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We are The Highwomen 
Singing stories still untold 

We carry the sons you can only hold 
We are the daughters of the silent generations 

You sent our hearts to die alone in foreign nations 
It may return to us as tiny drops of rain 

But we will still remain1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                             
1 Lyrics “Highwomen” by The Highwomen (Brandi Carlile, Natalie Hemby, Maren Morris, and Amanda Shires) 
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Summary  
Postpartum psychosis is a psychiatric illness affecting women in their puerperium. Because this 
disease occurs directly after childbirth, it severely impedes the ability of the affected women to be a 
mother for their new-born child. Sociologist notions about care and parenting put a lot of pressure 
on women to be the perfect mother and postpartum psychosis interferes with living up to these 
ideals.  Patients and their families face challenges surrounding the supermom ideology, stigma and 
the mother’s absenteeism due to hospitalization. Afterwards, the women face the quest of picking 
up the thread of their life after postpartum psychosis. Therefore, the central question of this thesis 
is: 
 
What are the experiences and challenges concerning social (re)integration of women diagnosed with 
postpartum psychosis and how do they cope with these challenges? And more specifically, how do 
they (re)integrate into their family? 
 
Researching this question contributes to our growing understanding of the effects of the role of 
mothers within modern families, the societal pressures mothers face and the experiences of 
mothers in the Dutch and Flemish psychiatric healthcare systems. The research performed consists 
of the narrative analysis of six books written by five different postpartum psychosis patients.  
 
The social (re)integration of mothers centres around four themes: 1. A need to be perfect. Mothers 
experience a lot of (internal) pressure to adhere to the supermom ideology even in the wake of 
illness and hospitalization. Postpartum psychosis is regarded as failing your children as a mother; 2. 
Breastfeeding as ultimate desire. A lot of mothers consider the ability to breastfeed their children as 
the ultimate experience of motherhood. The medication and hospitalization of postpartum psychosis 
directly interfere with their ability to do so, much to their grief; 3. Loss of identity. The patients find 
that their identity as a mother is lost due to the fact that they can no longer breastfeed, are 
separated from their children by involuntary hospitalizations and because their abilities as a mother 
are questioned by their surroundings. In addition, they feel reduced to a patient role; 4. Loss of 
autonomy and independence. In this patient role the mothers feel like they have no say in their own 
treatment and feel like they are no longer trusted to make decisions; 5. Finding a new equilibrium. 
After their hospitalization and psychosis, the mothers have to find a way to find a new balance 
within their family life.  
 
Patients experience a loss of identity as a mother and a perceived failure to be the perfect mother 
for their children. Following their diagnosis, the biggest challenge is to regain their identity and both 
the trust of their environment as well as their own confidence in their ability to care for their 
children.  
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Introduction 

Problem analysis  
Psychotic disorders famously have a very high burden of disease(1), and postpartum psychosis is no 
exception. In fact, because postpartum psychosis affects women in the prime of their lives when 
they are starting or expanding their family, the burden of postpartum psychosis is even more 
pronounced(2). Because postpartum psychosis affects not only the new mother, but also her new-
born and her family, the familial dynamics undergo drastic changes following a diagnosis(3). After 
such an impactful diagnosis, families have to find a new equilibrium and mothers have to find a new 
balance within their own lives. In addition, postpartum psychosis often has long-lasting effects(3,4), 
making reintegration into their family essential, as the mothers cannot simply wait for symptoms to 
pass.   
 
Post-partum psychosis is a rare but serious psychiatric disorder that occurs shortly after childbirth, 
with symptoms sometimes occurring within days after giving birth(5). This disorder affects roughly 
0.89 to 2.6 in 1000 women(6). Symptoms of post-partum psychosis are mood swings between both 
mania and depression, psychosis with delusions and hallucinations, and confusion(5, 7-9). These 
symptoms are often characterized by rapid deterioration and the diagnosis is based on the clinical 
presentation of these symptoms(7). Postpartum psychosis may be an isolated episode, but it can also 
be the first presentation of an undiagnosed underlying bipolar disorder(10-12). Women with bipolar 
disorder have a 25-50% chance of developing post-partum psychosis with every birth and a family 
history of bipolar disorder is a strong risk factor for the development of postpartum psychosis(13). 
 
Usual treatment of postpartum psychosis in the Netherlands consists of lithium carbonate and/or 
neuroleptics and possible hospitalization(14-16). With the right treatment, the gravest symptoms of 
post-partum psychosis often subside after 2 to 12 weeks(17). However, the affected women have a 
lifelong increased risk of subsequent psychiatric problems such as psychotic episodes, depression 
and anxiety(18-19). Almost 60% of women experience psychiatric complaints after the initial post-
partum psychosis(20), and poor maternal mental health over a long period of time is associated with 
an increased risk of possible disastrous outcomes such as suicide or filicide(21). But even the 40% of 
women who were diagnosed with "isolated postpartum psychosis” experienced long lasting 
consequences after their episode because of the emotional and social toll it had on them and their 
family.  
 
Women with post-partum psychosis report that they feel a lot of fear and hopelessness. 
Additionally, the psychosis is seen as a very traumatic event. The feeling of “being trapped in their 
own minds”, coupled with the symptoms and fear, make it difficult for the mothers to bond with 
their new-borns(22). This difficulty bonding may have long-lasting effects on the family dynamics, 
seeing as the first few months to a year of a child’s life are crucial in attachment to a primary 
caregiver and failure to bond has a severe influence on the development of children(23). Besides the 
postpartum psychosis symptoms preventing the women from bonding with their new-born, the 
women may be hospitalized, hindering bonding even further(24).  
 
Sociologist views on family emphasize the caregiving role of mothers in the family, so postpartum 
psychosis affects families in a profound manner. Mothers are seen as the emotional core of a 
family(25), making a possible hospitalization very disruptive for familial dynamics. Additionally, there 
is a stigma surrounding mental health and motherhood; women who experience mental health 
problems in the postpartum period are seen as “bad mothers” and this may stop them from seeking 
help(26). Mental health problems do not fit into society’s mould of the perfect mother, making it 
difficult for women to admit.  
 



 

 

It seems clear that post-partum psychosis is a very serious and debilitating illness with severe 
symptoms and long-lasting consequences for both the mother as well as the family. Post-partum 
psychosis is a difficult and very emotional period for a woman and her family and the stigma 
surrounding it is still very present. In addition, they face a pressure to be the perfect mother for their 
children but often have to be away from their children for extended periods of time due to 
hospitalization. The significant impact of this disorder begs the question how these women will be 
able to pick up the thread of their previous lives and how they will be able to reintegrate into their 
own family after their dynamic has been shaken up so thoroughly. How will they react to and deal 
with all the changes to their family and their own identity as a mother after the status quo has been 
altered so drastically? 
 

Objective and research questions  

The aim of this research is to identify the challenges women diagnosed with postpartum psychosis 
face after their diagnosis and to study how these women reintegrate into society and the family life 
they abruptly left behind. Using patient stories and focusing on social (re)integration, this thesis will 
try to uncover how these women navigate stigma, family life and reintegration after such an 
impactful diagnosis. In order to research these subjects, the following research questions have been 
drawn up: 
 
What are the experiences and challenges concerning social (re)integration of women diagnosed with 
postpartum psychosis and how do they cope with these challenges? And more specifically, how do 
they (re)integrate into their family? 
 
In  order to answer these questions, I will first be building a theoretical framework. After that, I will 
be gathering empirical evidence by analysing patient stories of women with a postpartum psychosis 
diagnosis, using the theoretical framework as a guide. Finally, I will apply the framework to the data 
to identify connections, illustrate the links with existing literature and formulate a conclusion.  
 

Societal & scientific relevance  
The societal relevance of these questions and their answers is twofold. The first part mainly deals 
with the fact that postpartum psychosis affects women in the prime of their lives, and has not only 
devastating effects on them, but also on their family. So, it is important to understand how these 
women and their families try to find a new balance in the wake of a postpartum psychosis diagnosis. 
In addition to the fact that the entire family is affected, it is also known that social support is 
essential in the functioning of psychotic patients(27,28), making it even more important that these 
women are able to reintegrate into their social circles.  
  
The second part concerns the largely untapped value of patient stories. Analysing patient stories 
allows us to explore the patient’s narrative in a unique way and provides insight into the daily lives 
of patients with postpartum psychosis that are usually shielded from society due to social norms and 
stigma.  
 
The scientific relevance focuses on the lack of knowledge and research on the social effects of 
postpartum psychosis. A lot of the (clinical) research surrounds the diagnosis and treatment of 
postpartum psychosis. However, there is little research into the social and familial effects of this 
impactful diagnosis. In addition, the research about postpartum psychosis often has a very 
biomedical focus and deals more with the medical impact of the disease on mother and child. 
Research into the social and emotional impact of postpartum psychosis is much rarer, and patient 
stories are a very underused source of information. This thesis hopes to shed some light on the 
potential of using patient stories for the research into the effects of illnesses, psychiatric or 
otherwise.  



 

 

Theoretical Framework 

This theoretical framework will explore three main concepts. The first concept is the sociology of 
family life, with a focus on how family dynamics change to adjust to a mother’s postpartum 
psychosis. The second concept is the supermom ideology, the idea that mothers have to be infallible, 
with attention paid to the consequences of being unable to adhere to this ideology. The final 
concept deals with stigma, both self-stigma and stigma from others. Traditional gender roles in 
families and the sociology of family life have contributed to the idea that women are natural 
homemakers and to the supermom ideology, which in turn caused women to put a lot of pressure 
on themselves and also feel burdened by the high expectations of others. A postpartum psychosis 
diagnosis does not only interfere with the mother’s ability to live up to the supermom ideology, but 
also shatters current familial dynamics. Looking at changed family dynamics, the supermom ideology 
and its effects, and the stigma women face allows us to zoom in on the specific challenges the 
women face when trying to reintegrate into their social circles and their family following a 
postpartum psychosis diagnosis.  
 

Sociology of family life 
Western views on family and family life have changed drastically in the last century-and-a-half. 
According to Deborah Chambers(25), late nineteenth century sociological ideas about marriage and 
family were centred around biological ties and the “procreation and rearing of children”. Begin 
twentieth century, the definition of familial bonds shifted to include social recognition rather than 
just biological ties. However, the optimal idea of an early twentieth century family was still 
considered to be the nuclear family. A nuclear family consists of a husband and a wife with their 
children, making biological ties still very important. In the nuclear family, the husband has the 
“instrumental” role of breadwinner and the wife has the “affective” role of homemaker. Towards 
the end of the twentieth and beginning of the twenty-first century the influence of feminist 
perspectives and shifting family dynamics, such as same-sex parents and blended families, made the 
idea of a standard nuclear family as the only ‘correct’ type of family more and more obsolete(25).  
 
Joan Tronto(29), professor of women's studies and political science, argues that the role of primary 
care giver for women and women’s containment within the household was the outcome of a very 
complex historical process rather than biology and a natural affinity for caregiving. She also argues 
that women are not naturally more likely to be caring than men. She calls the ‘traditional notion’ 
that women have the natural ability to provide care a prejudice. Joan Tronto also states that we 
should not focus on a woman’s “morality” and ability to care, but that society as a whole should 
include care and the values “traditionally associated with women”. Because she believes care and 
politics are intertwined, she rejects the idea that women should merely be involved with care 
without having a political voice(29,30). Jane Ribbens McCarthy(31) emphasizes this point by stating that 
one of the most important feminist contributions to the discussion surrounding the sociology of 
family life is questioning how far motherhood is socially constructed and how far it stems from 
biology.  
 
However, even if motherhood is a primarily social construct, the idea that women are naturally more 
nurturing and should fulfil the most active role in child-raising is still a very prevalent notion in both 
sociology and society as a whole. This notion is for example very clear in custody court cases, in 
which ‘good’ mothers get custody more often than ‘good’ fathers. In a study(32) about the effects of 
gender on court decisions, jurors were presented with two cases in which both parents contributed 
equally towards childcare in terms of time and money, but one parent was described as being 
warmer and more caring and the other as less affectionate. The jurors more often gave the warm 
and caring parent full custody if she was as a woman and were more hesitant to award a male caring 
parent with full custody. So even when mothers are described as cold and fathers as warm and 



 

 

caring, jurors are more likely to project affectionate traits onto mothers, because this is what they 
believe to be true.  
 
In addition to this, mothers are still seen as the “emotional core” of the family and mothers are 
often burdened with the responsibility of ensuring the children receive “good fathering”, rather than 
the fathers themselves(33). Chambers explains how women are not only seen as being responsible for 
their own parenting, but also for their partner’s parenting efforts. She says, “Often, the implication is 
that ‘absent fatherhood’ is somehow the fault of the mother”(33). A good mother, in other words, 
ensures that her children have a good father. This again illustrates how mothers are held to a higher 
standard than men, because they are supposed to be intrinsically better at childcare.  
 

Supermom ideology 

The idea that women have a natural affinity for child-raising is highlighted by the “supermom 
ideology”(34,35); an ideology which sets unrealistic and idealised expectations for mothers(36). The 
supermom ideology includes the idea that mothers should never make mistakes and a moral 
obligation for mothers to always put their children’s needs first(33).  
 
Following the second wave of feminism, the supermom ideology gained another layer(37). When 
women started to enter the workforce more and more, a new standard for women emerged: the 
superwoman ideology. The superwoman ideology poses that women have to strive to be not only 
good mothers, but also successful career women and loving partners. The balancing act between 
these demanding roles only increases the pressure put on women. Marjorie Hansen Shaevitz calls 
this pressure the “Superwoman Syndrome”. She describes this pressure as “a range of physical, 
psychological and interpersonal stress symptoms experienced by a woman as she attempts to 
perform perfectly such multiple and conflicting roles as worker or career volunteer, wife, mother, 
and homemaker”(emphasis hers)(38).  
 
The supermom and superwoman ideologies are an unrealistic standard for virtually every woman, 
but for those suffering from postpartum psychosis, this ideology becomes even more of a pipe 
dream. Postpartum psychosis is a disease with a very high burden of disease and the effects on both 
mother and family are severe. The symptoms of postpartum psychosis hinder the optimal 
functioning of mothers suffering from this disease. The “cognitive disorganization”(39) that results 
from postpartum psychosis may result in neglect of the new-born and the delusions that are part of 
this disease disturb the caregiving process, the mother-child interaction and the mother’s own 
perception of her relationship with the child(39, 40). The symptoms of postpartum psychosis thus 
interfere directly with the ability of a mother to live up to the supermom ideology.  
 
In addition to the disease symptoms, the treatment also affects the mother’s ability to parent. The 
treatment of postpartum psychosis often relies on hospitalisation(41).  When a mother is hospitalized 
in the postpartum period, this impedes her ability to bond with her new-born. The puerperium is an 
essential timeframe for the development of the mother-infant relationship(39,42). A failed bond 
between the mother and her child may have lasting consequences on the emotional, behavioural 
and cognitive development of the child(39,42). An inability to bond with their child, either due to their 
symptoms or due to their hospitalization, strengthens the notion that women suffering from 
postpartum psychosis cannot be the perfect mother that they ‘should be’. Being unable to adhere to 
the supermom ideology increases the feeling that the mother has failed, both according to the 
mothers themselves as well as according to their social environment. 
 

Absenteeism  
Another possible consequence of the hospitalization of mothers suffering from postpartum 
psychosis is a shift in family dynamics. Rodriguez and Margolin researched the family mechanisms of 



 

 

families adjusting to the temporary absence of a parent due to incarceration, migration or military 
deployment(43). Although hospitalization is a different reason for temporary parental absence, the 
characteristics of these separations are similar. There is a lot of ambiguity surrounding the parent’s 
absence and there is a social stigma surrounding the reason for separation. Rodriguez and Margolin 
found that family life shifts to adjust to the parent’s absence as both the children and the remaining 
parent take on responsibilities vacated by the absent parent. These role shifts can be both 
instrumental, such as performing household chores, as well as emotional, such as providing 
emotional support.  
 
The absence is mostly felt by the children ‘left behind’. Psychiatric mother-baby units (MBUs) are 
namely considered the best treatment for mothers suffering from a mental illness, both for the 
mothers as well as the babies(44,45). Both the bonding of the new-born and their mother as well as 
the importance of the involvement of the child in their mother’s treatment are cited as reasons for 
this dual hospitalization. This means that, when possible, the new-born baby does not experience 
absence from the mother, but possible other children and the partner do. MBUs are an important 
tool in allowing the women to continue being a mother, which is very important to these women(46). 
The choice to hospitalize both the mother as well as the new-born highlights the fact that the role of 
the mother is valued more in society than the role of the father, as keeping the mother and her child 
together inevitably means separating the father and the child. This prioritizing of mothers over 
fathers again highlights the role of mothers as caregivers and supermoms. Older children obviously 
cannot be hospitalized with their mother, and thus often stay home with their father in a 
temporarily one-parent household.  
 
When the absent parent, such as the mother suffering from postpartum psychosis, returns, they 
return to a family with a vastly different dynamic which may feel like it has no place for them 
anymore. Literature about the reintegration into family life of parents after a (psychiatric) 
hospitalization is scarce. There is, however, a lot of literature about the reintegration of military 
parents into their families after their deployment. Parents coming back home after separation from 
their families report a lot of mixed feelings. They are more appreciative of their relations and are 
happy to be back home, but they also experience a disconnect from their partner and a difficulty 
adjusting to changes made in their absence. They talk about having to reconnect, readjust and 
reintegrate, all of which include a great deal of uncertainty and stress(47). This stress and uncertainty 
exacerbate tensions brought on by the returning parent being faced with the changes made in their 
absence. These changes often include the fact that children and remaining parent take on 
responsibilities vacated by the absent parent, and therefore these changes can invoke a feeling of 
being unneeded. Changed family dynamics may thus increase the feeling of inadequacy in the 
mother when she returns home after her postpartum psychosis hospitalization. The shifting family 
dynamic in combination with a perceived failure to be a supermom may be perceived as a sign that 
the mother is such a ‘bad mother’ her family does not need her (anymore). This may hinder the 
reintegration of the mother into her family.  
 

Stigma  
In addition to the challenges of postpartum psychosis itself and of the possible hospitalization, there 
are a lot of negative stereotypes associated with mental illnesses that contrast sharply with the idea 
that mothers have to be infallible and make reintegration into family life more difficult. Mental 
illnesses are often accompanied by stigma and postpartum psychosis patients deal with a ‘double’ 
stigma; the stigma of a mental illness and the stigma surrounding not being able to adhere to the 
supermom ideology.  
 
Stigma refers to the negative connotations that are associated with being different(48). An individual 
bears a “mark” that has an effect on the individual’s entire identity. This mark can be part of a 



 

 

person’s appearance, such as skin colour, but may also be a set of behaviours or a diagnosis, such as 
postpartum psychosis(49). Common stigmas surrounding mental illness patients are that they are 
dangerous, at fault for their illness and/or incompetent(50). The most common sources of the 
stigmatization of parents with mental illnesses are family members and friends, followed by mental 
health services and legal services for mothers and fathers respectively(51).  
 
This stigma surrounding mental illnesses enforces the idea that women with postpartum psychosis 
are unable to fully perform their motherly duties and cannot adhere to the supermom ideology. The 
stigma that surrounds mental illnesses contributes greatly to the idea that women with a 
postpartum psychosis are ‘bad mothers’(36). A mental illness diagnosis is thought to interfere with a 
mother’s ability to cope and is even thought to make her dangerous to her child(36).  The supermom 
ideology also contributes to the fact that mothers experience more stigma than fathers(51). Following 
the idea that women are warmer and more nurturing than men(52), mothers are held to a higher 
standard than fathers when it comes to parenting. As a result, they will be judged more harshly 
when they do not live up to expectations.  
 
Due to stigma, a psychiatric diagnosis may become a double-edged sword. On the one hand, women 
are glad they can ascribe the “frightening, horrifying and debilitating thoughts, actions and 
behaviours” that make up their postpartum psychosis symptoms to a concrete illness, giving them 
an explanation and reassurance that these symptoms are “not them”(35). In addition, a diagnosis 
improves the chance of receiving adequate treatment(53), which is often a challenge(35). On the other 
hand, the diagnosis often comes with a “label”, which comes with a stigma once women disclose 
information about their mental health(35). As a result, women often avoid disclosing their diagnosis 
to prevent stigmatization. They fear that people would only see their diagnosis, not them(35).  
 

Self-stigma  
Because the stigma surrounding mental illnesses and motherhood is so prevalent, the women who 
experience postpartum psychosis likely also have hurtful views on mental illness themselves. When 
these women start to experience psychosis symptoms, these ideas might be internalized, leading to 
self-stigmatization. This kind of self-stigma perpetuates the feeling that these women are ‘bad 
mothers’ and are somehow less capable because of their diagnosis with postpartum psychosis. 
Additionally, postpartum psychosis is often the first presentation of mental illness in these women, 
making their self-stigma even more pronounced because they suddenly have to re-adjust their self-
image whilst dealing with perceived public stigma(54). Self-stigmatization therefore often leads to a 
lower self-esteem and self-efficacy(55). 
 
According to Corrigan and Watson(55), self-stigma includes the same three components as public 
stigma. These components are a stereotype, or negative belief about the person suffering from a 
mental illness, a prejudice, or agreeing with this belief, and discrimination, or behaviour in line with 
the belief. In the case of self-stigma, the prejudice may present as lower self-efficacy and lower 
feelings of self-worth and the discrimination may present as a failing to pursue opportunities and 
perform duties. Internalized stigma is more prevalent among mothers than fathers(51), perhaps 
because mothers also hold themselves to a higher standard as a parent than fathers do. The weight 
of internalized stigma may very well be increased by the supermom ideology. When society views 
mothers as having to be infallible, being unable to be a perfect mom comes with a lot of stigma.  
 
This internalized stigma can severely impact the lives of both the mothers as well as their family. The 
women may isolate themselves out of shame, may avoid telling others about their problems and 
refuse to get help out of fear for judgement(56). Self- stigma increases internal turmoil and will cause 
the women to withdraw from their families. Additionally, these feelings of shame and fear hinder 
the recognition and treatment of postpartum psychosis. A combination of self-stigma and the fear of 



 

 

being stigmatized by others can be a deciding factor for mothers to delay seeking help. Many 
women suffering from postpartum psychosis avoid treatment or try to downplay their parental 
concerns because they fear stigma or child removal(57).  
 
However, not all women with a mental illness or postpartum psychosis diagnosis will self-stigmatize. 
Corrigan and Watson(55) describe two additional reactions to mental illness stigma besides 
internalizing. Some women may use the public stigma as a fuel for empowerment and righteous 
anger. This way, stigma motivates people suffering from a mental illness to be the best version of 
themselves to “prove people wrong”. A third possible reaction to public stigma is indifference. These 
people seemingly ignore the harmful ideas surrounding their diagnosis and do not react strongly to 
the opinion of others.  
 
A mother’s reaction to the inevitable stigma surrounding the diagnosis of postpartum psychosis will 
impact the way a family copes with both the illness and its aftermath. Shame and isolation will 
influence the family dynamics, but so will anger and a refusal to seek treatment. Hospitalization of 
the mother and the separation of mother and child also shift family dynamics. A postpartum 
psychosis diagnosis thus has a profound impact on the mother herself, the relationship between 
mother and child and the family dynamics as a whole. Because mothers are still thought to have 
such a central role in families, them being ill or even hospitalized will create a big ripple in their 
family life and the adjustment and reintegration of these women after their symptoms have passed 
will prove to be a challenge.   
 

To conclude  
Traditional but nevertheless still prevalent notions about the caring nature of women and traditional 
gender roles in family life have cumulated in the idea that women should be able to be a perfect 
mother. The emancipation of the workforce has expanded this supermom ideology into a 
superwoman ideology, burdening women with a pressure to be perfect in all aspects of life. A 
postpartum psychosis diagnosis does not only interfere with a mother’s ability to be a superwoman, 
but also drastically impacts her familial dynamics due to forced absenteeism by virtue of 
hospitalization and comes with a considerate amount of stigma. This stigma may be because of the 
mental illness diagnosis, as well as the aforementioned inability to adhere to the supermom 
ideology. In conclusion, a postpartum psychosis diagnosis drastically impacts women and their 
families and begs the question how these women will be able to reintegrate into their previous lives 
and role as mother. Their own stories should be leading in exploring these experiences and 
challenges. 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Methods 

Research design  
Because the research questions of this thesis are inherently about patient experiences and very 
personal aspects of postpartum psychosis, and the way these women relay their experiences, 
patient stories are the most valuable and logical empirical source to answer them. This thesis thus 
primarily consists of narrative research. Narrative research allows for the analysis of both 
overarching themes between different women’s stories, as well as the recognition of the unique 
experiences of each woman(58,59).  
 
This research uses the analysis of patient stories published in books to answer the research question. 
Patient stories offer a rich insight into the world of patients, in their own words, with their own 
focus, which shows the themes they deem the most important. The narrative analysis of patient 
stories allows for the analysis of the most personal aspects of postpartum psychosis for these 
women and their experiences reintegrating into their social lives and families(58,59). Furthermore, 
narrative analysis lends itself very well to the exploration of the role of the supermom ideology on 
the lives of mothers diagnosed with postpartum psychosis. Patient stories offer a unique perspective 
that allows the researcher to tap into experiences regarding illness and disease that cannot be 
explored properly with traditional (bio)medical research, which often focuses on the biomedical 
experiences, rather than the social or emotional experiences. Because postpartum psychosis affects 
women and their families at a changeable and emotional time period of their lives and has strong 
social and emotional effects on the women and their families, narrative analysis sheds light on their 
experiences in a way that traditional empirical biomedical research would not.  
 
The analysis of patient story books rather than (online) blogs or columns offers a more in-depth and 
long-term perspective on the experiences of women with postpartum psychosis. Postpartum 
psychosis is a disease with a long trajectory and is not cured overnight, making patient stories that 
describe a longer time period much more valuable. In addition, every single day may differ for these 
patients, so a book shows more clearly the ups and downs than a single blog post or column would. 
Finally, social (re)integration is a process which spans months, if not years. Again, books spanning a 
longer time period offer more depth and a clearer picture of the process than blogs or columns may 
do(60).  

 

Data collection  

The empirical data of this thesis was collected by analysing books published by postpartum psychosis 
patients. The data collection was centred around selecting patient stories published in individual 
books about the experience of postpartum psychosis, as told by the patients themselves. The 
selection criteria for these books were that they are written in Dutch, are based on the stories of 
actual postpartum psychosis patients, and are an autobiographical retelling of their experiences 
rather than a fictional novel based on their experiences. Within these criteria, six books written by 
five different authors were selected for this thesis. The patients’ stories as published in these six 
books formed the data analysed.  
 
An important aspect of using patient stories that are already written down and published in books is 
that they have already been pre-selected by a third party. Published patient stories differ as a source 
for qualitative research from interviews or field notes in the amount of control a researcher has. 
Published patient stories are namely already specifically written and chosen to fit the narrative that 
the writer is trying to convey. Fieldnotes and interviews give a researcher the opportunity to exert 
more control over the focus than published patient stories do. This does not need to be a problem; 
the narrative a writer uses in their book is a source of data in and of itself. It also allows the 
researcher to focus on what is actually important to the patients rather than focus on what the 



 

 

researcher thinks is important to the patient. It is, however, crucial to realize this influence of the 
writer when analysing the data gathered. This thesis recognizes that the authors chose to focus on 
certain themes or topics and takes into consideration that these are coloured versions of events. But 
given the fact that this thesis aims to explore the experiences of these authors and what they found 
important following their diagnosis and during their (re)integration, this was an enrichment rather 
than a hinder.  
 

Data analysis  
The analysis of large quantities of text, of patient stories, relies on coding. Via coding you establish 
order in the data and assess which concepts and themes dominate. The coding in this thesis is a 
combination of data-driven and concept-driven coding; some themes have been established prior to 
analysing the data, but the patient stories were leading in the final thematic coding. A list of themes 
has been selected based on the theoretical framework, and this list has been adjusted and revised 
after the analysis of the stories. Using both data-driven as well as concept-driven coding ensures 
that the focus of the research is on social (re)integration of women diagnosed with postpartum 
psychosis and their family dynamics, but still ensures that the women’s experiences are leading as 
opposed to preconceived notions. 
 
The priorly established themes based on the theoretical framework are (1) the role of mothers 
versus fathers in family life, (2) the question of being a good or bad mother, (3) the impact of being 
absent from your family and kids, (4) stigma and self-stigma, both expected and experienced 
and (5) non-thematic, general matters that were note-worthy. These themes and underlying points 
of attention are described in topic list 1 (Appendix 1).  
 
During the analysis of the patient stories, several adjustments and additions to the first topic list 
have been made, as seen in topic list 2 (Appendix 1). Additional topics include the recognition of the 
superwoman ideology as an addendum to the supermom ideology, a bigger focus on breastfeeding 
and the inclusion of postpartum psychosis and postpartum depression. Furthermore, some topics of 
attention such as the role of mothers versus fathers have been made more explicit and concrete.  
 
The second topic list was used to attach a thematic code to all gathered quotes and paragraphs of 
the analysed books. By classifying all quotes and paragraphs into a certain topic from the topic list 
central themes, challenges and focal points could easily be recognized in the data. Coding allows for 
a form of classification, in which it becomes clear which topics are the most present and important 
in the narratives of the authors. The results collected by coding the books were then organized and 
expanded on in the chapter “Results”. 
 

Validity and reliability  

The validity of qualitative research hinges on the data collection. Extensive, in-depth data collection 
increases the validity of the research. So, in order to ensure validity, this thesis analysed an array of 
patient stories by multiple authors. Additionally, the different writers of these patient stories offer 
different perspectives, which can be used to triangulate the data. And finally, as important as finding 
cohesion in the data is, it is just as important to recognize deviant cases within these stories that do 
not fit the patterns observed. These deviant cases are also presented in this thesis to increase 
validity. In addition to the data collection, context is also important to increase validity. The 
introduction and framework of this thesis shed light on the context in which this research has been 
performed, so that the reader can use this to assess the analyses performed. Furthermore, all 
authors are introduced in Appendix 2, in order to shed some light on the context in which their 
experiences took place and have been written down.  
 



 

 

The reliability of qualitative research is influenced greatly by the openness of a researcher. To ensure 
this, this thesis includes self-reflection, raw data and direct quotes from the gathered empirical data 
and a clear and concise explanation of the relation between the obtained data and the given 
interpretations. Additionally, a thesis supervisor assisted with this thesis and offered an outside 
perspective to increase reliability.  
 
I am not completely impartial. I’m a woman and am currently studying medicine, making me partial 
both to women but also to healthcare personnel. This had the benefit of being able to emphasize 
with “both sides” in the story; that of the women suffering from postpartum psychosis as well as the 
healthcare workers treating them. However, it also meant that I had to be alert and try to prevent 
my own perspectives influencing the research. The impact of my own perspective was limited by on-
going personal reflection with the members of my thesis group, my thesis supervisor and by myself. 
In addition, I tried to remain as neutral as possible by being curious, honest and open to all sides of 
the stories.  
 

Ethics  
Given the fact that all the books used have been published for the public to read, the women have 
not been anonymized. These books and their content were published for the public to read and as 
such could be used for this thesis. This thesis is written purely for educational purposes. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Results 

This thesis analysed six books written by Dutch or Flemish authors about their experiences with 
postpartum psychosis and often also postpartum depression. These six books are written by five 
authors; Brenda Froyen, Karin den Oudsten, Manon Valken, Monica Klöpping and Anne de Leeuw.   
When performing narrative analysis, not only the stories themselves are important. Because stories 
do not exist in a vacuum, the context in which the stories are told or written impact the 
interpretation. As Murray and Sools(61) say, “narratives develop in interpersonal and social contexts”, 
and these contexts are needed to fully be able to interpret the results. Therefore, an introduction of 
each author and their circumstances can be found in Appendix 2.  
 
With the exception of Monica Klöpping, all the authors wrote their book about their first experiences 
with (postpartum) psychosis and (postpartum) depression. Most women described the start of their 
postpartum psychosis as a manic period in which they slept very little and felt like that had a lot of 
brilliant ideas. These ideas often devolved into delusions and hallucinations, thus starting their 
psychosis. The women typically did not realize they were manic or psychotic, often even thinking 
something was wrong with their partner because he was worried about “nothing”. Their eventual 
hospitalization was sometimes triggered by a visit to their GP at the insistence of their partner and 
sometimes by a call to the police. Some authors, such as Brenda Froyen, describe a traumatic 
involuntary hospitalization involving the police, others such as Manon Valken describe a calm 
voluntary admission.  
 
The authors all depicted unique and personal experiences regarding postpartum psychosis because 
both the authors as well as their circumstances differed. Nevertheless, some recurring themes and 
shared topics were identified in order to learn from their experiences. These themes are (1) A need 
to be perfect, (2) Breastfeeding as ultimate desire, (3) Loss of identity, (4) Loss of autonomy and 
independence, and (5) Finding a new equilibrium.  
 

A need to be perfect  
In concordance with the supermom ideology, all women describe their need to be a good mom, or 
even a perfect mother, regardless of whether this goal is actually achievable. They are very focused 
on their child(ren) and want to be with them and care for them. Some women characterize 
themselves as born perfectionists, whilst others focus on the fact that their children ‘deserve a good 
mother’. Even though the need to be a perfect mother is sometimes described as an inherent 
character trait and other times presented as something that is ‘owed’ to the children, it is present in 
all stories.  
 
“I still feel fucking terrible and my feelings of guilt towards my children only add to that. And my 
husband of course. And my family…Why do I have borderline? Why am I so crazy? Why am I so sick in 
my head? (…) I don’t want this anymore! I want to go home and be an amazing wife and an amazing 
mother. (….) My poor husband and poor kids and poor family. And my lovely friends. They are 
saddled with four kids, whilst I am totally switched off. My poor kids. I’m so sorry, my loves, I’m so 
sorry.” 
Mama, interrupted – Monica Klöpping (p.172-173) 

 
The wish to be a good mother also impacts the illness process of the authors. Both their initial 
reluctance to seek treatment (often in the form of hospitalization) and their drive to recover are 
based on the need to care for their children and be a good mom for them. This makes sense, given 
the fact that hospitalizations are often characterized by the absence of their children either whilst 
they are waiting for a place on the mother-child ward, or for the entire duration of the 
hospitalization. The women feel as if they cannot be a mother for their children during their 



 

 

hospitalization, and as such want to recover as quickly as possible to be able to go home and be a 
good mother again.   
 
The authors are often well-aware they are striving to be a flawless, perfect mother. Perhaps this 
insight presented itself as they reflected on their own thoughts and actions whilst writing their book. 
Their need to be perfect is also recognized by others around them, both by family members as well 
as healthcare personnel. Sometimes, this perfectionism is framed as detrimental, because the other 
person sees it as an unobtainable standard. For example, a nurse at the mother-child ward tells 
Manon Valken:  
 
“You’re looking for the perfect mom and she doesn’t exist!”  
Ben niet gek, ben net moeder – Manon Valken (p.99) 

 
However, this quote from a nurse is exceptional, as the supermom ideology is often not questioned 
in the narratives of these authors. Both the women themselves as well as healthcare personnel and 
family and friends believe that wanting to be the best mother possible is not only logical, but also 
desirable. The need to be perfect is rarely questioned and often encouraged. An example of this is 
healthcare personnel using the supermom ideology to give the mother a shot in the arm; to 
encourage her and reassure her that she is not a bad mother. Anne de Leeuw’s midwife tries to 
assure a manic De Leeuw right before her hospitalization that she handled the situation well: 
 
“Brenda gave me the feeling that I did the right thing, even with everything going on. She called me a 
supermom.”  
Alles is een liedje – Anne de Leeuw (p.41) 

 
The women also constantly compare themselves to others who have no psychiatric problems and 
feel themselves lacking. They wonder why they just can’t seem to be the perfect mother they strive 
to be, when others seem to be able to do so quite easily. 
 
“When I looked at her, I could only envy her. She looked good. She wore a beautiful blue dress. She 
had on makeup. She attentively took notes. I felt so little next to her. How can she look good, and be 
a good mom, and do her work well, and …. Somehow, my ands became ors. I can look good for a 
little while – or ‘not bad’ – or I can feel like a good – or not bad – mom for a little while.”  
Uitgedokterd - Brenda Froyen (p.238-239) 

 
This inherent need to be perfect also extends to other areas besides motherhood, thus becoming 
part of the superwoman ideology. For example, Valken worries about her housekeeping and yard 
upkeep, and Froyen wants to get back to work as soon as her maternity leave ends, even though her 
summer vacation starts three weeks later. The women also worry about being a perfect partner. 
Interestingly enough, this need to be a perfect wife is almost always described as something that is 
owed to their partner, not as an intrinsic wish. Where being the perfect mother is something that 
they sometimes want to be, just because that is who they want to be, being the perfect partner is 
always presented as something they want to be because it is what their partner deserves.  
 
“Tom came to visit me this weekend. I looked forward to it. When he’s with me, I feel as if he’s not 
completely happy. That hurts. I want to feel better so badly, for Tom as well. But I’m not well. I dread 
being with just the three of us again. I don’t feel safe enough with him. I feel as if I’m not allowed to 
be sick, because then I’m not a fun girlfriend.” 
Ben niet gek, ben net moeder – Manon Valken (p.129) 

 
When they fail at meeting their self-imposed standard of perfection, these women often get very 
insecure. As described more extensively hereafter, their position in the family is, so they feel, 



 

 

already threatened by their absence due to hospitalization, and their motherhood is questioned due 
to their disease. In addition, they often self-stigmatize. So when they fail to ‘prove’ they are still 
capable of being a flawless mother, this causes feelings of anxiety and depression. In most cases, the 
women were eventually diagnosed with postpartum depression and they often identified their 
feelings of failure as a mom as being a cause of this depression. This guilt of not being able to be the 
perfect mother for their children, of not being the wife their partner deserves and of not being able 
to do what all the healthy women around them seem to effortlessly do, has an enormous impact on 
the mood and self-esteem of the authors. The most striking example of this is that the guilt of not 
being a superwoman is the focus of Klöpping’s suicide note: 
 
“I’m a bad mom. It snapped in my head. I love you! I am a burden to everyone with my craziness. I’m 
sorry.” 
Mama, interrupted – Monica Klöpping (p.123-124) 

 

Breastfeeding as ultimate desire 
Breastfeeding is often seen as superior to bottle feeding because it supposedly provides the mother 
and the baby with a myriad of health benefits(62-64). This means that women often try their hardest to 
be able to breastfeed and thus provide the best possible care for their child. However, postpartum 
psychosis often makes women unable to breastfeed. This can be due to the medication they are 
given and/or physical absence from their child due to hospitalization. Because postpartum psychosis 
interferes with the ability to breastfeed, it interferes with the mother’s ability to be the perfect 
mother.  
 
Almost all authors had a particular focus on their ability or wish to breastfeed. In many cases, 
breastfeeding was directly equated to being a (good) mother. When they could not breastfeed, they 
felt like they could not be a mother to their child. Breastfeeding was seen as something that only the 
mother of a child could give them, making it something that only the women themselves were able 
to do. They could not be second best at something only they were able to do.  
 
“After more than a month he drank again. Mom, I was a mom again. There was a ‘we’ again, a 
mother with her baby. I could give him what nobody else could give him.” 
Kortsluiting in mijn hoofd - Brenda Froyen (p.93) 

 
In the case of Froyen, her wish to breastfeed eventually results in her deciding to stop taking her 
medication so she could breastfeed her child. As a result, she has to be hospitalized for a third time 
because she becomes psychotic again. Being the only one who can breastfeed their child therefore 
has both positive as well as negative consequences. It comes with a privilege, but also a burden.  
 
Multiple authors also describe intense envy when confronted with other patients who can still 
breastfeed their child, both their own envy as well as envious comments uttered by other non-
breastfeeding mothers in their mother-child ward. This envy persists even when faced with the 
disadvantages of breastfeeding.  
 
“Merel is allowed to decide herself whether she stops breastfeeding or not. I feel sick of envy. The 
nurses explained to me that she’s robbing her own body and that she’ll find out eventually that it’s 
better to switch to bottle feeding. She told me she can’t start with antidepressants because she’s still 
breastfeeding. Therefore her recovery will take longer. But hello, she’s still breastfeeding! Every time 
I see her, I can’t look away. I feel a lot of envy.” 
Ben niet gek, ben net moeder – Manon Valken (p.96) 

 
Even though five out of six authors have a huge emotional attachment to breastfeeding and its 
equation to being a mother, there is one exception. Klöpping did not breastfeed any of her children, 



 

 

regardless of the presence of psychiatric symptoms, medication usage or hospitalization. She is very 
vocal in her book about not wanting to breastfeed, but also about her annoyance with people who 
pushed her to do so, because breastfeeding “is somehow superior”. Klöpping questioning the 
superiority of breastfeeding is one of the few examples of a questioning of the supermom ideology 
in all six books.  
 
“She keeps talking about breastfeeding. Like a while back. She kept going on about the fact that she 
breastfed all her five kids herself (…) I really wanted to fuck her up. I’m not going to breastfeed, after 
four kids my tits would hang by my knees, bye! They’ll also grow up on a bottle.” 
Mama, interrupted – Monica Klöpping (p.134) 

 

Loss of identity  
The equation of breastfeeding to motherhood also means that motherhood is not something 
inherent but can be taken away from you. The forced absence from their children due to involuntary 
hospitalisation is also experienced as motherhood being taken from the authors. The women all feel 
a loss of their identity, a loss of their motherhood. Because they have to stop breastfeeding, because 
they are ‘taken away from their children’ to stay in a hospital, and because they feel like their 
abilities are questioned. A combination of self-doubt, doubt from others and the absence from their 
families oftentimes has a severe impact on the mother’s ability to identify herself as being a mom, 
let alone a good mom.  
 
“But due to my involuntary hospitalization I seemed to be no longer needed as a mom. Due to my 
involuntary hospitalization I did not know who I was anymore, what was normal, and if I was 
normal.” 
Uitgedokterd - Brenda Froyen (p.153-154) 

 
In addition to losing their identity as a mom, the authors recognize their loss of identity as a person. 
The disclosure of their diagnosis often results in the feeling that others stigmatize them and treat 
them as a mentally ill patient rather than a full person; the authors feel like they are no longer taken 
seriously because they are not ‘all there’ mentally. They feel reduced to the patient role, reduced to 
being their illness. They feel as if every choice and every action is seen in the light of their illness and 
that they themselves no longer have a voice. They are a patient who does not know what they need 
anymore.  
 
“I seemed to be reduced to a patient during my hospitalization, to a walking symptom. As one of my 
peers strikingly said: I don’t like the role of “patient”. I hate being helped. Being treated like I’m 
helpless.” 
Uitgedokterd - Brenda Froyen (p.272) 

 
On the other hand, the disease also presents the opportunity for external attribution. When all their 
actions and behaviours are seen in light of their postpartum psychosis, the women have a concrete 
cause for everything that is deemed ‘weird’. In other words, it is not their fault, but the disease’s. 
Although postpartum psychosis is seen by the authors as a scary and impactful diagnosis, it also 
brings a sense of peace. They finally know what is wrong and can start ‘fixing’ it. It also explains that 
they themselves are not inherently wrong, but that they are ill. This is seen as comforting, mainly 
because the women see postpartum psychosis as something they can overcome and recover from.  
However, at a later stage this label of postpartum psychosis hinders the authors as they describe 
that others have a view of them which is coloured by the stigma and apprehension surrounding 
postpartum psychosis. The authors feel like family members and partners see their disease instead 
of them and see their behaviour as symptoms even when they themselves feel like they recovered a 
great deal.  
 



 

 

The loss of identity proves to be a hurdle in the authors’ recovery. Because their whole identity is 
reduced to their illness, the women struggle to find their ‘old’ self, their ‘normal’ self, again. They 
feel as if they lost who they were before and don’t know how to be that woman, that mother, again. 
According to the women, their identity needs to be restored in order for them to be able to recover. 
And the identity they want to regain most, is their role as a mother.  
 
“For me, recognizing my motherhood again was crucial. I couldn’t work on myself if that were 
separate from my motherhood. I have a lot of roles, and being a mom is a crucial one. Only when 
there was space for that, could my recovery begin.” 
Uitgedokterd - Brenda Froyen (p.52) 

 

Loss of autonomy and independence 
Because the women feel reduced to being their disease, they also feel as if they lose their autonomy 
and independence. The authors lose their autonomy when they are involuntarily hospitalized or 
forced to take medication they do not want. They feel like their autonomy is even more challenged 
by the way healthcare personnel handles these medical interventions; healthcare personnel often 
talks about them, rather than to them. They are not an active participant in their recovery but rather 
a passive patient.  
 
Because they are seen as patients who do not know what they need, the treatment of these women 
is hardly ever discussed with them. Because a lack of insight into the seriousness of their disease is 
seen as a symptom of the psychosis, concerns and questions about treatment are often disregarded 
by healthcare personnel. Personnel often believes that the women are trying to avoid treatment, 
rather than make serious inquiries regarding side effects or workings. Treatment plans are usually 
discussed with family members or partners, not with the women themselves.   
 
“The conversation between Roel and a nurse happens behind a closed glass door. I don’t know 
exactly what is being said but judging by his face he’s struggling. Or maybe he’s saying things that 
won’t benefit me? All the longer it will take before I can go home to my children.” 
Angst en onrust – Karin den Oudsten (p.49) 

 
The authors also feel like they are not trusted to make their own decisions because people do not 
deem them able to make rational choices. They feel like their disease is a reason for others to no 
longer trust their judgement or their ability to be a mother. This idea is not merely suggestion but 
also arises in segments in the books written by other people.  
 
Tom, Manon Valken’s boyfriend says: 
“Sometimes I don’t understand a thing of your thought process. You can be so impulsive and 
irresponsible. I know I’m quick to anger, but I don’t ever want to go through this again.” 
Ben niet gek, ben net moeder – Manon Valken (p.139) 

 
Partners, family members and healthcare personnel often cite the safety of the mothers’ children as 
a reason to be hesitant to allow full autonomy to the women. They try to achieve a dual protection 
of both the children as well as the mothers themselves. This often frustrates the women, because 
they feel like they are not trusted with their own children. Only one of the mothers describes having 
a thought about harming her child “to get her old life back”, which terrifies her and it is the first and 
only fleeting thought she has. Interestingly enough, this thought occurs in the midst of her 
depression following the psychosis, not the psychosis itself. All other authors do not ever feel like 
they are a danger to their child, especially because they are mostly focused on being the best 
possible mother they can be. 
 



 

 

Finding a new equilibrium 
The families of all women are severely impacted by the mother’s postpartum psychosis. 
Understandably, the postpartum psychosis symptoms the mothers are exhibiting cause concern and 
stress with the family. The authors describe how their mania or delusions are frightening to their 
children and worrying to their partners.  
 
Almost all authors describe this fear and worry as partly because of the symptoms themselves, but 
also partly because of the insecurity and uncertainty surrounding such unknown and out-of-
character behaviour. The worry is exacerbated by the fact that the authors themselves often tell 
their families they feel fine, and this lack of awareness is even more troubling for family members. 
The lack of disease insight only perpetuates the idea that patients cannot be trusted with decisions 
about their treatment, leading to even more loss of autonomy. The strange surroundings of a 
hospital ward are often also frightening for the children of these mothers.  
 
“ ’Shall I show you my room?’ I asked Bram (= son) and I put my arm around him. Bram felt very 
uncomfortable between the staring and drooling patients. In the privacy of my room my father starts 
talking about a delicate subject. ‘Suus, we think it would be wise if you started with medication. I’m 
not just saying that. I’m saying that because we love you and we worry about you.’ I’ve never seen 
such a grave expression on my father’s face, but it comes right from the hart.” 
Angst en onrust – Karin den Oudsten (p.54) 

 
Part of the fear family members and partners feel also stems from their preconceived notions and 
stigma surrounding psychiatric illnesses. They have prejudices about people admitted to a 
psychiatric hospital, people that are ‘crazy’ or ‘dangerous’, and suddenly their own loved one is part 
of that group. There is both a fear for their loved one, fear of what and who they’ll encounter during 
their hospitalization, but also a fear of their loved one, whom they don’t really recognize in the midst 
of the psychosis. These feelings surrounding mental illness stigma are often dealt with by mentally 
separating their loved one from the other, ‘actually crazy’ patients rather than by confronting the 
stereotypes underlying the stigmatization.  
 
Whilst some authors had minor troubles in their teens with either depression or stress, only Monica 
Klöpping has previous experience with depression and psychosis after childbirth. Klöpping therefore 
describes the fear as more of a foreboding anxiety, a ‘here we go again’ feeling exacerbated by the 
trauma of last time.  
 
Even though Klöpping has previous experiences with mental health problems and hospitalization, 
she still experiences self-stigma, as do the other writers. The women all feel like they are crazy and 
feel a shame in being hospitalized. They feel as if they are unable to be a good mom because they 
are mentally unstable. There is no difference in self-stigma based on the amount of experience the 
women have with mental illnesses and hospitalization. This self-stigma only occurs when the women 
gain some illness insight after the worst of their mania or psychosis has subsided. In the midst of 
their symptoms, the women do not believe there is anything wrong with them, so there is no 
‘reason’ to self-stigmatize.  
 
In addition to the illness itself, the treatment of the postpartum psychosis also has a big impact on 
the women and their families. All authors are at some point hospitalized for a considerate amount of 
time (min: 3 weeks, max: months per year). As suspected, the absence of the mother from her family 
changes the dynamics and when she comes back, a new equilibrium has to be found. When the 
women come home, the predominant feelings are relief and apprehension. Relief because they are 
finally home again, and apprehension because they have to take care of their children by themselves 
again, without the support of healthcare personnel. In addition, the women are often nervous about 



 

 

being home again because they are scared things will have changed irrevocably in their absence. 
However, feelings of relief are more prominent than those of fear. The women mostly describe 
being happy to finally go home to their families again and are extremely glad to leave the psychiatric 
ward. In addition, some of them display enormous amounts of faith in their own recovery.  
 
Karin den Oudsten recounts the feelings accompanying discharge: 
This is the moment I’ve desired for so long. What an immense frustration it has been! Only now I will 
start to realize what actually happened to me. I lived in another world; a world I never knew existed. 
Five weeks I’ve been hospitalized, of which two days in a clinic and the remainder in a renowned 
academic hospital. People told me that I still have a long way to go after my discharge but going 
home is a big step in the right direction for me (…) Residual symptoms are common according to the 
doctor, but he did not tell me what could happen. We also did not ask and personally I think it’s all 
rather exaggerated. It’s just a matter of recovery, so that I’ll be able to go back to work in a few 
months.  
Angst en onrust – Karin den Oudsten (p.8) 

 
Although feelings of relief are very prevalent after a final discharge, there are still feelings of fear 
and wariness. The women may be very glad to be reunited with their family, but they also express 
that their confidence has declined and that they have to learn to trust their own thoughts again. The 
mothers also feel an apprehension about being trusted with childcare again, mostly because they 
feel overwhelmed by all the responsibilities of running a household. Moreover, their partners are 
weary about entrusting them with the childcare. These feelings of worry and fear are both evident in 
how they approach the mother of their children as well as in the paragraphs they contributed to 
various books. The mothers feel this hesitation to trust from their partners and although they 
understand where their partners are coming from, they are often still a bit miffed. This is mainly 
because they feel like they’ve recovered enough to be trusted again once they’re discharged.  
 
We can make a distinction between mothers who developed postpartum psychosis after their first 
child and who already had had previous children without developing psychiatric issues. Because the 
preferred postpartum psychosis treatment involves mother-child wards, there is no familial dynamic 
for the mother of a single child to return to, as only her partner stayed home. The biggest challenge 
for those women and their partner is finding their footing as a family after the hospitalization, and 
for the relationship between the mother and her partner to find a new balance. Anne de Leeuw was 
hospitalized for just under three weeks, leaving her new-born and husband at home. Even with a 
relatively limited hospitalization, the impact of her postpartum psychosis shook up her family.  
 
“After I came home my mom stayed with us for a few days. When she left, the three of us had to find 
a new rhythm. Rutger went to work, and I took care of Sophie again. She was a quiet, sweet baby 
and feeding and sleeping went well. There were no difficulties, as if she felt that I couldn’t handle a 
lot yet. At first glance it seemed as if nothing had happened, but who looked closely could see me 
struggling with the situation. Because of the psychosis and everything surrounding it, I was changed. 
It was like an earthquake had shaken everything up and things had settled in a different way.” 
Alles is een liedje – Anne de Leeuw (p.116) 

 
On the other hand, mothers that do have older children who stayed home during her hospitalization 
find that their family had developed an entirely new dynamic in their absence. Instead of the entire 
family having to adjust, the mother has to reintegrate. Froyen for example finds that all three of her 
sons cling to their father more and prefer his help or attention to hers (she was largely hospitalized 
without her new-born son).  
 
 



 

 

“I tried to comfort him, but it seemed like he did not know me anymore. In the past five weeks, he’d 
hardly seen me. I was a stranger to him”  
Kortsluiting in mijn hoofd - Brenda Froyen (p.192) 

 
“My coming home was not the happy end I was expecting. I came home to a household that had run 
without me for two months and that continued to run, with me at the side-lines.”  
Kortsluiting in mijn hoofd - Brenda Froyen (p.221) 

 
After coming home, the authors all feel they have to give their experiences a place in order to move 
on. They, alongside their family, have to find a “new normal”, as many authors describe it. The 
women talk about finding peace with this “new version of themselves”, about growing closer to their 
children (again) and many describe writing their book as a way to symbolically close this chapter of 
their lives. Although all women describe their wish to recover and to be a good mother for their 
children again, what they see as their ultimate new equilibrium, their point of ‘recovery’, differs 
somewhat. For Froyen it is a wish to re-enter the workforce and to stop taking medication, for 
Valken it is a want to feel at ease at home again, for Klöpping it is a wish to be ‘stable’ and not have 
to be hospitalized again. Den Oudsten wishes to learn to deal with lingering aftereffects such as 
memory loss and to re-enter the workforce and De Leeuw wishes to stop taking her medication. All 
authors envision other points of recovery and all their new equilibriums differ from one another, 
showing that reintegration is a very personal process with no set end point.  
 
Because these narratives describe the authors’ experiences with postpartum psychosis, the books 
often include very little long-term perspectives. Many authors describe their homecoming and initial 
readjustment period after their (final) hospitalization and then make a small time jump to show a 
generally hopeful final sequence about their recovery. The books rarely cover any time more than a 
year after the birth of their child and although the final passages are often hopeful, they rarely 
depict the women as ‘fully healed’, which is something they strive for. In short, the narratives offer 
little information about how and if these women recover fully and about what long-term recovery 
means to them. The re-integration shown mainly takes place in the first months after hospitalization 
without shedding light on long-lasting effects of their disease and absence. Little is known about the 
long-term impact of their postpartum psychosis diagnosis on the mothers and their families.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Discussion and Conclusion 

The experiences of the mothers included in this thesis are focused around the intrinsicality of 
motherhood, the loss of identity and the characterization of reintegration by the finding of a new, 
personal equilibrium. These themes proved to be very relevant for the reintegration into family life 
that the women tried to achieve. These three themes will be discussed in the light of social 
reintegration and will then be used to answer the research question posed at the start of this thesis. 
The findings of this thesis will be put into the context of the existing literature and recommendations 
will be made both for future research as well as clinical practice. Finally, the strengths and 
weaknesses of this thesis will be highlighted, followed by a final reflection. 
 

The intrinsicality of motherhood 
All women included in this study felt in a more or less profound way that their motherhood was not 
an intrinsic part of them but rather something that could be taken away from them. Motherhood 
was not seen as a fact, but as a badge of honour or a vulnerable state of being. In a world where 
families are formed via adoption, surrogacy, stepparents and same-sex couples, the ability to birth a 
child is not what makes you a mother, it is the ability to raise one(65). And for the women in this 
study, this ability suddenly ceased to be self-evident. Their stories about their experiences with 
postpartum psychosis are littered with small or big instances in which they felt their motherhood 
was lost or taken from them. Prescribed medication took away their ability to breastfeed, 
(involuntary) hospitalization forced them to be absent from their children’s lives and the stigma and 
doubt surrounding their mental abilities discredited their responsibility and ability as a parent. All 
these perceived losses of motherhood represent motherhood being taken away by an external party 
rather than the women themselves temporarily putting down their responsibilities.  
 
This perceived loss of motherhood was riddled with a myriad of emotions. A very dominant emotion 
experienced by these women was guilt; guilt that they were unable to be the perfect mom for their 
children and thus the perfect partner to the father of their children. These feelings of guilt were 
amplified by the fact that the wish to be a perfect mother was a very intrinsic wish of these women. 
It was part of their identity as a mother. Feelings of frustration and anger were also very prevalent, 
exacerbated by the fact that a lot of the origins of loss were perceived as being forced upon them. 
Finally, the women experienced a lot of grief and sadness surrounding their loss of motherhood 
because they grieved an easy postpartum period they did not get to have, they missed their children 
and they sometimes felt hopeless their motherhood would ever be fully restored.  
 
The intrinsicality of motherhood is linked to various concepts discussed in the theoretical 
framework. It deals with the intrinsic wish to be a perfect mother, the supermom ideology, whilst at 
the same time highlighting the effects of being unable to adhere to this ideology. It also shows the 
stigma that comes with the failure of being an imperfect mother and the stigma of mental illnesses, 
as the women were not trusted to be a mother because of their postpartum psychosis.  
 
Some authors in this thesis did not fully adhere to the traditional ideas about care and caregiving 
seen in the sociology of family life. These authors were less of a supermom and more of a 
superwoman as they combined both childcare and a career. However, the mothers did still see 
themselves as the primary caregiver; placing more emphasis on their role as mother than on their 
partner’s role as father. This is in line with the literature suggesting that mothers are expected to be 
a perfect mother even when they (re)join the workforce. Other authors did more fully adhere to 
traditional ideas about care as they were at home caring for their child(ren) whilst their partner 
worked. However, all women felt the influence of traditional male-female roles in the household, as 
they were very concerned with resuming childcare even whilst they were ill. Their motivation to get 
better was based on the wish to be able to be a good mother again rather than on wanting to be 
cured for their own sake.  



 

 

Loss of identity  
For the authors of the books in this thesis, their motherhood was a big part of their identity. Feeling 
like they lost their motherhood felt like losing a big part of who they were. This loss of identity was 
then aggravated by the experience of being reduced to a patient role. The authors describe how 
they felt healthcare personnel did not take them seriously because they only saw mania or psychosis 
rather than rational thought. Furthermore, they describe how they felt like conversations were being 
held about them rather than with them and how decisions were made about them rather than in 
consultation with them. These feelings were highlighted by the fact that most of the interventions 
were involuntarily started. The fact that these interventions were deemed necessary to ensure the 
safety of the mother and her child(ren) did not erase the feeling of being reduced to a patient rather 
than a fully autonomous person. This was especially due to the fact that the women often did not 
consider themselves a possible danger to their children, even when family, police or healthcare 
personnel did.  
 
The feeling of being reduced to a “walking illness” was highlighted by the fear of stigma. The women 
describe a shame surrounding their postpartum psychosis and relay how they were hesitant to 
disclose their diagnosis to family and friends for fear of stigma. Although the family and friends 
described in the books were overwhelmingly supportive, this support was usually limited to a small 
circle of people because few members of the mother’s social circle were informed of what was going 
on. The fear of being reduced to a crazy person residing in a psychiatric hospital discouraged the 
mothers from reaching out for support. This fear of stigma is very much in line with the literature 
discussed in the theoretical framework.  
 
This thesis also yielded some results which differed slightly from expectations based on existing 
literature. The literature suggests that stigma is very prevalent with psychiatric illnesses but the 
women in the books analysed hardly discuss any profound stigmatization from others. The 
stigmatization described in these books is more often focused on the other patients on the 
psychiatric ward. Both the writer as well as their family and partner make a clear distinction 
between the mothers on the one hand and their fellow patients on the other; the first is ill, the 
second is crazy. This distinction seems to be made mainly on the basis that both the authors as well 
as their social environment believe postpartum psychosis to be both transient as well as curable, 
whereas they do not believe this to be true for other psychiatric diseases such as schizophrenia. But 
even the one author diagnosed with borderline personality disorder, bipolar disorder, ADHD and 
PTSD sees herself as less crazy than the other patients.  
 
Even though the authors see themselves as “less crazy” than the other patients, they recognize that 
they are at the same psychiatric ward and start to stigmatize themselves. They also have 
preconceived notions about mental illnesses which they now apply to themselves. Towards the end 
of the books, this self-stigma lessens as their self-esteem (as a mother) rises again and the 
acceptance grows. For a lot of women this cumulates in their writing a book to try and break the 
stigma surrounding mental illnesses and motherhood. 
 

Reintegration characterized by finding equilibrium  
Lower self-esteem due to self-stigmatization and the reduction to being an illness made the women 
feel like they lost their identity as a mother. Paradoxically, the women felt as if they needed their 
(social) identity to be restored before they could meaningfully recover. Once they recovered some of 
their responsibilities as a mother and felt like they were treated like ‘themselves’ again, their 
confidence rose, and they felt much more comfortable as a person rather than a patient. In turn, this 
allowed them to be more independent and work towards a discharge from the psychiatric ward.  
 



 

 

After the discharge from a psychiatric ward the recovery process was far from finished. A big part of 
these mothers’ recovery consisted of social reintegration into their families. Their reintegration was 
characterized by finding a new, personal, equilibrium. The women had to find a new balance within 
the relation with their partner, often citing that they had to work on being equals again when they 
had felt like they shouldered so much less of the responsibilities for a while. They also had to find a 
new rhythm as a mother, having been away from their home and children during their 
hospitalization. Due to their absence from their family, the dynamics in the family had shifted to fill 
the gaps left by the mothers. Upon their return home, these familial dynamics had to shift again to 
account for the mother once more. And finally, they had to find a new comfort with themselves. 
Their postpartum psychosis diagnosis came with (self-)stigma, trauma and a perceived loss of 
identity. It tarnished their self-confidence and the women describe it as having shifted their sense of 
self. Long after their psychiatric symptoms subsided, they were figuring out who they were after this 
diagnosis.  
 

Conclusion  
The central question of this thesis is:  
 
What are the experiences and challenges concerning social (re)integration of women diagnosed with 
postpartum psychosis and how do they cope with these challenges? And more specifically, how do 
they (re)integrate into their family? 
 
The reintegration of women diagnosed with postpartum psychosis is as much a social process as it is 
a personal process. The interactions with their partner, family and friends, and healthcare personnel 
were heavily influenced by the self-confidence and mental state of the women and vice versa. 
Hesitancy or uncertainty from the women themselves regarding their abilities as a mother and their 
role within their family affected how willing their partners were to trust them and how much they 
were focused on possible relapses. In turn, having the opportunity to care for their children 
autonomously and independently at home again allowed the women to feel more confident in 
themselves and feel like they were on the road towards recovery and reintegration into their family 
lives.  
 
A defining characteristic of their reintegration process was the absence from their children and 
partner during their hospitalization. This absence was often forced and almost always seen as 
undesirable. The absence from their family life not only impacted the experiences with postpartum 
psychosis but especially those with reintegration. Because of the hospitalization there was not only a 
notable emotional separation between the mother and her family, but also a physical separation. 
The fact that the hospitalization was often involuntary made the transition from home to the 
psychiatric ward bumpy and the start of treatment a traumatic experience. Both the lack of free will 
as well as missing their children were cited as being the most distinctive and difficult aspects of 
postpartum psychosis. The absence from their families also caused a more challenging reintegration 
because both the family as well as the mother had changed separately, making a reintegration less 
than harmonious.  
 
Further challenges concerning social (re)integration primarily had to do with the authors’ role as a 
mother. Both the overwhelming pressures of having to be a supermom as well as the perceived loss 
of motherhood interfered with the reintegration into their family. The supermom ideology was 
primarily experienced as a pressure to be perfect and a debilitating fear to fail. Their postpartum 
psychosis diagnosis was initially seen as a virtually insurmountable hurdle to being a perfect mother. 
This resulted in the fact that after coming home post-hospitalization, the mothers depended a lot on 
others to help them care for their children, which in turn only increased their feelings of failure. In 
addition to this pressure to be perfect, the women also had to rediscover their role as a mother, 



 

 

having previously lost it during their hospitalization and psychosis. On the other hand, the 
supermom ideology also proved to be a motivation to recover and reintegrate, as the women want 
to be the best mom they can be going forward.  
 
The main way in which the authors felt comfortable being a mother again was by doing it. Although 
this sounds simple, the process itself was often filled with anxiety, depression and copious ups and 
downs. However, as their partner and family slowly started to trust them being home alone with the 
children again, leaving them no choice but to care for the children themselves, the mothers started 
to feel like a ‘proper’ mother again. These first few days home alone with the children were 
characterized by feelings of fear, exhaustion and being overwhelmed. But as time progressed the 
women felt more and more confident after each day without incidents. Their experience may have 
been that motherhood was taken from them by outside forces but they regained their motherhood 
on their own, simply by being with their children.  
 
Interestingly enough, the supermom ideology was never really questioned within the books 
analysed. The standard of perfection imposed on mothers was seen as unreachable because of their 
postpartum psychosis, not because the standard itself was unreachable. Both healthcare personnel 
and the mothers themselves used the idea of a supermom to motivate and praise mothers.  And 
towards the end of the books, the mothers were both more confident in their ability as a mother but 
also resigned themselves to the fact that maybe they weren’t perfect. They accepted the fact that 
they were not perfect because they regained their identity as a mom and were happy enough with 
that, but they never questioned the initial want to be perfect. Because the books did not reach 
beyond a year after giving birth, it is unknown whether the authors were content with not being a 
perfect mother yet as they were still ‘recovering’ or if they would continue to be content with the 
fact that they were still imperfect mothers years later.  
 

Context of existing literature  
The results of this thesis align to a great extent with the literature found for the theoretical 
framework. The theoretical framework discussed how the traditional sociology of family life mainly 
emphasizes the importance of the mother in a caring role, which was highlighted in the results by 
the fact that the preferred treatment of these mothers was the admission to a mother-child ward. In 
the analysed books, both healthcare personnel as well as the mothers and their partners were 
focused on keeping the mother and her new-born together in a joint admission. This inevitably 
meant separating the father and his child, which was seen as preferable to the separation of mother 
and child. This preference was seemingly so natural to the people involved it was never even 
explained. The idea that mothers are the natural care givers of a family is so institutionalised that 
healthcare personnel almost completely operates from the idea that mothers are the core caregivers 
in a family and should remain that way. The only reason a new-born would stay home with their 
father was if there was no available spot on a mother-child ward.  
 
The results of this thesis also highlight a gap in existing literature. Although the absence of a parent 
is fairly widely researched, this research is mostly focused on paternal absence through incarceration 
or deployment. Literature surrounding maternal absence is scarce and so is literature surrounding 
parental absence due to psychiatric illness. And this gap in the literature is significant given the fact 
that absenteeism played an enormous role in the experiences of the women in this thesis and their 
families. The reluctance to seek help, the hospitalization itself and finally the reintegration into 
family life were all characterized by the (fear of) absence from their children. It seems clear that 
absenteeism is crucial in the experience and recovery of postpartum psychosis, but little literature is 
available. One can also imagine that due to the stigma involved, parental absence due to psychiatric 
illnesses has a different impact on the family than parental absence due to hospitalization for a 



 

 

physical issue. This difference is as of yet not widely described in existing literature and may prove to 
be relevant for future research.  
 

Future research  
The authors of these books had a very strong position in society prior to their postpartum psychosis. 
They often had a good job and/or financial position, were in a long-term relationship, had a good 
relationship with their family and had a big social circle. This thesis is therefore not entirely 
representative of all women with postpartum psychosis. Future research into women of a lower 
socioeconomic standing diagnosed with postpartum psychosis and their experiences would be a very 
relevant and interesting addition to this thesis.  
 
Another interesting question for future research would be if hospitalization is always needed in the 
treatment of postpartum psychosis. Because the separation from their children had tremendous 
effects and were even described as traumatic by the authors, one can wonder if hospitalization may 
not be detrimental in some cases. The safety of both the women themselves as well as their children 
would obviously have to be ensured but the impact of hospitalization is enormous and the women 
often describe that the biggest part of their recovery consisted of reintegrating into their own family. 
The feeling that hospitalisation may not have been necessary is also present after discharge, so it 
was not just spurred on by a lack of disease insight. Additionally, fragments written by the partners 
of these women also included a preference of day-treatment over inpatient stays. Finally, 
reintegration into family life is a big part of postpartum psychosis treatment; women practice going 
home for days and/or weekends, which feels illogical. First you remove the mother from her 
environment, then your treatment has to focus on reintegrating her. Of course, the experiences of 
these women are very one-sided and future research would have to explore whether day-treatment 
at home could be a feasible option in certain cases of postpartum psychosis.  
 

Implications for practice  
The first implication for practice is thus that hospitalization is often seen as very invasive by the 
mothers and was rarely their preferred treatment. Healthcare personnel could mind this by 
explaining the reasons for hospitalization and try to make the admission as smooth as possible by 
being mindful of the negative emotions of the mother and not purely disregarding them as lack of 
disease insight. However, because of the safety of the children involved, hospitalization should never 
be completely disregarded as a possible treatment option.  
 
Another implication for practice this thesis yielded is that breastfeeding is very important to these 
women and having to stop not only impacts their body but also their mind. Healthcare personnel 
could pay more attention to the emotional impact of having to stop breastfeeding in addition to the 
help they offer with pumping and preventing mastitis.  
 
A third implication for practice is that the identity as a mother is very important for the recovery of 
these women and that reintegration into their ‘old’ lives is almost seen as synonymous to recovery. 
Healthcare personnel could make motherhood and identity a bigger focus in their therapy and could 
offer the women tools to regain their confidence in their role as a mother. This thesis namely 
identified that women often still struggle with being a mother after they are discharged from the 
hospital.  
 
Finally, this thesis opens the door for a discussion about the implications and effects of the 
supermom ideology on a social level. All mothers in this study adhere to the supermom ideology and 
experience both internal as well as external expectations to be an infallible mother. Because of their 
illness and the impossibility of the supermom standard, they fail to adhere to this ideology. 
However, the impossibility of the supermom ideology was not recognized by the authors and they 



 

 

attributed their failure to adhere purely to themselves and their disease. This in turn caused them 
great distress. A lot of women experience both the pressure of wanting to be a perfect mother as 
well as the grievances of being unable to do so. The idea that women are more caring and nurturing 
and as such make for the perfect parents remains rather unchallenged in large parts of our society, 
much to the bereavement of mothers. This thesis shows not only the burden of the supermom 
ideology on women already suffering from an illness but therefore also the need to question the 
reachability of this ideology.  
 

Strengths and weaknesses  
The most important strength of this thesis is that it explored what matters most to the mothers 
themselves. Gaining insight to their experiences can be extremely helpful in treating postpartum 
psychosis as well as possible and narrative analysis allows for a in depth analysis of the patients’ side 
of the story, which is often underrepresented in (bio)medical research. Finally, this thesis was built 
on a strong theoretical framework, placing the results in a detailed context.  
 
Some weaknesses of this thesis are the fact that the results offer little view on the long-term effects 
of postpartum psychosis on social integration. With the exception of Brenda Froyen, these authors 
often wrote about the period of postpartum psychosis itself and the period directly afterwards but 
their books do not offer insight into the situation more than roughly a year after the birth of their 
child. It is unknown how their (re)integration progressed afterwards.  
 
Another weakness of this thesis is that the analysis of patient stories in the form of published books 
yields a fairly homogenous subject group. The women writing these books are often ‘success stories’ 
in which the women recovered well and they are able to be an empowerment voice. They could be 
considered the ‘best’ patients. This could be because they had a secure position within society prior 
to their diagnosis. With the exception of Monica Klöpping these women experienced isolated 
postpartum psychosis from which they recovered very well. In reality, only forty percent of women 
experience isolated postpartum psychosis, and the majority of women experience further mental 
health problems such as mania or psychosis during the rest of their lives(20). In addition to perhaps 
not being the most representative group, the subject pool of this thesis contained five women in a 
western country and narrative research yields very personal results, which limits the generalizability 
and transferability of this thesis.  
 

Final reflection 
This thesis is an attempt to highlight stories which often go untold, by women performing something 
so natural but something so precious: being a mother. Although motherhood is often celebrated,  
those who carry the children others can only hold are often faced with impossibly high standards. 
When motherhood turns out to be very different from the promised cloud nine, something 
invaluable can turn into something very difficult. Reading the challenges and experiences of these 
authors was both harrowing as well as beautiful and many lessons can be learned from their stories.  
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Appendix 1 – Lists of codes 

Topic List 1 (based on theoretical framework) 
- General things that caught my attention 
- Sociology of family life  

o Role of mother versus father 
- Supermom ideology  

o ‘good’ mother 
o ‘bad’ mother  

- Absenteeism  
o Missing family  
o Changing familial dynamics  

- Stigma and self-stigma  
o Expected / fear of  
o Experienced  

- Reintegration  
o Into family  
o Into social lives  

 

Topic List 2 (revision) 
- Noteworthy things other than: 

- Postpartum psychosis  

o Disease / symptoms  

o Treatment  

- Postpartum depression  

o Disease / symptoms  

o Treatment  

- Sociology of family life  

o Mother seen as more nurturing than father  

o Mother as (emotional) core of the family 

- Supermom ideology  

o Perfectionism / wanting to be the perfect mom 

o (Perceived) external pressure to be infallible   

o Superwoman ideology (excelling in all categories, ie work/partner/kids/friends/etc.)  

o Breastfeeding (> bottle feeding)  

o Guilt when failing  

- Absenteeism  

o Missing her kids (hospitalization) 

o Shifted dynamics in the family 

  Not bonding with baby / deteriorating bond with children  

o Feeling useless / superfluous (when back home again) 

- Stigma  

o From others  

 Social circle  

 Healthcare personnel 

o Self-stigma  

 Self-doubt  

o Fear of stigma influencing choices/behaviour  

 Not telling others about disease  

o Reduced to diagnosis  



 

 

Appendix 2 – Introduction Authors 

This appendix includes a brief introduction of all five authors featured in this thesis. These 
introductions are based on the information available; information such as education level or 
occupation was not available for all authors.  
 
The first author is Brenda Froyen. She is the only author with two books in this study; “Short circuit 
in my head” (nl: Kortsluiting in mijn hoofd) and “Figured out” (nl: Uitgedokterd). Brenda Froyen is a 
Flemish writer, psychosis spokesperson and advocate for people with a ‘psychological vulnerability’, 
as she describes it. Froyen studied German studies and is a teacher educator in language didactics 
and children’s literature. She’s married to the father of her children Jan. Froyen has three sons and 
developed postpartum psychosis after the birth of her third son in 2013. Following her diagnosis, she 
was hospitalized thrice, of which two admissions were involuntary. She also developed postpartum 
depression. Her first book tells her experiences with postpartum psychosis and also includes diary 
fragments of her sister to allow for an outside perspective. Her second book deals with her recovery 
and includes her search for good psychiatric care in the Netherlands and Flanders. Froyen now uses 
her experiences to speak on conferences across the Netherlands and Belgium and to advocate 
against stigma. Froyen can be seen as an empowerment voice; as a spokesperson for people dealing 
with psychoses.  
 
Karin den Oudsten could also be described as an empowerment voice. Den Oudsten has two sons 
and developed postpartum depression after the birth of her first son and acute postpartum 
psychosis after the birth of her second son. Based on her experiences, she wrote two books about 
postpartum psychosis, trains healthcare personnel on postpartum psychiatric issues and founded 
the MeMam foundation. Her second book, “Fear and restlessness” (nl: Angst en onrust) is part of 
this thesis. This book is the only book in the thesis which uses a character other than just the author 
herself to depict her experiences with postpartum psychosis. The book is based on Den Oudsten’s 
own experiences, but uses a character named Suus to tell Den Oudsten’s story.  
 
The third author is Manon Valken. After the birth of her first child she developed postpartum 
psychosis and postpartum depression. Valken wrote extensively in a diary after the birth of her son, 
during the first stages of her disease and whilst hospitalized on a mother-child ward. This diary 
formed the basis of her book “I’m not crazy, I’m newly mother” (nl: Ben niet gek, ben net moeder), 
which was published in 2015. Her book also includes reflective fragments written afterwards, and 
fragments written by her boyfriend and father of her child, Tom, presumably also afterwards.  
 
The fourth author in this study is Monica Klöpping. Klöpping developed postpartum psychosis and 
postpartum depression after the birth of her second child. From then on, she kept struggling with 
mania and depression, and psychosis and hallucinations. She had no exacerbated problems after the 
birth of her third child but rapidly deteriorated after the birth of her fourth child. As described by 
Klöpping herself, her child wish was bigger than the fear of mental health problems; she’s always 
wanted a big family. However, after her fourth child she eventually got sterilized on doctor’s advice. 
Following the birth of her fourth and final child, Klöpping has attempted suicide multiple times, has 
been hospitalized a handful of times and was eventually diagnosed with borderline personality 
disorder, bipolar disorder, ADHD and PTSD. She wrote “The big black cloud” (nl: De grote zwarte 
wolk) after the birth of her second child and “Mom, interrupted” (nl: Mama, interrupted) after the 
birth of her fourth child. Her second book is part of this thesis. Klöpping has the most intensive 
problems and also the most ‘chronic’ course of psychiatric problems of all the authors included in 
this study. She is the only author who did not just have a psychotic episode after childbirth but 
continues to struggle with mental health problems. 
 



 

 

And finally, Anne de Leeuw. De Leeuw became manic after the birth of her first child and had a very 
brief psychotic episode. She was hospitalized without her child for almost three weeks and decided 
to write “Everything is a song” (nl: Alles is een liedje) about her experiences to “process everything 
that happened and get some peace in her head”. The book started as diary entries during and after 
her hospitalization, but eventually De Leeuw decided to publish her story to fulfil a lifelong dream of 
becoming a published author. Whilst hospitalized, De Leeuw got the diagnosis bipolar disorder, 
although both De Leeuw as well as her current psychiatrist believe she had an isolated delayed 
postpartum psychosis. 


	Preface
	Summary
	Table of Contents
	Introduction
	Problem analysis
	Objective and research questions
	Societal & scientific relevance

	Theoretical Framework
	Sociology of family life
	Supermom ideology
	Absenteeism
	Stigma
	Self-stigma
	To conclude

	Methods
	Research design
	Data collection
	Data analysis
	Validity and reliability
	Ethics

	Results
	A need to be perfect
	Breastfeeding as ultimate desire
	Loss of identity
	Loss of autonomy and independence
	Finding a new equilibrium

	Discussion and Conclusion
	The intrinsicality of motherhood
	Loss of identity
	Reintegration characterized by finding equilibrium
	Conclusion
	Context of existing literature
	Future research
	Implications for practice
	Strengths and weaknesses
	Final reflection

	References
	Appendix 1 – Lists of codes
	Topic List 1 (based on theoretical framework)
	Topic List 2 (revision)

	Appendix 2 – Introduction Authors

