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Abstract
Whilst there is a rich literature on maternity and employ-
ment, and an emerging literature on mental health and em-
ployment, which inform policy and human resources (HR) 
practice, there is a lack of consideration of the intersection 
of these issues—the two-way relationship between mater-
nal (specifically ‘perinatal’) mental health and employment. 
To understand individual employee perinatal mental health 
and employment experiences and pathways, and also trends 
in workplace experience in different contexts, researchers 
should consider the interaction of four elements: the body; 
the socio-cultural context; individual agency and time. 
Drawing on existing transdisciplinary literature and illustra-
tive examples from the UK context, a series of issues for ex-
ploration are identified at different levels of a bio-ecological 
systems framework. The article concludes with implications 
for HR management practice.
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1 | INTRODUCTION

Whilst there is a rich literature on maternity and employment (see Gatrell, 2011a; Stumbitz et al., 2018, for reviews), 
and emerging literature on mental health and employment (see Follmer & Jones, 2018, for review), which inform 

Abbreviations: HR, human resources; HRM, human resource management; KIT, Keeping in Touch; NHS, National Health Service; PMI, perinatal mental 
illness; PTSD, post-traumatic stress disorder.
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policy and human resources (HR) practice, there is omission of consideration of the intersection of these issues in 
both research and practice—the two-way relationship between maternal (specifically ‘perinatal’) mental illness and 
employment. The aim of this article is to develop a robust theoretical framework for exploring this intersection, and 
an agenda for research and practice, akin to Atkinson et al. (2021) paper on menopause and employment. The paper 
draws on existing transdisciplinary literature, and illustrative examples from the UK context.

In this article, the term perinatal mental illness (PMI) is used to refer to mental illness occurring during preg-
nancy and/or up to 1-year post-birth, the definition used by the UK's National Health Service (NHS). It is acknowl-
edged, however, that many PMI episodes last longer (Vliegen et al., 2014, p. 14). Whilst postnatal depression is the 
most well-known, a range of mental illnesses can occur at this time including anxiety, obsessive compulsive, and 
post-traumatic stress disorders (PTSD) (O'Hara & Wisner, 2014), elaborated below.

It is extremely important that scholars and HR practitioners consider the intersection of PMI and work. From a 
social responsibility perspective, maternal and mental health are international public policy goals (WHO). PMI affects 
up to 20% of expectant/new mothers (NHS), often goes unrecognised, undiagnosed and untreated (Law et al., 2021), 
and can have significant consequences for mothers, infants and families (NHS). A large proportion of women ex-
perience the issue whilst employed, and yet the author is aware of few empirical studies or theoretical papers that 
address this issue. From a business case perspective, supportive management of PMI is likely to positively impact 
employee attendance, performance and retention, and yet the issue appears largely absent from HR radars.

The contributions of this paper are as follows: The first is bringing PMI to the attention of organisation schol-
ars and the HR community. The second contribution is the development of a robust theoretical framework for ex-
ploring the intersection of PMI and employment, and pathways of experience, based on ecological systems theory 
(Bronfenbrenner, 1979), informed by rhythmanalysis (Lefebvre, 2004; Toyoki et al., 2006). This framework takes 
account of four key factors: biology, socio-cultural context (micro- through to macro-level), individual agency and 
time. The third contribution is the development of a research agenda for perinatal mental health and employment, 
developed from the framework and existing transdisciplinary literature. The final contribution is a set of recommen-
dations for HR practitioners, which include auditing current context, policies and practice, and then improving the 
PMI ‘rhythm intelligence’ (Rouse et al., 2021) of their organisation and key stakeholders. Practitioners are encouraged 
to consider including specialist health professionals where appropriate in individual employee case management.
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Practitioner notes

What is currently known?
•  There is a lack of academic and practitioner literature on the intersection of maternal (perinatal) mental 

health and employment.
What this paper adds?
•  This paper uses bio-ecological systems theory, informed by rhythmanalysis, as a robust theoretical 

framework for researching this issue.
•  This framework considers the intersection of biology, socio-cultural context, agency and time.
•  The paper proposes an agenda for research and practice.

Implications for practice
•  Human resource (HR) practitioners can use this framework to audit their context, policies and practices 

in terms of maternal (perinatal) mental health support.
•  A range of recommendations are made to improve support for perinatal mental health at work.
•  HR should consider including specialist health professionals where appropriate in individual employee 

case management.



The next section provides the rationale for a theoretical framework accounting for biology, environment, agency 
and time. Bio-ecological systems theory is introduced, with some additions from rhythmanalysis, which is useful 
for theorising the ‘arrhythmia’ likely in PMI and employment pathways of experience. A table then summarises the 
framework and associated research agenda, before key elements are discussed in turn, with reference to insights 
from transdisciplinary literature. The paper concludes with implications for human resource management (HRM).

2 | PMI AND EMPLOYMENT: ACKNOWLEDGING BIOLOGY, ENVIRONMENT, AGENCY 
AND TIME

PMI is classed as a ‘significant complication’ of pregnancy/the postpartum period (O'Hara & Wisner, 2014), whilst 
maternity itself presents significant bodily changes. Both affect different women in different ways, and specific wom-
en in different ways over time (at different stages of maternity/course of mental illness). As such, any theoretical 
framework for understanding the intersection of PMI and employment should consider biological experience. Symp-
toms and severity are likely to impact a woman's ability to do her job, attend work and remain in work/return to work 
after maternity leave. The body is also embedded within a specific socio-cultural context, and a range of structural/
cultural factors will influence how pregnancy and PMI are conceptualised, experienced, and intersect with work for 
any individual woman.

Ecological systems approaches accept holistic conceptions that consider biological, psychological, sociocultural 
and physical environmental elements (Stokols, 2000). Originally designed to theorise early childhood development, 
bio-ecological systems theory (Bronfenbrenner, 1979) addresses an individual's relationships in and within particular 
contexts. It has been used by researchers with various disciplinary interests, including wellbeing at work (Bone, 2015), 
employee relations and the work–life interface (Pocock et al., 2012; Voydanoff, 2008); mental health recovery (Kelly 
& Coughlan, 2019) and inclusive organisations (Doughty & Moore, 2021).

Bio-ecological systems theory can be used to map how an individual (bodily experience) interacts with a 
multi-layered socio-cultural context, in a temporal way. The theory divides a person's environment into five eco-
logical levels: microsystem (micro-settings of interest), which has the strongest level of influence; mesosystem (how 
micro-settings interact); exosystem (indirect environments); macrosystem (society) and chronosystem (space through 
time) (Bronfenbrenner, 1999, p. 20). The five systems are interrelated, and ecological systems can be either positive 
or hostile for an individual (Bone, 2015).

Applied to PMI and employment, key micro-settings are the workplace, healthcare system (the individual's in-
teractions with medical professionals) and home, as well as possibly the community, including peer support. Roles, 
relationships and safety within each domain are crucial (Bronfenbrenner, 1979) as are how domains interact with 
each other (mesosystem) and with the body. In relation to the latter, specific job or home contexts might make PMI 
more likely or symptoms more severe, and healthcare context will influence diagnosis and treatment. Each of the 
micro-settings and the mesosystem are in turn informed by the next levels. The exosystem incorporates formal and 
informal social structures which do not themselves contain the individual as an active participant, ‘but in which events 
occur that affect, or are affected by, what happens in the [micro] setting’ (Bronfenbrenner, 1979, p. 25). This level 
contains employment regulation, healthcare and welfare systems, as well as cultural norms around motherhood and 
mental health. The macro-system refers to ‘consistencies, in the form and content of lower-order systems (micro-, 
meso- and exo-) that exist, or could exist, at the level of the subculture or the culture as a whole, along with any belief 
systems’ (Bronfenbrenner, 1979, p. 26). Capitalism, pro-masculine gender orders (Acker, 1990; Bradley, 2012) and 
‘ablism’ (Alvesson & Karreman, 2000) are likely the most important forces shaping PMI and employment experience, 
although other forces may be influential for specific women based on their intersectional positioning.

The chronosystem recognises that for particular interactions to be effective, they must occur regularly over ex-
tended periods (Bronfenbrenner, 2000), but also that chaos can ‘interrupt and undermine the formation and stability 
of relationships and activities’ (Bronfenbrenner, 2000, p. 133). The chronosystem takes account of both historical 
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time (changes to the socio-cultural environment) and biographical time, which in our case includes biological chang-
es over time; relationship changes over time; and skills development over time (affecting ‘bargaining power’ in the 
employment relationship; and problem-solving abilities in relation to new family demands). The notion of the chron-
osystem, and disruptions to stable relationships and activities has parallels to the notion of ‘arrhythmia’ within rhyth-
manalysis (Lefebvre, 2004; Toyoki et al., 2006). It is likely that the rhythms of a woman's body and the rhythms of her 
employment will be disrupted by pregnancy and PMI, causing arrhythmia (see Rouse et al., 2021). The conceptualis-
ation of agency in rhythmanalysis is useful in theorising possible responses.

In rhythmanalysis, agency has a specific temporal orientation, being predominantly past-focused repetitive/rou-
tine (acting to preserve existing rhythms); practical-evaluative (creating a new solution in the moment) or projective 
(with reference to future rhythm concerns). (Toyoki et al., 2006, p. 104) state that actors may have ‘more or less 
conscious knowledge of the various temporal and spatial forces that are in play in any given situation’, but tend not 
to innovate rhythms, performing practices that comply with cultural schemas (generalized notions of appropriate pat-
terns of action/norms), governance regimes (institutionalised sets of recurring and systematic connections between 
social roles) and resource distributions handed on from the past. These additional rhythmanalysis concepts are used 
in the framework to categorise influencing factors at the micro- and exo-system levels.

Literature on maternity and employment, and also mental health and employment, seems to support the notion 
that key stakeholders tend to preserve existing work rhythms, rather than demanding change to governance regimes, 
cultural schemas and resource distributions to accommodate arrhythmia. Silence at work about mental illness is a 
common employee strategy (King & Botsford, 2009), as conditions can remain invisible (Ragins, 2008) unless be-
havioural change is extreme. Presenteeism is also common in this population (Elraz, 2018). Such strategies prohibit 
work(place) accommodations being made/offered, even where potentially available. Silence at work is also common 
in early pregnancy, with women employing other strategies over time (as disclosure becomes inevitable) to manage 
the pregnant body as ‘controllable [and] linear’ at work, even when personally experienced as ‘messy and unpredict-
able’ (Gatrell, 2011a). Routine and practical-evaluative strategies to downplay arrhythmia include pregnant presen-
teeism (remaining present at work despite nausea, exhaustion and other symptoms) (Gatrell, 2011c; Haynes, 2008); 
‘supra-performance’ (Gatrell, 2011b) defined as performing above expected standards; and ‘maternal stoicism’ 
(Gatrell, 2013; van Amsterdam, 2014)—coping with competing physical demands and tolerating discrimination/side-
lining. Interestingly, Gatrell primarily researched UK professionals, suggesting even relatively privileged women—in 
terms of governance regimes (maternity rights), cultural schemas (working motherhood norm) and resources (quali-
fications and bargaining power)—resorted to agency that maintained, rather than challenged, existing work rhythms 
that were ‘unfriendly’ to their maternal bodies. Even when formally requesting a change to work rhythms, via flexible 
working applications upon return from maternity leave, women have been found to engage in ‘edited disclosure’ 
(Rouse et al., 2021), attempting to resolve most arrhythmia themselves.

Employers/managers appear to act in a similar way. Formal requests for flexible working following maternity 
leave are often refused, or inadequate accommodations made to enable success (Rouse et al., 2021), even where 
this causes managers problems personally. This results in a feedback loop incorrectly reinforcing beliefs that work 
and maternity rhythms are incompatible, which then justifies continued rejecting and under-accommodating. More 
broadly, we have ongoing reports of discrimination against, and negative treatment of, maternal and ill bodies at 
work, in the United Kingdom and beyond, despite years of employment legislation (i.e., CIPD, 2016; Stevenson & 
Farmer, 2017; Martin et al., 2018). Consciously or unconsciously, key stakeholders appear unlikely to adjust work 
rhythms, despite the potential of maternal and ill bodies, given appropriate support.

Scholars such as Rouse and Sappleton (2009) have called for interventions to help managers and employees 
develop practical-evaluative and projective skills to better negotiate supportive maternity management. Research has 
yet to consider the actions and decision-making of both managers and employees when it comes to PMI and employ-
ment, and the support both might need in determining and actioning workplace adjustments. Because PMI is a dual 
physical/mental condition, there may be more opportunity for it to be revealed as a workplace issue and framed as a 
management/HR responsibility to resolve.
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Bio-ecological systems theory, informed by concepts from rhythmanalysis, is proposed as a fruitful framework 
for exploring individual PMI and employment experiences; pathways of experience; and accumulation of insights and 
comparison across contexts.

3 | THE FRAMEWORK APPLIED AND AGENDA FOR RESEARCH

Table 1 sets out the conceptual framework by level, mapped to research focus for organisational/HRM scholars. This 
is followed by a discussion of each level of the system.

4 | THE BODY EXPERIENCING PMI

The biological experiences of relevance to our enquiry are maternity and mental illness. A woman's body goes through 
many changes in the perinatal period: a ‘novel rhythm of conception, gestation, and childbirth’ (Rouse et al., 2021,  
p. 5). A woman may experience a range of different physical and mental symptoms, to varying levels of severity, at dif-
ferent times. These disrupt normal bodily rhythms, and how they intersect with other rhythms such as employment.

PMI includes a range of conditions. Depression and anxiety disorders (pre- and/or post-natal) are the most 
common and range from mild to severe (O'Hara & Wisner, 2014). A lesser known, but extremely serious condition is 
post-partum psychosis, which presents rapidly after birth, with mood fluctuation, confusion, and marked cognitive 
impairment (bizarre behaviour, hallucinations) (O'Hara & Wisner, 2014). There is also perinatal obsessive–compulsive 
disorder (OCD) and perinatal eating disorders. Individuals may experience PTSD triggered by birth or Neonatal  
Intensive Care Unit experience (Shaw et al., 2009). Pre-natal illnesses are unlikely to stop at birth (Vliegen et al., 2014,  
p. 14), co-morbidity is common (i.e., depression and anxiety experienced together) (O'Hara & Wisner, 2014), and there 
is a high risk (around 40%) of subsequent perinatal and non-perinatal (not linked to pregnancy) relapse (NICE, 2014).

Available literature (O'Hara & Wisner, 2014) suggests certain PMI experiences may affect rhythms/pathways 
differently. An episode of mental illness starting in the perinatal period may be the first experience of mental illness 
for a woman, arising due to a mixture of genetics, biological change and psychosocial change (NHS, 2017). This might 
come as a significant ‘shock’ to a woman, and she might be unaware of sources of support, including at work. Alterna-
tively, PMI might occur after prior mental health issues. Pre-existing diagnoses place a woman at higher risk of devel-
oping PMI (O'Hara & Wisner, 2014), and certain occupational contexts make this more likely, such as PTSD frequency 
in the police/military (Martin et al., 2009). A complex fertility history might also have an impact. It is well established 
that infertility, fertility treatment and miscarriage are linked to adverse mental health, including anxiety, depression, 
and suicidal thoughts (American Pregnancy Association, 2019; Griel et al., 2010; Verhaak et al., 2007). Miscarriage 
or ectopic pregnancy might also invoke PTSD (Farren et al., 2020). A history of fertility/pregnancy problems might 
also foreground potential complications in an expectant mother's mind, increasing anxiety (Gaudet et al., 2010). Prior 
mental health or fertility-related struggles might improve a woman's ability to identify new psychological symptoms, 
but potentially impede her ability to manage/overcome them. The rhythm pathways of these different experiences, 
in terms of the intersection with work, may be quite different (elaborated below).

Mental health rhythms are affected not only by triggers, symptoms and severity, but also by diagnosis (or not) 
and treatment, as informed by other levels of the bio-ecological system. Treatments for PMI vary and include psy-
chological counselling, medication, and hospitalisation for extreme cases (O'Hara & Wisner, 2014)—each with their 
own temporal pathway. Taking the example of medication for depression, these often take weeks before showing full 
effect, can make an individual feel worse initially, and can induce a range of side effects (NHS, 2021). Furthermore, 
an individual may try several medications before finding the best one, with each change requiring a period to wean 
off the last one (NHS, 2021). These issues need to be factored into support for PMI in the workplace.
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Level Focus Indicative factors
Indicative research interests for HRM/
organisation studies

Individual Biology Stage of maternity; body changes; 
mental illness episode(s); symptoms; 
reaction to medications (side effects); 
behaviours

 -  Responses to symptoms/side effects

Embodied knowing and agency  -  Impact of symptoms/side effects on 
capabilities (performance, attendance, 
maternity management strategies)

Other biological intersections, i.e. age, 
ethnicity

 -  Employee identity

 -  Employee sense of control and 
predictability over their body (at work)

Microsystem Work micro-
setting

Governance regimes: Such as, working 
hours; leave entitlements; policies 
(maternity, absence, flexible Working, 
etc.); working environment; reporting 
lines and spans of management control; 
communication channels

 -  Nature of arrhythmia

Cultural schemas: Such as, leadership 
styles; attitudes; norms

 -  Impact of workplace on ability 
to access treatment (attend 
appointments/insurance)

Resources: Such as, skills; salary; autonomy; 
length of service; friendships; 
competence/experience of managers 
and HR; wellbeing provisions; benefits; 
access to childcare

 -  Employee strategies re. Arrhythmia

Agency: Employee; manager; colleagues, 
HR

 -  Manager strategies re. Arrhythmia

 -  HR strategies re. Arrhythmia

 -  Employee bargaining power and sense 
of entitlement to support

 -  Discrimination

 -  Level of support from colleagues

Medical 
micro-
setting

Governance regimes: Maternity and mental 
health provisions, criteria, funding, and 
resourcing; staffing levels/workloads; 
opening hours and operations

 -  Impact of healthcare experience 
on workplace experience (linked to 
diagnosis and treatment)

Cultural schemas: Assumptions about 
need (who is screened, etc.); attitudes 
towards different treatments

Resources: Medical professional 
competence/experience

Agency: Individual; health professionals

Home/family Family role; household finances; partner/
family support with childcare; 
emotional and physical safety in home; 
involvement of extended family

 -  Impact of home experience on mental 
health and work experience

Community Peer support for pregnancy, new 
motherhood, PMI

 -  Impact of community experience on 
mental health and work experience

T A B L E  1   Conceptual framework and research agenda
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T A B L E  1  (Continued)

Level Focus Indicative factors
Indicative research interests for HRM/
organisation studies

Mesosystem Interactions 
between 
micro-
settings

Relationships; communications; and 
alignment of goals

 -  The extent to which medical 
professionals and home dynamics 
input into work experience

Exosystem Other social 
structures

Governance regimes: Such as, labour 
markets; employment legislation; social 
policy; healthcare systems and funding; 
trade unions; tribunal system rules

 -  Analysis of national policy and 
legislation

Cultural schemas: Such as, narratives 
around working motherhood and 
maternal mental health; industry 
work cultures; power of trade unions; 
presence of mothers in leadership roles

 -  Patterns of experience (i.e., 
discrimination or disclosure) in 
different workplaces/industries

Resources: Specialist charities  -  Patterns in tribunal claims

 -  Influence of stigma, but also social 
‘narratives of support’ (i.e., mental 
health campaigning)

 -  Influence of third sector institutions 
on individual agency and workplace 
experience

Macrosystem Society/
culture

Neoliberalism; gender orders; ablism; 
geography

 -  International/comparative research

Chronosystem Temporality 
(past, 
present 
and 
future)

Historical time  -  Impact of biography (including job 
history) on conditions/symptoms

Biographical time  -  Impact of biography on agency

Relationships over time  -  Impact of projective-thinking in 
decision-making of key actors

 -  Impact of changes to policy and 
cultures

 -  Individual pathway experiences over 
time

 -  Employee–line manager relationships 
over time, and the impact on agency 
and pathway experiences

 -  Employee–colleague relationships over 
time, and the impact on agency and 
pathway experiences

 -  Reinforcement or elaboration of work 
rhythms

Abbreviations: HR, human resources; PMI, perinatal mental illness.

There is a two-directional relationship between mental health and work. Engagement with work can impact 
mental health and recovery either positively or negatively (Martin & Fisher, 2014; Stevenson & Farmer, 2017), with 
the nature of the work being key. Stressful work, precarious employment and discrimination have been linked to PMI 
(Kachi et al., 2021; Karl et al., 2020). Mental illness also impacts upon work, limiting ability to engage in or fully meet 
the requirements of certain jobs (Follmer & Jones, 2018).
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Material feminism (Alaimo & Hekman, 2008) is useful in conceptualising how the body relates to other levels 
of the framework and informs pathway experiences. The movement is key in advancing theoretical insights into the 
materiality of bodies, and registers the interplay of biology, agency and society, via the ‘inextricable entanglements of 
bodies in time and space, with histories, the socio-political and the material (see Grosz, 2004)’ (Warin, 2015, p. 52). 
This is sometimes lacking in management/organisation studies (Fotaki et al., 2014). Material feminism acknowledges 
that women experiencing PMI have some degree of agency—via constantly acquiring capabilities and capacities 
(Grosz, 2004)—in how they view and react to their bodies, symptoms and side effects, as well as these bodies, symp-
toms and side effects limiting certain capacities. Embodied ‘knowing’ and agency will be informed by the woman's 
history; other bodies and non-human material she encounters; as well as discourse/socio-political contexts (see 
Katila, 2019). She has some degree of choice over whether/the extent to which/and how she interacts with other 
bodies, material and discourse in the different micro-settings (health services; workplace; home and community).

5 | THE MACRO- AND EXOSYSTEM: SETTING THE SCENE FOR WORKPLACE 
EXPERIENCE

As noted above, the macro-system is said to refer to ideology/beliefs at the level of culture or subculture, that impact 
all other levels of the bio-ecological system. Capitalism, gender orders, and ablism have long been identified as domi-
nant, global forces. These forces, especially working together, position maternal and ‘ill’ bodies as ‘problematic’ in the 
labour market and workplace—contrasted to the ‘ideal worker’ who can work full time, long hours, unencumbered 
and constantly visible (Acker, 1990; Bradley, 2012). They also inform cultural schemas around ‘good motherhood’, and 
how a mother is supposed to feel about pregnancy and her new baby (Law et al., 2021).

Experiencing something that sits at odds with dominant narratives can invoke stigma, and self-stigma. Stigma is de-
fined as an attribute or ‘mark’ considered abnormal, flawed or deviant and that is apparent to others (Goffman, 1963). 
Individuals who share a given stigma are categorised as similar and assumed to exhibit (often negative) attributes/
behaviours, resulting in stereotyping and discrimination. The degree of stigma connected to an identity varies along 
multiple dimensions, including course, disruptiveness, aesthetic qualities, origin and peril (Jones et al., 1984). Mater-
nity can be considered ‘disruptive’ and problematic ‘aesthetically’, especially in the workplace (Gatrell, 2011a). Mental 
illness is similarly disruptive and may be linked to peril (dangerousness) (see Corrigan et al., 2007), unpredictable 
course (fluctuation in symptoms) and confusion about origin (perceptions that an individual can ‘snap out of’ a mental 
illness episode). These features were observed by Follmer and Jones (2018), who concluded that mental health stigma 
is more significant and problematic than stigma around other concealable identities/disabilities (see also Stevenson 
& Farmer, 2017). Maternity and mental illness together is likely to result in compound stigma, considered even more 
disruptive and unpredictable (Dolman et al., 2013). Stigma, along with the ‘ideal worker’ and ‘good mother’ narratives 
from which they derive, inevitably infiltrate the micro-system and influence relationships and attitudes (Follmer & 
Jones, 2018; Gatrell, 2011b; Haynes, 2008). The contrast between PMI and good mother norms has been found to 
invoke stigma even among some healthcare professionals (Dolman et al., 2013).

Acknowledging the chronosystem, whilst capitalism, gender orders and ablism have proved resilient forces over 
time, international research and activism highlighting employment discrimination has resulted in exosystem (i.e., gov-
ernment and legislative) protections. Taking the UK context, ‘pregnancy and maternity’, and ‘disability’ (which includes 
mental illness), are classed as ‘protected characteristics’1 within the Equality Act 2010. It is unlawful to discriminate 
against someone at work because of a protected characteristic, and the Act provides a legal obligation for organisa-
tions to make ‘reasonable adjustments’2 to accommodate disability—thus to adapt work rhythms to an appropriate 
degree. Maternity entitlements are also relatively generous for many employed women—with leave entitlements of 
up to 1 year, and payments for 9 months. There are also options around ‘shared parental leave’, the ‘right to request 
flexible working’ and Keeping in Touch (KIT) days3—all designed to provide greater flexibility between the work and 
home micro-settings. Organisations are required to carry out maternity risk assessments to audit the job/work envi-



ronment and make changes or provide paid leave where appropriate. Maternity- and disability-related absence are 
also recorded differently to other absence, to minimise negative consequences. If employers fail to follow legislation, 
there is an employment tribunal system for individuals to seek recompense.

Unfortunately, such legislation neglects PMI. Postnatal maternity-related absence is not recorded in the same 
ways as absence in pregnancy or disability. There is nothing in maternity risk assessments to pick up on mental illness, 
and KIT days are not about wellbeing or planning for required adjustments upon return to work. Furthermore, PMI 
is unlikely to qualify as disability, as the latter is ‘long-term’ (equating to a year or more), when PMI durations vary 
(O'Hara & Wisner, 2014) and a woman may not recognise that the problem may persist. Furthermore, where women 
experience discrimination on the grounds of maternity, they are unlikely to pursue employment tribunal due to the 
‘prohibitively short’ (Baska, 2019) time limit (3 months) for bringing a claim. This limit may be especially problematic 
when a woman experiences PMI as she may not recognise an employer's actions as discrimination and/or have 
energy to raise a challenge. HR professionals can seek to understand their specific exosystem and mitigate gaps in 
legislative provisions within organisational policies.

International and comparative research is important at the macro level. Stumbitz et al. (2018) note that most 
countries provide some women with maternity leave rights, although many women internationally have no right to 
leave and receive no pay. Different countries also have different perinatal mental health services, based on funding 
and other factors. The United Kingdom is world-leading in this respect, with specialist community services in all 44 
local NHS areas in England, 14 dedicated mother and baby units, and plans for the extension of perinatal services to 
2-year post-birth by 2023/2024 (NHS). Cultural schemas also vary by geographic location, including those around 
mental health (i.e., Choudhry et al., 2016), maternity (i.e., Danziger, 2012) and wellbeing/psychosocial safety at work.

6 | THE MICRO- AND CHRONOSYSTEM: WORKPLACE SUPPORT OVER TIME

The microsystem is defined as ‘a pattern of activities, roles, and interpersonal relations experienced by the developing 
person in a given setting’ (Bronfenbrenner, 1979, p. 22). It is composed of two or more ‘micro-settings’, which have 
a key influence on specific experience. These settings are places that the individual directly engages with and are 
therefore experiential spaces where they form perceptions. Micro-settings thus have both objective and perceived 
properties (Bronfenbrenner, 1979) which can inform action.

Due to space constraints, the main discussion here relates to the workplace micro-setting. I will add, however, 
some worrying information regarding the health micro-setting. A recent Guardian article drew on findings from a UK 
National Childcare Trust survey to state that much PMI goes undetected because many new mothers are given as 
little as three minutes to discuss feelings and mental health at the 6-week postnatal check-up, with a sixth given no 
time at all (Campbell, 2019). Furthermore, women may worry about telling healthcare professionals how they feel, 
fearing judgement, or that their child will be taken away (Royal College of Psychiatrists, 2018). Such issues impact 
disclosure at work, and availability of evidence to support disclosure.

Workplace roles, relationships and safety, as experienced by an individual, are informed by the interaction of var-
ious governance regimes, cultural schemas, resources and agency (see Table 1). It is here that exosystem factors are 
mediated and translated into policy, practice and workplace norms. Maternity and wellbeing policies thus have the 
potential to go above and beyond regulatory protections, or on the other hand, cultural norms and workloads could 
lead managers to block access to entitlements or send messages that take-up would be frowned upon (see Kossek 
et al., 2011). This is where agency (especially routine) may impede policies from meaningfully changing workplace 
rhythms.

When it comes to line managers, numerous issues can prevent supportive responses in relation to PMI, along-
side ignorance or hostility. These include confidence (Shann et al., 2014); lack of procedural knowledge (Martin 
et al., 2015); and/or fears of awkwardness, of offending, or of handling the situation badly (Martin et al., 2018)— 
especially in relation to personal characteristics that carry special legislative protection. Such challenges are exacerbat-
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ed where organisational support and guidance around appropriate action is lacking (Martin et al., 2018), which seems 
likely with PMI. Managers must also balance the needs of the affected employee with co-workers (especially those 
taking on additional workload) to avoid team-level animosity (Ladegaard et al., 2019), and with their own wellbeing 
(Martin et al., 2018). Appropriate training interventions and support for managers can help to mitigate such issues.

Relationships are temporally informed, and it is important to consider how workplace support for PMI may vary 
over time. First, there are issues to consider relating to the temporality of maternity itself, and how this relates to 
exosystem governance regimes. Let us start with disclosure. If mental illness coincides with the pregnancy stage of 
maternity, a woman in the United Kingdom may be more likely to disclose this to their manager than if it occurs post-
natally, especially during maternity leave. During pregnancy, UK legislation mandates a maternity risk assessment, 
and there are likely to be other discussions between manager and employee around maternity planning (i.e., mater-
nity leave timing and duration). This provides an opportunity for PMI disclosure, especially where the relationship 
is positive. Where the relationship is negative, silence seems more likely (see Brouwers et al., 2020, for discussion 
of temporality and relationships in mental health disclosure decisions). Here, silence may well be enabled by the 
protections around sickness-absence reporting during pregnancy. A woman could give a physical health reason for 
PMI-related issues/absence if she perceived this to be less stigmatising, knowing it would be reported non-punitively. 
If PMI occurs during maternity leave, however, a woman may be more reluctant to disclose, even where the relation-
ship with the manager is positive. She may hope/believe the condition will have improved by the return-to-work date, 
and there may be less opportunities to raise the issue (less interactions). As time passes and the expected return date 
looms closer, she may become more anxious, feeling bad for the lack of disclosure earlier, and so avoid communicat-
ing or taking up KIT days. Where illness is ongoing at the point of expected return, she may choose to resign and/or 
exit the labour market entirely, with her manager unaware of the reason. Maternity policies that include information 
on PMI may be beneficial here, giving women a reference document for raising concerns about their mental health 
at whatever point they occur.

The timing of PMI within maternity may also impact manager reaction, if disclosed. If occurring during pregnan-
cy, a manager may feel obligated to engage in discussion with the employee about reasonable adjustments. This fits 
with expectations around maternity risk assessments. Where postnatal, however, the manager may be less inclined 
to act. The exosystem governance regime of maternity leave, designed as a benefit to women, may act against a new 
mother here, when combined with neoliberal and masculine management cultures. Employees on maternity leave are 
often considered outside of business operations and so not a legitimate concern (Rouse et al., 2021). Even supportive 
managers may consider it inappropriate to contact women during maternity leave, as well as ill equipped to plan an 
appropriate return to work should PMI be disclosed. Clear requirements within maternity policies for regular wellbe-
ing checks, including throughout maternity leave, would increase manager sense of responsibility. This intervention 
will also provide an opportunity for women to speak up, helping to mitigate the issue raised in the last paragraph.

Relationships are temporally informed beyond the maternity timeline—by the history of the relationship, and of 
each actor. How PMI is managed will depend on whether this is the first experience of acute arrhythmia within the 
relationship, and how each party has previously experienced/managed arrhythmia. If the employee had a pre-existing 
mental illness, complex fertility journey or similar, that affected their work, the employee and manager might have 
negotiated rhythm adjustments to minimise disruption (practical evaluative agency). In such cases, past skills and 
practices can be drawn upon (see Martin et al., 2018), although this instance may prove more unique. If the individual 
had recently changed manager, however, this joint history (resource) would be absent. Each individual has their own 
history, however, and so a manager with extensive experience managing other employees through arrhythmia of 
different types might have accrued sufficient ‘rhythm intelligence’ (Rouse et al., 2021) to apply their learning to this 
context. To avoid the handling of PMI being ‘luck of the draw’ in terms of management competence, management 
development interventions around wellbeing at work (Mellor & Webster, 2013) are needed, which might include 
coaching, case studies and role plays, as well as information on policies and procedures.

A history of mental illness or other arryhthmia may cause its own problems, however, in terms of PMI disclosure 
and support available. If an employer/manager has made accommodations in the past, and/or colleagues have picked 
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up additional work, an employee may worry about the ‘balance sheet’ of credits on which adjustment relies (Dex 
& Scheibl, 2001), and feel unable to make another request. On the other hand, if prior instances of mental illness/
arrhythmia have been handled badly, and the employee felt unsupported (see research on psychological contact 
breach, i.e., Zhao et al., 2007) and unable to satisfactorily perform their job duties, then a new episode, with the 
compound stigma associated with PMI and potentially additional responsibilities around infant care, may push a 
woman to take action. She may feel the work-life situation is untenable and so quit the job/labour market. To mitigate 
such perceptions, communications campaigns may be important, to show that positive handling of maternity/mental 
health at work is possible and in the business interest. It is also important to show that there are alternative avenues 
to access support if the line manager is deemed unsupportive (including HR). The actions of employees and man-
agement, where visible to others, will have an influence on evolving cultural schemas—signalling to others whether 
work–life arrhythmia will be supportively handled (Law et al., 2011).

7 | OPPORTUNITIES FROM THE MESOSYSTEM

As stated above, the mesosystem refers to the interactions between different micro-settings. Following Doughty and 
Moore (2021), communications, relationships and alignment of goals are important here. When it comes to know-
ing how best to support a specific employee experiencing PMI in the workplace, HR should consider how best to 
communicate, and build relationships with, key actors in the healthcare and home micro-settings who have the same 
goal—helping the woman navigate her new polyrhythmic assemblage, including maternity and the rhythms of mental 
illness and treatment. It is important for work and healthcare settings to be aware of supports and safety at home, in 
terms of whether the woman has access to a safe partner, or other support system, who offers logistical and emotion-
al support, and a safe living environment. If the woman is under specialist perinatal mental health services, she may 
have a key worker well placed to understand her condition; home situation; how her condition and supports might 
affect ability to attend/perform at work; and what work adjustments might be helpful. Depending on maternity stage 
and mental health history, the key worker might be a specialist midwife, specialist health visitor or psychiatric nurse. 
If the woman is not under specialist services, her doctor, midwife or health visitor may be appropriate. Such profes-
sionals could be invited to contribute to meetings or asked to provide letters/reports to aid in maternity planning. In 
all instances, however, the ability (linked to skills, but also time pressures) and willingness of the health professional 
will have an impact on the success of such strategy. This leads to potential action points for decision-makers within 
health care that are beyond the remit of this paper.

8 | IMPLICATIONS FOR HRM

The literature reviewed, applied via a bio-ecological systems framework, suggests there is still some way to go to 
accommodate the rhythms of maternity and mental health within the rhythms of work, even in the United Kingdom, 
where maternity entitlements are relatively generous; there is legislative protection around maternity and mental 
health at work; and health services are world leading. When it comes to PMI and employment, arrhythmia unfortu-
nately seems likely. So what is the role of HR?

Whilst HR professionals do not have control over the macro and exosystem forces that inform their organisa-
tional contexts, they do have some influence over governance regimes and cultural schemas relevant to maternity 
management, wellbeing at work, and the nature of relationships between employees and their managers. HR profes-
sionals should start by auditing their ecological system and considering the impact of macro and exosystem factors on 
their culture, governance regimes and the likely resources of differently positioned employees. This will help inform 
a picture of how supportive their workplace is likely to be for those experiencing PMI and highlight opportunities for 
improvement.
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In terms of governance regimes, amendments can be made to maternity policies, disability policies, maternity 
risk assessments and absence management processes. As there are likely to be many unknowns in the manage-
ment of PMI, dialogue and flexibility appear important. As noted above, policies should require managers to have 
regular discussions with an employee throughout the maternity journey and involve specialist health professionals 
wherever possible. Reasonable adjustments should be considered, including phased returns from maternity leave, 
and should be regularly reviewed. If a worker reports a collaborative partner or childcare support person in the 
home micro-setting, and desires their involvement, managers/HR could offer to include that person in developing 
or refining adjustments. An example might be discussing working hours adjustments to navigate around partner's 
work demands or a nanny's available hours, to reduce arrhythmia and stress. Sometimes, trial and error may be the 
strategy required. Teams should be consulted, where workload reallocation decisions affect them, where this would 
not breach confidentiality. For this to work well, broader governance regimes may need attention. Managers need 
the autonomy, time and resources to act. They also need to be held accountable, with employee wellbeing included 
in performance management requirements.

Cultural schemas can be influenced by building narratives of support around various forms of work–life arrhyth-
mia, including maternity and mental illness, although the power of HR in creating culture change remains contested 
(Ogbonna, 2019). Any reports of discrimination on the grounds of maternity and/or mental illness should be investi-
gated, and any wrongdoing addressed. Cultures of presenteeism should be discouraged, with senior leaders co-opted 
wherever possible to role-model responsible attitudes towards taking leave when needed, including ‘mental health 
days’ (Lamont et al., 2017). There can be specific awareness-raising around PMI, via the promotion of awareness 
weeks, adding resources to staff intranets, encouraging sharing of stories (including supportive management stories) 
and peer support mechanisms. Line manager competence can be increased via specific learning and development 
interventions, with integrated stigma-reduction training (Hamann et al., 2016).

9 | CONCLUSION

Follmer and Jones (2018) note that missing from most studies on mental health and work was a strong theoretical 
rationale to guide the research questions and hypotheses. Stumbitz et al. (2018) state that there is an urgent need for 
research on maternity management to consider the complex and embodied transitions from pregnancy to maternity 
leave and then paid work. They also call for theorising that incorporates positionality and intersectionality. Bioeco-
logical systems theory, with additions from rhythmanalysis, is presented as a conceptual framework to encourage a 
global programme of research on perinatal mental health and employment, and a way for HR professionals to begin 
to think about the issue. Both the research community and HR practitioners begin from a base of extremely scarce 
knowledge—the author is aware of no existing research that addresses this topic. Bioecological systems theory ex-
plicitly considers the complex inter-relationships between the body, environment, agency and time, and enables 
exploration of PMI and employment pathways.

Pocock et al. (2012, p. 406) acknowledge that such systems models ‘do not tell us what to expect when we begin 
analysing a system, or how change in one domain will necessarily affect another’, instead pointing to ‘domains that 
matter, interactions and factors that are likely to be significant, and the need to locate analysis in a larger macro social 
and political context’. This paper has indicated the domains that matter to exploring PMI and employment. Empirical 
research is now essential to draw out the interplay of factors, at different points in time, and in different places. En-
gaged activist scholarship (Rouse & Woolnough, 2018) is also encouraged, to campaign for change at different levels 
of the system.

At the level of the workplace, governance regimes, cultural schemas and relationships are presented as key. 
HR professionals are encouraged to audit and improve the PMI ‘rhythm intelligence’ (Rouse et al., 2021) of their 
workplace and key actors. They can work on plugging exosystem support gaps in their policies and procedures, 
and attempt to influence cultural norms and management accountability. They can also influence the nature of 
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relationships—both within the work micro-setting (via learning and development interventions) and between the 
micro-settings of work, health care and home (the meso-system). Evaluation of the impact of any action is vital, to 
support an ongoing business case for investment.

As a final comment, it is important to note that the framework presented in this paper focusses on the birthing 
parent. The framework could be usefully adapted to consider the non-birthing partner, or mental illness associated 
with adoption. It is estimated that one in ten fathers experience PMI (Royal College of General Practitioners, n.d.), 
a conservative estimate as men are less likely to be screened and diagnosed. Adoptive parents can be similarly 
affected (Foli et al., 2016). These issues are less widely acknowledged, and there might be greater levels of stigma 
attached. An individual's experience at work when their partner experiences PMI also warrants consideration, es-
pecially if ways of parenting are affected (Beestin et al., 2014). By including partners (where available and support-
ive) in conversations about reasonable adjustments for PMI, more than one set of employee and workplace could 
benefit.
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ENDNOTES
 1 Protected characteristics are ‘aspects of a person's identity that make them who they are’. There are nine protected char-

acteristics identified in the Equality Act 2010.
 2 Where someone meets the definition of a disabled person in the Equality Act 2010, employers are required to make rea-

sonable adjustments to any elements of the job which place a disabled person at a substantial disadvantage compared to 
non-disabled people.

 3 Keeping in Touch days are up to ten days that an individual can work during their maternity/adoption leave without bring-
ing the leave or pay to an end. They are designed so individuals can maintain connections with work and attend training/
development activities.
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