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Abstract
Postpartum depression (PPD) is a serious mental health condition that affects 5%–60% of
women in the days and months after giving birth (Kwee & McBride, 2016; Öksüz, 2021; Shi et
al., 2018). PPD not only affects the mother but has health and well-being influences on the infant
and other family members (Praetorius et al., 2020; Shi et al., 2018). PPD is experienced
worldwide and disproportionately impacts women who do not meet dominant narrative
expectations of pregnancy and motherhood (Jackson-Best, 2016; Maji, 2018; Staneva et al.,
2017). This literature explores the impact of dominant narratives on women experiencing PPD
and how these narratives are shaped by the medical model and neoliberal expectations (Cosgrove
& Vaswani, 2020; Kwee & McBride, 2016). Intersectional and assemblage theory are used to
explore the impact of these policies on women’s experiences and identities (Chadwick, 2017;
Crenshaw, 1991). Additionally, recommendations for practice which incorporate an
intersectional and trauma informed care lens are considered (Jackson-Best, 2016; Polmanteer et
al., 2019; Substance Abuse and Mental Health Services Administration [SAMHSA], 2014).
Lastly, this literature review supports further exploration of intersectional factors of mothers and
social institutions and how this can inform care practices for mothers experiencing PPD
(Jackson-Best, 2016; Polmanteer et al., 2019).
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The Social Construction of Postpartum Depression
Postpartum depression (PPD) is a serious mental health condition that affects women in
the days and months after giving birth. The Diagnostic and Statistical Manual of Mental
Disorders (DSM-5; American Psychological Association [APA], 2013) defines PPD as a major
depressive disorder starting during the peripartum stage or up to 1 year after giving birth. PPD
shares many of the same characteristics as other types of depression and includes symptoms such
as diminished interest or pleasure in activities, depressed mood (e.g., feelings such as sadness or
hopelessness), fatigue or loss of energy, decreased concentration, and possibly suicidal thoughts
or ideation (APA, 2013). Women may experience exhaustion, appetite changes, somatic
symptoms, social isolation, and diminished self-worth (Praetorius et al., 2020). Maternal
depression also impacts the mental, physical, and interpersonal well-being of the woman’s child
and partner (de Camps Meschino et al., 2016).
In Canada, the rates of PPD are 23% for the general population and 30% for mothers
under 25 years old (Statistics Canada, 2019). Worldwide PPD rates range from 5% to 60%
(Kwee & McBride, 2016; Shi et al., 2018). PPD is the most common mental health concern
experienced by new mothers, and PPD leading to maternal suicide is the number one cause of
death in the first year after giving birth (Doe et al., 2017; Maxwell et al., 2019). The definition of
mother varies among cultures, and as such, so does the expression and experience of PPD
(Scharp & Thomas, 2017; Thomason et al., 2015). These statistics indicate a significant and
universal prevalence of PPD, affecting mothers as individuals, as well as their infants and
families (de Camps Meschino et al., 2016; Johansson et al., 2020; Praetorius et al., 2020).
Many environmental factors impact a woman's risk for PPD. Poverty, lack of secure
employment resulting from pregnancy and birth, lack of support, minority status, immigration
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status, and young age are contextual risk factors for PPD (Ghaedrahmati et al., 2017; Maxwell et
al., 2019; Statistics Canada, 2019). Furthermore, pregnancy and new motherhood are a period of
increased risk for domestic violence (Ghaedrahmati et al., 2017). It is significant to note that
many of the contextual factors that affect PPD disproportionately impact young mothers,
partially explaining the higher incidence of PPD in this demographic (Ghaedrahmati et al., 2017;
Jackson-Best, 2016; Maxwell et al., 2019).
As PPD can impact many systems and individuals, there has been much exploration of
PPD through the regulatory lens, such as requiring PPD screening, and the medical lens, with
antidepressant prescription as first-line treatment (Staneva et al., 2017). Conceptualizing PPD
through regulatory and medical models brings attention and awareness to the condition and its
far-reaching implications (Limandri, 2019; Milgrom et al., 2015). However, the medical and
regulatory models and neoliberal political worldviews disavow the mother's agency and
autonomy (Cosgrove & Vaswani, 2020). Social constructs and expectations of the “good
mother” are fertile ground for stigmatization and disempowerment when women experience PPD
(Staneva et al., 2017). Faced with social oppression at a time of identity transition, women may
silence their emotions and inner experience (Maji, 2018; Staneva et al., 2017).
This research review proposes to explore how the social factors of neoliberalism and the
medical model contribute to the construction of the good mother stereotype, influencing
women’s experiences of PPD, identity, and self-silencing. The significance of this research is to
contribute to the literature regarding the social construction of motherhood and PPD. The
literature review is guided by the research question, how does the experience of PPD influence
mothers' perceptions of identity and experience with self-silencing?
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Self-Positioning Statement
It is necessary to situate oneself in the literature review process to provide transparency
and understanding to the reader (Patnaik, 2013). As a researcher, I hope to gather information
from a broad perspective and synthesize it into a coherent thread that will further understanding
of the experience of PPD and the social contexts that influence self-silencing. Exploring and
defining my personal and professional position reflexively throughout the research process will
increase the validity and reliability of the review (Creswell & Poth, 2018; Neumann & Neumann,
2015). Not only is reflexivity critical to the research process and situating the researcher within
the research, but it is also a self-awareness and growth process for the researcher (Patnaik, 2013).
Personal Position
I am a cisgender, White, middle-aged female in a long-term heterosexual marriage, and I
am the mother of two teenage children. I was fortunate to have healthy, uncomplicated, and
desired pregnancies and births for both of my children. I have not experienced PPD. I thoroughly
enjoyed staying home with my children for many years, and I recognize the privilege within
which I live that allowed me this opportunity. Socioeconomically, I live in a middle-class setting
through my husband's income. However, as a stay-at-home parent for many years, I have not
accrued stable nor substantial financial earnings. This juxtaposition of privilege and dependence
perplexed me. For me, the social narrative that a stay-at-home mom is doing the "most important
job in the world" contrasted with a lack of recognition from the government and society for this
labour; only to be labelled a dependent on income taxes highlighted the disparity created by
dominant narratives and patriarchal influence.
It is interesting how my husband and I decided who would stay home with our children.
While we recognized it was a stereotypical and traditional choice, it was what we had both
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experienced as children and thus valued a mother in that position. Being cognizant of this
"choice" allowed us flexibility in defining our roles as mother and father and finding agency and
autonomy within our traditional family structure. However, through this research, I recognize
how I had internalized aspects of the good mother narrative. It is interesting to consider the
influences in that choice and what was actually my choice.
It is essential to be aware of bias regarding my own values, expectations, and internalized
norms of motherhood. As someone who wanted to have children, and has education and
experience working with and parenting children, I have an initial inclination and bias toward
perceiving mothers as wanting the role. Furthermore, I believe in a woman’s reproductive rights,
which may indicate a bias toward expecting pregnancy as wanted. Additionally, this belief in
reproductive rights aligns with neoliberal expectations of agency and self-determination. To be
aware of my bias requires acknowledgement and awareness of biased moments, and reflexivity
to assess the potential influence on the literature review.
As my children are mostly grown, I can reflect on the growth, changes, and challenges
for myself as a mother and woman. I have come to recognize the vulnerability of women,
particularly mothers, as they negotiate their position within the patriarchy, medical model, and
neoliberal forces that oppress. As an act of social justice, I hope this literature review contributes
to the voices of mothers.
Professional Position
A narrative review requires the researcher to further understand the topic by synthesizing
themes and key issues from various sources related to the research question (Efron & Ravid,
2019). For this narrative literature review, I planned to identify issues that play a role in the
social construction of PPD from a Western perspective. I approached this research from a
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postmodern, social constructionist worldview.
Postmodernism is a view that does not accept an absolute truth but instead suggests that
the realism we perceive in the world is a social construct, developed to keep those with power
and those without power in their relative positions (Freedman & Combs, 1996). Social
constructionism implies that we form our identity through language and meaning making from
the “culturally available and appropriate stories…historically constructed and negotiated in
[society] and within the context of social structures and institutions” (White, 1993, p. 37, as cited
in Redekop, 1995). Our personal narratives are a collection of the social relations and
intersection we experience in our lives (Combs & Freedman, 2012).
I am moved by Michel Foucault's stance of "language as an instrument of power," and
that one's ability to participate in the discourses that shape society is indicative of one's power in
society (Freedman & Combs, 1996, p. 37). This phrase eloquently summarizes the critical
awareness I had of being both lauded and unrecognized by society for being a mother, and it can
be applied to the themes of intensive mothering and societal expectations from the literature
review. This concept of power can be applied to knowledge: those with power have knowledge,
and knowledge is power (Freedman & Combs, 1996).
To situate myself in the research process, I used a bubble map to consider a range of
factors that construct and motivate my personal and professional selves. The map allowed me to
separate and delineate my roles and organize my research approach and reflection. Further
strategies to increase my awareness and depth of knowledge were to consult with a psychology
professional within the field of birth trauma and with a peer who studies and employs
intersectionality theory in her work with immigrants.
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Review of the Literature
A literature review as a stand-alone research method can identify gaps or inconsistencies
in the literature, identify future research, and provide new perspectives (Turner, 2018). A
literature review aims to progress the knowledge in the topic area by generating a trustworthy
interpretation of current and past research (Efron & Ravid, 2019). This literature review initially
aims to synthesize the impacts of the social factors of the medical model, neoliberalism, and
mental health perspectives of PDD. Secondly, this literature review aims to show how these
social factors impact and influence the social and individual stigma faced by women who
experience PPD.
The search engines EBSCO, PsycINFO, and PubMed were used to search the keywords
postpartum depression, stigma, identity, social construction, and self-silence. Literature on male
experiences of PPD was excluded from the review (see Eddy et al., 2019; Johansson et al., 2020;
Sipsma et al., 2016; Tokumitsu et al., 2020). The intent was not to dismiss the challenges faced
by fathers during this transition period but rather to examine the gendered experience women
encounter. The review considered studies from 2015–2021, with the exception of seminal works
in reference to theories, models, or definitions. The prevalence of maternal suicidality while
experiencing PPD is severe (Praetorius et al., 2020; Shi et al., 2018). However, literature
pertaining to maternal suicide was excluded from this review to focus on women's experiences
with stigma and self-silencing. Studies were from various countries—Canada, the United States
of America, Mexico, China, Japan, Sweden, Australia, and India. In part, these studies note the
cultural and ethnic uniqueness of motherhood and PPD and, thus, reveal consistency and
similarity of broad social constructs associated with motherhood and PPD, which is the focus of
this review. My interpretation of the unique and similar constructs situates this review within the
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intersections and context of my own experience.
This review is organized into the following sections. First, the history and implication of
institutional and political social factors are reviewed (i.e., the medical model and neoliberalism).
Next, the consequences of these social factors on women's perceptions of intensive mothering,
stigma, and self-silencing are considered. Finally, future directions for review and gaps in
existing research are considered.
Social Factors and PPD
PPD and the Medical Model
The medical model assumes a stance that physiological factors cause mental health
disorders and disease (Huda, 2019). This view suggests that a mental health disorder’s aetiology
is a possible deficiency or maladaptation of genetics, neurotransmitters, or neuroanatomy as the
source of the individual’s symptoms and distress (Limandri, 2019). Ethically, peri- and postnatal
biological research is limited, and as such, there is a paucity of research into specific
neurophysical variations in PPD (Limandri, 2019). The prominent theory of depression
hypothesizes that an imbalance of neurotransmitters (i.e., serotonin, norepinephrine, and
dopamine) causes depression symptoms (Limandri, 2019). Medications prescribed increase or
influence the uptake of neurotransmitters to reduce symptoms.
Sertraline is the most frequent selective serotonin reuptake inhibitor (SSRI) prescribed
for PPD (Cuomo et al., 2018; Pinheiro et al., 2015). It has a short metabolite half-life, reduced
transmission, and less impact on breast milk and breast milk production compared to other SSRIs
(Cuomo et al., 2018; Pinheiro et al., 2015). Numerous studies have indicated the safety of
consuming SSRIs for PPD for mother and infant (Cuomo et al., 2018; Pinheiro et al., 2015).
However, studies on the efficacy of sertraline and SSRIs indicate monotherapy use of
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antidepressants is not an adequate standard of treatment (Milgrom et al., 2015; O’Hara et al.,
2019).
The medical model advocates for early screening and aggressive treatment with
antidepressant medication to prevent the negative impacts of PPD (Cosgrove & Vaswani, 2020;
Limandri, 2019). Medical discourse suggests disease lies within the individual and views
problems, such as PPD, as a collection of symptoms (Worrall, 2018). However, only considering
symptom reduction excludes the mother's experience (Cosgrove & Vaswani, 2020). Mothers
may express uncertainty and ambivalence towards using antidepressant medication to treat PPD
due to concerns about their own and their baby’s health (Limandri, 2019; Milgrom et al., 2015).
Within the medical model, a woman and infant's health care needs are prioritized over
their social and psychological needs (Cosgrove & Karter, 2018; Kwee & McBride, 2016). Even
though there is widespread knowledge of emotional and mental health concerns for postpartum
women, there continues to be a focus on their medical and pathological health (Kwee &
McBride, 2016). Thus, the medical model poses a barrier to accessing psychosocial care
(Cosgrove & Karter, 2018; Kwee & McBride, 2016). These barriers contribute to the stigma and
shame that women experience (Kwee & McBride, 2016). Women’s voices and knowledge can
be dismissed within the medical model as pregnancy and birth are pathologized and considered
as symptoms and procedures (Chadwick, 2017; Kwee & McBride, 2016). This medicalization of
pregnancy and delivery may place the doctor in control while silencing and disempowering the
woman (Chadwick, 2017; Cosgrove & Vaswani, 2020; Woollard, 2018). The medical model
views PPD as an individual fault or deficiency rather than as situated in the broader environment
(Worrall, 2018).
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PPD and Neoliberalism
Neoliberalism is the worldview that considers individuals as self-concerned agents, not
members connected to the larger community (Cosgrove & Karter, 2018; Douglas et al., 2021).
This view suggests that people's needs are "best met through the marketplace rather than through
engagement in political life" where the government has an obligation to well-being, gender
equity, and human rights (Cosgrove & Karter, 2018, p. 670; Cosgrove & Vaswani, 2020). The
commodification of wellness and privatization of social services creates a market whereby health
is measured in terms of economics, and it is the individual’s responsibility to provide for their
own wellness and health (Cosgrove & Karter, 2018; Sakellariou & Rotarou, 2017).
Depression is an example of the commodification of mental health (Cosgrove & Karter,
2018). Rates of depression are reported in terms of productivity loss, sick days' costs, and
expenditures of pharmaceutical and other health care measures to treat depression (Cosgrove &
Karter, 2018). The dominant narrative of economic loss places the burden on the individual to be
treated for depression and then return to work to contribute to the economy (Cosgrove & Karter,
2018). However, the environment and context of factors influencing a person’s experience with
depression are not considered or are disconnected and made disparate from depression (Cosgrove
& Karter, 2018; Douglas et al., 2021). People are seen as having experienced trauma, illness, or
disease and in need of treatment, rather than social justice being seen as the remedy (Maxwell et
al., 2019; Worrall, 2018).
The neoliberal view condemns people to be at-risk, pre-diseased, or diseased by
screening for depression with an agenda to ensure “efficiency over engagement, [and]
productivity over citizenship” (Cosgrove & Karter, 2018, p. 674). These policies are criticized
for ignoring potential iatrogenic harms from screening (Cosgrove & Karter, 2018; Cosgrove &
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Vaswani, 2020; Worrall, 2018). The neoliberal worldview that the individual is responsible for
their health may further stigmatize mothers by labelling them as diseased and responsible for
their PPD experience (Douglas et al., 2021). A focus on efficiency without regard for
intersecting factors “pathologizes and depoliticizes women’s experiences of pregnancy and
maternal stress” (Cosgrove & Vaswani, 2020, p. 50).
The neoliberal perspective on wellness influences the medical model. This influence
occurs in Western countries like the United States and Canada. Some states have mandatory PPD
screening and prevention policies that disregard the iatrogenic risks of screening and the
unproven effectiveness of antidepressant medication (Cosgrove & Vaswani, 2020; Limandri,
2019). In Canada, PPD screening is not recommended, however, routine screening is used in
Alberta (Premji et al., 2019). Public health nurses use the Edinburgh Postpartum Depression
scale during baby wellness check-ups and will refer high-risk women to their doctor for followup care, which is most often pharmaceuticals (Alberta Health Services, 2019; Premji et al.,
2019).
The restructuring of healthcare policies to reflect neoliberal policies and ideals has
resulted in many inequalities in healthcare (Baru & Mohan, 2018; Sakellariou & Rotarou, 2017).
Market principles, including consumerism, privatization, and deregulation, exemplify neoliberal
ideals of individual responsibility (Baru & Mohan, 2018; Sakellariou & Rotarou, 2017).
However, based on reviews of neoliberal policies and healthcare, marginalized people are found
to have less access to healthcare and welfare services and may experience further stigmatization
for not attaining the neoliberal ideals of individual responsibility (Baru & Mohan, 2018;
Sakellariou & Rotarou, 2017). The medical and regulatory models can leave women
pathologizing their birth experience and feeling disempowered (Kwee & McBride, 2016).
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Stereotypes and PPD
Neoliberal medical model practices provide a framework that shapes and influences the
way people interact with these institutions. The expectations, access, and barriers within these
frameworks are foundational to the evolution of stereotypes practiced in societies. Following is a
review of social and intensive mothering stereotypes experienced by women.
Social Stereotypes
There are many commonalities among cultural and historical constructions of women's
sexual and reproductive embodiment, such as abject femininity, becoming a woman with
menarche, and not talking about women's sexuality (Ussher et al., 2017). Patriarchal and
heterosexist cultural and religious power dictates secrecy and silence surrounding women's
sexuality (Maji, 2018; Ussher et al., 2017). Traditional stereotypes uphold the discourse whereby
unmarried women should not think about sex (Ussher et al., 2017). The dominant narratives by
White, middle/upper-class women who dictate the good woman stereotype include engaging in
self-policing to contain and control sexual desire (Kerrick & Henry, 2017; Meeussen & Van
Laar, 2018). Self-policing is integral to female gender roles displaying nurturance and calmness
for others while silencing the self to conform to societal standards (Maji & Dixit, 2019). These
narratives may continue into pregnancy and mothering.
Cultural expectations of how mothers should behave and feel leads to the construction of
dominant motherhood narratives (Maji, 2018; Maxwell et al., 2019; Ussher et al., 2017).
Womanhood narratives often consider motherhood as a defining moment. In addition to the good
mother narratives, this feeds into intensive mothering norms (Meeussen & Van Laar, 2018). The
good mother narrative suggests that women are self-sacrificing in their goal to care for their
children (Maji & Dixit, 2019). Intensive mothering norms propose that mothers are innately
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skilled to be mothers and should be the primary person responsible for the children (Meeussen et
al., 2016; Staneva & Wigginton, 2018). These norms set the standard in which to achieve
affirmation of one’s social identity and sense of self. Dominant narratives such as the "ideal
pregnancy," "love at first sight," and the "good mother" can provide guidance surrounding
normative experiences (Kerrick & Henry, 2017). Conversely, these narratives can be
constraining by representing an unattainable standard to which a woman may perceive and judge
their experience (Kerrick & Henry, 2017).
A woman does not need to subscribe to the social standards and norms of motherhood to
feel the impact of dominant narratives. Research has indicated that all women experience
motherhood narrative pressures, which may negatively impact their psychological well-being
(Henderson et al., 2016; Meeussen & Van Laar, 2018). The hegemonic and pervasive discourse
of motherhood creates an environment wherein women, regardless of whether they subscribe to
mothering norms or not, experience guilt, shame, increased stress and anxiety, and decreased
self-efficacy (Henderson et al., 2016). These results indicate that the omnipresent societal
motherhood narratives are an "inescapable cultural mandate" where the choice to accept or reject
societal norms is elusive (Henderson et al., 2016, p. 513).
An example of the pervasiveness of cultural mandates is the worldwide public health
message that breastfeeding is best. When the World Health Organization, hospitals, doctors, and
community are the voice of the message, the pressure is immense. There is much evidence for
the health benefits of breastfeeding for the infant and the mother. However, these messages
present a monolithic, gendered, and socially normed view of the woman (Balint et al., 2018;
Woollard, 2018). These messages are directed at women during a time of vulnerability—
managing a significant life transition along with interacting with new institutions, policies, and

15

relationships (Balint et al., 2018). The public health campaign reinforces gender stereotypes of
motherhood and women as the only natural caretakers (Maji & Dixit, 2019; Meeussen & Van
Laar, 2018). This example draws awareness to the manipulation women experience as their
rights and autonomy are constructed and policed by the patriarchy (Balint et al., 2018; Cosgrove
& Vaswani, 2020).
Intensive Mothering
Intensive mothering is an ideology that has developed in the wake of neoliberalism.
Women balance the cultural and gendered narratives to provide domestic security with the
neoliberal expectations to be productive members of society. As a result, mothering norms have
evolved into time and resource intensive expectations (Myers, 2017). Each individual uniquely
perceives intensive mothering. Still, general themes are that the woman knows what is best for
the child, naturally knows how to parent, and willingly sacrifices herself to put the needs of
children, and others, ahead of hers (Staneva et al., 2017). Intensive mothering also impacts her
partner, as the mother assumes maternal gatekeeping behaviours to affirm their identity and
accomplishment of societal expectations (Meeussen & Van Laar, 2018; Staneva et al., 2017).
Maternal gatekeeping behaviours include restricting or setting the standard for their partner's
involvement in childcare and household management, or doing the tasks themselves (Meeussen
& Van Laar, 2018). Pressure to be the perfect mother can lead to exhaustion and burnout
(Meeussen & Van Laar, 2018).
Work and family lives are connected, and intensive mothering ideologies can play roles
as women and families negotiate family and work life. Due to the gendered nature of parenting,
women experience the gendered pressure more so than fathers (Henderson et al., 2016). Some
women may decease career ambitions to meet intensive mothering demands, thereby confirming
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feminine and mothering stereotypes (Meeussen & Van Laar, 2018). It becomes an iterative
process whereby an attempt to affirm one’s identity as a mother requires adherence to social
norms, which thereby reinforce gendered stereotypes and results in a constricted and silenced
view and experience of women (Balint et al., 2018; Henderson et al., 2016; Meeussen & Van
Laar, 2018).
In response to intensive mothering expectations, women may respond with prevention or
promotion foci to manage their beliefs and personal expectations (Schoppe-Sullivan et al., 2017).
A promotion focus is attending to potential success and positive outcomes, an alignment of
values with societal norms (Meeussen & Van Laar, 2018; Schoppe-Sullivan et al., 2017). With a
prevention focus, women use hyper-vigilance to prevent adverse outcomes and threats to identity
or status (Meeussen & Van Laar, 2018; Schoppe-Sullivan et al., 2017).
While good mother narratives exist independent of race, socioeconomic status, or sexual
orientation, intensive mothering is prominent with White women of middle or higher
socioeconomic status (Schoppe-Sullivan et al., 2017). The inherent status involved with intensive
mothering may further constrict who is part of the "in-group," while continuing to define what is
socially acceptable for mothers. This practice continues to devalue and discriminate the
motherhood experience of "out-group" women, negating women's autonomy and further
silencing their experiences (Jackson-Best, 2016; Maxwell et al., 2019; Staneva et al., 2017;
Ussher et al., 2017).
Individual Factors and PPD
Neoliberal ideology and medical model practices establish the foundational framework
for the development of social standards (Chadwick, 2017; Cosgrove & Karter, 2018). These
standards evolve into “in and out group” experiences that promote standards and norms to which
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mothering and mental health are evaluated by (Jackson-Best, 2016; Maxwell et al., 2019; Scharp
& Thomas, 2017). The individual who does not “fit” into these norms may experience barriers
and oppression, such as immigration and socioeconomic status, and reduced mental health,
resulting in stigmatization (Daoud et al., 2019; Ghaedrahmati et al., 2017; Jackson-Best, 2016;
Maxwell et al., 2019).
Immigrant Experience
Immigrant women experience higher rates of PPD (Statistics Canada, 2019; Topa et al.,
2017) and access health care services less routinely and less frequently than nonimmigrant
women (Ussher et al., 2017). There are many social determinants of health that are impacted by
the immigrant experience, such as language barriers, transportation, lack of access to health care
services, and lack of awareness of health care support (Ussher et al., 2017). Women may also not
seek care due to cultural mothering norms (e.g., other family members receive care first) and the
role of women in their culture or religion of origin (Shi et al., 2018). As well, women with low
status or unfamiliarity with the health care and community services systems are more likely to
deny their strength and “assume passivity in the face of dominant ideology" by conforming to
avoid social stigmatization (Topa et al., 2017, p. 117).
Immigrant women may face discrimination and disempowerment in their interactions
with medical or community services (Topa et al., 2017). Practitioners may, knowingly or not, use
racial or ethnic microaggression in their management of the woman's health care and PPD
symptoms without recognizing the intersecting context (Arthur, 2018). Immigrant women
experience constant observation and comparison with Western ideals and standards (Barkensjö et
al., 2018; Topa et al., 2017). Immigrant women may self-silence against dominant forms of
power to deal with oppression (Topa et al., 2017).

18

PPD and Stigma
During pregnancy and postpartum, many women contend with many changes to their
body, social relationships, and emotions, along with interaction with new institutions, such as
obstetrics and childcare (Priddis, 2015; Staneva et al., 2017). These personal and interpersonal
changes result in changes in exposure to discrimination due to stereotypes related to sexuality
and motherhood (Rosenthal et al., 2015). Women may experience discrimination for not
conforming to the ideal mother stereotype (Staneva et al., 2017).
Examples of women who are frequently socially devalued as mothers are women of
colour, single or young mothers, members of LGBTQ2+, women with disabilities, and women of
low socioeconomic status (Öksüz, 2021; Rosenthal et al., 2015; Sheeran et al., 2018; Sipsma et
al., 2016; Trettin et al., 2006). Discrimination is positively associated with anxiety and
depression symptoms and is negatively associated with self-esteem (Rosenthal et al., 2015;
Sipsma et al., 2016). Discrimination and stigma are associated with isolation, loneliness, and not
seeking care. These factors affect a woman’s experience and recovery from PPD (Hansson et al.,
2017).
PPD is associated with mental health illness, which continues to endure stigma (Manago
et al., 2019). In many settings, seeking help for mental health issues requires seeing “specialists,”
which reinforces the stigma that there is a “problem” with the mother (Maxwell et al., 2019).
Many women will not seek help and feel the need to "wear a mask" and hide their distress to
avoid the stigma associated with seeking help (Maxwell et al., 2019). PPD symptoms at
subclinical levels are often experienced but concealed because of associations with mental illness
and women's internalized mental health stigma (Kwee & McBride, 2016; Mickelson et al.,
2017).
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Stigma about PPD or struggles with motherhood may come from family, friends, or
community members. There are many stories of joy and happiness postpartum, but few stories
about feelings of distress and depression (Mickelson et al., 2017). If a woman does not meet
cultural and or religious expectations (e.g., gender or disability of baby), she may experience
lower social standing in her family (Shi et al., 2018). Furthermore, cultural and familial
interpersonal relationships may dictate whether a woman may have an opportunity to express
negative feelings (Driver & Shafeek Amin, 2019; Shi et al., 2018). For example, in China, the
norm of living with extended family after childbirth may lead to numerous complex, and perhaps
conflictive, relationships where mothers have little opportunity to express their needs (Shi et al.,
2018). This practice is associated with higher rates of PPD for women in China (Shi et al., 2018).
When a woman’s experience with motherhood and gender roles aligns with motherhood's
cultural and socio-political institution, this may affirm their identity and internalization of the
good mother narrative (Hansson et al., 2017; Staneva et al., 2017). Self-stigma or internalization
of stigma suggests that an individual endorses or finds the stereotypes relevant (Hansson et al.,
2017). However, this creates a situation where women stigmatize each other or themselves.
Compliance or acceptance of culturally defined “mother” reinforces and emboldens this
constrained, sociopolitical view of motherhood (Kerrick & Henry, 2017). This positive feedback
loop continuously increases the risk of a mother not disclosing their struggles with PPD as
isolation, stigmatization, and inability to attain good mother standards hang in the balance
(Hansson et al., 2017; Kerrick & Henry, 2017).
PPD and Self-Silencing
Parenting efficacy mediates internalized stigma and impacts intrapersonal constructs such
as self-efficacy (Mickelson et al., 2017). Internalized stigma is defined as the negative feelings
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(e.g., shame, deviance, or embarrassment) that a woman experiences about their PPD symptoms
(Mickelson et al., 2017). Experience stigma is a woman’s perception of being stigmatized by
others due to her PPD symptoms (Hansson et al., 2017; Mickelson & Williams, 2008). If women
perceive others are treating them differently because of their PPD symptoms, they may be less
likely to reach out for direct support (e.g., ask for help) and instead use indirect support seeking
behaviours (e.g., sighing without explanation, ambiguous vocalizations) in an attempt to preserve
self-esteem and avoid disclosure (Mickelson et al., 2017). Direct and indirect support seeking
mediates experienced stigma and influences interpersonal constructs such as social support
(Mickelson et al., 2017).
Developmentally, for many women, identity is built through the gradual development of
a sense of “agency through communication” (Miller in Maji & Dixit, 2019, p. 4). Women’s
relational self has three core features: interest and attention to others to have an emotional
connection, the expectation of mutual empathetic process, and expectation of relationship (Jack,
1991). The self-silencing theory is based on attachment theory (Bowlby, 1982) and selfrelational theory (Surrey, 1985), suggesting that women silence thoughts, feelings, and actions as
a strategy to maintain relationships (Tariq et al., 2020).
However, self-silencing is rooted in internalized social and gender norms and genderbased hierarchy (Maji & Dixit, 2019). To conform to societal norms, women portray an external
“false” self (self-sacrificing, nurturing others before self) and silence their inner self, one's
thoughts, feelings, and ideas. Self-silencing is a motive for avoiding conflict, disapproval, and
loss of love rather than obtaining happiness and satisfaction in relationships (Jack, 1991; Surrey,
1985). For example, mothers who experience a lack of affection or require time to develop
affection for their infant often experience intense feelings of guilt and shame as their experience
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does not conform to societal norms (Rosenthal et al., 2015). This silencing for the sake of
conformity and relationship poses a dialect of empowerment and disempowerment. Women’s
motives for self-silencing may be based on positively and negatively internalized cultural,
spiritual, and familial narratives (Heshmati et al., 2021; Surrey, 1985).
Summary
PPD is a mental health concern that impacts the lives of mothers, their infants, and other
family members, and is a public health concern (Praetorius et al., 2020). There are many
personal risk factors of PPD, such as previous experience with depression, depression during
pregnancy, substance use, or childhood trauma (Praetorius et al., 2020). In addition, personality
traits, such as control and self-efficacy, have been shown to impact a woman's experience of
PPD (Brenning et al., 2019). There are also environmental risk factors of PPD including poverty,
lack of secure employment resulting from pregnancy and birth, lack of support, minority and
immigration status, and young age (Ghaedrahmati et al., 2017; Maxwell et al., 2019; Statistics
Canada, 2019).
Many women who experience PPD may experience distress such as isolation, loneliness,
and a lack of support due to stigma (Maxwell et al., 2019). Many factors shape the development
of stigma. The medical model contributes to stigma by focusing on physical symptoms and
medicalizing pregnancy and birth, and pathologizing the birthing woman (Cosgrove & Vaswani,
2020). Neoliberal policies contribute to the worldview that individuals are responsible for their
ability to contribute to the market (Cosgrove & Karter, 2018; Cosgrove & Vaswani, 2020).
Healthcare is evaluated through the lens of economic loss rather than a social condition
(Cosgrove & Karter, 2018). This political drive to be productive provides a foundation for
intensive mothering (Hansson et al., 2017). The cultural acceptance of intensive mothering
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creates a constraining view of the mother (Myers, 2017; Staneva et al., 2017).
Cultural stereotypes of the good mother narrowly define a mother as selflessly dedicated
to her children and the natural caregiver (Staneva et al., 2017). This stereotype is pervasive such
that women who are not mothers or who do not subscribe to the good mother ideal experience
stigma (Myers, 2017). Due to their age, gender of partner, socioeconomic status, immigration or
minority status, or mental health status, marginalized women may experience discrimination and
stigmatization for not attaining the good mother ideal (Hansson et al., 2017; Staneva et al.,
2017).
There is a multitude of factors that contribute to the social construct of motherhood. A
woman who is experiencing PPD may encounter discrimination and oppression from a single
element or multiple sources and may experience stigmatization as a result (Maxwell et al., 2019;
Mickelson et al., 2017; Rosenthal et al., 2015). A woman’s reaction may be to self-silence to
avoid stigma (Hansson et al., 2017). Self-silencing speaks to the vulnerability in women's
gendered experience and the narrow social constructs of "mother" (Hansson et al., 2017).
Implications for Counselling Psychology
The literature review informs about environmental, political, social, and medical factors
that influence a woman’s experience with PPD. Overall, there is a worldwide prevalence of PPD
between 5%–60% (Kwee & McBride, 2016; Öksüz, 2021, Shi et al., 2018). Numerous studies
have illuminated how intersecting factors of race, ethnicity, and immigration influence a
women’s chance of experiencing PPD and the experience itself (Kwee & McBride, 2016;
Maxwell et al., 2019). The awareness of these intersecting factors has important implications for
counselling.
Institutional and neoliberal policies and practices provide the frameworks which
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formulate the interactions between a woman’s interpersonal relationships, intrapersonal
relationships, and social factors (Grzanka & Miles, 2016). Intersectional theory, developed by
Kimberlé Crenshaw, provides a method to analyze how various social and political factors
combine and illustrates points of oppression and privilege (Crenshaw, 1991; Mirza, 2013). Once
the analysis is complete, intersectionality theory focuses on the development of social justice and
action practices (Buchanan et al., 2020; Crenshaw, 1991; Warner et al., 2020). Intersectionality
theory in psychology is criticized for limiting itself to identifying intersecting factors and
negating the call to social action (Buchanan et al., 2020; Crenshaw, 1991; Goff & Kahn, 2013;
Grzanka & Miles, 2016). Additionally, it is suggested that intersectionality views oppression and
privilege from a personal rather than an institutional vantage point (Stevens et al., 2018; Warner
et al., 2020). Therefore, to present a comprehensive view of the social construction of PPD,
intersectional theory is explored through its extensions of decolonial intersectional theory and
embodied intersectional theory and further through assemblage theory. Furthermore, discussing
the implications for counselling psychology begins the process of conceptualizing ethical and
competent care for the individual or population being studied. Cultural humility and ethical
implications of moral rights and social justice are considered.
Intersectional Theory
Intersectionality is a theory of identity that explains how gender, race, ethnicity,
socioeconomic status, and immigration interact to create one's experience and sense of self
(Crenshaw, 1991; Mirza, 2013). Beyond categorizing the segments of vulnerability and
oppression, with intersectional theory, one can view the interactive relationships between these
social factors and how they play a role in the mental health of mothers experiencing PPD
(Stevens et al., 2018). Moreover, the social factors that contribute to the vulnerability of mothers
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experiencing PPD are not considered additive to the mother’s PPD experience but as intricately
intertwined, signifying the social construction of PPD and the related complex mental health
treatment needs (Stevens et al., 2018).
Intersectionality refers to the concept that “structures of inequality are mutually
constitutive” (Warner et al., 2020, p. 262), meaning the oppressed and the powerful assume their
socially constructed role. For women experiencing PPD, this may include internalizing the
narratives of the good mother and ideal pregnancy and the resulting self-stigma (Staneva et al.,
2017). Women may silence their experience with PPD to protect themselves from external
stigma (Praetorius et al., 2020). This external stigma may be displayed in a subversive manner
through the very institutions set out to help women experiencing PPD. For example, the medical
model defers to a “sickness” framework with pathologization and diagnosis of the individual and
will often require mothers to seek support from specialists, which may be experienced as further
“othering” (Grzanka & Miles, 2016; Warner et al., 2020).
Does intersectionality as identity theory reflect grounding in neoliberalism? The
neoliberalism unit of trade is the agency, liberated self, disconnected from the social context
(Warner et al., 2020). From a neoliberal construct, this may look like representation, inclusion,
and recognition for one’s difference but without equality or institutional representation
(Crenshaw, 1991; Goff & Kahn, 2013; Grzanka & Miles, 2016). For the woman experiencing
PPD, this may look like representation and recognition of their situation, but with interventions
that place the responsibility for change and well-being onto the mother (Grzanka & Miles, 2016).
The intersectional lens presents a tension-filled dialectic between affirming identity and
succumbing to neoliberal ideals (Grzanka & Miles, 2016).
Intersectionality provides a framework for analyzing the complexities of individuals’
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lives (Grzanka & Miles, 2016; Warner et al., 2020). Intersectionality also includes a call to
action and social justice to change the “relationships among systems of domination” (Crenshaw,
1991; Grzanka & Miles, 2016, p. 383). However, the latter is often forgotten in mental health
practice (Chadwick, 2017; Grzanka & Miles, 2016). The result is a focus on identities and not
the structure of power imbalance. Reducing intersectionality to identity identification may reflect
psychology’s focus on the individual and the simplicity of social categorization, reflecting a
modernist epistemology (Goff & Kahn, 2013). A woman’s multiple identities create an
“either/or” situation, whereby identities are compared, excluded, or multiplied, further
stigmatizing the woman (Grzanka & Miles, 2016).
Furthermore, the methodology of psychological study has been critiqued for perpetuating
an “either/or” situation with identity (Goff & Kahn, 2013). Overall, psychological research
methodology favours generalizability of causality and results, thereby preferring the 2x2 factorial
design (Goff & Kahn, 2013). This preference reduces research to study the influence of two
independent variables against one dependent variable (Creswell & Poth, 2018). The result is a
study that focuses on a single axis of intersectionality, creating parsimonious data to which
otherwise may be a complex situation when all intersections are considered (Goff & Kahn,
2013). In a sense, the parsimony and generalizability of the research data, along with the
individual focus of many psychological theories, reinforces neoliberal practices by essentializing
the identity of the individual woman who experiences PPD (Goff & Kahn, 2013).
To address the critique of intersectionality theory conceptualization in psychology are
calls to move beyond labelling identities and to employ all tenets of intersectional theory. The
tenets of intersectional theory, as described by Settles et al. (2020), include:
1. Structures of inequality are mutually constitutive, such that sexism, racism, classism,
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hetero-sexism, and other “isms” co-create and substantiate each other;
2. These interrelated power structures inform subjective experiences of social identities,
such that a person’s social group membership (e.g., race) cannot be understood without
also understanding the other social groups to which they belong (e.g., gender and class);
and
3. Theory and praxis should be combined to consider social justice actions and goals (p.
798).
Intersectional theory has the potential to advance psychology’s integration of
institutional, political, and social contextual factors. Intersectional theory and its extensions
provide a critical and transformative method for conceptualizing the social construction of PPD
(Settles et al., 2020).
Embodied Intersectionality
Embodied intersectionality conceptualizes power and disempowerment through the
intersection of external situatedness (intersection of social factors) and the embodiment and lived
experience of the individual (Mirza, 2013; Ussher et al., 2017). The embodied lens of
intersectionality considers the phenomenological experience of an individual’s identities. This
lens addresses the “either/or” situation by examining multiple identities, which are a part of the
embodied experience.
The social norms of intensive mothering and the good mother intersect with a woman’s
embodied experience when experiencing PPD (Staneva & Wigginton, 2018). Women who
experience PPD make sense of their embodied experience by situating it within the social
context. The mothers balance precarious social norms and an essentialist image of the good
mother with their distress (Staneva et al., 2017). The imperative to remain happy, calm, and
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knowing is in opposition to the experience of distress when experiencing PPD and creates a
dialect of identities (Maxwell et al., 2019; Staneva et al., 2017).
To frame their experience with distress within dominant discourse, women who
experience PPD find limited vocabulary, people, and place, to express their distress (Lara et al.,
2016; Staneva & Wigginton, 2018). Moreover, women may perceive stigmatization if sharing
their PPD experience. Mothers will often minimize and distance from their depressed self by
externalizing the distress as experienced by others, by using metaphor or codes, or by denying
and silencing themselves (Maji, 2018; Staneva & Wigginton, 2018). Embodied intersectionality
provides a lens to conceptualize the lived and felt experience of the individual woman and her
experience with PPD.
Decolonial Intersectional Theory
Intersectionality theory and psychology are criticized for having a Western focus,
perpetuating Eurocentric/North American and colonialist views (Patil, 2013; Warner et al.,
2020). The common psychological pursuit of self-expression, growth, and emotional satisfaction
are goals of individual theories of psychology and has roots in a neoliberal view of individualism
disconnected from social context (Cosgrove & Karter, 2018; Warner et al., 2020). Decolonial
intersectional theory aims to break intersectional theory out of its Western hegemonic confines,
to consider how colonial agendas, mentality, and power structures privilege and oppress the
intersections of people and populations from a cross region or transnational perspective
(Macleod et al., 2020; Warner et al., 2020). A transnational perspective recognizes that
“women’s experiences are not the same everywhere because of intersectionalities and context,
but they share commonalities as related to patriarchy being a transnationally dominant system”
(Canetto, 2019, p. 146).

28

PPD is a worldwide phenomenon, with rates ranging from 5%–60%, with increased
prevalence in immigrant populations (Kwee & McBride, 2016; Öksüz, 2021; Shi et al., 2018). In
Canada, PPD rates range from 12.2%–24.1% for the immigrant populations, 11.1%–21.2% for
Indigenous populations, and 5.6%–12.9% for Canadian born, non-Indigenous populations
(Daoud et al., 2019). Decolonial intersectional theory provides a lens through which to
conceptualize both the similarities and differences of the transnational experience of PPD. One
conceptualization of the social construction of PPD is through the lens of self-silencing theory.
Silencing the self theory suggests that women silence their experience to maintain
connection to relationships and community, and that the ability to voice one's needs and wants is
necessary for well-being (Jack, 1991). By silencing their PPD experience, women can live the
good mother narrative, which prevents stigmatization by community and self. This theory holds
a Western dominant cultural view whereby interpersonal silence is oppressive and gendered,
creating a loss of self-identity (Lara et al., 2016; Maji, 2018; Maji & Dixit, 2019). However,
within majority world settings (a quantitative reference to the majority of the world that does not
live by Western, Eurocentric individualistic standards), identity is created through an
"interdependent cultural construction of self," and silence may be used as a method to promote
well-being (Warner et al., 2020, p. 270). This brief example highlights how theory is culturally
and temporally bound, and in this case, is rooted in colonial ideology (Canetto, 2019; Macleod et
al., 2020). Decolonial intersectional theory aims not to replace colonial based psychology but to
expand and pluralize knowledge, power, and being (Macleod et al., 2020).
Assemblage Theory
Gilles Deleuze and Félix Guattari developed assemblage theory, situated in a postmodern
philosophy, in 1987 (Bogic, 2017). Assemblage is a translation from the original French word,

29

agencement, which philosophically includes two definitions: “both the subject who is acting and
the act of arranging, on the one hand, and the resultant arrangement itself” and “agencement
includes both human and non-human elements” (Bogic, 2017, p. 140). The debate whether
assemblage theory is an extension or replacement for intersectional theory is beyond the scope of
this paper (for further discussion see Bogic, 2017; Puar, 2011; Warner et al., 2020). However,
assemblage theory addresses the critique of intersectional theory as conceptualizing identities as
static, enduring, and “discrete and distinct” from one another by viewing identities as inseparable
(Bogic, 2017, p. 143). Assemblage theory considers identity as an experience that is socially,
historically, and geographically constructed (Puar, 2011).
An assemblage is a pattern of "affective, discursive, embodied and material relations"
that result from the event (Warner et al., 2020, p. 266). Furthermore, assemblage theory focuses
on the act of becoming that results from the relational interactions with structures of power
(Warner et al., 2020). When using an assemblage lens, the perspective is from what structural
influences produce these narratives and experiences (Conway et al., 2018; Warner et al., 2020).
Clients and mental health practitioners consider their intersecting identities related to
power and their interactions, which result in generating unique realities (Chadwick, 2017;
Conway et al., 2018). Intersectional theory is criticized for viewing power as solely oppressive
(Chadwick, 2017; Puar, 2011). In assemblage theory, power is viewed as a creation of relating
autonomous parts that assemble to become something new (Conway et al., 2018). Power is thus
considered as temporal and spatially situated, itself a process of becoming. This fluid view of
being addresses the ambiguous agency of intersectional subjects through a relational process of
becoming (Chadwick, 2017).
Assemblage theory’s view of agency is relational and an “emergent process of becoming”
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rather than a state of being, as conceived in neoliberal views of agency as self-determination
(Chadwick, 2017, p. 494; Cosgrove & Karter, 2018). Agency in assemblage theory refers to a
“decentred view of agency (following Foucault) in which power is seen as a force which
produces agency, subjectivity and resistance” (Chadwick, 2017, p. 494). An example within this
framework considers power in the medical model and the prescription of antidepressants for
PPD. A doctor may subjectively assume power over the mother by prescribing antidepressants
based on a PPD screening while concurrently experiencing a lack of agency as health care policy
dictates the action the doctor must follow. The mother may display resistance by refusing the
medication or taking the medication to protect herself from the stigmatization associated with not
conforming to the "good patient" and "good mother" narratives—both actions of the patient
display a process of relational and embodied agency (Chadwick, 2017).
Discussing PPD using intersectional theory and its extensions reveals the complex and
layered social, political, interpersonal, and intrapersonal factors that constitute the social
construction of PPD. This contrasts with the positivism within dominant institutions, including
psychology, and political aims of parsimony (Settles et al., 2020). This view reflects a goal to
generalize findings across all members of a group without consideration of context. Additionally,
the dominant psychological practice focuses on the individual, thereby situating the
responsibility of the PPD experience on the mother (Settles et al., 2020). The psychosocial
restrictions that women experiencing PPD encounter obscure knowledge of the postpartum
experience without these factors (Chrisler & Johnston-Robledo, 2018). Using intersectional
lenses provides an opportunity to appreciate and explore a complete analysis of the factors
involved with a woman's PPD experience.
The social constructionism of intersectional theory creates space to "acknowledge the
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diversity and complexity" in each woman's unique experience, embodiment, and empowerment,
and examines the role of power (Chrisler & Johnston-Robledo, 2018, p. 71). The analyses of
intersections and power, and the interactions between, can inform counselling research and
practice. By using this critical awareness, praxis can demonstrate social justice, a tenet of
intersectional theory (Settles et al., 2020). In this sense, theory is embedded in practice and
practice is embedded in theory and requires reflective awareness of the practitioner to maintain
informed, competent, and ethical practice.
Recommendations for Practice
Political and systemic institutions influence the social construction of PPD. The medical
model situates the problem in the woman with a focus on pharmaceutical treatment and
prevention (Cosgrove & Vaswani, 2020). Neoliberal politics situate health care within the
marketplace, implying that a loss of productivity due to (mental) illness is a problem for the
autonomous individual who has the agency to choose to be productive (Cosgrove & Karter,
2018). These ideas contribute to social norms and narratives of the good mother and intensive
mothering. The mothering social norms are so prevalent that all women, regardless of
motherhood status, are compared to this standard (Deeb-Sossa & Kane, 2017). Internalization of
these messages can be helpful and problematic. Women whose experience and identity align
with the good mother narratives may find connection and affirmation of their role (Mickelson et
al., 2017). Women whose experience does not fit into the dominant narrative may experience
stigmatization by others or by self (Maji & Dixit, 2019).
An intersectional theoretical perspective provides a lens to consider the interaction
between systemic, political, and psychosocial factors that influence the experience with PPD and
shape a woman's identity (Jackson-Best, 2016). This suggests the therapist, researcher, activist,
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and client are not separate or unequal, and all play a role in social justice (Buchanan et al., 2020).
The following recommendations for practice are focused primarily on the counselling session
and the role of the therapist.
Addressing Barriers
Rates of PPD are higher in marginalized populations (Ghaedrahmati et al., 2017;
Maxwell et al., 2019; Statistics Canada, 2019). An intersectional approach considers the
complexity of intersecting factors and how they “interweave” to create a unique phenomenon for
each woman experiencing PPD (Stevens et al., 2018, p. 628). Logistical barriers (e.g.,
transportation, childcare, and fee coverage) and coordination with other health care providers and
services are essential items to consider when providing intersectional care (Hailemariam et al.,
2020; Stevens et al., 2018). Assessing for and removing barriers to treatment is an example of
social justice, a tenet of intersectional theory (Hailemariam et al., 2020).
Furthermore, implementing strategies to overcome these barriers can support treatment
engagement (Etherington et al., 2020; Stevens et al., 2018). Examples to consider are flexible
appointment times (e.g., offering a window of time to attend, rather than a specific hour), child
minding services, and telepsychology services. By assessing barriers to treatment, one can
consider how these barriers intersect and lead to decision making by the therapist, clinic, and
client (Etherington et al., 2020).
Stigma regarding mental health and maternal mental health is a significant barrier to
treatment (Haynes, 2017; Kwee & McBride, 2016). Health care practitioners can perpetuate PPD
stigma by referring those with severe needs to specialists and not recognizing or normalizing the
distress in women who are minimally or suboptimally distressed, resulting in gaps within their
healthcare (Kwee & McBride, 2016). Psychoeducation, advocacy, and normalizing mental health
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care and care for PPD in ways that speak to the population's concerns are vital.
Trauma Informed Care
When recognizing the oppressing intersections in the lives of women experiencing PPD,
it is imperative to consider the role of trauma. While beyond the scope of this paper, the perinatal
period is a time of increased risk of trauma. Rates of interpersonal violence against the mother
increase during this period, and there is potential for traumatic births, many of which are not
validated by the medical system or social norms (Chadwick, 2017; Hailemariam et al., 2020;
Kothari et al., 2016; Polmanteer et al., 2019). Furthermore, sequelae of adverse childhood
experiences of the mother can impact maternal mental health (Sperlich et al., 2017). Trauma
informed care recommends that care is provided to all individuals through a trauma informed
lens to not marginalize, stigmatize, or re-victimize any individual (Polmanteer et al., 2019).
The foundational framework for trauma informed care (TIC) created by the Substance
Abuse and Mental Health Services Administration (SAMHSA) recommends six principles: (1)
safety; (2) trustworthiness and transparency; (3) peer support; (4) collaboration and mutuality;
(5) empowerment, voice, and choice; and (6) cultural, historical, and gender issues (SAMHSA,
2014, p. 10). There is a paucity of research on TIC in PPD care. However, Polmanteer et al.
(2019) provide a conceptual framework. The TIC principles created by SAMHSA provide the
framework, and action steps that incorporate the unique needs of women experiencing PPD are
connected to each principle. For example, emotional, psychological, and physical safety are
considered for mothers and infants, including recommendations such as convenient spaces which
are secure for infants and children, respect for mothers, information about confidentiality, and
use of safety plans (Polmanteer et al., 2019). For principle three, trustworthiness and
transparency action items consist of community connection through education, awareness, and
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engagement (Polmanteer et al., 2019; SAMHSA, 2014). Collaboration and mutuality, principle
four, continues connection and respect for mothers by valuing their experiences and voices into
service planning, intervention, and evaluation (Polmanteer et al., 2019; SAMHSA, 2014).
Empowerment, voice, and choice, principle five, are demonstrated through actions such as
providing mothers with control, choice, and decision-making opportunities with services,
understanding their rights, and the risks and benefits of treatment (Polmanteer et al., 2019;
SAMHSA, 2014). Furthermore, action items that include awareness and treatment for traumas
related to oppression, vulnerability, and diversity support principle six regarding cultural,
historical, and gender issues (Polmanteer et al., 2019; SAMHSA, 2014).
Trauma informed practices are integrated into all levels of service, including but not
limited to the physical space, organizational structure, and health care interventions (Polmanteer
et al., 2019; Sperlich et al., 2017). Steps such as training in TIC practices and the development of
TIC policies can develop a foundation for TIC PPD care. Overall, this strengths-based approach
is grounded in and is responsive to an understanding of the impact of trauma on women’s
experiences with PPD (Polmanteer et al., 2019).
Interventions Focused on Identity and Role
Intersectional theory is a theory of identity (Crenshaw, 1991). Interventions focused on
clarifying one's self-concept and one's perception of their intersecting social roles can invite the
client to explore who they are as a person, mother, mother experiencing PPD, and other social
roles such as daughter, partner, friend, or in their career. Additionally, it is essential to explore
how the client perceives that their intersecting factors influence or enhance their experience with
PPD (Etherington et al., 2020). Additionally, psychosocial interventions reduce isolation and
provide an avenue to develop connections with a new group (Anokye et al., 2018).
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The synergy between an individual's intersecting factors and how they relate to social,
systemic, and political systems can be explored through the client's social roles (Etherington et
al., 2020). Psychoeducation can provide information about the new role as a mother and how that
influences their individual sense of self. Developing a life plan and integrating it with one’s
maternal realities is an opportunity for action (Staneva et al., 2017). Furthermore, exploring how
unmet expectations are posited on a woman, regulating their bodies, may allow women to
externalize the distress they are experiencing (Jackson-Best, 2016; Staneva et al., 2017).
Narrative therapy is founded on social constructionism, and such techniques such as
externalizing and documentation may be useful for treatment of PPD (Combs & Freedman,
2012; Jackson-Best, 2016). Revisiting or reconfiguring meaning making of life experiences can
develop empowered identity within the social context (Combs & Freedman, 2012). Situating the
experience with PPD and the resulting behaviours within a larger context can help to externalize
the PPD experience and decentralize the power (Chadwick, 2017; Mirza, 2013).
Self-Efficacy
Learning parenting and childcare skills are interventions that improve a woman’s efficacy
as a mother (Berma et al., 2018; Henderson et al., 2016). Research indicates that parenting
classes and peer groups and PPD peer groups are influential for developing efficacy in a mother's
new social role (Berma et al., 2018; de Camps Meschino et al., 2016). From an intersectional
lens, it is necessary to consider skill building and self-efficacy that does not reaffirm intensive
mothering norms (Deeb-Sossa & Kane, 2017). Furthermore, it may be advantageous to invite
clients to explore what skills they have learned from parenting and peer groups and from their
different identity groups (Berma et al., 2018; de Camps Meschino et al., 2016; Deeb-Sossa &
Kane, 2017). For example, using what a mother learned about infant sleeping habits in a

36

parenting class and what they have experienced culturally to provide a framework for
themselves.
Self-efficacy can be identified through the narrative therapy intervention of unique
outcomes. Discovery of unique outcomes can illuminate times or situations where the mother has
a different experience than what is expected (Guilfoyle, 2015). For example, a woman choosing
to talk about her experience with PPD is an act of resistance against the dominant norms of
motherhood bliss.
Cultural Humility
Cultural humility in practice can begin with the use of non-pathologizing and
stigmatizing language (Haynes, 2017). The term PPD, even though it is commonly used in the
literature, can be pathologizing and center the experience in the woman. Haynes (2017) suggests
the term perinatal psychological distress to describe the distress experienced by new mothers
and as a way to explore what psychological or social factors are contributing to their experience.
Methods for engagement with the community may vary depending on intersecting factors such
as immigration, culture, or ethnicity. For example, referral to services via community advertising
may be appropriate for some, where others may prefer personal references (Baker et al., 2016).
Considering the location of services, language of services, and timing of services around
significant cultural or ethnic events are additional methods to reduce barriers to access to
treatment (Baker et al., 2016; Driver & Shafeek Amin, 2019).
It is imperative to incorporate communication of the client's cultural and ethnic values
related to family, personal autonomy, mental health, and motherhood (Garfield & WatsonSingleton, 2021; Heshmati et al., 2021). These intersections shape a woman's experience with
PPD and identity formation and are necessary to provide ethical intersectional theory-based care
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(Baker et al., 2016). To be inclusive, these cultural recommendations for practice are broad
measures. However, as a therapist, it is necessary to assess all intersecting factors equally and be
aware of bias or assumptions based on the client's demographic information (Arthur, 2018;
Baker et al., 2016).
Social Justice
Intersectional theory has been criticized or devalued by incomplete use of the theory as
often the last tenet of social justice goals is missed (Crenshaw, 1991; Settles et al., 2020; Stevens
et al., 2018). Intersectional theory and its extensions can provide research to guide changes in
care and practice models, and thus social justice. Researchers who explore positive outcomes
from intersectional theory recommend perinatal health practices that support the social
contextual factors for patients (Stevens et al., 2018).
In their 2018 study of marginalized perinatal women, Stevens et al. utilized an
intersectional-feminist perspective to exam the effectiveness of the perinatal mental health care
model. Intersectional principles guided the model to address the vulnerability of the perinatal
women in need of mental health care. To begin, the team addressed mental health stigma and
mistrust of mental health professionals. Support was developed to attend to childcare needs (e.g.,
child minding services, flexible appointment times), transportation, and financial barriers.
Furthermore, a trauma informed care treatment approach was applied to all levels of care and
interaction in the clinic. The results indicated increased retention, engagement, and treatment
outcomes, and engagement that continued into the postpartum period. These results suggest that
an intersectional approach to program development may reduce mental health disparity among
marginalized perinatal women.
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Next Steps for Research
The complexity of the social construction of PPD in Canada and worldwide would
benefit from further attention. The prevalence of PPD globally necessitates exploring similarities
and differences in experience, support, and treatment (Warner et al., 2020).
Transnational feminism (TF) further develops decolonial intersectionality by considering
a heterogeneous view of women, rather than a homogeneous feminine identity worldwide
(Heshmati et al., 2021). Feminism is criticized for characterizing women as a homogenous
“sisterhood” defined by the cultural values of the global North. The global North refers to
countries such as Canada, United States, Western Europe, and developed Asian countries, and is
characterized by feminist issues of gender inequality and “issues of women’s bodies” (Deb,
2016; Heshmati et al., 2021, p. 48). The global South refers to countries within Africa, Latin
America, and developing Asian countries, and is characterized by the feminist issues of
oppression and violence (Heshmati et al., 2021). This one-dimensional view oppresses the
women of the global South, thereby espousing a “demeaning paternalism similar to the
patriarchal system so many global Northern feminists claim to oppose” (Heshmati et al., 2021, p.
48). When conceptualizing the social construction of PPD worldwide, a TF approach considers
the “meaningful global differences” of women’s experiences through consideration of history,
geography, and institutions (Deb, 2016; Heshmati et al., 2021, p. 49). Future research could
include transnational analyses of PPD experiences to highlight commonalities and differences of
women’s experiences, but also to identify colonial and patriarchal history and influence on the
PPD experience (Deb, 2016; Jackson-Best, 2016).
Our colonial past defined nations' borders and sex, gender, and race, which is a practice
that continues today (Heshmati et al., 2021; Settles et al., 2020). For example, situating research
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location is often from a colonial perspective, with an expectation that research published outside
of the global North situates its location within the finding (Patil, 2013; Settles et al., 2020). This
same level of expectation is often not required when the location is within the Western,
Eurocentric North and demonstrates a continuing prioritization of Western, Eurocentric ideals,
with other perspectives viewed as less than (Settles et al., 2020). To decentralize the power of the
global North, future research could offer the same expectation regardless of location and situate
the research, reflecting upon the social and political context that frames the research (Canetto,
2019; Settles et al., 2020). From a Canadian psychology practice standpoint, conducting research
in this manner upholds ethical Principle IV, Responsibility to Society, of the Canadian Code of
Ethics for Psychologists (Canadian Psychological Association [CPA], 2017). Situating research
within its sociopolitical context is beneficial and just as it reflects an awareness and response to
human need, value, and respect (CPA, 2017).
This search of the literature resulted in only one study of maternal health using
assemblage theory, revealing an area in great need for further exploration. An assemblage
analysis of PPD in Calgary has the potential to bring to light the influences, power, and
oppression that are managed by all involved in a woman’s experience of PPD. As PPD has
implications not only for the mother but also for the infant and other family members, evaluating
the assemblage of the PPD experience may help to de-pathologize the situation for the mother
and identify other sources of support or need for change required for the mother and the family
(Chadwick, 2017; Staneva et al., 2017). Furthermore, understanding the interactions and
relationships between policy, regulation, doctors, nurses, and the women experiencing PPD can
indicate where change is required in public health policy and accessibility.
This literature review presented the social construction of PPD from a global North
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perspective. The dominant narratives of intensive mothering are situated in a Western
worldview. This review reflects how this worldview can be stigmatizing for those outside of this
definition of motherhood. Nevertheless, an opposite orientation of the dominant mothering
narratives of the global South and how they differ, support, or oppress a woman’s experience
with PPD was not considered. Furthermore, examination of how these narratives promote or
protest neopolitical and medical model constructs of the global South could be researched.
Future work is needed to disentangle these complexities. Decolonial intersectional and
transnational feminism, or assemblage methodologies would be beneficial for this research. PPD
research from the perspective of the global South would provide practitioners with greater
understanding of the heterogeneity of women’s experiences transnationally. This promotes the
social justice tenet of intersectionality, as well as cultural humility and ethical practice (Anokye
et al., 2018; College of Alberta Psychologists [CAP], 2019; Crenshaw, 1991). Furthermore, there
can be implications for practice with regards to increasing awareness of the history, knowledge,
and differences experienced by immigrant mothers and how to provide culturally appropriate and
beneficial services and psychoeducation to empower immigrant women (Daoud et al., 2019;
Ussher et al., 2017).
Future research considering other marginalized identities intersecting with PPD can
broaden the perspective of women who experience PPD. The options for research here are vast.
The following examples are not indicative of priority for research but highlight areas noted in the
literature as lacking: sexual minority populations, adoptive parents, age, disability, immigrant
status and socioeconomic status, and cultural and ethnic populations, among others (Chrisler &
Johnston-Robledo, 2018; Douglas et al., 2021; Öksüz, 2021; Shi et al., 2018; Trettin et al., 2006).
Further research of intersectional model delivery can evaluate mental health disparity from
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various extensions of intersectional theory (Jackson-Best, 2016; Warner et al., 2020). The
implications may result in awareness of inequalities or inequities in institutions. Gathering of this
research would have an additive effect, enriching the conceptualization of the social construction
of PPD.
There is much awareness about the stigma woman experience, whether it is about mental
health in general or specifically about PPD (Mickelson et al., 2017). Future research could
examine how reducing stigma influences a woman’s experience with PPD. This research could
explore representations of PPD within the medical model, and within neoliberal policies, and
how these representations align with or contradict women’s experiences, and how this influences
treatment (Cosgrove & Karter, 2018; Cosgrove & Vaswani, 2020; Ussher et al., 2017). In
addition, interaction between the medical model and neoliberal representations and stakeholders,
such as the mothers, family members, and care providers, could be beneficial (Chadwick, 2017;
Cosgrove & Karter, 2018). Moreover, examining how these interactions impact choice, decision
making, and self-care by the mothers and other stakeholders could be beneficial (Chadwick,
2017; Staneva et al., 2017).
Future work devoted to the development and study of practitioner practices in regard to
PPD stigma is called for (Mickelson et al., 2017). There is much research on mothers’
perceptions of stigma, however, understanding other stakeholders’ perceptions, such as fathers,
doctors, and communities, may deepen the analysis (Kornaros et al., 2020). Furthermore,
recommendations of interventions to increase parenting self-efficacy, support seeking, and
identity transition are needed (Kornaros et al., 2020; Mickelson et al., 2017).
The possibility of many oppressive intersects for woman experiencing PPD warrants
further exploration of trauma informed care (TIC) practices for the treatment of PPD. The
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literature review presented in this paper found only one model of TIC for PPD by Polmanteer et
al. (2019). Repeated implementation and evaluation of this model will inform about its
effectiveness and generalizability. TIC is a model that promotes specific practices in all levels of
an organization (SAMHSA, 2014). As such, it would be important to consider the location and
development of a TIC model. Would a TIC-PPD program fit best into an organization that
already practices TIC? Are there models of TIC being used in local medical settings that could
be expanded to incorporate PPD care or is the best course of action to develop a program? Future
research could investigate the implementation of TIC-PPD programs. Additionally, research
about the challenges and benefits of changing practices to a TIC model within a "live” setting
could be developed. Moreover, the interaction between TIC and the medical model framework
and neoliberal expectations of mental health and economy could be examined.
Future work on discrimination experienced by mothers might extend a TIC model and
analysis. For many women, pregnancy and motherhood are a time of increased discrimination
associated with narratives of sexuality, motherhood, and the “devaluation of motherhood”
(Rosenthal et al., 2015, p. 689) for woman who do not meet the standard (e.g., women of colour,
immigrants, young age, etc.; Barkensjö et al., 2018). Further evaluation of discrimination stress
on a woman’s experience of PPD would add more evidence to the social construction of PPD, as
well as identify areas for intervention. Future research could evaluate experiences with
discrimination with diverse groups of women and diverse geographies and consider interventions
to address discrimination.
Research points to the effectiveness of psychosocial interventions for decreasing PPD
symptoms (Anokye et al., 2018; Kwee & McBride, 2016). However, there is also research
pointing to the lack of implementation or support with the medical model for holistic
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programming that incorporates mothers’ psychosocial needs (Anokye et al., 2018; Barkensjö et
al., 2018; Kwee & McBride, 2016; Staneva et al., 2017). Barriers vary from lack of funding, lack
of qualified personnel, and lack of awareness by policy makers, to name a few (Kwee &
McBride, 2016). Working with an intersectional approach and its extensions provides
opportunities to address the needs and barriers to wellness of mothers who are experiencing PPD
and to identify areas for institutional and policy change.
Reflexive Self-Statement
As I began this project, my goal was to bring more awareness to the complexity of
women's experiences with PPD and situate the experience within a social context. My interest in
this topic developed from a personal and professional stance. My experience as a mother and the
associated challenges and changes to my identity made this a significant developmental period in
my life, as it is for many mothers. Professionally, I am interested in attachment theory and how
the neurobiological development of children is influenced and shaped by their caregivers
(Haynes, 2017). I was motivated by the idea that if mothers are healthy and supported, their
children can also be healthy and supported.
Researching PPD throughout my master's program has broadened my perspective
immensely. However, it was the process of this literature review that led to many "ah-ha"
moments! I recognized and found the words to describe the nuances of my experience as a
mother and a woman. It has been a liberating experience for me, for my political views, personal
experiences, and understanding of dominant narratives in society. During the writing process, I
had the opportunity to receive feedback from a feminist practicing psychologist. Her statement
that this paper represents a separate narrative struck a chord and revealed how internalized the
dominant narrative is for me. I wrote the literature review from a lens of trying to bend and fit
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this feminist narrative into the dominant patriarchal narrative. The preceding sections are written
from a perspective of embracing the feminist, gendered, intersectional narrative as having its
own space and voice, without the need to misshape. This consultation challenged my existing
knowledge and guided me towards a more integrative perspective and theoretical structure
(Enosh & Ben-Ari, 2016).
In my internship practice, I have used this burgeoning knowledge on intersectional
theories with many clients. I appreciate that these theories provide a framework to maintain a
curious therapeutic stance, honour the client as the expert in their life, and explore the political,
institutional, and social factors that influence their experience. Furthermore, understanding
intersectionality as more than a static list of factors belonging to the client has allowed me to
view intersectionality as an evolving interaction between power as dominance, power as
resistance, privilege, and oppression. To understand a client’s distress as socially constructed is
nonpathologizing and reveals the strength and resilience of the client.
Given my identification with silencing, pregnancy, and motherhood, it is imperative that I
am aware of potential confluence and projection. Neumann and Neumann (2015) define
confluence as overidentification with the subject or participants of research. Projection is defined
as perceiving what is said through expectations that I have attached to the topic and participants
(Neumann & Neumann, 2015).
Before beginning the research process, I used a bubble map to explore the many roles I
have and to identify the privilege and oppression I experience with each. This map provided a
method to determine which narratives I have internalized and what bias I hold. After writing this
paper, I completed a second bubble map through an intersectional lens to assess the
psychosocial, political, and systemic factors that influence my identity. This bubble map clarifies
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and consolidates the various disparate and muddled concepts I held previously and now consider
through an intersectional lens, considering the influence of dominate narratives and preferred
narratives. Excitingly, I find myself more grounded in who I am as a woman.
Through the literature review process, I recognized the social construction of my identity.
This process has empowered me to embrace the narratives that are a fit for me and to have the
vocabulary and knowledge to evaluate and situate medical practices, neoliberal policies, and
dominant narratives. I found this reflexive practice informative and empowering as an academic
and individual with one role informing the other, leading to an embodiment of these roles
(Adamson & Johansson, 2016). Professionally, understanding, having awareness of, and
acknowledging the intersecting factors in my life will allow me to be aware of how I am
becoming and to discuss the role of power within the therapeutic relationship with the client.
Conclusion
PPD is a serious mental health condition that impacts 10%–15% of women after
childbirth in Western countries and ranges between 5%–60% in non-Western countries (Kwee &
McBride, 2016; Shi et al., 2018). PPD affects the mother's well-being and the health and
development of the infant and the family (Praetorius et al., 2020; Shi et al., 2018). As PPD can
impact many systems and individuals, there has been much exploration on PPD through the
regulatory lens, such as PPD screening, and the medical lens, with prescription of antidepressants
as first-line treatment (Staneva et al., 2017). Conceptualizing PPD through regulatory and
medical models brings attention and awareness to PPD and its far-reaching implications.
Research suggests the medical and regulatory models disavow the mother's agency and
autonomy (Cosgrove & Vaswani, 2020). Social constructs and expectations of the ideal
pregnancy and good mother are fertile ground for stigmatization and disempowerment when
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women experience PPD (Staneva et al., 2017). Faced with social oppression at a time of identity
transition, women may silence their emotions and inner experience (Maji, 2018; Staneva et al.,
2017).
This research explored the construction of the good mother narratives through patriarchal
institutions such as the medical model and neoliberalism. The medical model places the PPD
experience with the mother (Cosgrove & Karter, 2018; Cosgrove & Vaswani, 2020). There are
program developments in some locations that address intersecting psychosocial factors; however,
the medical model remains grounded in a Eurocentric, patriarchal epistemology. Furthermore,
neoliberal policies commodify mental health in terms of loss of productivity and the expense of
sick days. The neoliberal political worldview considers individuals as self-determining and
having the agency to choose the course of outcomes in their lives (Douglas et al., 2021). This
worldview continues to stigmatize mothers by placing the responsibility on mothers for
experiencing PPD and labelling the experience as a mental illness (Douglas et al., 2021).
Arising from neoliberal productivity expectations are the intensive mothering norms that
are a part of the good mother narrative. The good mother narrative suggests that women are
inherently caregivers and skilled mothers and develop worth through self-sacrifice for their
children (Kerrick & Henry, 2017; Meeussen & Van Laar, 2018). By balancing expectations of
neoliberal productivity and gendered narratives, mothering norms have developed time, resource,
and labour-intensive expectations (Myers, 2017). The good mother narratives exist regardless of
race, socioeconomic status, or sexual orientation; however, intensive mothering standards are
most prominent with White, upper and middle-class women (Schoppe-Sullivan et al., 2017).
The intensive mothering standards are a source of stigmatization for marginalized women (DeebSossa & Kane, 2017).
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These institutional, political, and social factors contribute to the social construction of
PPD. Moreover, women's individual intersecting factors influence the power or oppression a
woman experiences from these social constructs. Women marginalized by socioeconomic status,
race, ethnicity, and immigration status experience higher rates of PPD and interact with health
care providers less frequently (Jackson-Best, 2016; Ussher et al., 2017).
One method through which individuals may develop their identity is their social
relationships (Jack, 1991; Maji & Dixit, 2019). When a woman’s experience with motherhood
aligns with social, cultural, and political norms, this may affirm their identity and internalize
good mother behaviours (Hansson et al., 2017; Staneva et al., 2017). However, women whose
motherhood experience does not meet internalized and social expectations may experience selfstigma.
When conceptualizing the social construction of PPD, it is helpful to consider the
relationships between intersecting identities of women experiencing PPD and socio-political
factors. Intersectionality theory provides a method for analysis, assessment, and treatment
(Crenshaw, 1991). Research indicates the positive impact intersectional theory has on the
development and provision of PPD services (Settles et al., 2020; Stevens et al., 2018).
Examining intersectional theory and its extensions provides the opportunity to
conceptualize the social construction of PPD from various lenses, thus adding richness and
complexity to the examination of power, decentralized power, oppression, and privilege.
Assessing the interrelated power structures identifies the subjective individual experiences of
women experiencing PPD. Considerations for practice are the formation of identity(ies),
including awareness of opportunities for resistance and empowerment, and self-efficacy through
skill building with parenting and other areas identified by the client as a necessary component to
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their success. Finally, social justice can be practiced by providing trauma informed care, cultural
humility, and reducing barriers to access to treatment.
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