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ABSTRACT 

 

Aim: Only few existing studies focus on Motherhood and the absence of maternal 

support. This research investigated the life experiences of Asian women who had 

given birth to their first-born child at a time when they did not have maternal 

support. 

 

Design: Baby clinics were targeted and Health Visitors selected candidates that 

fulfilled the criteria to participate in the research. Ten participants comprising of 

Asian women were recruited and participated in an interview about their 

experience of giving birth to their first child at a time when they were not in contact 

with their maternal family.  

 

Method: Interviews were transcribed, analysed and categorised using the 

qualitative method of Interpretive Phenomenological Analysis (IPA). A meeting 

was set up for the participants to review the transcripts and the data was coded 

into themes. 

 

Key findings: Results highlighted four themes which emerged that affected the 

wellbeing of the mother and baby. The first theme was the cultural expectation of 

support and these findings were of significant interest from the viewpoint of inbuilt 

parental relationships and the way they develop as well as the discovery of 

feelings of inadequacy arising because of communication difficulties. The second 

theme was the newness of being supported by their husband which was a new 

experience for them and questioned their role as a mother and their ideas about 

the assumed responsibilities for women in an Asian culture. The third theme was 

the emotional and physical impact of having a baby which was an area that 

appeared to be out of their awareness and came as a surprise to them in the 

aftermath of the baby’s arrival. The fourth theme was pre and post-natal 

experiences of having a baby in the NHS and this identified a number of strategic 
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changes which could be implemented to identify women at risk due to the absence 

of maternal support. 

 

Conclusion: The potential significance of my results, which considered Asian 

women in this context, indicates that the NHS could adopt preventative measures 

to ensure these women are identified as vulnerable and do not continue to fall 

short of maternity services. In order for professionals to ‘signpost’ their patients 

appropriately they need to be skilled up to understand the needs of these women. 

This research highlights the need for women from other cultures to be able to 

expect a level of understanding from Healthcare professionals in relation to their 

specific situations and to have an awareness of the particular difficulties that 

women face when they do not have maternal support. 
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1.0 INTRODUCTION 
 

1.1 My Interest in this area 
 

My interest in this area is borne out of my own life experience in which I had my 

first child at a time when I was not in contact with my birth family. However, by 

revisiting a therapy space of my own I now understand the very basis for this 

research topic stands upon the grounds through which I left home. This feeling 

fueled my desire to better understand the experience of other women when they 

give birth to their first-born child without any maternal support. 

 

My relationship to this area of interest is borne out of my own life experience “In 

the field of counselling psychology and psychotherapy many doctoral candidates 

choose to focus on a topic that has some personal meaning for them, knowing this 

connection will develop and grow over time and keep them engaged in what can 

sometimes be a difficult and lonely process” (Etherington 2004: 179). I have 

always reflected on my experience of becoming a new mother at a time when I 

was not in contact with my own birth family and wondered whether other Asian 

women have had a similar experience to mine. 

 

1.2 Integrated Mother/Culture  
 

Whilst the situation surrounding my experience is unique the experience of giving 

birth without maternal support is an experience shared by women across the 

world. My experience was one in which I was rejected and therefore not allowed to 

access my family for support. In a wider context this occurs as generations move 
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forward and more people move abroad for better job prospects. Alternatively they 

flee their country of origin through civil war or invasions and as a result the 

likelihood of maternal support being a practical option is going to decrease. Hence 

my research highlights a very important experience and voices what it is like to 

become a mother without maternal support. Some of the research recognises that 

Asian women tend to rely on support, advice and guidance from their own families. 

However there still remains very little written about this experience of women 

giving birth at a time when they do not have maternal contact.  

 

I have questioned how Asian women in particular cope with the experience of 

being brought up by migrant parents in the UK or Asian parents in their own 

country and then immigrate to the UK and deal with the complexity of parenting 

their newborn child in a western society without the support of their birth parents.  

 

There has been a significant amount of research conducted which focuses on pre 

and post-natal experiences. In my research topic I am interested in mothering, 

maternity services, attachment and how society tackles the issue of cultural 

diversity in maternity services. My research seeks to understand the actual life 

experience of women during the time they became a mother without maternal 

support from their own mother. I am interested in how this experience shaped their 

experience of mothering their new born baby and my passion is to give this 

experience a voice. 
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My particular focus of research is the experience of Asian women because this is a 

particular ethnic group whose experiences I can relate to. I hope my research will 

continue to inform other professionals in the field of maternity services when 

considering the multicultural experiences and needs of women. 

  

1.3 The Research Focus 
 

I want to understand a woman’s experience of giving birth to her first child without 

the support of her maternal family and to gain insight into her lived life experience 

of this. I want to know what the quality of her relationship with her maternal family 

is like. As a child I grew up with a sense of community support and a sense of 

feeling cared for. I would like to understand what the word “support” means to a 

woman in this context. It is my own early upbringing and the culture that I was 

brought up in that leaves me with a sense that in the Asian community women are 

respected as sisters, wives and mothers. I would therefore like to understand 

women’s experience of the cultural importance of a mother. My experience of 

giving birth in an NHS setting leaves me questioning if there is anything about the 

women’s experience that would facilitate a shared understanding amongst 

professionals in the field of maternal wellbeing. 

 

1.4 My experience as an Allied Health Professional (AHP) 

I have worked in the NHS as an AHP for over 18 years. My personal experience of 

embarking on the journey of motherhood combined with my working history in the 

NHS sparked my passion for the research topic and has allowed me the interface 
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of working in the front line as an NHS professional and brought me into contact 

with the issues faced by patients. This facilitated the opportunity to apply for NHS 

ethical approval, contact the relevant professionals in my area of interest, work 

with the Health Visitors to conduct the research and enable my access to the NHS 

library which aided my literature search. I view my various roles within different 

NHS services as empowering through which I have gained substantial work 

experience across a multitude of services acquiring knowledge, skills and an 

understanding of the areas of expertise in different NHS contexts. All of this 

richness informs my understanding to conduct this research and goes on to inform 

me as an evolving practitioner.  

 

1.5 Holding a dual lens  
 

My research seeks to contribute to the NHS work setting in maternity services and 

informs strategic considerations of provisions they make in the future. In particular 

it clarifies the practice of antenatal care and postnatal care in terms of service 

delivery. Having worked as an AHP I have been in a privileged role of conducting 

research and understanding a patient’s experience of receiving care. This 

combined with my experience as a patient who has received care from maternity 

services. This unique combination gives me a dual lens that informs my research 

as an insider researcher. 
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2.0 LITERATURE REVIEW                                                 

2.1 Introduction 
 

This section focuses on research in the field of motherhood and the experience of 

what it is like to become a mother. My search for relevant literature found very few 

studies that relate directly to my research topic and accordingly I looked at 

contemporary research which incorporates literature on the ethos of Asian women 

relying on family support but nothing about how they might be without it. Key words 

used in searches include; motherhood and the absence of maternal support, Asian 

women, Asian parents, history and culture of Asian Indian and Asian Pakistani 

parenting, motherhood, absence of maternal support during motherhood. Asian 

Indian parenting styles and other cultural ritual parenting styles. These searches 

led to an exploration of how the maternal family play a part in motherhood, the 

Asian culture, motherhood in maternal care, the experiences of a new mother and 

her availability to her new born infant. I draw this section to a close by 

underpinning my rationale for an interpretative qualitative research proposal which 

allows us to develop an understanding of a women’s journey into motherhood.  

 

2.2 Contemporary Research  

Research by Raman et al (2014) investigated the way in which new mothers 

accessed support and examined where this support came from. In particular 

support during the perinatal period was elicited from their maternal sister, mother 

and friends. Highlighting the significance of creating and supporting the mother-

infant dyad, an interesting point made by the researcher is that this perinatal 
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support builds the foundation for the after birth recovery process and aids 

maternal wellbeing. Using an ethnographic approach, in-depth qualitative 

interviews with participants aged 17-40 who were during their first trimester were 

analysed with semi purposeful sampling to ensure a mix of participants. 

Interviews were held in a location of the participants choice, socio cultural factors 

and healthcare utilisation patterns were observed including maternal, child 

antenatal and post-natal healthcare visits. Interviews were conducted in five 

different languages until they reached a saturation of themes.  

 

One particular theme emerged which was the reliance upon the participants own 

mother known as Amma. Women appeared to rely heavily on the presence and 

support of their Amma for guidance on everyday occurrences and advice unless 

their Amma was unavailable due to geographical locations. Women who had 

access to their Amma felt ‘particularly lucky’ but where Amma was unavailable 

the women were sad and verbalised missing this support. Women with maternal 

support relied upon their Amma during the postnatal period as she seen as wise 

and knowledgeable. Parental availability came with cultural acceptance enabling 

the woman to spend a prolonged period of time in her maternal home soaking up 

care and empowering her to connect with her childhood home and surroundings. 

This proved to be positive, however, for those women unable to gain this care 

they experienced a sense of sadness and they relied on female friendships as a 

source of support. Further demonstrating that something was missing for them, 

this part of the research could have been taken further as this realisation alone is 

not enough. It is important for us to understand the impact of this sadness on 

both the new mother and her baby and to further share this knowledge and 



 

16 of 201 

insight with professionals in the area of maternal care and beyond so we as a 

profession and society can support these families. 

 

All participants interviewed had husbands and there were a number of findings 

mainly relating to intimate networks of support and less or almost no reliance on 

healthcare professionals. For those able to access maternal support they 

expressed this was a major source of emotional and practical support with social 

class and education having some weight on how much these women relied on 

their husbands for support. Whilst the women who were unable to access family 

support relied on female networks or went without supportive resources were still 

less likely to access healthcare professionals for support. The researchers 

deviated from these interesting findings and detracted from the understanding 

that women were sad due to the lack of access they had to their maternal 

families and did not further their research to find out if this had an effect on their 

after birth recovery and ability to bond with their new born.  

 

My research focuses on women who have become mothers for the first time and 

explores what current service provision are available for these women. This 

research falls short of using the data from the women without support to 

formulate clinical needs based on their experiences. I am seeking to understand 

the experiences of women without maternal support by asking new mothers 

about their experiences. 
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A comparative study was carried out by Holly et al (2008) on mothers who did 

have support verses those that did not have support, concluding that despite a 

lack of companionship and support for new mothers it was their cultural 

background which made a difference as to whether or not they accessed 

support. In particular, mothers who were of a black, Pakistani or poor background 

were more likely to miss antenatal classes and give birth without companionship 

verses white mothers. These mothers were also more likely to have a preterm 

birth or emergency cesarean section, lower satisfaction with life, shorter birth 

times and spinal pain relief in comparison to white mothers.  

 

This study highlights important considerations about women who did not have a 

companion during childbirth and how modern NHS constraints have left midwives 

in a position in which they do not have the time or resources to offer such 

individualised care. Midwives also voiced their view that the idea of caring rather 

than being there to provide treatment devalued their role as professionals. This 

research further explored the reasons mothers gave birth unaccompanied and 

hypothesised that these infants were at risk of social and economic 

disadvantages. Other findings were that new mothers might not have known they 

could have bought someone other than the baby’s father to support them during 

the birth. Researchers drew attention to the limitations of their study by 

highlighting that the participants may have misinterpreted the question and 

furthermore concluded that being alone during the birthing process might have 

led to high risk mothers requiring additional support however, the researchers  

did not extend this to specify what this support might entail.  Given such 

important findings the researchers did not investigate why mothers from different 
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cultural backgrounds did not know they could bring someone with them. The 

researchers did not ask their participants what they would have liked to have 

experienced and were therefore unable to make a direct impact on maternal 

service provisions by taking their research questions further. As this study 

attempted to draw comparisons and did not focus on one group in terms of 

women being accompanied versus unaccompanied and further complicated the 

research by grouping multicultural women, black, Pakistani and white women in 

the same comparative sample. It was therefore no surprise that these women 

misunderstood the question when we think about their different cultural and 

historical backgrounds which in themselves are complex. My own research sets 

out to focus on women from one ethnic group and seeks to understand what their 

experience are by examining their lived life experience. 

 

Recent research by Boram et al (2018) explored the relationship between 

parenting practices and perceptions amongst Korean immigrant parents in New 

Zealand. Emphasising that an increase in migration led to the Korean community 

becoming the fastest growing ethnic group in New Zealand. The research 

examined the perception that Korean parents thought they display warmth and 

moderate control. They felt this did not capture Korean parental values as 

Korean parents attempted to display more western ideals. It was interesting to 

note that ‘maternal devotion’ was set out to be a maternal Korean parental 

concept in which fathers were seen as the stern authoritarian ‘disciplinarians and 

breadwinners’. A multiple regression analysis was performed on both parental 

responses and findings suggested that an authoritative parental style 

compromised warmth.  This research included the views of both parents and 
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drew on the differences between maternal and paternal experiences, it was 

interesting to see that fathers veered more towards shaming/love withdrawal, 

modesty and encouragement whilst maternal directedness created fewer 

internalising problems given mothers were not highlighted as authoritarian. 

Children’s ability to internalise problems were affected by their mothers’ 

perception of being authoritative however, the study was unable to conclude how 

a direct parenting style could predict their child’s behaviour. Other variables such 

as the self-reported bias in the way the parents rated themselves may have also 

affected the outcome and results.   

 

As such this research raises questions about the way in which parents might self-

report their parenting style. I do believe this research could have been extended 

to include the views of the children and their perceptions and experiences of 

growing up in New Zealand. In addition, interviews could have been conducted 

with the parents rather than relying on self-reports. Although the researchers 

were transparent about how the research benefitted from a diverse sample of 

Korean participants the shortage of participant numbers may have restricted the 

outcome. Despite these reservations the research has gone some way to 

opening up conversations about Korean parenting styles and enabling 

communities to compare and reflect on their parenting in western countries.  

As my research is not set out to focus on parental styles it will be thought-

provoking to see if the participants interweave their life histories and parental 

styles as part of their own journeys into becoming a mother at a time when they 

did not have maternal contact. This research also seeks as a contrast to my 

literature search as it helps us to understand different cultures and parenting 
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styles. The study was useful insofar as parents predict their child’s behaviour 

based upon their perceptions of how they parent in a western country. It will be 

interesting to see how the participants in my research are able to think about 

themselves as parents and how they might think about parenting in a western 

community.  

 

One study which extends the idea of parenting and the mother child relationship 

is research by Iqbal (2012) on parenting styles in multi ethnic Britain. Interviews 

were conducted during which the mother child observation scale was scored and 

coded using the parent child interaction. This research utilised a mixed sample of 

12 British Indian, 12 British Pakistani and 12 White mothers, interviews were 

carried out and a thematic analysis was administered. The study sought to 

explore two aspects; parenting and child adjustment and cultural and contextual 

factors in family life and the findings upheld the hypothesis that positive parenting 

styles were associated with positive outcomes for children.  

 

There were some differences detected across ethnic groups in the nature of the 

parent child relationships when it came to supervision, child centeredness and 

overt discipline. Further findings demonstrated that culture was acquired as part 

of the child’s development and traditional Indian and Pakistani cultures provided 

a narrow realm of socialisation whereas white families promoted more 

opportunities to socialise widely. Prejudice amongst communities, stressful 

environments and ethnic inequalities were all contributors to the outcomes. All 

mothers recruited to the study were British born and spoke English as their first 

language however the mixed method of participant recruitment left the 
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researcher with various possible outcomes. Such mixed research groups tends 

to make it difficult to form a concrete analysis of the data and further fall into 

making comparisons opposed to devising results which can progress into service 

provisions. 

 

The sample size grouped various women from different cultural backgrounds 

which could add to why there were different possible outcomes. My research 

seeks to concentrate on one group of mothers from an Asian background and 

centers on less variables enabling my research to concentrate on the research 

question about the lived life experiences of women who have given birth to their 

first new born baby without maternal support enabling me to attend to this event.  

 

2.3 The role of family in motherhood 
 

In my opinion emphasis on the role of the family is a significant part in supporting 

an Asian woman prior to, during and after the birth of her new born baby. This was 

studied by Grewal et al (2005) who discussed the influence of the family on 

immigrant South Asian women’s health to understand the family members 

influence on health seeking behavior. Asian women were unable to access support 

from their extended family due to immigrating to another country. Individual face to 

face open ended interviews were conducted, audiotaped and transcribed. The 

findings suggested the importance of family was at the center of the lives of these 

women and this had an important influence on their health. Proposals were made 

for healthcare staff to take into account the women’s relationship with their family 

and their involvement in healthcare decisions. This raised some important points 
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about Asian women using their family of origin as a first port of call when making 

important decisions about their own healthcare provisions.  

 

Highlighting the importance of the family in making personal healthcare decisions 

is explored by Mahat (1998) Eastern Indians’ childbearing practices and nursing 

implications and researches the importance of cultural awareness because a lack 

of understanding from healthcare professionals can affect the patient – 

professional interaction. Findings suggested that Indians were exposed to 

increased conflict and confusion due to their differing cultural backgrounds whilst in 

a new country. The advice and guidance of family members was highly regarded 

and sought in an eastern culture. The opinion of the mother-in-law is considered to 

be important in the experts’ opinion for pregnant women who turn to them for 

advice and guidance.  

 

A number of cultural differences between eastern practices and the western 

healthcare service was investigated by Mahat (1998) who concluded the need for 

“cultural awareness among nurses” (p.161). By increasing their awareness they 

would be better equipped to provide a much more thorough assessment and be 

able to impart their understanding of the cultural needs in terms of lifestyle, health 

beliefs and health practices of this population. This would increase the likelihood 

that nurses could provide a culturally sensitive approach and see a decline in the 

negative experiences that stem from a misunderstanding or ignorance about other 

cultural practices. This supports the need for professionals to understand Asian 

women are likely to turn to their own families for maternal support because this 
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need is not fulfilled by the current way in which maternity services provide care for 

their patients. 

 

The psychological well-being experiences of Bangladeshi women was explored by 

Gausia et al (2012) which focused on the emotional wellbeing of Bangladeshi 

mothers during the postnatal period. Research demonstrated that the emotional 

wellbeing and health of mothers following the birth of their baby determined 

whether postnatal depression was recognised, how it was interpreted, the effect it 

had on the well-being of the mother and on the wider community. A qualitative 

focus group explored the views of ten mothers and findings suggested mothers 

tended to lean on family. Friends, religious leaders, and healthcare services were 

not their first point of contact. Further indications suggested healthcare staff could 

educate women about their role as it was important for health visitors to 

understand the significant cultural diversity of their patient group when assessing 

the scores of the postnatal depression scale to enable professionals to understand 

why mothers may choose to seek alternative methods to manage their health 

during the postpartum period.  

 

2.4 Cultural experiences of women treated in Healthcare 
 

I was interested in researching cultural diversity in healthcare and illness providing 

an insight into the nursing interventions following the birth of a new born baby. 

Research carried out by Spector (2010) focused on the initial hours after birth in 

particular guiding the mother and baby through these early moments highlighting 

the birth rituals, importance of cultural, religious beliefs and recognising how evil 
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spirits and good spirits have a part to play in rituals performed upon the birth of a 

new baby. The disadvantage of the healthcare system is one in which the provider 

who comes from one cultural background is unable to meet the patient’s needs 

because they might well come from another cultural background and the 

importance of their needs is not taken into account. This can develop a barrier or 

as the writers describe a “wall” in which misunderstandings develop. This may 

leave the patient feeling unable to ask for care and the provider unable to meet the 

demands placed upon them. This could end in a breakdown of communication and 

dissatisfaction between the provider and recipient of the service. In this case the 

needs of the new mothers go unmet and the service falls short of recognising what 

those needs are ultimately ending in a disadvantaged position for both parties.  

 

This also highlights that in treating American Indians there are a number of factors 

which need to be taken into account including the importance of non-verbal 

communication, using a lower tone of voice. Interacting in a way that allows one to 

remember what is being said rather than jotting down notes which can appear to 

be impersonal. This concludes that it is the health professionals’ diversity that will 

lead to improved public services particularly demonstrating the need for ethnic 

minority patients to be seen by practitioners with whom they share the same or a 

common race. This also increases the likelihood that patients are in receipt of the 

appropriate care and empowers them to accept this care because they feel 

understood or respected.  

 

Bharj et al (2008) researched ethnic inequalities in maternity service experiences 

and outcomes which highlight inequalities in UK maternity services still exist in 
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minority ethnic groups. Service provisions contribute to adverse outcomes for 

minority women and there are a number of barriers that block high quality care for 

minority women. Healthcare professionals need to be knowledgeable about their 

local population and involve service users to iron out inequalities. There is no room 

for practices that are discriminatory or oppressive further emphasising that it is 

unlawful to refuse or deliberately fail to provide services. This concludes that there 

is no room for providing poorer services and treating people differently or setting 

different terms and conditions for service users depending on their ethnic 

background.  

 

This study demonstrates that inequalities need to be monitored, measured and 

effectively addressed as they occur and enabling services to be accountable for 

their staff and their provisions. This should include a request that healthcare staff 

should to be adequately prepared to deal with a diverse population. More needs to 

be done to “bridge the gap between policy and practice” (page 6). Women from 

diverse, different or BME communities may continue to experience care in which 

they cannot communicate their needs or be understood. Such an experience is 

likely to leave them suffering a level of dissatisfaction and perhaps even being 

critical about the service provided. This will in turn contribute to an adverse 

experience for them in comparison to White British women who tend to know what 

services are available, are knowledgeable about the system and are able to ask for 

their needs to be met. This further widens the gap in service provisions and service 

user expectations.  
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Shaffer (2002) researched factors influencing the access to prenatal care by 

Hispanic pregnant women. Forty Six Hispanic pregnant women over a 12-month 

period were interviewed over the phone using 5 semi open ended questions. 

Results indicated Hispanic women were more likely to attend prenatal care when a 

healthcare professional demonstrated cultural sensitivity especially when the 

healthcare provider was bilingual. Such findings elaborate that not only was 

Spanish speaking important in communicating but also the healthcare providers 

knowledge of customs, cultures, traditions, expectations and norms were important 

factors for the patient when accessing prenatal care. Factors influencing their 

access was the availability to the clinics and having a healthcare provider with 

whom they could converse. An inability to have this experience could become a 

barrier to women accessing services concluding the importance of women having 

someone to translate their healthcare information. In addition they should have 

someone they could talk to about their feelings who had knowledge about their 

culture as an important reason as to why they might access services.  

 

Kawaga-Singer (1997) also supported the notion that practitioners should have the 

ability to base their care on the needs of the culturally diverse community. Data 

captured demonstrated that having a service which was culturally attentive enables 

practitioners to increase their …..“ability to think critically both in the community 

and with individual assessments, develop relevant programs and ultimately 

increase positive outcomes” (p.95). Shaffer (2002) suggested a healthcare 

professional’s knowledge of the culture they work with increases the patient’s 

confidence and their engagement with the service provider.  
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Diversity in healthcare: Time to get real by Armada, et al (2002) was undertaken to 

understand the value differences between immigrant patients and western medical 

providers. This included racial disparities, cross cultural value differences and 

providing language access. Findings suggested that focusing on employing a 

diverse group of staff, especially in higher leadership positions, enables services to 

focus on the quality of care provided and address the changing cultural need of 

those that access the NHS. By employing a diverse population we would have 

much more access to ideas and the needs of a culturally diverse population. This 

should include an emphasis on the process of care, interpreting services, providing 

healthcare staff with educational and training strategies particularly focusing on a 

patients’ healthcare beliefs, values and behaviors ultimately giving “the provider 

tools and skills to effectively address clinical issues” (Armada et al, 2002: p.13) 

and the needs and requirements of the diverse population coming through the 

doors. This indicates the importance of training healthcare staff to understand the 

cultural background of their patients to provide a focused intervention meeting the 

needs of a culturally diverse population.  

 

Data on ethnicity, race and language would give the provider insight into what their 

patients needed from them which would ultimately lead to patient satisfaction. This 

is also reflected by the World Health Organisation (WHO) in an article on how 

health systems can address health inequities suggested linking this to migration 

and ethnicity stating that “babies of mothers who themselves had immigrated to 

England and Wales from the Caribbean or Pakistan had higher infant mortality 

rates” (2010: p.10). There were a number of contributory factors to this including 

individual lifestyle, social and community, socio economic and environmental 
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conditions. Measures were introduced to promote health services including 

research, education and the need for migration and ethnicity as part of a 

comprehensive health equity agenda. 

 

2.5 The transition to motherhood 
 

I have widely researched the literature in the field of maternal health in order to 

explore the experiences of women in their journey of motherhood. There is an 

established study (Rubin 1967) which explored the criteria of role-taking by 

conducting a comparative interview of women who were in the process of 

becoming first time mothers in comparison to existing mothers who had at least 

one child and were having another child to ascertain how they adjusted to their 

maternal role.  

 

A variety of techniques were used to conduct the interviews in both the last 

trimester and a number of times in the period following birth to gather a pattern of 

role attainment. Analysis was coded, including the phenomenological processes 

on becoming a mother, into separate sections. The first was a self-system 

consisting of the ideal, self and body image. The second was operations which 

involved letting go of their previous role and taking on this new role as a mother 

which had more to do with identity and achievement. The third was mimicry 

concerned with behavioral manifestations specific to bearing, giving birth and 

rearing a child. Similarly the fourth was role play or trying out different behaviors to 

accommodate their own mother. The fifth was fantasy of the gender of the baby, 

seeing the baby as an extension of the self and shifting between the wished for or 
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dreaded self. The sixth was Introjection-projection-rejection to do with the logic of a 

mirrored image in becoming or being a mother. The seventh was identity and this 

combined where they were currently in their role and where they were heading 

which gave a score of role achievement. The final and eighth was grief work on the 

loss of their independent womanhood to taking up or building in their new role of 

becoming a mother. The results indicated that “mimicry was a beginning operation 

and introjection-projection-rejection a more advanced operation in role taking” (16; 

3; 245). 

 

In the second part of this study new mothers used their own image of their mother 

to formulate their aspirations as ‘mother as a model’. The second ‘peer models’ in 

which friendships or relatives were used as a template of experience for a 

relatively short space of time. The third ‘referents’ included the advice and views of 

doctors, nurses and social media whilst the fourth ‘identification of the partner’ in 

which newborns were compared by the mother for traits that resembled those of 

their father. One distinct finding from this research was that new mothers tended to 

use previous generations less so and look towards their own offspring to assess 

the extent to which they role take. Further research concerning the factors involved 

that influence Maternal role attainment by (Koniak-Griffin 1983) concluded that 

studies evaluating the relationship between maternal identity, confidence and 

behavior could provide valuable information to clinicians working in this field. 

 

The way in which a woman adjusts to motherhood and how she manages her role 

as a new mother including “feelings about baby, gratification in role, maternal 

behavior and ways to handle child behavior, infant growth and maternal 
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attainment” was explored (Mercer, 1986; 19). These findings suggested women 

who were fairly confident or able to trust their own ability were able to trust others 

in their environment and adjust to the demands of their baby appropriately. Whilst 

there were some general cultural biases in the findings the study concluded with 

suggestions about mothers accessing support to help them embed changes that 

need to be made to cope with the demands placed upon them as they develop in 

the role of motherhood. This research demonstrates that not everyone naturally 

adjusts to the demands of a new baby easily or in the same way further giving rise 

to my research question about the impact the process of motherhood has on an 

individual women and her unique experience of this journey. 

 

Further contributions to this discussion (George, 2005) on the practical and 

emotional preparation women experience before the arrival of their first born child 

and what expectations they might have of themselves and of others is reviewed in 

‘The lack of preparedness’ (Rubin, 1984 and Mercer, 1995). Following the 

experiences of first time mothers these researchers make an interesting 

observation and suggest that women who transition into motherhood underwent a 

fourth trimester in addition to the first three. This included the period immediately 

after giving birth and was defined as a significant period of transition and recovery 

and concluded that period of adjustment was an additional trimester. This research 

demonstrated a pertinent view that once a woman had given birth the focus and  

priority became the new born baby and the mother was often left to cope with the 

shifting, changing and growing demands of her new born. In the field of maternal 

health there is a lack of detail in the literature on how fatigue and tiredness might 

impact the postnatal period (McQueen and Mander 2003). Furthermore there is 
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little recognition about the physical and emotional experience of giving birth and 

caring for a newborn and how this might impact a new mother’s emotional 

wellbeing.   

 

Research on the responsibility having a newborn places on a mother in the early 

postpartum stage found that women were not prepared (George, 2003) indicating 

that new mothers felt overwhelmed by the demands placed upon them by the 

needs of their new born baby. This was described as an experience layered with a 

diversion of priorities, responsibility beyond their ability, no clarity of role coupled 

with a sense of unknown expectations and a lack of knowledge. “Mothers were 

frustrated with themselves and others and propelled into information seeking 

behavior complicated by confusion over information resources, conflicting advice, 

feeling unwell and isolated” (2003: p. 253). This was described as a lack of 

preparedness which indicated women were vulnerable, perhaps due to fluctuating 

hormones, with new experiences or demands like changing, feeding and attending 

to the new born baby. This highlighted that women who felt unprepared also felt a 

need to seek advice which left them feeling confused, at odds and filled them with 

further uncertainty.  

 

Research further concluded these women not only experienced a lack of 

preparedness but increased responsibility, vulnerability, being overwhelmed, 

exhaustion, feeling unwell and isolated leading to a struggle to adapt to 

motherhood. This highlights the primary feelings of women in the hours following 

the birth of a new born and gives an overall general sense of what it is like for a 

new mother. The transition to motherhood evolves over time as do the needs of a 
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new mother after discharge and programs to meet these experiences should be 

developed. George (2003) alongside Rubin (1984) and Mercer (1995) concluded 

that the primary source of information for these women was their own family and 

friends.  

 

The postpartum period also termed as the “fourth stage of labour” is the period 

after birth and has three stages (Mattea R et al, 2010). The initial period which 

occurs in the 6-12 hours immediately after giving birth, the second phase which 

lasts 2-6 weeks and the third phase can last up to six months. During this entire 

period the body goes through major changes in metabolism and recovery. The 

emotional changes were further researched by Nelson (2003) who found that there 

were two processes in the postpartum phase of emotional maternal transition 

'emerged engagement and transformation'. In ‘Transition to motherhood’ this 

description of 'Engagement' is described as committing to motherhood and 

engaging in the care of the child.  …..“does a mother open herself to the 

opportunity to grow and be transformed” (p.467). This research involved nine 

qualitative studies featuring the transition to motherhood consisting of metaphors, 

themes, concepts and phrases. Further findings demonstrated five thematic 

categories signifying areas of disruption in maternal transition which were present 

in both the antenatal and postpartum periods. Research found there was a 

temporary phase which was not unusual or felt by all mothers in the same way, 

this lasted between three and six months in which a new mother felt overwhelmed, 

uncertain, mentally and physically exhausted. This concluded “that both maternal 

engagement and experience were necessary to increase maternal self-confidence” 

(p.476). A valid point was made that giving a new mother permission to feel 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Romano%20M%5BAuthor%5D&cauthor=true&cauthor_uid=22439056
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mentally and physically overwhelmed and exhausted by their newborn may indeed 

empower her to feel validated by her experience rather than unable to engage with 

the experience.  

 

Given the postpartum phase is a time in which a woman’s body undergoes many 

emotional and physical changes (Henderson et al, 2016) I was interested in how a 

mother develops her maternal capacity to regulate and parent her newborn (Stern, 

1998) and develop an awareness of her baby’s emotional needs. Stern discusses 

the “positive holding environment” termed by Winnicott encompassing the idea that 

a child’s ability to be or adjust from one state of mind to another is contained by 

positive, grounded nurturance which enables the child to feel safe to explore their 

environment and able to react or respond without any threat. This embellishes 

questions about becoming a mother. Initially these questions are pertinent and 

then they move into the background as the mother evolves. However they can be 

easily activated when something is wrong with her child. Stern moves on to 

discuss how new mothers become preoccupied with ‘keeping their baby safe’ and 

normal fears which can consume a mother and leave her feeling exhausted and 

overwhelmed unless she is able to activate her own sense of a good holding 

environment on this theme of a mothers’ ability to believe she is indeed competent 

and able to know what she does do well and where her shortfalls might be. My 

research follows the findings of Stern who concluded the necessity of a ‘Maternal 

Matrix’ in which a mother has access to an experienced mother or successful 

parent. “The relationship a mother has with her own mother is extremely important 

in creating the new mother’s psychological context” (102; 1251). This highlighted 

not only how much a new mother might lean on her own maternal figure or select 
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someone she can trust for support but also how much emphasis a new mother 

might place on her own experience of being mothered. 

 

Similarly my research into maternal adjustment was also explored by Brazleton 

(1963) who confirmed the idea that a “young mother’s reaction to becoming a 

mother is probably founded in her own infancy and childhood” (The early infant 

mother adjustment: p931). This suggests that motherhood was a time of 

physiological as well as emotional adjustment and the neonatal period was a 

chance to assess how the mother and baby adapt to their environments. The 

period after birth is split off into three sections in which the infant begins to adjust 

to their new environment outside of the womb. Initially alert and responsive, to a 

period of being settled in which the infant is unable to rouse. A final period in which 

the infant displays a level of alertness alongside the mothers’ ability to display a 

level of adjustment as they reorganise their capacity to regulate to one another. 

 

Brazleton (1963) compared two case studies, one in which the mother took time to 

know and increase her availability to understand and bond with her baby versus 

one in which a mother’s tense responses initiate a hesitation of her ability to move 

from one state to another. These studies reflect different parenting styles which in 

turn result in different responses from babies. This presents an important 

observation of how a mother interacts with her baby and how this reflects the 

baby’s ability to settle into their environment in the period after birth. 
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I studied the literature on the confidence a mother has in parenting her newborn 

and how this has an impact on her ability as a parent. This was followed by 

Douglas et al (1991) looking at the role of child development and assessing how 

mothers’ perceptions of their ability affected their parenting skills. The interactions 

of 48 clinically depressed verses 38 non-depressed mothers were observed. 

Findings suggest there is a direct link with maternal self-belief which affects 

behavioral competence. The research concludes the way in which a new mother 

adapts to motherhood is directly influenced by modelling influences like significant 

people in her life.  

 

Crnic et al (1983) studied the effects of stress and social support on mothers of 

premature and full term infants and this research indicated mothers who were 

more prone to stress were less positive and mothers with a higher level of support 

were much more positive. Such social support for the mother also had several 

benefits on the development of the newborn baby. In particular, intimate support 

from someone the new mother was close to was beneficial. In essence “social 

support seems to be a meaningful, ecological variable influencing parenting 

attitudes, mother-infant interaction and infant development” (1983; 54; 216). There 

were no astounding differences between the infants that were premature or full 

term. 

2.6 The emotional development in the newborn infant 
 

I was interested in how a mother is able to attune to the needs of her newborn in 

the postnatal stage and explored how the emotional needs of a new born baby are 

met at a time when a woman’s body is going through physical and emotional 
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changes from the initial after birth recovery process. Conway et al (2006) explored 

whether there was a relationship between emotional resilience and children’s 

behaviour adaptation, researching if maternal sensitivity and infant negative affect 

longitudinally predict emotional resilience during preschool. One hundred and 

eighty-one children and their mothers took part in the study. The behaviour of 

mothers and infants were coded globally using a scale and children aged 33 

months were invited to take part in four tasks to induce joy or anger: popping 

bubbles, locked toy in a container, draw a perfect circle and tickle the bunny.  

 

Children were videotaped and these were subsequently coded and results 

indicated that “emotional resilience was not associated with children’s aggressive 

behavior but negatively associated with low levels of parent reported child anxiety 

and depression” (p.275). Evidence shows that preschool children are able to 

recover quickly and generate positive emotions displaying resilience. Emotional 

resilience in early childhood might protect children from the development of 

affective disorders in later years. 

 

I was interested in researching attachment styles. This was explored by Fonagy et 

al (1991) using the Adult Attachment Interview (AAI) which was administered to 

100 women at two stages, once at pregnancy and then again at a 1-year follow up. 

Results demonstrated that mothers of avoidantly attached children reported 

stressful life events had contributed to their experience. However mothers of 

insecurely attached children reported major life events contributed over the course 

of the year. This concluded that distinct differences in attachment styles could 

predict the experiences of the child and the parental assessments of their own 



 

37 of 201 

childhood as fundamental in contributing to their ability to securely attach to their 

newborn child. 

 

The predictive nature of this research does not lie in the quality of the past 

recollection of the experience but instead it relies on the organisation of this 

memory. In particular, a “mothers organisation of thought concerning relationships 

assessed prior to the birth of her child is associated to her child’s security of 

attachment at 1 year” (p.896). This demonstrates the influence of the mothers’ 

overall thoughts in a mentalizing form in which thought is organised during her 

pregnancy and particularly how she feels about her baby after the birth and the 

correlation between this and the security of attachment. 

 

This is further researched and explained by Bowlby (1982) in his definition of social 

transmission of attachment across the generations that are internalised in early life 

and in the infants’ expectation. This provides a template from which the growing 

child forms new relationships. Both researchers suggest the new born infant 

internalises a memory of the mother baby relationship. This experience is 

influenced by the mothers’ ability to recall her own maternal relationship which 

plays a part in influencing this newly formed relationship.  These studies provide us 

with some understanding about the childhood research and attachment in the field 

of maternal attachment and childhood development.  

 

I researched the issues concerning the complexity of a secure attachment versus 

just the presence of the mother. Bowlby (1988) and Ainsworth el al (1978) 
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developed early attachment theories in which an infant responds to different shifts 

in emotions when under threat depending on their attachment style. Securely 

attached infants when under threat turn to their caregiver for comfort, safety and 

security and receive this support. From this continued experience children develop 

internal working models (Bowlby 1998) which become inherent beliefs. Children 

with a secure attachment use that caregiver as a foundation or secure base for 

exploration. However children with an insecure attachment demonstrate anxiety in 

that relationship and avoid their caregiver. These researchers illuminate a 

backdrop to enable us to understand the importance of the mother child dyad as 

well as the development of the child and the important role the mothers’ history 

has in bringing up her own child. Furthermore how this in turn influences her 

decisions on childrearing is important and as such this research demonstrates that 

this critical early caregiver attachment relationship goes onto impact critical and 

important relationships and the child’s social and emotional stability later on in life 

(Feeney and Noller 1996; Rothbard and Shaver 1994).  

 

Further research by Cicirelli (1991) demonstrates attachment in adulthood, a 

secure attachment and the presence of the mother continues to shape our style of 

relating well into our adult years (West et al 1994). The early relationship provides 

a template upon which other significant interactions are based. A present mother 

who continues to represent a secure attachment can be experienced as 

supportive. However an adult who has an insecure attachment with a mother who 

is present does not necessarily experience this presence as supportive.  Crispi, et 

al, (1997) indicated children who required less caregiving had a secure attachment 

style. However Pruchno et al (1994) indicated attachments were less intense when 
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parents were not available to the child or attend to the child’s emotional needs due 

to being mentally unwell. Crose (1994) concluded that despite what circumstances 

may bring later on in life once an attachment pattern is forged, children go on to 

display this style of attachment throughout their development and lifespan. 

 

Cicirelli (1993) explored the adult relationship of daughters with their mothers and 

the amount of caregiving provided by the daughter. Depending on the relationship 

securely attached daughters gave much more burdened free care without 

hesitation. Insecurely attached or less attached daughters were less involved and 

did not provide practical care (Carpenter, D 1997). Therefore the relationship a 

woman has with her mother or her style of attachment is likely to affect how much 

support she feels she can provide. The complexity regarding support accessed by 

women just because they have a mother present does not mean they will 

necessarily feel supported. The presence of a securely supportive relationship 

enables women to feel supported by their mother.   

 

I was interested in exploring the experiences of the maternity service providers 

working with ethnic minority women. Lyons et al (2008) used a grounded theory 

approach to research a maternity service in Dublin. He found that despite a 

number of professional interpretation services available healthcare staff continued 

to rely on family and friends to interpret. This raised issues about confidentiality 

and the quality of what was actually being translated highlighting that one of the 

most common difficulties was the domain of communication when working with 

ethnic minorities. 
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I was aware that different cultures and religions have their own traditions during 

pregnancy and birth. James (2003) found that there was a lack of understanding of 

these which further exacerbated communication difficulties for healthcare staff. 

This is an area further researched by Henley-Einion (2003) adding that cultural 

traditions can be at odds with the medical model. A lack of understanding and 

viewing all ethnic minority women as the same regardless of their country of origin, 

language and cultural beliefs “is not only detrimental, but also racist, as women’s 

individual needs are not being considered” (p.271). This further indicates a notion 

of covert and overt racism which created a ‘them and us’ barrier to the quality of 

service received by ethnic minority women. Women who cannot speak the 

language cannot ask the right questions. Hence communication difficulties and 

language barriers have a profound effect on the women’s access to maternal care.  

 

One of the most pertinent conclusions of this study was that ethnic minority women 

were expected to adapt to the services they were provided with whilst not being 

able to make any demands from it. This meant that they had to take what was 

offered and were not able to ask for their needs as new mothers to be met. The 

study was used to inform policy papers for improved interpretation services and 

introduce link workers.  This highlighted the gap in why ethnic minority women do 

not access services and if they cannot communicate they are unlikely to know 

what the service offers them. This also contributes to why ethnic minority women 

tend to rely on family members for advice and guidance because such services do 

not take into account the cultural traditions of women from different backgrounds. 
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2.7 Specific research questions  
 

I was interested in understanding the life experience of a woman who embarks on 

motherhood in the absence of maternal support. My literature search has 

highlighted that women experience differing emotions and physiological changes in 

different circumstances. My research into the area of motherhood covers the 

notion that motherhood is a complex time when women tend to rely on family 

members for support, feel isolated, are less likely to seek support from 

professionals they do not know personally and is a time that could result in 

postnatal depression. 

 

Chowdry (1997) considered cultural dimensions of pregnancy, birth and post-natal 

care on Indian women giving birth in Australia. Health related beliefs, pregnancy, 

birth and infant aftercare were discussed as traditions that were carried out in 

Australia by new mothers. Cultural differences would have been carried out if 

these women had given birth in their own country of origin. However despite these 

women being in a foreign country they continue the tradition of the baby being a 

part of a community or a family member rather than an individual that is a separate 

self. Continuing cultural traditions enables them to focus on community in a 

ritualistic sense. Women do not see the baby as an individual separate from this 

despite the baby being born in a western culture as they continue to uphold their 

practices and beliefs.  In a western community the new mother seeks to 

individualise the baby and research by Kitzinger (2008) indicated what we can take 

from non-western cultures and impart into western practices to achieve an 

ambience in childbirth practices de-humanising the western birth process in which 

a woman submits her body to have birthing done to her rather than non-western 
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practices in which a dula or woman to woman practices reduce the need for 

external interventions. 

 

Childbirth in India, Pakistan and Asian countries involves a greater focus on family 

involvement in a community setting and less of an internalized separate self. 

Choudhry (1997) describes the cultural differences of maternal and child bearing 

practices amongst women in India and how these continue to influence migrant 

women. It is interesting to compare how such maternal practices are either 

unknown or unacceptable to western services where there is a more independent 

autonomous sense of woman independently accessing a maternity service. 

 

My specific question is about how women experience motherhood in the absence 

of maternal support especially at a time when immigration is heightened and many 

more women will be in a position of giving birth without direct access to their 

maternal families.  For the purposes of my research question I will be focusing on 

Asian women from India and Pakistan as this is a culture I am familiar with. I 

therefore conclude my research has a lot to offer the field of maternal health and 

wellbeing. Such research would add insight into the life experience of a woman 

giving birth in the NHS at a time when she does not have access to her maternal 

family. It would give rise to service provisions and valuable information to 

healthcare professionals on the experiences of these women. 
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3.0 RESEARCH DESIGN 
 

Research on motherhood and the absence of maternal support with Asian women 

is about giving Asian mothers a voice so their experiences could be understood on 

their own terms. I evaluated a range of research designs  when thinking about the 

overall structure of my research question and refer the reader onto my research 

methodology section below in which I explain my rationale for selecting Interpretive 

Phenomenological Analysis (IPA) as my chosen research methodology. This is 

followed by an explanation of the procedures used to think about the sample size, 

inclusion criteria, collection of data and analysis of the themes. I end this section 

with a carefully considered framework for trustworthiness, ethical and risk areas.  

3.1 Design 
 

Qualitative research involves the collection and analysis of psychological data and 

it was important to review and consider other approaches and evaluate which 

method would enable me to gain an understanding of the life experience of 

motherhood and the absence of maternal support.  

 

I considered various different research methodologies for a suitable method to 

analyse the lived life experiences of Asian women. I considered grounded theory, 

a technique which involves closely examining the data collected from interviews to 

test out a theory or hypothesis. Grounded theory provides us with knowledge on 

how to identify categories and then make links with how they form a relationship to 

one another and in essence this creates a theory (Bryant et al 2007). I took into 
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account that in grounded theory, Strauss & Corbin state the philosophy is to 

expand upon an explanation of an experience or phenomena.  

 

Grounded theory offers a complex methodology and in particular the early theories 

highlight a more positivist base identifying and integrating categories from the data 

categories generating both a product and meaning. This involves analytical 

concepts such as categorising data, or applying descriptive labels. This also 

involves analysing and coding, moving back and forth by constant comparative 

analysis of the coding, identifying similarities and differences in emerging 

subcategories. Negative case analysis enables the researcher to qualify data 

adding depth to the emerging data with theoretical sensitivity, sampling and 

saturation, memo writing and a research process and question, followed by data 

analysis and a report.  

 

However not every researcher uses these principles and techniques of grounded 

theory in the same way. In fact each researcher uses their own approach tailored 

to their research purpose generating their own version of grounded theory as 

described by Moorse (2009).    

 

My research sought to explore a specific lived life experience exactly as it was for 

a participant at that time. Therefore this methodology would not have been suitable 

for the purpose of my research as I was not looking to co-construct meaning. 

Grounded theory in its earlier form highlights a more positivism base from the work 

of Glasser and Strauss (1967) using a hypothesis centered on conceptual ideas to 
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make sense of and understand behaviour. Grounded theory seeks to make and 

understand links. It falls short of being a technique that can explain why the links 

have a relationships with one another.  

 

As such this method would not fit with my research idea because I was not looking 

at developing a theory. I was looking for an approach that enabled me to engage in 

understanding the life experience. Philosophical developments in grounded theory 

are advanced by Charmaz (2008) who discusses social constructivists in which 

meaning is created as individuals interact affirming the researcher and participant 

create and interpret meaning as they interact.  

 

Charmaz (2006) strikes a balance between positivism and postmodernism taking 

into account the data and how meanings are constructed defining philosophical 

developments in the constructivist grounded theory which assumes relativism by 

taking into account the researcher’s knowledge. Grounded theory identifies, maps 

and builds a process and therefore shares some features of phenomenological 

research which is more focused on the thoughts and feeling and 

phenomenological process of enquiry rather than the context. 

 

Further methods explored were discourse analysis by Gee (2005) used to 

understand the personal, practical and political implications of how language is 

used to communicate. Discourse analysis focuses on the construction of language 

by using an interpretation of the texts. It “examines how people use language to 

construct versions of their worlds and what is gained from these constructions” 
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(Lyons et al: 2007, P:100). This method would not have been suitable as my 

research aim was to understand the experience rather than the type of language 

constructed. 

 

However narrative analysis could have been a consideration for my research as it 

concentrates on the organisation of knowledge which is valuable and takes the 

story as the investigative focus Bruner (1991). Narrative approach takes into 

account the story told in a person’s account of their life, exploring this account of 

their life and how it is narrated “collaboration between researcher and participants, 

over time, in a place or series of places, and in social interaction with milieus” 

(Clandinin & Connelly, 2000, p. 20). Hence narrative enquiry takes into account the 

researchers’ subjectivity when trying to understand an experience or viewpoint 

Wang et al (2015).  

 

To make sense of the approach a three dimensional space within the narrative 

structure enabling experience in a personal and social context was explored by 

Dewey (1938). Interaction, continuity and situation understanding made by the 

person telling the story and making sense or meaning out of their situation in the 

past, present and future is equally important in this approach.   

 

Whilst my research intended to take the participant’s story into account it was 

specifically geared towards a life experience of this story and not just an account of 

it. Therefore narrative analysis fell short of the correct method needed to analyse 

my participant’s experience. I wanted them to re-tell their encounter in a way that 
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enabled them to engage with this experience and not in a way that allowed them to 

give me an account. “Narrative is someone telling somebody else, on some 

occasion and for some purpose, that something happened to someone or 

something” (Phelan, J et al, 2012, p. 3), a form of communication from one person 

to another making sense.  

 

Phenomenology theorists such as Husserl (1931) regarded the individual 

experience as the source of knowledge as described by Dowling (2007), 

conceptualising phenomenology as a way to understand meaning in experiences 

whilst Heidegger’s hermeneutic phenomenology emphasised interpretation and the 

participant researcher as the process for this. Heidegger’s approach had more to 

do with being, understanding and personal engagement as expressed by Wilding 

and Whiteford, (2005). Husserl is further explained as descriptive based on what 

we know as people and Heidegger as interpretative, as being and seeking 

meaning. My research was about seeking meaning and I therefore believed that 

Heidegger presented a pre-requisite for Interpretative Phenomenological Analysis 

(IPA). Therefore this methodology would give me the opportunity to gain a deeper 

understanding of the participant’s experience of this phenomena.  

 

Van Manen (1990) defined hermeneutical as the participants’ phenomenological 

experience and their interpretation as their lived experience of a phenomenon 

explained by Alase (2017) whilst Moustakas (1994) advocated for bracketing of the 

researchers experience whilst gathering the phenomenological enquiry and 

focused on the lived experience of the participant. Smith, Flowers and Larkin 

(2009) transformed phenomenology capturing the experiential and qualitative 
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aspects of research into Interpretative Phenomenological Analysis (IPA) as termed 

by Smith (1996). Having considered other research methodologies I explored IPA 

further (Smith et al, 2009). I decided that I was looking to understand an account in 

the way something has been experienced from my participants’ perspective and 

explore this recollection.  

 

3.2  Methodology - Choosing an IPA Approach  

My research question originated from my own life experience and IPA “invites the 

researcher simultaneously to put aside their own experiences so they can enter 

the world of the participant and actively use their background knowledge, values 

and beliefs to interpret the experiences participants express” (Lyons et al: 2007, p. 

163). This allowed me as the researcher to reflect on my dual lens in which I 

combined my life experience as a patient and my role in the NHS as an AHP and 

use these in the essence of research. This allowed a co-created intersubjective 

process to develop as described by Gadamer (1975) as a “fusion of horizons” in 

which the participant and researcher bring together their experience of the 

phenomenological shared understanding they hold. Transparency and my 

relationship to this area of research was taken into account and the mother tongue 

of my participants was also taken into account in case they decided to conduct the 

interviews in Urdu or Hindi.  

 

My research was designed to capture the participant’s life experience of mothering 

without maternal support. I was interested in their individual experience and 

wanted to learn about this and IPA takes this method of acquiring this knowledge 
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into account. “IPA is an inductive approach concerned with understanding an 

individual’s personal account of a particular experience” (Clarke, 2009; p 93). 

Husserl developed the idea of phenomena as a philosophy, extended by 

Heidegger and Gadamer. Given my insider research relationship to this area of 

research it was important to acknowledge my own experience. Husserl’s 

phenomenology was designed to understand the individual experience by 

bracketing the researchers’ values or beliefs. Heidegger’s perspective was that the 

researcher did not bracket their interest with the research question as he saw 

these as necessary to understand and make sense of the participants’ experience 

(Shaw, 2001). My research sought to understand rather than elicit a description of 

the event facilitating me to understand the participant’s experience of a major life 

event like ‘becoming a mother’ at a time when they did not have maternal support.  

 

IPA assumes multiple connections, one in which a participant retells their 

experience whilst also holding in mind that how they retell their story may have an 

impact on them. At this moment it is down to the researcher to use their skill to 

interpret meaning and give a voice to what the participant might be thinking or 

feeling in that moment. There is also a process of making sense of what has been 

said with a theoretical meaning making sense of that meaning process that takes 

place (Eatough and Smith, 2006) and focusing on the depth of analysis. 

 

I decided that I needed to ask participants to describe their personal life 

experience in detail. Furthermore IPA as illustrated by Smith (2007) uses a 

combination of psychological, interpretative and idiographic components. My 

research question fitted well within the framework of IPA as this particular 
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approach takes into account the individuals personal and subjective experience, 

which contains their experiences as unique, authentic and genuine.  

 

I also planned to find a critical colleague and fellow researcher to read through the 

transcripts once transcribed and to ensure the transcripts were an accurate 

reflection of the spoken content. I also planned and asked this colleague to check 

the reliability and trustworthiness of the codes. 

 

3.3 Sample Size 
 

The purpose of my data gathering was to extract meaningful qualitative 

phenomenological data essentially to explore the life experience of ten 

participants. The literature by Reid et al, 2005; Hefferon & Gil-Rodriguez, 2011 

suggests the sample size should be small and the focus should be on the quality of 

the data produced. The focus should be on the depth and description hence the 

quality of the data rather than on the amount. The British Psychological Society 

website recommends Smith (2009) suggestion of four to ten participants for 

doctoral studies. 

 

Participants are selected because they have something to say about their 

experience of this phenomena, the richness of the data, lived life experience and 

account given. My research set out to understand the experience and I based my 

sample size on the interest of the data as the focus of IPA is on “detailed case by 

case analysis of individual transcripts” (Smith et al: 1997, p. 55). A further 
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“distinctive feature of IPA is its commitment to a detailed interpretative account of 

the cases” (Smith et al, 1997, p. 56). This can only be done when the focus of the 

research is on examining the content and description of the experience rather than 

focusing on the amount of data collected. I concluded that my sample size of ten 

participants was adequate to gain a full understanding of the life experience of 

Asian women and their experience of motherhood in the absence of maternal 

support. 

3.4 Recruitment and inclusion criteria: 
 

Only women who satisfied the following criteria were selected to take part in my 

research: 

• Aged 18 or over. 

• An Asian woman who had given birth to her first child; 

• Who was in her first year of motherhood; and 

• Had been screened for Postnatal Depression (PND) or had surpassed the first 

three months of motherhood. My reason for this was that postnatal depression is 

picked up in the first eight to ten-week post birth checkup following the Edinburgh 

postnatal depression score (EPDS). Given this is a sensitive topic I wanted to 

eliminate the risk of exploring this area with women who might be vulnerable. 

Therefore Health Visitors had screened all women prior to considering them as 

suitable candidates for my research. Whilst I hold in mind that the questions were 

framed from a western perspective and therefore this questionnaire may not have 

been a true reflection for the women I was selecting, I also had to bear in mind the 

ethics of safeguarding women who might already be sensitive and vulnerable to 

PND. 
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Ensuring participants were offered an opportunity to reflect  

In phase two of the research I asked each participant to read the transcript and to 

ensure the transcript was an accurate reflection of their experience. I kept a 

research journal to ensure I reflected on the process and my experiences. I also 

asked my research supervisor to check the first transcript to ensure I was 

imparting the participant’s true experience of what they said. IPA supposes that a 

researcher will use their interest of the topic being researched to enquire using 

their own lens.  

 

My reflexive understanding enables me to think more deeply about my area of 

interest, my values, beliefs and all that made me the person I was during the 

process of this research. IPA does take into account that you cannot have direct 

access to like accurate life experiences exactly as they were at the time of the 

phenomena as described by Wilson (2002). These experiences will have been 

influenced by the person gathering the information and ultimately influenced by 

their own life experiences. It is the researchers understanding that is required to 

make sense of the participants’ experience. Smith and Osborn (2008 p. 53) call 

this the ‘dual process’ in which the participant is trying to make sense of their 

experience and the researcher is trying to make sense of the participant trying to 

make sense of their experience.  

 

Part of the process was how I understood and interpreted my participants’ 

experience. One way of staying true to this technique was through the use of 
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research supervision. I ensured that I processed each transcript by taking my 

experience of this to supervision to allow space to reflect on this process. Using 

the research journal gave me the opportunity to immediately make a note of my 

thoughts and ideas so that I could reflect on the experience. I also found it useful 

to revisit a therapy space of my own to add clarity, reflection and to ensure I did 

not over identify with the research participants experience as I was an insider 

researcher and was mindful of this. 

 

Finally, I asked a colleague who could speak and understand Urdu, Hindi, and 

English and was entirely independent of my research and the Metanoia Institute to 

check the credibility of the coding in ordinate and superordinate themes to confirm 

I had accurately coded and merged connecting themes. 

3.5 Coding and identifying themes 
 

According to Johnson (1997) there are three types of validity that can be applied to 

qualitative research; descriptive which refers to the factual accuracy of the 

description of the participants’ experience; interpretive validity which refers to the 

extent to which the viewpoints are accurately understood and reported by the 

researcher; and theoretical validity as to how well the theoretical explanation fits 

the data derived from the participants’ experience. Given validity is a positivist term 

I researched credibility by Yardley (2000) to ensure all aspects of the approach I 

used to collect the data, analysing this data and reflecting on the codes was 

discussed at each stage.  
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Before the codes could be checked, I wanted to gain an external view about the 

factual accuracy of my transcripts. I therefore asked a research friend (S. K) who 

holds a BSc (Hons) in Psychology, an MSc in Occupational Psychology and works 

as a data analyst for NHS England and who is completely independent of the 

Metanoia Institute to select sections of the transcripts and listen to the segments of 

these recordings thus ensuring that each transcript was an exact transcription of 

the recorded interview with each participant. Where Participants spoke in Urdu or 

Hindi she was able to listen and understand the words well enough to ensure my 

translation was an accurate representation of the interview.  

 

I met with my research supervisor and went through the first four transcripts to 

ensure my questions were exploratory and not leading participants to answer in 

any particular way. I continued this process until I had administered all 10 

transcripts to ensure I followed the same process for all the participants. This was 

important to me as it was paramount that I represented each participant’s view as 

they said it, ensuring that the participants’ viewpoints were accurately understood 

and reported.   

 

Once the transcripts were checked I had arranged to meet with (Y.R) a fellow 

colleague at the Metanoia Institute as a critical research colleague. We met on a 

weekly basis to go through our transcripts together teaching one another how to 

code the transcripts line by line first into themes; first level, second level and third 

level.  This joint process allowed us to bounce ideas off one another about our 

thoughts to gather a mutual understanding of the process and allowing us to work 

to the same standard using the same research methodology and furthermore to 
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ensure the coding and subsequent theoretical explanations were derived from the 

data and were truthful ensuring reliability and trustworthiness.  

 

This process of jointly working through our transcripts allowed us to feel supported 

as colleagues undergoing immense pressure to complete our doctorates at a very 

high standard. We kept in regular telephone contact to talk over our coding 

categories and what theoretical interpretation of the data could be derived. Thus 

arriving at a theme was done systematically through a number of analyses of a 

piece and eventually by categorising this into themes. Going over each theme, 

looking at the wording and thinking about the message that these words were 

trying to convey allowed reflective and reflexive space through this timely process.  

 

The topic of insider research has become a reflective piece and at times it has 

sparked my passion to want to voice this area of research and at other times it has 

become a hindrance and an obstacle to completing the write up of this dissertation. 

Recognising, admitting and keeping the focus of reflexivity as an insider 

researcher alive in research supervision, peer supervision discussions and in 

personal therapy has been a key part of my drive to complete this research.  

 

3.6 Insider Researcher and the middle ground 
 

For the purposes of this dissertation I focused on the effect that the absence of 

maternal support had on me as a new mother. With hindsight I could see that I had 

a child at a time when I really wanted and needed to be supported. Without the 

support of my birth family I felt very sad, alone and isolated regardless of the 
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situation through which I had lost contact with them. Whilst I am about to embark 

on research that I have a life experience of I am also aware of the position that this 

places me in some way as an insider researcher, however I am also in touch with 

my own experience and therefore this places me somewhere in the middle of this 

experience (Adam, 2013). In this position I am aware of my thoughts and feelings 

as a researcher, my role as a researcher, my own life experience and the notion of 

an insider researcher which enabled me to apply a reflexive approach to this 

research when considering the complexities and implications conducting this 

research could have upon me.  

 

Much is written about insider/outsider research by Bradbury et al (2007) and their 

book gathers a number of studies established by researchers who have used their 

phenomenological experiences to conduct and establish their chosen research. 

The philosophy ‘participatory’ coins a term in which the researcher involves 

themselves, their knowledge and their experience of their area of interest in their 

research.  Action research has two elements; the first is the idea of using your own 

experience to generate a research idea; whilst the second is using oneself to 

actively take a part in the research methodology to generate data. 

 

From a philosophical position Richardson (1990) writes about insider research. I 

have thought carefully about using myself and my own life experience as a 

research topic. Being in touch with other people who have a similar life experience 

enables you to have shared experience and this can help to overcome separation 

and division of modern life. “It provides a sociological community, the linking of 

separate individuals into a shared consciousness. Once linked the possibility for 
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social action on behalf of the collective is present, and, therewith, the possibility of 

social transformation” (Richardson, L: 1990 p.26). I had both a desire to 

understand my chosen research from the perspective of other Asian women and a 

passion to share this research by writing this dissertation and giving these women 

the opportunity to voice their experiences. 

 

I recollect attending to the everyday needs of my first-born child without anyone 

with whom I felt comfortable enough to seek advice, guidance or support. The 

early part of my journey into motherhood was overshadowed by loneliness and a 

huge sense of disconnection because I really needed practical support on how to 

parent my newborn child. I viewed myself as an insider researcher as described by 

Reason et al (2007) “Insider action research offers a unique perspective on 

systems precisely because it is from the inside” (p.644). From an ethical stance I 

felt being transparent about my own relationship to my research topic would 

engender participants to share their encounters. I informed participants from the 

outset that my interest in this area came from my own personal life experience and 

this disclosure formed part of my information sheet. 

 

I used my research journal to note changes as they occurred and research 

supervision to ensure I explored my experience of conducting the research. I used 

a reflexive process which allowed the space for my participants experience and 

ensured I had a space to talk about how I approached this. 
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Following countless hours of my own therapy space I recalled feeling trapped, 

stuck and unable to move forward and either ask a professional for guidance or 

reach out to a friend for support. My feelings of leaving home which were left 

hidden came to the surface. I felt a huge sense of resentment which over time has 

turned into a sense of loss that my mother was not able to share that experience 

with me. As explained by Langdridge (2007) there are two dimensions to 

qualitative research. On the one hand the researcher is trying to get close to the 

participant experience whilst at the same time attempting to make sense of the 

participant’s experience. This indicates participatory enquiry techniques which I 

have mentioned in the insider outsider literature on page 57.  

3.7 Trustworthiness and planning 

The data assembled came from the depth of my analysis and from my confidence 

that the quality of data I collected was a true and accurate reflection of the 

participants account. I kept a research journal in which I maintained pre and post 

interview notes, my thoughts and feelings about the research and meetings I had 

in connection with setting up the research. I also used this as a place to reflect on 

research supervision and the process of interviewing candidates. 

 

Reliability in qualitative research is described as “….. dependable, trustworthy, 

unfailing, sure, authentic, genuine, reputable. Consistency is the main measure of 

reliability” (Perce et al, 2007, p. 83) further described by Lewis et al (1987) as an 

accurate word for word account of what is being described. Howitt (2010) 

encourages thoughts about the quality of the data by using qualitative 

methodologies to determine reliability, validity and trustworthiness and to think 

about the active role of the researcher and their reflexivity.  
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Within IPA there is a recognition that the methodology in an interview as defined 

by Yardley (2011) between a researcher and participant the interpretation 

produced is referred to as “inter-rater reliability” (Smith. J, 1999, p.216-217). 

Yardley (2000, 2011) further highlights the importance of judging validity in IPA by 

looking at the questions asked, methodology used and interpretation applied. My 

analysis involved what was said and what was going on for the participant. I kept a 

research journal to retain notes of the participants’ engagement and interaction.  

 

I lean towards the description offered of ‘trustworthiness’ repetition offered by 

Lincoln & Guba (1985, p. 290) which draws my attention to four issues. I was 

aware as a researcher that credibility applied to whether the interpretation of the 

experience researched was drawn from the data. Transferability is a process in 

which the conclusions of research can be transferred if the interviews were to be 

repeated using my method, questions and style of research. Dependability and 

Confirmability confirmed the extent to which the transcripts and subsequent coding 

were a dependable and accurate paper trail of the experience the participant had 

described in the interview.  

 

According to Smith and Osborn (2007) the interviewer decides which questions 

they will ask and constructs questions to extract the data. This is further broken 

down into the structured and semi structured interview in which the interviewer 

develops a rapport with the respondent and the ordering of questions is less 
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important. The interviewer is free to explore what was said by the respondent and 

follow their area of interest. 

 

I conducted ten semi-structured interviews using the same format and questions 

for each interview. I used the same questions to start the interview and branched 

off to explore the answers given. I considered my participant to be the expert of 

their experience. My interest in their lived life experience of this phenomenon 

focused on facilitation and guidance. I was effectively asking one question and 

branching off to explore the answers given to the fullest and monitoring the affect 

and emotional regulation in the tone and pitch of my participants’ voice when 

responding. 

 

Kvale et al (2009) suggests the interviewer needs to be open to new and 

unexpected phenomena. During the interview process I explored the experience 

the participant described to me and this elicited something for them which was 

unique to us. Kvale and Brinkmann (2009) examine the ability to shift in the 

presence between the subject and the relationship to the participant retelling their 

story. Furthermore I viewed the interview process as an intersubjective process as 

described by Kvale et al (2009).  

 

The interview was a combination of objectivity and subjectivity aspiring to a 

combination of both making it an intersubjective experience. Similarly when a client 

retells their story in therapy they will have a different experience of being heard or 

listened to. This combination is what makes the process intersubjective as defined 
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by Orange et al (1997). I thought carefully about my role as a researcher and the 

impact retelling an experience might have on the participant and I was therefore 

mindful of services I could signpost them to should they want to talk to someone in 

more depth.  

 

In the event my research was repeated using the inclusion criteria and my question 

and subtopics and I would add that I am an Asian woman who researched a topic 

which focused on Asian women as the participants. My research question was 

borne out of my life experience and therefore this dynamic will have had a bearing 

on my results.  It struck me that my findings raised issues with culture and how we 

understand culture has to be present in the workplace and amongst us as 

professionals in the workforce. I was able to lend myself as an Asian woman in the 

process of research by applying context to the culture when researching Asian 

women. As a British borne Asian woman who has grown up in a multicultural 

society I understand a code of conduct in how Asian women engage in a public 

setting. I therefore hold cultural knowledge and understanding of the Asian 

etiquettes and hold the capacity and ability to engage in a dialogue with women 

from different cultural settings.  

 

My data is transferable only in as far as the issues that women spoke about in 

terms of their cultural expectations and their experiences in the early days of 

motherhood. I viewed my role in collecting data as active and participatory and as 

such I was aware of “the way in which the relationship between researcher and 

participant, including the balance of power, affected the collection of data and 

meaning” (Langdridge, 2007: Page 156) and how this may have affected the way 
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in which I explored the participants experience. My research demonstrates the 

implications for culturally focused researchers in which participants are culturally 

matched to the researchers cultural background. 

 

I refer to validity as ‘credibility’ offered by Lincoln and Guba (1985) when 

explaining how the data was understood and interpreted. This helped me to reflect 

on my research methodology and lay out systematically in phase one how I 

gathered the data. With ongoing use of my research journal to write down my 

immediate thoughts I was able to explore the content of this practice in personal 

therapy and research supervision. What unfolded was that my own experience had 

become an area of interest opposed to an obstruction and this enabled me to 

develop the skill of compassion and understanding when concentrating on the 

unique experiences of each and every participant.  

 

3.8  Potential Contribution to the Field of Maternal Well Being 

 

My research seeks to contribute to the field of maternal health by informing 

clinicians in the field about the experience women face when they enter 

motherhood at a time when they were not in contact with their own maternal family. 

 

Giving Women who have had this experience a Voice 

From my review of the literature I have found there is research written about the 

experiences of women and their journey of becoming a mother and in particular 

the complexities during the first few days after the baby is born. My research 
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focuses on women’s experience of motherhood specifically in the ‘absence of 

maternal support’. What is their experience of giving birth to their first-born child at 

a time when they are not in contact with their birth family? Whilst there is some 

material available about the cultural complexities of motherhood and the 

experiences of Asian women giving birth in a western society I have found 

research that recognises Asian women tend to rely on their own families for 

support during this time. There remains nothing that focuses exclusively on the 

absence of maternal support hence my research seeks to understand and voice 

this experience. 

 

Meeting Policy guidelines 

In an Asian culture the mother’s role is central, dominant and instrumental in the 

upbringing of her children. Asian women are at risk of developing mental health 

problems because ethnic minority groups experience greater rates of mental 

health problems. My research meets both the Department of Health (DOH) and 

National Institute of Clinical Excellence (NICE) Guidelines by conducting research 

into the needs of a growing diverse community and the National Service 

Framework (NSF) on ‘Maternity matters’ (2008) which contains relevant guidance 

for the trust on the provision of maternity services because they are obliged to 

follow government guidance. This document talks about meeting the physical and 

social needs of mothers (including mental health needs). It provides consultation 

on attending to vulnerable and excluded groups in which Asian women meet the 

criteria for a vulnerable and hard to reach group.  
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This has been highlighted in an NHS mandate aimed at improving the patient 

experience in maternity services “A long standing problem with maternity services 

has been concerns about coercive and disrespectful behavior experienced by 

women and families in particular by ethnic minorities” (Sandall. J, 2014:4). Hence 

the introduction of personalised midwife led care during the postnatal period has 

been incorporated into the NICE guidelines. 

 

My research meets these targets because I am carrying out research on Asian 

women that seeks to evaluate women’s experiences by informing healthcare 

professionals about their current practices and future clinical and policy strategies. 

My research included the parent child interaction and the role of the father as well 

as making clinical and policy suggestions. 

 

Raising Awareness  

By asking Asian women about their experience my research seeks to understand 

and inform professionals in the field of maternal health by targeting G.P’s, Health 

Visitors, Counselling/Clinical Psychologist, Psychotherapist and Counsellors who 

may be involved in offering psychological support to the issues a woman from this 

background might face. Motherhood is a significant life event for any woman and a 

time that raises the chances of emotional or mental health difficulties such as 

postnatal depression. Whilst I have chosen not to research this area in detail, I 

remain mindful that the experience of my research topic on becoming a mother at 

a time where there is a lack of maternal support could contribute towards 

emotional difficulties. This ties in with the above focusing on ‘meeting policy 
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guidelines’ as Asian women are a vulnerable group and seen as less likely to seek 

external services for support. 

 

 

 

Highlight Risk Areas  

My research seeks to inform health professionals about the vulnerability these 

women might pose to themselves and to their newborn child. Asian women may 

lack family support and this places a mother at a greater risk of developing mental 

health problems such as depression. There may be a link between women who 

are more likely to give up breastfeeding when they do not have support. 

 

In a study about Asian cultural values, attitudes toward seeking professional 

psychological help, and willingness to see a counselor Bryan (2003) concluded 

Asian women were less likely to use formal support services. This theory supports 

Brown et al (1978) that a ‘vulnerability factor for depression is motherhood’ and 

motherhood is a time when women are at an increased vulnerability to mental 

health problems such as depression, anxiety and psychosis. 

 

There is a risk that the needs of Asian women fall outside the realm of what can be 

offered to them in terms of service delivery. When health professionals are not 

aware of or do not understand the experiences of Asian women who have their 

first child in the absence of maternal support this could lead to dissatisfaction in the 

care Asian women receive. My research seeks to highlight the multicultural issues 



 

66 of 201 

these women face. Further risk areas that pose a risk to the physical or emotional 

health of the mother or the newborn baby in any way have been removed. Only 

women who are not deemed as a risk have been identified as possible participants 

by health visitors and as being given the choice to opt in for my research.  
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4.0 PLANNED RESEARCH IN THE NHS 
 

The aim and nature of my research was to explore and understand the 

experiences of Asian Women who have given birth to their first child at a time 

when they did not have support from their own maternal family. The most 

appropriate research method was “phenomenology – understanding the essence 

of experience about a phenomenon” (Creswell, J, 1998:65). 

4.1  Berkshire Research Ethics Committee (REC) Approval 
 

Following a rigorous process, the Berkshire Research Ethics Committee (REC) 

approved the research which took place in Berkshire Health Foundation Trust 

(BHFT). As an employee of the National Health Service (NHS) I can see how we 

deliver care and how this care is experienced varies. There is a wealth of 

experiences that can be researched by asking women who have used NHS 

maternity services about their experiences. There are a lot of medical and non-

medical random clinical trials (RCT) conducted in the NHS which is quantitative. 

There is a growing awareness of qualitative research and the methods applied. 

However at the time of conducting my research I had to negotiate a number of 

tensions to locate my research in the NHS. 

 

Before any research could be conducted I had to apply and undergo a series of 

formal Research Ethics Committee (REC) panel interviews, which consisted of a 

panel of fifteen senior consultants with a specialist interest in research. I therefore 

had to think quite carefully about my research proposal and my research technique 

and the paperwork I was going to use to recruit my participants. I had to think 
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rigorously about the wider context of the NHS and adjust my own thinking in terms 

of how I recruited participants so this process would comply with the rules and 

regulations set out by the REC. 

 

Given that Berkshire Health Foundation Trust (BHFT) employed me and postnatal 

services fell under the remit of the Primary Care Trust (PCT) I had to seek the 

approval of two Clinical Governance Managers from each of these sections of the 

Trust before I could begin the research. I had to ask BHFT to draw up a contract 

with the Metanoia Institute to outline my responsibilities in conducting this research 

to satisfy the conditions set out by the REC. This contract was approved by 

Middlesex University.  

 

It was quite a difficult task to gain ethical approval on a research idea based on 

phenomenological inquiry because the data collated is subjective and I had to 

negotiate tensions about how I would minimise subjectivity. One specific 

requirement of the Ethics committee was that I asked the same set of questions to 

each participant to ensure my research was not biased but fair and consistent. I 

designed a list of themes/questions I would ask all ten participants which complied 

with the ethics committee. The crux of tensions was that my application was not 

designed to conduct research on an NHS structure. Instead my research was an 

enquiry about the process. At times this process felt like an impossible task but 

with perseverance and support from my Metanoia research supervisor and the 

BHFT Clinical Governance Manager I attained REC clearance to begin my 

research. 
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4.2 Clinical Governance 
 

The Clinical Governance sector had a further set of conditions to permit my 

research and I had to qualify for a ‘research passport’, which is a tick list to 

safeguard and protect the patients in the NHS. This document signified that I was 

a safe employee and qualified to carry out research on patients in the NHS. This 

gave me formal written permission to conduct the research. I therefore had to 

undergo a series of meetings with the allocated Clinical Governance Manager for 

BHFT through whom we devised a contract which would enable me to carry out 

research for the PCT whilst allocating the responsibility for me as an employee to 

BHFT and the Metanoia Institute. This was a lengthy and at times an incredibly 

challenging process. All of this continued to be subject to the conditions of my REC 

approval. Given that BHFT was a registered stakeholder for a number of NICE 

guidelines my entire research also needed to take into account the clinical 

governance agenda framework and NICE guidelines for postnatal mental health. 

 

My final sign off meant I had to have an enhanced Criminal Records Bureau (CRB) 

disclosure check and a final interview with BHFT Human Resources Department to 

achieve the sign off for my research passport which formed my written permission 

to conduct the research. At times this process left me so far from the topic I was 

interested in researching I almost lost sight of my research. I knew I had a valuable 

research idea but just getting started seemed like it was a million miles away. I had 

so many formalities to achieve. In hindsight these formalities are designed to 

protect patients of the NHS by ensuring I am safe, capable and qualified to 

conduct the research. Fortunately the topic was a personal area of interest for me 

and therefore even on days when I felt I had so much to get through I managed to 
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remain faithful to my goal of conducting my research in the NHS. After what 

seemed to be an endless process I finally achieved clearances from the REC and 

obtained my research passport and a contract set out jointly by BHFT and the 

Metanoia Institute. 

4.3 Sampling Issues 
 

Because the research topic was intertwined with my own life experience I found 

myself feeling quite apprehensive that participants might not be willing to disclose 

such intimate life experiences with me as a researcher as I stepped out into the 

Health Visitors Clinics set up in the Berkshire Area and introduced my research 

topic. Health Visitors, doctors, nurses and other professionals involved in the 

overall care and well-being of women were actually very interested to learn. They 

were keen to understand and gain insight into the experiences of women who give 

birth to children at a time when they do not have maternal support from their own 

birth family. I began to speak to Health Visitors running clinics in community 

settings where women who had experienced my research area might be available 

to take part in my research. 

4.4 Description of Proposed Sample 
 

The team of Health Visitors seemed quite confident they would know of women 

who attended their clinics who would fit my criteria. Recruiting candidates by 

talking to someone who knows someone is a ‘purposeful sampling strategy’ and is 

described as “snowballing – identifying cases of interest from people who know 

people who know what cases are information-rich” (Creswell, J, 1998:119). This 

technique meant I could locate candidates who had experienced the issues I was 

addressing in my research and having read my participant information sheet they 
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would then participate in my research because they were interested in sharing 

their experience.  

 

Snowballing is a method used for collecting qualitative data and has been 

explained by Noy, C as data “can generate a unique type of social knowledge that 

is emergent, political and interactional” (2008). The suggestion here is that 

professional relationships are used to build Social networks and recruit people who 

are interested in taking part in my research topic because they have had this life 

experience. 

 

Snowballing is described by Hendricks et al (1992) as an informal method used to 

reach a target population and furthermore described by Snijders (1992) as a 

method to get a deeper understanding of a group of people. Both of which my 

research aims to do by asking health visitors to identify participants that they know 

might have experienced my research topic. 

 

The table below sets out the range of clinics in the East of Berkshire. 
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4.5 Table 1 - Health Visiting Clinics in East Berkshire 
 

Geographical Area 

Of East Berkshire 
Location Day & Time 

EAST M.A Children’s Centre Tuesday 9:30am– 11:00am 

CENTRAL J.E Children’s Centre Tuesday 9:30am– 11:00am 

CENTRAL M.C Children’s Centre Tuesday 9:30am– 11:00am 

CENTRAL S.M Children’s Centre Tuesday 9:30am– 11:00am 

CENTRAL I.Q Children’s Centre Wednesday 9:30am – 11:00am 

SOUTHWEST S.S Children’s Centre Wednesday 10:00am – 12:00am 

NORTH B.W Clinic Wednesday 2:00pm – 4:00pm 

EAST O.R Surgery 
1st Wednesday of each month 

Wednesday 10:00am – 11:30am 

EAST L.H Centre Thursday 9:30am – 11:30am 

NORTH P.W Children’s Centre Thursday 10:30am – 12:00am 

SOUTHWEST C. M Centre Thursday 1:00pm – 3:00pm 

 

4.6 Locating the Participants 
 

In order to liaise with the Health Visitors, I went out to each of the Health Visiting 

Clinics to familiarise myself with the process of how the clinics were run. I felt my 

physical presence would help both the Health Visitors to introduce my research 
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and potential candidates to feel welcomed and encouraged to participate in my 

research. 

 

To familiarise myself with the Health Visiting team and their senior team 

leaders/managers I arranged to meet the strategic lead and introduce myself and 

my area of research. I was invited along to the Health Visitors team meeting so I 

could meet the Health Visitors who were running the clinics listed in Table 1. This 

gave me the opportunity to introduce both myself and my research topic and to ask 

the Health Visitors for their support in assisting me to recruit candidates. What was 

apparent was that there were certain clinics where Asian Women would mostly 

attend and these clinics were mainly located in the EAST and CENTRAL locations. 

There were certain clinics where Asian women tended to locate themselves and 

this was purely due to where they lived and what was locally available for them 

within walking distance because a number of these women were not able to read 

or write in English and could not drive a car. 

 

The Health Visiting team were particularly supportive of my research and 

welcomed me gaining a better understanding of the setup of their clinics. In doing 

so I was able to gauge which clinics would be the ones where my sample 

population would attend. The only struggle I encountered was that all the clinics 

relevant to my sample population began at the same time and on the same day. I 

therefore attempted to attend as many of the EAST and CENTRAL clinics as I 

could.  
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I began to develop a rapport and a link and I felt encouraged by the Health Visitors 

because I started to feel they were my colleagues. When the clinics were rushed 

and incredibly busy I too was encouraged to participate in setting up the materials. 

This involved laying out literature on maternal matters, setting up the weighing 

scales and mats to make access easier for the mothers to undress and lay their 

baby on the scales. Also ensuring there were plenty of cleaning rolls and wipes to 

adhere to infection control procedures. At times there were so many mothers 

waiting to enter the weight and plot the chart in their babies red book I would often 

step in and write these up for the Health Visitors which freed them up to deal with 

queries from the mothers. This built a working alliance between me and the Health 

Visitors and gave them the reassurance my research was to support their existing 

work with Asian mothers as well as potentially providing what additional support 

these mothers might access. Soon they became enthusiastic about my research 

and were incredibly supportive in recruiting candidates for my research. They 

ensured only candidates who met my research criteria were selected and they 

contacted me with the candidate’s permission to pass her details to me. 

4.7 Data Collection 
 

As the Health Visitors recruited candidates, I then contacted each candidate and 

invited them to meet me at a clinic location at a time suitable for them. At this point 

I checked if they wanted to bring their baby with them and informed them of the 

facilities available. As the majority of centres were children’s centres within schools 

or G. P’s surgeries they were well catered and set up to accommodate buggies, 

babies and hygienic nappy disposal as well as manage infection control by use of 

alcohol gel and sinks to wash hands and provide drinking water. 
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By attending the Health Visitor’s clinics, I became familiar with the staff and set up 

at each location and I had a working knowledge of how the clinics ran and 

familiarised myself with the process and my responsibilities as both an NHS 

member of staff as well as a researcher. I was at times mindful of my dual role held 

in the course of my research and remained incredibly aware of both my role as a 

researcher balanced with my area of research interest together with my ethics as 

both a researcher and an employee of the BHFT. I was humbled by the support I 

received from the Health Visitor’s team and the time they took and the care they 

gave to me and my research. I was often present at the clinics and observed them 

recruit candidates for my research.  I often experienced a powerful feeling of 

compassion for the Health Visitors and the work they did and felt very appreciative 

I had the opportunity to work alongside them to conduct my research. 

 

By working collaboratively with the Health Visitors I ensured only candidates who 

met my criteria were selected. By being present at the Clinics I confirmed that only 

candidates who were interested in sharing their experiences were recruited. I 

believe my physical presence was to some extent a declaration of my commitment 

and passion for my research topic. This process eliminated any uninterested 

candidates. 
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4.8 Table 2 - Candidates selected by Health Visitors and invited for an interview 
 

Clinics 
Sample 

Size 

Number of Research 

Participants 

Candidates Recruited from 

the EAST Clinics 
N = 6 4 

Candidates Recruited from 

the SOUTH WEST Clinics 
N = 1 0 

Candidates Recruited from 

the NORTH Clinics 
N = 0 0 

Candidates Recruited from 

the CENTRAL Clinics 
N = 8 6 

Total population size of 15. 

 

Explanation of the above table: Once I received 10 completed participant 

screening forms and found that some of the participants were not available to take 

part in the research I continued to recruit until I had 10 available participants. This 

meant that I received 15 (N=15) completed participant screening forms from the 

health visiting team. 

 

At no point were any of the participants turned away or refused an interview but 

out of the 15 possible participants 5 declined to take part for the following reasons; 

1 declined stating that she had changed her mind, 2 participants stated that they 

were returning to work and could not commit to an interview date or time and 
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therefore it was not convenient for them. The remaining 2 participants were 

returning to their native homes in Indian and Pakistan to be with their maternal 

families and therefore they could not commit to an interview in the foreseeable 

future. In meeting with the five participants who declined to partake in the research 

I reassured each one of them that they were free to change their mind at any point 

in the research selection during and after and that their withdrawal had no bearing 

on the service provision provided to them by the NHS. This was offered to all 

participants who took part ensuring that all participants were treated fairly and in 

accordance the requirements set out by the REC. 

 

I was mindful of the REC guidelines and reassured each candidate who did not 

want to take part that the care they received as a patient of the NHS would not in 

any way be affected by their decision. I also reiterated to each candidate who did 

want to take part they were free to withdraw from my research at any point without 

giving me a reason. Again the care they received as an NHS patient would remain 

unaffected. As a result five candidates declined to be interviewed and ten 

candidates proceeded to then give their informed consent to become research 

participants in my research on motherhood and the absence of maternal support. 

 

4.9 Interview Structure 
 

The focus of the research was narrowed down to one question: 
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Please tell me about your experience of giving birth to your first child without the 

support of your maternal family? 

This question highlights the mothers’ interaction with her family. 

 

I had six possible prompts that I aimed to feed into the narrative of their experience 

as appropriate; 

1. Quality of the participants’ relationship with her own maternal family? 

2. Meaning of support? 

3. Impact of the lack of maternal support? 

4. Cultural importance of women and their role as a mother? 

5. Quality of their partnership, relationship with the baby’s father? 

6. Is there anything you feel is important about your experience that you would like 

other health care professionals in the field of maternal health to know about your 

experience? 

4.10 Subjectivity 
 

Inevitably there are variables that could be taken into account as my own 

subjectivity or my view of the class or culture a client comes from could affect the 

data gathered. Nonetheless the document National Service Framework (NSF) on 

Maternity Matters seeks to highlight encouragement to conduct research on 

vulnerable and excluded women. Asian women tend to fall under this category 

because they do not access services. I was keen to ensure my research remained 
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open to such variables to include women who might not usually step forward to 

impart their life experiences due to language or social exclusion barriers.  

 

Although I appreciated the need to consider my own subjectivity when analysing 

the data I also agreed with the conditions set out by the REC that women should 

not be selected for my research by class or status or any other inclusion criteria. I 

wanted to encourage Asian women to come forward with their experiences and  

including them in my research because they wanted to take part and share their 

experiences. This was an inclusion criterion as long as they met the initial 

recruitment criteria. At this point only those candidates who agreed to be 

interviewed became participants for my research project. I acknowledged the 

ethical significance of taking what these women might say and writing it down with 

integrity, care and compassion for their lived life experience.  

4.11 Analysis of the Interviews 
 

My questions were unstructured and open ended as Kvale et al (2009) suggest, 

the interview was collaboratively produced and this gave me the flexibility to 

explore individual participant experiences. I designed one question and used this 

as my focus. Once I had branched off with answers to my initial question, I used 

the subtopics quite naturally because my initial question was broad enough to 

inquire. IPA emphasises individual experience and this way of branching off 

ensured I remained consistent with my line of subsections and also allowed me to 

freely enquire about my participant’s experience to the full.  

 



 

80 of 201 

I was aware of the power imbalance. My research was borne out of my own life 

experience “When we talk about the world we live in, we engage in the activity of 

giving it a particular character. Inevitably, we assign features and phenomena to it 

and make it out to work in a particular way. When we talk with someone else about 

the world, we take into account who the other is, what the other person could be 

presumed to know ‘where’ that other is in relation to our self in the world we talk 

about” (Baker, C, 1992: 9). I thought carefully about my interview style and agree 

with research conducted by Kvale et al (2009) that a combination of techniques 

could be deployed during the interview process. The technique I used was to take 

the answers my participant gave me and use these as further investigative areas.  

 

I see the ultimate goal of the interview as an opportunity to understand my 

participants’ experience and this technique of branching off allowed me to track my 

client’s experience. I transcribed and analysed each transcript before I conducted 

the next interview. This process allowed me to confirm that my questions had 

allowed participants to express their view. I did this by returning the transcribed 

transcript to them to check and using my research journal to makes notes about 

my experiences. I reviewed my reflective notes in my research journal and noted 

my experience as a researcher. I took this experience to my research supervision 

sessions and used supervision to reflect on the interview process. This allowed me 

to check I was asking about an experience and branching off to enquire further. 

This guaranteed the data gathered was a true reflection of the interview question.  
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Each transcript was posted out to the relevant participant approximately 3 weeks 

after our first interview (phase one) and at least seven days before our second 

interview (phase two). 

4.12 Reflexivity  
 

Whilst each participant brought forward a wealth of individual life experience I 

remained aware of the limitations of the interviews. The majority of research on 

interviewing styles is written from a white western philosophy. Having been born 

and brought up in the UK I could see the barriers to the cultural differences 

because I was born to Asian migrant parents and was influenced by my 

upbringing.  

 

I soon became conscious of the unsaid or unspoken elements. I was acutely 

aware of the unspoken presence of the participant as she walked into the room 

including the colour of her skin, the smell of incense and perfume that came from 

her clothes together with the bright colour of her shalwar kamiz (Indian suit) and 

the matching bangles and jewelry. I became mindful of the cultural heritage and 

identity they brought into the room with them being an Asian woman living in the 

UK not necessarily having been born or brought up in the UK. “Good interviewing 

skills require practice and reflection by getting people to describe their own 

experience in their own terms” (Rubin & Rubin, 1995: p.2). I was aware of my own 

countertransference and I was mindful of how this experience brought me in touch 

with my own cultural heritage. I believe this experience sharpened my senses and 

enabled me to regulate my emotions and engage in a way that was sensitive to the 

culture of the participant sat in front of me. 
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What was not said in the interview was often also rich in cultural beliefs present in 

the way the woman carried herself into the room. This was often a statement about 

her class or educational background.  I was acutely aware of these differences 

potentially becoming variables for consideration and attentive to how my 

subjectivity could interpret or become a barrier to women who access services. 

 

4.13 Review of the Transcripts 

An important part of the interview process was that of ensuring the accuracy and 

the quality of the participants’ transcripts by including them in the process of 

verifying what they had said in the interview was transcribed accurately. I made a 

date for the second interview with each of the ten participants which was a follow 

up review in 4-6 weeks’ time. This gave me the chance to consider the reflective 

space of the participants during the period of motherhood. After I typed up the 

transcript I posted a copy of this to the participant approximately seven days/1 

week before our second meeting. This formed part of my validity check and gave 

us both the opportunity to consider the content of the transcript to check for 

accuracy and ensure the transcript was a true representation of the participant’s 

experience. This held an element of ethics as this gave the women an opportunity 

to read the transcript in its exact state and word for word exactly how they reported 

their experience. This also satisfied the REC’s requirements that participants were 

aware of the contribution they were making to my research. 
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The reflective space gave me a chance to explore if any therapeutic resources or 

further support services were available to the participants post interview and to 

assess whether these services were culturally sensitive and appropriate for the 

needs of Asian women. The second meeting was an ethical check and a reflective 

space to see what effect if any the interview had left on the participant and to form 

a closing session as we ended.  

4.14 Cultural Issue on Interviewing 
 

Although I had left a six-week gap between interview one and interview two. I 

continued to attend the mother and baby clinics to gather more participants for my 

research. The participants I had interviewed continued to approach me and there 

was ongoing contact with the participant outside of the interview. These 

participants were often interested in asking me how my research was progressing, 

showing me their baby’s progression and how they were coping with the demands 

of motherhood. In Smith (2007) the interview process is described as one 

structured meeting designed to understand the participant’s experiences and does 

not take into account the interaction outside of the structured interview. I had to 

carefully manage the delicate nature in which they had shared their personal life 

experiences with me and maintain confidentiality as I saw them in an open clinic. 

By inviting them to take part in an interview and asking them about their 

experience I had become someone they trusted and appeared to be at ease with. 

Culturally from my own upbringing in an Asian society my experience is that once 

you liaise professionally Asian women tend to become familiar with you and 

engage in a trusted relationship. With this in mind I managed the dynamics in a 

way that enabled me to stay in touch with them in the moment and ensured that 
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we did not become over familiar with one another, ensuring compliance and 

confidentiality was maintained between us.  

 

This way of thinking ensured I remained mindful of the possibility of meeting a 

participant before the second interview and yet prepared me to contain the space 

for the second interview. Somehow this space in between gave me a sense of 

closeness to the participants experience I had not already taken into account as I 

was holding them in mind not just as a participant whose voice I had transcribed 

but also as a woman with whom I potentially could have an ongoing interaction in 

the physical clinic space. I found myself moving into the first interview as a 

researcher, out of this space as a recruiter and then back into another space as an 

interviewer who had established a rapport with the participant for the second 

interview. Finally I knew I would continue to engage with these participants in the 

clinics so we continued to have an ongoing dialogue because they had become 

familiar with me. 

 

It was unavoidable for me not to be affected and impacted by the warmth and 

ultimate sharing these women had taken the time and trust to share with me which 

I valued. The space gave me an unexpected sense of closeness, intimacy and 

connectedness. I was mindful and respectful of containing and protecting the 

space in between giving the participants who wanted continued interaction to 

approach me. All ten participants continued to engage in this way with me. I was 

mindful of how this continued contact could enhance how I interpreted the analysis 

of the data. I was acutely aware also how I might misinterpret the data because I 
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had become too familiar with the participant. Hence the second validation/member 

check became a more important feature of the validation of my findings. 

4.15 Phase Two – Validating the transcripts 
 

After the first interview I made a date for the second interview. Once I had 

transcribed each interview seven days before our second meeting I posted a hard 

copy of the transcript to each participant and interestingly enough the space 

helped to enhance the second interview.  

 

This meeting gave me an opportunity to appreciate the depth of the participants 

experience and the impact of seeing how they reacted when they saw the level of 

detail and the time I had taken to transcribe their experience in writing. All ten 

participants were equally amazed by the level of detail that emerged from each 

transcript. Participants were equally pleased with the quality of the transcripts and 

made only a few minor adjustments. The initial purpose of the second interview 

was to validate the data, check the quality of the data collated and to ensure I had 

accurately interpreted exactly what the participants had said.  

 

This was an open opportunity for participants to consider the content of their 

transcript and to have equal control over their stories of motherhood and the 

absence of maternal support. None of the participants ticked a box requesting a 

copy of the analysis on the intake form and therefore no further data was sent to 

them. This also formed a closure to our first meeting which had in essence opened 

up their experience and provided a reflective space to validate their experience as 

genuine and real. 
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4.16 Thames Valley Mental Health Conference 
 

The Thames Valley Mental Health Conference took place on 16 December 2009 at 

Reading University at which a poster session was run by Berkshire Healthcare 

Foundation Trust (BHFT) to complement the speaker’s presentations. It was an 

opportunity to display the research carried out within the trust and strengthen our 

research links. Expressions of interest were called for and I was one of the 

successful candidates who was asked to design a poster board for my research 

(please see Appendix for a copy of my presentation). The posters were available 

for view during the coffee and lunch sessions and we were asked to provide 

information sheets for delegates wanting to contact us to get further information if 

they were interested. I attended the conference and this gave me an opportunity to 

raise the profile of my research on motherhood and the absence of maternal 

support and a significant opportunity to network with other researchers within the 

trust. 

 

This was also an opportunity to highlight a qualitative study amongst many 

Quantitative Randomised Clinical Trials (RCT) studies as my poster board stood 

out as one of the very few qualitative studies. This generated a huge amount of 

interest and a number of delegates expressed an interest in my research area. The 

majority of these delegates were from healthcare professionals in the field of 

children’s wellbeing. 
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5.0 RESULTS 

5.1 Interview Data 
 

The interviews were designed to explore participants’ experiences of giving birth to 

their first child without maternal support from their own birth family. “The primary 

issue is to generate data which gives an authentic insight into people’s 

experiences” (Silverman, D, 2006: 198). The research set out to explore 

participants’ experiences in words. However the data was also set out to capture 

their emotional experiences and where possible to be able to put words to these 

not necessarily in English but at times in their mother tongue (please see 

Demographics table for further clarity on this).  

 

All ten interviews were transcribed and the results were analysed into first, second 

and third level codes. From an IPA technique my data focused on the meanings 

derived from the ordinate and super ordinate codes. Each transcript was then 

member checked and the data was validated as described in the previous section.   

 

At the end of each interview each participant was given an information sheet about 

services they could contact if they felt upset or distressed about the intimate 

material they discussed during the interview. For each of the participants their 

main form of support was their husband although on very rare occasions a few of 

the participants lived in an extended family context and had some support from 

their in-laws; no other forms of support were mentioned. 
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5.2 Demographics 
 

The demographic form captured data about the participants. 

 

Participant 

Code and 

Name 

 

Age 

Range 

 

Cultural 

Identity 

 

Age of 

baby 

 

1st or 2nd 

Generation 

 

Language 

of Interview 

(001) 

Taran 
31-35 Indian 6 months 

1st 

Generation 
English 

(002) 

Savarshi 
26-30 Indian 8 months 

1st 

Generation 
Urdu 

(003) 

Zaynub 
26-30 Pakistani 5 months 

1st 

Generation 
Hindi 

(004) 

Amber 
21-25 Pakistani 5 months 

1st 

Generation 
English 

(005)      

Mala  
31-35 Indian 4 months 

1st 

Generation 
English 

(006)     

Aliya  
21-25 Pakistani 3 months 

2nd 

Generation 
English 

(007)    

Simi  
31-35 Indian 6 months 

2nd 

Generation 
English 

(008) 25-30 Indian 3 months 1st English 
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Ayesha Generation 

(009) 

Nakita 
31-35 Indian 3 months 

1st 

Generation 
English 

(010) 

Jacqueline  
31-35 Indian 8 months 

1st 

Generation 

Hindi 

 

All ten participants were married and had some form of an arranged marriage 

which meant their birth parents had been involved in arranging the marriage. 

Nine participants had been introduced to their husband through their parents. 

Only one participant had met her husband through work and had chosen to 

marry her husband. Nonetheless all ten participants had parental support in the 

arrangements and lead up to their wedding. Each participant was married to a 

man of exactly the same culture and class they were from so there was an 

equality of language, cultural identity, religious beliefs and economical status.  

 

Each participant was asked at the beginning of the interview which language 

they felt most comfortable to use in the interview. As such seven participants 

chose to speak in English using Hindi or Urdu words occasionally. Two 

participants spoke in Hindi fluently and one participant spoke in Urdu fluently. I 

was able to speak those languages and was able to translate each transcript 

into the English written language. Each of the transcripts was then member 

checked as per details in my methodology section. 
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All ten participants had no support from their birth parents because they were 

living in the UK through marriage to their husband. Eight participants had 

migrated to the UK following marriage to their husband in India or Pakistan 

hence 1st Generation Asian and two participants were born and brought up in 

the UK had married their husband but did not have support from their birth 

parents because they lived in another country hence 2nd generation Asian.    

5.3 Identifying Themes based on participants experiences 
 

Level of Theme No of categories Description 

 

 

 

 

 

 

1st Level Themes 

(Preliminary Themes) 

 

 

 

 

 

4 

First level themes emerged 
naturally from the research 
as I grouped together 20 
meaningful categories four 
themes took shape: 

Cultural expectation of 
support (5.6) 

Newness of being 
supported by their husband 

(5.7) 

The Emotional and physical 
impact of having a baby 
(5.8) and 

Pre and postnatal 

experience of having a 

baby in the NHS (5.9) 

 

 

 

 

2nd Level themes  

(Subordinate Themes) 

 

 

 

 

20 

I grouped together the third 

level codes into meaningful 

chunks and summarised 

what each participant was 

saying about their 

experience. This led to a 

further grouping of 20 

themes. These subsections 

were then used to formulate 

the results section and 

became the sub headings 

for the relevant data 



 

91 of 201 

captured. 

 

 

3rd Level themes  

(Superordinate Themes) 

 

 

70 

These themes consisted of 

sentences and the 

immediate thought or 

feeling that each participant 

used to describe and 

express their experience in 

words. There were 70 third 

Level themes. 

 

The data was split into three levels of themes (please see table 5.5 for details). 

 

5.4  Grouping the data into Themes 

As a reminder this is a summary of how I analysed the data. I went through each 

interview transcription manually as I wanted to derive the themes by personally 

going through the data line by line and immersing myself in the data. I made a 

note of the key issues and grouped them. This is how I derived the first level 

(preliminary) themes which resulted in 70 themes I reflected on these emerging 

themes during research supervision and began to look for commonalities for 

example where there were feelings I grouped these into emotions. I further 

reflected on this process and continued to merge themes, kept a reflective 

journal, discussed the themes during peer supervision and then grouped them 

into second level (subordinate) themes like the expectation of support. Once all 

the interviews had been transcribed these were further grouped into the third 

level (superordinate) themes as the cultural expectation of support. Initially I was 

looking for repetitive patterns and single words, then common sentences that 

were similar in language and meaning as listed in table 5.5. I was able to group 

these into similar themes, the process of transcribing the interviews served as a 
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reminder of my felt experience as a researcher and enabled me to group these 

collective experiences and narratives into meaningful third level themes. 
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5.5 Detailed table of participant themes derived from the data 
 

1st Theme 

(preliminary) 
2nd Theme 

(subordinate) 
3rd Theme 

(superordinate) 
Participant 

Name 
Line Number Extract from Quote 

Cultural Expectation of 

Support 

Support from 

mother 

 

 

 

 

 

 

 

 

 

Difficult 

Nightmare 

Hard 

Stressed 

PND 

Breastfeeding 

 

Sarvashi 

Taran 

Amber 

Ayesha 

 

Mala 

Nakita 

 

Zaynub 

Jacqueline 

L/110, L/234, L223. 

L/294. 

L/270, L/292. 

L/34, L/37, L/58 

L/62. 

L/90, L/111. 

L/6, L/139, L/214, 

L/219. 

L/17, L/27. 

L/68, L/157. 

I had asked my husband if 

my mother could come over. 

 Traditions Important 

Want Parents 

Words 

Courage 

 

Mala 

 

 

 

Aliya 

Jacqueline 

L/120, L/125, L/126. 

 

 

 

L/174. 

L/145. 

They performed those 

rituals on the birth of the 

baby, so they performed 

afterwards when they came 

here. 

 Chila Chila 

 

Amber 

 

 

L/461, L/456, L/497, 

L/502. 

I think mentally physically 

and emotionally you need 

somebody with you. 

 Herbal 

remedies 

Upset 

Respectful 

Culture 

Generation 

Amber L/605. Because in Pakistan when 

she constipated my mum 

told me a little bit of fennel 
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Balance 

Lucky 

 

seeds for a few days and 

that was really helpful. 

Newness of being 

supported by their 

husband 

 Very, Very Hard 

No Support 

Feel Lonely 

Mixed 

Very Tough 

On my Own 

Need 

Somebody 

 

Sarvashi 

 

 

 

Ayesha 

Simi 

Mala 

Aliya 

Amber 

Nakita 

Zaynub 

Taran 

L/72, L/136, L/141. 

 

 

 

L/20, L/65. 

L/45. 

L/70, L/284, L/294. 

L/246, L/282, L/286. 

L/432. 

L/34, L/151, L/259. 

L/168, L/171, L/177. 

L/30, L/155, L/418, 

L/425, L/439. 

We were arguing all the 

time. I felt so alone and 

unhappy and lonely all the 

time just helpless. 

The Emotional and 

Physical impact of 

having a baby 

 Something 

Missing 

Depression 

Physically Tired 

Insecure Feeling 

 

Sarvashi 

 

 

 

Ayesha 

Simi 

 

Mala 

Aliya 

Amber 

L/26, L/45, L/54, 

L/76, L/83, L/115, 

L/124, L/132, L/148. 

 

 

L/86, L/90, L/97. 

L/92, L/500. 

L/38, L/53, L/62, 

L/97, L/104. 

L/33, L/43, L/243. 

L/64, L/84, L/92, 

When I came home they 

were giving me food and 

that was it. They were giving 

me food and I was feeling 

so alone. 
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Nakita 

 

Zaynub 

Jacqueline 

Taran 

L105, L/318. 

L/30, L/36, L/44, 

L/108, L/116, L/145. 

L/57. 

 

L/58, L/321. 

L/11, L/99, L/232. 

L/268, L/278. 

Peri and postnatal 

experiences in the NHS 

At the time of 

giving birth 

Suffered 

Little Things 

Share 

Everything 

Uncomfortable 

Feel Bad 

Pressure 

Need someone 

Aliya 

 

 

Zaynub 

L/48 

 

 

L/421, L/430. 

But I am glad I was totally 

natural and gas and air I 

had about an hour. 

 Experience of 

being on the 

maternity 

ward 

Strange Thing 

Can’t leave 

Baby 

Difference 

Cannot Trust 

Sarvashi 

Ayesha 

 

Simi 

Aliya 

Jacqueline 

L/14. 

L/41, L/46, L/51, 

L/55. 

L/54. 

L/93, L/104, L/109, 

L/121. 

L/235, L/270, L/343, 

L/131. 

 

 Process of 

labor 

Neglect Self 

Feel Ugly, Fat, 

and Big 

Delivery System 

Lack of advice 

on how to care 

for baby 

Mala 

Zaynub 

Aliya 

L/33, L/306. 

L/258, L/405. 

L/7, L/15. 

 

 Information 

participants 

Needed 

Knowledge 

Miserable 

Amber 

Nakita 

L/193, L/519, L/532. 

L/349, L/366. 
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wanted future 

NHS services 

to take into 

account 

Something 

Special 

Big Problem 

No Experience 

 

Taran 

 

 

 

L/454, L/461, L/466, 

L/483, L/501, L/517, 

L/558, L/531. 

 Postnatal care Afraid Amber L/544.  

 Lack of 

breastfeeding 

support 

Always Gives 

Teaches 

 

Nakita 

 

Taran 

L/178, L/188, L/199, 

L/235. 

L/17. 

 

 

5.6 Cultural expectation of support 
 

Each participant had preset ideas about what support they wanted to have and for 

each of these women support from their own mother was paramount and not 

having support was difficult to come to terms with. It is also a very big part of the 

Asian way of life to expect your parents will support you emotionally, financially 

and physically throughout your lifetime and then when they are old and less 

capable you then support them in an extended family type role. This section 

explored the meaning of support and participants experience of giving birth in the 

absence of maternal support.     

 

One participant explained how she knew ahead of the birth that she wanted her 

mother to support her “I had asked my husband if my mother could come over 

rather than my sister-in-law. If my mother was here she would genuinely love my 

child because he is her own grandchild” (P/Sarvashi – L.110). From the tone of this 

participant’s voice I could hear the sadness in her voice as if she was telling me 
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that she felt she had missed out on something as she explained that the type of 

care she would have received for her son and towards her recovery would have 

been different if her mother had been present at the time of her son’s birth. In an 

Indian culture maternal support is expected and paramount towards the recovery 

and healing process for an Indian woman. 

 

Participants spoke about the idea they had a specific mother daughter relationship, 

which was unique to them, a relationship they did not have with anyone else, an 

intimate mother-daughter dyad in which they could ask their mother for anything. “I 

even asked my husband to call my mother over here. I even said to him that it 

would be better if my mother came here to support me. You see with my own 

mother I can speak to her with comfort I can tell her exactly what it is that I want 

with authority and ease” (P/Sarvashi – Line 223). It was clear this participant felt 

close and comfortable with her mother and felt able to ask her for support in a way 

she could not ask anyone else. Indian women tend to traditionally be the 

homemakers and as such girls tend to be close to their mothers and learn to cook, 

sew and maintain a household by mirroring their mother. This gives Indian women 

the unique closeness in which they can ask their mother for support with ease. 

 

She elaborated on her relationship with her mother as a close tie which enabled 

her to ask her mother without hesitation and with freedom. “Because you only build 

this relationship from your childhood. You see my mother-in-law will have this sort 

of a relationship with her own daughter. They have a right to speak to each other in 

this way. They can say absolutely anything to each other and they do say anything 

to one another” (P/Sarvashi – Line 234). She described how she could rely upon 
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her mother implicitly, freely and without hesitation. It was then understandable that 

she was not able to feel free to ask anyone else for support in the same way. 

Asking for support would have to come from someone they felt close enough to 

rely on and for these women this person was their mother. 

 

This experience was shared by other participants “… you can’t expect anything 

from your paternal side, in laws, even if you want, I can tell my mum, ok I want to 

eat this today, please make me this, I can’t tell that to my mum-in-law” (P/Taran – 

Line 294). Echoing this sense of ease when asking her own mother for help, again 

explaining the relationship she had built up with her mother from childhood. This 

unique close bond gave her the sense of freedom to ask for what she wanted. As 

she spoke of eating I could sense an almost unspoken understanding of intimacy 

and respect that she shared with her mother born out of her Asian culture and 

close mother daughter bond. 

 

This experience continued to be shared among other participants at the center of 

this participant’s experience of motherhood; she believed that not having someone 

with her led to her feeling insecure. “Like, if my mother is with me and she is living 

with me it would make a lot of difference, in the way maybe I am more attached 

with my own mother, I can tell whatever. If it’s useless or you know maybe I am 

feeling low, whatever, I can’t tell anyone else, my mother I have a good 

relationship with her” (P/Amber – Line 270). The support from a mother with whom 

she had learnt from, felt close to and expected to be able to rely on at a time when 

she needed her most like the birth of her new born baby. Culturally not having her 

mother’s support was not something she would have been prepared for. This was 
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an emotion she had not prepared herself for as culturally she would have watched 

her family all rally around at the birth of other babies within the family and therefore 

to be left without maternal support would require a cognitive and emotional shift. 

 

She made no distinction in her respect for her mother-in-law as she explained that 

she was also a grandmother to her child however she still longed for support from 

her own mother. Further explaining “I can tell her to leave those work, whatever 

you’re doing at home and take care of her, you know, I can say anything you know, 

if she is cleaning her own room, I will say, oh don’t worry clean afterwards take her 

first, but with my mother-in-law I can’t say to her” (P/Amber – Line 292). Again 

traditionally the expectation would be for your mother to drop everything and 

prioritise the new born and her daughter as the Asian culture nurtures an intimate 

relationship that women have with their own mothers and the new or early in most 

cases developing relationship they appeared to have with their mothers in law. 

 

Another participant spoke in great depth about the support she would like to have 

had if her mother was in the UK “Yeah, (huge sigh). Yeah, they would help me with 

the baby” (P/Ayesha – Line 34). She described the sort of practical help she would 

like to have had “You know they would bath, I do not know how to explain. But they 

would bath the baby, now days I am doing the bath” (P/Ayesha – Line 37). I felt 

really empathic towards this participant as she released a huge sigh as she went 

on to speak about the support her family would have given her if they were in this 

country. “Mum will do this. Mum can do everything. Mum would cook for me and 

bath the baby. Lots of work, mum can do” (P/Ayesha – Line 58) and “she would 

have supported me” (P/Ayesha – Line 62). The traditional expectation of support 
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that this participant spoke about was released in her sigh as she sighed at each 

pause I could hear the emotional connection and sense of loss as she described 

the support to hold her baby, bath her baby and take part in the chores which she 

could only have asked her mother for.  

 

In contrast to having their baby in the UK one participant described her expectation 

of what support she would have expected from her family if she had her baby in 

India “because in India each and everybody in your family very supportive to you 

and they give you any kind of help, because you have all the members they can 

take care of you and your baby too” (P/Mala – Line 90). She described having a 

similar degree of support from her in-laws and felt she had been supported despite 

being in the UK.  

 

However, she still felt that she missed her parents during the birthing process 

“Parents give you support, courage, you need these things, if you, not only 

financially you need their support of words only, you become, you are ready to 

face any kind of problem so that is why I was missing for only this nothing else” 

(P/Mala – Line 111). She described the importance of hearing her parents speak to 

her and felt their words would have provided her with encouragement that she 

needed to get through the difficulty of labour. 

 

Another participant explained “It was a very strange experience indeed. Mainly 

because I come from a country where you have a very good support network of 

uncle’s, auntie’s, neighbours you live in a community. You are not on your own, 
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alone in a house where you don’t know anybody where um you are completely 

relying on the healthcare service” (P/Nakita – Line 6). I sensed she felt alone and 

lonely and did not feel she had anyone to turn to for support. She explained her 

experience as strange, one in which she was relying on the medical profession for 

support and imagined her experience in India would have been one in which she 

relied on family members who had a vested interest in her well-being to extend 

their care by way of support. The absence of maternal support sounded like a 

cultural shift for this participant. 

 

Explaining that she expected maternal support “Um people come and go from your 

house to help you. So your aunties will cook something and bring it to you because 

they know you are a new mum. Your cousins will come around give you a hand, 

washing up, cleaning up because they know you have got your hands full” 

(P/Nakita – Line 139) as she spoke of her expectations I could hear how the reality 

of becoming a mother in a western country in which she did not have maternal 

support left her feeling quite alone and lonely. As she emphasised her 

expectations I could hear the sense of sadness in the tone of her voice, which 

perhaps justified her experience of difference when she only had the healthcare 

system for support and no family to reach out to. I hypothesise her cultural 

expectation had an impact and prolonged her sadness about not having support in 

the same way.  

 

The impact that the lack of maternal support had on another participant with 

breastfeeding her baby.” I suppose I would have had more support, more 

encouragement from my mother and also I would love to have asked her did she 
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have that experience with me? Was she or was I an easy baby to breastfeed or a 

difficult baby I know, um, in India the formal method of feeding is breast milk” 

(P/Nakita – 214). Culturally the expectation for Asian women would be to 

breastfeed as it is the safest method of feeding. Sterilisation equipment is costly 

and imported and not even an option and here in the UK women were faced with a 

choice which further validated the absence of maternal support.   

 

One participant described the sad and sudden loss of her father just before her 

baby was born “My mum and dad they lived in Pakistan. They planned to come 

over here for the birth of my son. They arrived and a few days before his birth and 

my father died. He died one week before my son was born so my mum went back 

to Pakistan with the body” (P/Zaynub – Line 17). She spoke of the special journey 

her parents made to the UK to be present for the birth of her forthcoming baby and 

their wish to help, support and to be there for her “they actually came here to 

support me but they had to go back because I have other brothers and sisters 

there” (P/Zaynub – Line 27). I could hear the devastation in her voice as she spoke 

of the trauma and such a huge loss, the combination of their expectation, 

excitement and anticipation alongside the loss of a loved and supportive father 

was very much alive in how she described the loss. Her illusion of support and 

expectations were shattered and she described how she no longer allowed herself 

to want support from her maternal family because she had brothers and sisters in 

Pakistan who now needed her mother more than ever. I was struck by how she 

went on to accept that same support from her mother-in-law in such a free manner 

allowing herself to integrate into her husband’s family in a much more enabling and 

free way. 
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Another participant explained that “if my own mother were here she would be able 

to tell me what I should be doing and how I should be doing it. She would also help 

me to believe in myself and gain confidence as a mother. She would say this is 

your daughter do things the way you want to do them” (P/Jacqueline – Line 68). In 

an Asian culture you expect to rely on maternal support and ask for guidance and 

this would have helped her confidence as her mother’s reassurance would have 

given her the support and confidence to believe in herself and validate her ability 

as a mother. 

 

She went on to describe “Over there in India, you do not do anything for forty days, 

in these days someone is always coming or going with clothes, toys and gifts for 

the baby and perhaps food for you like rice and pulses or special panjhiri (a sweet 

blend of pistachios and nuts). Someone else will bring you another dish everyone 

is there to help you; someone is always ready to help you in some sort of way”. 

(P/Jacqueline – Line 157). This expectation of what support she would like to have 

had enabled her elaborate on how alone she felt here in the UK, no one knocks on 

your door and there is no family support to hand.  

 

Expectations of motherhood were described “it’s quite difficult to describe in one 

word or a few sentences initially, even when he was born and you know, when I 

was pregnant. I didn’t expect how it would be after the baby was born. You know, 

you always expect, all mothers expect, they have to feed the baby, change the 

nappy and put him to sleep, but it is not that easy” (P/Taran – Line 4). This 
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participant went onto described the lack of practical and emotional support which is 

not something she had considered during her pregnancy. Coming from an Asian 

culture where everyone rallies around you she described a sense of being left to 

cope alone. 

 

Traditions 

In an Asian culture there is innate expectation that cultural traditions would be 

performed regardless of your religious background. Participants shared their 

experience when rituals and traditions were performed explaining that it is 

traditional to give the baby gifts and perform some sort of ritual according to 

religious beliefs, in an attempt to ward off the evil eye and to keep the baby safe 

from harm and illness. “Traditions or ritual which are performed for you on the birth 

of your baby I was realizing that if I was in India, my parent like all their children of 

my sisters they also performed for my child also” (P/Mala – Line 120). I could hear 

the sense of anticipation as a ritual to ward off evil spirits should take place at the 

time of the baby’s birth and this participant had to wait for her parents to come to 

the UK.  

 

She further explained “they performed those rituals on the birth of the baby so they 

performed afterwards when they came here, so I was happy for this because I 

know that my parents would come so I had this hope” (P/Mala – 125). I was 

touched by her patience and the way in which she held on to the glimmer of hope 

that her parents would eventually come to the UK and perform the rituals. She 

appeared to feel able to be reassured in the knowledge and hope that they would 
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come and carry out this tradition. “They brought anklers and some bangles for her. 

Gold different things they brought for her and clothes also and many things, still 

not in my mind so I mean whatever rituals are performed in India they did in the UK 

also for my baby” (P/Mala – 166). I could hear she had some faith and belief that 

her baby was safe and a strong bond with her parents as she knew they would 

come to the UK. She sounded relieved and validated and somehow complete by 

the important value she placed upon this tradition.  

 

One participant spoke about using Halva (an Indian semolina dessert) to ward off 

evil spirits “when we came they did this halva thing where you eat it, I do not know 

it’s supposed to protect the baby and obviously because you come into the family 

and stuff. Just to keep them close together as a family, it’s some kind of tradition 

where you do a little prayer that brings you closer to the family” (P/Aliya – Line 

174). She placed great importance upon this ritual believing and enjoying the 

process and emphasising that the prayer would keep them close and safe as a 

family. 

 

Another participant described worshipping the new mother “These are all things 

that we do when the baby is first born; we firstly worship the new mother and take 

care of her, we do not left her do anything for herself and we take care of the new 

born baby ourselves. We put the black thread on their wrist to prevent the evil eye, 

we worship our gods to promote the health of our newborn baby and to signify our 

wish for the baby to have a long healthy life. Then we go to our house of worship 

the mandhir (Indian Hindu Temple) and we give out Indian sweets and share this 

out amongst the houses of our friends and families. Then for the new mother we 
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have a special diet for her consisting of pulses and rice to encourage the flow of 

milk to help her breastfeed” (P/Jacqueline – Line 145). This participant described 

something important for the baby, their religion and also the mother. I was quite 

intrigued by her belief system that was so rich in culture and I was drawn into 

understanding its significance which was mirrored in the tone of her voice and how 

much she believed that god would protect her new born baby. This belief was 

described as Chila which she explained was a period of time after the birth in 

which the mother and baby are taken care of.     
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Chila 

Chila was described by one participant as something she missed as the absence 

of family support meant that Chila could not take place “I think mentally, 

emotionally and physically you need somebody with you. I think for 6 weeks. In 

Pakistan they call it Chila” (P/Amber – Line 461). She further elaborated on this “40 

days, that is really important and it usually, they say oh take your baby and but I 

think you shouldn’t take anywhere” (P/Amber – Line 465). She explained the 

difference in the UK where she was being told to take her baby out and in Pakistan 

the mother and baby are asked to stay at home for the first 40 days to keep the 

baby safe and give the baby a chance to build up their immunity from 

environmental illnesses like the common cold, flu and general bugs. 

 

Chila was described by another participant as a time when a woman’s physical 

needs are taken care of, a time for the body to repair itself from the strain of 

carrying a baby for 9 months and careful consideration is given to her diet, this 

allows her time and space to bond with her new born, “you have to think only about 

your baby and nothing else, even guests are coming around you don’t need to 

worry about any single thing” (P/Amber – Line 497). I could hear the sadness in 

the tone of her voice as she described having missed out on a very important part 

of the becoming a new mother.  

 

It sounded as though she had not been able to attend to her own needs and 

consequently had to prioritise the needs of her new born baby. Something that 

perhaps was at odds with the way it should have been for her given the concept of 
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Chila. “I didn’t did my eyebrows and anything, I used to feel like, more ugly and 

you know and fat and ugly you know, you don’t feel like to look and wear you 

know” (P/Amber – Line 502). I could hear such a sense of loss as this participant 

felt overwhelmed with prioritising the needs of her baby. So much so that she did 

not have any time to take care of herself and consequently felt unhappy with how 

she looked. She explained feeling as though her body weight had tripled in size 

and that she felt at odds with how she looked. This left her feeling uncomfortable 

and as she described spending most of her time attending to her baby I could hear 

how she had felt overwhelmed with the responsibility, this meant that she had very 

little or no time for herself and she described feeling very unhappy with her 

physical appearance. It sounded as though her appearance was tied into how she 

felt as a new mother and not having the time to attend to her own needs left her 

feeling disempowered as a new mother. 

 

Medicinal Traditional Herbal remedies  

One participant described the use of herbal remedies to relieve constipation. 

“Because in Pakistan when she constipation, my mum told me a little bit of fennel 

seed for few days and that was really helpful. Because you can’t give any medicine 

and that makes a difference for her and there is another seed, you know like 

garam-masala (mixed spices) and cinnamon is really good” (P/Amber – Line 605). 

She sounded genuinely concerned about the physical effect of medicine on her 

new born baby and preferred to rely on a telephone conversation with her mother 

in Pakistan to decide how best to alleviate her baby’s symptoms. 
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Such an important part of my research topic was centered on giving women a 

voice and it was equally important to hear their voices and understand how their 

expectations had been formed. Given that Asian women come from a culture 

where the setup is to expect support to be in a position where support from your 

maternal family is not available was a real challenge for these women a challenge 

that evoked emotions that at times impacted their ability to be present for their new 

born baby. This section gave me insight into the life experience and a real 

understanding of how these participants felt without maternal support. Participants 

recalled their expectations specifically focusing on the impact of the absence of 

maternal support in the early stages of motherhood and how this affected them 

personally. 
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5.7 Newness of being supported by their husbands 
 

All ten participants were married so the baby’s father in these cases was their 

husband. The Asian culture is one in which men are traditionally expected to go 

out and earn a living and the woman’s parents would have been expected to 

support her through the pregnancy, especially during the afterbirth process and the 

early days whilst she adjusts to her new born baby’s needs. The focus in this 

section was on the participant’s perception of the fathers’ role and their cultural 

expectations about the support they received from their husband which gave me 

an unexpected insight into the quality of their relationship with each other. 

 

One participant described the difficulty of being upset in her relationship and she 

felt as though her husband was not able to support her and lacked emotional 

warmth. “We were arguing all the time. I felt so alone and unhappy and lonely all 

the time just helpless” (P/Sarvashi – Line 72). She sounded isolated in the 

marriage with no one else to turn to. She elaborated on this by explaining that he 

would manage the practical things “If I asked him for things he would buy them for 

me. But he did not have the time or maybe he just did not think about it that maybe 

I should spend some time with my wife” (P/Sarvashi – Line 136). She explained 

she felt under immense pressure with no emotional support from her husband. I 

suspected she found the early days of mothering an emotionally demanding time 

and perhaps struggled to reach out for emotional support as she felt he was able 

to provide practical support but not his time. “It was very difficult for me. I had the 

caesarean and this made it difficult for me to do household chores. When I used to 

feel so upset and miserable it was quite difficult for me to be sweet towards my 
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husband or to approach him and ask him for support. I feel like my whole life has 

changed (pause, participant cries)” (P/Sarvashi – Line 141). This participant was 

echoing desperation in her voice and her words as she described just wanting 

someone to reach out to her and meet her emotional needs. 

 

Participants who had immigrated to the UK through marriage often found their 

husband to be the only form of support they had “only my husband is helpful to 

me” (P/Ayesha – Line 20) and “My husband is also helping me. He is also going to 

work” (P/Ayesha – Line 65). This participant described how her husband was the 

only person she had to support her and how he was juggling work commitments 

with helping her to take care of their new born baby. 

 

One participant described how supportive her husband had been at the birth of 

their daughter. “…. when it came to the first time he was totally there with me all 

the way… and he was totally there for me, all the way, he was there for me. He 

was just spot on; my husband I cannot knock him for that at all” (P/Simi – Line 45). 

She recalled his presence at the birth as the beginning of his support for her and 

she explained feeling validated by his support. 

 

Another participant described feeling very supported and understood by her 

husband “…my husband is very helpful, he understands my problems, my 

happiness what kind of help I need, my husband is ready so I am, I can say I am 

very lucky because I have a very good cooperating husband” (P/Mala – Line 70). 

This participant explained how she felt a joined up sense of unity in which her 
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husband adequately met her needs. “I am very happy because I have a husband 

who has all the qualities of a good heart so he is very sincere, honest, loving he 

loves me too much” (P/Mala – Line 284). She described feeling supported and in 

harmony with her husband as her emotional and practical needs as a new mother 

were being met. 

 

This participant further explained “he always thinks positive and if I got some kind 

of problem in my life he never let me loose heart or let me down and he gives me 

courage” (P/Mala – Line 294). She spoke of the closeness she felt with her 

husband and I believe this closeness would have an impact on how secure she felt 

in mothering her baby. 

 

Another participant also described feeling supported in her marital relationship 

“really good, we are very close, we are like best friends” (P/Aliya – Line 246). She 

further described feeling “I have a really good life” (P/Aliya – Line 282) and 

“because my husband has given me that support and he is not, so it is good, I 

cannot complain with him” (P/Aliya – Line 286). Even the tone of her voice was 

quite upbeat and enhanced as she echoed feeling like she was in a good place as 

her husband was demonstrating his support. 

 

Another participant described having “A very good relationship yeah, 

understanding yeah, when she born, obviously he can’t be with me 24/7. He has to 

work you know to put food on table, he has to work, I don’t blame him” (P/Amber – 
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Line 432). This participant was able to understand and was accepting of the 

practical nature of the way of life but felt emotionally supported and validated.  

 

One participant felt that although her husband was supportive he also worked full 

time. “My husband is quite supportive so I did not think it would matter too much” 

(P/Nakita – Line 34). However, she went on to say, “I also feel a little bit resentful 

towards my husband because he got to go out of the house. He did not get stuck 

inside the house looking after a new born baby and I think the choice of word stuck 

in the house is wrong because I would not have it any other way. But there were 

times that I felt completely resentful because I did want to have somebody that I 

could leave my baby with and just go outside for a few minutes without a child” 

(P/Nakita – Line 151).  She described feeling ‘stuck’ because she did not have her 

parents to support her and the resentment felt much more like a word she used to 

mask the sadness, “So in a way I feel my husband has the best part of being a 

parent or a first time parent” (P/Nakita – Line 259). The feeling of unfairness or 

aloneness that she felt was apparent as she remarked that she might not have felt 

so alone if she had given birth in India as she would have been surrounded by the 

presence of her family.  

 

Another participant described her marital relationship and husband as “it is very 

good he is very nice” (P/Zaynub – Line 168). She elaborated on this “he supports 

me a lot, especially when it comes to the English language. You know I cannot 

speak it properly” (P/Zaynub – Line 171). She described feeling secure and 

supported by her husband. “Everywhere I go he comes with me and does many 

practical things for me” (P/Zaynub – Line 177) she spoke about the importance of 
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understanding each other’s ways as a couple and gave examples of clinic 

appointments as he translated her concerns which enabled her to feel at ease and 

supported by him. I could sense that she felt the communication between them 

was integral to their skill as a couple. 

 

Another participant described how little paternity leave her husband had. “It was 

not easy and my husband had already taken up his paternity leave and his, 

obviously his work is important as well, he is earning money for the family so he 

would not get any leave……” (P/Taran – Line 30). She described the loss of 

practical support in order balance the practical need to earn an income. 

 

She further described how difficult she found it when her husband was out working 

“everything has its rewards but for me for the first 4½ months being very difficult, 

very difficult. In this period there was a time when my husband was working 

morning to late night. He used to leave at eight and he used to come by eight and 

between this time and also in the last 4½ months there is no night where I have 

slept more than 4 hours. So you imagine for 4 months if you just sleep 4 hours in 

the night, no sleep, forget sleep, no rest during the day and constant crying and 

doing running here and there in the house with the baby getting one thing or the 

other, so it is quite distressing” (P/Taran – Line 155). Underneath this very 

practical description I sensed a feeling of disempowerment, a sense of needing to 

make do without the support of her husband and sense of getting on with the task. 
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She further described how they understood each other “you know when you get 

married, you start interchanging each other’s properties and good thing, not good 

thing” (P/Taran – Line 418). Whilst also allowing each other some space “and 

there are many things I would say that we don’t agree upon, but we like to give 

space to each other, but at the same time we love doing things together” (P/Taran 

– Line 425). As she felt he was supporting her with their baby “I think he is doing 

more than he can and he is not well and but still he does things that I really 

appreciate” (P/Taran – Line 439).  I could sense a real divide here in her feelings 

as if she no longer knew how to feel, a combination of practical he needs to work 

verses a yearning for wanting his time and support and a feeling of residing and 

making do.  

 

One of the most interesting parts of this section was learning that nine of the 

participants were newly married and had become pregnant within a few years of 

marriage. Eight of the participants were first generation Asian women, which 

meant that they had immigrated to the UK following their marriage.  Therefore, 

these women in particular were dealing with their transition to the UK, the western 

culture, married life, not being able to speak English fluently and the arrival of a 

new baby without any support from their own birth family.  

 

The focus in this section shifted from understanding the role the father played in 

the transition to motherhood for the participant to learning that each participant 

saw the fathers’ role as the provider for their family and their husband as the 

carrier of the financial and practical burden of providing for the family. They saw 

their role as the mother and one in which they were learning to take care of their 
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newborn baby and one in which at times they were getting to know their husband, 

developing a new relationship with him, for some participants recognising that they 

actually wanted more support than their husband was able to give them provided 

them with a recognition of missing maternal support. 
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5.8 The emotional and physical impact of having a baby 
 

The third theme focused on the emotional and physical effects of motherhood 

particularly coming from an Asian perspective. I explored what women’s 

expectations were at a time when they had become a mother without maternal 

support. I was intrigued about how they thought and experienced the time of the 

birth, during and after giving birth at a time when they did not have maternal 

support. 

 

Having left the hospital this participant spoke about her experiences when she 

brought her newborn baby home. “When I came home they were giving me food 

and that was it. They were giving me food and I was feeling so alone. …. I needed 

help with baby he was crying and then, a lot of thing because I could not move, 

when I was moving it was really hard to move when I had the C-section 

(P/Sarvashi – Line 26). It sounded as though her basic need to be fed was met but 

what she yearned for was emotional support as she described feeling alone.  

 

It was interesting that when asked a question about the emotional impact of giving 

birth this participant embarked on a similar theme to the previous two section of 

feeling left without support and feeling unable to verbalise this and describing the 

experience as feeling alone. “I was really upset with this and fed up and I cried a 

lot. I could not talk to my mother or anybody from my husband’s side there was 

nobody to who I could talk” P/Sarvashi – Line no 45). They felt unable to 

communicate with each one another “He then rang my mother-in-law in Indian. At 

this moment, it felt like having my son, and giving birth to this baby was the 
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greatest regret of my life. I cried a lot and at that time, all I wanted was support, 

encouragement and love. Some days all I wanted was someone to sit with me and 

just talk to me and there was no one around to give me this. No one, these are the 

things that only your mother can do for you (pause, participant cries)” (P/Sarvashi 

– Line 54). It felt like the phone call to her mother-in-law brought down her wall of 

silence and her emotions raised to the surface as she described a much deeper 

sense of aloneness which came from her cultural expectations and a lack of 

support that did not match her expectation as she described feeling helpless.  

 

I asked her what helpless meant to her “Like I could not do anything for myself. I 

could not do anything for anyone else. I found it a complete struggle to take care of 

my child, to bath him, to feed him” (P/Sarvashi – Line 76). She continued to 

describe how there was only time for the baby and not herself. “There was not time 

for me. Taking care of the baby was becoming such a difficulty for me, with every 

new born everybody needs just one person beside them to help them” (P/Sarvashi 

– Line 83). I could hear the compounding sense of aloneness and isolation. 

 

“That’s why I was crying a lot and thinking a lot at that time…. I struggled even 

more. I could hardly cope with my child let alone cook a meal for my husband” 

(P/Sarvashi – Line 115). It felt as though her tears were about the loss of being 

understood and her voice was suffocating as she could not verbalise these 

emotions. 

 



 

119 of 201 

“I had some moments where I just needed to pick him up for a minute. You know a 

mother can get quite fed up being with her child all day long. She can become 

quite angry. I just had moments where I wanted someone to share this experience 

and cope with me, just pick him up or do a few household chores” (P/Sarvashi – 

Line 124). I had a huge sense something was missing for this participant and I 

asked her if there is any help, she would have liked or if anything in the experience 

was missing for her, she said, “For me what was missing was that I did not feel 

loved. I was missing the support and companionship of my husband on this 

journey” (P/Sarvashi – Line 132). Although she described the lack of support 

triggered by her husbands’ absence, I sensed she was talking about a deeper 

sense of cultural aloneness which stemmed from the absence of maternal family.  

 

“Because, it looks like, it feels like, (crying) like I have not laughed for years (long 

pause) I have forgotten how to laugh. I have become some, a miserable upset 

person I have forgotten what it is like to have a laugh and a conversation with 

anyone. I have lost my patience and become an angry person too; someone only 

needs to say a word to me and I become very angry, very quickly to the point that I 

even forget what I say. I was not like this before. This is why people just need to be 

supported by someone” (P/Sarvashi – Line 148). It sounded as though the loving 

side of her had shut down and the lack of maternal support has shadowed her 

experience of motherhood with sadness, aloneness and loneliness resulting in 

isolation and a feeling of pressure to meet the growing demands of her newborn 

baby.   
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Another participant spoke about her experience of having her baby “he was three 

weeks early. His delivery date was 15 February and he was born on 26 January” 

(P/Ayesha – Line 86). She described how she felt with her baby “I am very happy 

even when he cries I am very happy” (P/Ayesha – Line 90). She also talked about 

the importance of taking care of herself “I do take care of myself. I look after 

myself; I started to feel dizzy so I take iron tablets. I have been to see the doctor, 

the doctor told me to take iron tablets. Now days I am o.k. now I am eating my food 

so it is o.k.” (P/Ayesha – Line 97). 

 

One participant spoke of the kind of support she expected to have from her 

extended family. “Basically I would have liked it the most for her to get downstairs, 

pull out things from the draw for me, you know if I could not reach them like get 

nappies and little things like that would be such a major help really” (P/Simi – Line 

92).  She echoed what other participants spoke of wanting for someone to hold 

their baby, yearning for practical support. I wondered if this was about her 

expectations as an Asian woman living in a western society with perhaps a first 

generation extended family culture where support actually has different meanings. 

 

She went on to describe missing her own mother “You know you just want that 

love from your own mother that little hug from your mother, because my mother-in-

law does not feel like that…...I miss, um, that love, I felt like I miss that when they 

say my daughter we are here for you, I miss that” (P/Simi – Line 500). It was as 

though becoming a mother elicited the affirmation that she too was loved by her 

own mother.  
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One participant described the moment of joy when she had her baby “Because you 

have a gift of god in the form of daughter, so when I saw my daughter I get very 

happy then I have no problem” (P/Mala – Line 38). This participant described how 

seeing her daughter helped her to forget everything else. “It was a mixture of good 

and bad. Because this is the first baby of mine so, when I came from the hospital I 

had the feeling that it was a big problem for me because I don’t have any 

experience. Because I haven’t seen so small child so that’s why I was afraid in the 

beginning” (P/Mala – Line 53). She expressed her fear and concern about 

adapting and learning to become a mother. “Because I was on the bed because of 

stitches, for some day, each and every kind of help they gave me. They help me 

for the child and giving me food and everything they did for me” (P/Mala – Line 62). 

She described how her in-laws helped her to take care of the day-to-day practical 

chores so that she could spend time with her baby. I could hear from the elevation 

of her voice she was content with the support from her in-laws. 

 

This participant also described the moment of giving birth as an emotional 

experience in which she missed her parents “I was actually weeping that we are 

only my husband and me, only two so during the delivery. I was weeping for this 

because this is the first time so; I was recalling my parents that they could be with 

me” (P/Mala – Line 97). She described visualising their words to soothe her 

discomfort during labour “I was missing them for that they can pacify me they can 

help me they can say some words of this type of things, they can share my misery 

of delivery” (P/Mala – Line 104). It felt as though this participant felt comforted by 
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visualising her parents to ease her discomfort, an incredibly powerful metaphor 

which enabled her to give birth with ease. 

 

Another participant described wanting the support of her own mother whilst also 

wanting to look after herself “I was thinking that my mum would like to be there but 

to be honest, I was not thinking about anybody, just myself” (P/Aliya – Line 33). 

She explained her thoughts at the time of the birth as confusion “I don’t know it 

was just really hard, obviously my first time. I didn’t know what to expect but it was 

good and a lot of labours are really bad so I think mine was good, it was a good 

labour” (P/Aliya – Line 43). She took an interestingly positive view of having had a 

good labour describing the changing routine of her baby “even in the nights when 

he wakes up, he wakes up about every 2 - 3 hours. First it was every 4 hours, I 

had him in a routine, but now obviously he’s grown he wants a feed every hour to 

two hours…. but he’s a good baby, he’s a very good baby” (P/Aliya – Line 243). 

She continued to describe a positive view of her baby having established a routine.  

 

One participant described feeling panicked. “Even she was alright but I still get 

panic very quickly, if she is not feeding, she was constipated as well, so every little 

thing makes you worried, even I used to cry a lot in the beginning, you get 

emotional. If somebody asked you any reason, you don’t know what’s the reason” 

(P/Amber – Line 64). It felt as though she could feel emotions that she could not 

express in words. 
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She continued to describe how motherhood was a difficult experience “taking care 

of baby is more hard I think, because that time period you know take 24 hours for 

two days, up to two days you will be alright, you know continuous you know….” 

(P/Amber – Line 84). She believed the root of her distress lay in not having 

maternal support “I think that no support, that’s why. I feel lonely you know most of 

the time, my husband when he came back from work and my brother, that was 

alright for me but even the day time was hard, you know I feel lonely I don’t know” 

P/Amber – Line 92). She described feeling a state of panic for the first six weeks 

and I wondered if this was to do with her feeling confident and how the effect of 

having support would have helped her feel much more secure as a new mother. 

 

I had a deeper sense that the loneliness had compounded her early maternal 

experience and asked her if she felt lonely she responded by saying “Lonely yes. I 

think definitely, because I think at that time period I want someone with me all the 

time, but you know nobody can manage. Because my mother-in-law she has her 

own family, her house and she can’t live with me and at that time I used to felt I 

want somebody with me all the time and that was impossible, my problem was you 

know loneliness” (P/Amber – Line 105).  

 

She further described the first few days of nursing her newborn baby “when you 

need help that kind of help you know. You need someone with you, if you’re just 

telling me oh feed your baby go to sleep, that’s easy to say, but when you’re doing 

it on your own, it’s not easy. If your tired and restless, sleepless and at the same 

time you can’t leave your baby as well, because I was really insecure at that time 

you know, it was like I am taking care of her as well, my mid-wife was telling me, 
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no you’re doing good, you’re doing good but I wasn’t feeling good” (P/Amber – 

Line 318). It felt as though her loss of confidence was tied into the lack of support 

and this left her questioning her newly developed skill as a parent. It also sounded 

as though she kept busy focusing on the practical lack of support so that she did 

not free up her mind to think about the emotional lack of support. 

 

This experience was shared by another participant who spoke about her 

experience “I have no family here. No in-laws and no maternal parents here so it 

was just basically my husband and I and it was at the beginning exciting” (P/Nakita 

– Line 30). From a cultural perspective her support network was in India and led to 

a mixture of feelings “So as you can imagine first child very, very excited, very 

scared, um, until the baby is born you do not really know what you are letting 

yourself in for” (P/Nakita – Line 36). She talked about lacking insight and 

information about what it was going to be like to have her first baby “I had 

absolutely no idea what I was getting myself into.” (P/Nakita – Line 44).  She talked 

about the element of surprise in hindsight the excitement and newness. 

 

She also acknowledged she just wanted some support, I asked what sort of 

support she would have liked? “Advice, sometimes you just need to cry. Someone 

who will let you sit there and just cry and then bring you a cup of tea afterwards. 

Um, somebody who you could trust with your child” (P/Nakita – Line 108). She 

yearned for support from someone she could off load her emotions to and a similar 

element to the previous participant. “But being near someone you can trust is 

actually being able to close your eyes and have a nap and know your child is in 

safe hands” (P/Nakita – Line 116) this was echoed by the previous participant 
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wanting someone she could trust to hold and oversee her baby while she had a 

nap.   

 

Having expected maternal support “I remember seeing a lot of support for my 

aunts when they had, had babies. My mother cooking food taking it over we did not 

have any of that because my husband works, I was left with the baby. I was left to 

do the housework; I was left to do the cooking I was left to ensure there was food 

for us to eat as well as whatever needs doing for my baby. So I felt the nights and 

days just merged into one. I felt you did not know whether you were coming or 

going. You did not know whether it was morning, afternoon or night” (P/Nakita – 

Line 145). She described being placed into a situation in which she managed to 

make everything happen on a practical note. It also sounded as though she felt so 

overwhelmed by the experience that she had no time to be present in this 

experience.   

 

One participant described her upset of having lost her father a week before her 

baby was born “I missed their presence not just mum but dad’s presence too. Not 

so much for support but their presence so that they could have seen my son. I 

regret that they were not here to see him. Even for just one day, but it could not 

happen” (P/Zaynub – Line 57). She described sadness and a regret, as her 

parents were not able to meet or see her baby I could hear the grief in her voice 

and I wondered if the grief was about processing the loss of her father amid the joy 

of the birth of her son.  
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She described the impact of missing her parents as she had immigrated to the UK 

following her marriage to her husband. “I missed them too much; terribly in fact, I 

cannot find words to describe how much I remember them, think of them and miss 

them and how sad I feel when I think of missing them” (P/Jacqueline – Line 58). 

This signified a huge sense of loss that she could not verbalise, missing her 

parents and starting a new part of her life in which she they were not present 

reminded her of this loss.  

 

She was able to verbalise the context of her sadness “a lot one you have the 

sadness of a newborn worrying if you are doing everything right, you want to sit 

with your child and spend some time with them but the household chores build up 

and make this impossible. The other thing is that I think of my mother and father a 

lot” (P/Jacqueline – Line 321). It felt as though moments of sadness were present 

when she relaxed with her baby.   

 

Another participant described the complexities of becoming a new mum whilst 

juggling all her other household chores “whether you have maternal support or not, 

a mother has to support a lot, yeah, so the bottom line is, mother always supports 

and with husband’s support, it is easy. It’s difficult but you can sail through, but 

when you don’t have any support and you are on your own, you don’t have any 

relatives, friends and it’s like it’s your own flesh and blood, you can’t leave him 

crying ok? At the same time, you are so tired, the breast-feeding and you having to 

cook your own meals at the same time making sure the baby is happy” (P/Taran – 

Line 11). It was evident from this participant that needing support from a relative 

stemmed from a cultural expectation. She described the immense struggle 
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between juggling the practical chores and attending to the emotional needs of her 

baby. 

 

She further described not feeling prepared for the baby “I personally thought, to be 

honest about it I was not prepared for it. He was born after 6 years. We really 

wanted to have this baby, I looked forward to it but we thought everything would be 

smooth and you know. Yeah, he does smile and some giggles and plays but like 

but he has peak times in the day, like 4 times a day, then he would not feed, he 

would not sleep he would just cry, not play, irritated no matter what you do so at 

that time. You feel so fed-up and frustrated you know, like sometimes you want to, 

I want to quit you know, and that the point you know, and it stays only for ½ hour 

that state of mind. Yeah, that feeling of where ever we find we are right, but for that 

½ hour if you had somebody around you, who can just hold the baby, you know, 

you could just take a break, you know, so but that person is not there when you 

need them” (P/Taran – Line 99). I could feel this participant allowing herself to sink 

into the emotions of what the early part of being a mother without maternal support 

has been like. I could hear the sadness in not having had maternal support and the 

struggle becoming a mother had been for her.  

 

She continued to sink deeper into her emotions “I wish I had somebody to come to 

my house, but that somebody cannot be anybody because I would not trust that 

somebody. Like my mum, ok, that’s, she’s the first person I would trust after myself 

with my baby. I mean, my husband is different because he is a man, you know the 

baby doesn’t feel the comfort like you know, it’s the warmth of the woman to be 

honest……. If my baby is crying, I do everything in the world to calm him down, but 
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if I give to some person, they will not bother, because they will not see the pain 

that I would feel when the baby is crying” (P/Taran – Line 232). I could sense the 

genuine emotions of a mother who had her baby’s best interest at heart and how 

she felt that the only other person besides herself who could come close to this 

would have been her mother.   

 

She further compared the support of paternal grandma’s “I mean, I have spoken to 

some ladies and they have their mother-in-law’s and I met a few at GP and they 

had chest pain or something and they also said, I said why don’t you give your 

baby for some time give to your mum as mum-in-law. Of course she is grand ma 

and she will take care of your baby but nobody does it for you, only your mum can 

do it for you. So she said (in hindi, Khaun kharta hai kissi ke leyeah?) who does 

anything for anyone? I was so touched by that I know how it feels (long pause 

crying)” (P/Taran – Line 268). For a very brief second this participant touched on 

an emotion that elicited tears, no one had shown her the kindness that she 

yearned for which was her mother’s support. I could feel a huge sense of loss as if 

the moment had passed and could not be recaptured.   

 

It felt as though she had embarked on verbalising a repressed emotion I invited her 

to express her tears in words “So no matter how much, how much somebody is but 

when it comes to doing things for your family, it’s only your mum and dad 

(participant continues to cry), excuse me” (P/Taran – Line 278). I could sense this 

was a very raw emotion and she perhaps felt embarrassed and unexpectedly 

caught in emotions that were eliciting sad feelings which she did not expect to talk 

about. I could sense she felt uncomfortable, however it was evident was that she 
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had expressed some deeply buried feelings about her experience of having a baby 

at a time when she did not have maternal support.    
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5.9 Peri and postnatal experiences in the NHS 
 

Women were asked about their experience of having their first baby without 

maternal support and a number of women told me about their experience of NHS 

healthcare staff and their experiences are paramount to understanding how 

maternity services deliver maternal care and ultimately influence service delivery 

and future policy provisions. 

 

At the time of giving birth 

One participant described her experience of being offered an Epidural “but I am 

glad that I was totally natural and gas and air I had about an hour. I didn’t really 

like that but it was good, I didn’t have an epidural, no pethadene, no caesareans 

so I am really happy about that it was totally natural” (P/Aliya – Line 48). She gave 

me the impression that she was not entirely confident about the side effects of an 

epidural and opted for a natural birth as it may have been a safe option.    

 

Although each participant had the opportunity to write their birth plan for those who 

could not read, write or speak in English this would have been an impossible task. 

One participant spoke of giving birth without pain relief “I felt the delivery was 

tough because I did not take the epidural for pain relief and gave birth without pain 

relief” (P/Zaynub – Line 421). She further elaborated on what she felt to be safe 

alternatives “the gas used to make me feel sleepy and I began to feel 

disorientated, so I stopped taking it. This is when they offered me the epidural and 

I was afraid to accept it so I delivered without pain relief” (P/Zaynub – 430). She 
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elaborated on this by saying she did not know what the side effects of an epidural 

were and felt safer rejecting this option.  

 

Experience of being on the maternity ward 

One participant felt her inability to converse fluently in English prejudiced the care 

she received. “They would speak to the ladies who could speak English but did not 

ask the rest of us who could not speak English fluently…… It was very hard for me 

to look after the baby, I was breast-feeding as well, and they were not supportive. 

You know starting with his birth like that I wanted to complain but I could not get 

their names because I was so depressed and I should have taken their names. I 

was so fed up by the third day I wanted to come home” (P/Sarvashi, line no - 14).  

She knew the care she received felt different and she expressed this as 

segregated, separated, excluded and felt left out as if the care she received was 

prejudiced. 

 

One participant told me about learning to bath her baby from a relative “my aunty 

came to see me in the hospital and they told her how to bath the baby. That is why 

I know now how to bath the baby” (P/Ayesha – Line 41). I was struck by this 

participant’s response and I asked if she had been taught to bath the baby whilst 

she was on the maternity ward “No when there were bath days in the hospital, I did 

not go. I do not know why. I did not know about them so I missed that chance” 

(P/Ayesha – Line 46). I wondered if there was a communication barrier “I cannot 

speak quickly a little bit slowly” (P/Ayesha – Line 51). Her inability to speak English 

fluently meant that she was not able to ask the staff on the ward how to bath the 
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baby and relied on her aunty who visited her once to translate for her “my aunty 

took me to the health visitor” (P/Ayesha – Line 55). I was very surprised a woman 

who could not speak English did not have any family or friends to support her and 

clearly was unable to interpret her needs on how she could bath her baby was left 

to leave the maternity ward without knowing how to bath her baby. This ultimately 

affects the quality of care she can give to her baby. 

 

One participant described being left for the whole day “No one had come to see 

me all day. I mean the nurses and health visitors they all are just so short staffed 

then I was thinking that I am just better off going home really which is what it was 

and then my husband came in the afternoon and then um, because my um, pulse 

was quite high they said that um. Because I had not been to the toilet all day, they 

said that we will not allow you to go home. It was my health risk at the same time 

you know so luckily everything had gone according to plan, I ate and 

everything……I came home that evening” (P/Simi – Line 54). I could sense her 

disappointment that there had been a staff shortage and she felt as if there was no 

point in her being on the ward. Her expectation of the ward staff was that they 

would provide her with guidance however a lack of staff left her feeling unattended. 

  

Another participant described feeling dissatisfied “Well basically at the hospital I 

wasn’t too happy the first two days” (P/Aliya – Line 93). She elaborated on asking 

for support “I wanted him to bath the baby and one of the midwives said you can 

help yourself with the bath stuff, and I said ok can you just check the temperature 

for me because it was my first time. I didn’t know, and she goes, it’s alright, just 

normal temperature, she said that to me which wasn’t very nice because I don’t 
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know what normal temperature is. So then one of the Asian women, I do not know 

her name, when she came, she said to me, she should not have done that 

because they do not really like to help out but she should not have done that. She 

should have said to you, I’ll bath the baby while you watch and show you what to 

do, and then after that you can do it yourself” (P/Aliya – Line 104). She described 

having reached out for help and asked for guidance because she was unsure 

however her request was not met with guidance and I could hear sadness in the 

tone of her voice.  

 

She also felt in immense pain and when she asked for help she was told off “when 

I needed a bit of help because I couldn’t move and stuff, so what I did I pressed 

the buzzer for the midwife and I asked can I get some tablets because I am in a bit 

of pain. She goes, you shouldn’t have pressed the buzzer unless it is an 

emergency or something, I goes yeah but I can’t get up, I can just about pick him 

up because my after birth was really bad, I couldn’t move, I could move but it used 

to hurt a lot. So I was not too happy about the midwives at the birthing, they were 

not very nice” (P/Aliya – Line 109). She described having a higher expectation “it 

was not very good no; I was expecting more” (P/Aliya – Line 121). She described 

not feeling cared for the by the professionals that were there to care for her.  

 

One participant found her inability to speak English fluently a barrier to asking 

questions about her baby’s health “I do not always get the opportunity to go to the 

clinics regularly. Sometimes it can be up to once in two months that I get to go to 

the baby clinic because my English is just not very good and so I do not find it easy 



 

134 of 201 

to ask questions so I tend to rely on what my mother-in-law tells me” (P/Jacqueline 

– Line 235). She explained relying on her mother-in-law as a source of information. 

 

Her experience of being on the labour ward was similar “I recall they used to ask 

me if I was ok and if my daughter was ok and if I had any questions but I could not 

ask them questions because I did not know how to ask them. So all the questions I 

had I asked my mother-in-law and either she would answer them herself or she 

would ask one of the staff and get an answer to my questions” (P/Jacqueline – 

Line 270).  I had a sense that her mother-in-law had become the vessel through 

which she communicated with the NHS healthcare staff on the ward.  

 

She also described the sorts of questions she would like to have asked. “You know 

questions like is my daughters weight o.k. or not, when can I start feeding her 

solids, how many times a week should I bath her should I do it every day or not 

every day. If I could have asked these questions directly myself I would have been 

so, so happy but I was not able to ask these questions to anyone all I had to go on 

was what my mother-in-law was showing me and I had to copy from her examples” 

(P/Jacqueline – Line 343).       

 

Process of Labour  

One participant described the pain of undergoing labour “it was very painful for me 

in the beginning, I was thinking that was happening just to me only, but the doctors 

or nurses tell me that it is happening in world because every woman after marriage 

gets pregnant and give birth to children” (P/Mala – Line 33). I could sense she was 
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describing the immense pain of labour, this participant had previously spoken 

about yearning for the presence of her parents and their soothing words and I 

wondered if the lack of maternal support left her feeling unprepared for the 

physical pain. 

 

She described her experience on the ward as a positive one “They were taking 

each and every kind of care and they all coming after 5 minutes or whenever you 

need them. I saw whenever you need them they are giving you proper help and 

they are taking full care of your baby I was really happy to see that. If I was in an 

Indian hospital maybe that not happen so I really appreciate these doctors, health 

visitors’ people” (P/Mala – Line 131). She spoke of the reality about the kind of 

care she would have expected to receive in India versus the care she received in 

the UK and I could sense the genuine gratitude she felt towards the healthcare 

professionals. 

 

I asked this participant if she felt there was anything missing for her in the care she 

received “I think whatever I needed at that time they almost give me all kind of 

knowledge and help. So I don’t think that I need to know more from them because 

if I had some difficulty or question regarding this, I asked them otherwise they 

already gave me all these knowledges. How to bring up your baby, how to take 

care of your baby ………………so I am happy here” (P/Mala – Line 306). She 

described feeling quite empowered to ask the questions she had and felt quite 

content with knowledge she had gained. 
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Similarly, another participant also echoed having the full support of the Health 

Visitors. “They always say do what you think is best for your child they will 

sometimes suggest and say feed your child this or that and this might be good for 

your child but they never impose or tell me how to bring him up” (P/Zaynub – Line 

258). She felt content that although professionals had an opinion, the choice of 

how to feed her baby was still within her own control.  

 

She further reiterated how supportive she found the Health Visitors “they attended 

to me immediately, in fact the health visitor; she used to come to my house twice a 

week in the first week Then another nurse came once a month to see the progress 

of my child. Then at three months, they kept all his checks and immunisations up 

to date for both the child and me. When they felt reassured that this child is ok and 

well then they discharged him from their care and they offered me plenty of 

support. When they discharged my child, they said if I want any help or advice or if 

I am unsure of anything at all or even want to ask any questions then I can ring 

them and talk to them at any time” (P/Zaynub – Line 405). I could hear she felt that 

the community staff were genuinely there for her and had her baby’s best interests 

at heart.  

 

One participant described receiving traditional herbal remedies during the onset of 

labour “Then I came back home, had a hot bath, my pains were getting really bad 

they were getting worse and becoming really frequent and then I started drink milk 

with butter and haldhi because that is considered good, so I started drinking that” 

(P/Aliya – Line 7). She described drinking Haldhi and milk (Tamarind powder 
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mixed in milk and real animal fat) a herbal aid to help stimulate the labour and 

ease the process of giving birth.  

 

Information participants wanted future NHS services to take into account  

One participant felt they she was not well informed enough to know how to take 

care of her newborn “I was thinking to tell my mid-wife as well, they just, during 

pregnancy, they just concentrate on you know about the pregnancy, about the 

delivery, they don’t talk about after baby. I used to watch a lot of programs I used 

to watch labour, delivery you know all sort of pregnancy programs, but I didn’t 

watch after baby programs you know, bring baby home, and that’s most important 

thing. You know mother should know a little bit about hic-cups you know 

something like that, they give you books but you don’t have the time after having 

baby to read that, yeah, they should give knowledge about after baby. I missed 

those little things you know, the child gets constipated, you need to give two three 

days, they tell you afterwards but at that time you are suffered you know.” 

(P/Amber – Line 193). I could hear a sense of urgency in her voice that knowing 

about how to take care of a baby should be knowledge that every mother has 

access to before the baby is born and her wise words about how unpractical it is to 

have a book to guide you when her time after the birth was very pressurised in 

attending to the baby’s needs.  

 

She commented on the birth centre “Concept is really different and actual birth 

center is really different. Somebody told me our birth centre there is nothing left, 

there’s nothing there actually, but you know, during the labour, they took me to that 
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center. I said to them I don’t want to go birth center, but it was really good, but after 

2 hours they had to take me to labor ward because I had high blood pressure but I 

felt really good. Midwife was really nice and they were really good, but I told them 

as well, they should change the concept you know, because when they show you 

picture before labor or delivery it is really horrible, they don’t tell you there will be 

midwife there and you will have all sort of help” (P/Amber – Line 519). It was really 

interesting for this participant to express her lack of knowledge and how this could 

be better marketed.  

 

She shared her experience with NHS staff “yes I told them it was quite nice, it was 

really good and the room was cozy and you feel like it was really nice. The midwife 

was really nice, it was like they were friends and like having my mother, but after 

having her, they shifted me into ward, they were so horrible they were not helpful 

or I was lying down in blood for more than three hours. They didn’t take care of 

anything, you feel like they are not paying attention to me, maybe they are busy or 

something like that. I said to them I want to go home because they are not paying 

any attention, what’s the point you know staying there, they are not taking care of 

anything because she was puking, that was normal but I didn’t know. I said she’s 

not drinking and they said oh that normal, that’s normal and they were gone. At 

that time, I had stitches” (P/Amber – Line 532). She expressed the contrast 

between the birthing unit and the post-delivery labour ward.  

 

One participant wanted to make suggestions “I think there should be some kinds of 

support network maybe even um like a, you have mother and toddler group’s 

maybe, it would be, it would be very helpful to have something like that. 
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Specifically, for woman who are first time mother’s and who have no support here 

because we do not know who we are turning to for advice we do not know if what 

we are doing is right” (P/Nakita – Line 349). She suggested a group who could 

target this group of vulnerable women and give them advice and guidance.   

 

She further described accessing the baby clinics “it’s like a cattle field you know 

there’s a whole list of women there could be 20 mother’s with 20 children waiting to 

have their baby’s weighed. So really what time do you have to speak to the nurses 

other than a few minutes because your very conscious that there still 20 other 

woman’s sitting out there” (P/Nakita – Line 366). She expressed feeling under 

pressure at the baby clinics and uncomfortable using the space to ask questions 

about her baby’s health. This signified she did not really understand the purpose of 

these clinics which was to answer questions and queries regardless of how many 

women were waiting. 

 

One participant suggested Health Visitors did not understand why she missed her 

mother’s support “So that’s why they don’t understand, because they themselves 

hadn’t seen too much help around so that’s why they see all babies cry, all mums 

have problems with breast feeding” (P/Taran – Line 454). I wondered if she meant 

having maternal support was not a western way of life and she further reiterated 

that “they would not expect it” (P/Taran – Line 461). She described how she came 

to expect maternal support “Because when I was born and my siblings were born, 

my mum had good support from her mum. You know, that’s why, that’s why she 

had that experience she knew how much difference she makes” (P/Taran – Line 
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466). It felt as though her mother had maternal support and this was indeed a 

cultural expectation. 

 

She also felt there was a cultural clash in putting the baby to bed “because here 

people say, “put the baby in the cot, put the baby in the cot, cot, cot, cot” he 

doesn’t feel secure and safe in the cot. So he, I mean, it’s like a big thing for them 

to let the baby sleep in your bed but if you see in Eastern Cultures it is not a big 

thing” (P/Taran – Line 483). I could hear a difference of opinion based on cultural 

ideas and that this participant felt comfortable and having the baby in her bed was 

a practical solution. 

 

She suggested a Health visitor could see where the baby sleeps when they visit “I 

didn’t ask for this but when the health visitors do visit, you know I would have like. 

You know at that time I didn’t realise they should see where the baby sleeps, how 

it sleeps, you know, rather than explain of ok, do like this, just feed the baby by 

lying down, keeping pillow” (P/Taran – Line 501). She further suggested a “or 

maybe a demonstration by the mum that this is what I am doing please explain if it 

is right or wrong” (P/Taran – Line 517). She further felt “so it’s, very useful when 

you go to somebody’s place and you can assess by looking at the surroundings 

and then you can make suggestions according to that” (P/Taran – Line 558). It felt 

as though she had stepped into a practical solution giving mode which was based 

on her life experience. 
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There appears to be no understanding of cultural traditions “I mean and some 

people are vegetarian so somebody said ok of you can give a drum-stick to the 

baby but my husband would not like that (laughing). My baby has not had his hair 

cutting ceremony, he cannot be given a drum stick, so it’s more like, we don’t want 

him to eat, we are quite open, like we are not like, he’s vegetarian but its fine for 

the baby to eat non-veg, but not right now. You know, it’s like all the ceremonies 

should happen and then afterwards.  So more of the things are of the faith as well” 

(P/Taran – Line 531). She made a valid point that Health visitors could do more to 

understand people’s faiths and cultures.   

 

Postnatal care 

She felt her care on the ward was not satisfactory and decided to go home rather 

than stay the night on the ward “I had forceps baby but stitches you know, so I 

couldn’t move properly and they gave me an epidural as well. So my body was a 

little bit numb as well but they send me home after 12 hours, at that time I had 

complete help there because I went to my mother-in-law at that time I didn’t feel 

like traveling. My head was like hearing bells because I feel they should keep me 

for one day, but they didn’t pay any sort of attention, so in the ward that was no 

good, but in the delivery room the mid wife was really nice, really helpful, really 

good” (P/Amber – Line 544). Again a difference in contrast as to the type of care 

received in the labour unit verses ward and aftercare.  

 

Lack of Breastfeeding Support 



 

142 of 201 

One participant described feeling dissatisfied “I found they were, personally I was 

not satisfied with the help I got. Because the issue of breastfeeding did raise its 

head and I was told that, I was not trying hard enough. I should persevere I should 

try different things. But if you have not slept for three or four nights, have a crying 

baby and the baby is not latching on you feel completely crap about yourself and 

you feel completely crap as a mother you do not need to hear that from a health 

professional.” (P/Nakita – Line 178). She talked about feeling upset that she could 

not breast feed her baby and I asked her she felt the Health Visitor was implying “I 

felt at that time that she was implying that as a mother I should do more and I 

should be breastfeeding my child and um. It was a failure on my behalf that I was 

not able to get the baby to latch on” (P/Nakita – Line 188). It was apparent that she 

felt judged and criticised by the professional and in addition she felt let down. 

 

This participant described what led up to her decision of giving up breastfeeding “I 

think three days of your baby being hungry and crying, you yourself not getting any 

sleep is extremely, extremely stressful. You are quite zombified and at the end I 

thought that I am doing no good for our baby by not feeding him even formula milk. 

Yes, I wanted to breastfeed him and yes I understand breastfed children are much 

healthier but he was not latching on and I needed a piece of mind I needed to 

move on with this” (P/Nakita – Line 199).  She felt torn between feeling unable to 

breastfeed and understanding the benefits verses bottle feeding for peace of mind 

and fulfilling her baby’s hunger. She described physical deprivation and lack of 

sleep which led to extreme stress and the decision to bottle feed allowed her to 

move on.   
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Given this participant did not have maternal support from her own birth family I 

asked her if she linked her action of giving up breastfeeding to not having support. 

“Probably I was so exhausted and so tired and like you said I did not have the 

support here to help me catch up on a little bit of sleep. To re-energize myself to 

um, so yeah I would say, and yeah also I was a new mum so it is a new 

experience to me” (P/Nakita – Line 235). She described a combination of 

exhaustion and defeat which led to her giving up breastfeeding. 

 

Another participant described the difficulty she had trying to get her son to latch on 

to her breast “Because what happened with me, when I used to feed him, with him 

the problem was, he used to take his feed very slowly, you know, when you talk to 

health visitors, they will tell you the positions to feed him, everything. You know, 

but my baby would not open his mouth for food, you know, so his mouth is open 

quite, you know, small, not wide enough, so he was suck only to the front part of 

the breast, yeah” (P/Taran – Line 17). It sounded as though she lacked further 

knowledge and support about how breast fed babies are fed on demand. 

 

A number of participants described their expectation of the NHS Healthcare staff 

exceeded the amount of support they actually received and this left them feeling 

dissatisfied. A number of factors added to this and for some of the women not 

being able to converse in English left them feeling isolated and cut off. Two 

participants felt supported by the staff and felt their needs were suitably 

accommodated.  
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5.10 Mother and child interaction 
 

At a non-verbal level I wanted to capture the interaction between the mother and 

the baby in the room during the interview. These sounds were picked up during the 

recordings of the interview. 

Participant 

Code 

Child 

Present in 

Room 

Age of 

Child 

Did Baby 

Interact 

Taran No 6 months N/A 

Sarvashi Yes 8 months Yes 

Zaynub Yes 5 months Yes 

Amber Yes 5 months Yes 

Mala No 4 months N/A 

Aliya Yes 3 months Yes 

Simi No 6 months N/A 

Ayesha Yes 3 months Yes 

Nakita Yes 3 months Yes 

Jacqueline No 8 months N/A 

 

The interesting part about the interviews was the non-verbal cues, which were 

captured as slight gurgles on the tape recordings of the interviews. It was 

interesting to hear when participants spoke calmly the child remained quite calm 

and as the participant’s voice rose and the child too seemed to gurgle quite loudly. 
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This is explored in further detail in section 5 and linked with the intergenerational 

literature under the heading importance of maternal relationship and Neonatal 

behavior. 

5.11 Forms of support 
 

Given the basis of my research is about the absence of maternal support 

specifically from the participant’s birth family it was interesting to know whether 

they had any other forms of support from friends or their husband’s family i.e. 

from their In-Laws. 

Other forms of Support  

No Support at All 

Support from In-Laws 

but did not feel it 

helped 

Support from In-Laws 

which did feel it 

helped 

Participant - Taran Participant - Sarvashi Participant - Zaynub 

Participant - Ayesha Participant - Amber Participant - Mala 

Participant - Nakita Participant - Simi Participant - Aliya 

 Participant - Jacqueline  

 

All ten participants did not have any other form of support like friends, aunts or 

uncles that were not related to them. Out of the ten participants three participants 

did not have any form of support, four participants did have some form of support 

that they did not feel they benefited from this and only three participants felt the 

support they had from their in-laws really made a difference for them.  
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In summary seven out of the ten participants felt the support they wanted was 

from their birth family and nothing else could replace this. The three participants 

who did have support in the form of their in laws and appreciated this help 

because they felt it did make a difference for them also stipulated they would 

have liked to have had maternal support from their birth parents. 

 

5.12 Researcher Reflexivity 

During the interviews I was in touch with my experience as a new mother and 

the parallels of my participants’ experience of entering into their journey as a 

new mother. I managed this by revisiting my own space in supervision as a 

place of receiving support for this intricate process. This enabled me to voice 

what I saw to be the same issues or similarities in the experiences of my 

participants and enabled me to separate my experiences from those of the 

participants ensuring that I was giving their experience a voice. 
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6.0 DISCUSSION 
 

My research set out to understand the individual experiences of ten Asian women 

who had given birth to their first child at a time when they were not in contact with 

their birth family. The results suggest four areas for which I give a brief overview 

below and then discuss in more detail in this section. 

6.1 Findings from My Research: 
 

• Asian women have a cultural expectation of support and what this support 

looks like. This cultural expectation is set into their psyche from birth, it is 

fostered in their cultural upbringing and includes Chila the confinement, 

care and support after giving birth, the baby receiving rituals after birth and 

advice sought from their maternal family highlighting the importance of 

maternal relationships.  

• The second finding was that Asian women are not culturally brought up to 

expect care from their husbands as traditionally this care comes from their 

maternal family. These women are adjusting to the newness of their 

marriage as well as the newness of their husband’s role as a father which 

ultimately changes the family structure.  

• The third finding was the unexpected and being unprepared for the 

emotional and physical impact of having a newborn baby which these 

women suddenly found themselves experiencing in the early hours after 

giving birth. This sudden change in their hormones coupled with the reality 

of the responsibility of a newborn baby left these women excited and yet 

saddened as the reality of no maternal support kicked it. With feelings of 
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sadness there was also the potential for postpartum depression and the 

impact of this on their newborn baby. 

• Finally these women have been able to voice their peri and postnatal 

experiences of giving birth in the UK. The methodological tensions faced in 

the NHS and the breast-feeding campaign. This gives us key findings for 

how future policy and strategic decisions around the care of women from 

ethnic minorities could be managed. 

6.2 Cultural Expectations 
 

From my research, it was clear that a number of participants felt the Health Visitor 

did not understand the cultural differences they faced. One participant remarked 

on her Health Visitor advising her to give her baby a drumstick and the participant 

felt misunderstood as her baby could not eat meat until he had his hair cutting 

ceremony. Another participant remarked on the importance of rituals and the 

confinement known as Chila.  

 

Participants linked rituals as an important process in validating the birth of their 

baby. In a study by Mahat (1998) designed to inform nurses about the difficulties 

Indian women face between their traditional practices and the practices of another 

country when they enter the United States suggested “They experience increased 

conflict and confusion when they are exposed to health facilities and health 

professionals with different cultural practices and background” (p.155). This is 

consistent with my finding as a number of the participants in my research also 

commented on pain relief during labour. The participants had very little knowledge 
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or understanding what they were being offered at the time of labour and how such 

pain relief could potentially help them with the pain of childbirth.  

 

Women reported confusion about the side effects of the epidural which limited their 

choices for effective pain relief and my research findings suggest health care 

professionals lack an awareness of cultural differences and this difference may 

affect their interaction with patients. If health professionals understood the woman 

who is being offered pain relief does not know what choices she has, lacks an 

awareness of what the pain relief can do and the ultimate side effects of the pain 

relief, perhaps they would prioritise the time to explain what an epidural is. 

 

In the document prepared by Department of Health, called National Service 

Framework (NSF) Asian women are categorised as a vulnerable and excluded 

group. The results from my research suggest that Asian women did not really 

understand what the epidural was and when offered the epidural at the time of 

labour they refused it because they did not know enough about it. I anticipate their 

refusal was due to fear and a lack of knowledge. 

 

Mahat (1998) raises the importance of the ritual of Chila (a point raised by my 

participants that this would have been a time for the mother to rest and recuperate) 

so she could be available to bond with her baby adequately. “The way people 

perceive and cope with health and illness is influenced by their beliefs and values” 

(p.155). It is important for health care professionals to recognise the important 

significance that Chila has for Asian women and to understand that women without 
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maternal support do not have a Chila because they do not have sufficient support 

in place. This leaves them unprepared and perhaps vulnerable to cope with an 

expectation that is not practically possible due to the absence of maternal support. 

Participants all touched on this subject with a sense of sadness and a focus of 

having to get on with practical tasks without the support a period of Chila would 

have provided them with. 

6.3 Importance of Maternal Relationships 
 

My first question was about the participant’s relationship with her own maternal 

family. A number of participants were able to recall their own relationship with their 

parents and how this in turn influenced them to want to have the same or a similar 

relationship with their own child. Fonagy et al (1993) investigated the security of 

the child’s relationship with their parents at the age of 12 and 18 months using the 

Adult Attachment Interview (AAI). This takes into account the parents’ childhood 

prior to the birth of their child emphasising the psychoanalytical model presented 

by Freud (1940) “That history repeats itself and there exists an intergenerational 

concordance in relationship patterns” (p. 958). 

 

I did not set out to make a direct link between how a mother recalls her own 

childhood and subsequently how this upbringing might affect her desire to parent 

her child as researched by Fonagy et al (1991). During my interview most mothers 

had left their babies at home, four participants brought their babies to the interview 

and two slept right through. Two babies were particularly vocal during the 

interviews. I noticed how these babies were initially quiet and still but as the 

interview progressed these babies became very vocal and at times when their 
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mothers talked about their distress the babies became particularly vocal. When 

their mothers relaxed into their experience the babies were so quiet I had forgotten 

about their presence in the room. “Attachment research demonstrates there are 

marked continuities in children’s security of attachment maintained probably by the 

stable quality of the parent child relationship (Fonagy et al 1993; p. 961).  

 

This led onto my second and third question about support. It was evident from my 

research findings this area raises further questions about the quality of the mother 

child attachment a mother without maternal support is able to have with her child. It 

also raises three very important questions about how Health Care professionals 

recognise when a mother is struggling to bond with her baby, how staff support 

these women and what support these staff have in place to skillfully recognise and 

where appropriate refer these women on. This highlights the absence of maternal 

support might leave a woman coming from an Asian culture feeling vulnerable as 

her usual expectation of support will not be accessible for her. 

 

John Bowlby’s attachment theory (1973) discussed the reasoning for the social 

transmission of relationship as a pattern that emerges across generations in which 

the child and caregiver interact in patterns that then become ingrained and 

adopted to the extent to which they lead and influence the infants’ relational 

experiences. These continue to affect the predisposition of how relationships are 

experienced throughout the lifecycle. My research findings demonstrate that 

mothers describe depressive symptoms that have gone unrecognised. I question 

the quality of the mother child relationship that could then potentially become a 
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template for the child in future relationships which continues to keep these 

intergenerational patterns of attachment alive. 

6.4 The role of the father 
 

Another interesting finding was the role of fathers in section 4.4 and how each 

participant viewed the role of her husband. What was particularly interesting was 

that all the participants except Taran, Mala and Aliya did not expect practical 

support from their husband but Taran, Mala and Aliya appeared to have a western 

approach to the role of their baby’s father and wanted the experience to be a 

shared experience.  

 

For all the participants they appeared to be a nuclear family conforming to the 

western ideal. This is a concept in which two parents are the primary caregivers 

but this was an approach they were not at ease with. They all expressed the 

importance of the notion of the extended family in India or Pakistan in which 

multiple family members come together to take part in the practical everyday role 

such as attending to the needs of the newborn baby and the baby’s mother and 

this includes various generations. 

6.5 Change of a family structure 
 

From a western perspective support means something different to an Asian 

woman. In a clash of cultures it is interesting from the findings that the type of 

support the participants were talking about was not just about having an extra pair 

of hands at their disposal but of a trusted person they could share both joy and 

worries with. For a woman motherhood is a personal life experience as Griffith 
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(2010) focused on connecting themes and how “health and motherhood because 

they are important points where personal experience, social institutions and 

notions of culture all intersect” (p. 289). Similarly an Asian woman comes into the 

maternity services with all her life experiences and cultural expectations with her 

regardless of the western environment she is going to give birth in as these will 

become a part of her newly formed experiences. 

6.6 Feeling Excited and Apprehensive 
 

A number of participants spoke about their joy of having a newborn versus their 

anticipation and worries about the health and feeding habits of their newborn child 

and how they would have sought maternal support from their own parents and in 

doing so their anxieties and insecurities about their child’s wellbeing would have 

diminished. A qualitative study drafted by Grewal et al (2005) examined the 

influence of family members on health seeking behaviour in South Asian women 

and found “daughters consulted with mothers and mothers turned to daughters for 

advice on health matters” (p.248). This outcome was consistent with my research 

findings in which participants’ spoke of the importance of seeking advice from their 

birth mother.   

 

Further findings established “Daughters respected the knowledge and advice they 

received from their mothers as women who could draw on their own personal 

health experiences” (p.249) particularly around pregnancy advice. This was 

consistent with the findings from my research in which participants saw their own 

mother as a reliable resource and a woman with whom they felt comfortable to 
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relate to and from whom they could seek advice from because she had sufficient 

life experience. 

 

Grewal et al (2005) highlighted the importance of family members and their role in 

providing transportation to and from appointments. This remained consistent with 

my research findings especially for Asian women whose mother tongue was not 

English. They relied heavily on support from their husbands to provide this role of 

transporting them to and from appointments and for translating between 

themselves and health care professionals. Consistent with my research findings 

the research concludes the important influence families have on maternal health 

and the subsequent well-being of Asian women.  

6.7 Potential onset of Postpartum Depression 
 

Five out of the ten participants reported feeling upset, tearful, sad and alone and 

these symptoms are related to the onset of depression. Interestingly enough only 

one participant was able to verbalise she felt depressed. Consistent with my 

findings research carried out by Bostock et al (1996), which concentrated on 

identifying women at risk of developing postpartum depression (PPD), also 

concluded that for women in “Asian Indian communities’ maternal depression 

tends to go unrecognised and can leave women feeling alone and isolated” (P. 

34). Similarly my findings suggest a number of participants described depressive 

symptoms which had gone unnoticed by health care professionals and research 

carried out by Hearne et al (1998) concludes “Asian Indian women were more 

likely to be depressed than white women and they were at high risk of being non 

assessed for PPD” (p.1066).   
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In maternity services the Edinburgh Post Natal Depression Questionnaire 

(EPNDQ) has been viewed as a long out of date tool which may need care and 

sensitivity at the time of administering it. In my opinion it is not a culturally sensitive 

tool and professionals may well miss opportunities to detect women who are not 

able to access support.  This questionnaire was used to screen out any women 

who might be vulnerable to symptoms of postnatal depression. However given my 

concerns about its cultural sensitivity I wonder if the scoring was an accurate 

measure of a woman’s emotional wellbeing.  

 

My research indicates participants had left the maternity ward feeling low in mood 

and this together with the lack of maternal support may have contributed to the 

likelihood of them feeling depressed. A study by Goyal, D et al recommended 

using the Postpartum Depression Screening Scale (PPDS) (Beck & Gamble, 

2000,2001a, 2002) “based on the conceptual definition of PPD as a mood disorder 

that can begin at any time during the first year after delivery” (p.100). In addition, 

research by Morrow et al (2008) concluded women are predisposed to the 

likelihood of depressive like symptoms because they are often overtired. I believe 

Asian women who lack maternal support are particularly at risk of postpartum 

depression because they do not have anyone to lean on for support and are 

therefore more likely to feel over tired and equally more at risk of developing 

postpartum depression. 
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6.8 Neonatal Behavior 
 

Throughout my research I questioned what the long term impact would be on the 

baby of the mothers who did not have maternal support. Studies dictate a number 

of factors can contribute to maternal depression including the quality of the 

mothers’ current relationship and infant factors like the neonatal behaviour of a 

child can also lead to a mother becoming depressed, especially a mother who 

might be genetically predisposed to depression. A number of participants in my 

research talked about adverse experiences on the ward immediately following the 

birth of their child. “Because infant functioning in the days immediately following 

the birth is influenced by the nature of the labour and delivery and particularly the 

medication administered to the mother” (Lester et al, 1982; p. 27) suggests there 

may be a direct link between the mothers’ experience and the subsequent function 

of their child.  

 

Further research by Murray et al (1966) concluded, “…...the presence of 

behavioural difficulties in late infancy was found to be strongly associated with 

maternal mental state in the postpartum period” (p.130). It appears a number of 

factors can contribute towards postnatal depression, the maternal mood of the 

mother and the child’s capacity to function. My research seeks to identify and 

make recommendations for strategic implementations that consider my findings. 
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6.9 Reflection on methodological tensions in the NHS 
 

The current climate in the NHS has left many services depleted of resources and 

underfunding has resulted in the loss of many such services. At such a time of 

austerity service provisions have been more carefully thought through with cost 

analysis and financial business case propositions. As a result of my research I 

have gone back over recently submitted research conducted in the NHS and some 

resemble elements of mine. However my research gives a voice to the childhood 

experience and cultural bond Asian women have an expectation of when they give 

birth to their first child. As such this research is unique and gives an in-depth 

insight and life experience account of where the NHS falls short of service 

provisions for women of ethnic minorities. 

6.10 Breast-Feeding and the Breast is best campaign 
 

My research found that all participants attempted to breast feed their baby but 

struggled to maintain this when there was no maternal support. My research raises 

a number of suggestions and recommendations which need to be brought to the 

attention of the strategic lead for the health visiting team. A number of participants 

in my research commented on giving up breastfeeding because they were too 

exhausted dealing with practical chores to take care of themselves and therefore 

breast feeding is only really a practical option when women have support in place. 

 

Each of the mothers in my research described the demands a newborn baby 

places on a mother and this is detailed in section 4.5 and in some cases resulted 

in them neglecting their own self-care. This in turn led to mothers feeling low about 

their appearance which perpetuated to their cycle of feeling alone and isolated. In 
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a study conducted by Noor et al (2007) “Breast feeding may have direct or indirect 

effects on maternal health or conversely the mood state of the mother may 

influence the choice of feeding method” (p.491). Participants from my research 

commented on how difficult it was to continue to breast feed when they could 

hardly meet the demands of their baby. 

 

Participants Taran and Nakita both found that although they wanted to breastfeed 

their newborn they lacked emotional and practical support and were thoroughly 

exhausted. Research led by Carr et al (2009) indicated childhood feeding 

difficulties can be experienced as stressful situations for parents. The lack of 

maternal support could also be an indicative factor as to why women decide to 

give up breastfeeding as it can be demanding and exhausting for the mother and 

ultimately impact the mother child bond.  

 

My findings suggest there are a number of experiences Asian women have in the 

absence of maternal support which can directly affect their emotional wellbeing at 

a critical time when they are beginning to parent their newborn baby. In section 

6.1, I discuss how my findings can be taken back into the training of midwifery and 

support groups for new mothers. 
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6.11 Chila – A Period of Confinement 

Most of the women spoke about what it might have been like if they had given 

birth to their newborn baby with support of their maternal family. Some spoke of 

this period of confinement which is a cultural ritual, a period that starts after the 

birth of the baby which involves postnatal recuperation. A time in which the family 

members rally round and attend to the physical needs of the mother and baby 

and provide resources to attend to these. The mother is instructed to rest and 

bond with her baby, taking away the practical stresses and strains so that she 

can regulate her emotions and attend to the needs of her new born baby 

enabling a bonding process to emerge.   

 

In particular participants Taran and Nikita spoke about their desire to have had 

this support and their expectations of not needing to give up breastfeeding had 

they of had more support to hand. This process of Chila is also known widely in 

many different countries; “The custom is well-documented in China, where it is 

known as "Sitting the month". Japanese women know it as "Sango no hidachi" 

and Korean women as "Samchilil". In Latin American countries it is called la 

cuarentena, which means "forty days" (the source of the English word 

"quarantine"). In India it is called jaappa (also transliterated japa)” (Wong et al, 

2009). This process is one of formal support and was designed to guard women 

again postnatal depression, involves a special diet to increase heamoglobin 

levels to stimulate breast milk and refraining from sexual intercourse and 

housework to allow the body to recover from pregnancy and childbirth. 

https://en.wikipedia.org/wiki/Quarantine
https://en.wikipedia.org/wiki/Transliteration
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6.12 Important Contributions from my Research  
 

It was interesting to learn from the table in 4.9 that participant Zaynub did not have 

maternal support. I was surprised to learn she had such a good rapport with her 

mother-in-law and felt this relationship gave her strength. In contrast Participant 

Sarvashi spoke of having her sister-in-law by her side and yet feeling so lonely and 

particularly felt impacted by the absence of maternal support that she reported how 

she struggled on numerous levels emotionally, missing her husband’s support. 

This has helped me to understand that not having maternal support is not such a 

huge difficulty but rather the difficulty is not having support from someone you 

value.  

 

This indicates the term support is a much more deeply ingrained idea borne out of 

culture and support has a much deeper meaning. It is not a matter of anyone 

providing these participants with support and in fact the important factor for these 

women was having support from someone they had a good relationship with and 

only then was that support well received, relied upon and trusted. Without this 

almost intimate understanding from the person supporting them there did not 

appear to be any basis upon which the support felt ‘worth it’. It was natural for the 

majority of Asian women to want support from their birth family during the time they 

were entering the realm of motherhood. Ultimately this was due the cultural 

closeness Asian women will have experienced which many of them spoke about 

when they elaborated on having a good relationship with their parents and in 

particular their own mother as described in section 4.7.  
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Participant Mala was described in section 4.3 and she felt practically and 

emotionally supported by her in-laws and her husband. She felt the absence of her 

birth family when it came to the traditions she believed should have been carried 

out by her birth family at the time of her daughter’s birth. She did not feel at peace 

until her parents came to the UK as traditionally only her birth parents would carry 

out these rituals. The surprise here was that support has many different 

interpretations and in this case support meant carrying out traditional ceremonies 

for her newborn.  

 

In understanding these women’s experience it was clear it did not matter as much 

whether the participants received support, it matters much more who they received 

the support from. In most cases participants wanted to receive support from their 

own mother because their mother was the person they valued the most. The other 

interesting finding here was that the word support moves beyond the dictionary 

meaning of “having someone to lean on” it takes on a much more holistic meaning. 

It shifts into having someone to talk to, depend on, ask for guidance and 

information, asking that person to accompany you to appointments, ask that 

someone to translate what you are saying in a way shared with each other.  

 

The most recent research conducted in maternal health by McLeish et al (2015) 

concluded the need for peer support during the pregnancy and postnatal period. 

This research trialed volunteer supporters in a number of roles, listening and 

information giving through to providing practical support. Using thematic analysis 
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the study concluded that although the women receiving peer support felt some 

benefits the role of this support became quite blurred.  

 

Another interesting finding here is that in a western medicalised formal 

environment the NHS is always concerned about confidentiality and thus having 

interpretation services to call upon so women can freely express themselves 

without being concerned what they are asking for is a true reflection of what they 

are questioning. Such a service is impersonal and I do not think professionals have 

thought about this. Having a baby is both a physical and emotional matter, one in 

which the woman should be given the choice about whether or not she wants to 

speak through an interpreter.  

 

An interpreter service provided to a woman having a baby might cause a woman 

some concerns as she may need to talk about matters connected to her body and 

mind and such an impersonal service might impact and hinder the freedom with 

which she would speak. Women in this position could be held back from speaking 

freely through someone they have never met before, or are about to speak with for 

an appointment and who then walks out of the door with so much intimate 

information and personal details about the mother to be. As such research written 

by Shaffer (2002) highlights the importance of having a member of healthcare staff 

in the antenatal maternity clinic who can speak to Hispanic women in their mother 

tongue and how this impacts the amount of times Hispanic women access the 

antenatal services for advice and the relief they feel when they are able to talk 

about their feelings in their mother tongue.   



 

163 of 201 

6.13 Policy and Strategy Implications 
 

By setting expectations in the NHS women would be better equipped to manage 

the care of their baby afterbirth and a need for support in the early weeks has been 

highlighted in the most recent research by Henderson et al “Almost a quarter in 

2014 indicated that they would like to have seen a health professional more after 

hospital discharge and that they needed more help and support” (2017:39). Hence 

this remains an important area.  

 

Further studies by McLeish (2014) indicated “mothers and babies from BME 

groups have been found to have poorer physical and mental health outcomes and 

they are less likely to access maternity and child healthcare services” (p. 2). This 

further signifies that women who are disadvantaged remain disadvantaged. My 

research lends itself to understanding why this group of women remain 

disadvantaged given their limited understanding of a western culture coupled with 

their early expectations and perhaps also not knowing what questions to ask, 

where to go and how to ask those questions to get the answers they require and 

this might also play a part in their limited language skills. 

 

What is clear is that my research does give women who are disadvantaged a voice 

and that my research, if shared with professionals, has the opportunity to be seen 

and heard. As I reflect on the research carried out in the area of maternal well-

being I notice that researchers have taken forward research gaps that can be 

explored. However throughout the research the same results keep on coming back 

and Asian women continue to feel excluded, not a part of the decision making 
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process, are more likely to feel misunderstood and ultimately leave the maternity 

ward feeling as though their needs were not met.  

6.14 Taking My Research Findings Forward 
 

Further to my results and findings above I reflected on my journal notes and the 

current position in the NHS at a time of austerity, budget cuts, and a huge influx 

into services with not enough resources to deliver these services hence the 

demand far outweighs what it is practically able to offer. It is also very clear the 

NHS is dedicated and continues to seek and support women who are at a 

disadvantage and constantly researches with a view to understanding how they 

can provide an increase in patient satisfaction with the setup of research by NHS 

England. As evidenced by Henderson et al (2017) “Government policy now favours 

choice for all women in the manner of their maternity care and there is an ever-

increasing focus on continuity of care and carer, satisfaction, and quality of care as 

perceived by the women using the maternity services” (p. 36). 

 

In taking my research forward I have had a telephone discussion on 11th February 

2017 with two influential researchers in Oxford in the area of maternal health and 

wellbeing Maggie Redshaw and Jane Hederson. During my discussion I was 

encouraged to contact the lead researcher in the NCT with a view to discussing 

the findings from my research and putting together a presentation to healthcare 

professionals and people interested in this field. I was also encouraged to consider 

preparing a journal article for the Journal of Reproductive and Infant Psychology 

(JRIP), placing a copy of this on the health experiences group and giving talks 

about my research methodology and results to a number of local community 
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groups and organizations like the Health Visitors Association. I am currently in the 

process of making contact with the NCT to progress my research findings. 

 

In comparison to similar researches carried out in maternal health studies my 

research sets itself apart giving women a voice about the unique lived life 

experience an Asian woman has. This indicates an opportunity to inform 

healthcare professionals about these women’s cultural expectations when they 

walk into NHS services. In providing this insight to Health Care professionals 

involved in the care of women in maternity services we can empower professionals 

at the heart of these services to empower the women who are receiving this 

service. In doing so we can inform and educate women on what the NHS can 

provide, providing a unique understanding of what they may be expecting and how 

they might think about managing these expectations. By doing this we empower 

both healthcare staff to influence and empower the patient, person and woman 

receiving care to make decisions about how she will fulfil her expectations of 

support after the birth of her baby. 

 

I believe my research adds an answer through the phenomenological process of 

enquiry. I have found that these women come in the NHS with inbuilt expectations, 

limited insight into what the NHS will offer them as a maternity service and perhaps 

limited or often no understanding of what they are about to experience. Such 

disempowerment keeps these disadvantaged women from breaking through the 

perception of them being disadvantaged just because of their minority status. 
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My research gives us clear answers on what that experience is like for Asian 

women. If we took these experiences into the training field and taught healthcare 

professionals about these women’s cultural expectations they would be 

empowered to support these women to understand what the NHS provides and 

support these women to make a plan for the expectations they might have and 

where these expectations could be met. By doing this preventative work we would 

be empowering Health Care professionals, guiding service user expectations and 

empowering these women to find resources for themselves. This I do believe 

structures healthcare expectations and in turn could improve maternity outcomes. 

 

6.15   Potential scope and impact of my research outside of the NHS 

My research has the potential scope to be beneficial for schools and teachers and 

to reach the realms outside of the NHS. The reach of this research could support 

teachers to understand how Asian parents experience the word support and how 

this early dynamic might go influence how they interact in nursery and  schools 

settings. In the field of Counselling Psychology my research seeks to inform 

clinicians and practitioners about the expectations that Asian women might have 

early on in their pregnancy and how not being able to fulfil these expectations 

might leave them feeling emotionally. 
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7.0 MOVING FORWARD 
 

My research has highlighted a number of areas which can be addressed to ensure 

all women from a variety of backgrounds are provided with maternity services that 

consider their diverse needs. My contribution to the field of maternal health is not 

just one of strategic planning but one of educating healthcare professionals and 

potential volunteers about the difficulties Asian women face in the absence of 

maternal support. 

7.1 Suggestions 
 

My research highlights that Asian women come into maternity services with an 

expectation of what giving birth is going to be like for them. This expectation is set 

by their maternal upbringing and it would be useful to share this expectation with 

Health Care professionals. By using the birth plan as a tool to record what the NHS 

will provide in terms of physical and emotional support this would empower and 

enable them to structure an Asian woman’s expectations from the outset and 

minimise the potential for dissatisfaction of maternal health provisions.  

 

By incorporating psychoeducation or postnatal advice as part of the birth plan 

women could be shown videos and receive postnatal advice on how to care for 

their baby at antenatal classes. This would give women the time to think about 

caring for their newborn and avoid them feeling the need to lean on their family 

who might not be practically accessible for advice and might encourage them to 

contact health services for future advice on how to care for their newborn. It would 
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also build a relationship between healthcare providers and the service user and aid 

their knowledge of what services are available and how to access them. 

 

With the introduction of perinatal and parent infant services across the NHS this 

incorporates talking therapies to help women with mental health difficulties bond 

and attach to their baby and support the process of early motherhood. My research 

interviews could inform these professionals about the expectations of first time 

Asian mothers and what might affect their mental wellbeing. These services are 

designed to identify women in their last trimester who might have be experiencing 

mental health difficulties and may need support which continues until the baby is at 

least 12 months old. Offering therapy and liaison with health visitors extends to an 

inpatient service to conduct antenatal and postnatal assessments.  

 

Asian women tend to lean towards their family for advice. I suggest we encourage 

women to plan the birth by using the birth plan and incorporate whom they might 

lean on for support during the pregnancy and in the postnatal stage. This would 

encourage them to build a rapport and discourage isolation. Women could be 

invited in for a tour of the labour/delivery room so they are empowered to make a 

choice about where they want to give birth. 

 

One opportunity to overcome the barrier about the epidural is to prepare these 

women so they are better able to make choices about what treatment they want at 

the time of the birth of their baby. In particular Asian women tend not to ask for an 

epidural, therefore my recommendation is to educate women about the epidural 



 

169 of 201 

and possible side effects. Giving them the research on it and to incorporate the 

idea that alternatives to pain relief could be introduced at antenatal classes and 

documented in the birth plan. 

 

H.V could be offered more one to one Psychotherapy support, consultancy and 

advice from the CAMHS team for difficult cases. This already takes place in the 

Slough CAMHS team and the advice and guidance is provided to the Family Nurse 

Partnership specifically for nurses and staff working with young mothers. With the 

merger ahead of BHFT with Primary Healthcare Trusts we could look at equipping 

H.V to deal with the complexity of their job by giving them shared resources across 

the whole of Berkshire. 

 

Clearly, the EPNDQ needs to be culturally sensitive to pick up the needs of 

depressed mothers. I suggest Health Visitors consider administering the 

Postpartum Depression Screening Scale (PPDS) (Beck and Gamble, 2000, 2001a, 

2002). 

 

Midwives could use the birth plan to encourage women to think about who will 

support them at the time of birth and after the birth. I also recommend midwives 

and nurses on the ward are trained to detect women who might suffer from 

Postnatal depression whilst on the ward. The women who lack support could be 

flagged up to Health Visitors as vulnerable to PND prior to them leaving the ward. 

Advise GP’s and other health care professionals about the difficulties Asian 

women face and that these women are more sensitive to criticism and therefore 
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they should be treated with sensitivity as this might also trigger PND. If a group of 

volunteers was established referrals for women identified as vulnerable could be 

referred for more cohesive support.  

 

My research steps out beyond the realms of maternity services and the NHS and 

adds value when we think about how the impact of the lack of maternal support 

may have influenced the maternal mother baby dyad. My research seeks to inform 

researchers and professionals that Asian women are a distinct group who do not 

readily seek support outside of their close knit family circles. As such the intimacy 

of pregnancy further pushes them into the realm of isolation making them 

vulnerable and unable to voice their needs.  

 

My research found that some participants had left the ward without knowing how to 

take care of their baby’s basic needs. I recommend all new mothers are asked to 

complete a questionnaire at least one day before their planned discharge to 

ensure all new mothers leave the ward knowing how to meet the basic needs of 

their new born including, breastfeeding, bathing, bottle feeding etc. This would also 

serve as an audit for the ward and for CQC and Ofsted compliance. It would 

further aid service delivery outcomes as well as act as a checklist ensuring women 

do not leave without this basic knowledge. 
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7.2 Multicultural Deficits 
 

My research has highlighted the multicultural deficit that still exists when we treat 

patients from another culture to our own. There are language barriers that isolate 

patients from expressing their needs and communication barriers that deter non-

white communities from accessing services. This is mainly because diverse 

communities do not know services are available and how they can help them. 

Asian women are experiencing a clash of cultures in the healthcare system and 

the absence of maternal support is a larger issue. 

 

This research has highlighted preventative strategies if these women were flagged 

up as vulnerable before leaving the maternity ward. Health Visitors in the 

community would know what community resources were available for these 

women to access. This could eradicate and prevent women suffering which would 

in turn have less of a detrimental impact on their child.  By incorporating the above 

strategies, the impact on the children of our future is less likely to be detrimental 

and their needs are less likely to be neglected by a mother who is perhaps feeling 

the impact of not having any maternal support.  

7.3 Limitations of the Study  
 

My study lent itself to the experiences of Asian women because this was a cultural 

group I was familiar with. In hindsight I could have had one further question and 

asked my participants what was missing in this experience for them. This would 



 

172 of 201 

have given them the opportunity to express what they placed more emphasis on. 

Perhaps a follow up research could incorporate a multiple choice questionnaire in 

which women are asked what their experience was like and then be asked what 

else could have been provided offering them multiple choice questions for which 

provisions could realistically be made.  

 

My study only focused on the absence of maternal support it could have been 

compared to case studies of women who did have maternal support to measure if 

the satisfaction of maternity service provisions varied with these groups of women 

depending on what support they had in place. My research recruited first time 

mothers and it would be interesting to compare and contrast the experiences of 

first, second and third time mothers and to see how their expectations vary across 

their experience in maternity services. 

 

My research highlights the experiences of Asian women that come to the UK as 

immigrants and do not have support from their maternal family. In particular my 

research highlights the unique way in which Asian women are set up from their 

early teens to become mothers. The interviews give a story about how maternal 

support aids recovery from the afterbirth, rituals take place to reassure the mother 

and how the mothers well-being continues to aid the harmony of the newborn. This 

unique story gives us insight into why Asian women are a vulnerable group and 

how they fall short of maternity services in the UK.  
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In considering transferability and the limitations of research I am aware that my 

own Asian heritage and the rapport that I built up with my participants may mean 

the research is unique to that of research conducted with Asian women by an 

Asian woman. As the researcher Asian women developed a connection with my 

presence as a fellow female Asian woman and engaged with me in a manner 

unique to Asian women where we respect one another as sisters regardless of our 

cultural hierarchy. Therefore it is important to note that it is possible that these 

women spoke to me in more depth than if I were not an Asian woman and may 

have been influenced by cultural presence. 

 

My research was also only carried out in Berkshire where there is a diverse 

community and I wonder what the responses would have been if the same 

research was carried out in an area where there are more Asian families or in an 

area where there are less diverse communities.  

 

Whilst my research gives us some idea about the reasons why Asian women do 

not access pre and post maternal an in-depth study giving specific reasons could 

be completed. Given that the quality of parenting is often a predictor of maternal 

well-being this is a disadvantaged group of women who do not appear to readily 

reach out for support it would be advantageous to do a qualitative study to 

understand why these women do not reach out for support. This would inform 

Health Care professionals and give an indication of how better to target information 

for these women. 
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There is a lot of research on the impact of the parental relationship on the infant’s 

brain although my study did not take the baby’s wellbeing into account there is a 

place for including the baby into this area of research. In particular once the baby 

was in the room as was the case during some of my interviews the mother baby 

interaction could have been recorded in some way and incorporated into the 

results. More in my research could have been included about the baby’s response 

when the mother was recalling her experiences. 

 

Finally most of the studies including mine continue to reiterate that women are 

struggling in the first few hours, days and weeks after giving birth to adjust to 

physical and emotional changes and try to meet the demands that a new baby 

places upon them. Given we now know this future research could include a study 

on what more could be done to highlight this need and how could resources be set 

up which meet this need. If this need remains unaddressed it puts weight on the 

NHS’s future provisions and again research could be done on this to see how 

many women then seek advice, guidance and support from their GP’ surgery to 

meet this need.  

7.4 Conclusion  
 

My own personal growth - I currently work in an NHS forensic setting and have 

found the process of undergoing a doctoral research dissertation informs my 

knowledge and has enhanced my understanding of research methodologies. My 

research informs the depth of my work within my private practice setting in which I 

can use my therapeutic relationship as a therapist to understand the experience of 

my client. I am able to gather a well-informed knowledge of their experience as a 
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child on the receiving end of being parented. As such my research gives me an 

understanding of how the clients I work with might form attachments, how they 

might attach or distance themselves from me and my clinical thinking to interpret 

their attachment styles. This facilitates my understanding and the connection of 

their phenomenological experience. In doing so I can gleam some of what their 

early life experiences were like, how they attached to their mother and elicit an 

idea on the quality of this relationship. 

 

I am also in touch with what it has been like for me to undertake a research topic 

that has been so closely intertwined with my own life experience. At times hearing 

the experiences of my participants has left me feeling re-traumatised and revisited 

my own therapy space. The write up has been a tough process, working full time, 

managing a family, progressing in my NHS roles, changing jobs and locations are 

all issues that have at times become barriers to completing this.  

 

However the personal gain in completing this doctoral research has been 

empowering and enabled me to go on and confidently conduct research in my 

current working environment. I presented a 20 minute talk as a part of a 

symposium on the 22nd March 2018 at the British and Irish Group for The Study of 

Personality Disorder where I delivered a presentation on Defining a Supervision 

Process for Operational Staff Working in a Trauma Informed Service. I presented a  

poster presentation at the Male Psychology Conference in June 2018 on this topic 

and I had a poster presentation accepted by the Counselling Psychology 

Conference in July 2018 on The Usefulness of the ADOS II for Offenders with 

Personality Disorder in a Forensic Trauma Informed Service. Having undertaken 
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the process of completing this doctorate I feel inspired to undertake further 

research and I feel able to grapple with different research methodologies and 

ideas. 

 

My research has signaled to doctors, nurses and other health professionals 

involved in the ongoing care of women there are particular difficulties a woman 

who does not have maternal support could face.  

 

What I set out to do was to give my research participants a voice. As a result I 

have achieved a significant amount of support from the community health visiting 

team which has enabled me to incorporate much more. I have highlighted a 

number of ideas that can be incorporated in the transition for patients transferring 

from the maternity ward ready for discharge into community services to ensure 

open communication so that any women with difficulties can be easily highlighted 

and offered the appropriate services. 

 

The clinical strategic suggestions I have made take into account the need for 

professionals to be skilled up to recognise vulnerable women and to be culturally 

sensitive to the situations they face. My suggestions also take into account some 

of the liaison elements and flagging up vulnerable women before they leave the 

ward and following them up in the first new birth visit in the community. We should 

be looking at perinatal pathways and support systems in place for staff to skill them 

up as well as for new mothers to ensure we can sign post them to services that 

can treat them.  
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By understanding the cultural expectations of Asian women, which could be 

incorporated in CPD training days provided by the trust, it would help to shape 

their expectations from the outset and this in turn would minimise their 

dissatisfaction when they leave maternity services. It also provides us with a 

framework for women coming from different cultures and enables the woman to 

take some responsibility for her own needs. If she were to incorporate what she 

expects into the birth plan she could be empowered to fill those expectations by 

planning ahead. This minimises the sense of loss after the birth that these women 

tend to experience.  

 

My strategic suggestions look at perinatal pathways and support in terms of 

highlighting cultural issues so these can raise awareness of what some of the 

issues a woman coming from this background might face and how these can be 

addressed outside of routine quality and diversity training. There was an element 

of action research focus in the way I became involved in recruiting participants for 

my research by actively attending the mother and baby clinics. 

 

My research offers professionals’ an awareness, a number of nurses, health 

visitors, strategic leads, officials and other health care professionals suspected the 

absence of maternal support would have an impact on women and knew this 

experience would have some sort of effect on a new mother. Therefore they 

actively held this knowledge in the back of their mind. My research has brought 
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this topic to the front of their mind and opened up their awareness by asking them 

to be involved in selecting candidates they felt would be suitable for my research. 

 

From the ten participants selected by Health Visitors to take part in my research it 

shows they knew their patients well enough and were spot on as each participant 

had so much valuable information about their experience to offer. The Health 

Visitors contribution was a key factor and crucial to the data collated and this links 

to the document NSF and fulfils the criteria of how vulnerable groups of women are 

being targeted and research is being conducted to ensure their perspectives on 

the services they receive are being taken into account.   

 

The most fascinating part of my research journey was that I had struggled in the 

early stages of motherhood and I believed my struggle was because I did not have 

maternal support. My research passion became a place in which I could put my 

theory to the test. Am I the only woman who is struggling directly because of the 

absence of maternal support? I looked around me and for quite some time and 

believed my journey was unique. I could only understand my journey as a British 

Born Asian woman but in conducting my research I now understand the effect of 

the absence of maternal support is felt throughout the generations. Above all this 

research has taught me the word support means so much more in a cultural 

context than just having someone to lean on. Support in the context of my 

research has a very different cultural context and is all about having someone you 

can trust and feel free to ask for support. This cannot just be a request of support 

from anyone but someone whom the participant respected. 
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In conducting my research with both a mixture of first and second-generation Asian 

woman who had experienced giving birth to their first child without maternal 

support I can now understand my experience was not unique at all but a shared 

experience. Most importantly an experience my own mother may well have come 

to experience as she too arrived in the UK as a first-generation Asian woman who 

gave birth to me without maternal support. I have gained so much more from this 

research and I have realised like our patterns of attachment our experiences too 

can be intergenerational.  
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