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An Autoethnographic Examination of  
Postpartum Depression

ABSTRACT
PURPOSE This article examines postpartum depression (PPD) using autoeth-
nography to explore the stigmatization of depression and cultural expectations 
of motherhood. Because the personal experiences of living with PPD are often 
absent from primary care literature, this article uses first-person narrative and 
analysis of intensive mothering to explore the barriers to seeking PPD treatment, 
the need for increasing physician confidence and comfort using screening tools, 
and the impact PPD stigma has on patients and their health care. 

METHODS Autoethnography, as a relatively unfamiliar methodology in primary 
care, is used to illuminate individual experiences of living with PPD. The author 
details a series of encounters as wife, mother, and patient by narrating what it 
means to live with the disease. A thematic analysis of the series of first-person 
narratives was employed to further understand the culture of motherhood and 
shed light on the stigmatization of PPD. 

RESULTS Four themes emerged from the analysis revealing the pressures sur-
rounding the cultural ideologies of intensive mothering and the stigma of mental 
illness: essentialism, failure, shame, and avoidance.  

DISCUSSION There is a need to reframe cultural perceptions of motherhood 
and PPD to positively impact familial interactions and health care encounters for 
those who live with the illness. The article calls for providing broader diagnostic 
efforts, more comprehensive care, and engagement with patients in shared deci-
sion making around the diagnosis and treatment of PPD. 

Ann Fam Med 2017;15:540-545. https://doi.org/10.1370/afm.2107.

THE STORY
1:47 PM. I feel his feet slide out. I remember it clearly. He is placed on my belly, 
screaming, as though he needs to prove he exists, this alien sound coming from this 
tiny being we had created. I hold him and cry, tears of relief that the pain of birth is 
over, that my son is screaming on my belly. My husband cuts the cord, severing the 
connection. My son is weighed, printed, wrapped up. They take him to the nursery 
and wheel me to the floor to recover, ice over my most private parts, now swollen 
and sewn back together, forever changed by bringing my son into this world.

We brought home a happy, healthy baby boy. My husband was overjoyed, but he 
was soon back to work as an internal medicine intern with long hours and already 
limited sleep. I was alone with my son most of the time, surrounded by bottles, 
breast pump equipment, and dirty diapers.

Months pass. The late afternoon sunshine streams into the hallway from our bed-
room while outside the window it dances across yellows and oranges and reds of 
falling leaves. My back presses against a cold, white door. From behind the door 
loud wails from deep within my son, as if he were searching for love and a feeling 
of belonging he had yet to find in my arms. Earlier, we had done the dance—he 
was fed, his diaper was dry, he had been burped, he had napped. All afternoon 
we had rocked, walked, I held him close to me, taking in the softness of his skin 
and hair, the smell that babies have of freshness and powder and milk, and none 
of it touched me with the deep connection a mother should have with her child. 
His cries had reached a pinnacle and, scared of what I may do next, I left him 
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screaming in his crib—a small soul in a large cage—and 
closed the door.

The hardness behind me is an opposite to the softness of 
the carpet under my crossed legs. Next to me sits a half-
empty bottle of formula turned on its side, dripping slowly 
onto the cream carpet beneath. I taste the salt of my tears, 
not knowing how to help my son or myself. I see only the 
blurry outline of our hallway, the sunshine a cruel opposite 
of my dark thoughts. And there I sit gripping the doorknob, 
white-knuckled, as though it is my only connection to my 
child. From my lap the screen of my phone brightly displays 
the time as the minutes slowly pass. I wait for my husband to 
rescue my child from me. I sit thinking, “What mother can-
not soothe her own child for fear of her actions?”

The cries continue in waves as the front door opens and 
familiar footsteps climb the stairs. I release the knob when a 
warm hand covers mine, opening the door, and my husband 
slides past, reaching into the crib to soothe our son. I move 
towards the sunlight and the respite of our bedroom as I 
hear the cries turn to giggles behind me.

INTRODUCTION
As a physician, I thought I understood what it meant for 
patients to hear a diagnosis of postpartum depression 
and what treatment was. I had read the statistics about 
postpartum depression, how it can affect up to 20% 
of women 2 weeks to 6 months after delivery.1 There 
are risk factors for the disease, including a history of 
depression, stressful life events, and a lack of social sup-
port.2,3 As a physician, I could have diagnosed my own 
symptoms myself probably months before I addressed 
them to my own physician. But I was a mother in those 
moments, buried under feelings of failure and guilt, 
unable to see a way out. I was lost within the same 
cultural system patients with postpartum depression 
navigate daily, internalizing social stigma and holding 
myself to an idealized good mother standard.

Stigma, Intensive Mothering, and Essentialism
The social construction of stigma and perceived nor-
malcy are part of the cultural myth of supermom and 
a belief that women should subscribe to normative 
standards of intensive mothering.4 Intensive mother-
ing is the belief that mothers provide continuous 
nurturing, expert guidance, and a focus on the child’s 
developmental needs above her own, resulting in an 
emotionally draining role. Mothers can further isolate 
themselves by subscribing to essentialism, a belief that 
mothers are a more qualified and capable primary par-
ent.4 Recent research supports the belief that intensive 
mothering is related to negative mental health out-
comes.5 The intensive mothering message in treatment 
guidelines6 and self-help books insists that motherhood 

should bring happiness and, when it does not, medical 
intervention is necessary.7 In stories8 and interviews9 
women express feelings of failure to meet perceived 
standards of what a mother should be.

Within the frame of postpartum depression, stigma 
and intensive mothering are deeply interwoven. Inter-
nalized mental illness can greatly affect self-efficacy10 
and the appearance of one’s self to others.11 With post-
partum depression there may be a loss of self that is 
pervasive, including loss of autonomy and time, as well 
as transformations in identity.3 A woman’s self-identity 
may be tied to a mother’s self-defined failures to fulfill 
societal expectations.12 Taking on this so-called bad 
mother identity, coupled with the stigma of mental 
illness, can inhibit reaching out for help.13 As a result, 
women may be fearful of disclosing symptoms and 
concerns to health care practitioners. If and when they 
do seek help, it may be after months or even years, 
increasing a reluctance to accept treatment.14

Screening Challenges: Disclosure, Lack of 
Training, and Responsibility
There are numerous recommendations for screening 
postpartum depression across specialties; however, 
there remains an overwhelming loss of opportunity 
to diagnose postpartum depression. Clinicians’ lack 
of comfort with the screening tool or making the 
diagnosis are some of the most cited reasons across 
specialties.15 Pediatricians, for example, feel they lack 
the training to properly diagnose and manage maternal 
depression, even though it has been found that screen-
ing is easily implemented at well-baby visits.16

And when a woman does seek treatment, she is 
more likely to be medically bounced from physician 
to physician in the postpartum period, sometimes 
without finding anyone willing to steer her to help or 
hope. Even with clear screening guidelines based in 
evidence,1,15,17-21 clinicians capable of providing the care 
and guidance these patients seek are lacking. Women 
with postpartum depression remain lost in a system 
that seems to be failing them.1,15-18,22

Autoethnography as Research Method
Applying a qualitative lens to postpartum depression 
can reveal the lived experience of a patient in a larger 
cultural context. Autoethnography, a type of quali-
tative research, focuses on the individual story and 
describes, analyzes, and examines personal experiences 
to better understand larger cultural constructs,24 with 
a goal “to tell a story in a way that reveals the self as 
a central character with rich emotional evocation that 
serves to ground the story being told.”25(p79)

Autoethnography parts from narrative as a 
research method with distinct features and modes of 

WWW.ANNFAMMED.ORG
WWW.ANNFAMMED.ORG
WWW.ANNFAMMED.ORG


POSTPARTUM DEPRESSION

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 15, NO. 6 ✦ NOVEMBER/DECEMBER 2017

542

inquiry25 in that it stems from ethnographic research, 
a qualitative and systematic methodology.28 Although 
“autoethnography shares the storytelling feature with 
other genres of self-narrative… [it] transcends mere 
narration of self to engage in cultural analysis and 
interpretation.”28(p43) Autoethnography requires analyt-
ical and interpretive rigor, thereby distinguishing itself 
from self-narrative or other forms of narrative writing, 
and asks the researcher to frame the story within the 
context of a particular culture. In this autoethnogra-
phy, the stories of postpartum depression are not only 
reflected upon but analyzed within the context of the 
culture of intensive mothering.

Autoethnography has both a systemic process and 
a product.24 The autoethnographer collects, man-
ages, analyzes, and interprets data and then engages 
in writing.28 The data in autoethnography are both 
internal (memory, observations, and reflections) and 
external. The researcher’s stories, or internal data, are 
derived from personal memories. The researcher also 
draws on external data, such as interviews, artifacts, 
and previous literature and research, to provide a 
framework to analyze and interpret the stories.28 This 
systematic investigation of weaving one’s personal 
story with other data provides the framework for 
analyzing and interpreting the central story within a 
larger cultural context.

The product of autoethnography resembles an “aes-
thetic and evocative thick description of personal and 
interpersonal experience.”24(p5) The end result is “reader 
friendly”28 research and an inviting, evocative, and 
engaging story that often appears to be a simple nar-
rative but has undergone a thorough data analysis and 
interpretation in line with traditional forms of research.

METHODS
I chose to write an analytic autoethnography29 because 
of the more traditional research format required30 
and the systematic method of inquiry in analyzing 
data. I wrote approximately 20 single-spaced pages 
of stories during the course of several months. I used 
self-reflections based on personal encounters with fam-
ily members and members of the clinical community. 
Gathering data developed the personal narratives.26 
I began my analysis early as researcher and partici-
pant,28 but I conducted a more formal analysis of the 
stories in a series of steps. In the first level of analysis, 
I wrote reflective pieces for each story by answering a 
set of questions (Supplemental Appendix 1, available 
at http://www.annfammed.org/content/15/5/540/313/
suppl/DC1) to better understand my identity within 
the social constructs of postpartum depression and my 
dual role as a clinician and patient within the medical 

culture. I questioned what I learned about myself from 
writing and analyzing the narratives and the larger 
cultural connections. In the second level, I searched 
for recurring topics in the narratives that became “cat-
egorical labels with which data may be fractured and 
organized.”28(p132) This analysis revealed multiple themes 
within the full collection of narratives, including aban-
donment, anticipation, avoidance, discomfort, essen-
tialism, exposure, failure, fear, guilt, incompetence, 
isolation, a loss of identity, and shame.

After conducting an initial analysis of the nar-
ratives, I examined the topics in relation to cultural 
norms of stigma and intensive mothering,4 and identi-
fied 4 primary themes: essentialism, failure, shame, 
and avoidance. In the final level of analysis, I reread 
the narratives and constructed inclusion criteria: nar-
ratives that addressed both a cultural norm and pri-
mary theme.

In the Results section I use first-person narrative as 
the primary structure. Each narrative is followed by a 
reflection using external sources (literature review) to 
continue the dialogue between myself (as writer) and 
the reader.20 I layered31 my experience chronologi-
cally: birth to breastfeeding, silence, breakdown, and, 
finally, getting help. My story is offset, distinguishing 
my words from the words of others, and titled accord-
ing to the themes and subthemes that emerged. I also 
include the actions and words of others (eg, my hus-
band) to acknowledge my experiences were not alone, 
even though I may have felt alone at times.

Telling the story using first-person narrative allows 
a meaningful interaction between personal experience 
and reflection, which is the basis of experiential learn-
ing,32,33 and speaks to the nature of autoethnography. 
This article serves as an invitation to the reader to 
reflect on each story from her or his own perspec-
tive as physician or patient, recognize the themes of 
stigma and the myth of supermom, and consider the 
larger cultural implications of living with postpartum 
depression.

RESULTS
Intensive Mothering: Isolated Failures
I buried so much during my son’s first few months of 
life. Under all of the feelings of guilt and failure was a 
woman screaming silently to be seen and heard with-
out having to say it out loud. Driven by the underlying 
culture of intensive mothering, I put the needs of my 
child above my own.4 As an essentialist mother, the 
guilt from prioritizing self-care was overwhelming and 
prohibitive.9 I attempted to handle things on my own. I 
was unable to reconcile realistic beliefs about mother-
ing with the societal expectations of a good mother.9
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Intensive Mothering: An Essentialist Guilt
After my husband settles our son in his crib, the soft suck of 
his pacifier and the white noise of the ocean fading behind 
his closed door, we retreat to our bedroom. The arm’s length 
distance between us on the bed feels like miles, and the 
silence stretches on for what seems like hours.

I feel my husband’s soft gaze  while I study my hands as they 
become blurred. A hot deluge released from a prison behind 
my eyes rains down freely, drenching my cheeks, my neck, 
my chest, and I do nothing to stop it. When finally empty, 
after minutes of tears without words, I fill the silence. “I don’t 
know what to say.” He shifts, closing the space between us. 
Without words he has given me permission to say things I 
have barely admitted to myself.

In an out-of-body moment, my mouth forms words before 
I know what I am saying. “I couldn’t have him by myself, 
they had to pull him out of me. I couldn’t feed him, instead I 
starved him hoping we would figure it out, and now instead 
he takes formula from a bottle because I wasn’t able to make 
any milk. When you’re at work, I go through the motions, 
but I have to put him down. I have to walk away. I don’t 
want to hurt him, but I’m afraid that I might….”

I cannot take back the words once they have been said, but 
as I feel myself come back together and the tears fall again, 
they are cool and steady rolling down my face, relief.

Leaning on my husband, even admitting to him 
that I felt anything but love and adoration for our son, 
was owning defeat as a mother. I required an assisted 
birth. I failed at breastfeeding despite seeking out lac-
tation consultants. I felt that I could barely provide our 
son with his minimal needs. With this in mind, it is no 
wonder that a diagnosis of depression is viewed as a 
problem, especially when it interferes with a mother’s 
ability to raise her child,7 with some researchers noting 
“effective mothering is a public health concern.”34

Stigma: Avoiding Help
I’m in a plastic chair, the same chair I sit in for any doc-
tor’s appointment, the walls covered in posters reminding 
diabetics to take off their shoes and ask for refills before 
leaving, magazines dishing on the latest fashion trends and 
celebrity drama. A room like so many I have been in during 
my medical training, but so different at the same time. I am 
the patient now, and the hard, unfeeling plastic chair clearly 
defines the roles.

I called this morning and spoke to the receptionist. When 
she asked, “Why do you need to see the doctor?” “Migraines” 
rolled off my tongue quickly and easily, a problem severe 
enough to be seen today. She quickly made the appointment.

I sit and fidget, crossing and recrossing my legs, checking 
the time on my phone, staring at the door, thinking, “What 
if I don’t get better? What if I can’t love this beautiful little 
boy? What if I can never be enough for him because I am 

too much of an emotional wreck? What if I hurt him?” A 
solitary knock jars me back to reality.

I realize now that the delay in my diagnosis and 
treatment was multifactorial. Because of my own fear 
of stigma and treatment, I postponed a visit to my 
physician; I worried because I had nothing physical 
to show.35 More than that, the many clinicians I had 
seen since giving birth had not looked for postpartum 
depression. My son’s pediatrician believed the face 
I put on for the world and the “I’m fine” response to 
the question “And how’s mommy doing?” at each of 5 
visits before I sought help from my primary care phy-
sician. My obstetrician breezed in and out of my post-
natal visit and assessed that stitches had healed since 
delivery. I initiated the eventual encounter with my 
physician out of overwhelming fear and desperation, 
which finally outweighed the once primary stigma 
and failure.1,19,36,37

Stigma: For Shame
A familiar face, stethoscope hanging from his neck, pokes his 
head into the room, smiling. As the solid wooden door clicks 
shut behind him, he immediately voices concern, “What are 
we going to do about these headaches?”

I cut him off. “That’s not why I’m here today; I just needed an 
appointment to see you.” I inhale a slow, deep breath and let 
the words flow from me, the words that scare me, that sicken 
me, that make me feel like I am anything but the mother I 
should be. “I think I’m depressed, and I think it’s because of 
that beautiful little guy sleeping there. He just cries. And 
he’s fed, and clean, and rocked, and burped, and I don’t know 
what else to do, so I put him in his crib and let him scream. 
Because I don’t know what I would do if I didn’t leave him 
there and walk away….” Looking down, I finish my thought. 
“We have this perfect, happy little boy. We wanted him, and 
this is all I can feel for him? What kind of mother am I?”

He passes the tissues, quietly, and asks the standard ques-
tions. “When did it start?” to which I reply, “Probably 
months ago, but it’s gotten worse.”

“Have you talked to anyone about this before coming in 
today?”

“Only my husband, last night.”

“Have you thought about hurting yourself?”

“No” was a fast, truthful reply.

“Have you thought about hurting the baby?”

The silence stretches on as I hear my breathing quicken and 
my pulse race in my temples. “I wouldn’t hurt him. I don’t 
want to hurt him. I just put him down and walk away when 
I feel like I can’t take it anymore. But that’s not the mother I 
feel like I should be.”
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The American College of Obstetricians and Gyne-
cologists and the American Academy of Pediatrics 
support routine screening for postnatal depression 
at perinata, postnatal, and well-infant visits, but they 
report barriers, including a lack of experience and 
comfort with diagnosis and treatment and a lack of 
referral base for support services for women. In pri-
mary care in particular, screening is a burden.15,17,19,25,38

DISCUSSION
Intensive Mothering: Social Class and  
Risks of Postpartum Depression
Although my story details the experiences of a white, 
middle-class, highly educated woman, the American 
ideal of intensive mothering spans different strata. In 
addition to white, middle-class women,4 research has 
shown that low-income minorities subscribe to the ide-
als of supermom and being the essential parent, feeling 
similar failure and shame.11

Accepting the cultural standards of motherhood 
may be a risk for developing postpartum depression. 
Even with family support, the belief in essentialism 
is related to lower satisfaction with life.5 The fear of 
society labeling a woman as a bad mother can lead 
to shame and avoidance in seeking treatment.12 My 
experiences with postpartum depression showed me 
that I not only fully subscribed to intensive mothering 
norms, it subconsciously helped shape my depression 
and postpone my own treatment.

Screening: Addressing the Challenge of 
Postpartum Depression 
Medical professionals across primary care specialties 
have a responsibility to ensure that these conversations 
are occurring in our offices. My own experiences were 
fraught with missed opportunities, leaving me to find my 
own physician for treatment. Additionally, I had to find a 
way to verbalize what I was ashamed of feeling to receive 
treatment. Screening might have helped alleviate some of 
this burden and may have led to an earlier diagnosis.

The most widely recognized and used postpartum 
depression screening tool is the Edinburgh Postnatal 
Depression Scale.21 A more commonly used screening 
tool for depression, the Patient Health Questionnaire, 
is also available for screening postpartum depression.39 

Although no ideal tool has been identified, the goal 
is to screen for depression using a tool the clinician is 
comfortable interpreting to start the conversation.

Autoethnography as a Method for Medical 
Research
Autoethnography is primarily used by patients to 
describe their illness experiences.40,41 Even though it 

has shown benefit when applied to medical practice,26 it 
has yet to be fully adopted by the medical community. 
As a research method it brings light to experiences 
normally kept hidden and silent while staying true to 
foundational research principles. I chose to expose my 
most vulnerable moments25 and admit my failures to 
influence the culture of medicine and introduce a new 
method to primary care. We can approach research in 
a way that parallels how we approach our patients, in 
conversations about symptoms, diagnosis, and treat-
ment. Autoethnography has the potential to teach us 
about the power of personal narrative as a means to fur-
ther understand topics of medical importance.

AFTERWORD
It has been 5 years since that appointment when I described 
my postpartum depression, when my world crashed around 
me and I left with a piece of paper prescribing an antidepres-
sant, things have changed. There are now 3 small children 
racing around my feet, laughing, singing, dancing. I have 
stopped and started medications during pregnancies, I 
struggled less with admitting I was sliding back into the dark 
place of failure and guilt after our daughter’s birth, and even 
put myself first by starting treatment before giving birth 
to our third child. I know that motherhood is not neat and 
clean and perfect, that the ideals I tried and still try so des-
perately to live up to are not realistic. I know that there is no 
way to wrap up my story with a pretty bow. Instead, I smile 
at the chaos around me, the toys strewn across the floor, and 
the giggles and songs my children share with me, knowing 
that I slowly make progress every day. And more than that, I 
am blessed and humbled to help others do the same, asking 
questions of the moms I now care for as a physician. Holding 
my patients’ hands, I hold back my own tears, and we start 
together down a road of healing.

As physicians, we hear patient stories every day; it 
is part of the practice of medicine. I hope physicians 
can share my story with patients and their families 
when patients need to know that they are not alone, 
that their disease will not define them, and that they 
can find the courage to share their own story as they 
start down a path to healing with their physicians.

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/15/6/540.
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