a specific construct of 

gender. 
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2. Systematic Literature Review 

 

2.1 Aims and Rationale of the Synthesis 

The aim of the synthesis in this current study is to conduct a meta-ethnography of the 

literature exploring Black mothers’ experiences of postpartum psychosis, and the role of race 

and racialised discrimination within their recovery, addressing the current gap for a synthesis 

of this topic. The hope is that this synthesis will raise analysis to a more nuanced and 

meaningful conceptual level, with women’s experiences at the centre. The more immediate 

and pragmatic objective is to consider the findings in relation to the current study’s 

subsequent data and themes, implications for service policy and design, and for future 

research exploring the relation between Black identity and postpartum psychosis. 

Meta-ethnography was selected as the synthesis for this research due to the aim of 

developing a conceptual, opposed to combined comprehension of the relevant studies. 

Interpretive methodology, opposed to aggregative logic, is more appropriate for this study in 

order to better understand how structural and pervasive racism could influence Black 

mothers’ experiences of postpartum psychosis and healthcare systems. Meta-ethnography 

allows the opportunity for cultural critique, enabling examination of the broader social, 

political, historical and racial differences that influence Black mothers’ situations and thus 

shape their experiences of postpartum psychosis (Mahoney et al., 2013).  

 

2.2 Method 

2.2.1 Design 

Noblit and Hare (1988) established meta-ethnography with the purpose of 

synthesising qualitative research, to explore and understand individuals’ experiences of 



25 
 

 

illness, recovery and healthcare. Meta-ethnography focuses on similarities and differences 

across studies and organises them to provide an inclusive overall representation with 

explanatory power. Study data are interpreted into key concepts or themes and translated 

across studies to produce a synthesis. Within the synthesis, studies may be directly 

comparable as reciprocal translations, or may conflict as refutational translations, ultimately 

producing a line of argument synthesis. Noblit and Hare (1988) proposed seven phases of 

meta-ethnography: getting started; deciding what’s relevant; reading the studies and assessing 

quality; determining how studies are related; translating the studies; synthesising translations; 

expressing the synthesis. 

 

2.2.2. Article Selection 

All peer-reviewed articles that were published and employed qualitative methodology 

to explore Black mothers’ lived experiences of postpartum psychosis were included. This was 

to ensure studies which captured the personal and social experiences of the mother in relation 

to postpartum psychosis directly were included. Articles which mutually included the 

experience of a family member, partner or significant other were also included, but excluded 

if they did not include the mother’s lived experience. There were only two studies which 

focused on Black mothers’ lived experience of specifically postpartum psychosis, and a 

further two which included postpartum psychosis within a broader sample comprising of a 

range of postpartum mental illness. Therefore, studies which focused on Black mothers’ lived 

experience of postpartum mental illness and focused on racialised experiences within their 

recovery or healthcare, were additionally included to expand the number of studies included 

in the synthesis. As the objective of this study was to explore the impact of cultural 

discrimination, marginalisation and racism on Black mothers’ experiences, the similarities 

and differences of such experiences in relation to postpartum psychosis were attended to. 
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Studies which comprehensively included minoritised ethnic women’s experiences, including 

those of Black women’s, were still included due to the dearth in literature focusing on 

specifically Black mothers’ experiences.  

Studies which focused on Western samples of white women were not included. 

Studies which were deemed not relevant were excluded; for instance, studies that focused on 

infant loss, or the specific impact of Covid-19, or physical postpartum needs, or lived 

experience of mental health generically, opposed to perinatal mental health. Studies which 

did not state or consider the impact of race, racism or cultural discrimination within the 

dynamic experience within healthcare and recovery for postpartum mothers, or where 

ethnicity was not depicted within the sample, were all excluded.  

Studies which focused on the experiences or perspectives of healthcare providers or 

researchers were excluded due to the aim of this study in exploring the mother’s lived 

experience, where it was considered healthcare providers’ perceptions would provide external 

and potentially biased perceptions, justifying a separate study. Similarly, studies comprising 

of samples of women under age 18 were excluded, as this justifiably argued a separate study 

due to alternative social challenges applicable to this group. Quantitative studies were 

excluded due to the aim of the study in exploring mothers’ personal narratives, accounts and 

experiences, opposed to objective or standardised outcomes. Studies that were not written in 

English, non-published, or systematic reviews, were excluded as they were not peer-

reviewed. 

EBSCOhost was used to undertake a literature search of CINAHL Ultimate, APA 

PsychArticles, APA PsychInfo and MEDLINE Ultimate in January 2021, and again in 

December 2023 (to uncover the most recent and up-to-date literature) using the following 

search terms: 
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1) maternal mental health or postnatal mental health or perinatal mental health or 

postpartum mental health or postpartum psychosis or postnatal psychosis or 

puerperal psychosis or post-natal psychosis or postpartum women with psychosis 

2) ethnic* groups or race or racial* or people of colo* or underserv* or marginali* or 

minoriti* or africa* or caribbean* 

3) experienc* or view* or perspect* or percept* 

Additional citation and hand searching of reference lists of key papers was also carried 

out. For full details of the search, see Figure 1. 
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Peer reviewed academic 

journals 

(n=457) 

Dissertations (n=40) 

Books (n=6) 

CEUs (n=2) 

Records identified through 

database searching 

(n=515) 

Figure 1 

Flow chart detailing the search and selection of papers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records screened 

(n=457) 

Full text articles assessed 

for eligibility 

(n=25) 

 

Records excluded at title and abstract 

(N=432) 

Quantitative (n=128) 

Systematic Review (n=20) 

Non-relevant focus (n=58) 

HCP focus (n=9) 

Partners (n=2) 

Researcher/stakeholders (n=28) 

Non-Black minority ethnic groups (n=8) 

Exact duplicates removed (n=204) 

 

 

 

 

Studies included in 

qualitative synthesis 

(n=12) 
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The rationale for utilising quality appraisal application for meta-ethnographies has 

been strongly questioned, with the view that excluding studies for synthesis based on 

methodology can be limiting (Atkins et al., 2008; Fosse et al., 2014). This review 

implemented the (CASP) tool (CASP, 2018) and considered the outcomes within the 

analysis, but included all articles in the synthesis regardless of quality. The decision was 

made to prioritise exploring studies’ contribution to the synthesis, opposed to excluding the 

current small number of studies based on methodological inadequacies. 

Most studies incorporated appropriate purposive sampling methodology and thematic 

analysis. All studies included demographic data, as well as the aims, objectives and 

conclusions and implications for further research. A minority of studies did not explicitly 

indicate women’s specific perinatal mental health difficulty or diagnosis, but rather 

encompassed this more broadly in referring to postpartum mental health difficulty in a 

generic fashion. The CASP tool highlighted a bias in studies primarily focusing on women 

who were under perinatal mental health service care, although some studies did include 

women that had not accessed treatment. The CASP tool additionally revealed several studies 

did not consider the relationship between researchers, facilitators or participants. It is 

possible, particularly for studies based in Western settings, that cultural difference impacted 

minoritised ethnic women’s accounts in the data. Three studies were located in African 

settings, meaning women’s experiences varied considerably from women which experienced 

racial and cultural minoritisation within Western study settings. The participant sample sizes 

ranged from 1 to 51. The studies were mainly based across the UK, US and Canada. Table 1 

illustrates the main criteria for all papers included in the review, and provides a summary of 

relevant and available descriptive and contextual information for each study. 
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Table 1 

Main Criteria of Included Studies 

Study Setting Aim Method Findings Clinical 

Implications 

Adeponle et al. 

(2017) 

Primary Care Centres, 

Traditional and Faith 

Healing Centres. Oyo 

State, Nigeria. 

To explore the 

perspectives and lived 

experiences of PND* 

for Nigerian women in 

African contexts. 

Purposive sampling. 

Interviews (14). 

Women with PND 

(14). Age (mean) =28. 

Mixed education. 

Perspectives of 

PMH** influenced by 

sociomoral concerns 

of gender roles and 

women’s household 

position. 

Internalisation of 

patriarchal cultural 

norms of femininity, 

gender and 

motherhood influence 

feelings of shame and 

guilt in Nigerian 

mothers with PND. 

Clinical assessment 

and intervention 

within PMH require 

consideration of 

local social context 

Alio et al. (2022) Community 

Collaborative. 

To explore the 

perspectives and 

Snowball sampling. 

Listening Sessions. 

Maternal mental 

health experiences 

Improved maternal 

health literacy and 
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Rochester, New York, 

US. 

experiences of Black 

mothers <5 years 

postnatal to 

understand factors 

which increase Black 

mothers’ health 

disparities  

Black mothers (44). 

Age (mean) =30. 

Mixed education. 

Average of 2 children. 

influenced by social 

and systemic factors 

and mother-provider 

communication, 

where provider 

racialised 

discriminatory 

attitudes primarily 

mediate healthcare 

experience 

provider 

communication 

training required, 

with consideration of 

implicit racial bias 

and cross-cultural 

communication 

skills 

Baiden & Evans 

(2021) 

Community. Southern 

Ontario, Canada. 

To examine 

sociocultural factors 

affecting the 

perception of mental 

health and the use of 

mental health services 

among Black African 

newcomer mothers 

living in Ontario 

Purposive sampling. 

Semi-structured 

interviews (10). Black 

African newcomer (2-

5 years residing in 

Canada) women <1 

year postnatal. None 

accessed previous 

PMH services. Age 

(range) = 25-40 years. 

Majority 

SBW*** schema can 

be mistaken for 

resilience in attempts 

for Black mothers to 

conceal PMH 

struggles due to 

racialised 

stigmas/discrimination 

and immigration 

status. Culturally 

sensitive treatment, 

Increased empathy 

from HCP**** in 

maternal health 

promotion and 

treatment is required. 

More resources on 

culturally sensitive 

treatment is needed. 
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postsecondary 

education. 

incorporating 

spirituality and non-

medical approaches 

indicated as helpful. 

Conneely et al. 

(2023) 

Various Community 

PMH NHS services, 

UK. 

To understand how 

Black and Asian 

women experience 

access to, and care 

received from PMH 

services 

Purposive sampling 

from PMH NHS 

services. N=37. 51% = 

Black; 49% = Asian. 

Framework analysis. 

Highly varied 

experiences on: self-

identity, social 

expectations, differing 

attributions of 

distress, which defer 

help-seeking; hidden 

services impede 

access; role of 

curiosity, compassion 

and flexibility in 

validating mothers’ 

experiences; shared 

cultural background 

may hinder or 

improve trust and 

rapport. 

High quality of care 

which is inclusive of 

diverse experience 

and understandings 

of PMH problems, 

and greater 

transparency of 

PMH and available 

support, is helpful. 
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Edge (2011) Community/NHS 

services. North-West 

England. 

To examine 

perspectives on what 

might account for low 

levels of consultation 

for PND among Black 

Caribbean women. 

Purposive sampling. 

Black Caribbean 

mothers (n=42) and 

HCP (n=42). Majority 

of Black mothers with 

children <2 years. Age 

(range) = 18-43 years. 

Focus groups (N=5). 

Framework analysis. 

Practitioners’ lack of 

compassion and lack 

of trustful 

relationships were 

perceived as barriers 

to access for PND 

specifically, and 

health needs 

generally. Mono-

ethnic and culturally 

sensitive community 

models within 

treatment would be 

helpful. 

New care pathways 

to address spectrum 

of PMH need 

required. More 

collaborative 

community-based 

models of care 

required. 

Hoang et al. (2023) Perinatal Connect, 

Illinois, US. 

To describe the 

experiences of 

perinatal Black, 

Indigenous and People 

of Colour women in 

healthcare interactions 

8 focus groups. N=41. 

Age (range) = 19-45 

years. 49% = Black; 

24% = Latina; 

20%=Asian). 

Antenatal/<1 year 

postnatal. Mixed 

Anti-Black bias, 

dismissal of Black 

pain, withholding of 

care, consistent lack 

of bodily autonomy, 

and deferral to White 

HCP for decision 

More transparent 

and empathic 

communication 

required, with 

specific need to 

address Anti-Black 

bias and systemic 
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diagnoses (none 

PP*****) Reflexive 

thematic analysis. 

making, led to racial 

trauma. 

racial disparities in 

healthcare. 

      

Ling et al. (2022). Community, UK. To explore the lived 

experiences of first-

generation Nigerian 

mothers who suffered 

PND, their coping 

behaviours and 

treatment experiences 

Purposive and 

snowballing sampling. 

N=6. Recruited from 

organisations/social 

groups (n=5) and GP 

surgeries (n=1). 

Majority married. 

Majority healthcare 

professionals. 

Interpretive 

phenomenological 

analysis. 

Sociocultural factors: 

inter-generational 

transmission, cultural 

perceptions, shame 

and stigma, adjusting 

to new culture; 

neglected nurturer 

experience of 

treatment, pretending 

to be SBW; loneliness 

where lack of partner 

support 

Self-reliance 

becomes a coping 

strategy in the 

context of neglect 

from family and 

healthcare. Attempts 

to help-seek were 

dismissed by HCP. 

Implication is to 

improve patient-

centred and 

culturally sensitive 

healthcare approach 

in earlier stages of 

perinatal period. 

Nakku et al. (2016). Community. Kamulu, 

Eastern Uganda. 

To explore the barriers 

and facilitators, as 

Focus groups. N=6. 

Pregnant women 

Unmet need within 

PMH care. Negative 

Need to improve 

maternal mental 
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well as perceptions 

about accessibility, of 

PMH care in primary 

care settings in low 

income rural district 

of Uganda. 

group (n=24), 

postpartum group 

(n=24), village health 

teams (n=20), key 

informants (HCP; 

n=8). Majority 

Christian. Structured, 

open-ended. Thematic 

analysis. 

attitudes experienced 

from HCP and lack of 

knowledge. Poverty 

and poor access to 

transport hinders 

access. Poor partner 

support and stigma 

hinders access. 

health service 

planning, and to 

develop more 

integrated services 

for low income rural 

settings. 

Nakigudde et al. 

(2013). 

Hospital. Butabika, 

Uganda. 

To explore how 

family 

psychoeducation can 

be made culturally 

sensitive for 

postpartum mothers 

with a psychotic 

illness (PP) in a 

Ugandan setting. 

Purposive sampling. 

Postpartum women 

<6months (n=6) and 

their caregivers (n=6), 

psychiatric nurses 

(n=5), Clinical 

Psychologists (?). 

Mixed methods. 

Evaluation of an 

adapted family 

psychoeducation 

intervention. 

Effective 

communication, 

cultural background, 

appropriate dress, 

literacy and practical 

flexibility important 

process factors to 

consider for 

facilitators. 

Considering lay 

perceptions of mental 

illness, family 

Facilitation of family 

psychoeducation 

intervention for 

Ugandan mothers 

with PP and their 

caregivers, must 

consider the social, 

cultural and gender 

realities of the 

attendees/population. 
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planning, income and 

personalities 

(premorbid and 

morbid) of patients, is 

important for content 

factors. 

Pilav et al. (2022). Community PMH 

NHS Service, UK. 

To explore ethnic 

minority women’s 

experiences of access 

to and engagement 

with PMH care. 

Purposive sampling. 

N=18. Antenatal or <1 

year postnatal and 

receiving PMH NHS 

care. Black (n=8); 

Other (n=10). Age 

(mean) = 33.4. 

Schizophrenia type 

(n=2); Bipolar 

Affective disorder 

(n=2); PND (n=6); 

PTSD/EUPD (n=5); 

Anxiety (n=3). 

Thematic analysis. 

Expectations and 

experiences of 

womanhood as an 

ethnic minority: 

shame and guilt in 

motherhood, women 

as caregivers, SBW 

schema leads to 

dismissal; family and 

community 

influences: blind faith 

in medical profession, 

family and community 

beliefs about PMH, 

intergenerational 

Barriers for ethnic 

minority women are 

individual, familial, 

community and 

societal levels. PMH 

services are required 

to be more aware of 

cultural difference in 

presentation and 

need. 
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trauma and dynamics; 

cultural 

understanding, 

empowerment and 

validation: importance 

of understanding 

cultural differences, 

power of validation 

and support. 

Sheikh and Singsit-

Evans (2020). 

Hospital, UK.  Case study. Black 

African migrant 

woman. Age = 29 

years. First episode of 

psychosis in the 

postpartum period. 

Lack of adequate 

contact with 

nurse/midwife 

following birth, 

immigration status, 

unstable social 

context, previous 

trauma of sexual 

abuse and racialised 

discrimination 

impacted mother’s 

experience of illness. 

Over-medicalisation, 

social isolation, and 

racial discrimination 

must be considered 

for at-risk women in 

this population, or 

poorer 

outcomes/longer 

treatment delays 

likely and greater, 

prolonged 

marginalisation. 



38 
 

 

Watson and Soltani 

(2019) 

Maternity and 

parenting online 

groups. UK. 

To investigate 

minority ethnic 

women’s experiences 

and opinions of PMH 

problems and the 

provision of support 

services. 

Convenience 

sampling. Survey 

(N=51). Mixed 

methods. Pakistani 

(n=21/6%); Indian 

(n=19.6%); other (inc. 

Black: n=60.8%). 

Mixed ages. Thematic 

analysis. 

Women from minority 

ethnic groups face 

barriers to seeking 

PMH support as a 

result of stigma, poor 

attitudes of HCP, and 

inappropriately 

designed services. 

Future interventions 

should focus on 

providing adequate 

cultural competency 

for HCP and ensure 

all women can 

access culturally 

appropriate spaces to 

be listened to in 

community settings 

and services. 

*PND: Postnatal Depression; **PMH: Perinatal Mental Health; ***SBW: Strong Black Woman; ****HCP: Health Care Providers; *****PP: 

Postpartum Psychosis 
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2.2.3 Determining how the Studies are Related 

The 12 studies were examined to identify key and recurring concepts. This process 

involved familiarisation with each study, and interpretation of the findings and implications. 

Studies were directly compared, and similarities and differences were identified, leading to 

the development of substantial themes and concepts. 

 

2.2.4 Translating the Studies into one Another 

The themes and concepts identified in the original studies were checked to ensure 

these were encompassed in the relevant key concept in the translation. The researcher 

completed tables for each respective study, including demographic and contextual 

information, key concepts and second-order interpretation, to ensure the concepts identified 

across all studies were incorporated into one of the key concepts produced in the meta-

synthesis. Key concepts for all studies are illustrated in a comparison table in Table 2 in the 

results. The left column shows all eight lower level concepts included in the synthesis, with 

each study across the top row. The table conveys how many concepts are identified across 

each study. 

Appendix A shows a sample study demonstrating the key study details and methods 

and the key concepts identified. The first four rows illustrate the key contextual study details 

for the synthesis, such as the purpose, setting, sample and data collection method. The 

subsequent rows illustrate the key concepts identified and the final row depicts the central 

explanation arising from each study, or second-order construct (Britten et al., 2002). 

 

2.2.5 Synthesising the Translations 

Common themes were identified throughout the interpretations and concepts 

produced within the 12 studies. The researcher interpreted the relationships between the 
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studies to be generally reciprocal, with minor refutational relationships. The key concepts 

distinguished were synthesised into three interpretive categories: patriarchy of Black 

motherhood; multi-layered systemic racism; social support and negotiating identity norms 

and inequalities. The lower level concepts included: patriarchal norms of Black motherhood; 

intra-community and external stigma; racialised treatment; racism; healthcare system neglect; 

power of partners; cultural identity; posttraumatic growth. 
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2.3 Results 

Table 2 

Cross comparison of studies by concept 

 

 Adeponle 

et al 

(2017) 

Alio et 

al 

(2022) 

Baiden 

& 

Evans 

(2021) 

Conneely 

et al 

(2023) 

Edge 

(2011) 

Hoang 

et al 

(2023) 

Ling et 

al (2023) 

Nakku 

et al 

(2016) 

Nakigudde 

et al 

(2013) 

Pilav et 

al (2022) 

Sheikh 

& 

Singsit-

Evans 

(2020) 

Watson 

& 

Soltani 

(2019) 

Patriarchal norms of 

Black motherhood 
✓  ✓ ✓   ✓ ✓  ✓  ✓ 

Intra-community 

and external stigma 
✓  ✓ ✓ ✓  ✓ ✓ ✓ ✓  ✓ 

Racialised treatment  ✓ ✓ ✓ ✓ ✓ ✓   ✓ ✓ ✓ 

Racism  ✓ ✓   ✓     ✓  

Healthcare system 

neglect 

 

 ✓ ✓  ✓ ✓ ✓   ✓  ✓ 

Power of partners ✓ ✓     ✓ ✓ ✓  ✓  

Cultural identity ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓  ✓ 

Posttraumatic 

growth 

 ✓   ✓    ✓ ✓   
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2.3.1 Patriarchy of Black Motherhood 

2.3.1.1 Patriarchal norms of Black Motherhood. Patriarchal norms of Black 

motherhood manifested within the findings of most studies (Adeponle et al., 2017; Baiden & 

Evans, 2021; Conneely et al., 2023; Ling et al., 2023; Nakku et al., 2016; Pilav et al., 2022). 

This broadly incorporated the ‘Strong Black woman’ narrative that many felt was endorsed 

across women’s social and medical systems and internalised by mothers and their 

communities (Baiden & Evans, 2021; Conneely et al., 2023; Ling et al., 2023; Pilav et al., 

2022; Watson & Soltani, 2019). Women described intergenerational norms in relation to 

being Black, and a mother, in maintaining self-sufficiency and resilience, meaning reaching 

out for help, and notably professional support, felt stigmatised and shameful (Adeponle et al., 

2017; Baiden & Evans, 2021; Coneely et al., 2023; Ling et al., 2023; Pilav et al., 2022; 

Watson & Solanti, 2019). This additionally led to women experiencing difficulty accepting 

postpartum mental health difficulty, significantly delaying treatment access (Conneely et al., 

2023). This led many women to suffer in silence as a result, leading to greater isolation and 

the prolonging of difficulties (Baiden & Evans, 2021; Conneely et al., 2023; Pilav et al., 

2022; Watson & Soltani, 2019). Many women reported experiencing guilt and shame around 

not coping, which was felt to be expected from them within their communities (Adeponle et 

al., 2017; Pilav et al., 2022).  

In the studies based in African settings, patriarchal norms were elicited differently, 

centring on social and gender roles and women’s position in the household (Adeponle et al., 

2017; Nakku et al., 2016). Women described an internal conflict between adhering to 

patriarchal norms of femininity (i.e., submission) and motherhood (i.e., primary nurturers) 

and needing to ascertain power in polyamorous households, where many voiced experiencing 

tension from ‘rival wives’ and felt they had to assert some form of aggression for fear of 

exclusion (Adeponle et al., 2017). Even in Western samples, traditional nurturer roles for 
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Black mothers were understood as fixed and indisputable (Pilav et al., 2022). Several studies, 

including Western and African samples, indicated cultural norms around ‘psychosis’ to be 

understood as a ‘spiritual attack’ or ‘witchcraft’ (Adeponle et al., 2017; Nakku et al., 2016). 

Some women felt their families and communities attributed the development of postpartum 

psychosis to be due to non-adherence with the required post-birth rest period which was 

culturally endorsed; yet this felt impossible when they also had to fulfil the household and 

motherhood duties prescribed within the primary nurturer role (Adeponle et al., 2017).  

 

2.2.1.2 Intra-Community and External Stigma. Stigma was widely ascribed to mental 

illness, diagnosis and accessing psychiatric help by Black mothers across studies (Adeponle 

et al., 2017; Baiden & Evans, 2021; Conneely et al., 2023; Edge, 2011; Ling et al., 2023; 

Nakku et al., 2016; Nakigudde et al., 2013; Pilav et al., 2022; Watson & Soltani, 2019). Fear 

of judgement and family expectations around motherhood led to delayed help-seeking for 

many women (Conneely et al., 2023; Pilav et al., 2022). One study identified the importance 

of facilitating mono-ethnic peer support groups for mothers, where women voiced feeling this 

could reduce the stigma associated with mental health within Black communities specifically 

(Edge, 2011). Several women spoke about accessing psychiatric help to be seen as ‘taboo’, or 

‘weak’, where it was felt being strong and resilient were endorsed within their Black cultural 

communities as well as the white dominant systems they belonged to (Ling et al., 2023). The 

possibility of being shamed within women’s communities was found to inhibit help-seeking 

and increase the risk of postpartum difficulty, particularly in African settings (Adeponle et 

al., 2017). Cultural beliefs around postpartum mental health, and specifically ‘psychosis’, 

were experienced as highly negative and significant barriers to help-seeking (Nakku et al., 

2016). However, this was mediated by effectively communicated education provision within 
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community intervention for postpartum psychosis in one African-based study (Nakigudde et 

al., 2013). 

 

2.2.2 Multi-Layered and Systemic Racism 

2.2.2.1 Racialised Treatment. Multiple women spoke about experiencing racialised 

treatment across nearly all studies (Alio et al., 2022; Baiden & Evans, 2021; Conneely et al., 

2023; Edge, 2011; Hoang et al., 2023; Ling et al., 2023; Pilav et al., 2022; Sheikh & Singsit-

Evans, 2020). Many voiced this manifested within clinicians’ assumptions about their mental 

and physical states due to race; for instance, where concealment of their difficulties was 

assumed to be resilience due to being Black (Baiden & Evans, 2021). Thus, the implication is 

that the ‘strong Black woman’ narrative is maintained by racialised approaches within 

healthcare. Others reported over-medicalisation, and little offer of alternative intervention, 

which was identified for mothers expressing a range of postpartum mental health problems 

(Ling et al., 2023; Sheikh & Singsit-Evans, 2020). Furthermore, women broadly emphasised 

a fear of medication and preference for alternative treatment approaches, yet these needs were 

not met (Ling et al., 2023; Pilav et al., 2022). Experience of over-medicalisation seemed 

exemplified in a case study of a Black mother with a diagnosis of ‘psychosis’, who 

experienced becoming institutionalised in the context of a lack of wider social support and 

socioeconomic disadvantage, being of migrant status, and where previous racialised 

experience with Western healthcare deterred her in approaching services (Sheikh & Singsit-

Evans, 2020). Interestingly, this mother only eventually accessed help once at crisis point, 

through arrest and the criminal justice system, which echoes the high rates of Black men 

admitted to psychiatric wards with a diagnosis of schizophrenia, typically through adverse 

pathways such as the criminal justice system (Sheikh & Singsit-Evans, 2020; Morgan et al., 

2005). Multiple women reported mistrust of services due to previous racialised healthcare 
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experiences, ultimately inhibiting their likelihood to seek and access help (Conneely et al., 

2023; Edge, 2011; Hoang et al., 2023; Pilav et al., 2022; Sheikh & Singsit-Evans, 2020). 

Many voiced how, they felt they were treated significantly differently due to being Black, 

leading women to feel unsupported by services (Alio et al., 2022; Baiden & Evans, 2021; 

Conneely et al., 2023; Hoang et al., 2023; Pilav et al., 2022). 

 

2.2.2.2 Racism. Several studies described overt and covert experiences of racism within the 

healthcare women received (Alio et al., 2022; Baiden & Evans, 2021; Hoang et al., 2023; 

Sheikh & Singsit-Evans, 2020). Some women reported experiencing implicit racial bias, 

through being dismissed by healthcare providers due to their race, which was in addition to 

dismissal due to their insurance and immigrant status and religion, which led to increased 

isolation and exuberated symptoms (Alio et al., 2022). Others reported explicit racist 

experiences, where healthcare providers assumed ‘Black bodies don’t feel pain’, reflecting 

racialised stereotypes aligning with Black women being overly strong and resilient compared 

to their white counterparts (Hoang et al., 2023). It was found that racism was experienced as 

an additional layer of discrimination to the gender bias reported in healthcare (Alio et al., 

2022). Women felt that race-based stressful interactions took an emotional toll in the context 

of already experiencing constant racism in their every-day lives (Hoang et al., 2023).  

Furthermore, studies illustrated being Black meant mothers faced greater marginalisation 

explicitly due to their ethnicity, regardless of higher socioeconomic status and education 

levels (Alio et al., 2022; Hoang et al., 2023).  Racism, or in other words, ‘Anti-Black Bias’, 

was reported highest by Black mothers specifically amongst a number of minoritised ethnic 

groups within a study which explored the experiences of racial trauma within perinatal 

mental health services (Hoang et al., 2023). Such experiences were identified to trigger race-



 
 

 

46 

based trauma and emotional distress, ultimately reducing trust and leading women to feel 

‘dehumanised’ and ‘dismissed’ (Hoang et al., 2023).  

 

2.2.2.3 Healthcare System Neglect. Many studies reported insufficient healthcare 

experience and negative healthcare provider interactions has a detrimental impact on 

women’s wellbeing (Alio et al., 2023; Baiden & Evans, 2021; Conneely et al., 2023; Edge, 

2011; Hoang et el., 2023; Ling et al., 2023; Pilav et al., 2022). It was broadly mentioned how 

poor communication of available services and support routes severely delayed help-seeking, 

indicating healthcare needs to be made more accessible (Alio et al., 2022; Ling et al., 2023; 

Watson & Soltani, 2019). Whilst some studies reported mixed experiences of service care, 

and some positive outcomes, the majority described a lack of compassion and validation from 

healthcare providers (Alio et al., 2023; Conneely et al., 2023; Edge, 2011; Hoang et el., 2023; 

Ling et al., 2023; Pilav et al., 2022). Aligning with this, women spoke about feeling 

dismissed in routine appointments with medical professionals, ultimately generating further 

mistrust and reducing engagement (Edge, 2011; Ling et al., 2023). Many studies emphasised 

that women felt staff did not have the time or resources to provide them with appropriate 

support, potentially due to high workloads, leading to reduced treatment retention and 

experience of a ‘checklist approach’, where women did not feel heard (Edge, 2011; Ling et 

al., 2023). Women ultimately voiced feeling not considered in the decision-making of their 

treatment or support, which led to reduced agency, feeling unsupported, and negatively 

impacting their sense of identity in relation to motherhood (Alio et al., 2022; Hoang et al., 

2023; Ling et al., 2023). 

 

2.2.3 Social Support and Negotiating Identity Norms and Inequalities 
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2.2.3.1 Power in Partners. Studies strongly conveyed the power in women having a 

significant other in their recovery from postpartum mental health difficulty, primarily a 

partner in most instances (Alio et al., 2022). In studies where women did not have a partner, 

this was voiced as damaging to recovery, where women felt unsupported and experienced 

greater isolation (Ling et al., 2023; Sheikh & Singsit-Evans, 2020). In cases where women 

experienced relationship problems, or a lack of care from partners, this was also deemed 

harmful to recovery (Adeponle et al., 2017). More so in non-Western based studies, women 

internalised patriarchal cultural norms of male authority and domination, in addition to 

gender norms of men leading and women following (Adeponle et al., 2017; Nakku et al., 

2016). This meant where men provided for the household financially opposed to offering 

emotional support to mothers and care for the family, women which were struggling 

ultimately became marginalised further. However, Nakigudde et al. (2023) highlighted the 

importance of incorporating a significant other within psychological intervention for 

postpartum psychosis for mothers located in Uganda, so as to enable a close person to be 

equipped with the appropriate and relevant knowledge and skills to aid recovery and reduce 

isolation for the woman. This suggests reforming intervention and service approach to 

include significant others, such as partners, whilst providing education, could help challenge 

some of these norms which inhibit recovery. 

 

2.2.3.2 Cultural identity. Most studies indicated incorporating social, cultural and spiritual 

factors within intervention for postpartum difficulty to be crucial for Black mothers 

(Adeponle et al., 2017; Alio et al., 2023; Baiden & Evans, 2021; Conneely et al., 2023; Edge, 

2011; Hoang et el., 2023; Ling et al., 2023; Nakigudde et al., 2013; Nakku et al., 2016; Pilav 

et al., 2022; Watson & Soltani, 2019). Nakigudde et al. (2013) reported healthcare 

communication must consider individuals’ and families’ socioeconomic background, literacy 
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skills, education level, personality, and social and cultural interpretations of mental illness. 

This was echoed by other studies indicating the importance of considering low income, poor 

social support and isolation for mothers (Sheikh & Singsit-Evans, 2020). Considering barriers 

relevant to cultural norms and needs were emphasised, including barriers to information and 

knowledge (Nakku et al., 2016). Furthermore, socioeconomic difficulties which could impact 

access practically, such as poverty, transportation and location difficulties, and cultural 

stigmas in various communities, were also considered important (Nakku et al., 2016).  

Many women in Western-based studies argued that there was a theme of a lack of 

cultural awareness across healthcare systems, in addition to a lack of cultural representation 

among healthcare providers (Alio et al., 2022; Baiden & Evans, 2021; Pilav et al., 2023). 

Conneely et al. (2023) conveyed mixed responses from women around cultural representation 

being important in healthcare provision; some women indicated shared cultural identity with 

healthcare providers enhanced rapport, which was essential for validation and treatment 

engagement and retention, and others felt the behaviour of the professional was more crucial 

comparative to ethnicity. 

Some women reported experiencing ‘blind faith’ within healthcare provision, where 

there was no acknowledgement of religious or spiritual practices aligning with women’s 

personal and cultural values, which women felt could have been collaboratively reflected on 

and incorporated into care to increase validation and connection with treatment (Pilav et al., 

2022; Watson & Soltani, 2019). Overall, there was consensus that incorporating cultural 

competency within facilitation of healthcare intervention was required (Baiden & Evans, 

2021; Edge, 2011; Watson & Soltani, 2019). 

  

2.2.3.3 Posttraumatic Growth. Posttraumatic growth was indicated as important in 

enhancing recovery, and in promoting cohesion for Black mothers (Alio et al., 2023; Edge, 
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2011; Nakigudde et al., 2013; Pilav et al., 2022). Incorporating shared lived experience 

within peer support and/or community groups was argued as incredibly validating for 

women, and necessary for posttraumatic growth (Pilav et al., 2022). Edge (2011) reported 

that incorporating a community-based approach is highly beneficial for Black mothers, 

particularly in contexts where women feel racially and cultural marginalised, or have 

experienced race-based discrimination. This was emphasised in other findings, in contexts 

where community values and cultural norms for Black mothers were not considered, which 

led to a lack of cohesion within recovery and isolation (Alio et al., 2023). In mothers which 

had recently emigrated to a Western country, it was found a loss of community culture meant 

posttraumatic growth was less likely, additionally due to less connectedness with others with 

lived experience (Ling et al., 2023). In contrast to the mixed findings around cultural 

representation and positive healthcare provider relationship indicated by Conneely et al. 

(2023), Ling et al. (2023) implied the loss of community connection and validation from 

shared experience and identity, was more important to consider over perceived cultural 

stigmas associated with shame and mental health diagnosis and psychiatric care. This 

suggests posttraumatic growth is viewed as increasingly beneficial, potentially when 

incorporated into a community-based approach to support. This contrasts with the dominant 

medical model as most helpful and suggests experience of cultural community stigma can be 

mediated by connectedness and community. 

 

2.4 Line of Argument Synthesis 

A line of argument synthesis is the interpretation of the relationship between the 

themes, with the hope to expose key concepts which may be hidden within individual studies 

in order to discover the whole from a set of parts (Noblit &Hare, 1988). Recovery from 

postpartum mental health difficulty for Black mothers is strongly impacted by healthcare 
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access, experience, and relationships. The studies highlight the differences between Western 

and African community culture, and how patriarchal norms of Black motherhood are 

experienced by women and influence recovery. In African studies, patriarchal norms of Black 

motherhood, femininity, and gendered roles, in addition to community stigma, can lead to 

internalised shame around experiencing mental health difficulty and significantly delay help-

seeking (Adeponle et al., 2017; Nakku et al., 2016). In Western studies, where Black mothers 

are ethnically minoritised, shame is internalised in contexts where women endure implicit 

bias which manifests in racialised narratives and treatment approaches by providers, and 

where explicit racist experiences are debilitating for recovery and further marginalise women,  

in addition to socioeconomic factors (Alio et al., 2022; Baiden & Evans, 2021; Conneely et 

al., 2023; Edge, 2011; Hoang et al., 2023; Pilav et al., 2022; Sheikh & Singsit-Evans, 2020). 

The stigma and racialised discrimination Black mothers face across studies and contexts 

negatively impacts their hegemonic power, sense of agency, coping, and relation to identity 

as a Black mother, as well as isolating them further in their difficulties and personal and 

social contexts and cultural communities. 

The line of argument for this review is that implicit and explicit racism influences 

how Black mothers experience and recover from postpartum mental health difficulty, 

including postpartum psychosis, by dynamically mediating their access to and experience of 

hegemonic power. Four inter-related domains are conceptualised in Figure 2, with racism 

occupying a central position. Racism is expressed implicitly in healthcare services, via white 

cultural bias, leading to mistrust towards medical professionals and clinicians and harmful 

relationships. Explicit racism within healthcare increases emotional distress and social 

isolation, leading to potential re-traumatisation and perpetuating mental health difficulties. 

Multi-layered systemic racism maintains harmful racist systems and endorses racist narratives 

at top and bottom levels. Patriarchal cultural, social and gendered norms which 
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disproportionately impact and marginalise Black mothers, increase feelings of shame and 

guilt. Increasing women’s access to power through negotiating identity norms and 

inequalities within lived experience, alongside improved social support, increases help-

seeking and access, and improves recovery, particularly for women in minoritised contexts 

with shared experience of racial inequality. This can reduce the sense of shame women feel 

due to their difficulties, which aligns with existing literature (Burgerhout et al. 2017; Nager et 

al. 2013; Plunkett et al. 2016; Robertson et al. 2005; Wittkowski et al. 2014). The overview 

of key concepts and the synthesised categories is available in Appendix B. The interrelated 

domains for Black mothers’ lived experiences of postpartum mental health problems and 

services are illustrated in Figure 2.
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 Figure 2 

Contingencies for Black mothers’ experiences of postpartum mental health difficulties, in relation to race and cultural difference, and racialised 

treatment and racism 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Implicit and explicit racism 

Hegemonic power dynamically 

mediates how systemic racism 

and patriarchal norms of Black 

motherhood are internalised 

within social contexts and affect 

individual identity 

Multi-layered systemic 

racism 

Racialised systems and racist 

narratives 

Social support 

and negotiating 

identity norms 

and inequalities 

Negatively impacted 

by white cultural 

bias 

Patriarchal norms 

of Black 

motherhood 

Disproportionately 

impact and marginalise 

Black mothers 

Hegemonic power 

Hegemonic power 

Hegemonic power 

Postpartum 

experience 

Postpartum 

experience 



 
 

 

53 

2.5 Discussion 

This synthesis highlights how racial structures and cultural biases influence how 

healthcare is experienced by Black mothers. There is a clear divide in how Black mothers 

experience marginalisation in Western contexts comparative to African. Black mothers 

residing in the UK, US or Canada, are ethnically minoritised within the white-dominated 

medical and social systems they are required to navigate, where there is little consideration of 

cultural, social or personal factors within treatment (Alio et al., 2022; Baiden & Evans, 2021; 

Conneely et al., 2023; Edge, 2011; Hoang et al., 2023; Ling et al., 2023; Pilav et al., 2022; 

Watson & Soltani, 2019). Despite studies indicating the benefits of a community-focused 

approach, peer-groups with lived experience, and incorporating spirituality and cultural 

factors within intervention for Black mothers; this was frequently omitted within the medical 

model women were predominantly offered. Whilst Conneely et al (2023) indicates some 

mixed responses to healthcare experience, the majority describe neglect, dismissal and 

racialised treatment (Alio et al., 2022; Baiden & Evans, 2021; Conneely et al., 2023; Edge, 

2011; Hoang et al., 2023; Ling et al., 2023; Pilav et al., 2022; Watson & Soltani, 2019). For 

most women, this ultimately deters progress in recovery and perpetuates symptoms. Many 

women reported negative prior experience of general healthcare which acted as a preventative 

to them reaching out during the postpartum period (Edge, 2011; Ling et al., 2023; Sheikh & 

Singsit-Evans, 2020). Those which did reach out were often dismissed, maintaining the cycle 

of mistrust with providers (Ling et al., 2023). This seems a common theme throughout 

studies, where Black mothers felt not listened to by providers, ultimately rejecting and 

isolating them further in their experiences (Alio et al., 2022; Baiden & Evans, 2021; Edge, 

2011; Hoang et al., 2023; Ling et al., 2023; Pilav et al., 2022; Watson & Soltani, 2019). The 

narrative around Black mothers maintaining self-sufficiency, strength and resilience, felt 

endorsed within healthcare systems for mothers, only ostracising women further within the 
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white-dominated societies they resided in (Baiden & Evans, 2021; Conneely et al., 2023; 

Edge, 2011; Ling et al., 2023; Pilav et al., 2022; Watson & Soltani, 2019). Mothers’ potential 

concealment of difficulties was interpreted as Black resilience (Baiden & Evans, 2021); 

arguably perpetuating the cycle of non-disclosure. Increasingly racialised experiences were 

demonstrated further within explicit racist incidents where providers assumed ‘Black bodies 

don’t feel pain’, leading to re-traumatisation and severe emotional distress (Hoang et al., 

2023). This suggests healthcare experience is fundamentally detrimental to recovery for some 

Black mothers, indicating there is a chronic need for healthcare reformation. It is evident that 

harmful experiences and relationships with healthcare reduce women’s power, sense of 

agency and identity as a mother, and increase debilitating emotions such as shame and guilt, 

which clearly ostracises women further within recovery. This aligns with previous literature 

conveying the dire consequences of increased shame in the postpartum period, such as 

inhibiting help-seeking and treatment access, and increasing isolation, risk to self, and poor 

outcomes (Burgerhout et al. 2017; Nager et al. 2013; Plunkett et al. 2016; Robertson et al. 

2005; Wittkowski et al. 2014). 

 The synthesis shows intra-community and external stigma is paralleled across cultural 

context and location for Black mothers. Ling et al. (2023), conveyed women felt able to 

overcome this stigma, yet still were not met with appropriate or helpful responses from 

healthcare providers. This indicates it is crucial available information that is specifically 

relevant to personal and clinical need is provided, even in contexts where healthcare is 

considerably advanced and arguably accessible. Additionally, the implication is that 

inadequate healthcare access and experience cannot be fully attributed to cultural norms, and 

there is a clear gap in appropriate support for Black women. 

 African studies highlight multiple practical barriers to treatment access, including 

knowledge of postpartum mental health and available services, location, transport and 
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poverty (Adeponle et al., 2017; Nakigudde et al., 2013; Nakku et al., 2016). It is clear that 

patriarchal norms of Black motherhood and femininity are intensely experienced by mothers 

residing in these cultures, comparative to Western cultures, and this creates tension within 

help-seeking and openly expressing psychological adversity and need for psychiatric 

intervention for these mothers (Adeponle et al., 2017). The gendered roles these mothers are 

subjected to and expected to adhere to, for risk of intense shame and communal rejection, is 

increasingly isolating for women, suggesting a need for improved education around 

postpartum mental health and a normalisation of symptoms. Recently emigrated women’s 

narratives support these experiences, whereby expressing the need for greater partner 

involvement to reduce isolation (Ling et al., 2023). This aligns with existing literature 

reporting the power in partners and social support in mediating recovery, with emphasis on 

the need for the relationship to be secure and supportive, with acknowledgement partners 

may likely lack postpartum knowledge (Coleman, 2009 Engqvist & Nilsson, 2013; Forde et 

al., 2019; Forde et al., 2020; McGrath et al., 2013; Plunkett et al., 2016; Wyatt et al., 2015). 

Whilst Western samples indicate patriarchal norms are experienced to a lesser extent, studies 

consistently convey the commendation of such norms within the racist expressions and 

assumptions of healthcare provider, aligning with previous literature indicating traditional 

nurturer roles for women lead to a sense of failure, shame, guilt and increased isolation 

(Lewis & Nicholson, 1998; Robertson & Lyons, 2003). This implies the patriarchy is 

maintained across white-dominated systems and is detrimental for Black mothers in the 

context of postpartum adversity across countries. 

 This review interestingly highlights how Black mothers experience ‘Anti-Black Bias 

predominantly within their healthcare experience, increasingly more so comparative to other 

ethnic minoritised groups (Hoang et al., 2023). Black mothers experience specific racist 

experiences which inhibits their recovery, regardless of socioeconomic advantage, or higher 
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income and/or education levels (Alio et al., 2022), suggesting there is a significant disparity 

based on race which increases risk and poor outcomes for specifically Black mothers. Black 

postpartum women evidently require increased support within healthcare, in the context of 

racial disparities unique to their ethnicity, greater risk of shame due to exposure to racist 

narratives and treatment, enhanced cultural stigma, which feels endorsed in their own cultural 

communities in addition to White dominated society, and the severe marginalisation and 

racial biases they endure across social and medical systems. 

The ‘weathering’ hypothesis proposes that Black people experience early health 

deterioration as a result of consistent experience with socioeconomic adversity and political 

and racial marginalisation (Geronimus, 1992). This indicates Black mothers are at severe 

disadvantage due to their racial, cultural and ethnic status, predisposing them to worse 

outcomes and negative experiences in the postpartum period. Implications include a need for 

healthcare reformation, in the context of improved cultural competency and knowledge of 

health disparities for clinicians, and cultural and trauma-informed intervention, community-

based approaches, and further research into the individual and collective impact of racism and 

cultural bias on Black mothers. This theory supports the line of synthesis that indicates 

racism and hegemonic power to be at the centre of the experience of postpartum mental 

illness for Black mothers. 

 

2.6 Limitations 

Due to the limited amount of literature, some flexibility was needed in the inclusion 

criteria. The aim of this review was to explore Black mothers’ lived experiences of 

postpartum psychosis, in relation to the unique nature and severity of this illness in the 

context of motherhood (Di Florio et al., 2013; Forde et al., 2019; Heron et al., 2012; 

Robertson & Lyons, 2003), and the severe dearth in the existing literature connecting this 

illness with the experiences of ethnic minoritised women, specifically Black women. Due to 
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the very limited number of studies focusing exclusively on Black mothers and postpartum 

psychosis, this was unfortunately not possible. The decision to focus on race and racialised 

experience within postpartum mental health meant the most comprehensive accounts of 

Black mothers were included, with a unique focus on inequity and racism, offering much 

clinical and social relevance for this ethnic group. However, the evidence suggesting 

postpartum psychosis to be a uniquely distinct experience, separate to postpartum depression, 

which the majority of studies focused on, among other postpartum mental health difficulties, 

meant that it was not possible to comprehensively and distinctively explore lived experience 

of ‘psychosis’ in the postpartum period for this ethnic group. On the contrary, this gap in the 

existing literature merely provides an appropriate platform for further research exploring 

Black mothers’ lived experience of postpartum psychosis, with attendance to the racial 

disparities, social injustice and implicit and explicit racist experiences and biases Black 

women are predisposed to. 

Further limitations were that several studies focused on minoritised ethnic experiences 

broadly, indicating non-Black women’s accounts were included within the themes. This 

could mean that some of the findings might not reflect Black women’s experiences 

specifically. One study included in the review was Mixed-Methods, although the quantitative 

analysis was not included (Watson & Soltani, 2019). However, this was not in line with the 

traditional meta-ethnography approach (Noblit & Hare, 1988). Several studies included 

healthcare provider and stakeholder experience and perception of postpartum mental health, 

in addition to mothers with lived experience, although this was not attended to. 

The diverse locations of study settings meant a variety of cultural and social 

experience was attended to, with mothers originating from various African countries and 

Western societies. However, as the studies indicate, there are significant differences between 

such countries, particularly Western and non-Western, meaning it is difficult to directly 
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compare mothers’ experiences of healthcare and access, given the vast cultural disparity. 

Stuart Hall depicted ‘‘Race’ as a floating signifier’, and argued that rather than paying 

attention to the objective facts of a situation alone, we must instead examine the discursive 

position that surrounds and is told by a particular culture, about what physical racial 

differences mean (Hall, 2021).  Thus, it is possible that incorporating samples of Black 

women across cultural settings within this review potentially homogenises the women 

included, without enabling more comprehensive discussion of the relevant and specific 

cultural discourse associated within the separate environmental contexts the women reside in. 

Furthermore, a future review could benefit from examining cultural difference more 

elaborately across study settings and locations, with a view to avoid homogenising Black 

women due to race. 

Involving service users has been found to ensure that questions asked by the 

interviewer more authentically reflect what is considered most important for the population in 

question (INVOLVE, 2015). Only one study utilised a participatory research design, where 

the findings illustrated greater experiences of racism and race-based trauma (Alio et al., 

2022). It is possible, in the other studies, the lack of researchers with lived experience 

affected how willing participants were to describe sensitive and personal experiences that 

they may have felt did not align with the social and cultural norms that were endorsed in their 

environments. It is possible in cases where researchers were of white ethnicity, interviewers 

were experienced as representing the dominant white group which historically and currently 

oppresses Black women, meaning this affected participants’ responses. It is also possible that 

individuals that did consent to participate were more likely to provide extremer stories or 

accounts, whether positive or negative.  

Due to the nature of this review being conducted by one lone researcher, there could 

be potential methodological bias in how self-interest may have shaped the analysis. An 
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additional colleague’s interpretations may have differed and factored into the synthesis. There 

could be some logistical bias in that unpublished work was not included, yet due to the 

tentative nature of the topic and lack of appropriate studies relating to postpartum psychosis 

specifically, it might have been helpful to include these.  

  

2.7 Conclusion 

This synthesis provides the perspectives of Black mothers directly impacted by 

postpartum mental health problems and associated healthcare experiences, revealing how 

underlying racism in the healthcare system influences relationships, power and recovery. 

Implicit and explicit racism influences how postpartum mental health is experienced by Black 

mothers and communities. Reforming healthcare provision to meet Black mothers’ cultural, 

social and physical needs is essential to improve access and relationships with services. The 

issue of racism is complex and multifaceted yet begins with those living with the experience, 

and further research that explores Black mothers’ experiences of postpartum psychosis 

specifically would be helpful. 

 

2.8 Justification for Current Study 

Following on from this synthesis, the current study aims to explore how Black 

mothers with lived experience of postpartum psychosis relate to their experience of recovery, 

and how discrimination, racism and hegemonic power may have played a significant role. 

This aligns with the literature that indicates women’s wider external systems heavily impact 

the experience of motherhood and mental illness, particularly for such a severe and 

potentially devastating postpartum illness as psychosis (Engqvist & Nilsson, 2013; Roxburgh 

et al., 2022). It is difficult to navigate how to challenge such factors and organisational 

defences that are so entrenched in Western society, but starting with the mothers with lived 
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experience and that identify with an experience of racism or discrimination could pave the 

way, in conjunction with CRT principles (Delgado & Stefanic, 2001). 

The controversy around diagnosis and the complex relationship between the medical 

framework and the concept of motherhood is considered, and women that may not have 

directly accessed services are included. The hope is to explore how potentially marginalised 

women, which may or may not have accessed current services, or had negative experiences of 

healthcare, may relate to these experiences. By focusing on women that identify as Black, 

this study will follow the evidence that conveys Black women as at higher risk of developing 

worse perinatal mental health outcomes, developing postpartum psychosis, and of worse 

associated consequences (Anderson et al., 2017; Anderson et al., 2019; Edge, 2011; Prady et 

al., 2013; Prady et al., 2016; Womersley et al., 2021). This is also with consideration of the 

complex and severe isolating nature of postpartum psychosis as a distinctive and separate 

maternal mental illness, with higher associations of societal stigma in relation to motherhood 

and greater severity of symptoms (Di Florio et al., 2013; Forde et al., 2019; Heron et al., 

2012; Robertson & Lyons, 2003).  

The hope is to build on the current findings that indicate the importance of 

incorporating cultural factors and clinician self-reflection within healthcare (Alio et al., 2022; 

Baiden & Evans, 2021; Conneely et al., 2023; Declercq et al., 2021; Edge, 2011; Hoang et 

al., 2023; Ling et al., 2023; Pilav et al., 2022; Watson & Soltani, 2019). Additionally, the 

hope is that the findings from the current study can build on the implications for healthcare to 

acknowledge how cultural barriers and discrimination impact the women most 

disproportionately affected, with consideration for improving current healthcare provision, 

including psychological intervention. 
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2.9 Chapter Overview 

 The following chapter illustrates the method undertaken by the researcher, in terms of 

the current study’s design, sample, data collection, analysis and relevant procedures. This 

chapter additionally includes relevant epistemology and reflexivity, in line with qualitative 

research. 
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3. Method 

 

3.1 Reflexivity  

My time working in a Perinatal Community Mental Health Service in the East of 

England was my starting point for developing an interest and passion within postpartum 

mental health. Working with Black mothers that attended some of the therapeutic groups that 

I co-facilitated, helped me understand the range of complex and severe mental health 

difficulty many women had endured, including postpartum psychosis around the birth of their 

infants. This experience highlighted for me some of the systemic challenges and cultural 

barriers these women faced within their recovery. This led me to wonder how, if the current 

treatments and care offered for this group of women did not necessarily align with their 

personal, social and cultural values and experiences, this could detrimentally impact their 

recovery. I became curious about how these women experienced and interpreted racialisation 

and implicit and explicit racism as factors within the processes and experiences of recovery 

and healthcare. I became particularly interested in the experiences of mothers that were not 

accessing healthcare, and why this was, and how much this might align with existing 

inequities identified within the literature, including experiences of structural and 

interpersonal racism. 

 My passion for addressing social injustice led me to think about race more 

specifically within this process. Familiarising myself with Critical Race Theory (CRT; 

Delgado & Stefancic, 2023), helped me in thinking about racism as potentially a social 

construction, which maintains political and social inequity, and how this plays out in 

healthcare systems such as the NHS. I wondered how I could apply this thinking to racially 

minoritised mothers’ accounts of postpartum recovery, and how much implicit racial bias is 

overlooked within current service design, with the interest of serving the dominant white 

medical system. I am interested in how intersectional racism maintains the hegemonic power 
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within dominant white medical society, and oppresses Black mothers with severe mental 

health diagnoses and/or experiences. I decided to focus on Black mothers’ accounts as a 

result of my experiences in working clinically with this ethnic group of women. I wondered 

how much the challenges Black mothers face within recovery from postpartum psychosis 

could be attributed to racial marginalisation. 

I recognised that my personal, social and cultural position would be inevitably influential 

within the interpretive process, particularly as I symbolise the dominant white oppressive 

group. I hoped continuous reflexivity around cultural, racial, social and occupational 

difference, the power imbalance as a researcher and clinician with participants, and explicit 

communication of my own position, would help somewhat in navigating the dynamic as a 

white researcher interviewing Black mothers around intricate and sensitive topics, including 

racism. Reflecting on my epistemological stance in relation to my choice of methodology, led 

me to believe that for me, I am positioned between social constructionist and alethic relativist 

when thinking about phenomenology. I feel that I align more so with the view that racism can 

be viewed as a social construction, yet also agree with a more realist approach which 

indicates racism exists to serve the privilege of the dominant white group. When thinking 

about the experience of ‘psychosis’ in the postpartum period, I lean towards the viewpoint 

that Black mothers’ realities, or the ‘truth’ of their experience is relative to their conceptual, 

cultural and linguistic framework (Einheuser, 2005), which can be understood in the context 

of various strains of racisms as well as their individual experience. I am conscious that my 

position has evolved throughout the study and thus it is important to consider personal 

reflexivity as a dynamic process. 
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3.2 Phenomenology and Lived Experience / Epistemology  

Phenomenology, as formulated by Husserl (1931) in the early twentieth century, is 

concerned with the world as it is experienced by individuals within certain contexts and 

times, rather than as separate to people (Willig, 2008). ‘Intentionality’ refers to how meaning 

of a phenomenon varies depending on the stance of the perceiver, such as their emotional 

and/or psychological state, motivation, context, angle of perception or desire (Moustakas, 

1994, cited in Willig, 2008). This is particularly relevant for the current study, where the aim 

is to explore Black women’s lived experience of postpartum psychosis and the impact of 

discrimination and racism. The meaning of an experience of ‘psychosis’, is likely different 

for Black mothers that may feel racially and culturally marginalised and ostracised within 

society, at a social disadvantage, or rejected within white dominated society and/or their own 

communities and families, comparative to white mothers. Similarly, the meaning of 

‘recovery’, ‘support’, ‘diagnosis’ and ‘services’ may generate stigma and mistrust for 

marginalised Black women, comparative to white mothers with sociocultural privilege. How 

a Black mother’s, or any group of mother, relates to the phenomenon explored in this study 

would also influence and be influenced by their personal feelings, experiences, and social 

contexts in the contexts of such phenomena; thus, it was deemed essential to acknowledge 

difference at a systemic and individual level for the participants in this study. 

Phenomenological research focuses on the experience of the participant, to which the 

researcher engages with and gains meaning from (Schleiermacher, 1998). Phenomenological 

approaches have been widely used in qualitative research, as they tend to focus on and give 

meaning to the lived experiences and perceptions of individuals, providing a rich and 

comprehensive description (Willig, 2008). A phenomenological research design helped 

clarify and interpret lived experience of Black women for this study, by giving the women 

involved a voice and meaning to their stories. The detailed nature of women’s accounts 
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provided an in-depth insight into their personal, social and cultural context within their 

experience of postpartum psychosis and healthcare, arguably indicating the current study 

participants’ interviews align with naturalistic inquiry and ‘transferability’ to other Black 

mothers’ experiences (Lincoln & Guba, 1985; Seale, 1999). 

There are two main types of phenomenological research, descriptive and interpretive. 

Descriptive is positioned more firmly in the notion that ‘description is primary, and that 

interpretation is for a special type of description’ (Giorgi & Giorgi, 2008). One advantage to 

descriptive phenomenology in relation to exploring Black women’s lived experience of 

postpartum psychosis, would be that the researcher must ‘bracket’ or distinguish between any 

pre-existing assumptions about how race might influence the participants, based on the 

researcher’s own personal experiences, values or beliefs. This could be helpful particularly to 

avoid potential bias in the interaction exchange, or questions asked in the interviews with 

participants.  

Interpretive phenomenology does not separate description and interpretation as such, 

but rather follows on from the hermeneutic approach that argues all experience is given 

meaning by an interpretive process, or that understanding is based on preliminary assumption 

(Van Manen, 1990; Schleiermacher, 1998). Interpretive phenomenological analysis (IPA) is 

based on the assumption that people’s accounts produce knowledge about their thoughts and 

feelings of lived experiences, yet recognises how researchers’ also bring their own 

experiences and interpretations to the research process. The kind of knowledge produced by 

IPA is therefore reflexive, as it acknowledges the researcher’s viewpoint throughout the 

interpretive process. 

IPA assumes that individuals can experience the same events in very different ways, 

depending on their own thoughts, judgements and beliefs that bring meaning to the event or 

experience for them (Willig, 2008). Thus, IPA is not in line with a positivist view that 
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proposes social or material events directly define individuals’ experiences, or may be 

considered ‘true’ or ‘false’, and is consequently more in line with a relativist ontology: the 

belief reality is a ‘finite subjective experience’ and that nothing exists outside of our thoughts 

(Willig, 2008; Denzin & Lincoln, 2005; Guba & Lincoln, 2005). This is opposed to the view 

of ‘disorder’ as objectively measurable, that indicates individuals’ experience is not ‘normal’ 

and consequentially ‘false’ (Keuth, 2015). 

 IPA also acknowledges that shared social interactions and processes ultimately 

influence subjective interpretation, indicating interpretation is not entirely an idiosyncratic 

process (Willig, 2008). Thus, IPA can be understood within the ‘symbolic interactionist’ 

framework that indicates the interaction process as a creation of symbolic worlds between 

people and that shapes subsequent behaviours; it is the interpretation process that creates and 

recreates meaning (Hall, 2007).  IPA was chosen for the current study due to the purpose of 

understanding the processes, interactions, and interpretations that arose from the discourse 

and discussion within the interviews (in addition to the content), with attendance to the 

dynamic meaning the researcher and the interviewee created and understood within the 

conversations at hand. 

 

3.3 Design 

The study was a qualitative phenomenological research design and 17 participants were 

recruited. Participants self-identified as Black, were over 18, and self-reported having lived 

experience of postpartum psychosis. Women that were under 18 were not recruited as 

younger individuals’ experiences could justify a separate study due to teenage mothers facing 

alternative social and financial challenges and associated stigmas. Women did not need to 

speak fluent English, with the hope women which were newly residing in the UK, or which 

had not had opportunity or experience of learning English but still had valid and important 
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stories to tell, could be included. Only women which self-reported no longer being 

symptomatic of ‘psychosis’ were considered, due to women potentially being too unwell to 

participate, or not in a personal or emotional stage to reflect on their experiences, as expected 

if they were still experiencing symptoms. There was no specific timeframe depicted, as the 

researcher felt it was the women’s decision as to whether they were ready to reflect on their 

experiences, which they would be their own expert in judging (as long as this didn’t ethically 

impact potential symptoms). The decision was made to recruit women with varied experience 

of recovery, the time since onset, and its related factors, to gain insight into a variety of 

women’s experiences across time.  

As this is a qualitative research design, the objective was to understand participants’ 

experiences through their subjective accounts. Participants were recruited via purposive 

sampling, and third sector organisations or charities which focused on offering support to 

postpartum women in the UK were contacted, and the study was promoted on the 

researcher’s personal social media accounts. The decision was made not to recruit through 

NHS perinatal mental health services directly, so as to recruit women that potentially might 

not have experienced standard NHS care. This was to ascertain insight into whether Black 

women that did not access services, how they experienced available support, and if not, why 

this was, and what personal, social and cultural barriers did they face in regards to 

communication and access. For this reason, a formal diagnosis was not deemed necessary. 

The researcher additionally recognised the importance in women self-identifying their 

difficulties, specifically in contexts where access to ‘professional’ help and a subsequent 

diagnosis wasn’t possible. Furthermore, the hope was that the women no longer under service 

care could potentially be in a different, more reflective stage of recovery from postpartum 

psychosis, that wasn’t so close to the experience. However, the researcher was interested in a 

range of recovery experience, so women still under service care were considered, although 
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eventually this included only 1 participant. Semi-structured interviews were facilitated, to 

encourage participants to describe their experiences in their own words, whilst still offering 

some structure to cover necessary topics and questions (Morse & Field, 1995). Interviews 

occurred over Microsoft Teams at a mutually convenient date and time. This was to be able 

to reach women residing all over the UK, and to overcome practical and economic barriers 

around travel/childcare, that could arise from face-to-face meetings. Ethical approval was 

obtained from the University of Essex before recruitment commenced. Women were 

reimbursed for childcare costs with a £20 Amazon voucher, as agreed within the ethics 

application. Upon completion, the study will be disseminated to a perinatal journal, such as 

the Journal of Prenatal and Perinatal Mental Health. 

  

3.4 Procedure 

The research topic was selected based on the personal and professional interests of the 

researcher in perinatal mental health, specifically postpartum psychosis, and qualitative 

research. Following a review of the literature, the research question, aims and objectives were 

developed. Semi-structured interviews as a primary data collection method were selected, in 

line with a phenomenological qualitative design to obtain an in-depth and rich understanding 

of participants’ experiences. Semi-structured interviews were recorded and transcribed, 

following strict ethical procedures according to the University of Essex. IPA was carried out. 

The researcher made efforts to co-produce their interview schedule (see Appendix C 

for a template), demographic questionnaire (see Appendix D for a template), participant 

information sheet (see Appendix E for a template) and consent forms (see Appendix F for a 

template of the consent form and Appendix G for a template of the interpreter consent form), 

by contacting various third sector organisations and charities. Unfortunately, no responses 

were received by any charities or third sector organisations. The researcher composed a 
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promotional summary for the Experts by Experience group website, but received no 

responses. The researcher had also liaised with Community Perinatal Mental Health Services 

in the East of England, including Mother and Baby Units, and the lead clinicians fed back 

that they felt it would be unfair for women in services to feel a responsibility to participate in 

the research whilst under the care of the NHS and whilst experiencing their current 

difficulties. Subsequently, the researcher made the decision to go ahead with their research 

due to time and resources constraints. The researcher did present their research to their cohort 

of trainees at the University of Essex and obtained valuable feedback and reflections on their 

methodology, analysis and the process of the research, which the researcher has incorporated 

into their approach. These included thinking about where and how to disseminate their study 

following completion, whilst simultaneously reflecting on how to reach marginalised Black 

communities in this process. The researcher additionally managed to meet with women 

belonging to their collaborating postpartum charity, which included one woman with lived 

experience of postpartum psychosis and who identified as Black, which helped them in the 

initial stages of recruitment. This led to the expansion of the inclusion criteria to help aid data 

collection, from ‘postpartum psychosis’ to ‘postpartum mental health difficulty’. This was 

with the hope that a broader more generic label would feel less stigmatising as a potential 

barrier to participation. 

All interviews were recorded on the researcher’s laptop, password protected, and with 

participants’ informed consent. Participants’ names were not used, to maintain 

confidentiality. Participants were given the choice to complete the demographics 

questionnaire over email, or answer within the interview. Once all data was analysed, 

interviews were deleted, and transcriptions were given a unique number to identify each 

participant’s data whilst protecting anonymity. Participants were encouraged to attend the 

interview, whilst online, in a space they felt comfortable and safe in, and that they could 
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speak openly in. The researcher offered numerous breaks to ensure participants could 

hopefully feel comfortable, particularly due to the sensitive and emotional nature and context 

of the interviews. All participants were provided with as much information as possible about 

the study using the participant information form, with the opportunity for questions and 

further information if required. All participants provided written consent before the interview 

commenced. 

The interview agenda was carefully considered by the researcher, including the nature 

of and order of questions. Spradley (1979) proposed several types of interview questions, 

including ‘descriptive’, ‘structural’, ‘contrast’ and ‘evaluative’, for semi-structured 

interviews. The researcher used questions in a style that they felt had meaning relevant to 

each participant in terms of their cultural and social background. The researcher built a 

rapport with participants first, and asked demographic information at the beginning, 

including, age, ethnicity, employment status, education history, sexual orientation, living 

situation, gender, age of their infant and the infant’s living situation. The researcher 

considered these factors in how they might influence how the participant preferred the 

interview, such as whether a more formal or less formal approach was most helpful. The 

researcher used their clinical judgement during the interview, and also checked in with each 

participant about how they were feeling regularly, so as to ensure participants were as 

comfortable as possible with the current approach. Whilst the researcher adhered to an 

approximate hour time-based limit, an agenda, and their own role within each interview, 

questions remained open-ended, with capacity for necessary expansion and exploration of 

participants’ answers if considered relevant and appropriate, in line with the semi-structured 

interview procedure. The researcher began with more general questions to build on rapport, 

before going on to pursue more personal topics. The researcher followed the subsequent main 

subjects for the interview agenda: experience of postpartum psychosis and recovery; the 
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impact of postpartum psychosis on participants, their infant, and their social world; 

experience of postpartum psychosis and recovery in relation to social support, standard 

care/treatment, and mental health services, including of perinatal and Mother and Baby 

services; experience of cultural and/or social discrimination and the role of racism in relation 

to postpartum psychosis and recovery. The researcher made every effort to encourage 

participants to express assumptions and experiences as explicitly as possible, asking for 

elaboration and further information and examples where needed. This was to gain as rich an 

understanding of the participants’ descriptions of their experiences as possible. The 

researcher aimed to think about how to manage all possible disruptions which could impact 

the process or conversation during interviews, in order to maintain the most sensitive and 

ethical negotiation of rapport. 

Interviews were video-recorded and material transcribed verbatim (see Appendix H 

for an anonymised example participant transcript), so the researcher could engage as 

effectively as possible with the participant, their content of their world and the process of the 

interview, without distraction via note-taking. All participants were given assurance about 

confidentiality, so as to enable participants to feel as comfortable as possible about being 

recorded (especially if this was a novel experience for them). As the researcher was interested 

in the subtleties of the style of the communication, and how the process seemed during the 

interview, they transcribed pauses, interruptions, intonation, volume of speech, and so on. 

The researcher adhered to guidance of this style of transcription (Potter & Wetherell, 1987). 

The researcher made this decision as they are interested in far more than just the content or 

the words of the interview, but the process and nature of the interaction. 
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3.5 Participants 

This study recruited 17 participants, all of which self-identified as Black British, 

including 11 which identified as Black British African, two as Black British Caribbean and 

four as Mixed Race (Black and White heritage). All participants reported English to be their 

first language and did not require an interpreter. Participants’ age ranged from 18-51 years, 

with the majority aged between 26-34 years. Most of the participants identified with a 

Christian faith, the remainder with no faith. Nearly all participants had completed 

undergraduate education, with several completing up to A-levels/college, and one 

postgraduate. Nearly all participants were employed at the time of interviews. All participants 

identified as heterosexual and most were married, with a minority reporting co-habiting or 

divorced. All participants referred to their experience of perinatal mental health difficulty as 

‘postpartum psychosis’, although 12 reported accessing healthcare for their experience. Five 

participants had not accessed any formal healthcare. Six had accessed community groups 

within recovery, some of which had also accessed professional support, with three having not 

accessed any formal group or healthcare. Participants’ recovery timeframe considerably 

varied, with the earliest at 6 months and the latest at 20 years, and the majority falling 

between one-four years at the time of interview. Several women were recruited through 

advertising of the study through the third sector organisation, with the majority through the 

researcher’s personal social media, and several through word of mouth of previous 

participants. Most were recruited following the change of inclusion criteria, with only three 

recruited prior to the expansion. Despite this change to the criteria and a minority reporting 

no formal diagnosis, all women reported experiences and symptoms consistent with 

postpartum psychosis. 
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3.6 Analysis 

IPA was developed by Jonathan Smith (1997) and is a form of the phenomenological 

method that acknowledges how we cannot directly understand or access the participant’s life 

as they experience it. IPA is the chosen form of analysis, as it is widely and effectively used 

for qualitative research that focuses on lived experience and understanding of perceptions of 

participants, which applies to the current study’s aims and objectives which focus on Black 

mothers’ lived experiences of postpartum psychosis and racial/cultural discrimination. 

The following stages of IPA were followed, according to (Smith & Nizza, 2022). The 

initial stage involved reading and re-reading the interview transcription, including the non-

verbal comments, such as tone and volume of speech, pauses, observed body language, and 

making notes of personal reflections or thoughts around the content in the left margin. The 

second stage required the researcher to identify themes that categorised each part of the 

transcription, which were completed in the right margin. The third stage required thinking 

about the relation the themes had with one another, and then forming ‘clusters’ of themes, 

either that were related due to meaning or due to structure. The fourth stage of analysis 

involved creating a summary table that illustrated an overview of the connected themes, 

including the location of quotations and keywords, and which reflected the participants’ 

accounts.  

The analysis was continued until the full integration of themes was achieved. The 

researcher integrated cases by using the summary table for the first participant when 

analysing the subsequent transcripts. This was done by comparing and elaborating on the first 

participant’s themes, and subsequently checking and analysing later emerging themes to all 

transcripts. The decision to follow this strategy was made so as to be as thorough as possible 

in checking for new concepts, meanings and recurring themes throughout the transcripts. 
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The level of the interpretation within the analysis, and whether to adhere to a 

‘descriptive/empathic’ or ‘interrogative’ approach in the interpretation process (Eatough & 

Smith, 2008), was thoroughly reflected upon. The descriptive/empathic level of interpretation 

requires the researcher to try and be part of the participant’s world, whereas the second 

interrogative level requires the researcher to tentatively speculate and formulate about the 

participant’s world, with the hope to enrich the data with new insights on meaning of the 

participants’ accounts.  

Eventually, the researcher has made the decision to adopt a more ‘interrogative’ 

approach, as it was felt this would be important to draw on their own interpretations about 

each participant’s story, their social context, and personal experiences of ‘psychosis’ and 

racialised discrimination, and how this might relate to participants’ experiences individually 

and collectively, and the wider population of Black mothers in similar contexts. The 

researcher was aware of the importance of consistently reviewing the ethical issues relating to 

this approach. For instance, it was crucial the researcher did not endorse their own biases, or 

let their own assumptions and beliefs take over from the participant’s, or let their 

interpretation of meaning take away the participant’s voice and their own meaning. The 

researcher maintained every effort to be thorough and take care to reflect on elicited emotions 

for themselves and the participants, reflecting on the language used and non-verbal processes 

observed. Whilst the interrogative approach allows for speculation, if any interpretation takes 

away the participant’s voice, then it could lead to the role of discrimination being enacted in 

the study, which was incredibly important to avoid for moral and ethical reasons. 

 

3.7 Ethical issues 

Ethical approval was obtained through the University of Essex before the study 

commenced. All necessary rules and regulations in accordance with the University guidelines 
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were followed at all times. The emotional, psychological and physical needs of the women 

and their infant/children were always considered as the ultimate priority throughout the study. 

All participants were given an information sheet that included the purpose of the study, the 

procedure, contact details, risk information and the right to withdraw. All participants 

provided consent before beginning participation. The utmost care was taken to ensure no 

pressure was placed on women to participate in the study and all were informed that it would 

not affect their current care or involvement within any services or organisations, including 

with the NHS. 

Potential ethical issues that could have arisen from conducting the interviews, could be 

that for some women, discussing very difficult emotional experiences or mental health 

difficulties in relation to their pregnancy or experience of becoming a mother, could be 

potentially re-traumatising. For some, talking about these experiences might have felt 

triggering of difficult memories, or potentially uncomfortable. All women were assured they 

had the right to withdraw without giving a reason, but that if the interview had been 

completed this data would still be included. Women were assured they could discuss anything 

difficult that comes up with their GPs or highlight to the researcher for them to pursue and 

provide the relevant guidance or resources for appropriate support. All women were 

signposted to the relevant out of hour crisis numbers and helplines in a follow-up email, 

along with links to UK postpartum charities. They were assured that their data was 

confidential, but if any information surfaced that indicated they or their infant were at risk of 

harm, or that they seemed to pose a risk to others, this information would be discussed within 

the researcher’s supervisory team and appropriate steps considered, which would include 

discussion with the third sector postpartum charity involved in recruitment for this study. 

Fortunately, no concerns or reports surrounding risk to the mother, infant or any other person, 

arose from the interviews. 
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Practical issues that were anticipated included time, employment and childcare 

difficulties that may hinder participation. All participants were encouraged to bring their 

infants to the interview if they felt happy to do so. If women’s children were over one year of 

age, they were encouraged to carry out the interview separate to their child. This was to 

protect the child and mothers’ wellbeing when the mother may be recalling a distressing or 

difficult experience relating to their child, or the birth, or the postpartum period generally. 

However, this decision was ultimately at the discretion of the participant and researcher. 

All efforts were taken to ensure that the researcher was transparent and reflective 

about their reasons and motivations for conducting the study. It was acknowledged with 

participants that the researcher is from a white background and not a mother, and does not 

consider themselves to be an expert in any sense on Black women or Black mothers’ and 

Black communities’ experiences or those with experience of perinatal mental health, and 

more specifically postpartum psychosis, or around racialised marginalisation. Information 

about the researcher’s qualifications and stage in training were explicitly provided. All efforts 

were taken to protect the mental health of the researcher, as a lone researcher collecting data 

on a sensitive topic, alongside other time commitments due to being a trainee psychologist. 

The researcher attended regular supervision with research and personal tutors for support. 

 

3.8 Quality Criteria and Considerations 

It is important to acknowledge the motivations and reflections of the researcher in this 

study, due to the sensitive aims and objectives in exploring the description and impact of 

racialised experiences within Black mothers’ recovery from postpartum psychosis The 

cultural and social position of the researcher as a white woman, whom is not a mother, in 

relation to white privilege, was thoroughly reflected upon and consistently acknowledged. 

The researcher maintained transparency during all interviews about their personal experience 
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of research and clinical cases of working with Black mothers in perinatal mental health 

services, which inspired them in commencing this research. The researcher explicitly 

acknowledged to all participants they are not an expert in Black women’s experiences, 

particularly around racialised treatment or marginalisation, or in Black mother’s experiences 

around motherhood and experiencing perinatal mental health difficulty, and how this was 

impacted by healthcare experience, whether racialised or otherwise.  

The researcher acknowledged their interpretations of women’s style or content of 

language, body language, or other cultural presentations, may not necessarily or consistently 

reflect the intentions of participants. Every step was taken for meaning to be appropriately 

obtained from interviews, by consistently checking in with participants, appropriately feeding 

back during interviews and by building rapport. The researcher considered the benefits of 

reflecting with participants upon their own considerations of the transcriptions and themes, 

with the view to offer participants the opportunity to provide feedback. This was discussed 

with the researcher’s supervisors and the decision was made not to engage in a triangulation 

method due to the time constraints. The researcher reflected with participants about sending a 

summary of the research; all agreed for this to be sent. The researcher planned to send 

summaries following submission of the study for examination.   

It is possible that the researcher’s historical experiences and personal reflections may 

have inevitably influenced and potentially biased their interpretations of interviews and 

women’s accounts, particularly in relation to race, whether this was unconscious or not. It 

was understood how it would be difficult to completely bracket all assumptions, as the 

researcher was aware that some of the women’s stories elicited certain emotional responses. 

The researcher reflected on this throughout the study through the use of a reflexive journal, 

within supervision, and included reflections within the discussion chapter. The researcher 

considered and recorded their feelings, thoughts and reflections at various stages. These 
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stages most importantly included prior to and following the interviews, before and after 

listening to the transcriptions, and throughout the analysis and write-up.  

The researcher reflected upon the counter-transference and transference that occurred, 

due to emotional experiences being discussed. The researcher reflected upon and 

acknowledged the defences which arose for them as a result of the topic and the interview 

process. The researcher was aware their efforts to reflect and consider difference and the 

emotional processes experienced would be limited within their own personal capacity to do 

so. This was particularly in the context of being a lone researcher, where they worked alone 

within the data collection and analysis processes. This meant it was crucial to utilise 

supervision effectively and participant feedback where possible.  

The researcher reflected upon and additionally recorded the anxieties they experienced 

throughout the research process and particularly the interviews. The researcher also reflected 

on their experience of how these anxieties may have come about, how they felt the person in 

the room presented emotionally and physically and whether they were anxious. Reflections at 

each stage of the study and any interaction with participants were included, in addition to the 

process of how the researcher related to their epistemological stance throughout the research, 

and how this evolved as a result of their experience and interactions with participants. This 

was considered important in the context of working with women describing emotionally and 

racially traumatic experiences. The researcher reflected upon who was bringing what to the 

interview room, as this would crucially affect the interpretive process within the data 

analysis. 

The researcher reflected on how appropriate collaboration could potentially help with 

the study, by enhancing the understanding of meaning and language used interchangeably, in 

the recruitment, interview and all communicative stages throughout the study. It was reflected 

between the researcher and their supervisors how, perhaps by thinking critically about the 
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language used to construct meaning for the participants, this could help with forming the 

relationship between the researcher and the participant that would start from the first point of 

contact. The researcher reflected how collaboration could help promote understanding and 

connection, and also help participants feel safe and comfortable in the process of the study, 

particularly in the interviews.  

An interpretive phenomenological approach was opted for, following reflection upon the 

phenomenon of both lived experience and the meanings involved as inevitably an interpretive 

experience. The researcher read how interpretive phenomenology, or interpretive 

phenomenological analysis (IPA; Smith & Nizza, 2022; Smith et al., 2022; Willig, 2008), 

aims to gain an understanding of how participants view and experience their world, and is 

thus suited for this study, where considering participants’ individual experiences of potential 

racism and racialised healthcare treatment was deemed essential to understand from the lens 

of Black mothers. Whilst the researcher recognised it is not possible to gain a direct and 

unmediated connection to individuals’ experience, they hoped to engage with the aim of IPA 

and adopt an interpretive approach, to enhance the process of ‘immersion’ (Geertz, 1988, 

cited in Willig, 2008) within participants’ accounts, and so as to be able to obtain insight into 

women’s worlds and better understand their experiences from their perspective.  The 

researcher understood that their personal, social and cultural position would be inevitably 

influential within the interpretive process, particularly as they arguably symbolise the 

dominant white oppressive group. The researcher hoped reflecting on the psychological and 

emotional processes occurring within interviews, and addressing countertransference and 

transference which arose, would be helpful to consider in relation to meaning. The nature of 

the interactions and the dynamic processes within the conversation, in addition to the content 

of participant responses, would enable the process of ‘thick description’ (Lincoln & Guba, 

1985; Seale, 1999). 
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3.9 Overview of Results 

The following results chapter presents the findings of this study. The demographics, 

experiential/contextual information, group experiential themes with participant quote 

examples are illustrated in detail. The first overarching theme identified was ‘the debilitating 

impact of postpartum psychosis on emotions’, including the subthemes: extreme sadness; 

terrifying beyond belief; intense anger. The second overarching theme was ‘disconnect with 

the external world’, including the subthemes: disparity between the internal and external; 

withdrawal is a means of protection; Black women are outcasts. The third overarching theme 

was ‘acceptance is the hardest process’, with the subthemes: accepting I need help; accepting 

this diagnosis. The fourth overarching theme developed was ‘power in the advocate’, with the 

subthemes: significant others are the force of hope; power in self-advocacy; rejection from 

significant others leads to internalised shame. The final overarching theme identified was 

‘Black motherhood as a collective: empowerment vs ‘mythologies’’, including the 

subthemes: power in Black motherhood community; ‘mythologies’ of Black communities; 

‘mythologies’ of Black motherhood. 
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Findings 

 

4.1. Demographics 

The research sample comprised 17 women, all of whom identified as Black British or 

Mixed Race, with English as a first language. 14 participants identified with Christianity and 

the remainder did not identify with any religion. Most participants were 26-34 years of age. 

Educational attainment ranged from college to postgraduate, with the majority having 

completed an undergraduate degree. Most participants were employed and married, with 3 

co-habiting, and 1 divorced. All 17 participants identified as heterosexual. The demographics 

table recorded for participants can be seen in Table 2. 

All women referred to their experience of being unwell in the postpartum period as 

‘postpartum psychosis’, regardless of whether they had received a diagnosis or accessed 

treatment. In terms of accessing treatment, whether this was through the NHS or privately, or 

both, 12 women reported having accessed healthcare within their experience of recovery 

from their postpartum illness. Five women reported having not accessed any professional 

postpartum mental health support; despite this, all women’s experiences were consistent with 

postpartum psychosis. Six women had accessed community groups within recovery, some of 

which had also accessed professional support, with three having not accessed any formal 

group or healthcare. All women reported having accessed a general hospital at the time of the 

birth.  

All women reported not currently experiencing symptoms of psychosis, with the 

earliest participant having six months since their experience of postpartum illness, and the 

latest having 20 years, indicating a breadth of recovery experience. Most participants reported 

their psychosis experience to have occurred between one and four years prior to the interview 

date. The contextual and experiential information is in Table 3, where ‘PP’ refers to 
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‘postpartum psychosis’, and ‘Y’ refers to ‘yes’ and ‘N’ refers to ‘no’. All names used in this 

study are a pseudonym to protect confidentiality. The time occurred since participants’ 

postpartum psychosis experience was recorded as at the time of the interview. 
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Table 2 

Demographics table 

Demographic  Frequency 

Ethnicity Black British African 

Black British 

Caribbean 

Mixed race 

11 

2 

4 

Age 18-25 years 

26-34 years 

1 

14 

 35-44 years 1 

 45-54 years 1 

First language English 17 

Religion/Spirituality Christian 14 

 None 3 

Education School  

 A-levels/college 3 

 Undergraduate 12 

 Postgraduate 1 

Employment Yes 15 

 No 

Prefer not to say 

 

2 

Sexual orientation Heterosexual 17 

Living situation Married 

Single 

Co-habiting 

Divorced 

13 

0 

3 

1 
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Table 3 

Contextual and experiential information 

 

Pseudonym Amara Aurora Emma Izara Jean Jessica Kelly Lorna Megan Nemy Polly Sally Shelly Sophie Tamara Tula Zora 

Accessed 

NHS 

services 

x   x x x  x x x x  x x x  x 

Accessed 

private 

services 

         x        

Accessed 

community 

groups 

x  x      x x x     x  

Onset of PP 

since birth 

1 

month 

Birth Birth <1 

month 

Birth Birth <1 

month 

Birth 1 

month 

<1 

month 

<1 

month 

Birth Birth Birth <1 

month 

Birth Birth 

Duration of 

PP 

1 

month 

12 

months 

2 

months 

12 

months 

20 

years 

8 

months 

5 

months 

<1 

week 

3 

months 

3 

months 

3 

months 

12 

months 

6 

months 

<1 

month 

5 

months 

3 

months 

4 

months 

Time since 

PP 

30 

months 

22 

months 

18 

months 

24 

months 

20 

years 

36 

months 

5  

years 

6 

years 

18 

months 

24 

months 

24 

months 

6 

months 

16 

months 

30 

months 

36 

months 

24 

months 

18 

months 
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4.2 Summary of findings 

The group experiential themes and subordinate themes developed can be seen below 

in Table 4 (see Appendix I for the full table of experiential statements aligning with the group 

experiential themes and subordinate themes). 

 

Table 4 

Group experiential themes, subordinate themes, and experiential statements 

 

Group Experiential Theme Subordinate Themes 

1. ‘The debilitating impact of postpartum 

psychosis on emotions’ 

1.1 Extreme sadness  

 1.2 Terrifying beyond belief 

 1. 3 Intense anger 

2. ‘Disconnect with the external world’ 2.1 Disparity between the internal and external 

 2.2 Withdrawal is a means of protection 

 2.3 Black women are outcasts 

3. ‘Acceptance is the hardest process’ 3.1 Accepting I need help 

 3.2 Accepting this diagnosis 

4. ‘Power in the advocate’ 4.1 Significant others are the ‘force of hope’ 

 4.2 Power in self-advocacy 

 4.3 Rejection from significant others leads to 

internalised shame 

5. ‘Black motherhood as a collective: 

empowerment vs ‘mythologies’’ 

5.1 Power in Black motherhood community 

 5.2 ‘Mythologies’ of Black Communities 

 5.3 ‘Mythologies’ of Black motherhood 
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4.2.1 ‘The Debilitating Impact of Postpartum Psychosis on Emotions’ 

The first group experiential theme, ‘the debilitating impact of postpartum psychosis 

on emotions’, referred to the debilitating emotional impact of enduring such a uniquely severe 

mental illness within early motherhood. Participants spoke about the terrifying nature of the 

symptoms, the confusion and emotionally painful experience. This seemed linked to 

experiencing birth trauma for many, and how the experience of postpartum psychosis became 

additional trauma. The processes in the room during the interviews suggested an enduring 

sense of extreme sorrow, intense guilt, and ultimately a sadness and feeling of loss that felt as 

though it could never be undone. It felt in the room that these women had gone through 

something unimaginable and unanticipated, and that they had had to grieve and process the 

impact of this for themselves and for their infants, partners and families. 

 

4.2.1.1 Extreme sadness. There were broad similarities in how participants made 

sense of the emotional impact of postpartum psychosis, many indicating the experience left 

them with feelings of deep sorrow, in addition to the intense sudden sadness they felt as part 

of the original symptoms. Shelly implied the change in her mood and behaviour was part of 

the alarming and sudden sadness she experienced: 

 

“When I began experience that symptoms of postpartum psychosis, after giving birth 

16 months ago, I noticed a significant change in my mood, behaviour, and thought… 

that… um… feeling of extreme sadness and anxiety, I’ve never experienced before”. 

 

Sally expressed her sadness in the vulnerability, tearfulness and loneliness within her 

interview: “…they really abandoned me and like, uhh… you know… they helped me choose 
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between the two. Actually, they were there for the abortion and I was not for it”. This felt 

increasingly exemplified for Sally, when she went on to talk about the longer term impact on 

her mood, in the context of receiving no support from her family when having her baby: 

 

“And then, er, I lost appetite, like completely lost appetite. I even lost appetite for the 

people around me. I don’t see anyone around me and, up till for that lonely life to stay 

alone, to keep my distance away from people”. 

 

Kelly spoke about the real sense of despair and isolation she experienced, in what felt 

like overwhelming sadness:  

 

“I remember I was in a very dark hole at that time” and “…but I was not in a good 

place mentally. And I think that gave the whole situation a very dark, dark cloud 

around it, and some sort of misery, and, and lack of happiness in such a time. Yeah”. 

 

The visceral narrative Kelly elicited in her interview created a vivid picture of the 

sadness that experiencing postpartum psychosis ultimately entails. This was felt throughout 

many of the interviews, but the researcher noticed differences in how some participants 

brought their emotions to the room more so than others. In interviews such as Kelly’s, the 

researcher noticed how during the interview they felt the transference of the intense emotion 

of the participant in their recalling of their traumatic experience. It is important to 

acknowledge how participants who described their experiences as painful to remember, 

seemed determined to tell their story, indicating that sharing what has happened and how they 

have coped to be important for posttraumatic growth (Alio et al., 2023; Edge, 2011; 

Nakigudde et al., 2013; Pilav et al., 2022; Wyatt et al., 2015).  
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4.2.1.2 Terrifying Beyond Belief. Tamara indicated how emotionally painful and 

frightening her experience of postpartum psychosis was: 

 

“I started feeling like I can see people in the house. But they… [tearful] okay. They 

were not actually people from what I know now. But at that moment, I felt like there 

were people, like three people, walking around in the house, and they want to kill me 

and my baby… I started feeling the shift… the shift changed from people wanted to 

kill my baby, I just felt like my husband is the one who wants to kill me and the baby. 

So I actually started seeing him as a threat”. 

 

Tamara insinuated feelings of guilt and shame for the impact on her husband of her 

feeling threatened by him:  

 

“I felt like I was being a bad person. I was being a bad mother. I was being a bad 

wife to my husband… It was a difficult time for him. Actually, I feel bad… [cries] 

Actually feel bad about it [sobs]”.  

It feels clear for Tamara, the terrifying impact of postpartum psychosis had long-

lasting effects on her emotions, including guilt, shame and anxiety. She spoke further about 

how the fear for her baby’s safety when she was admitted to hospital, and the nurses took him 

to feed him, had stayed with her: “Um. When the time that they were taking the baby, it had a 

bad, bad effect on me”. 

Other participants spoke about the emotional pain in literal terms of multiple trauma 

they experienced and the relationship of this with the development of postpartum psychosis. 

Lorna described how previous miscarriages impacted her anxiety in pregnancy: 
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“I’d had recurrent miscarriages, so I was very, very anxious in the pregnancy with 

[name], but I hadn’t, I don’t think I’d realised how anxious I was. And no medical 

practitioners picked up on it. Yeah, so I wasn’t sleeping, and I wasn’t relaxing at all 

throughout the pregnancy. And I was kind of consuming as much information as I 

could… I was being… over-prepared really”. 

 

Lorna went on to report how her birth felt traumatic: 

 

“I had a very difficult labour… so my birth plan completely changed then. It went from me 

hopefully having a nice kind of like unmedicated calm birth in a birthing pool, to needing to 

have it on the delivery suite, with loads of doctors around, and, um, loads more intervention 

than I had planned for… And that was really making my anxiety heightened”. 

 

Kelly was able to articulate further how she felt her traumatic painful birth led to 

postpartum psychosis: 

 

“I think it was because of the whole trauma and the whole pain, and the whole 

situation of, um, childbirth, and the pain and whatever it entails. I think that is what 

caused it [postpartum psychosis]”. 

 

Not all women explicitly described experiencing their birth as traumatic, but all 

appeared able to knowledge how difficult, painful and life-changing the experience of the 

birth and of postpartum psychosis was. The researcher noticed how, in many of the 

interviews, they experienced an embodiment of the intense fear the women had felt, and how 
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this had engulfed the women and their worlds at the time of their experience, and it seemed 

something they would never forget. 

 

4.2.1.3 Intense Anger. Several women spoke about experiencing intense anger within 

their symptoms of postpartum psychosis, which many felt was uncharacteristic for them. 

Some spoke about this with a feeling of disgust, something they felt within themselves, or 

from others at their angry behaviour. For several participants, it seemed that there was an 

intense anger represented in their symptoms of postpartum psychosis, that led the researcher 

to wonder about how this might be an expression of repressed anger and rage, something 

shared between the women due to likely experience of racial oppression throughout their 

lives, and that had marginalised and silenced them in some way. It is possible that this anger 

became ignited when women felt the severe debilitating impact of the psychosis in the 

context of the medicalised UK healthcare system and white-dominated society that they 

didn’t feel they belonged to, and that wasn’t necessarily accessible to them. 

Aurora described: 

 

“I remember I could get very, very depressive, and very, um, sad, very angry 

outbursts. And, um, people around me, I almost became repulsive… what is 

happening to me… My friends tended to keep a distance, because, um, at that time, I 

became very rude and had very angry outbursts. And, um, I could tell… the 

distance… so I was angry with them. And then, I could not understand why they, they 

chose to keep a distance at such a time when I needed them the most”. 

 

The sense of “repulsion” Aurora speaks about implies an internalised sense of disgust 

and rejection towards their expression of anger, and it appears their experience of perceived 
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rejection from friends only perpetuated these difficult and intense emotions. It seems for 

Aurora, whilst they could acknowledge their anger caused discomfort for others, they still felt 

isolated in their illness as a result of their friends distancing from them, which felt 

understandably perplexing and frustrating. 

Kelly also spoke about: “I could, I could have extreme cases of anger and, I could do 

tantrums and fits, and everything of that sort. Um… I could lose contact with, um, I could 

lose contact with reality. I could, I was literally in my own world. So, yeah.” It is possible 

that for Kelly, she felt a relative disconnect with her anger, and almost refers to it in within a 

child-like lens through the use of ‘tantrums’. There seems to be a consistent theme, where 

women felt the anger as being uncomfortable or difficult to tolerate. The visceral narrative for 

the emotion of anger that women used also indicates how, when anger is supressed so 

individuals can survive in an oppressive world, it seemingly becomes ignited during severe 

mental illness, where control over emotions must be near impossible. 

 

4.2.2 Disconnect with the External World. The second group experiential theme, 

‘disconnect with the external world’, encapsulates how nearly all mothers felt a huge 

disparity between their own beliefs, perceptions, and experiences of their internal world and 

the external realities that others appeared or reported believing or living in. This seemed to 

separate mothers from their families and infants, and significantly isolate them in their 

postpartum illness. In the disconnection with their external world, all mothers regardless of 

specific symptoms, socially withdrew from the people close to them and their wider social 

networks, with many describing how a shutting out of the outside world achieved some sense 

of safety and means of protection. Finally, this disconnect seemed only further perpetuated 

for the women of this study due to their race, where many implied an initial disconnect prior 

to their psychosis. Women described how, being Black meant they felt like ‘outcasts’ within 
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their wider communities, due to experience of racialised treatment and a lack of Black 

representation within the healthcare they received, leading to further segregation due to a 

sense of lacking belonging to their current systems. 

 

4.2.2.1 Disparity between the Internal and External. For many participants, their 

experience of psychosis seemed a ‘vividly real’ experience that simply, yet confusingly, did 

not align with others, including partners, families and various services. Jean indicated how 

much they believed their baby’s father was out to harm their child: 

 

“I was beside myself with, umm, nightmares and delusions about him being harmed 

by his father. And that became quite an obsession, that I thought he was being harmed 

by his dad, and I would call the police and social services, who’d come in to 

investigate. And then eventually, they, they worked out that I was ill. So they knew 

there was no, um, foundation to it”.  

 

Holding a belief that felt distinct from partners and families was also held by Tamara: 

“So, after that, er, my sister forcefully [chuckles] took me to the hospital because I couldn’t 

go to hospital. I was saying ‘I’m not sick’”. 

For others, they felt more of an internal struggle between their thoughts and 

perceptions of their reality, and that of an objective external reality, as indicated by Shelly: “I 

began to have hallucination, and paranoid heavy thoughts, making it challenging to 

differentiate between reality and my imaginations”. The battle between what was real was 

also experienced by Lorna: 
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“And within a few hours, I was sort of hallucinating that my husband’s head was 

changing shape… I said, ‘what’s wrong with your head?’ I think it was real. And then 

I sort of stopped myself thinking, no, that can’t be right…. So then, there was like, the 

whole night really, it was a battle between… is what I’m experiencing real, or am I 

really losing it”. 

 

In contrast, Sophie spoke about how her disparity between her own and others’ 

experiences felt less separate: 

 

“So the doctors knew about it, then my husband, I can say he never knew about it. So 

after I was diagnosed with postpartum, he was confused like, ‘what is wrong with my 

wife’, like, ‘what is happening?’ Then the doctor has told him just calm down it is 

normal, like something which can be treated, it happens”. 

 

It is important to note that Sophie went on talk about how they found their experience 

in hospital, the medication, and the normalisation of postpartum psychosis by the doctors, 

incredibly helpful, leading them to feel fully supported: “So I can say I felt fully supported.” 

This experience differed to nearly all other participants, in terms of how they felt postpartum 

psychosis was normalised within the care they received, and how supported they felt by 

healthcare providers. This suggests there could be a role in how support is experienced, and 

how this may influence the level of disconnect participants feel from their internal states to 

others’ external templates, including in relation to experienced racial and social dynamics. 

 

4.2.2.2 Withdrawal is a Means of Protection. All participants spoke about 

withdrawing socially, often becoming more internalised in their behaviours, spending more 
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time alone, and feeling overwhelmed with being around others or their infants, or with even 

leaving the house. Sally reported: 

 

“It’s, sometimes, I felt like… okay. There are so many instances that I couldn’t even 

want to hear the baby cry. I could just close the door and go and leave the baby 

crying, and just come back and find that maybe the baby had just cried for a long time 

and fall asleep. Like, uhh… everything about me used to judge me”. 

 

The internalised self-criticism and shame Sally had felt in the context of being 

abandoned by her family and rejected seemed to lead to withdrawal as a means of coping. 

This was despite her apparent desperate need for some connection and support: 

 

“Uhh… I didn’t have a lot of connection from the outside world… I guess, for the 

many times that I used to sit down and cry out my problems, in that… Sometimes I felt 

like giving up. Maybe if I could have gotten someone I could share with, maybe it 

could, it could have been different”. 

 

Aurora spoke similarly about the challenges of wanting support, yet feeling unable to 

reach out to the people she did have support from: 

 

“I also, um, withdrew myself socially from people, I could not stand the sight of 

people… I could not wait until they could leave… Many times I would just lock the 

door and um… pretend I’m not in the house… Just… I did not want to see anyone. I 

did not want to talk to anyone. Yeah… I was actually suffering and I could not even 

tell any one of them”. 
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This suggests that participants often felt desperate for support, but whether they have 

access to this or not, withdrawal becomes a means of coping in a desperately overwhelming 

and difficult time. Amara described experiencing criticisms from her friends:  

 

“I used to feel like I didn’t have a baby. I was never really pregnant… maybe they 

[friends] thought I was pretending. That I didn’t want a baby. And so one of them 

actually said that, if I never wanted to get a baby, I shouldn’t like, have had her”. 

 

She then went on to say about the impact this had on her: “And I felt guilty. And this 

made me not seek for help immediately”. This further illustrates how support can mediate the 

emotional responses and need to withdraw for participants within their experience of 

postpartum psychosis. 

 

4.2.2.3 Black Women are Outcasts. Nearly all participants spoke about feelings of 

not belonging in the healthcare that they received, whether this was due to feeling barriers to 

accessing care were disproportionate to them because they were Black, or due to a lack of 

Black staff members represented within services. Izara spoke about her experience of 

healthcare: “Mostly white people… I feel a little bit sad. Because, I hope that Black people 

should also get the same opportunity as the white people”. This suggests that there is a lack 

of equity for Black people within accessing standardised healthcare, potentially only 

perpetuated within the lack of racial and cultural representation, which has been broadly 

reported in previous literature (Alio et al., 2022; Baiden & Evans, 2021; Pilav et al., 2023). 

Izara went on to say: “Because most Black people considered not having money. So, some of 

they… of the workers there, they will think that when you go there, you will burden them. So, 
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they might not end up treating you well. Yeah”. This indicates how, for Izara, as a Black 

woman, she experienced being a burden within the healthcare system she received care from. 

It is interesting to note how feeling a burden likely impacts how Black mothers feel they can 

access care, and how they relate to healthcare providers within their wider communities, and 

ultimately, the feeling of how they don’t belong within their current systems. 

Jean spoke explicitly about her experiences around feeling ‘outcast’, including in 

response to accessibility to and the treatment of the healthcare she received: 

 

“None of it [was accessible]. No, it was the first time in my life, um, apart from when 

I was very small, when I first came to this country, it was the first time in my life 

where I really felt like a Black person. They made me feel very Black and very much, 

foreign. And I just feel that the minute I… shown the psychotic experiences, I was just 

force fed drugs… My friend who was actually White English, has post, postpartum 

psychosis… and she’s not on, as, er, heavily medicated as me. And we often talk about 

the discrimination there, how you’re more, put on more serious drugs if you’re Black, 

and more heavily medicated”. 

 

Jean’s experiences illustrate how the potentially debilitating label of ‘psychosis’ 

combined with being Black, meant she was ostracised further in her care and treated 

differently to her white friend, who potentially also went through postpartum psychosis. This 

highlights the devastating impact on mothers in systems where they feel they don’t belong, 

not just because of a severe and stigmatised mental illness, but even more so due to their 

ethnicity. Jean said:  
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“Umm… I think that the whole system is very white and middle class orientated. I 

think that the idea of motherhood is very white and middle class orientated. That what 

the perfect baby looks like, what the perfect mum looks like. Yeah, yeah”. 

 

4.2.3 ‘Acceptance is the Hardest Process’ 

The third group experiential theme, ‘acceptance is the hardest process’ referred to 

how acceptance of having postpartum psychosis in the context of many women’s racialised 

experiences and systemic adversities, was part of the biggest challenge within recovery. Most 

women spoke about how accepting that something was wrong, that they may even have a 

mental health problem, felt like the hardest and certainly the first part of the recovery process. 

This seemed intertwined within the stigmas around help-seeking for a severe illness such as 

postpartum psychosis, in addition to how, for many women, the nature of their experience of 

the illness meant they felt that nothing was actually wrong. Others found acceptance of the 

diagnosis to be specifically difficult in relation to the multifaceted stigmas surrounding 

‘psychosis’, leading to many describing feelings of shame, embarrassment and confusion, 

with the majority questioning how this could and had happened to them. These feelings 

seemed prominent for women that spoke about their diagnosis not fitting with the ‘strong 

Black woman’ narrative they felt was endorsed within the healthcare services and wider 

communities they resided in. Finally, feelings of not being accepted within the context of 

being Black mothers living in segregated and racialised systems, where they already felt a 

lack of cohesion and acceptance. 

 

4.2.3.1 ‘Accepting I Need Help’. Whilst the concept of ‘normality’ or ‘reality’ is 

broadly considered controversial and certainly subjective (Denzin & Lincoln, 2005; Guba & 

Lincoln, 2005; Willig, 2008), many women found accepting that their beliefs about 
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themselves, others and their current experiences as not shared with others, and that something 

was wrong with their health, to be particularly challenging. Nemy reported: “It can… be 

lasted for about like two months. Before I could actually sit, and like, you know, first before 

even you can accept that part, you need to accept that you are undergoing these things”. This 

potentially only further highlights how the lack of available knowledge about postpartum 

psychosis can further delay help-seeking, due to the unawareness of what symptoms can look 

like. Izara reported: “Actually, I thought that it was something that was normal that first, first 

time mothers, all first time mothers… it was something they all experienced”. This brings 

light to the lack of available knowledge for mothers about the signs of postpartum psychosis, 

and how this could potentially be experienced more strongly in marginalised communities 

many participants identified as being part of. 

Tamara described how it felt so confusing when others felt she needed help: 

 

“I was very confused because I had never experienced anything like that. I didn’t 

know what was going on in my body. I was, everyone is just, everyone is saying I have 

a problem, but I don’t feel the problem. I didn’t even understand what was actually 

going on”. 

 

This indicates how hard it must have felt for these women to acknowledge and accept 

needing help, when they did not necessarily identify with being unwell. Izara spoke about 

how she felt acceptance was hard due to certain expectations she felt were placed on her: 

 

“Because it was to me something that was somewhat embarrassing. And I didn’t want 

people to judge me differently. So… I chose to keep it to my past… It was hard 

because people are judging by when someone looked at me, I’m a Black woman. So… 
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like, they thought it’s something that I was able to like, manage by myself. And I 

didn’t feel really need that… that hospital support. So, I felt like they thought I’m 

supposed to be that strong person who can… is not supposed to complain about that. 

Yeah”. 

 

This indicates that the internalisation of the ‘Strong Black woman’ narrative can be 

damaging for women, in that it inhibits help-seeking by inducing shame about not being 

‘strong enough’. How much this narrative is endorsed by Black and white communities, in an 

overarching dominant white society, is important to question, particularly in the context of 

each mother’s own social and personal experiences of such narratives and stereotypes. Shelly 

described how these narratives felt internalised for her and impacted her in help-seeking: 

 

“Yes, stigma around my mental health, in Black community. In the Black community, 

mental health issues are often stigmatising… Treatment challenging for me to openly 

discuss my struggle with my families. And it also affected my decision to seek 

professional help… Yeah, and seeking help from psychiatry condition can be 

perceived as a sign of weakness”. 

 

4.2.3.1. Accepting this Diagnosis. Whilst the majority of women indicated it was 

challenging to accept they needed help, accepting the diagnosis of postpartum psychosis felt 

like another tremendous chapter to process in their journey of recovery. For some, this felt 

intertwined with the stigma and shame associated with ‘madness’ that felt socially imposed 

upon them. Tamara said: 
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“Although from family members, that’s, that’s why I felt a bit, it made me feel, umm, 

like insufficient of a human being. My, my, my husband’s side of the family, they used 

to say I’m, um, I’m a mad woman [cries]… It’s not something common that many 

people have experienced, and they have interacted with [tearful]. So when he actually 

told them that, er, it was a psychiatry case, if I may say that… for it’s, it’s a 

misconception in Africa. They just assume you, you’re crazy. And you’re, you’re 

mad… It yeah… It kinda took a toll on me”. 

 

Tamara’s experiences highlight the severe stigma surrounding postpartum psychosis, 

and the debilitating impact of this on self-worth for women that internalise shame and guilt 

around their experiences. It is easy to understand how such a diagnosis could induce such 

intense and devastating emotional responses in women, one which can inhibit acceptance and 

progress in recovery. There is also the sense that misconceptions, when embodied 

collectively across cultures, and subsequently imposed upon the mother by family members, 

can have a devastating impact on self-esteem. This brings light to how misconceptions are 

currently maintained in a culturally segregated society, where there is inequity in access to 

postpartum information and support. 

Despite the difficulties and trauma women experienced in their journey of acceptance, 

there seemed a consensus in the process of acceptance being essential in itself. However, for 

Jean, receiving multiple diagnoses across their lifespan since their initial experience of 

postpartum psychosis, meant they could never truly align with and accept healthcare 

providers’ interpretations: 

 

“They looked at lots of different diagnoses, and the most consistent one – I mean, at 

one point, they even said schizophrenia, and then they said, no, you definitely don’t 
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have that. And a lot of Black people get labelled with that. And then, umm, 

schizoaffective disorder, and again, not what I identify with. They said bipolar, again, 

bipolar isn’t something that I recognise in myself. I definitely recognise PTSD though, 

and I definitely recog- recognise episodes of psychosis”. 

 

Jean’s experience indicates how multiple diagnoses, that don’t necessarily align with 

an individual’s understanding of their experiences, can have long lasting harmful effects. It is 

clear each woman’s experience of postpartum psychosis is unique to them, and impacted by 

many other personal and social factors, but the role diagnosis can play within this seems 

critical in the recovery process, particularly around the process of acceptance. It also seems 

that there is a racial factor within diagnosis for participants. Many spoke about feeling 

‘labelled’, as Jean did, because they were ‘Black’. This implies that there is an additional 

layer to experiencing ‘psychosis’ in the context of mothers’ racial and cultural background. 

For Jean, it seems that multiple diagnoses were given, and she wasn’t offered autonomy or 

choice within their healthcare providers’ medicalised interpretations. For Tamara, the 

negative associations with being given a ‘crazy’ diagnosis, led to a feeling of rejection and 

judgement from her own community, potentially perpetuating the long-term impact on self-

esteem and how she related to motherhood. Izara reported: “Izara is running mad…. 

Somebody who has experienced that cannot be a good parent”. Tamara also implied this 

rejection of their diagnosis felt sustained within the predominantly white medical system that 

she ultimately felt they were not accepted in: “Some of them, will say negative things about 

me. They say, er, you know, she’s Black. So it happens to them anyways. They should [cries], 

they should go back to their country”. 

The researcher noticed how during and subsequent to the interviews, reflecting on 

how acceptance played a role in participants’ experiences ignited many mixed emotions in 
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them, including anger and sadness, and how racialised treatment played such a significant 

role in the acceptance of an already debilitating illness such as postpartum psychosis. It felt 

clear that such emotions must be so raw and impactful for these women, effecting how they 

were able to process their experiences, be accepting of postpartum psychosis, and how they 

were able to relate to the support they did or did not receive. 

 

4.2.4. ‘Power in the Advocate’ 

It is clear that for some women, the terrifying and confusing experience of postpartum 

psychosis really impacted their sense of self, and feelings of shame and anxiety. For others, 

the experience of having a child felt life-changing, but the impact of postpartum psychosis 

felt less long-lasting and severe. The fourth group experiential theme is ‘power in the 

advocate’, and refers to the power in participants having a significant other that can support 

and advocate for them in their recovery. For the majority of participants, this would be in the 

form of a partner, but for many this included a close friend or family members. There seemed 

congruence in the notion that having personal, emotional and practical support, aid with 

accessing help, and feeling heard and their struggles validated, all made a huge difference to 

their sense of self and improved recovery. Participants that did not have the support of a 

significant other felt that this had been detrimental to their recovery, and still viewed an 

advocate as essential. This suggests the significant other, or advocate, has a powerful role in 

enhancing recovery for mothers, consistent with the literature (Alio et al., 2022; Engqvist & 

Nilsson, 2013a; Forde et al., 2019; Forde et al., 2020; McGrath et al., 2013; 2015; Nakigudde 

et al., 2023Plunkett et al., 2016; Wyatt et al., 2015). 

 

4.2.4.1. Significant Others are the ‘Force of Hope’. Significant others seemed to 

offer a ray of hope in a dark and otherwise unsupported experience for many participants. For 
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instance, Sally mentioned: “Uhh. He was supportive. And the fact that the family were not 

supportive, he was the only help I had. The only force, the only hope, our only strength that 

we have that time”. This felt similar in a sense for Tamara, where she felt she would never 

have known anything was wrong. She reported:  

 

“Because I was just, it was me and my husband. So I was just put in a situation, 

where if it’s a single mother who just gave birth and she’s all alone… These 

symptoms, it’s mostly the other person who sees them. You don’t really see them 

yourself because you feel as if you’re normal”. 

 

This implies for, in cases where women may hold onto the compelling nature and 

intensity of their subjective experience, understandably without realising there is a disconnect 

to others, the time period before being able to understand, accept and access help could be 

significantly delayed. Whilst most participants in the sample were married, this raises the 

question of how single mothers may likely face a greater struggle in the initial stages of their 

recovery. 

Other participants conveyed how having an advocate was more important than 

available information on postpartum psychosis. Nemy described: 

 

“Ok, at first when I started experiencing things, um, um… my husband, so I told him 

and he also had noted it, so we discussed it. He paid for my bed, for me to go to the 

treatment. So I went to the hospital for two weeks with my tiny baby then after that, I 

was, we went back home”. 
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Nemy’s experience potentially suggests that having an assertive advocate that has the 

financial stability to help fund faster healthcare access, made all the difference to her 

recovery. This shows the power in a significant other in overcoming multiple challenges that 

have acted as barriers for most of the other participants. Nemy’s experience also suggests, 

despite the fact she did not have prior knowledge of postpartum psychosis, this mattered less 

in the context of having a powerful advocate. 

Others spoke about how their advocates instilled hope and positive change through 

persistence and kindness. Kelly described: 

 

“So, um, that friend of mine… She was like, ‘you should come to church tomorrow’. I 

just laughed it off. And she was so serious about this. She was like, ‘no you have to 

come to church tomorrow’. I tried to fight my way out of that. She told me ‘I’ll be here 

in the morning, you should be ready, get the baby ready’. This actually scared me so 

much. It was the first time in like, five, or more months, I had gone out of the house… 

So it was very scary… But she came way earlier because she, she didn’t want me to 

have an excuse to not come to church… And we actually left for church… And I 

remember, I enjoyed it very much. I was happy the whole time”. 

 

For Kelly, it appears that having a significant other as an advocate was particularly 

helpful as their values were aligned; in this instance, their faith and attending church. This 

indicates the importance of the connection to significant others for mothers, and in 

circumstances where mothers may be isolated and even racially or culturally marginalised, 

this could be even more challenging. 
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4.2.4.2 Power in Self-Advocacy. In contrast to having power through an external 

advocate or significant other, a minority of participants spoke about power in advocacy 

through their own personal resources. Lorna said: “But luckily, because… or unluckily, 

because I used to work in, as a drug and alcohol counsellor, I had quite a lot of first-hand 

experience with psychosis… So I was recognising the symptoms”. For Lorna, this meant she 

was able to secure an assessment with a psychiatrist that enabled her to get the necessary 

antipsychotics she knew she needed, and this paved the way for her shift in recovery. 

However, she still reflected:  

“But, um, yes, it took hours and hours, and hours and hours, and hours. And nobody 

was listening. And, I think because on reflection, because I was showing insight that I 

was losing it, they didn’t believe me that I was losing it”. 

 

This suggests that self-advocacy holds a power, but can be a double-edged sword 

within postpartum psychosis, where insight is automatically presumed to be non-existent. For 

Shelly, it was her own independent action that led to her help seeking: “I start read through 

the information and listen to the story of other women’s. I started to realise that my 

experiences aligned with the symptoms of postpartum psychosis”. This suggests that where 

mothers are able to be a self-advocate for themselves within the recognition of symptoms and 

help-seeking stages of recovery, this could be broadly helpful. However, the debilitating 

nature of the illness and the potential lack of personal, social or financial resources many may 

have, or due to lack of awareness/knowledge, stability, low mood and motivation to seek 

help, could likely hinder help-seeking for the majority. This is particularly relevant for the 

mothers in this study that identify as already feeling marginalised, not accepted, and unable to 

meet the ‘strong’ cultural expectations placed upon them. 
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4.2.4.3 Rejection from Significant Others leads to Internalised Shame. For some 

participants, rejection from those considered to be most important to them, particularly in the 

context of caregivers and families, but also with partners and infidelity, led to extreme 

feelings of shame and low self-worth. Sally spoke about:  

 

“My family, had really abandoned me. They were not ready to be associated with me, 

they felt like I was too young… Oh, the feeling of, the feeling like unwanted and 

unnecessary. Like you’re not even enough. You’re not worthy before people. Yeah”. 

 

 This shows how devastating being rejected by significant others can be for mothers in 

their recovery from postpartum psychosis. This also indicates how, particularly for young 

mothers, rejection from family members who had potentially been considered as nurturers, 

leads to a feeling of being abandoned, internalised shame, and ultimately, or at least for Sally, 

inhibition of seeking help at all. This brings to light how, for many women, depending on 

their cultural background and personal values, lack of support from family and communities 

could be more or less impactful. 

 

4.2.5 ‘Black Motherhood as a Collective: Empowerment vs ‘Mythologies’’ 

The fifth group experiential theme, ‘Black motherhood as a collective: empowerment 

vs ‘mythologies’’, in part, referred to the powerful impact that Black community had within 

recovery for mothers. All participants spoke about the importance of Black community in 

creating a validating space to feel heard and understood within recovery. For many that had 

been able to access local community groups, mostly for Black mothers, they had found the 

shared identity and shared lived experience as essential dual components to feeling secure 

and safe within support. Cohesion was felt by many to be missing from standard healthcare. 
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For some, it was going beyond cohesion; it was feeling appreciated and wanted which 

enabled them to share, reflect on, and process their experiences. Those that didn’t have a 

positive experience of community support, still acknowledged this would have been helpful if 

this would have been possible. Secondly, participants acknowledged that ‘mythologies’ of 

Black women all having communities to hand to help, needs to be challenged as a potential 

stereotype. Others went onto speak about the power in rejection from their wider 

predominately white communities due to their race, and how they felt this contributed to 

marginalising them further in gaining cohesion and safety within their recovery from 

postpartum psychosis. The researcher noticed how, it seemed that racialised experience is a 

collective experience for Black mothers and should be acknowledged as such in their 

recovery from postpartum psychosis. 

 

4.2.5.1 Power in Black Motherhood Community. Most participants spoke about 

how their real connection with recovery came from attending local community mothers’ 

groups, where all stages of postpartum recovery where discussed, and a validating space 

provided. Amara described this: 

 

“Yeah, I guess this group, it’s just our, for, yeah, we, it’s mothers’, um, mothers’ 

group. So they literally talk about everything that happens, it, er, because of 

pregnancy, childbirth, and all that. So I joined that group, and we talked about it. 

Uh.. truly… some of the people that had also experienced the same kind of thing 

[postpartum psychosis]. So it was really helpful. I, and, I, got support… Uhh… I felt, 

uh, loved and appreciated and that they, and, and, that they can understand me. 

And… yeah, I stopped with the feelings of… feeling guilty and shame. Yeah”. 
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This suggests that cohesion is so important for recovery, and there is something in 

feeling understood by others, which is crucial for mediating the debilitating shame and guilt 

that many mothers experienced. This was further emphasised by participants describing how, 

having shared identity as well as experience in local community motherhood groups to be 

helpful. For instance, Polly:  

 

“Mostly, it was a group whereby it was for only Black British. So, er, we used to feel 

at home. I used to be like, you know, there is this feeling that comes from your token 

person, who, who, who… you are in the same ways, and maybe, you know, you are 

going the same challenges…”.  

 

For Polly, feeling cohesion came from the shared understanding of adversity, not only 

from postpartum difficulty, but from systemic challenges imposed upon Black mothers within 

racialised medical systems: “… The mothers suffer in silence, they don’t know who to call, 

don’t know where to find help”.  The researcher noted from the interviews, how connection 

with racial identity appeared crucial for Black mothers within these community groups, in 

addition to shared experience, in order to feel heard, understood, and valued.  

It is clearly demonstrated how important community is for recovery from postpartum 

psychosis for participants, particularly in validating their experiences of trauma related to 

postpartum psychosis, acceptance of their experiences, and in reducing the accompanying 

burden of emotional pain. Megan was able to depict how posttraumatic growth derives from 

the power in shared identity and experience within community support definitively: “I’ve 

been a voice of hope to them since I passed the same situation”. 
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4.2.5.2 ‘Mythologies’ of Black Communities. Whilst women broadly spoke about 

the strength, hope and acceptance they acquired from local community support groups for 

Black mothers, there were many that did have access to these. Some also spoke about how 

they felt there is a ‘mythology’ in dominant society that depicts Black women to have large 

supportive families and communities, potentially linked to the ‘strong narrative’, all which 

seem to be harmful when endorsed within medical systems. Jean described: 

 

“And, um, looking at the lack of support, that there’s a mythology of a Black 

community, that’s always there to pick people up. And that’s a bit of a mythology. And 

I think that’s sometimes why we fall through the net as well, because there’s the 

assumption that that there’s this Black community, with your brothers and sisters and 

friends, girlfriends, who are there to look after you. So that’s the mythology. And I’m 

sure that’s the same in Asian, um, communities as well. Yeah”. 

 

This illustrates the powerful detriment to individual Black mothers arising from 

presumptions of available community support, which are upheld and maintained within 

dominant healthcare systems and society. Jean also infers that these harmful assumptions 

could be maintained across cultures and races, suggesting the problem is widely systemic. 

Furthermore, Jean talks about ‘falling through the net’, indicating how endorsed racial 

‘mythologies’ can lead to Black mothers becoming completely lost in healthcare systems, 

which for Jean, had an extreme and devastating long-term impact on her mental health. 

Other women spoke about experiencing a concrete racial divide in hospital settings 

during their recovery from postpartum psychosis, and how this perpetuated feelings of low 

mood and shame for them. Megan described: 
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“Racism… it was whereby those serving in the hospital, in the healthcare, were not 

able to attend to me, you… because we don’t belong to the same race. Then, about the 

discrimination, it was because of the social classes, I think. It was me, a lower a class person. 

And the higher class people. Now, that, they tend to the other people, and leave me behind… 

It was very embarrassing… I was feeling low... the same time”. 

 

Megan’s account suggests classism, in addition to racism, had a harmful impact on 

their emotions during their treatment. The researcher noted how, it felt that their experience 

of discrimination was intersectional, with multiple factors playing a role in how they related 

to how they were treated and received by white healthcare providers and systems. 

Other mythologies around Black communities, including stereotypes around Black 

people generally, were also highlighted by participants: “They used to talk, well, vulgar 

language. Looking at you, like, bit suspicious. Yes” [Megan], and Jean: 

 

“Again, I think it’s being seen as a Black mother, not seen, being seen, as vulnerable. 

Yeah, and in a lot of ways, I don’t know why I get that feeling, when I was talking to 

white professionals, there’s kind of a fearfulness of, of me, as somebody with mental 

health problems and being Black female”. 

 

This suggests that stereotypes around Black people being ‘threatening’ or ‘dangerous’ 

by healthcare providers and wider societal systems can be extremely harmful, and can greatly 

impact Black mothers receiving appropriate and helpful care from services. The researcher 

noted how both participants mentioned above belonged to distinctively different generational 

age groups, which inspired reflection around how much has really changed in relation to 

racism and discrimination across generations, and how this potentially hinders help-seeking 
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and maintains racial segregation for Black mothers of all ages. Aligning with this, Emma 

reported: “Because of… I went there [hospital] and there was some discrimination, so… I felt 

a bit uncomfortable. So it’s like they didn’t believe what I told them. So they thought I was 

telling a lie… It was hard”. Emma’s story indicates a lack of credibility ascribed to them, in 

the context of their experience of being discriminated against. This suggests that even where 

women can feel able to access healthcare, or ask for help, their experiences of not feeling 

valued can be very difficult within the care they receive. 

These accounts surrounding the ‘mythologies’ of Black communities, and of Black 

people, clearly have had a harmful effect on several of the Black mothers in this study. Whilst 

it remains evident that local Black motherhood community groups, if able to be accessed, are 

incredibly supportive and helpful; there appears a power in the ‘myth’ of community existing 

in how services and ‘others’ relate to these women, influencing the care they receive and how 

well they can recover from postpartum psychosis. 

Divergently, several women spoke about how they feel there are ‘mythologies’ that 

are maintained in their own Black communities surrounding postpartum mental health. One 

example was expressed by Aurora: 

 

“Okay. So um, many tend to associate, um, tend to, okay, many Black people tend to 

associate, um, mental illness and being mentally unstable with, um, okay, people, rich 

people. People like to say that people who are financially stable, even having some 

problems, cannot, um, affect it, what you see, some, some diseases are for the rich. 

Um, they ask why you’re getting depressed. Um, depression is for the rich. 

Postpartum depression and whatever is for the rich, not um, not for your kind. So you 

need to work hard to, to… you need to work hard, you’re only idle, and um, your 
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idleness is causing you to maybe think that you’re mentally unstable to maybe think 

you’re depressed and everything like that. So, yeah”. 

 

4.2.5.3 ‘Mythologies’ of Black Motherhood. Other participants spoke about 

‘mythologies’, or stereotypical narratives surrounding fixed roles required for Black mothers 

specifically, which many felt were harmful and hindered help-seeking within postpartum 

psychosis. For instance, Shelly described: 

 

“Cultural norms around motherhood, and caregivers, can place immense pressure on 

Black women to tough it out and prioritise the, the needs their family over their own 

mental health, delaying or avoiding help-seeking”. 

 

This suggests that such narratives that are sustained across various cultural 

communities, impacts how Black women relate to help-seeking, particularly in the context of 

motherhood, where prioritising and privileging the needs of infants, children or families over 

their own needs, tends to occur. There seems to be a clear impact of such harmful narratives, 

as identified by Nemy: “And, then I was feeling guilty. ‘Maybe I’m the one with the 

problem?’ So I should accept what people are doing to me. Yes”. These thoughts from 

participants correspond with prior literature that highlights how stigma around motherhood 

and mental illness can perpetuate harmful emotions such as guilt and shame, prevent help-

seeking, access to treatment and ultimately hinder postpartum recovery (Bondi & Burman, 

2001; Dolman et al., 2013; Edwards & Timmons, 2005; Forde et al., 2019; McGrath et al., 

2013; Robertson & Lyons, 2003). In terms of how race and cultural difference impacts such 

stigmatising cultural norms around motherhood, it is easy to see how navigating support must 

feel impossible for marginalised Black women. 



 
 

 

113 

 

4.3 Overview of Discussion 

The following chapter is the discussion chapter, focusing on summarising and 

discussing the findings, critically relating these to the existing literature, considering the 

study limitations, the clinical implications for service policy and design and relevant 

populations, and a section on reflexivity. 
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Discussion 

 

5.1 Summary of Findings 

The findings indicate that the disorientating and distressing elements associated with 

postpartum psychosis correspond to previous studies, but are all complicated and influenced 

by participants’ experiences of multi-systemic racism and their racially minoritised position. 

All women reported having experience of severe postpartum difficulty that greatly impacted 

their lives and included symptoms of postpartum psychosis. Many described the symptoms 

as: ‘hallucinations’, ‘delusions’, ‘paranoia’, confusion, sudden and intense sadness, anger, 

extreme fluctuating moods, withdrawal from others, shame, guilt and intense loss, changes in 

their normal behaviour, and tiredness and insomnia (Burgerhout et al., 2017; Di Florio et al., 

2013; Forde et al., 2020; Heron et al., 2008; Nager et al., 2013; NHS England, 2020; Plunkett 

et al., 2016; Robertson & Lyons, 2003; Sit et al., 2006; Wittkowski et al. 2014). The five that 

had not accessed services had not received a diagnosis, and their description of the symptoms 

often felt more centred around the impact on them, comparative to a list of medical terms, 

such as ‘hallucinations’ or ‘delusions’. The lack of power due to racialised mythologies and 

narratives endorsed within mothers’ treatment experience only intensified their internalisation 

of rejection, shame, and disconnect associated with the experience and potential diagnosis of 

‘psychosis’ in the postpartum period. The findings largely convey how, for Black mothers, 

acceptance of their illness, and for many their diagnosis, was an extremely challenging and 

complex process, worsened by the marginalisation within the white dominant system they 

resided in. However, the findings indicate that recovery experience was mediated by social 

support from significant others and community groups, primarily groups where participants 

shared lived experience and identity norms with members. The findings show that a 
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validating space to feel heard was essential, with strong clinical justification for reformation 

of healthcare to prevent isolation. 

All women describe experiencing severe and debilitating emotional states at the time 

of postpartum psychosis, and for many with a long lasting impact. The role of accompanying 

intense emotions such as guilt and shame, to the reported experiences of terror and confusion, 

where some women felt severely threatened and frightened of others (including partners 

whom they would otherwise have had incredibly strong positive relationships with), aligns 

with other findings indicating intense emotions, such as guilt, shame, and fear, are prominent 

within postpartum psychosis for non-minoritised white women (Burgerhout et al., 2017; 

Forde et al., 2019; Heron et al., 2012; Nager et al., 2013; Plunkett et al., 2016; Robertson et 

al., 2005; Wittkowski et al., 2014). Extreme sadness was reported by all women, and the 

researcher noticed how this was experienced within the visceral narratives of the interviews. 

The researcher reflected that for many women, despite recalling arguably traumatic 

experiences, it was important to have their story heard. This seemed particularly the case for 

women that hadn’t accessed healthcare, and potentially hadn’t experienced feeling heard by 

professionals. Even for the women that had accessed healthcare, there was still a 

distinguishable importance to feel heard, particularly as the majority of participants reported 

they had been discriminated against or not offered an equitable space within their treatment. 

The need to process, and for many, to grieve the loss of the time where they experienced 

postpartum psychosis and lost time with their infants and families, seemed essential for 

participants. This finding aligns with previous studies, which portray how feelings of multiple 

losses can endure long after the episode of postpartum psychosis for white and non-

minoritised mothers (Di Florio et al., 2013; Forde et al., 2019; Heron et al., 2012; Robertson 

& Lyons, 2003). For marginalised mothers, with hindered access and potentially detrimental 

healthcare experiences, the current study findings suggest the essential processing of sadness 
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and loss are increasingly delayed. The findings convey the importance of being given such a 

space within the healthcare provided for mothers to process their experiences of losses. 

All women reported a severe disconnect to their external world, which many indicated 

felt like a disparity between their internal perceptions and interpretations of their feelings, 

relationships, experiences, and that of others’. This left women feeling isolated in their 

feelings and experiences, something which seemed to perpetuate the severity of their 

situations and emotions. Previous literature aligns with this, whereby indicating non-

minoritised women with postpartum psychosis experience a separation from ‘reality’ and 

confusion (Engqvist et al., 2011; Heron et al., 2012; McGrath et al., 2013; Roberstson & 

Lyons, 2003). For some, it felt difficult to comprehend how their ‘reality’ might be different 

to their partner’s, or significant other’s. In line with phenomenological thinking, this suggests 

it is important to consider women’s ‘realities’ as a ‘finite subjective experience’, where 

mothers’ ‘realities’ still exist as subjective truth, opposed to their experience being perceived 

as medically wrong and not ‘normal’. Unlike most participants, Sophie was the only mother 

to feel connected during her experience, potentially due to her understanding of how 

‘psychosis’ felt from healthcare providers. This appears to be a novel finding, highlighting 

how, if the illness can be normalised for some, this can improve how mothers relate to 

support and the experience overall, as well as any disparity between their internal templates 

and the external templates of others. This could suggest that normalisation of the illness, with 

careful consideration to still validate mothers’ experiences, could be helpful for some.  

The conceptualisation of acceptance seems a multifaceted, dynamic and a somewhat 

abstract process for all women to connect with. Most participants speak about how accepting 

they needed help to be specifically challenging, and a crucial initial step for recovery to 

commence. Not believing something was wrong seemed the case for many, as indicated by 

Nemy and Tamara, for example. For others, accepting they needed help was difficult due to 
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the internalised stigmas around having mental illness, which many indicated felt heightened 

due to the nature of postpartum psychosis specifically. This aligns with previous literature 

indicating the stigmas surrounding severe mental illness, particularly postpartum psychosis, 

can be debilitating in the context of motherhood (Dolman et al., 2013; Edwards & Timmons, 

2005; Robertson & Lyons, 2003). However, mothers in previous findings report the impact of 

stigma on emotions such as shame; the current study participants indicate how these stigmas 

impacted their capacity to reach for help, suggesting there is an increased effect on recovery 

in the context of marginalisation. Izara’s understanding of her experience to be ‘normal’ for 

first time mothers, arguably reflects the majority of participants’ lack of awareness that 

postpartum psychosis exists. This supports previous studies with Black postpartum women, 

which found a significant lack of available information around maternal mental health, and 

additionally a lack of culturally appropriate postpartum psychological information (Alio et 

al., 2022; Ling et al., 2023; Watson & Soltani, 2019).  

It is clear each woman’s experience of postpartum psychosis is unique to them, and 

impacted by many other personal and social factors; however, diagnosis clearly factors into 

the recovery process in a highly critical manner, particularly within the process of 

acceptance. Previous findings do indicate diagnosis to be helpful for some in the right 

contexts, as it can facilitate understanding of an unknown, confusing and stigmatising 

condition (Hayne, 2003; Mauthner, 1999). Despite this, where a diagnosis is accompanied 

without contextual and relevant information, this can increase powerlessness (Robertson & 

Lyons, 2003). Previous literature suggests the label of a psychotic illness within the context 

of motherhood can be highly stigmatising (Bondi & Burman, 2001; Forde et al., 2019; 

Robertson & Lyons, 2003). However, where such studies have focused on white Western 

mothers only, this fails to account for the racialised stigmas, cultural differences and negative 

associations with diagnosis that primarily Black individuals can face, and how diagnostic 
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labels such as ‘psychosis’, can have harmful adverse effects on healthcare access and 

recovery. This has been highlighted by studies illustrating the high rates of Black male 

admission with diagnoses of schizophrenia, and increased likelihood of admission through 

adverse pathways including the criminal justice system (Morgan et al., 2005).  Several 

participants described feeling ‘labelled’ with postpartum psychosis because they were 

‘Black’, indicating diagnosis did not feel helpful in the context of already feeling racially 

marginalised. This highlights how experience of diagnosis can differ for Black and white 

mothers, and how healthcare is separately experienced.  

There was broad consensus from participants that they felt a lack of belonging within 

the healthcare for postpartum psychosis they received, building on the marginalisation many 

had previously experienced. This felt voiced by nearly all participants, where there was 

comprehensive agreement of a lack of Black representation across healthcare provision, and 

many described experiences of racialised treatment towards them. This aligns with previous 

findings within the synthesis that indicate Black postpartum women experience racialised 

treatment, whether their experiences related to postpartum psychosis, or other postpartum 

mental health illnesses (Alio et al., 2022; Baiden & Evans, 2021; Conneely et al., 2023; Edge, 

2011; Hoang et al., 2023; Ling et al., 2023; Pilav et al., 2022; Sheikh & Singsit-Evans, 2020). 

Many participants felt racialised experiences included medical providers’ assumptions around 

racial stereotypes, such as Black people having less money. Izara indicated the impact of such 

assumptions led her to feel like a “burden” within the healthcare system. Others felt 

providers’ associations of Blackness and lower socioeconomic status (or lower class), led to 

inferior treatment, particularly in comparison to their white counterparts receiving treatment 

for postpartum psychosis. Jean articulated explicitly how her 20 years experience of receiving 

racialised treatment within a white middle class orientated medical system had contributed to 

her feeling ostracised and outcast, not only as a result of the diagnosis of such a stigmatising 
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and debilitating illness, but for her ethnicity and the associated racialised assumptions 

surrounding this. Jean was able to name how, comparative to her white friend who had also 

endured psychosis in the postpartum period, she had experienced more heavily medicated 

treatment, multiple unhelpful diagnostic labels with little clarity on what this would mean for 

appropriate treatment, and less validation and support. This aligns with multiple studies 

within the synthesis, indicating that Black postpartum women, who may experience a range 

of postpartum mental illness, are treated differently within healthcare for being Black (Alio et 

al., 2022; Baiden & Evans, 2021; Conneely et al., 2023; Hoang et al., 2023; Pilav et al., 

2022). The current participants’ accounts highlight how the added layer of racism and 

cultural discrimination to such a stigmatising postpartum diagnosis as ‘psychosis’, arguably 

more stigmatising than other postpartum mental health diagnoses, experience greater 

marginalisation and rejection.  

The current study findings illustrate how Black mothers typically cannot meet societal 

idealised assumptions around motherhood, where expectations are racialised, and current 

healthcare systems are not accepting of Black mothers. The internalisation of the lack of 

belonging and acceptance within society can be understood in the context of Critical Race 

Theory (CRT; Delgado & Stefanic, 2023). Arguably, these processes of non-acceptance in 

the medical system due to race reflect ‘interest convergence’, and exist to serve the dominant 

white group. This inevitably maintains unconscious racism and implicit white cultural bias, 

leading healthcare providers and others within Black mothers’ systems to perpetuate systemic 

and interpersonal racism and broader discrimination within their practice. The view that 

racism is largely economic in nature, indicates that the medical system and ‘public’ NHS 

serves the profits of the dominant and racially privileged white society and hypercapitalist 

culture arguably present in the UK. The Diagnostic and Statistical Manual of Mental Health 

(DSM; DSM-5-TR, 2022) derived from male white psychiatrists, without lived experience, 
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indicating a heavily flawed system. A system which, as illustrated by participants, does not 

offer adequate space for minoritised ethnic groups. The numerous ‘co-production’ initiatives, 

heavy promotion of ‘diversity’ trainings, and reformation of various Trust values to 

incorporate ‘equality’ and ‘empowerment’, were not reflected within current participants’ 

lived experiences. This suggests that recent NHS developments to increase access and 

representation for minoritised groups has been ineffective. Furthermore, this prompts critical 

speculation around for whom such initiatives are for, and whether recent reformations only 

exist to promote a positive image of dominant white society and medical systems. The 

current study indicates Black mothers are more likely to suffer in their medical treatment for 

a more severe mental illness, such as postpartum psychosis, than the dominant white group. 

Feelings of burdensome, rejection, over-medicalisation and detrimental labelling and 

stereotypical categorising of Black mothers can be explained in the context of interest 

convergence within the current medical system, which failed to meet the quota for equitable 

care for current participants.  

Building on this, some participants identified from their experiences of care how there 

are distinct ‘mythologies’ around Black communities and Black motherhood, which many 

felt were strongly promoted within their experiences and ultimately were extremely harmful. 

Participants indicated these ‘mythologies’ include Black women having large families, 

support and communities, and that the maintenance of such narratives within the healthcare 

they received impacted the quality of their care, where professionals regularly and incorrectly 

assumed they had appropriate support already. This means that Black mothers are potentially 

predisposed to not being offered the standard, or at least sufficient healthcare; the same care 

that is considerably more routinely offered to white mothers with corresponding 

psychological presentations. The endorsement of Black mythologies within healthcare 

systems only further serves to segregate minorities due to white cultural bias. As identified by 
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Jean in the current study, such experiences can lead to Black mothers ultimately being 

dismissed and lost in the system, a system where is not possible for Black women to meet the 

criteria for necessary acceptance.  

Other harmful mythologies identified in the current study include the broadly 

evidenced and unfortunately predictably inevitable ‘strong Black woman’ schema (Baiden & 

Evans, 2021; Conneely et al., 2023; Ling et al., 2023; Pilav et al., 2022; Watson & Soltani, 

2019). There is a clear impact of internalised shame identified across participants’ accounts, 

arguably as a direct result of such consistent narratives which further endorse severe mental 

diagnosis to be unacceptable for Black women. Several participants discussed seeking help as 

not aligning with cultural norms around Black motherhood within the Black community; this 

reflects other studies indicating potentially harmful patriarchal cultural norms maintained 

within traditional Black culture may contribute towards delayed help-seeking for Black 

mothers (Adeponle et al., 2017; Nakku et al., 2016). However, for the majority of participants 

this seems broadly derived from their wider white dominated communities and healthcare 

systems, where many felt like they didn’t have the right to “complain”, or in reality, seek the 

essential help they needed, for fear of being perceived as “weak”, which would oppose such 

cultural and social norms of strength and resilience. This suggests there is a clear failure in 

the advocation and facilitation of healthcare for Black mothers, where racialised narratives 

have deterred women in seeking support. This finding reflects the broader maternal mental 

health findings for this ethnic group endorsed across location and cultural context 

surrounding help-seeking (Adeponle et al., 2017; Alio et al., 2022; Baiden & Evans, 2021; 

Conneely et al., 2023; Edge, 2011; Hoang et al., 2023; Ling et al., 2023; Nakku et al., 2016; 

Pilav et al., 2022; Sheikh & Singsit-Evans, 2020).  

Racialised mythologies can be understood in the context of the ‘differential 

racialisation’ tenant within CRT (Delgado & Stefancic, 2023). The consequences of the way 
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dominant society racialises different minority groups at different times, in response to 

shifting economic, social or political needs and events, means Black mothers can be 

potentially positioned in a way that serves the interests of the white oppressive medical 

system. Misconceptions of Black women being strong, resilient and surrounded by 

community and family support, means grave implicit assumptions are being made which 

ultimately affect the opportunity and potential quality of care provided. This highlights that 

current healthcare systems chronically require redressing. This additionally supports the 

notion that white cultural bias, whether unconscious or explicit, has become ‘ordinary’ and 

harmful. In the context of acceptance feeling increasingly challenging for racially 

marginalised women, it is clear that where there is inequity in access to postpartum 

information and support for experience of psychosis, recovery remains extremely complex 

and difficult. 

Other participants, such as Tamara, voiced experiencing racialised misconceptions 

around being the “mad Black lady”, which she felt had been embodied by her own culture, 

but also within the wider white community she belonged to and that of the white-dominated 

medical system she received care from. This was reinforced by Izara, who indicated that 

doctors dismissed her symptoms in the context that “this just happens to them”, ‘them’ 

meaning ‘Black people’. This implies detrimental stigmatising of being ‘mad’ and of being 

‘Black’, reinforces the marginalisation of Black mothers experiencing postpartum psychosis. 

It is possible that healthcare providers referring to Black mothers with psychosis as an 

ordinary and expected racial phenomenon, only serves to maintain egregious and othering 

stereotypes within broader society, and segregates Black and white mothers further within 

prominent systems such as medical healthcare. This process of understanding ‘psychosis’ as 

‘madness’, is documented as historically stigmatising (NICE, 2014; The World Health 

Organisation, 2019), and the additional layer of interpersonal and systemic racism for current 
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participants, such as Tamara, Izara and Jean in this specific context alone, is only 

increasingly destabilising within recovery. It is inevitable that Black mothers will 

consequently have severely redacted hegemonic power in these contexts, with impact on 

help-seeking and access to treatment. It is arguable these mothers have little control over such 

power in these environments, where delayed help-seeking cannot be single-handedly 

attributed to the internalisation of cultural norms and narratives maintained within Black 

culture; it is the endorsement of explicit racism within healthcare systems which majorly 

contributes to such outcomes. 

For some participants, it appeared mythologies around the “angry Black woman” felt 

endorsed where professionals elicited fearfulness, as indicated by Jean and Megan. This 

aligns with narratives that Black women cannot be vulnerable in the context of presumed 

strength and resilience. According to CRT, differential racialisation of Black women, where 

they are viewed as ‘angry’ and ‘unreasonable’, means inequity is maintained for women in a 

system where they can be continuously dismissed and devalued to serve dominant white 

culture. However, it is important to consider how anger can be perceived as a shameful 

emotion for women, particularly in the context of power inequalities such as race, gender, or 

class (Cole & Luna, 2010; Hemmings, 2012; Luna, 2010). Comparative to depression or 

sadness, anger is seen as more socially unacceptable for women comparative to men, often 

eliciting unhelpful personality labelling of being ‘difficult’, ‘less competent’, and ultimately 

less of an empathic response from others (Brescoll & Uhlmann, 2008). This was reflected in 

Kelly’s experience where she felt rejected from her friends as a result of angry outbursts, 

which were potentially received as undesirable emotions from others. The notion of rejection 

experienced by participants for their overwhelming emotions, particularly with anger, aligns 

with studies indicating pathologisation of emotions generally following the acute symptoms 

of postpartum psychosis to be increasingly isolating (Robertson & Lyons, 2003). It is 
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possible that within the context of postpartum psychosis, anger due to the isolating confusion 

about ‘reality’, in addition to the extreme sadness, is increasingly disruptive to recovery 

comparative to other postpartum mental illness, and more so for Black racially marginalised 

women. 

 Several participants explicitly referred to mental health being a “luxury for rich white 

people”, implying Black people cannot afford the luxury of support due to their ethnic 

background. This supports CRT tenants on the intersections of Black ethnicity and poverty, 

where historical oppression of social, educational and economic opportunity means Black 

people experience various disproportionate disadvantages (Delgado & Stefancic, 2023). 

Furthermore, Jean’s reflections on Western society’s view of motherhood as white and 

middle class, illustrates a broad, powerful and systemic issue, that is larger than the 

healthcare system. These systemic issues can have severely damaging effects on a Black 

mother’s wellbeing and recovery from maternal illness, potentially perpetuating the 

disproportionate barriers to accessing help, and additionally impacting their identity as a 

mother. Even for the minority of current participants which may not have considered their 

experience of postpartum psychosis or of the birth as traumatic, all felt the experience was 

undoubtedly life changing in terms of how they related to their identity as a mother. This 

finding was similar to other research where the process of understanding the experience of 

postpartum psychosis, and adjusting to and accepting the self, was considered crucial (Frank, 

1993; McGrath et al., 2013). Several studies have found there to be harm internalised within 

traditional ‘perfect mother’ roles, where mothers feel they fail to meet necessary expectations 

(Lewis & Nicholson, 1998; Robertson & Lyons, 2003). The ‘perfect mother’ concept relates 

to the current participants’ experiences around identity, not only as a mother, but as a Black 

mother. Aligning with findings in the synthesis (Adeponle et al., 2017; Baiden & Evans, 

2021; Conneely et al., 2023; Ling et al., 2023; Nakku et al., 2016; Pilav et al., 2022), the 
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patriarchal norms around motherhood are arguably internalised further for the current 

participants. This suggests the current participants’ hegemonic power is increasingly reduced 

due to explicit racism and the patriarchy in the context of ‘psychosis’ in the postpartum 

period. 

CRT, and the ‘intersectionality’ framework, proposes how multiple social identities, 

including, class, gender and race, play a role in the oppression of Black mothers (Delgado & 

Stefanic, 2023). This means that in Jean’s case, her experiences of overarching oppression 

indicate her experience of recovery from postpartum psychosis was predisposed to be 

inhibited, due to her various intersectional identities. Examining events and experiences from 

a particular individual’s perspective enables the framing of approaches to be applicable to a 

broader range of people impacted by injustice, and redacts over-simplification. However, it is 

crucial to overcome essentialism, where the search for universals means standards of care 

ultimately fail to address the needs of various sectors in populations. This implies it is 

important to consider all relevant aspects of intersectional identity when addressing the 

experiences of Black mothers. However, arguably not all aspects of motherhood as part of 

broader identity concepts are considered sufficiently within CRT. There needs to be further 

incorporation of feminist CRT ideas and colloquy when considering the patriarchal 

oppression of motherhood and how this relates to gender identity norms in the context of 

race.  

Critical Race Feminism (CRF) builds on CRT and draws insights from several 

foundational Black feminist scholars (Delgado & Jean, 2012; Forde, 2016; Forde & 

Airhihenbuwa, 2018; Solorzano, 1997; Zamudio et al., 2010). CRF offers a more nuanced 

explanation for the experiences of Black postpartum women, with greater discussion of how 

motherhood intersects with other social identities. Similarly to CRT, CRF depicts racism as 

‘ordinary’, or greatly embedded within every-day interactions, social structures and 
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institutional systems, including healthcare. CRF supports the notion that race is a socially 

constructed label, which racially differentiates various groups in society, creating a hierarchal 

system which serves the dominant white group.  Structural determinism serves as a core 

principle which highlights how inequities within current policies and services are sustained 

on a systemic level. CRF additionally draws on feminist bell hook’s ‘Centring at the margin’s 

theory’ (hooks, 2014), which proposes that for any defined group, particularly when 

considering power, influence and control, there is a centre and a margin, whereby the centre 

has higher power, influence and control than the margin. This theory indicates that it is the 

power of exclusion which defines and separates the centre, and it is this which retains the 

power for the centre; in other words, the dominant white and privileged group. Furthermore, 

it is the responsibility of the centre to have awareness and to move out of this position. This 

suggests that, regardless of discussion around the responsibility residing with the margin, or 

in this case the oppressed Black mothers with postpartum psychosis, to improve their access 

to support and treatment; it is the responsibility of the larger, more powerful and oppressive 

white group which controls various systems including healthcare. Aligning with Bell Hook’s 

developments, other tenants to CRF, are that action and commitment is required to eradicate 

racial inequity, and that counter-narratives must be utilised as a tool to challenge negative 

stereotypes and schemas. Simultaneously, CRF indicates that privileging the voices of 

historically marginalised individuals is also crucial. These ideas allow for greater reflection 

around current participant experience of racialised mythologies and narratives, in the context 

of social environment and healthcare interaction.  

However, the process of becoming a mother is majorly and inevitably affected within 

the context of ‘psychosis’.  The negotiation of identity norms in relation to motherhood are 

required for Black mothers in the context of severe psychological distress, where space must 

be given to how identity is experienced and impacted within the extremely unique experience 
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of postpartum psychosis. Whilst CRF enables space for thinking about how current 

healthcare systems oppress Black women in the postpartum period; there is room for 

expansion on how motherhood relates to various intersectional identities within the dynamic 

‘reality’ shift of ‘psychosis’. Arguably, understanding ‘psychosis’, the associated severe 

psychological disruption, and how this can be mediated by the constructions of race and 

racism in not just recovery, but in the development of this illness, requires further discussion 

and advancement of feminist ideas. 

The majority of participants had no prior knowledge of ‘psychosis’; they had 

extremely limited personal and social resources, and all felt this hindered recovery. Despite 

this, participants were able to comment on how having the support from a relative or partner 

essentially helped them in the longer-term recovery, aligning with Alio et al. (2022) and the 

systematic review by Forde et al. (2020). Participants highlight how having someone with 

aligning values, for instance in Kelly or Auroras’ cases, their faith and attending church, were 

the factors which ultimately helped them overcome the barriers to help they experienced and 

the intense isolation and withdrawal. This indicates how powerful having an advocate with 

shared values and cultural background can be for mothers recovering from postpartum 

psychosis, and how this can mediate a lack of knowledge about the illness, and reduce 

stigmas around accepting and accessing support as impeding barriers. As a variation of this 

theme, Lorna, who had support but felt there was a lack of emotional understanding and 

validation, appeared to embody power by becoming her own self-advocate. However, Lorna 

was able to reflect on how her occupation offered personal resources in the form of prior 

knowledge about ‘psychosis’. Regardless, Lorna was able to reflect further, and describe how 

she felt she wasn’t listened to or heard in asking for help with a psychiatric assessment. She 

waited for “hours and hours” for an assessment, leading her to wonder whether “insight” was 

beneficial in this instance, and whether her race played a role in being taken seriously by 
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predominantly white doctors. In the context of Black mothers experiencing marginalisation 

from the oppressive dominant white society, having a significant other with shared cultural 

beliefs and values appears crucial for validation, connectedness and acceptance. This builds 

on the findings in the existing review on the power of a significant other in recovery from 

postpartum psychosis for white women in Western settings (Forde et al., 2020). With this in 

mind, it would still be critical for assumptions about racial stereotypes to not be made in 

relation to values and cultural norms; for instance, in regards to Black mothers being 

religious or attending church. The current participants convey mixed adherence to a spiritual 

faith (in the current study context this was identified as Christianity), indicating spiritual or 

religious values are not applicable to all Black women and communities, particularly in 

Western settings where identity is likely more complex due to women potentially identifying 

with dual cultures. Consequently, negotiation of individual personal values is crucial within 

healthcare provision and further research exploring identities in the context of race is 

required.  

All participants spoke about the importance of community in creating a validating 

space to feel heard and understood within recovery. Of those that had been able to access 

local community groups, mostly for Black mothers, many found the shared identity and 

shared lived experience as essential dual components to feeling secure and safe within 

support. This finding is consistent with previous studies which indicate a community 

approach helpful within the postpartum period for Black mothers (Edge, 2011; Nakigudde et 

al., 2013); however, contrasts with the finding that Black postpartum mothers preferred 

mono-ethnic community groups (Edge, 2011). The current findings suggest cohesion and 

acceptance require connection to identity within community groups for postpartum psychosis 

specifically. This is particularly the case for those that already feel a lack of connection or 

acceptance within their current communities and wider systems. This interestingly highlights 
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that shared identity norms within lived experience community groups may be more important 

for Black mothers with experience of ‘psychosis’ in the postpartum period, comparative to 

Black mothers experiencing postpartum ‘depression’, or other less uniquely severe and 

arguably detrimental maternal mental illnesses. This could be due to the predominant element 

of ‘reality’ change, confusion, and disconnect, within ‘psychosis’, opposed to alternative 

features within ‘anxiety’ or ‘depression’, where ‘reality’ is less affected. 

Participants’ representations indicate the Black motherhood community groups 

symbolise and advocate interpersonal and multi-systemic power for Black postpartum 

women. The researcher noticed how personal power and strength felt embodied by 

participants within the interviews, as they spoke about how their stories had helped other 

Black mothers who had experienced postpartum psychosis. This aligns with the literature 

indicating posttraumatic growth to be an extremely helpful part of recovery from postpartum 

psychosis for white and non-minoritised women, as this promotes resilience and 

connectedness to others, and offers immense value to those with lived experience in various 

stages of recovery (Wyatt et al., 2015). Furthermore, posttraumatic growth seems 

increasingly important for mothers that may feel racially marginalised, where connectedness 

to others with shared identity and experience is crucial in the context of isolation and 

rejection due to being Black. This aligns with findings in the synthesis for Black mothers 

with a range of postpartum mental health difficulty (Alio et al., 2022; Edge, 2011; Nakigudde 

et al., 2013; Pilav et al., 2022). Those that did not have access to any experience of 

community support, still acknowledged that this would have been helpful if it were possible. 

Despite the clear benefits of a community approach, the current findings indicating 

participants experienced and continue to experience multi-systemic, interpersonal and 

unconscious racism, suggests community support alone is insufficient to improve recovery 

for these women. Racism, and its many forms, clearly reduces Black mothers’ hegemonic and 
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personal power in their recovery from postpartum psychosis, and arguably more so for 

women without any community support. The implication is that it is the egregious systems, 

including medical healthcare and racist narratives, behaviours and culture, which requires 

immediate redressing for significant change in Black mothers’ recovery experiences from 

postpartum psychosis. 

 

5.2 Critique of Methodology/Design 

A key controversial limitation of this study, is that the researcher is a white middle 

class woman that is not a mother. This is with the aims and the study content in mind: Black 

mothers’ experiences of a severe and debilitating postpartum mental illness (postpartum 

psychosis), and how their experiences were impacted by implicit and explicit racism within 

the care received from white-dominated medical systems and the wider communities they 

belonged to. Arguably, the researcher symbolises the oppressive white dominant group that 

many participants voiced feeling marginalised by, and which immensely impacted their 

recovery. This essentially reflects the inequities participants are describing, such as 

predominantly white healthcare providers and researchers, where there is a lack of shared 

identity and understanding. The researcher aimed to manage this by maintaining a reflexive 

journal throughout the process of the study, and being explicit about their own cultural and 

personal position as a white woman, and their aims and reasons for conducting the study, 

with the hope this facilitated a safer space for participants to tell their story. However, this 

issue reflects the broader systemic issue participants describe, and cannot be resolved with 

reflexive thinking alone. 

The researcher made every effort to contact various charities and third sector 

organisations for postpartum mental health, including organisations which focused on the 

experiences of minoritised ethnic mothers and families. Unfortunately, only one organisation 
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was able to collaborate with the study, primarily due to lack of resources or capacity. The 

researcher had initially aimed to co-produce the interview questions and ethical 

considerations, to enable Black mothers’ with lived experience to share their voice in the 

development of the methodology and study design. However, this was not explicitly possible 

within the timeframe for data collection and analysis, meaning that essentially, the study was 

unable to be co-produced. The researcher managed to discuss recruitment ideas within a 

meeting with their collaborating charity, which included one charity member with lived 

experience and that identified as Black, meaning there was some input from individuals that 

reflected the ethnicity and experience of participants. However, potential cultural and 

personal biases surrounding race and motherhood could have impacted how the researcher 

phrased the questions, facilitated the interviews, and interpreted the findings. With co-

production in mind, the researcher hopes to disseminate the findings to the participants of the 

study, and utilise the implications highlighted within interviews to disseminate to Black 

communities and families through word of mouth, maternal mental health conferences, and 

private and NHS maternal mental health services. 

The researcher maintained every effort to openly reflect on their cultural, social and 

personal position throughout the study and specifically within interviews with participants. 

However, this doesn’t exclude the fact that they represent a lack of diversity, which 

participants specifically identified as unhelpful in healthcare. It is possible that participants 

felt this within the interviews, and this potentially impacted their accounts and capacity to 

feel comfortable and understood. Despite this issue, participants appeared to respond to 

questions and provide rich and detailed, and ultimately, very personal stories within the 

interviews, offering much clinical relevance and importance for healthcare policies and future 

research. This suggests that communicating of cultural position and open reflexivity can help 

with offering an emotionally safe space for feeling heard for some. The researcher noticed 
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how participants embodied the power in telling their story, particularly for those that 

identified as feeling marginalised, in the context of being ‘lost’ or ‘not listened to’. This 

implicates that there needs to be space offered for support and emotional validation despite a 

lack of cultural and social diversity, but with cultural difference and an individual focus 

always held in mind.  

The researcher noticed how it was extremely difficult to recruit participants in the 

initial months of data collection. Arguably, this could have been because the researcher did 

not share potential participants’ ethnicity or any part of their lived experience. The initial stall 

in recruitment led to amendments of the ethical application, to expand the inclusion criteria 

from specifically ‘postpartum psychosis’ to ‘postpartum mental health difficulty’, to increase 

participation. Arguably, creating a broader label for postpartum mental health difficulty 

within the criteria, enabled participants that potentially felt ostracised and rejected for their 

diagnosis or symptoms, to feel more able to come forward. This indicates the importance of 

reflecting on how ‘diagnosis’ is positioned and how diagnostic labels may be experienced. It 

is possible that the manner of how the inclusion criteria was initially positioned inhibited 

women reaching out. It is also possible that the women that did reach out and that had not 

accessed healthcare, would not have been given an official diagnosis of postpartum psychosis 

had they been formally assessed. This suggests that this study may not reflect the experiences 

of some Black mothers with a formal psychiatric diagnosis of postpartum psychosis. 

However, in the interest of reaching mothers that had not accessed care, likely due to the 

multifaceted complex dynamics surrounding cultural norms, discrimination and racism, and 

impaired access to and experience of healthcare treatment, the researcher felt it was essential 

that mothers without a label should be included. The hope was this could increase 

understanding about why access was impacted for these individuals, and ultimately this 

informed the implications for this study. This was with the additional view to remove the 
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critical focus from the marginalised individual, and explore what can be changed within 

current service culture and improve the current statistics for Black women (Anderson et al., 

2017; Anderson et al., 2019; Cooper et al., 2007; Edge, 2011; Prady et al., 2013; Prady et al., 

2016; Womersley et al., 2021). 

One strength of the study is the number of participants that were recruited, and the 

‘thick description’ that arose during the interviews (Lincoln & Guba, 1985; Seale, 1999). 

Whilst some participants did not explicitly share experiences of discrimination in their 

recovery from postpartum psychosis, the majority did experience this, and those that did 

offered extremely co-operative, in-depth and iconic narratives and reflections, with clinical 

relevance and importance, aligning with ‘thick description’ as a potential positive resulting 

from IPA (Lincoln & Guba, 1985; Seale, 1999). However, it is possible that the sheer number 

of participants meant there was less capacity for in-depth interpretation and analysis of the 

findings, and a smaller sample might have been favourable for this methodology, particularly 

given the limited timeframe. Regardless, IPA has been broadly used with varying approaches 

and methods, supporting the benefits of variable flexibility around sample size and design, 

which additionally aligns with the assumption that IPA does not claim to be superior in its 

stylistic in-depth interpretation of data, similarly to other qualitative analyses. Due to the rich 

and invaluable description elicited from the findings and substantial clinical and structural 

implications, this adaption of IPA was arguably appropriate for this study, and it is thus 

reasonable to presume that ‘thick description’ did evolve from the data and that the amount of 

participants’ included was helpful. 

The sample consisted of participants that identified primarily as Black British, or 

Mixed Race (Black and White ethnic background). All participants were asked which 

ethnicity they identified with, and the majority responded with Black British. Most 

participants reported identifying as either Black African or Black Caribbean within the Black 
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British category, however, further cultural difference was not explored. Gaining a more in-

depth understanding into participants’ ethnic background would have been helpful to 

ascertain cultural differences within participants’ experiences. Whilst the study aimed to not 

‘other’ minoritised ethnic women by including a range of ethnic backgrounds, by ignoring the 

difference in cultural features for Black mothers overall, could potentially be experienced as 

othering for participants. Future research should aim to explore cultural difference more 

explicitly to negate potential assumptions and biases around Black culture and avoid othering 

of this ethnic group within this clinical field. 

The majority of the sample of participants were married or co-habiting, meaning only 

one participant was divorced. There are immense challenges single mothers face, and the 

statistics indicate prevalence of single motherhood for Black women (Census, 2011). It could 

have been helpful to explore the impact of this further, although this could have arguably 

justified a separate study.  It is possible that the participants in this study experienced greater 

support from a significant other than is reflective of this population, meaning the experiences 

may be considerably variable for women without partners. 

There was considerable variance in the recovery timeframe for participants. Arguably, 

this enabled a richer insight into recovery experience across time for a range of participants, 

facilitating understanding into the difference in access to help and what delayed help-seeking 

for this population. However, a greater timeframe could mean that participants were in 

extremely varied positions in their recovery and this impacted their recollections, and how 

they related to the experience and the overall impact. Despite this, the commonalities across 

participants’ accounts and the rich description that arose from participants with varying 

recovery timeframes, indicates that the experience is something that was impactful, and 

arguably unforgettable, regardless of timeframe since the experience of the positive 

symptoms of ‘psychosis’. Furthermore, the findings indicate that women’s experiences of the 
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‘system’, the associated racialised structures that maintain such systems, and even becoming 

lost, or dismissed within the system, was far more a prevalent issue, regardless of the 

timeframe in recovery since the experience. This suggests that exploration of experience of 

racialised healthcare systems is predominantly important comparative to time since onset of 

postpartum psychosis or other postpartum mental health difficulty. 

The assumption that pharmacological intervention would be the most helpful 

approach, in connection with existing literature that emphasises the requirement for Mother 

and Baby Units, remains controversial for minoritised ethnic mothers (Cazas & Glangeaud-

Freudenthal, 2004; Connellan et al., 2017; Gillham & Wittowski, 2015; Green et al., 2016; 

Jones & Smith, 2009; NICE, 2018). However, the fact that participants identified a 

community based approach as helping them reach a turning point, such as with having an 

advocate with shared values that helped them re-access their faith (for those that identified 

with a faith), community and wider social network, which additionally aligns with what has 

been found helpful for Black mothers within postpartum mental illness recovery more 

generally (Edge, 2011), suggests that the current standard recommended medical treatment 

may not be as broadly applicable across ethnic groups as findings typically suggest. The 

literature which currently informs clinical practice and intervention are based upon Western 

samples of white, middle class, and educated women that are typically in a financially and 

practically privileged position to participate in research, meaning that such studies potentially 

reflect what is helpful for these populations, without consideration of ethnically diverse 

women in different sociocultural positions. It is possible that facilitating greater access to 

medical healthcare systems might not be helpful for some Black mothers, in instances where 

medication is actually unhelpful and might hinder recovery, which several participants 

indicate. Thus, incorporating understanding of personal and cultural difference within support 

when offering systemic and medical intervention is vital to providing the most helpful 
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recovery experience for mothers, regardless of the statistics and culturally and socially biased 

literature and current UK treatment recommendations. 

 

5.3 Clinical Implications 

The interview schedule consisted of questions which enquired about participants’ 

thoughts and views around what could be improved within perinatal healthcare, and 

specifically what could be improved or changed to meet the cultural needs of Black mothers 

in the postpartum period. The following implications are based upon participants’ answers 

and narratives in response to these questions, and ultimately offer recommendations for 

reaching equity in recovery from postpartum psychosis for Black mothers. 

 

5.3.1 Increasing Available Education 

The first implication identified is improvement of available education around 

postpartum mental health, including postpartum psychosis. The majority of participants 

reported having no prior awareness or knowledge of such a severe postpartum mental illness. 

This meant that, for most participants, the early signs and indicators of them becoming 

unwell were likely missed or misunderstood. Some participants felt their experience must be 

‘normal’ or typical for first-time mothers. Others felt dismissed by healthcare providers, 

where they weren’t believed or taken seriously, leading them to question their symptoms. 

Whilst much of these elements were felt and depicted to be racialised experiences; 

participants’ descriptions suggest a lack of awareness of the crucial indicators within the 

healthcare systems and from the providers they received care from. Improved training for 

healthcare providers is essential, and whilst recent literature and systematic reviews on 

recovery experience from postpartum psychosis do highlight the importance of this, alongside 

incorporating social context and systemic factors within formulation (Beck, 2022; Dolman et 
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al., 2013; Doucet et al., 2012; Forde et al., 2020; Heron et al., 2012; McGrath et al., 2013; 

Roxburgh et al., 2022), there is clearly a dearth of knowledge and training for clinicians in 

current healthcare systems about postpartum psychosis specifically, and this is an on-going 

systemic issue.  

Many participants indicated education around postpartum psychosis and maternal 

mental health generally needs to be more readily available in society, potentially starting in 

school for students. This is arguably justifiable give the statistics for the proportion of women 

impacted by postpartum psychosis (Howard, 2014; Jones et al., 2014; Royal College of 

Psychiatrists, 2023; Vanderkruik et al., 2017), regardless of the large quantity affected by 

postpartum depression and other perinatal mental health difficulties (Maternal Mental Health 

Alliance (MMHA), 2023). Improvement in wider educational systems would mean a wider 

population of people could be more aware of postpartum illness, recognise the dangerous 

signs of health deterioration, and have a greater understanding about the support available. 

This could ultimately reduce the risk of mothers becoming so unwell, improve recovery and 

negate the devastating impact on the individual, infant and family members or significant 

others. 

Besides the symptomology of postpartum psychosis, participants indicated how 

cultural difference needs to be more holistically incorporated into education in schools and in 

healthcare provider trainings, with specific reference to the devastating statistics on maternal 

health outcomes for Black mothers and infants (Anderson et al., 2017; Anderson et al., 2019; 

Edge, 2011; Prady et al., 2013; Prady et al., 2016; Womersley et al., 2021). Participants 

(Lorna and Jean) reported that they felt conscious that they were more likely to die in hospital 

giving birth comparative to their white counterparts; yet felt no real acknowledgement of the 

greater risk they faced within their care comparative to their white counterparts. This 

indicates that, even before Black mothers are required to navigate difficult healthcare 
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relationships and even racism within their postpartum care, they are already discriminated 

against. Participants reported greater education on the statistical outcomes for Black mothers 

is essential for healthcare providers in a range of professional modalities. Participants felt that 

all professionals within their care should have awareness of the risks they faced and the 

literature. Participants identified that there are no Black people in the literature, no images, no 

written experiential stories, and no applicability to their ethnic background, which only 

further negates the possibility of cohesion and validation. Provision of standardised 

information around the risks and outcomes associated with postpartum psychosis and being 

Black, feels reasonably achievable to offer within trainings, and participants insinuated hope 

that this might encourage clinicians to be more perceptive and open to symptoms and the 

associated socioeconomic and ethnicity-related risks. However, such information is only 

recently emerging as generically visible to mothers, and arguably this visibility is not 

sufficient, particularly for minoritised mothers which are directly affected. 

Whilst postpartum psychosis is considerably less common as a postpartum mental 

illness, participants reported that the devastating outcome and systemic impact needs to be 

prioritised over the presumption that postpartum psychosis is ‘unlikely to happen’. 

Participants strongly voiced the need for healthcare practitioners to inform all mothers of the 

risks, and increased risks where necessary and applicable, for Black women. Participants 

acknowledged that whilst this information about the risks and symptomology of postpartum 

psychosis could understandably be frightening for some mothers, the consequences and 

impact is far worse, indicating a vital need for consistent provision of this information. 

Participants described the importance of including information around the routes to recovery, 

what treatments were available, and how to practically access these. This suggests that there 

is a crucial need for clear pathways around how to access medical treatment, including 

psychiatric assessment, psychological therapy, community groups, and availability of 
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appropriate services relevant to location. Participants broadly indicated the need for earlier 

provision of information within their journey of motherhood, starting in the prenatal period, 

or at least during antenatal classes. Earlier provision of such information would mean greater 

time for participants to process the risks and outcomes, as well as what treatment would be 

available to them, ultimately improving treatment access and recovery experience. More 

widespread information provision about postpartum psychosis and the support available 

could help normalise the experience and in receiving such a diagnosis. Furthermore, this 

could help challenge the associated stigmas around postpartum psychosis.  

Participants described the importance of providing postpartum education around 

postpartum psychosis for Black families and communities. This feels particularly relevant 

where participants identified feeling ostracised due to their race. The lack of trust towards 

healthcare providers and subsequent segregation and marginalisation many participants 

described, could be reduced with culturally sensitive and psychologically helpful information 

that connects Black mothers and communities to available healthcare. Participants spoke 

about the importance of utilising social media platforms within relevant Black motherhood 

groups, and clinicians/researchers/advocates attending such groups in person to provide 

information. Many participants described hearing about community groups through friends or 

family members, indicating that information could be subsequently passed on from the 

original group attendees. Increasing access to education feels imperative for Black mothers, 

as reaching equity can only feel possible with necessary relevant information provision. 

 

5.3.2 Challenging Racial and Social Discrimination in Healthcare 

The second implication identified is to challenge racial discrimination within 

healthcare. Participants voiced that this could be implemented by greater representation of 

Black individuals, communication of being an ally from white groups within healthcare, 
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making transport to healthcare affordable, and actively challenging stigma through 

advocating different narratives around equity. Participants felt that the narrative around 

mental health and mental health treatment is that they don’t belong to such systems, which 

prioritise and privilege white and socioeconomically advantaged people. Improving 

opportunity for diversity and minoritised ethnic representation could help challenge these 

concepts that feel endorsed by the dominant system. Participants voiced this would be helpful 

across professional modalities, offering a message that racially and socially oppressed people 

are recognised for their worth and abilities. There is yearly increase in representation of 

minoritised ethnic groups in across professional modalities within the NHS (NHS Workforce 

Race Equality Standard Report, 2022); however, meeting a necessary sociodemographic 

quota (which is arguably still not equitable and remains oppressive for racially minoritised 

groups) across organisations is not enough in changing the narrative, although it is a start. 

Consequentially, current policies’ attempts to be more representative clearly requires on-

going review and constructive critique so that it does not merely become performative. 

Increased fostering of further connections, dialogue and partnerships between ‘bottom up’ 

community movements and mainstream services, in addition to ‘top down’ policy 

interventions is required to bridge the understandable lack of trust and convince Black 

mothers that they will be heard, understood, supported, and appreciated. 

The communication of being an ally was deemed crucial by several participants, who 

identified this is particularly important in rural locations where there is less diversity and 

arguably higher levels of unconscious racism and lack of cultural competency across systems. 

Regardless of lower levels of diversity, Lorna argued that she still felt there was inadequate 

Black representation within her healthcare that still did not reflect the lower levels of 

diversity where she lived. This suggests that despite an increase in overall representation 

across the NHS and private organisations, this still may not be accurately reflected across 
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sociodemographic locations in the UK. Consequentially, communication of being an ally 

could help challenge the lack of equitable representation, at least in the interim for such 

processes to be facilitated. Participants argued that healthcare provider communication of 

social and cultural position, knowledge of the statistical risks and inequities Black mothers 

face, and cultivation of cultural and personal difference (coming from a non-expert position), 

could help improve healthcare provider and service user relationships and build trust and 

connection. This is particularly relevant for clinicians facilitating longer-term therapeutic 

interventions for mothers recovering for postpartum psychosis. Whether clinicians 

communicated this explicitly to participants in the current study, was largely controversial, 

indicating how communication of allyship is facilitated likely lies within the clinical 

judgement of the healthcare provider and the nature of their relationship with the service 

user/mother. Other means of communicating allyship that participants communicated, could 

be practically, such as with posters in offices/clinics or badges on clinicians’ clothing. This 

suggests that even simple practical changes in how clinicians present in the clinical room 

could have a strong impact on the therapeutic alliance, and how this makes a positive 

difference to treatment experience across professional modalities. However, it is arguably 

easier to facilitate advocacy of equity in regards to communication of being an ally, for 

therapists, who typically reside in less fast-paced and chaotic environments, comparative to 

medical teams in hospitals and Mother and Baby Units, where there is significant pressure to 

make quick clinical decisions around rapid health deterioration and high risk. This highlights 

that there needs to be a culture shift in communication of equity across teams and services, 

likely coming from managers and other high-up professionals in power, thus utilising a top-

down approach required within services and teams more broadly, stakeholders, and policy 

makers. This further implicates the issue of a lack of visibility of ethnic diversity, or of 

women that represent minoritised ethnic backgrounds within leadership roles, and how this 
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matter ultimately comprises a certain message which infiltrates throughout current healthcare 

systems to the lower levels of professionals. 

Participants identified the importance of the alignment of values with significant 

others’, synchronous with previous studies that indicate a community-based approach, which 

incorporates cultural and personal values to treatment, to be broadly helpful (Baiden & 

Evans, 2021; Declercq et al., 2021; Edge, 2011; Watson & Soltani, 2019). Clinicians would 

need to be aware of this evidence and the importance of incorporating cultural and personal 

values to mothers’ support packages. It would be important for clinicians to not make 

assumptions about these aspects, based on little knowledge or racialised stereotypes, or this 

could essentially be detrimental to treatment. Additionally, facilitation of various cultural 

identity tools or measures might be one way of addressing this in a standardised fashion. 

Ultimately, adhering to an open, flexible and compassionate approach whilst being curious 

about individuals’ personal and cultural experiences and what could be helpful is important. 

Furthermore, such an approach could positively reduce the inevitable power imbalance 

between healthcare providers and service users, and hopefully empower the mother and 

family. 

Challenging stereotypical narratives and racism feels more difficult to explicitly 

manage. Whilst further training on implicit and explicit racism, intersectional discrimination, 

and the impact of this, feels imperative; it is arguably harder to implement on the floor, with 

personal factors, biases and assumptions widely dependent on the individual healthcare 

provider and team culture. Various literature identifies how organisational defences, that can 

easily manifest in NHS services where there is a high level of stress, clinical and social 

difficulty, and complex trauma, can mean there is a culture of resistance (Lowe, 2018). Even 

if access to healthcare is improved, discrimination is difficult to challenge on an 

individualistic basis. However, findings that suggest a top-down approach for managing 
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workplace challenges and stressors, staff burnout and mental illness, and lack of funding and 

resources, could help begin to challenge the broader systemic issues within services. It could 

be helpful for team managers to consider the service and smaller team culture, and what 

needs to be changed to improve equity and empower minoritised ethnic service users, 

including Black mothers, with the psychological and systemic needs of staff in mind. 

 

5.3.3 Dissemination of Shared Lived Experience and Identities 

The third implication identified is the importance of sharing lived experience of 

postpartum psychosis within communities, including Black mothers and their closer systems, 

to improve connection with a shared identity. Additionally, disseminating information and 

the research to marginalised communities, medical healthcare systems and policy makers is 

crucial. All participants reported the need for mothers with experience or diagnoses of 

postpartum psychosis to share their stories. Some participants felt this was essential whether 

mothers’ stories were positive or negative, to enhance understanding and promote positivity 

and hope in recovery. Aligning with posttraumatic growth implicating great benefits for the 

individual and wider group (Alio et al., 2023; Edge, 2011; Nakigudde et al., 2013; Pilav et 

al., 2022; Wyatt et al., 2015), this suggests that sharing to help others in their process of 

recovery is vital in recovery from postpartum psychosis for minoritised ethnic women. Some 

participants spoke about mothers facilitating this through the use of social media platforms, to 

reach a greater number of people. In the context of participants experiencing marginalisation 

due to their race, class or financial situation, shared identity was also felt to be important, 

specifically regarding ethnic background. Participants considered cultural difference in 

beliefs, lifestyle, values and faith to be significant, as well as the mutual understanding of the 

risks, discrimination and difference that can accompany being Black in a segregated and 

ostracised community and society for many. Promoting increased awareness and access to 
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Black motherhood community groups is therefore important, with participants’ accounts of 

the benefits of such groups and the existing literature providing a substantial evidence base to 

support this (Baiden & Evans, 2021; Declercq et al., 2021; Edge, 2011; Watson & Soltani, 

2019). The hope is this would promote the essential experience of validation of mothers’ 

experiences of postpartum psychosis, helping them process the inevitable loss and 

debilitating emotions that can hinder recovery (Di Florio et al., 2013; Forde et al., 2019; 

Heron et al., 2012; Robertson & Lyons, 2003), and lead them to feel appreciated and 

accepted in the context of racial marginalisation. 

Challenging the stigmas associated with motherhood and particularly with being 

Black in relation to help-seeking as a mother, is vital for recovery. Participants indicated the 

importance of disseminating the research around postpartum psychosis to marginalised 

communities and specifically Black motherhood community groups. This was with the hope 

to provide information about clear pathways to support and treatment, and education around 

the symptoms and available appropriate intervention. Additionally, participants felt 

promoting understanding of studies on what has been found to be helpful, i.e., the role of 

significant others as advocates, and a community based approach, could normalise mothers’ 

experiences.  However, it would be important to consolidate the severe and potentially 

devastating impact of postpartum psychosis and also offer choice in their treatment. 

Interestingly, several participants voiced how they feel that ‘discrimination’ is incorrect with 

reference to the endorsed cultural norms around Black motherhood that feel maintained 

within Black communities, such as around help-seeking and psychiatric care being for the 

white privileged. Participants described how it is a lack of awareness, due to lack of available 

information and inaccessibility to services. Whist this unanticipated finding does not align 

with the research aim, and was hence not included in the findings, the reasons behind this 

suggestion from participants indicates it is inherent to consider within the context of the 
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implications, further supporting the use of appropriate language when disseminating 

information to help support Black communities, where cultural norms must be considered 

compassionately within facilitation of information. 

This aligns with CRT argument, indicating that racialised segregation can mean it is 

impossible for Black mothers to access the necessary information and support (Delgado & 

Stefanic, 2023). The hope is that increased dissemination of the research that is directly 

applicable for Black mothers and families, could help to challenge some of these stigmas 

surrounding postpartum psychosis. This could also bridge the gap between what is available 

and helpful for white and for Black mothers and families, increasing equity within healthcare 

by improving Black representation. 

Participants felt that it was crucial to disseminate the research to various healthcare 

organisations and policy makers, to inform those with the overarching power to change and 

improve service design and structure about cultural difference, and on-going racism and 

discrimination, which severely inhibits access for many Black mothers. Ideally, offering 

space for mothers with lived experience to share their stories directly would empower those 

which have felt silenced for so long, and likely be the greatest form of inspiration for others 

which have experienced marginalisation to speak out and to access help. Increasing the 

amount of experts by experience individuals within healthcare systems to inform service 

design is important. Critically, there needs to be a shift in how experts by experience are 

embedded and utilised within healthcare services to inform service design, opposed to 

serving dominant white power (Flinders et al., 2016; Thomas-Hughes, 2018). Just meeting 

the quota for including lived experience is not enough; there needs to be substantial change in 

how co-production is facilitated for the benefit of minoritised ethnic groups, with culturally, 

racially and socially diverse input cultivating real change. 
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5.4 Self-Reflexivity 

I have noticed how my position has been variably influenced throughout the process 

of this study. The difficulties in initial recruitment highlighted for me the barriers to 

connecting with people that may feel racially marginalised, and how my own cultural, racial 

and social position may have impacted this. This primarily ignited feelings of guilt around 

my own white privilege, and how I represent the oppressive dominant white society. I found 

myself reflecting upon my own personal motivations for the study, and what I hoped to 

achieve with the potential clinical implications. My initial literature review and experience of 

working within perinatal mental health services is what led to my interest and passion for 

challenging healthcare inequities in the postpartum field. At times, I felt I should not be 

investigating the experiences of Black mothers, without any shared lived experience of 

postpartum psychosis, motherhood, or identification as a Black woman. The experience of 

challenges within initial data collection felt reinforcing of such feelings. I started to think 

about ‘white guilt’ and how this potentially was playing out, and how much of this was 

systemic, or my own personal feelings and beliefs influencing the processes at play in the 

interviews and throughout the study procedure. Whilst this initially all felt relatively 

disheartening, I found taking such feelings to supervision was helpful, as I noticed there was 

something about naming things explicitly that felt important in order to proceed. 

As I progressed with data collection, and had the privilege of hearing women’s 

stories, some of which were considerably traumatic, I noticed how I began to embody a sense 

of responsibility for being part of a shift in research that empowers marginalised women. I 

noticed how, I often felt very angry or very sad at the end of interviews, where I noticed my 

own embodiment of the countertransference within the interviews; women were often very 

sad or angry when communicating their stories. Women that elicited compassion despite 

experiences of racism; I noticed felt particularly difficult to receive, with the inequity 
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experienced by the women of this study feeling intensely visceral. This left me sincerely 

hoping that my interpretations of the findings would adequately encapsulate women’s 

accounts. At times, I noticed discomfort within the interviews, and an awareness of the 

difference which separated me from the women. This was in addition to, what I experienced 

as, an uncomfortably significant power imbalance. This led me to reflect how this discomfort 

must be broadly experienced by these women, throughout their lives, regardless of the 

debilitating experience of postpartum psychosis. The power that came from women’s stories 

felt imperative to be shared for equity to be addressed and women’s voices to be heard. I 

noted how change can feel overwhelmingly challenging to implement, and how my cultural 

and personal position could impact how the study is helpfully disseminated and received by 

others. This led me to think about what ‘allyship’ may actually mean, and how whilst I was 

seeking to embody this, I had to recognise this is not something I could self-assign. My hope 

is that the kindness and authenticity that transpired throughout women’s accounts will 

increase dissemination of these findings, thus facilitating power for this group. Furthermore, I 

hoped that dissemination of the findings would provide a platform to be heard systemically 

for the women that participated, rather than highlight academic achievement for my position 

as a researcher and clinician.  

I thought about how during interviews, reflecting on the concept of ‘acceptance’, 

whether this was within women’s experiences, their diagnosis, or within their communities 

and systems, felt challenging. Reflecting on how racialised treatment and, ultimately, various 

forms of racism, significantly impacted the process of acceptance, led me to think about how 

women’s experiences still felt extremely raw and debilitating, with a long-lasting effect. I 

realised I essentially felt angry about the racial discrimination and marginalisation these 

women had experienced, and I wanted to make a difference where possible. 
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I reflected how my perception of qualitative and collaborative research has evolved 

since I started the study, and how there is a need to be flexible within research aims and 

objectives, which can inevitably evolve from the data. The importance of collaboration with 

women with lived experience, was also highlight for me throughout the process of the study. 

I learnt to acknowledge how collaboration, and essentially co-production, is understandably 

difficult given the cultural and racial dynamics that play a complex multifaceted role in this 

research, and with the time and practical constraints I had to work with. Moving forward, I 

hope to utilise clinical judgement and my experience of the interviews to managing potential 

discomfort around difference and marginalisation when working with minoritised groups, 

whether this is within clinical or research-based work. I hope to be able to work with lesser 

time constraints in the future, so as to increase working collaboratively, and with hopefully an 

increased chance of co-production. 

Reflecting on my own personal and cultural position as the researcher, additionally 

led me to reflect on the concept of ‘neutrality’, and think about phenomenology in relation to 

this research, and how it felt so important to acknowledge the impossibility of neutrality 

within this study, where race and cultural background felt so prominent to the themes and 

research aims. This experience of adhering to an interrogative interpretative 

phenomenological analysis, opposed to descriptive, enabled me to feel sure this was the most 

helpful approach for the analysis within this study, and potentially for future similar research 

moving forward. I was left wondering, however, if some level of bracketing did occur; for 

instance, whether I automatically bracketed myself out due to the colour of my skin and 

relating to myself as racially privileged. I now feel that bracketing is not truly discrete, and 

there is some overlap when working with people and interpreting relational processes and 

interactions as to how interpretive one can be, and how much personal factors can be 

separated. 
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Within my literature review and synthesis, I made a choice within which elements to 

focus on with my research aims in mind. There was a significant scarcity of studies exploring 

Black mothers’ experiences of postpartum psychosis specifically, which meant I had to 

expand my inclusion criteria and examine studies which included Black mothers’ experiences 

of postpartum mental health difficulty more broadly. Some of these studies included women 

which had endured psychosis of some nature within the postpartum period, but it was not 

always clear which participant, from which identified ethnic background, had gone through 

which particular mental health experience, and whether this was diagnosed or self-reported. 

This meant that it was challenging to ultimately infer how much of the difficulties reported 

from such studies could be attributed to Black women specifically. This could arguably mean 

an element of othering was involved within interpretation of experience from minoritised 

mothers generally within postpartum psychosis. I was left wondering whether I should have 

chosen to focus primarily on mothers’ experiences of postpartum psychosis specifically, with 

the gap in the literature around Black mothers’ experiences, and other minoritised ethnic 

mothers and groups’ experiences, as a highlighting factor to pursue my current research. 

However, I felt that due to the focus of my research being on Black mothers’ experiences in 

relation to race, racism and discrimination, focusing on postpartum psychosis studies in 

solidarity would have ultimately excluded the prior findings that Black women have reported 

around their experience of marginalisation in relation to postpartum mental health. 

Nonetheless, pursuing this alternative route for the synthesis could have offered different 

findings and influenced my research aims accordingly. It would be interesting to discover 

whether this separate approach to the method would implicate my current findings. 

I noticed how my experience of facilitating therapeutic intervention as a psychologist 

in training felt helpful during interviews. I reflected it was important to remain conscious of 

the emotions and feelings elicited in the countertransference during interviews. I felt aware 
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that I felt a need to reassure and help the women that participated, yet that my role as the 

interviewer was to not provide therapeutic support. At times, it felt difficult to not implement 

therapeutic elements, such as with summarising or paraphrasing participants’ responses, 

particularly in the context of being subject to such personal and incredible stories. I felt 

utilising psychological curiosity to be helpful in encouraging women to expand in their 

answers, and empathy and unconditional regard in offering something of an emotionally safe 

space with women that I had never met before; at times it felt controversial, the concept of an 

‘emotionally safe’ place, and whether this could be truly facilitated in this context, whereby 

an element of bravery would always be necessary. Meeting with women where there was no 

initial contact and no service referral often felt challenging, as I had no prior indication of 

risk or of current social context for the women participating. I found that signposting to 

services and charities, with relevant recommendations for support and managing social and 

emotional difficulty, left me feeling a sense of failure towards the women, in relation to the 

limits of what I could helpfully offer as a means of support. Similarly to when concluding 

therapeutic relationships, this left me with a feeling of a sudden disconnect and discomfort. 

This led me to reflect on the nature of conducting research, including data collection and 

interpretation, and the power imbalance as a researcher when exploring complex trauma and 

discrimination with individuals with lived experience. I found that regular supervision and 

consistent reflection helped me to process these types of difficulties that arose, and that 

maintaining ethical boundaries as required facilitated a sense of containment around the 

emotional responses and nature of interviews. 

 

5.5 Conclusion  

This study’s findings indicate that the internalisation of harmful racist and 

discriminative narratives around Black motherhood severely debilitate help-seeking, access to 
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treatment and the systemic experience of recovery from postpartum psychosis for Black 

mothers. Participants’ accounts build on the existing literature that conveys how a lack of 

trust and facilitation of a cohesive and validating space within current healthcare systems 

maintains racial segregation and inhibits access for racially minoritised groups. It is essential 

that greater representation of Black people across healthcare professions and within co-

production is implemented, and that the culture of how co-production is facilitated and 

enables change is challenged and reformed. Dissemination of the research which includes 

Black mothers’ lived experiences to Black and the overarching white communities and 

systems is required for equitable change. Improving access to education is needed for 

healthcare professionals and for mothers, to improve understanding and clinician 

accountability of the existing risks within maternal outcomes that Black mothers face. It is 

essential that cultural difference is incorporated into intervention, with consideration of 

community groups and approaches to care, for the relationships between healthcare providers 

and systems, and Black mothers, families and communities, to be improved. These 

implications are necessary to challenge the complex stigmas surrounding postpartum 

psychosis that are inherently experienced by Black mothers within the context of racial 

marginalisation. 
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Appendices 

Appendix A: Sample of Tabulated Study Details and Key Concepts 

 

Sample of tabulated study details and key concepts 

Methods and concepts  

Key study details 

Purpose 

 

 

Setting 

Sample 

Data collection 

Key concepts 

Patriarchal norms of Black motherhood 

 

Racialised treatment 

 

 

 

Racism 

Community stigma 

 

Racism 

Cultural identity 

Baiden & Evans (2021) 

 

Black African newcomer women’s 

perception of postpartum mental health 

services in Canada 

Canada 

10  

Purposive sampling and thematic analysis 

 

Internalisation of ‘strong Black woman’ 

narrative inhibits help-seeking 

Racialised assumptions within healthcare 

perpetuate harmful narratives 

Immigration status impacts access to 

treatment 

Frequent dismissal based on race 

Stigma surrounding mental illness and 

diagnosis 

Discrimination due to being Black 

Cultural competency must be incorporated  
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Explanation/theory (second-order 

interpretation) 

Patriarchal norms of Black motherhood 

explicitly inhibit help-seeking and lead to 

assumptions of resilience and implicit racial 

bias within healthcare. Internalised stigmas 

surrounding mental illness and diagnosis 

actively delay treatment access. Cultural 

competency needs to be broadly 

implemented across maternal healthcare 

systems to reduce the potential racial 

marginalisation Black mothers experience in 

healthcare. 
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Appendix B: Overview of Key Concepts and Broader Categories 

 

 

 

 

 

 

Key concepts found in the studies 

Patriarchal norms of Black motherhood 

Intra-community and external stigma 

Racialised treatment 

Racism 

Healthcare system neglect 

Power of partners 

Cultural identity 

Posttraumatic growth 

Synthesised categories 

Patriarchy of Black motherhood 

Multi-layered systemic racism 

Social support and negotiating identity norms 

and inequalities 
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Appendix C: Interview Schedule 

 

 

 

 

 

Interview Schedule 

 

 

1. What was your experience of post-partum psychosis? 

 

Prompts: Symptoms?  

How long?  

When post-partum did your experience happen? 

  How has it affected you in the long-term? 

 

 

 

2. How was your experience of recovery? 

 

Prompts: Offered healthcare? How and what? 

  Did healthcare feel accessible? 

  If not, why not? 
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3. How was your experience of support? 

 

Prompts: Partners 

Family 

Parents 

Friends 

Community 

Other 

 

 

 

 

4. How was your experience of barriers to support? 

 

Prompts: Social 

Cultural 

Racial 

Physical 

  Other 

 

 

 

 

 

5. Did you experience racism and cultural discrimination at the time of post-partum 

psychosis? 
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Prompts: How did you experience this? 

What made you feel this way? Why?  

  How has this influenced you? 

 

 

 

6. Do you have family or friends within your community that have experienced post-partum 

psychosis and accessed Perinatal Mental Health Services, including an MBU? What was 

their experience? 

 

Prompts: How do you feel about their experience? 

Do you think others’ experiences of support or barriers may have 

influenced you? In what way? 

 

 

 

 

7. Do you have friends or family within your community that may have experienced post-

partum psychosis and maybe haven’t accessed services? How do you feel about this? 

 

Prompts: Why do you think they may not have accessed this support? 

How might this have influenced you?  

And your beliefs about healthcare/support? 
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8. How do you feel your cultural background is represented in Perinatal Mental Health 

Services (including MBUs)? 

 

Prompts: In relation to service users / staff 

How do you feel about this?  

Why do you think this might be? 

 

 

 

9. What might be helpful to think about in order to improve Perinatal Mental Health 

Services, including MBUs?  

 

Prompts: What approach could be helpful? 

Why?  

What do you think of a community approach? Why? 

 

 

 

10. What do you think needs to be developed/improved within healthcare support for women 

experiencing post-partum psychosis?  

 

Prompts: What does recovery need to include?  

 Why do you think this would be helpful? 

 

 

 

 

11. What does recovery need to include to meet the cultural and social needs of Black women 

in the UK? 
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Prompts: Why do you say this? 

 How do you think this could be helpful? 

 

 

 

12. What would be a helpful focus in research moving forward for women experiencing or 

recovering from post-partum psychosis? 

 

Prompts: Why do you think this?  

What would be helpful for Black women with experience of post-

partum psychosis? 

 

 

 

 

13. Do you have any other comments or relevant experiences you think would be important 

to share? 
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Appendix D: Demographic Questions 

 

 

Please complete the following questions. All questions are optional. 

 

 

1. What Gender do you identify with? 

 

Male 

Female 

Other (please specify) 

Prefer not to say 

 

 

 

2. What is your age range? 

 

18-25 

25-34 

35-44 

45-54 

55-64 
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Over 65 

Prefer not to say 

 

 

3. What ethnicity do you identify with? 

 

Black British Caribbean 

Black British African 

Mixed race 

Other (please specify) 

Prefer not to say 

 

 

4. What is your first language? 

 

English 

Other (please specify) 

 

 

 

5. Do you have a spiritual or religious practice? (E.g. Buddhism, Christianity, 

Muslim…) 

 

Yes (please specify) 

 

 

No 
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Prefer not to say 

 

 

6. What is the highest level of education you have completed? 

 

Primary school 

GCSE’s or equivalent 

A-levels or equivalent 

College course/Diploma 

University undergraduate programme 

University post-graduate programme 

Doctorate degree 

Prefer not to say 

 

 

7. Are you employed? 

 

Yes (please specify) 

 

No 

Prefer not to say 

 

 

8. How old is you baby or child? 

 

6-months 

6-months-1 year 
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1-2 years 

2-4 years 

4-6 years 

Prefer not to say 

 

 

 

9. What is your sexual orientation? 

 

Heterosexual 

Bisexual 

Homosexual 

Asexual 

Pansexual  

Other (please specify  

Prefer not to say 

 

10. What is your living situation? 

 

Single 

Co-habiting 

Civil partnership 

Married 

Divorced 

Other (please specify) 

Prefer not to say
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Appendix E. Participant Information Sheet 

 

 

 

 

 

Participant Information Sheet 

Exploring Black women’s Experiences of Post-partum Psychosis and the Role of Racism 

 

 

Invitation to Participate 

 

My name is Emily Monger, and I am a Trainee Clinical Psychologist in the Department of 

Health and Social Care at the University of Essex. I would like to invite you to take part in a 

qualitative research study. Before you decide whether to take part, it is important for you to 

understand why this study is being done and what it will involve. 

 

I am passionate about improving the experiences of recovery from post-partum psychosis for 

women. Working in a Perinatal Community Mental Health Service in the East of England 

was an interesting and rewarding experience. Working with Black mothers, who attended the 

therapeutic groups at this service, led me to wonder about the challenges and cultural barriers 

these women faced, and how this may have impacted their recovery. I am specifically 

interested in how racism may play a role in experiences of recovery from post-partum 

psychosis for Black women. 



 
 

 

181 

 

I am working with a UK-based charity, to be better able to recruit participants for this study. 

All participants will be part of this charity, as members, volunteers, or associates. The charity 

will promote the study and provide my contact details as part of the recruitment process. 

Everyone that participates will receive a £20 Amazon voucher as a reward for their time and 

efforts. This will be arranged and provided over email by myself, the researcher. If you 

choose to withdraw from the study, you do not need to give a reason, but if you have already 

taken part in an interview, this data will be kept, and you will still receive the voucher. If you 

have not taken part in an interview, unfortunately you will not be eligible for a voucher. 

 

I feel it is important to acknowledge that I am a White woman from the UK, in my early 30s, 

and I am not a mother. I realise that my cultural and social experiences may likely not reflect 

those of the participants of this study, and that this could possibly influence certain aspects to 

the study. I will be adopting a reflexive approach throughout the whole process, which means 

I will reflect on my own assumptions, beliefs and experiences throughout all stages of the 

data collection, analysis and writing up of the study. I hope to be as transparent, empathetic 

and compassionate as possible throughout this study. 

 

I am hoping this study will help in providing a voice for Black mothers with experience of 

post-partum psychosis, that may have felt discriminated against, or felt barriers related to race 

or culture, and potentially help improve experiences of recovery in the future. Please take 

time to read the following information carefully before deciding to take part. 

 

What is the purpose of this research study? 
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The purpose of this research study is to better understand the experiences of Black women 

that have experienced post-partum psychosis. I am interested in both the experiences of 

women that may not have accessed support from services, as well as women that have 

received either NHS or alternative support. I am interested in how these mothers may view 

the potential racial, cultural, and social barriers that may have impacted their recovery and 

access to services. 

 

I hope to recruit 15 women, that are at least 1-year post-partum, that self-identify as from a 

Black ethnic background, that currently reside in the UK, and that self-report as having 

experience of post-partum psychosis. Women do not need to have received a diagnosis of 

post-partum psychosis or have accessed mental health services for perinatal mental health 

difficulties, including for post-partum psychosis, but must be able to self-identify experience 

of symptoms of psychosis in the post-partum period. Participants may still be under the care 

of a perinatal mental health service, but for ethical reasons I am requesting that all women 

must consider themselves no longer symptomatic of psychosis. This is so women would feel 

well enough to participate and also be in a position to reflect on their experiences. Women do 

not need to speak English, and those that may have difficulties with speaking English will be 

offered support from an interpreter from a credited company. This support would include 

translation of the study advert, consent form and participant information form, as well as with 

the interview, as needed.   

 

I am the main person involved in this study, over the course of three years (October 2021-

October-2024), and I will be submitting the study as my doctoral thesis to the University of 

Essex.  
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What will participating involve? What information will be collected? 

 

Participation will involve taking part in a semi-structured interview with myself, a Trainee 

Clinical Psychologist at the University of Essex. We would agree on a date and time together, 

and I am happy to be flexible to suit you. The duration of interviews would approximately be 

around 60 minutes, but this can also be flexible to suit you. All interviews will be carried out 

over the online platform of Microsoft Teams or Zoom. 

 

The interview structure will involve me asking about your experience of post-partum 

psychosis, your experience of support and recovery in relation to services, and what support 

may or may not have been offered, your experience of support in relation to significant 

relationships with relatives/friends/partners. I will also ask you about the barriers and 

facilitators to your recovery that you may or may not have experienced, and then more 

specifically, about how race, culture and social contexts may have influenced your recovery, 

as well as your views about services. 

 

I will ask you some demographic information, such as ethnicity, gender, and age, which is 

just so I can understand more about who you as participants are. All your information, 

including demographic information, will remain confidential and non-identifiable to you. 

 

How will my information remain confidential? 

 

All information you give will remain confidential and anonymous. All interviews will be 

carried out over the online platform of Microsoft Teams/Zoom, where they will be recorded 

and stored safely and securely on my personal University of Essex Box account, which is an 
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online platform for storing data securely. It will only be myself facilitating the interviews, 

which I will carry out in a private confidential space. Once I have transcribed all interviews 

they will be deleted. Transcriptions will also be stored in the same way and given a unique 

identification number to protect anonymity. Transcriptions will be deleted once the data has 

been analysed. It is only the research team that will have access to the data, this includes me, 

the researcher, and my two University of Essex supervisors. 

 

All data will be analysed by myself, and I will also write up the study. I will also write up a 

summary of the study, which will be available to you and all participants, should you wish to 

request a copy. I am hoping to disseminate the study more widely, such as to an online peer-

reviewed journal, to help inform the work of others. This is part of a wider aim to promote 

empowerment and more culturally appropriate and helpful support for Black mothers with 

experience of post-partum psychosis. 

 

Is participating mandatory? Are there any benefits or disadvantages/risks? 

 

Participation is entirely voluntary, and all participants have the right to withdraw at any time 

without giving a reason. Withdrawal will have no impact on your current or future support 

from mental health services, such as with the NHS or any other provision of support, 

including with any charities. If you decide to take part, you will be provided with a consent 

form to sign beforehand.  

 

Whilst there are no direct benefits to participating apart from receiving an Amazon voucher, 

the benefits of your views, experiences and insights will be invaluable to this study and 

potentially future research. I hope that there could be further benefit for Black mothers that 
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may or may be likely to share similar experiences of post-partum psychosis. I hope that the 

findings could potentially help promote more specific and appropriate support that addresses 

culture and race for Black mothers, within services for post-partum psychosis. I hope the 

result of this could help facilitate access and a better experience of support for Black women. 

 

I understand that there are potential risks with taking part in this study. I completely 

understand that participating in interviews is time consuming and that you will have to take 

time out of your day to do this. I realise that you could likely be caring for your baby, as well 

as potentially other children. I would like to offer all participants the choice of whether their 

infants are present at the time of interviews. I would like to advise that children over the age 

of 1 year-old are not present, due to the sensitive information that could be talked about. I 

also understand that you may have employment commitments, therefore I am happy to 

arrange an interview at any date or time that works for you best. 

 

I realise that some questions or topics may feel personal and possibly harmful to reflect on, 

particularly if you have had negative or traumatic experiences. I also realise these experiences 

may be particularly difficult to talk about with a person you have just met, and that may not 

share the same cultural and social experiences as you. I want to let you know that you only 

are required to share what you are happy to in the interview. If you were to share anything 

that indicated need for concern about your safety or wellbeing, or that of someone else’s, you 

may be signposted to the relevant charities for further support and confidentiality broken in 

this instance. This is something I would reflect on with my supervisor, and you would always 

be informed if this were necessary. This process is important just to enable safety for 

everyone. Information about necessary relevant resources around support would be provided 
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and you would be updated throughout this process. I would also like to let you know that you 

have the right to take breaks or stop the interview whenever you feel you want or need to. 

 

I acknowledge that, as a White woman that is not a mother, I do not have personal direct 

experience that may relate to your own experiences, or necessarily to this research. I want to 

let you know that I will be consistently reflecting on how my own cultural, racial and social 

experiences, and background, may influence the study. My reflections will be an essential 

part of the analysis I undertake, and to this study generally. If you have any questions about 

this, I am happy to talk things through with you. 

 

What is the legal basis for using the data and who is the Data Controller? 

 

As this is a research study undertaken by a Trainee Clinical Psychologist, all University 

guidance has been followed in relation to obtaining consent, in compliance with the EU 

General Data Protection Regulation (GDPR). The GDPR states that consent must be freely 

given, specific, informed and unambiguous. It is also to show that you are willing to 

participate, understand the purpose and process of the evaluation, and are not committing to 

providing any data or information you do not consent to. This will occur by your signing of 

the consent form provided, should you wish to take part. 

 

The Data Controller for this evaluation will be the University of Essex, and should you 

require further information about any legal information, or have concerns, please contact the 

University Information Assurance Manager (dpo@essex.ac.uk).  

 

Who is funding and reviewing the evaluation? 

mailto:dpo@essex.ac.uk
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I will be providing regular updates on the progress of the study to the University of Essex, 

and more specifically, my thesis supervisors. Dr John Day, Clinical Psychologist and 

Research Tutor, is my primary thesis supervisor, and Dr Richard Pratt, Clinical Psychologist, 

is my secondary thesis supervisor. Both supervisors will be overseeing the project, 

supervising the process, and reviewing my academic work. 

 

The research study will be funded by the Health and Social Care Department, at the 

University of Essex. 

 

Concerns and Complaints 

 

If you have any concerns about any aspect of this research study, or you have a complaint, in 

the first instance please contact Emily Monger, on em21633@essex.ac.uk. If you are still 

concerned, you think your complaint has not been addressed to your satisfaction or you feel 

that you cannot approach the facilitator, please contact [name], Departmental Director of 

Research for Health and Social Care, at the University of Essex on [name] or [name], the 

Research Governance and Planning Manager at the University of Essex on [name]. Please 

include the ERAMS reference which can be found at the foot of this page. 

 

What happens next? 

 

If you are happy to participate, I will provide you with and ask you to sign the Participant 

Consent Form. This is just to confirm that you are willing to participate and understand the 

purpose and process of the study, and what information is being asked of you. This is also to 

mailto:em21633@essex.ac.uk
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make sure you are not committing to providing any data or information without providing 

consent. 

 

Once you have signed the Participant Consent Form, I will be in touch with you via email to 

arrange a mutually agreed date and time to carry out the interview. If you have any questions, 

please feel free to get in touch with me, Emily Monger, on em21633@essex.ac.uk.  

 

 

 

mailto:em21633@essex.ac.uk
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Appendix F: Consent Form 

 

 

 

 

Participant Identification Number for this study: 

PARTICIPANT CONSENT FORM 

Title of Project: Exploring Black women’s experiences of post-partum psychosis and 

the role of racism.     

Please 

initial box  

1. I confirm that I have read the information sheet dated 7th March 2023 (version 7) for  

this research study. I have had the opportunity to consider the information, ask  

questions and have had these answered satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free to change my mind at  

any time without giving any reason. Upon requesting to withdraw from the  

study, all raw data provided will be destroyed; although aspects of data that 

have been already been analysed at the point of withdrawal will remain part of  

the study. 

 

3. I understand that my interview data will be recorded on Microsoft Teams/Zoom, but 

that this will remain confidential and only be available to the researcher and will be 

destroyed once analysed. 
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4. I understand that anonymised data, that ensures I will be non-identifiable, will be  

shared with the University of Essex and disseminated for publication.  

 

5. I consent voluntarily to participate as a participant in this study. 

 

            

Name of Participant   Date    Signature 

 

            

Name of Person   Date    Signature 

seeking consent 
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Appendix G: Interpreter Consent Form 

 

 

 

 

 

Participant Identification Number for this study: 

INTERPRETER CONSENT FORM 

Title of Project: Exploring Black women’s experiences of post-partum psychosis and the role 

of racism.     

Please 

initial box  

1. I confirm that I have read the information sheet dated 7th February 2023 (version 6) for  

 this research study and understand the purpose of the study, but that I am not a  

 participant. I have had the opportunity to ask questions and have had these  

 answered satisfactorily.  

 

2. I understand that I am free to withdraw my support at any time without giving any  

   reason, but that any data obtained on my behalf will be kept by the  

    researcher. 

 

3. I understand that the interview data will be recorded on Microsoft Teams/Zoom, but 

  that this will remain confidential and only be available to the researcher and  

  will be destroyed once analysed. 
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4. I understand that anonymised data, that ensures I will be non-identifiable, will be  

 shared with the University of Essex and disseminated for publication.  

 

6. I consent to provide translation of the language requested for the allocated  

 participant for the purpose of this study, potentially requiring translation of  

 the: study advert; participant information sheet; consent form; participant’s  

 verbal contributions within the interview in their own words. 

            

Name of Interpreter   Date    Signature 

 

            

Name of Person   Date    Signature 

seeking consent 
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Appendix H: Example Transcript 

 

Interviewer:   

Hi there, nice to see. I found that some people, there's, there can be a bit of a loss, 

less, loss of connection. So do let me know if you can't hear me at any point. Okay?  

 

Nemy:   

Yes.  

 

Interviewer:   

Alright. So, I'll begin. My first question is what was your experience of postpartum 

psychosis? 

 

Nemy:   

Okay, for... do you want some detail, or...? 

 

Interviewer:   

Yeah, as much as you're, what you're happy to share, in your own words. 

 

Nemy:   

Okay, I experienced this when I was twenty two years old, when I gave birth to my 

[name]. I'm a first time mom. So, and I also was not mentally prepared to be a mother at that 

age. So, that's, that's another thing that's triggered. There was thought, um, and curses... And 

yes. When I had it, I, I I'm gonna lose it by myself, because certain things started changing 
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like, whereby I'd start hallucinating. I felt like sometimes I was hearing some sounds.... but 

sometimes I was hearing like my baby's crying. When I look, the baby's not crying.  

 

Interviewer:   

Mmm. 

 

Nemy:   

And... also, another note that I had during that time is insomnia, whereby my sleeping 

patterns, while they were the normal, my normal sleeping routine was altered. And most of 

the time, I was having sleepless nights. And, during the morning, that's when I was sleeping a 

lot, much during the night I was having sleepless nights. And also... sometimes I was feeling 

irritated. I was easily irritated. And, I could, just um.. just out, out of nowhere, and I get very 

angry. I had maybe, a feeling guilty, for giving birth at such a young age. Also, delusions, I 

would have some thoughts,... I could think things what were not even making sense. Then, I 

also got disconnected from the reality... the way things are going. And just the normal things.  

 

Interviewer:   

Yeah. 

 

Nemy:   

Yeah. 

 

Interviewer: 

Well, it sounds a really scary and quite confusing time. Yeah.  
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Nemy:   

Yeah.  

 

Interviewer:   

How long did that last for you, those kinds of symptoms that you're describing? 

 

Nemy:   

Okay, at first, it was serious, before, like, the first ten days it was so serious, then, 

after I started seeking treatment... So... therapy sessions since...  

 

Interviewer:: 

Yes.  

 

Nemy:   

Yes. It's lasted for... the same times went down and subside. Like, they were reducing 

slowly by slowly, but I was good, completely good, after like, eight months, when my kid 

was eight, yes, that's when I saw like, complete changes to the situation. 

 

Interviewer:   

Okay, so it sounds like it was quite severe at the beginning and then you sought help. 

And then it took eight months for it to really sort of change things for you. Um, did you did 

you go to hospital in the end? Or did you what, happened? 

 

Nemy:   
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Okay, at first when I started experiencing those things, um, um... my husband, so I 

told him and he also had noted it, so we discussed it. He paid for my bed, for me to go the 

treatment. So I went to the hospital for two weeks with my tiny baby then after that, I was, I 

went back home. But I was monitored by therapists. So I was just going to sessions and 

coming back home. 

 

Interviewer:   

Okay, okay. So did you feel supported in that time, when you were sort of in your 

recovery? 

 

Nemy:   

Yes, I felt the support from my partner, because, like, he, personally he had seen the 

challenge that I was having, then he, he offered to pay the bills, so that we treated and he was 

also there mentally.  

 

Interviewer:   

Hmm. Yeah. 

 

Nemy:   

 Yes. And he could involved himself in taking care of the kid most of the time. So that 

I take a nap for a long time. 

 

Interviewer:   

Yes. So you got some rest and recovery from it. Yeah. Um, and were you in the UK at 

that time, because I noticed if you went private, basically, rather than through the NHS.  
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Nemy:   

Pardon? 

 

Interviewer:   

So were you in the UK at this time? Because you said that, uh, he paid for it. So you 

obviously went private with the healthcare. I wondered if you?  

 

Nemy:   

Yeah. Yes.  

 

Interviewer:   

Yeah. Okay. And do you feel like, do you feel like healthcare is accessible? Was, or 

was accessible for you at that time?  

 

Nemy:   

Yes.  

 

Interviewer:   

Yeah. Okay. Yeah, that you made the decision to sort of go private, rather than the 

NHS kind of thing. Yeah. 

 

Nemy:   

Yes.  
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Interviewer:   

Okay. 

 

Interviewer:   

And it sounds like your partner was really supportive, which was great. What about 

family, friends or community? How was that experience for you? 

 

Nemy:   

Okay, personally, I can say that my friends did not take it positively, and they totally 

missed me. And I am facing up with most of them. For instance, my friends, we used to work 

together, she came over to visit me. Then, when she came and I explained to her the issue that 

I'm having, then she also saw that. Then afterwards, when she went back to where we were 

working, she went and changed the story. Like, she did not have the full concept. She was 

just saying some stereotypes and misconceptions. And that's not what I actually told her I'm 

suffering from. So, my friends, and workmates, they ended up distancing themselves from 

me. So, from friends, I can't say that I was supported. But, family-wise my mum was there to 

help, with also watching the baby. Yeah. 

 

Interviewer:   

Yeah, I'm sorry that your friends weren't supportive. That must have been really hard. 

Yeah. But it's nice that your mum was. Yeah. Um. And which, what were the kind of long 

term impacts of going through the postpartum psychosis, would you say? 

 

Nemy:   

I don't, have not gotten... 
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Interviewer:   

What were the long term impacts of the postpartum psychosis on you would you say? 

 

Nemy:   

So like one which I had is, I had, I did not have good bonding with my kid. 

 

Nemy:   

Some ways, I did not bond with my kid that much. So there was no connection, like 

the deep connection with a mother and her kid. Yes. 

 

Interviewer:   

Yeah. Yeah. And I think that's something lots of mums said about and it's really hard, 

isn't it? Yeah. Okay. And did you experience any barriers to support, so any barriers like, it 

could be anything social, financial, cultural, racial, any kind of discrimination? 

 

Nemy:   

Er... maybe, I, the only thing that I experienced was... personally, I had that... I was 

reluctant to the treatments, like I will still... That's this is happened to me. That was... the 

other thing, which was the way my friends went to the job place whereby we are working and 

she, she know... She spread those things that soon came, may come mentally “she's having 

challenges”. So, when I, after I finished my maternity leave, when I went back to check for 

the job, the manager was a bit reluctant to believe that I'm well, and he kept on asking some 

questions: “Are you sure that you will work like before?” “Are you sure you are well?”. So, 

that was the discrimination that I faced there. And also, say people not being supportive. 
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Interviewer:   

Okay, okay. Yeah. Okay. And, how do you think that might have influenced you, that 

experience of that kind of being questioned about whether you're fit to work and that kind of 

thing? 

 

Nemy:   

At first, I never looked, um, depression. And, then I was feeling guilty. Maybe I'm the 

one that I have the problem? So I should accept what people are doing to me. Yes. 

 

Interviewer:   

Okay. So yeah, it sounds like it really impacted you and sort of internalising what 

other people were saying. Yeah. Okay, okay. Um. And do you know anyone else, whether it's 

family or friends, or anyone really, that's also gone through postpartum psychosis? 

 

Nemy:   

Yes, a friend. But she recovered also.  

 

Interviewer:   

Okay. 

 

Interviewer:   

And do you know if your friend found that, she accessed support okay, or how was 

that for her? 
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Nemy:   

Okay, personally, she did not share much. And after that it became so difficult to 

follow up about somebody, and I was also at amiss. 

 

Interviewer:   

Okay, that's fair enough. Yeah. Okay. Okay. Um, and, yeah, if you've got any friends 

or family, um, that have found it difficult to access mental health services in general, or... 

what's their experience been like? 

 

Nemy:   

Okay, personally, I can say maybe I experienced this. I, I got the services that is, 

because my partner was there. But let's say for people who have nobody to back them up, it's 

more difficult to access the services, the mental health services. Yeah. 

 

Interviewer:   

Yeah. So something around having the part, a partner, or someone close to you that 

can back you up, as you say. 

 

Nemy:   

Yeah.  

 

Interviewer:   

Okay. Um, and how do you feel that your cultural background is represented in 

services? Like within the NHS or mental health services? 
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Nemy:   

Okay, say average? Not that good. 

 

Interviewer:   

Not that…Yeah. How do you feel about that? 

 

Nemy:   

Okay, maybe when, let's say maybe there could be policies to also list that voice for 

the Black for equal treatment. So before we went postpartum psychosis, or whatever the 

cause is to be, given also a chance, a better chance to access the services. Because most of the 

people they are suffering, and they, they are not aware of their rights. Yeah. 

 

Nemy: 

Yeah, yeah. So maybe something around how, um, help is offered, like how people let 

people know that what's out there, you know? Make people aware as well.  

Interviewer: 

Okay. And what might, other than what you've mentioned, what might be helpful to 

think about in order to improve perinatal mental health services? For women like you that 

have gone through this? 

 

Nemy:   

I think people choose... should avoid misconception and stereotypes... they shouldn't 

have... seek to understand hallucination. And somebody should not say, they should avoid 

being judgmental. And now, sort of maybe, their health care providers, they should guarantee 
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confidentiality. They shouldn't let me discuss a person's condition with another person, 

without the consent of the person. 

 

Interviewer:   

Okay. Yeah. Yeah. So is it, did that kind of, did you go through that experience? Or is 

that something you, maybe you've heard about? 

 

Nemy:   

Okay, that's one something I heard about. Cuz... You like, somebody should let 

somebody tell it, on how only she's comfortable about sharing her story. 

 

Interviewer:   

Hmm. Yeah. No, yeah, you should always be made aware, shouldn't you of what's 

going to be shared, and how, and that kind of thing. I can understand that. You mentioned 

about stereotypes as well. Could you tell me a bit more about that? You don't have to go into 

personal detail, but maybe what that kind of means to you, the stereotypes that maybe people 

had and things like that. 

 

Nemy:   

Okay. Like, I told my friend, I, like her, she, she's, not, she, she has not had a kid and 

she has not experienced this. So when I was explaining to her about the condition, like I told 

her my symptoms, and er, what she went and told people then and so they guess… Nemy is 

running mad, like, then they're like, somebody who has experienced this cannot fully recover 

- those misconception now. They're like somebody who has experienced that cannot be a 
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good parent, like, people are just judgement on, and they really don't know the condition. 

Yes. 

 

Interviewer:   

Yeah, totally. Yeah, that sounds really hard, hard to sort of, have someone say those 

things, but yeah, it is. I think you're right. It's when people don't necessarily know. But yeah, 

okay. Um, and what, apart from what is there anything else? Because you've mentioned quite 

a lot around what could be improved and things. Is there anything else that needs to be 

improved, you think within healthcare systems to support women, particularly Black women 

that go through postpartum psychosis? 

 

Nemy:   

Yes. Hmm. Let's say their posts, let's say post, post-training... Maybe after somebody 

has had the condition, then after that person has recovered, there should be, maybe, the post 

services, whereby somebody who had experienced that, that condition still goes, is 

monitored. Yes. Okay. 

 

Interviewer:   

As there is actually a charity called [name]. Have you heard of that?  

 

Nemy:   

No, no.  

 

Interviewer:   
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It's a UK wide charity. And they offer things like peer support groups. So they offer a 

space for women with lived experience to connect with each other. But I guess they don't 

offer medical check-ups or anything like that. So, it's not the same as maybe, what exactly 

what you're saying. But that's, there's a couple of things out there. I am working with them to 

recruit people for this study. But I'm actually having more luck recruiting people from, like, 

Twitter and stuff. So I wonder, I wonder how much people know about these charities? 

Because maybe it's the same thing people don't know, because they're not. Unless you know, 

someone that's part of it, it's hard to find it, isn't it?  

 

Nemy:   

Yeah. 

 

Interviewer:   

So would you like me to share the link with you in an email over about that charity? 

Yes, it's they might, they might have something that you could benefit from, whether it's like 

a group or... so just information really. So I'm happy to do that. But yeah. But yeah, basically, 

you're saying basically longer sort of support around recovery... would be helpful. Yeah. 

Okay. And, and what do you think support might need to include to meet the cultural and 

social needs of Black women in the UK? 

 

Nemy:   

They should maybe be, be given a fair, fair representation. And they should... Yes, a 

platform maybe whereby they can voice out their issues and challenges and somebody listens 

to them. And they should be treated... 
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Interviewer:   

Treated... equally did you say?  

 

Nemy:   

Yes, yeah.  

 

Interviewer:   

Yeah. No, those are really good, good points. Yeah. Thank you. Yeah, I think we've 

nearly, nearly covered everything. It's been really, really helpful. My last question, um, was... 

what would be helpful to focus on in research moving forward for women that are going 

through postpartum psychosis? In your view? 

 

Nemy:   

What would be... pardon? 

 

Interviewer:   

What would be helpful to focus on in research? So like, similar to my study? Any, any 

other research that would be helpful to focus on for women that have gone through 

postpartum psychosis? 

 

Nemy:   

Yes, I guess. I'm not guessing. I presume it's helpful because people that are 

straggling, people are going alone. They call that, er, just depressed, and they... when 

somebody does research, maybe he or she can discover better ways, better to create and, a 

new thing that can suit to fit the situation. 
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Interviewer:   

Yeah, yeah. Okay. All right. Thank you so much Nemy. Did you have anything else 

you wanted to add to, or speak about? 

 

Nemy:   

Not really. 

 

Interviewer:   

You’ve given me so much information, I really, really appreciate it. Thank you for 

being so open with me. Um. Yeah, I think I've asked you more or less everything. Yeah. So I 

think that's it from me. Yeah, shall I, is there anything else, or I can stop recording if not? 

 

Nemy:   

You can stop recording. 

 

Interviewer:   

Thank you. So I guess with the next steps, what I'll do is send you an Email. 
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Appendix I: Group Experiential Themes, Subthemes, and Experiential Statements 

 

*PP is postpartum psychosis 

 

Group 

Experiential 

Theme 

Subtheme Experiential Statements 

   

1. ‘The Debilitating 

Impact Of PP* On 

Emotions’ 

1.1 Extreme ‘sadness’  Processes in the interview of sorrow, guilt 

and shame 

visceral narrative, makes you feel how 

emotionally debilitating (sad, shameful) the 

experience of PP was 

 1.2 ‘Terrifying beyond 

belief’ 

Terrifying, emotionally scary 

Emotionally painful 

Birth trauma role and connection with PP 

 1.3 ‘Intense anger’ Anger expressed as a symptom 

Anger at those closest 

Anger at discrimination experiences 

2. ‘Disconnect With 

The External 

World’ 

2.1 ‘Disparity between 

the internal and 

external’  

Hallucinations, delusions, paranoia, 

confusion, intense insomnia  

Belief in own reality, disconnected with 

external world and others’ perceptions 

Struggling to differentiate between reality 
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and imagination 

Lack of knowledge about difference 

response to treatments, culture, historical 

oppression 

 2.2 ‘Withdrawal is a 

means of protection’ 

Isolated in illness, withdrawing only 

protection 

Standing alone 

Visceral narrative 

Not wanting to be around people, leave the 

house 

 2.3 ‘Black women are 

outcasts’ 

Feel like an outcast, don’t belong – lack of 

representation 

Barriers disproportionate to Black women 

The only Black pregnant one apparently  

Black and heavily medicated 

Doctors prefer whites, better treatment for 

white mothers 

Perfect mother is white and middle class 

3. ‘Acceptance Is 

The Hardest 

Process’ 

 

3.1 ‘Accepting need 

help ‘ 

Accepting have mental health problem 

that’s so severe and you’re seeing things 

differently to everyone else  

Accepting need help (long time before 

reaching out just didn’t know) 

Strong narrative – I should be able to 
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manage 

Immense pressure of cultural norms inhibit 

help-seeking 

Weakness, taboo in seeking psychiatric help 

 3.2 ‘Accepting this 

diagnosis’ 

Accepting the diagnosis is hardest thing 

(and wrong diagnosis) 

Overly medicated because Black, treated 

differently 

Embarrassment and shame around stigma 

of PP – seen as crazy 

Taboo in seeking help within Black 

community (sign of weakness) 

She’s a mad Black lady and it just happens 

to them – being accepted in white society 

even harder now? 

Misconception of madness 

Not listened to, dismissed 

Not believed, made to feel a liar 

It’s because I’m Black – 

expectations/stereotypes/assumptions – i.e., 

not seen as vulnerable, feared by white 

doctors 

4. ‘Power In The 

Advocate’ 

4.1 ‘Significant others 

are the ‘force of 

Significant others crucial to recovery, 

noticing changes, supporting, being force of 
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hope’’ 

 

hope 

Making healthcare accessible 

Power in advocate specifically more 

important than information – what about 

single mothers? 

Persistence in support from sig other makes 

all the difference: a lifeline, so helpful, 

inspired to integrate again 

 4.2 ‘Power in self-

advocacy’ 

Self as an advocate in LSA 

Own knowledge helped get through, own 

resilience and insight 

Contrast with most who did not have 

insight 

Not listened to for having insight 

 4.3 ‘Rejection from 

significant others 

leads to internalised 

shame’ 

 

Rejected by family (abortion one SQ) – 

standing alone and sorrow 

Judgement from sig others leads to 

internalised shame and impact on recovery 

long-term 

Abandonment from friends, family, partner 

where abusive – sense of loss 

Desperate for connection, for saving, for 

help but nowhere to turn 

Power in making things far better or far 
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worse 

5. ‘Black 

Motherhood As A 

Collective: 

Empowerment Vs 

Mythologies’ 

 

 

5.1 ‘Power in black 

motherhood 

community’  

 

 

 

Shared identity feels at home, secure, safe, 

understood – use having other women 

helpful 

Shared experience validates trauma and 

helps acceptance and reduces burden of 

pain 

Cohesion, safety, appreciation, security, 

understood – community groups  

Cohesion is key, goes beyond this, it’s 

feeling wanted in white dominated system 

Posttraumatic growth essential  

 5.2 ‘‘Mythologies’ of 

Black Communities’ 

 

Not helpful if feel discriminated against – 

misconception of madness 

Mythology of Black women and having 

communities around them 

Felt broadly oppressed by school, hospital, 

family  

Rejected by all 

Lost in the system 

Overarching oppression/intersectional 

impact: class, money, motherhood, race, 

age (for youngest participant) 

Segregation perpetuated (see ones which 
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didn’t access treatment) 

Being ostracised comes from black 

communities and white communities 

Classist system – waiting longer for 

medication 

Depression is for rich white people 

Therapy is a luxury – financial or for people 

who don’t work hard 

 5.3 ‘‘Mythologies’ of 

Black 

motherhood’ 

 

 

 

Explicit racism is isolating and reduces 

help-seeking, impacts self-worth 

Internalising guilt, shame, feeling worthless 

– self-blame 

Shame in connection with motherhood 

I’m a bad mother 

You shouldn’t have had a baby 

Workplace discrimination 

She won’t recover, she’s not a good parent 

Something in motherhood and stigma itself 

Role of Black mothers is fixed and selfless: 

must prioritise family not personal 

wellbeing 

 

 


