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Abstract
Becoming a parent is considered a major life event. Recently, in Western society, fathers are a
more engaged partner in the rearing of a child than previous generations. Since new fathers may
lack role models for this new way of parenting, a mother’s role may facilitate the mastering of
this new fathering role. However, what is not well known is how fathers experience fatherhood
when their female partners’ abilities to parent are influenced by postpartum depression (PPD). A
mother’s PPD may affect her ability to properly parent and has potential negative effects on the
mother, child, father, and family unit. To date, little research explores the fathers’ lived
experience of their female partners’ PPD. The aim of this study was to describe the father’s first
lived experience of living with a female partner with PPD. Giorgi’s descriptive
phenomenological psychological method was conducted using a purposive and snowball
sampling strategy to recruit 6 participants when saturation was reached. Giorgi’s (2009) method
of analysis was used to form a description of the meaning of the experiences as lived by the
fathers. Six essential constituents were identified: (a) turbulent emotional journey; (b) loss of her;
(c) life crisis which is overwhelming and burdensome; (d) a forced transformation of self,
marriage, and family toward a new normal; (e) uncertainty and a guarded future; and (f)
insufficient support and barriers to care. This new knowledge will enhance nurses’ and other
health care providers’ awareness of the fathers’ experience of their female partners’ PPD and
will enable nurses to be better able to meet the health needs of a new family.
Keywords: fatherhood, postpartum depression, family unit, phenomenology, experience

v

Acknowledgements
I would like to express my sincere gratitude to the participants in this study for sharing
their lived experiences with me. I am honored to share their descriptions in a format that may
facilitate change in our health care system to improve service delivery to new fathers and
families living with PPD.
I would like to thank my thesis supervisor, Dr. Gloria McInnis-Perry for her guidance
throughout my thesis project. I would also like to thank my thesis committee members, Dr.
Janet Bryanton and Dr. Janis MacLellan-Peters for their support. I owe much of my success to
the mentorship of my committee and will be forever grateful to each of you.
I am very thankful for the support of my family throughout my graduate studies
experience. In particular, I thank my daughter and husband for their patience during my thesis,
and for reminding me to keep going as the end was near.
And finally, I thank all former nursing graduate students in the Masters of Nursing
Program at University of Prince Edward Island whose previous hard work paved the way for my
success today.

vi

CHAPTER 1
Background
The transition to parenthood can be described as a “rite of passage for most adults”
(Michelson & Biehle, 2017, p. 271) and is referred to as a major life event (Condon, Boyce, &
Cordindale, 2004). The birth of a child for many parents is also considered a life transition
(Holopainen & Hakulinen, 2019). The addition of a newborn to the family unit is a more
profound change than any other developmental stage in the family life cycle, and raising a child
may be the most challenging responsibility that any new parent will face (Nystrom & Ohrling,
2004). Considering the importance of this life transition, it is not surprising that there has been
research on the transition to parenthood (Michelson & Biehle, 2017). For example, it is
suggested that most new fathers will experience a deepened partner relationship and motivation
to improve self-care and will participate in less risky behaviours after the birth of the child
(Kumar, Oliffe, & Kelly, 2017). The experience can be more profound for first-time fathers as
the period after birth is entrenched with new experiences, emotions, and role development
(Kumar et al., 2017).
Recently, in Western society, fathers have transitioned from being an economic provider
to the family unit, to a more engaged partner in the rearing of the child (Chin, Hall, & Daiches,
2011). This brings about challenges to the new father due to a lack of role models for this new
way of parenting (Premberg, Hellstrom, & Berg, 2008). Moreover, research has identified the
importance of the mother’s role in facilitating the father’s parenting competence and subsequent
role as a new father (Kowlessar, Fox, & Wittkowski, 2015; Miller, 2011). However, what is not
well known is how fathers experience fatherhood and/or parenting when their female partners’
abilities to parent are influenced by postpartum depression (PPD).
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Postpartum depression is classified as a major depressive disorder that is one of several
characterized by sadness, emptiness, or irritable mood with somatic and cognitive changes that
impact a person’s ability to function (American Psychiatric Association [APA], 2013).
Depression is the leading cause of disability worldwide (World Health Organization [WHO],
2017) and is thought to affect more women than men (Albert, 2015). Women who develop
depressive symptoms during pregnancy or in the postpartum period are known to have
peripartum depression (APA, 2013). Officially, peripartum depression is diagnosed using the
criteria set by the Diagnostic and Statistical Manual of Mental Disorders [DSM-5] (APA, 2013),
and is time limited to depressive symptom development during pregnancy or the first 4 weeks
postpartum. When the onset of depression occurs during the postpartum period, it is commonly
described as PPD and occurs any time during the first year of birth (Beck & Indman, 2005).
The incidence and prevalence rates of PPD vary across the literature. This is largely due
to the various measurement tools and definitions used to determine PPD, and the cultural
contextual meanings of PPD that vary between cultures (Schumacher & Zubaran, 2008). For
instance, the APA (2013) reported an incidence rate of PPD to be between 3% and 6%.
However, in a recent meta-analysis, the PPD incidence of mothers living in rural areas of
developed and developing countries was reported over 20% (Villegas, McKay, Dennis, & Ross,
2011). Meanwhile, Gjerdingen, Crow, McGovern, Miner, and Center (2011) surveyed over 500
mothers in an urban setting and determined the prevalence rate to range from 12.5% at the first 4
weeks of birth, to over 20% at 9 months post birth. Although the exact incidence and prevalence
rates of major depression in the postpartum period is unknown for Prince Edward Island (PEI),
there is evidence to suggest that women in PEI are experiencing symptoms of PPD. A national
survey by Statistics Canada (2019) in collaboration with the Public Health Agency of Canada of
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maternal health in Canada aimed to provide a snapshot of mental health of mothers who recently
gave birth in Canada. Just over 7000 women completed the self-report survey on maternal
health. Women were surveyed between 5 to 13 months after giving birth from January 1, 2018
and June 30, 2018. The survey identified 26% of PEI women who completed the survey selfreported symptoms consistent of PPD or anxiety disorder. This was considered similar to the
national average of 23% (Statistics Canada, 2019).
PPD has negative consequences for the mother, father, and family unit (Villegas et al.,
2011). PPD may affect the mother’s parenting abilities (Goodman & Garber, 2017), child
development outcomes (Liu et al., 2017), and the couple’s relationship (Anding, Röhrle,
Grieshop, Schücking, & Christiansen, 2016; Massoudi, Hwang, & Wickberg, 2016). Ballard and
Davis (1996) determined that non-depressed fathers who support their partner’s with PPD may
protect the children from the negative childhood outcomes related to having a mother with PPD.
However, this may not occur if the father is depressed (Letorneau, Duffett-leger, & Salmani,
2009). This is significant considering there is evidence to suggest a link between maternal
depression and paternal depression during the perinatal period (Bradley & Slade, 2011; Edward,
Castle, Mills, Davis, & Casey, 2015). As such, when both parents are depressed, the father’s
protective mediating effect on the children of mothers with PPD may be diminished (Ballard &
Davis, 1996).
Even though the father’s role in new families is important when the mother is
experiencing PPD, little is known about the father’s experiences (Beestin, Hugh-Jones, &
Gough, 2014; Davey, Dziurawiec, & O’Brien-Malone, 2006; Edhborg, Carlbert, Simon, &
Lindbert, 2016; Meighan, Davis, Thomas, & Droppleman, 1999; Morgan, Matthey, Barnett, &
Richardson, 1997; Webster, 2002). There are a few Canadian qualitative studies that indicate
3

that when health care providers are unable to address the father’s needs, barriers to care are
created which lead to stigma associated with the mental illness (Doucet, Letourneau, &
Blackmore, 2012; Feeley, Bell, Hayton, Zelkowitz, & Carrier, 2016; Letourneau et al., 2012).
As these studies exclude the PEI population, it is important that health care providers in PEI
understand the father’s lived experience of living with a female partner diagnosed with PPD to
best support him and the family, thus reducing negative outcomes related to barriers to care.
Purpose of the Study
The purpose of this qualitative study was to explore the father’s first lived experience of
living with a female partner who had been diagnosed with PPD.
Research Question
This study aimed to describe fathers’ lived experience of living with a female partner
with PPD. The research question that guided this study was: What is the father’s first lived
experience of living with a female partner who has experienced PPD?
Relevance to Nursing
Nurses play a vital role in improving the health outcomes of Canadians and the health
care system through the contribution of nursing research (Canadian Nurses Association [CNA],
2015). Nursing research often focuses on topics that benefit the nursing discipline and clients
by gaining an understanding of a human phenomenon through research inquiry (Polit & Beck,
2017). Such research inquiry is used to develop evidence-based guidelines that direct nurses in
providing care to clients and/or families (CNA, 2015). Guidelines exist for expectant and new
mothers that exhibit signs and symptoms of depression (McQueen, Montgomery, LappanGracon, Evans, & Hunter, 2008). Yet similar recommendations do not exist for the depressed
woman’s male partner. This is important considering there are known negative effects of
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maternal postpartum depression on the new father and family as a whole. As such, it is
imperative that nursing research is conducted to help develop nursing guidelines and
interventions when caring for the whole family, including new fathers when their female partner
has PPD.
Registered nurses (RNs) are well placed in the health care system to create an awareness
of PPD (Melrose, 2010). In particular, the Community Health Nurse (CHN) is a nurse who cares
for new families in the community setting. While providing care to new fathers, the CHN needs
to focus on the father’s physical, psychological, social, spiritual, and cultural needs to achieve
optimal health outcomes (Povlsen & Borup, 2011). As such, CHNs are ideal health care
providers for meeting the needs of new fathers living with a female partner diagnosed with PPD.
Once this phenomenon is better understood, resources for fathers may be developed to support
prevention and early intervention nursing strategies and to promote enhanced health outcomes
for the entire family. Also, considering the shift in health care delivery for women’s wellness in
PEI, and the implementation of family-centred care, it would seem an opportune time to further
engage fathers, including those whose female partners have experienced PPD. Understanding
their lived experiences may help ensure that current and future resources for PPD health care
meet the needs of the whole family living in PEI.
Phenomenological Perspective
In nursing research, there are two broad paradigms: the positivist and constructivist
paradigms (Polit & Beck, 2017). The positivist paradigm consists of empirical science methods
that promote objectivity of the findings. Quantitative research methods are commonly used for
this type of research inquiry. This is in contrast to the constructivist paradigm that values the
continuous interaction of the researcher and research participants to promote subjective views of
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the research phenomenon. Qualitative research methods, specifically a phenomenological
approach, is commonly used for this type of research inquiry.
Phenomenology is both a philosophy and a qualitative research inquiry that is deeply
rooted in a philosophical tradition of Husserl and Heidegger. Phenomenology is considered an
“approach to understanding people’s everyday life experiences” (Polit & Beck, 2017, p. 470).
More specifically, the phenomenological method asks “what is the essence of this
phenomenon…and the meaning” (Polit & Beck, 2017, p. 470) as understood by the individual.
Interestingly, how phenomenology is applied to the research inquiry varies in the literature and
in the philosophical beginnings (Earle, 2010). Nursing practice traditionally has considered
phenomenology as an alternative to empirical science and “offers a discerning means for
understanding nursing phenomena specifically in relation to lived experience” (Earle, 2010, p.
291). Essentially, phenomenology enables the practice of nursing to value the “whole of the
human condition and respect for uniqueness of persons” (Earle, 2010, p. 292). This is
accomplished through studying the individual’s subjective meaning of his/her lived experience in
relation to life events.
In this study, I used Giorgi’s (2009) descriptive phenomenological psychological method.
Giorgi’s method aims to reveal the meaning of the phenomenon as experienced by human
beings. This type of methodology was appropriate in meeting the purpose of this study as the
phenomenon of interest could only be described by fathers that lived with female partners
diagnosed with PPD. Furthermore, this research will add to the existing body of knowledge of
fathers’ needs. Also, more locally, this research will enhance PEI nurses’ understanding of the
holistic health needs of new fathers living in PEI when their female partner has had PPD.
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Summary
The fathers’ experience living with a female partner with PPD has received scant
attention in the literature. This is striking considering that childbirth marks an important life
transition for new parents. Moreover, given that raising a child may be the most challenging
responsibility that any new parent will face, it is important to better understand a father’s
experience while living with their partner who has PPD. In this chapter, I have outlined the
relevant background information on the phenomenon of fathers living with their female partner
diagnosed with PPD, identified a gap in the nursing literature of the phenomenon, and described
the relevance of this study to the nursing profession. I have introduced how Giorgi’s (2009)
descriptive phenomenological psychological method may help in the understanding of the
father’s experience in living with a female partner who has been diagnosed with PPD.
Moreover, the findings of this study should enhance nursing’s contribution to understanding PPD
and thus care of the post-partum families.
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CHAPTER 2
Review of Literature and Nursing Perspective
To understand a father’s experience when living with a female partner who has been
diagnosed with PPD, it is important to review literature that is available and any supportive
documentation that will add depth to better understand the process. The following literature
review includes a discussion of the father’s experience of fatherhood, major depressive disorders,
mother’s experience of PPD and its pertinent disease profile, including the effects on the family,
the father’s role and response, and the father’s support and needs. The literature review will
conclude with a nursing knowledge/practice gap of this topic.
Father’s Experience of Fatherhood
In the literature, the father reportedly plays an important role in child and family
development (Premberg et al., 2008). Nystrom and Ohrling (2004) suggest that the addition of a
newborn is the most profound change to the family unit, greater than any other developmental
stage of the family life cycle, and raising a child may be the most challenging responsibility that
any new parent will face. Kumar et al. (2017) considered fatherhood as a “milestone in a man’s
life that comes with excitement and challenges” (p. 1) and it is referred to as an emotional
experience (O’Brien, Chesla, & Humphreys, 2019). In particular, Kumar et al. noted that most
new fathers will experience a deepened partner relationship, increased motivation to improve
self-care, and greater participation in less risky behaviour after the birth of their child. O’Brien et
al. (2019)’s recent metasynthesis of fathers’ experience of their transition of fatherhood noted
that new fathers experience an array of emotions related to being a new father and feelings
toward the infant. This experience can be more profound for first-time fathers as the period after
birth is entrenched with new experiences, emotions, and role development (Kumar et al., 2017).
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Unfortunately, there is evidence to suggest that not all new fathers experience such a
positive transition to fatherhood. For instance, Kumar et al.’s scoping review of postpartum
mental health in fathers indicated that some will develop mental illness and experience marital
problems. Likewise, Nystrom and Ohrling’s (2004) literature review of mothers’ and fathers’
experience of parenthood during the child’s first year identified that providing economic stability
to the family and supporting the mother was an integral part of the fathering role. Yet, new
fathers experienced role strain, felt sad regarding the loss of intimacy with their partner, and felt
continuously excluded from taking care of the infant, leading to feelings of detachment from the
infant during breastfeeding encounters (Nystrom & Ohrling).
In Western society, there has been a recent role transition of the father from a
breadwinner and authority figure to an involved parent (Chin et al., 2011; Premberg et al., 2008).
The consequence of this change is that some new fathers today may not have role models
because the concept of fathering is different from their own fathers (Premberg et al., 2008). This
is even more important considering that many men feel excluded from prenatal education
(Kowlessar et al., 2015). A qualitative study by Kowlessar et al. (2015) of first-time fathers,
identified the importance of the mother to demonstrate infant caring tasks to the new father.
Through this learned behaviour, men identified improved competence of being a father over
time. Similarly, Miller’s (2011) qualitative study of men’s narratives of first-time fatherhood
discussed the importance of men engaging with the mother during the early days and weeks post
birth. By partnering with the mother, the men developed skills to care for the infant.
Additionally, in a qualitative study of the experience of the first year as a father, Premberg et al.
(2008) described that mastering fatherhood occurred when the father was able to handle the child
without the need of the mother.
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Major Depressive Disorder
A major depressive disorder, (MDD) is one of several depressive disorders characterized
by sadness, emptiness, or irritable mood with somatic and cognitive changes that impact a
person’s ability to function (APA, 2013). More specifically, an individual is diagnosed with a
MDD when symptoms such as depression and loss of interest/pleasure occur during the same 2week period, along with 3 other symptoms such as fatigue, diminished ability to
think/concentrate, and/or recurrent thoughts of death (APA, 2013). Symptoms must not be due
to a physiological effect of a substance or a medical condition and must not be better explained
by another mental illness such as schizoaffective disorder (APA, 2013). Generally, an individual
diagnosed with a MDD will exhibit symptoms that will clinically impair his/her ability to
function in social, occupational, or other areas of activities of daily living. Women who develop
depressive symptoms during pregnancy, or in the first 4 weeks of the postpartum period, are
known to have peripartum depression. Officially, peripartum depression is diagnosed using the
criteria set by the DSM-5 (APA, 2013). When the onset of depression occurs during the
postpartum period, it is commonly described as PPD and is thought to occur any time during the
first year of birth (Beck & Indman, 2005).
Mother’s Postpartum Depression
Postpartum depression is considered a global concern (Beck & Indman, 2005). Women
with depressive symptoms, anxiety, or panic attacks during pregnancy are at higher risk of
developing a postpartum mood disorder (APA, 2013). Even natural changes in mood that occur
during the first few days after birth called ‘baby blues’ may increase the risk for PPD. When
symptoms of depression continue and become more severe, such as having thoughts of self-harm
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or hurting the baby, the new mother may be experiencing depression that requires follow-up by a
health care provider (McQueen et al., 2008).
Incidence and Prevalence
The incidence and prevalence rates of PPD vary across the literature. This is most likely
due in part to the variety of measurement tools and varying definitions used to determine PPD
(Gjerdingen et al., 2011). Also challenging are the varying cultural contextual meanings of PPD
in the literature (Schumacher & Zubaran, 2008). Generally, PPD is considered to occur anytime
within one year after birth (Beck & Indman, 2005). Schumacher and Zubaran (2008) indicate
that PPD affects 10% to 15% of mothers globally; O’Hara and Swain (1996) report that PPD
affects approximately 13% of mothers. In a meta-analysis conducted by Villegas et al. (2011)
that assessed seven studies on the prevalence and risk factors for PPD in rural communities
within developed and developing countries, the authors identified that 21.5% of mothers suffered
from PPD. Meanwhile, Gjerdingen et al. (2011) surveyed over 500 mothers in an urban setting
and determined the prevalence rate to range from 12.5% at the first 4 weeks of birth, to over 20%
at 9 months post birth.
Negative Effects
Postpartum depression may impair the mother’s ability to properly parent, affect all
members of the household (Dennis, Heaman, & Vigod, 2012), and may even have a long-term
effect on children (Hay, Pawlby, Angold, Harold, & Sharp, 2003; Herrera, Reissland, &
Shepherd, 2003; Murray, Hipwell, Hooper, Stein, & Cooper, 1996; Righetti-Veltema, ConnePerréard, Bousquet, & Manzano, 2002; Sharp et al., 1995). For instance, children of depressed
women in the postpartum period are more at risk to be violent later in life (Hay et al., 2003),
potentially due to the limitations of the depressed mother’s ability to bond with the infant.
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Furthermore, depressed mothers may demonstrate less sensitivity to their new infant (Murray et
al., 1996), due to less visual communication and less physical and emotional interaction
(Righettie-Velterna et al., 2002) than mothers without depressive symptoms. In addition, women
with depressive symptoms are more likely to restrain infants when holding them and their infants
spend more time touching themselves rather than toys or the mother (Herrera et al., 2003).
Moreover, Zelkowitz et al. (2008) reported that women who experienced depressive symptoms
in both antenatal and postnatal periods were more likely to report poorer quality marital
relationships as compared to non-depressed women.
Risk Factors
Women who have insufficient social supports while pregnant are at risk of developing
depression in the perinatal period (Leung et al., 2017; Mao, Zhu, & Zu, 2011; Ngai, & Ngu,
2015). Similarly, women who are stressed or experience relationship discord are at risk of
developing PPD (Anding et al., 2016; Beydoun, Al-Sahab, Beydoun, & Tamim, 2010; Clout, &
Brown, 2016; Lanes, Kuk, & Tamim, 2011; Leung et al., 2017; Mao et al., 2011; Urquia,
O'Campo, & Heaman, 2012). A longitudinal study of 105 women identified that good partner
relationships may minimize depressive symptoms in the perinatal period (Clout & Brown, 2016).
Furthermore, Escriba-Aguir and Artazcoz (2011) identified that low marital satisfaction was a
risk factor for PPD. Other risk factors for PPD include a previous history of depression (Lanes et
al., 2011), chronic physical illness (Beydoun et al., 2010), barriers to health care (Urquia et al.,
2012), and urban living (Vigod et al., 2013). Postpartum depression may also be associated with
unemployment (Ryan, Milis, & Misri, 2005), low income or financial constraints (Lanes et al.,
2011), and use of negative coping mechanisms such as smoking in pregnancy (Beydoun et al.,
2010; Lanes et al., 2011). Evidence suggests that women of diverse cultures and immigration
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status (Lanes et al., 2011; Urquia et al., 2012) are considered at high risk for developing PPD.
Overall, PPD risk factors vary across the literature due to differing research methodologies,
instruments, and populations for example. Also, PPD can be associated with the social
determinants of health and individual behaviours such as smoking during pregnancy.
Screening
The World Health Organization (WHO) supports the need to screen pregnant and
postpartum women for risk factors and symptoms of depression (WHO, 2009). Unfortunately,
there are no clear guidelines and recommendations for how or when PPD screening should be
done. Several recent studies involving screening for PPD differ on the type of screening tool
used and the timing of the administration (Beck, Gable, Sakala, & Declercq, 2011; Brealey,
Hewitt, Green, Morrell, & Gilbody, 2010; Clemmens, Driscoll, & Beck, 2004; Horowitz,
Murphy, Gregory, & Wojcik, 2011; Gjerdingen et al., 2011). Although best practice guidelines
for depressive symptoms in postpartum women were published by McQueen et al. (2008), the
evidence to support the use of the proposed screening tool, the Edinburgh Postnatal Depression
Scale (EPDS), was not considered robust. Essentially, it is up to the practitioner to choose the
most appropriate screening tool and time for the targeted population, keeping in mind that some
tools have reported cultural variations (Brealey et al., 2010).
In the past several years, there have been many resources used in PEI to screen for risk
factors and depressive symptoms among pregnant women and new mothers. Some women are
screened using the Antenatal Psychosocial Health Assessment tool after 20 weeks’ gestation
during a routine prenatal visit by trained health care providers and throughout pregnancy for
various risk factors associated with poor postpartum outcomes. Postnatally, psychosocial
assessment is a standard of care and is completed by Public Health Nursing and Community
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Mental Health and Addiction staff (Health Prince Edward Island [PEI], 2016). Since May 2015,
the Mothers’ Mental Health Toolkit (MacDonald & Flynn, 2012) has been used as a resource for
postpartum mental health care screening in the community setting. One of the key elements of
this toolkit is the EPDS (Cox, Holden, & Sagovsky, 1987). The scale is used to identify women
who may be at risk of perinatal depression, and can be used for postpartum women up to 1 year
post birth. Based on the cut of 12/13 results from the screening criteria, women may be referred
to mental health services, where a professional will determine if the women have a formal
diagnosis of PPD.
Concerns about women’s health in PEI have been supported by the development of a
Women’s Wellness Centre to meet their reproductive and mental health needs. This is important
considering that 1397 live births were recorded in 2018 (PEI Statistics Bureau, n.d.), and the
need for dedicated follow-up before, during, and after childbirth has become a priority.
Considering that at least 10% of mothers each year may develop symptoms of depression during
the perinatal period, the services offered in the Women’s Wellness Centre may be required.
Fathers’ Role and Response to Depression
Fathers’ Role in Mothers with Depression
The importance of fathers’ support in reducing depression symptomology for pregnant
and new mothers is well documented in the literature (Biaggi, Conroy, Pawlby, & Pariante,
2016; Bielinski-Blattmann, Lemola, Jaussi, Stadlmayr, & Grob, 2009; Dennis & Ross, 2006;
Gremigni, Mariani, Marracino, Tranquilli, & Turi, 2011; Iles, Slade, & Spiby, 2011; Letorneau
et al., 2009; Matthey, Joseph, & Trapolini, 2015; Misri, Kostaras, Fox, & Kostaras, 2000;
Pilkington, Milne, Cairns, & Whelan, 2016. Biaggi et al. (2016) completed a recent systematic
review of factors associated with the onset of antenatal anxiety and depression. The authors
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identified several risk factors, but noted that the lack of partner or social support was most
relevant for developing depression in the perinatal period. Conversely, Bielinskii-Blattman et al.
(2009) identified that emotional support had an effect on the trajectory of depressive symptoms
over time. Women with low perceived emotional support had worsening symptoms of
depression postnatally. Even with initial strong support, if the father’s support lessened
throughout the postnatal period, the new mother was more likely to develop depressive
symptoms at that time. Bielinskii-Blattman et al. described the male as a protective factor for the
mother’s prolonged psychological adjustment to motherhood after childbirth.
When a mother is experiencing depression, her ability to parent effectively may be
impaired (Goodman & Garber, 2017). Previous qualitative research related to the father’s role in
the family context when a mother is diagnosed with PPD suggests that the father attempts to fill
the role of the mother (Beestin et al., 2014; Meighan et al., 1999). Meighan et al. (1999)’s
qualitative study described how the male partners unselfishly assumed the role of the mother,
leading them to feel resentment and anger towards the mother, which ultimately affected the
relationship, even after the PPD had resolved.
Fathers’ Depression
Research is now identifying a potential link between mothers with depression and
depression in fathers (Bradley & Slade, 2011; Edward et al., 2015). There is a growing body of
literature which indicates that men whose female partners are depressed are more likely to
develop depressive symptoms than those whose partners are not depressed (Anding et al., 2016;
Bergström, 2013; Cockshaw, Muscat, Obst, & Thorpe, 2014; Edward et al., 2015; Gawlik et al.,
2014; Habib, 2012; Massoudi et al., 2016; Ramchandani et al., 2011; Suto et al., 2016; Yiong
Wee, Skouteris, Pier, Richardson, & Milgrom, 2011). This is substantial considering that child
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development may be further impaired when both parents are depressed. Ballard and Davies’
(1996) literature review of risk factors of father’s depression and the effects on the family,
identified that children of two depressed parents were more likely to have lower self-concept, be
more self-critical, and have more difficulties with peer relationships as compared to children
with a depressed mother only. As such, it would seem reasonable to ensure that the partner of
the depressed woman is supported in order to mitigate the development of depressive symptoms
and to promote healthy childhood development.
Fathers’ Experience and Support Needs
Even though the father’s role in new families when the mother is experiencing PPD is
important, there have only been a few studies that describe this experience (Beestin et al., 2014;
Davey et al., 2006; Lerardi, Fantasia, Mawn, & Watson Driscoll, 2019; Meighan et al., 1999;
Morgan et al., 1997; Ruffell, Smith, & Wittkowski, 2019; Webster, 2002). Compounding this
issue is the broad criteria of mother’s mental health conditions used in the current existing
literature. For instance, Ruffell et al. (2019) completed a systematic review and thematic
synthesis of existing qualitative research studies exploring men’s experiences of having a partner
with postnatal mental health problems. Based on Ruffell et al.’s search criteria, 20 research
studies were identified and met the criteria to be included in the thematic synthesis. Of the
mental health disorders chosen for the systematic review, PPD or postnatal depression was listed
explicitly in only 13 studies. Nonetheless, Ruffell et al. used inductive thematic analysis to
identify five main themes from the original content of the studies which were: (a) being a father;
(b) being a partner; (c) experiencing negative emotions; (d) the ways in which men cope; and (e)
where support is needed. These themes demonstrated the influence on the men’s emotional wellbeing when their partner suffered from a mental health illness. Ruffell et al.’s recommendations
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for new fathers included improved awareness of PPD for men during the antenatal period,
improved support to fathers from health care providers, and public mental health campaigns
aimed specifically at addressing men’s emotional well-being at the onset of the parenting
experience by government and non-government agencies.
A recent descriptive phenomenology study by Lerardi et al. (2019) provided insight into
the experiences of men when their partner had PPD. The study included men living in the
United States whose female partner had PPD within the previous 3 years. Using Colaizzi’s data
analysis procedures, five overarching themes were formulated: (a) providing support-keeping the
top spinning; (b) maintaining stability-walking on eggshells; (c) mutuality-mirroring each other’s
symptoms; (d) isolation-shivering in a corner; and (e) insights-pearls of wisdom for others.
Lerardi et al. found that the men were emotionally and physically struggling to support their
partners. Moreover, when men did not know where to ask for help, they felt isolated.
Beestin et al.’s (2014) qualitative, interpretative phenomenology study completed in the
United Kingdom explored how the mother’s PPD affected the father, the family, and the ways of
fathering. Beestin et al. identified an overall theme of ‘absence’ whereby the fathers felt a loss of
fathering due to filling the void left in the mother’s role. The fathers described ‘fracturing’ of the
family unit and loss of an adult relationship with the mother. This sense of fatherhood was
similar to Davey et al.’s (2006) Australian study of men’s experiences with partners diagnosed
with PPD. Davey et al. conducted a 6-week treatment intervention study consisting of two
groups; followed by two post-treatment focus groups. Davey et al. reported no statistical
differences between the two intervention groups, noting that the purpose of the intervention
groups were to provide participants of information on postnatal depression; as well as teach the
participants strategies for mental wellness. On completion of the 6-week intervention phase,
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participants were asked to participate in a focus group, facilitated by trained mental health
professionals. Participants were asked to describe their experience of postnatal depression, as
well as their experience during the treatment intervention phase. Using a phenomenological
approach to data analysis, Davey et al. identified men experienced feelings of loneliness, and the
role of fatherhood was much different than expected. Men described that their partner’s PPD to
have affected all aspects of their life, including interactions with other children in the home. The
participants considered the focus group to be a positive experience.
Meighan et al.’s (1999) qualitative study of the experiences of eight American men who
lived with a spouse with PPD identified similar effects on the family and the role of fatherhood.
Using existential phenomenology, Meighan et al. identified that men felt frustrated and angry, as
they were unable to ‘fix’ the problem, which eventually affected the relationship with their
spouse and the family as a whole. Meighan et al. identified that when the PPD resolved, the
relationship did not return to its previous state prior to the PPD, and men feared that the
depression would return. The male participants described a need for support as they were
suffering in silence due to the fear of what others would think.
There are several qualitative research studies that explored the father’s support needs
when the mother had PPD (Doucet et al., 2012; Feeley et al., 2016; Letourneau, Duffett-leger,
Dennis, Stewart & Tryphonopoulos, 2011; Letourneau et al., 2012). All studies were Canadian
but did not include the PEI population. A descriptive study using inductive thematic analysis by
Doucet et al. (2012), explored the perceived support needs and preferences of mothers with
postpartum psychosis and their partners. Doucet et al. used a purposive sample of 17 couples
from several health care sites in Canada and the United States. Although the study included
women diagnosed with postpartum psychosis, the study identified that the male partners cited
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similar barriers to obtaining supports as previously discussed. For instance, Doucet et al. noted
the majority of male partners felt “too proud to ask” (p. 242) for help, leading to the assumption
that barriers perceived by the male partner for support could be a systemic issue, rather than an
individual issue. Interestingly, these authors identified no differences in support needs and
experiences of accessing support for the participants in Canada or the United States, suggesting
that findings were similar regardless of the differing health care systems. Doucet et al. cited
several limitations to the study. Firstly, the sample was considered relatively small, highly
educated, and comprised predominantly of a Caucasian ethnic population. Secondly, they
recommended using the findings only in a North American setting, considering that postpartum
psychosis has a contextual variation globally. And thirdly, all but one of the participants was in
a relationship at the time of the study. As such, Doucet et al. recommended that the findings not
be applied to single parents.
Feeley et al. (2016) conducted a descriptive study which involved 30 couples living in
Quebec (N. Feeley, personal communication, January 20, 2018). Using inductive content
analysis, Feeley at al. identified that men of partners with PPD wanted to be part of the
postpartum care but were hindered with the responsibility to return to work. Although support
could be obtained from a variety of sources, the men preferred support from individuals who
were most knowledgeable about PPD and through mediums such as online chat or interactive
websites. More specifically, men believed it was important to promote self-care through
activities such as music, helping others, exercising, and psychotherapy. Although participants
recruited for the study were from urban and rural settings of one Canadian province, Feeley et al.
highlighted that 43% of the participants were not Canadian born, and as such, cautioned that the
findings might not be transferable in other settings.
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Letourneau et al. (2011) conducted a study to describe current experiences, available
support and resources, and barriers to support for fathers with partners with PPD. Using
thematic analysis, this qualitative descriptive study identified that fathers were not aware of how
to access supports and preferred to seek help from family, even though the family was unfamiliar
with PPD. The authors identified that stigma was a common barrier to men seeking support, and
even when the support was obtained from health care providers, the men felt that they were
ignored. In a follow up study, Letourneau et al. (2012) further described the male perspective of
support needed, support preferences, and support interventions for fathers and their partners.
They found that fathers viewed health care providers as being inadequate in meeting their needs.
Considering men are more likely to ask for help from family, it was suggested that education
should start prenatally and expand to all members of the family. Also, workplace awareness of
PPD could help combat the perception of stigma which was identified as a barrier for men
(Letourneau et al., 2012).
Although recruitment strategies for the study were considered diverse, Letourneau et al.
(2012) cautioned regarding the transferability of the results. Recruitment strategies consisted of
advertising via health care providers, PPD support groups, social media sites, and online
classifieds. The total sample consisted of 40 men across Canada from urban and rural areas;
however, the authors believed that the sample of men may not have been representative of the
general population. Over half of the sample were either from New Brunswick or Alberta, with
the remaining participants from western and central Canada. Also, the authors cite that further
research should include men of different ethnic, cultural, and socioeconomic backgrounds, as
their sample consisted mostly of Canadian-born, English speaking, married fathers who worked
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full time, with an annual income of $90,000. Overall, Letourneau et al. (2012) indicated that
further research should be conducted about how PPD affects parenting needs.
Currently, there is growing attention given to the importance of screening for depressive
symptoms in fathers whose partners have been diagnosed with PPD (Fisher, Kopelman, &
O’Hara, 2012). Since the majority of health visits during the perinatal period are womenfocused, Fisher et al. (2012) revised the shortened EDPS to detect depressive symptoms of male
partners as reported by the mother. They identified good internal consistency of the revised scale
except for parental suicidality as reported by the mother which did not correlate to the response
of the father. Although successful in identifying many depressive symptoms of fathers as
reported by the mother, the study by Fisher et al. was limited to quantitative measures which
require further testing in diverse populations and higher depression severity.
Nursing Perspective: Community Health Nursing
In PEI, the Public Health Nurse (PHN) role can be described as a component of
community health nursing, with a focus on caring for new families in the community. Once the
new family transitions from the acute care service to the community setting, the PHN will be a
regular contact for this new family for the first few years post birth and periodically as needed
during school age (Prince Edward Island Government, 2017). Taking this into consideration, for
the purposes of this research, the community health nursing perspective was used to guide this
phenomenological research.
Nursing in the community must encompass the physical, psychological, social, spiritual,
and cultural dimensions of care (Laffrey & Kulbok, 1999). The CHN’s primary concern is
working with the client to promote optimal health as it is defined with and by the client (Laffrey
& Kulbok, 1999). As such, the CHN role is guided through the nurse-client relationship to
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deliver holistic nursing care in the community. This perspective strives to see the individual as a
separate entity, with unique perceptions and experiences that help guide CHN’s practice, and
more specifically, the nursing role in the care of the new family. Giorgi’s (2009) descriptive
phenomenological psychological method aims to understand the clients’ needs as described by
the clients themselves. Understanding the client’s lived experience is essential when providing
holistic nursing care. By using the Community Health Nursing perspective in Giorgi’s (2009)
descriptive phenomenological psychological methods, nurses may develop care plans that meet
the client’s holistic needs in order to achieve optimal health outcomes for the client (Povlsen &
Borup, 2011) and new families as understood by the individual’s lived experience.
For this study, the holistic Community Health Nursing perspective was used to guide the
descriptive phenomenological psychological methodology undertaken to better understand the
phenomena of the father’s first lived experience when his female partner had PPD.
Researcher’s Presuppositions
For this study, a qualitative approach using Giorgi’s (2009) descriptive
phenomenological psychological method was used to describe the father’s first lived experience
of his female partner’s PPD. In a descriptive qualitative study, the phenomenon is described as
“consciously experienced, without theories about their causal explanation and as free as possible
from unexamined preconceptions and presuppositions” (Streubert & Carpenter, 2011, p. 75).
Through the use of intuiting, the researcher is able to identify essences, or elements that relate to
a common understanding of the phenomenon, ensuring through phenomenological reduction that
the essences are captured and described as true as possible in relation to the participant’s reality.
This is achieved when the researcher uses bracketing to “remain neutral with respect to belief or
disbelief in the existence of the phenomenon” under study (Streubert & Carpenter, 2011, p. 77).
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For the purposes of this phenomenological qualitative study, the following
presuppositions have influenced my understanding of the phenomenon of the father’s first lived
experience of his female partner’s PPD:
1. Postpartum depression is a mental illness that approximately one of five mothers will
experience within the first year after giving birth (Gjerdingen et al., 2011; Villegas et
al., 2011).
2. Postpartum depression is a mental illness that will affect the entire family unit, not
just the mother (Villegas et al., 2011).
3. The mother’s lived experience of PPD is well understood in the literature.
4. A mother’s PPD places the father at risk of developing depression in the postpartum
period.
5. The father’s lived experience of his female partner’s PPD is poorly understood in the
literature.
6. Depression of either parent in early childhood affects healthy child development.
7. There are abundant resources for mothers’ mental health care in the community
setting. This is not so for fathers.
8. Health care strategies in the postpartum period tend to be mother-infant focused.
9. It is expected that the father be an active participant in the postpartum period to
support the mother and family unit.
10. Fathers’ original or first experience will provide the richest context to the lived
experience of living with a female partner with PPD.
11. The CHN’s primary concern is working with the client to promote optimal health as it
is defined with and by the client (Laffrey & Kulbok, 1999).
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12. The Community Health Nursing is interested in the whole person and sees the
individual as a separate entity, with unique perceptions and experiences, within the
context of the family.
13. Utilizing the phenomenological approach will provide the information to answer the
research question of this proposed study.
Summary
The addition of a newborn to the family unit is one of the most challenging
developmental stages of the family life cycle. It is thought that fathers play an important role in
child and family development. Recently, in Western societies, fathers have become more
engaged in the child rearing experience. As this type of fathering differed from their own
fathers, new fathers are experiencing this family life event with limited support. Research shows
that new mothers’ fill this void to support new fathers in mastering parenting skills. However,
what was not well understood is the effect on fathers’ ability to parent when their female partner
was diagnosed with PPD. When new mothers were diagnosed with PPD, there are known
negative effects to the mother, child, father and family unit as a whole. These negative effects
may be mitigated by the presence of the father. However, this protective effect may be
minimized if the father has depression. It would seem important to support the father when his
female partner is depressed, thus promoting healthy childhood development and overall family
wellness. Yet, there were only a few studies that explored new fathers’ experience living with
their female partners diagnosed with PPD. Of the research available, fathers’ cited stigma
associated to mental illness as a barrier to receiving care. Also, fathers preferred to seek help
from family members even though fathers felt they may lack knowledge of PPD.
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As none of the studies included individuals from PEI, it is uncertain of the needs of new
fathers living in PEI. Considering that caring for new families is an important part of the CHN’s
practice, it would be vital for nurses working in PEI to better understand the father’s experience
when living with his female partner diagnosed with PPD. By understanding the experience as
lived by the new father, PEI nurses may develop holistic care plans to promote optimal health of
the father and his family. To date, no study utilizing the phenomenological approach to reveal
the father’s lived experience of the female partner’s PPD has been conducted in PEI. This study
used Giorgi’s (2009) descriptive phenomenology psychological method to fill this gap in nursing
practice.
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CHAPTER 3
Methods
A descriptive, phenomenological psychological method was used to explore the father’s
first lived experience of his female partner’s PPD. The phenomenological approach is most
appropriate in situations where the phenomenon of interest has been poorly conceptualized and
includes topics considered “fundamental to the life experiences of humans” (Polit & Beck, 2017,
p. 470). In the next section, the following topics will be discussed: the research method, study
participants and recruitment, data collection strategy, study setting, data analysis, ethical
considerations, strategies to enhance trustworthiness, and plans for dissemination of the results.
Giorgi’s Descriptive Phenomenological Psychological Method
The descriptive phenomenological psychological method described by Giorgi (2009) was
used to guide this research. Phenomenology was first developed by Husserl and Heidegger as a
philosophical approach to “understanding people’s everyday life experiences” (Polit & Beck,
2017, p. 470). Husserl developed descriptive phenomenology to answer “What do we know as
persons?” (Polit & Beck, 2017, p. 471). Husserl used the philosophical method of transcendental
phenomenological reduction to identify the essence(s) of a phenomenon, by way of applying the
process of free imaginative variation, (Giorgi & Giorgi, 2003), which Giorgi (2009) identifies as
implementing intuiting acts (signifying, fulfilling, and identifying). Essentially, Husserl was
interested in the “essence of consciousness as such” (Giorgi & Giorgi, 2003, p. 246). Giorgi
(2009) recognized the limitation of this process from a scientific perspective.
Giorgi and Giorgi (2003) identified that non-philosophers could not “enter into the
phenomenological reduction right away” (p. 247). As such, Giorgi (2009) modified Husserl’s
procedure to enable a scientific level of analysis of the participants’ description of the experience
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under study, whereby the description of the experience is first obtained prior to the researcher
entering a scientific phenomenological reduction. The raw data are then analyzed to show the
essential structure of the experience, which is “described at a level other than the original
description” (Giorgi & Giorgi, 2003, p. 247). The modified process enables the researcher to
capture descriptions that are “capable of yielding distinctive structures of the phenomenon from
a psychological perspective…known as essential constituents” (Giorgi & Giorgi, 2003, p. 248).
Such essential constituents describe the phenomenon under study with an emphasis on the
relationship of the constituents in the description. These descriptions could be determined by
another researcher as a critical check (Giorgi & Giorgi, 2003), thus meeting the criteria for
scientific analysis. Also, the researcher’s consciousness is present in the final analysis of the
descriptions as the participant would not explicitly state the description in that way, thus meeting
the phenomenological criteria (Giorgi & Giorgi, 2003).
Phenomenological reduction is used to enhance the likelihood that the phenomenon under
study is described without human bias. Giorgi and Giorgi (2003) describe this as a process that
considers participants as human beings who have “acts of consciousness [that] are taken to be
acts of human beings who are related to and influenced by the world” (p. 249). As such,
researchers bracket past experience so that the phenomenon under study is viewed as ‘fresh’ as
possible. Giorgi (2009) acknowledges that while complete bracketing may not be achievable
within a philosophical context, it is achievable within a psychological context. Therefore, when
using Giorgi’s method, it is essential that the researcher reflects and brackets her preunderstanding of the phenomenon of interest. Giorgi (2006) indicates that the “truly effective
way…to detect biases or assumptions [is how] they play their role in the process of the analysis
itself” (p. 309). Through the method free imaginative variation, the researcher attempts to
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identify essences of the phenomenon by “mentally remov[ing] an aspect of the phenomenon…in
order to see whether the removal transforms what is presented in an essential way” (Giorgi,
2009, p. 69). In other words, if the removal of the part radically changes the meaning of the
given, the part would be considered essential to the meaning of the structure. The researcher
continues to critically evaluate the essential parts through this imaginative process using his/her
respective disciplinary perspective. Giorgi and Giorgi (2003) state that the context of the study
findings is just as important as the content, but caution that the disciplinary essence “is not
projected beyond its zone of relevancy” (p. 250).
Sampling and Recruitment Strategies
Participants
It is imperative that participants be selected based on their particular knowledge of the
phenomenon (Englander, 2012; Giorgi, 2009). As such, purposive sampling is commonly used
(Streubert & Carpenter, 2011). When participants are more difficult to identify, accessing future
participants via current participants through snowball sampling is a common way to further
recruit. For this study, all participants were recruited purposely using the snowballing technique.
Fathers who experienced living with a female partner with PPD were the population for
this qualitative study. Inclusion criteria were: (a) men who were fathers who experienced living
with a female partner with PPD; (b) men who were fathers over the age of 18 years who spoke
and understood English; (c) male partners of a woman diagnosed with PPD while cohabiting at
the time of their diagnosis, that was no later than 12 months post a live birth (Davey et al., 2006);
(d) fathers who were considered the biological father of the child; (e) fathers who were residents
of PEI at the time of maternal PPD diagnosis; and (f) fathers who were able to share their
experience as a parent and verbally declare that they were not living with a mental illness.
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A recent review by Pisoni, Garofoli, Baiardini, Tzialla, and Stronati (2014) of high-risk
pregnancy, premature birth, and parent-infant attachment identified that a medical crisis may
negatively affect the father-infant attachment post birth. As such, for the purpose of this study,
fathers of partners who experienced obstetrical or postpartum trauma, or gave birth to infants
requiring intensive care were excluded from this study. Additionally, there was not a
recommendation for the timing of PPD diagnosis in relation to the time of the interview, as
previous research has concluded that the experience of PPD could be described with sufficient
detail several years after the experience (Meighan et al., 1999). For instance, Meighan et al.’s
study described how participants could recall and remember their experience in detail up to 11
years from onset of their female partners’ PPD.
Recruitment Strategies
A feasibility study on recruiting fathers of young children in the United Kingdom
identified high success when using the female partner who attended health care-related services
to forward the research study invitation letter to her male partner (Sherr, Dave, Lucas, Senior, &
Nazareth, 2006). Similar success of recruiting male participants via partners engaged in
postpartum support groups was noted in the literature (Beestin et al., 2014; Meighan, et al., 1999;
Roberts, Bushnell, Collings, & Purdie, 2006). Yet, Mitchell, See, Tarkow, Cabrera, McFadden,
and Shannon (2007) described how mothers may be gatekeepers to their partner’s involvement in
their study. Specifically, Mitchell et al. (2007) noted that mothers may encourage or discourage
their partners to participate in the study based on several factors such as their relationship
quality, protecting their partners’ limited time, and to protect themselves. Taking this into
consideration, participants in this current study were recruited through various ways: a) through
their female partners who were attending or had participated in postpartum support groups; b)
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through other individuals who learned about this study; and c) through advertisement on social
media platforms such as local newspaper, and radio stations.
In an effort to determine potential accessibility of participants, I originally contacted the
manager of the Women’s Wellness Centre, located in Summerside, PEI. The manager suggested
contacting a postpartum peer-support group and a contact name was provided to the primary
researcher. Following ethics approval from the University of Prince Edward Island (UPEI)
Research Ethics Board, I contacted the peer-support group lead facilitator and reviewed the
eligibility requirements. I provided a research study script for the peer-support group lead to
distribute to the women (Appendix A). A letter of invitation was provided to the peer-support
group lead to distribute to the interested women (Appendix B; Flesch-Kincaid Grade Level 6.4).
The women were asked to forward this letter to their male partner. This letter described the
purpose, procedure, and voluntary nature of the study. The letter included the primary
researcher’s telephone and email information, and how to contact the primary researcher directly
if the potential participant would like to volunteer for the study, or if he had any questions about
the study. The potential participant could then choose to contact the primary researcher of the
study. At that time, I verified the inclusion and exclusion criteria with the male participant. Also,
a poster (Appendix C; Flesch-Kincaid Grade Level 6.9) advertising the study was forwarded to
the peer-support group lead to upload on the group’s online [Facebook] webpage that included
700 members (Goodwin, 2018). Group members were encouraged to have their partner contact
the primary researcher directly if he was interested in participating in the study.
Giorgi (2009) states that establishing a rapport with the participant is critical. As such, if
inclusion and exclusion criteria were met, the primary researcher may set up a time to meet,
obtain informed consent, and conduct the interview for the study (Guba & Lincoln, 1989). The
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recruited participant had informed consent verbally explained and was provided a written
informed consent sheet to be signed prior to participating in the study (Appendix D; FleschKincaid Grade Level 7.7). If the participant knew of someone else who had experienced the
phenomenon, he was encouraged to share the study letter of invitation. Fathers who had
experienced living with a women with PPD could choose to contact the primary researcher
directly. According to Giorgi (2009), at least three participants are required for
phenomenological research so that important variations in the raw data are captured. Overall, the
recruitment continued until data saturation was achieved or “when no new themes…emerged
from the participants and the data [were] repeating” (Streubert & Carpenter, 2011, p. 91).
Pilot Study
A pilot study was conducted with one father who met the inclusion and exclusion criteria.
Pilot studies are used to test the feasibility of an approach that is intended to be used in a larger
scale (Leon, Davis, & Kraemer, 2011) and are helpful to develop consistent practices to enhance
data integrity, protection of the participants, to verify informed consent procedures and data
collection tools if applicable. Generally, pilot studies are helpful to explore novel research
inquiries which was appropriate for this qualitative study. For the purposes of this research, the
pilot study allowed me to access support from my thesis supervisor when initially using Giorgi’s
(2009) method, thereby ensuring that I was applying the method accurately. The data from the
pilot study was included in the larger study.
Data Collection
The purpose of the interview is to obtain a concrete and detailed description of the
experience of interest (Giorgi, 2009). It is common for descriptive, phenomenology
psychological studies to use very little structuring of interview questions to ensure that the
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researcher does not lead the participant in the discussion of the phenomenon resulting in biasing
the data (Giorgi, 2009). Instead, the researcher may direct the participant to ensure that the
question that is asked enables the participant to focus on a specific situation that was actually
experienced. Giorgi (2009) identifies that there is no acceptable length of interview that should
be followed, but cautions novice researchers that long interviews may lead to lengthy data
analysis procedures and short interviews may contain data that are not relevant to the experience
of interest. Giorgi recommends the length of the interview to take into consideration the
proportion of the phenomenon being studied and when data saturation has been reached. As the
researcher becomes an instrument in the data collection process, it is imperative that the
researcher acknowledges any biases or presuppositions at the onset that could alter the richness,
breadth, and depth of the described lived experience.
For this study, I completed all required interviews using one open-ended question
(Appendix E) stated in English: “Tell me about your first experience living with a female partner
with postpartum depression?” Each interview was recorded using a digital-audio-tape with
permission, and was later transcribed verbatim on paper. To ensure that enough depth and detail
were obtained during the encounter, I completed handwritten notes during the interview. After
each interview, I completed detailed notes to ensure that all information was captured. The
reductive process occurred using journaling whereby I wrote down my presuppositions of the
phenomenon under study, ensuring that this did not obscure the participants’ described reality
during the analysis. Interviews continued until I deemed data saturation had occurred, and no
new themes emerged from analysis of the transcriptions. A total of six interviews were
completed for this study over a seven month period. Demographic data was collected of each
participant (Appendix I; Flesch-Kincaid Grade Level 6.4).
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Setting
All participants were offered to complete the interviews in an office setting at UPEI.
However, alternative locations also were used. One participant completed the interview in his
workplace. All interviews occurred in an area that provided privacy and comfort for the
participants and scheduled at a time convenient for the participants. The interviews could be
postponed if there were any perceived privacy or comfort issues voiced by the participants. For
this study, there was no need for any postponement.
Data Analysis
Once the data collected from the interviews were transcribed, the analysis occurred
(Giorgi, 2009). The purpose of descriptive analysis is that it “attempts to understand the
meaning of the description solely upon what is presented in the data” (Giorgi, 2009, p. 127). For
this research, the analysis followed Giorgi’s (2009) descriptive phenomenological psychological
method. The analysis process included bracketing; intuitive acts of signifying, fulfilling, and
identifying; and free imaginative variation as outlined by Giorgi. When using bracketing, the
researcher read the entire transcribed description to “get a sense of the whole” (Giorgi, 2009, p.
128). The description was then reread with emphasis on identifying significant shifts in the
meaning, referred to as meaning units. The meaning units were noted by a mark in the
description (Giorgi, 2009). The meaning units, identified based on the researcher’s Community
Health Nursing perspective, were transformed by using the intuiting acts and imaginative
variation in order to achieve a “heightened [community health nursing] sensitivity with respect to
the phenomenon” (Giorgi & Giorgi, 2003, p. 25). The resultant essences described the essential
structure of the father’s first lived experience of his female partner’s PPD. In addition to the
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qualitative analysis, descriptive statistics were utilized to analyze the demographic data of the
participants to describe the sample.
Ethical Considerations
Ethical approval for this study was obtained from the UPEI Research Ethics Board.
Informed consent was obtained that ensured a complete understanding of the purpose, methods,
and potential risks or benefits to the participants. This was achieved by providing each
participant the letter of information to review the purpose of the research, as well as the risks and
benefits to the participants. The risks to participants included the burden of time for the interview
(approximately 1 hour) and a risk of psychological harm related to feelings raised during the
interview. To reduce the risk of psychological harm, I offered debriefing and support to the
participants after each interview. Also, a list of local Community Mental Health offices and
respective contact information was provided to each participant at the start of the interview
(Appendix F). The participant could self-refer to this service by calling the number in his
respective area. At any time during the study, the participants understood that they could
withdraw from the study and have no consequence related to their decision. Process consent
continued in collaboration between myself and participants throughout the interview.
The welfare of a person pertains to the privacy and control of information when he/she is
involved in research (Polit & Beck, 2017). For this study, all collected data, including my
reflexive journal/field notes, participant signed consent forms and electronical data were stored
in a confidential manner and secured in a locked room designated by UPEI to meet criteria for
research data storage. Only my supervisor and I had access to all files associated with this study.
Also, my supervisor and I signed a confidentiality agreement and completed the Tri Council
Policy Statement Ethical Conduct for Research Involving Humans (Canadian Institute of Health
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Research, Natural Sciences and Engineering Research Council of Canada & Social Sciences and
Humanities Research Council of Canada, 2014), if not already done so prior to the study
(Appendix G). Also, the transcriptionist signed a confidentiality agreement prior to the start of
any transcriptions (Appendix H). During transcription, a code replaced the participant’s
identifying information. The participants’ names and contact information and the corresponding
code were secured in a room located in UPEI. Data were secured on a USB stick that required a
password to access information. To minimize the risk of breaching anonymity when results of
the study are published, I ensured results did not contain any identifying data. Pseudonyms were
utilized and no identifying information was used. All hard copy data will be shredded after 5
years along with deleting all electronic content as required by the UPEI Research Ethics Board.
The benefit to participants included an opportunity to discuss and reflect on their
experience. Several studies identified that fathers of female partners with PPD appreciate the
opportunity to discuss their experience (Davey et al., 2006; Kowalski & Roberts, 2000;
Letourneau et al, 2012). Additionally, with an increased understanding of the fathers’ first lived
experience of their female partners’ PPD, health care providers will be better equipped to support
them. This can potentially benefit all new families in PEI. Participants were offered the option
to receive a copy of the research findings by mail.
Trustworthiness
Trustworthiness is an important part of the research process whereby qualitative
researchers use different criteria to improve their study’s data (Polit & Beck, 2017, p. 175). In
descriptive phenomenology, research steps are made explicit and sequential that enables other
researchers to replicate the study methods (Finlay, 2014). For this study, I enhanced the
trustworthiness of the research findings by following Guba and Lincoln’s (1989) criterion of
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trustworthiness: credibility, transferability, dependability, confirmability, and authenticity (as
cited in Polit & Beck, 2017, p. 584). I enhanced the credibility or confidence of the research
findings through: (a) building trust with the participant through prolonged engagement during the
actual interview (Guba & Lincoln); (b) engaging in persistent observations during these
interviews by maintaining a reflexive journal that contained the researcher’s thoughts, feelings,
and observations during the interview and data analysis; and (c) engaging in peer debriefing with
an experienced phenomenology researcher (supervisor) to review and explore my understanding
of the data collection and data analysis process in relation to my values and bias (Polit & Beck,
2017).
Transferability refers to the degree to which the researcher provides the audience with
enough descriptors of the context within which the phenomenon occurred, so that the audience
can determine how transferable the study findings are to other similar situations (Guba &
Lincoln, 1989). To increase transferability, I provided a thick description of the research
findings. The study report included the data analysis procedure to demonstrate the scientific rigor
and trustworthiness strategies (Polit & Beck, 2017) that were used. Through the use of a pilot
study, I was able to apply the research method and seek verification by my supervisor. Also, I
had continuous engagement with my supervisor, thereby enhancing trustworthiness of the overall
research.
Dependability refers to how much a researcher makes available to the audience the
decisions that were made regarding methodological changes during the study; whereas
confirmability in a study addresses how the outcome of a study is rooted in the context of the
participants’ experience and not just the researcher’s interpretation (Guba & Lincoln, 1989).
Both dependability and confirmability were increased through maintaining a reflexive journal
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that acted as an audit trail of decisions made during the study (Guba & Lincoln, 1989). Also, the
methodological decisions were described in the research report to ensure that the findings
“reflect the participant’s voices…not the researcher’s biases or perspectives” (Polit & Beck,
2017, p. 560).
Authenticity in a study is achieved when the researcher effectively communicates to the
audience the range of realities experienced by the participants. In this study, authenticity was
enhanced through reporting the participants’ realities of the phenomenon, enabling readers of the
report to “develop a heightened sensitivity to the issues being depicted” (Polit & Beck, 2017, p.
560). Throughout the analysis of this study, I used phenomenological reduction and intuiting to
ensure the participants’ constituents were truly representative of their lived experience of living
with a female partner with PPD.
Dissemination of Findings
The objective of this study was to better understand the first lived experience for fathers
living with a female partner with PPD, and to identify any issue that could be related to the
fathers’ health care needs and supports. The findings will be disseminated to appropriate health
care and community stakeholders for the purpose of improving our understanding of this
population through presentations at local conferences, such as the UPEI Graduate Studies
Research Conference. Considering that this study is a master’s thesis, a manuscript will be
completed that may be shared via publication in a peer-reviewed journal. As continued
collaboration between partners is dependent on resource allocation, the findings may be used to
strengthen the relationships between key stakeholders. Finally, the research findings will be
communicated to the participants who have requested a summary of the findings. Upon the
completion of data analysis, a summary of the findings will be written and mailed to the
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interested participants.
Summary
In this chapter, Giorgi’s (2009) descriptive phenomenological psychological method was
outlined as the research method that was used to guide the inquiry. The method was described,
and participant information such as recruitment approaches was outlined. The study components
included a pilot study, data collection plans, study setting, data analysis, ethical considerations,
strategies to enhance trustworthiness, and how the results of this study will be disseminated.
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CHAPTER 4
Research Findings
The purpose of this qualitative study was to explore the father’s first lived experience of
living with a woman who has been diagnosed with PPD. The research question that guided this
study was “What is the father’s first lived experience of living with a female partner who has
experienced PPD?” To answer this question, a descriptive phenomenological psychological
method by Giorgi (2009) was used. Fathers who experienced living with a female partner with
PPD were the participants for this study. In this chapter, I will discuss the following research
findings: (a) demographic data of the participants; (b) descriptive findings obtained from
interviews of the participants; (c) meaning units that were established through analysis of the
participants’ description of their experience; and (d) essential constituents that form the structure
of the fathers’ first lived experiences of living with a female partner who had experienced PPD.
Description of Participants
Six fathers who lived with their female partner when experiencing PPD were interviewed
for this study. The interviews lasted between 45 and 90 minutes, with an average length of 60
minutes. The age of the participants ranged from 32 to 70 years of age (Table 1). The average
age of the participants was 44 years. Five of the six participants were married to their female
partner. The average duration that partners lived with their female partner before the PPD
experience was 7.75 years; the range was 2 to 13 years. Fatherhood experience varied among the
participants. For instance, two of the participants were first-time fathers and four participants
were considered experienced fathers, with at least one child already in the home. The average
time since the first episode of their female partner’s PPD to the time of the interview was 6.8
years; the range was between 2 to 18 years. Four participants had female partners who had more
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than one episode of PPD. At the time of the interview, all participants identified having higher
education. Half of the participants were trades/college educated; the other half of the participants
were university/masters’ level educated. All participants were employed. Five of the six
participants worked full time; one participant worked part time. Five of the six participants’
stated income per year was $60,000 and greater; and one participant earned $30,000 to $45,000
per year. The majority of the participants were recruited from the local media. Participants’
identities were protected using pseudonyms that included a code number. The pseudonyms P1 to
P6 were used to describe the participant demographics, and to identify direct quotes from the
interview to substantiate the data analysis.
Descriptive Phenomenological Psychological Analysis of Results
In the following section, the results of the descriptive phenomenological psychological
analysis are presented and the essential constituents and structure of the phenomenon of fathers’
first lived experience of their female partners’ PPD. Initial analysis of the raw data was
comprised of over 1000 large meaning units. The larger meaning units were further transformed
into 108 smaller meanings. Six essential interrelated constituents of the phenomenon arose from
the raw data that created the structure of the meaning of fathers’ first lived experience of their
female partners’ PPD. The six essential constituents were: (a) turbulent emotional journey; (b)
loss of her; (c) life crisis which is overwhelming and burdensome; (d) a forced transformation of
self, marriage, and family toward a new normal; (e) uncertainty and a guarded future; and (f)
insufficient support and barriers to care. Each of these essential constituents is presented with
the associated meaning units in Table 2. To enhance the trustworthiness of the study, participant
direct quotes are shown next to the applicable meaning unit.
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Table 1
Demographics of Participants

Age

Marital
Status

P1

70

Single

P2

38

Married

P3

40

Married

P4

46

Married

P5

32

Married

P6

38

Married

Education
Level

Work
status

Annual
Income

Trade/
College
Trade/
College
Master’s
Degree
Master’s
Degree
Trade/
College
Master’s
Degree

Full
Time
Full
Time
Part
Time
Full
Time
Full
Time
Full
Time

>
$60,000
>
$60,000
>
$60,000
>
$60,000
$30,00145,000
>
$60,000

# of
year(s)
living
with
partner
before
PPD
dx

Chil
dbirth
order
first
PPD

# of
year(s)
since
first
PPD

# of dx
PPD if
more
than
one

3

2

7.5

0

10

2

2

2

2-3

1

5

2

3-4

2

18

2

5

1

2.5

0

13

2

6

2

A Typology of the Fathers’ First Lived Experience of Their Female Partners’ PPD
Fathers described living with their female partner with PPD as trying to navigate in
turbulent waters in which they experienced a life crisis that forced a transformation of self and
family resulting in a guarded future for all concerned. Fathers were confronted by barriers and a
fragmented health care system when trying to solve their female partners’ mental illness.
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Table 2
A Typology of the Fathers’ First Lived Experience of Their Female Partners’ Postpartum
Depression
Constituents

Meaning Units

Constituent 1: Turbulent emotional
journey

1.1 Fathers experienced the joy and sorrow of being
new fathers when living with their female partner
diagnosed with PPD.
1.2 Fathers awoke to a new negative reality once their
female partners became ill.
1.3 Fathers mourned the loss of the ideal family.
2.1 Fathers experienced a loss of both the physical and
emotional intimacy with their female partners.
2.2 Fathers experienced fractured relationships with
their female partners.
2.3 Fathers expressed feeling lonely when their female
partners became disengaged and in a cocoon.
3.1 Fathers were emotionally challenged when living
with their female partners with PPD; fathers
described their experience as hard, emotionally
draining and traumatic.
3.2 Fathers experienced guaranteed helplessness when
attempting to deal with their female partners’ PPD.
3.3 Fathers felt vulnerable not knowing how to solve
their female partners’ health issue.
3.4 Fathers described the burden of their partners’
illness on them and their family.
4.1 Fathers relied on coping strategies and life
experiences to deal with their situation.
4.2 Fathers adjusted to their new normal family
functioning in an abnormal reality in which they
found themselves living in.
4.3 Fathers demonstrated unconditional commitment
and dedication to their female partners.
4.4 Fathers self-sacrificed their own needs for the
greater good of the family unit.
4.5 Fathers took on new roles and responsibilities to
keep the family unit functioning.
4.6 Fathers described accepting their reality as the new
normal.
4.7 Fathers felt their children were not affected by their
female partners’ PPD.
5.1 Fathers remained uncertain that their female

Constituent 2: Loss of her

Constituent 3: Life crisis which is
overwhelming and burdensome

Constituent 4: A forced
transformation of self, marriage, and
family toward a new normal

Constituent 5: Uncertainty and a
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guarded future

Constituent 6: Insufficient support
and barriers to care

partner would become well.
5.2 Fathers attempted to make sense of their situation.
5.3 Fathers worried about their female partners’
recovery.
5.4 Fathers felt concern for their families’ future.
6.1 Fathers expressed limited extended family support
as a negative attribute for family well-being.
6.2 Fathers felt insufficiently supported by a
fragmented health care system.
6.3 Fathers described the stigma of the mental illness
as a barrier to obtaining help.

Constituent 1: Turbulent emotional journey
MU 1.1 Fathers experienced the joy and sorrow of being new fathers when living with
their female partner diagnosed with PPD. Fathers described the contrasting emotions of being
new fathers of a healthy child and living with their female partner diagnosed with PPD. P5
described his new reality of being a first-time father as “a joy and sorrow at the same time.”
Further, P5 stated the relief of having a healthy child was overshadowed by his female partner
being diagnosed with PPD:
The joy and everything I felt and there is a joy and a sorrow at the same time and the
happiness that you finally have your first-born child and they are there and they are
healthy and there is literally nothing, and no issues whatsoever and how blessed and
lucky we were for that and to see on the other hand, my wife who’s just struggling to get
out of bed in the morning, you know, and has no energy or no zest, no life to her, uh, it
was just a bizarre time on top of everything else just for that reason too.
Similarly, P6 verbalized the emotion of realizing that his new family was not as he had
anticipated:
You know, you are supposed to have this, I guess you know, build it up to be this
preconceived notion of a family of three and it certainly didn’t develop like that I think
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after, uh the baby was born and, you know, so you have all of those other things you have
to wrestle and deal with and understand. As I said, you do it all alone.
MU 1.2 Fathers awoke to a new negative reality once their female partners became ill.
Fathers described a moment when their female partners’ mental illness was real to them. Some
fathers experienced a sudden awakening to their female partners’ mental illness. For instance,
P2 shared learning of his female partner’s PPD when she called him on the phone: “So, you
know, she was resting and you know, nothing out of the normal for a woman who had just given
birth and then, all of a sudden, one day I was back at work and she called me crying on the
phone.” Similarly, P3 became alerted to the severity of his partner’s mental illness when she
disclosed to him she was suicidal. P3 explained his experience: “So, yeah, she slipped slowly
away. I started to wake up a lot more and once I, when we finally figured it out and she said the
word suicide, I realized this is way bigger than just problems with feeding or problems with
being sleep deprived.” When P6 identified that this female partner’s mental illness was more
than just the having a child, he and his partner started treatment.
MU 1.3 Fathers mourned the loss of the ideal family. Participants accepted the idea that
their family had changed when their female partners were diagnosed with PPD. Participants then
mourned the loss of the preconceived ideal family. This is supported by the narrative of P5:
Um, because you want to have that, um, that picture perfect Huggies commercial type,
cuddling and everyone is giggling together and laughing and that is how I felt but my
spouse didn’t have that, so there was a part of me that kind of mourned for her, like
…you don’t, you can’t plan for that or you don’t picture that happening and, ah,
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there is for someone that doesn’t struggle with depression, no way for me to even
empathize with her or ask for her help. It’s not something you can say, just get over it,
you know hold him, he is your son, everything is great, that’s not the answer, yeah.
Also, P5 described his female partner’s presence in their family as less than ideal and referred to
her as being absent:
Um, when she was with him she would, even if she was feeding him she would basically
either kind of zone out or cry the entire time or something like that and then when it was
over there was really no connection with my wife and my son which was kind of a, not
what you would expect anyway. You see stuff like on TV movies where is it glorified
and it is wonderful, beautiful, magical moment, umm, but…
Similarly, P6 described a fog that enveloped his family, resulting in the loss of his ideal
family:
The fog analogy was just, you know something started to be off, you know, a little
bit at a time and then more at a time and you know the next thing you can’t see
each other through the fog. And you are not really sure why or how it happened,
or where you need to uh, or what you need to do really.
Constituent 2: Loss of her
MU 2.1 Fathers experienced a loss of both the physical and emotional intimacy with
their female partners. Participants described trying to engage physically and emotionally with
their female partners. Participants stated the lack of physical contact with their female partners.
For instance, P1 described trying to spend time with his female partner: “I’d be like, ‘Why don’t
you sit down here, and let’s watch the news, or let’s just have a cup of tea,’ ‘Oh no, I’m just
gonna go back upstairs.” Also, P6 described the lack of connection with his wife as supported
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by P6’s narrative: “You know, there was no husband and wife interaction, no familiar
interaction…”
Participants verbalized the lack of emotional connection with their female partners as
challenging. The narrative of P6 supported this:
And, I think as a partner, you know, in our family where she is a stay at home mom and
she was home before the babies, um, so, you know, as the bread winner and the
household and all of those things fell back to my plate and then lack of emotional
connection to your wife through these processes is quite difficult.”
P6 continued to describe the loss of trust in his relationship with his female partner:
I think at that time she kind of lost a little bit of trust in me too as our family became
uncommunicative and weren’t on the same page, I think I would typically describe it, so
she lost trust in myself and what was going on in my life because she had no connection
at all to my life, didn’t know anything that was going on, emotionally shut off.
Similarly, P5 shared the feeling that his female partner did not acknowledge him or his son: “Not
that you do it for a thanks, but um, that was kind of where that, I want to say darkness is where
that came from was, almost like she couldn’t see, like didn’t see me anymore or see my son
anymore.”
P2 verbalized the loss of intimacy with his female partner from the treatment of the
mental illness:
You know, in a perfect world she doesn’t want to be taking any medication but… and,
that’s the hardest thing with the whole process, once they found the balance she doesn’t
have her emotions back, but she’s not here but she’s not there you know what I mean.
P4 blamed himself for the loss of intimacy with his female partner:
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You knew time would fix it, but time takes time. And that’s, something, like patience
sometimes is pretty thin with new parenting sort of thing so all of a sudden your patience,
you get a bucket of it every day so when the time comes and you are done dealing with
two relatively newborns your patience for the other side of it might be gone. They are
finally in bed at seven thirty and you are ready to talk to your wife and you are done.
Like it’s your empathy are already used up on the other two and then she really needs it
sort of thing. I think, that was the hardest part uh, for me.
MU 2.2 Fathers experienced fractured relationships with their female partners.
Participants shared how their female partners’ personality changed when they were diagnosed
with PPD. Also, participants described a change in the communication in the relationship.
Ultimately, some participants struggled to maintain their relationship with their female partners;
P1 and his female partner’s relationship ended. P1 verbalized the lack of trust in his relationship:
“I said, ‘How can you have a relationship if you don’t trust the other person?’ It had nothing to
do with anything, it was all in her mind.”
P5 described the change in his female partner:
“We had been married I think 5 years when our son was born and I just noticed a change
in her in her general attitude and it kind of threw me off , like I didn’t know, not in a, I
guess somewhat in a negative way. I just didn’t recognize this person. The way she talks,
talks to me and the way that she interacts with her son.”
Similarly, P6 stated his female partner as not the one he married:
She wasn’t the woman I married. I think that’s the, that ultimately she was a completely
different person, um for a lot of months. I think depends on the treatment, depends on
how close they get, everybody is different after a child. Like I said, I think it

47

fundamentally shapes how you are, changes who you are, but there was no, there was no
pieces of my wife left at that point in time. You know, the woman I had married. Um, in
those days there was nothing left really of the original attraction and qualities that I held
so dear and fortunately do come back, but at that time they weren’t there. There wasn’t,
my wife’s kindness and joyfulness or being joyful and her humor and you know, her
passion for things. She hated everything.
Participants described the difficulty of communicating with their female partner
diagnosed with PPD. P6’s narrative supported this:
You know, she was, through the postpartum, was constantly on guard about her actions
and, you know, having been through you know the stillbirth and her mental health issues
around that, you know I think she was always guarded. You couldn’t come in and say is
everything okay? You know, that could be met with, yeah, it’s a good day today or a bad
day. Or it could be met with how dare you, what are you accusing me of, you know that
sort of thing.
Participants described how the illness of the female partners took stability from their
relationships. P6 supported this by stating “So, I think the illness took a pillar of stability out of
our relationship at that time and out of our family at that time”. P6 contemplated leaving his
female partner:
It was all gone, it was all gone. I think in those darkest days, there was no, my wife
wasn’t there really. Like it was her body but that personality was somewhere else in those
days. That’s hard, and you look at that and think, I didn’t marry this fucking person,
sorry, I didn’t marry this person. I don’t want this person, um, and it would have been
the easier way I think, I don’t think, I know definitively, the easier way would have
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been to say – I don’t know who you are or what you, this isn’t working... I remember
talking to my therapist about it at the time and saying I think I am done. Like I can’t, this
isn’t going to work, like, I would rather have the kids 50 percent on my own and know
that that those relationships were secure.
MU 2.3 Fathers expressed feeling lonely when their female partners became
disengaged and in a cocoon. Participants described feeling lonely when they were disengaged
from their female partners. For instance, P6 stated how his female partner needing space to
become well: “My wife, bless her heart, she was dealing with her own things. And as I said was
in bed or with the baby, in bed or with the baby, you know, for months and months and months
and months…” Similarly, P5 described allowing his female partner space:
There was no, um, there was no engagement with me either which was which was
another, another um, a kind of adjustment that I felt I had to make um, as far as that goes.
There was a lot of times I, that just allowing her to have her space that I would sleep on
the couch for a long time, um…
For most of the participants, their partners’ isolation from their families was viewed as negative.
This was supported by P1’s narrative: “…when I say a cocoon, you know um… she… we had
you know, two children who were very active and she would go upstairs to the bedroom and
close the door and lock the door so that nobody could bother her.” P6 described how he felt
when his female partner was absent:
As I said it was such a chaotic time of trying to do all these things and including at the
time you know running a successful business and all that stuff, it was, yeah, crazy the
whole time she was in bed. She was nothing, she was just a blob, like just lay in bed. Just
lay in bed and that was it. She would get up and tend to the child and the children were
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good sleepers but you know, my wife’s 6 or 7 hours a night were not enough so she
would go to bed. When the baby slept, she slept and that would continue for a long time
with the postpartum. And, I got home and it would be here is the kid I am going to bed,
you know, that sort of thing was a challenge for sure. And uh, you know, again, I don’t
fault my wife for it, although I think at the time I probably did. You know,
resented her for her sleep, not that I sleep anyway but, it was, the opportunity to have a
moment where it wasn’t about everybody else, and I that, I think it comes back I think a
little bit to that isolation that nothing was about me for the longest time and maybe that is
self-centred and maybe your study will say oh this guy is egotistical or this guy is just
egotistical but there was nothing, no was no gauge. No one ever checked in at all on me
through this whole process, no one.
Constituent 3: Life crisis which is overwhelming and burdensome
MU 3.1 Fathers were emotionally challenged when living with their female partners
with PPD; fathers described their experience as hard, emotionally draining, and traumatic.
Participants described their experience living with their female partners as difficult. This is
evident from the participants’ descriptions: P1 stated “It was a difficult time” and P3 expressed
how “hard it was for [him].” P6 shared his emotions relative to his experience: “You feel
frustrated and angry and I have a hard time identifying with her as an introvert.” Also,
participants described their experience as horrible and traumatic; draining their energy. P1
shared his experience: “It was a horrible experience because it drains all of your energy …,” and
P2 described his experience as both “traumatic and tough.”
MU 3.2 Fathers experienced guaranteed helplessness when attempting to deal with
their female partners’ PPD. Participants described their situation as helpless; having no control
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over their situation and not knowing how to help their female partners. P5 shared how he was
unable to control his female partner’s behaviours:
I just have to be kind of super dad…and let my wife, let her kind of, not stew, but if she
wants to kind of throw on and leave like I have to let her do that. I can’t say, no, you
come back here, you know, this is your son too. You know what I mean? I couldn’t,
um, I kind of felt, not like a punching bag but you just, I kind of felt handcuffed, put it
that way.
Similarly, P6 described returning home from work feeling helpless with the circumstances of his
female partner’s mental state:
Ah, for it, and so that is probably more where the fear, again, I wouldn’t say I feared for
the safety of our children. Certainly I don’t think so but you know, that is always more
the house and my wife and all those things and I would describe it many times to my
family members you know, like Jesus you know, I don’t know what I am walking into. I
could have a perfectly tidied house and a happy baby playing on the floor or the house
could be in shambles and my wife clearly had not been out of bed all day, you know, her
and the baby are, you know happy and fed and snuggling but but, stuck in a rut in, you
know, in in the bed.
Participants felt helpless to fix their partners’ illness. P4’s narrative explained: “…there
was nothing I could do to fix it. There wasn’t a fix. I couldn’t just come in and muscle through
something or do this, or build this to make it go away. That fix wasn’t available to me.” P1
described:
For months, she was just up there and her friends would come over, her girlfriends and
they… I'd say ‘What can I do?’ and they’d go up and talk to her and they’d say she’s
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going through depression, there’s nothing you can do right now, just let her work through
it…so…
Similarly, P5 stated his situation as “guaranteed helpless”:
I wouldn’t say helpless is the right word, but sometimes you just want to go, okay, I can
look it up. I can find it. Here is the fix. Helpless might have been some days,
guaranteed helpless is the word because you were done. It was like I can’t fix this, it’s
going to happen again tomorrow. I am living through it today and but I know it’s coming
again tomorrow or in 5 minutes time and I can’t fix it. So, from the dad perspective it
was like I can’t fix this. This is, ah, and you don’t see how quickly a year goes by, or 6
months or 3 months or whatever. You are looking at, oh my god, at the clock that moved
30 seconds and it took 20 hours for it to move at all. Do you know what I mean? Time
is so slow at that point. Now, in retrospect of course everything flew, but that’s the
hardest part of it just knowing that there isn’t a fix. Sometimes it is all about
survival.
P5 expressed how he was unsure how to help his female partner:
Like you would, like go to the example of a teenager you can’t talk to them by being
harsh to them or push them because I felt in that particular situation, the more you push
the more they recoil and um, so there was a weird balance of being unprepared as far as
what my role is in this, to, I guess the heart of it was I didn’t know what to do.
Similarly, P4 described:
You know, I can have some empathy about it, but I don’t think true comprehension is
there until, you know what I mean, no idea. In hindsight talking with [Female Partner
Name] about it with the second one, how much she beat herself up over not being able to,
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knowing it’s wrong, not wrong, you know what I mean, knowing it’s unexplainable.
Wrong is not likely the right word and having no control over your feelings or the
feelings they are and just, as a husband not having any way to help or…not
knowing of any way to help if you know what I mean. Other than taking the kids and
doing the best you can there sort of thing.
P2 experienced feeling stuck:
Just, just spinning as in blank… you know, not spinning with racing thoughts, like that’s
one thing that she had battled with a lot when she was going to sleep like her thoughts
and this and that racing but mine is spinning as in stuck, like…
MU 3.3 Fathers felt vulnerable not knowing how to solve their female partners’ health
issue. Participants described not knowing how to help their female partners get well. P5 shared:
It wasn’t necessarily about what do I do with myself, it was I don’t know how to
approach this or help her, …that was essentially my white flag moment of I don’t know
what else to do for her. You know, I can do everything, like if there was a checklist, I
can literally do everything on that checklist but nothing changed her, how do I say it, not
nothing made her happy, but nothing like motivated her to carry on or wanted her, made
her want to say thanks or whatever.
Similarly, participants expressed not understanding their female partners’ mental illness.
P2 described: “I was the one, I was the one saying we just need to get through today. You need a
rest. I was the one being oblivious to the fact ‘cause I didn’t really know what postpartum was.”
Similarly, P5 verbalized:
Fear was more like how long is this going to go on. Like how long does this depression
last? Like, I did not know. We knew it was a risk and it was explained. We took the
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pre-natal course or the pre-parenting course that you take, like an 8-week thing for a
couple of hours. Basically, a crash course in how to keep the baby alive sort of thing.
They described a little about postpartum depression and things of that nature so we were
aware of the possibility that could happen but I had no idea, like is something that goes
away in a week, in a month? Could this last a year, you know.
MU 3.4 Fathers described the burden of their partners’ illness on them and their
family. Participants described their duty to care for their female partners. P5 shared his
experience caring for his female partner as “it was all on my shoulders.” Similarly, P6 described:
And I think part, of the challenge is that I come from a family that, ah, or I guess maybe
not my upbringing, whatever, my life, I am very connected person emotionally and I am
very aware of people and feelings and that sort of thing and don’t, the experience we had
I didn’t shy away from therapy but you know, the treatment of this illness was in my
hands.
Participants expressed the burden of their female partners’ mental illness on themselves.
P4 stated the emotional toll of living with his female partner when mentally ill:
Disappointed would be likely at the time, now, disappointed that she couldn’t be a
better mother, do you know what I mean? Air quotes there of course, but it wasn’t why
can’t you just step up? You did it with [Child’s Name]. Why can’t you now? Do you
know what I mean you already lived it once, you should be able to do it. I am sure that
would have played on my psyche going, why she can’t and you are such an idiot that you
are even thinking it, do you know what I mean?
Similarly, P5 explained:
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You do your best and you try to navigate the waters as best you can and again, like I
said, there is no preparation for postpartum depression. You knew it would come and
you are like okay, you can touch on the warning signs and you know it is more or less the
moms, like if you feel this way, if you feel this way, if you feel this way, you should talk
to someone about it and see if this is what you have. They kind of touch a little bit on for
the dads if you notice a change in your wife, your spouse, your partner, if you notice this
talk to your doctor or something. As far, as saying – Dad, husband, we’ll just say dad, uh
partner, you have to essentially do everything on your own, um, at the very least on your
own emotionally and good luck, you know. Um, yeah, there was no, ah, I didn’t, yeah, I
wasn’t expecting any of that I guess.
P3 described the physical burden on himself when caring for his family: “I would stay
home with the baby and I ended up taking a few more sick days than I usually would because I
was being, I was getting burnt out big time.”
Constituent 4: A forced transformation of self, marriage, and family toward a new normal
MU 4.1 Fathers relied on coping strategies and life experiences to deal with their
situation. Fathers described how they dealt with their situation. Fathers’ relied on positive
coping strategies. P2 shared: “Is the glass half empty or is it half full? But things can always be
better and things can always be worse. You know, you have to play the cards you are dealt and
this is what we are dealt.” Similarly, P3 described:
Um, I am the type of person…um, that if there is a problem you deal with it, you work on
it, you be patient. You take time, you figure it out. You problem solve it, you
troubleshoot it, you talk it out. You don’t, I don’t let problems linger.
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For some participants, coping with their situation included self-care practices. P2’s
narrative supported this:
If I was sitting home just with the kids I was dwelling, if I was at work I was busy, I got
people asking me questions and there was stuff going on, stuff that had to get done so I
could kind of keep my mind off it and function. If I was sitting around with nothing to do
then I was dwelling and it was eating, eating away, but because I was able to stay active
and busy it just made things easier for me.
P4 described: “I would get out whenever [Female Partner Name] would get home, and I would
be dog tired but I always knew it was a good vent for me, so I would go for a run or I would do
whatever.”
Also, participants stated how their lived experiences help them cope with their situation.
P4 explained: “Ah, because I was older when it happened it wasn’t as bad though” and “Ah, it
wasn’t as bad. I, like, it is all by perspective and what you lived through.” Also, P3 described
his experience in the military as helpful to deal with his situation:
I have been on edge before, like to compare it, I…I did basic training when I was 19
when I was sleep deprived and pushed to my limits for 2 months that’s, and it was
harder than basic training. And I, I feel actually and I used it a lot then, if I hadn’t got
through basic training and hadn’t had the mental fortitude to stick with it and just push
through it and rely on a calm mind, um, I probably wouldn’t have done as well as I
did. I actually used what I learned in basic training and being in the military a lot.
Similarly, P5 shared how his job helped him deal with his situation:
You just try, as tough as it is, to stay positive and carry on. Um, I don’t know if it is a
mentality, like my grandfather was [types of employments] and I have kind of followed
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suit in [types of employments], umm, so I, kind of partitioned my brain to this is the task
right now and this how we, you do this to get to the goal sort of thing.
P6 explained how he used his work ethic to cope with caring for both his children and his female
partner:
They were separate if that makes sense to me. They were separate things, they were
separate issues. Um, so to me the kids, today, the kids are kids and now the kids have a
significant priority in my life, and as did my wife, but you know, the kids at that time was
everything. It was deal with the kids, deal with the kids, deal with the kids, and and um,
deal with my wife after. I am a very compartmental, I am an accountant so I am fairly
compartmentalized uh, from my work and my home and my life. So I I would get home
and I got home from my day I would shed my cell phone and my suit and it would be all
kids, it’s all kids til bedtime. And then when bedtime is done we can deal with other
things that need to be dealt with, whether it is, you know, this postpartum thing or work
or whatever it may be.
MU 4.2 Fathers adjusted to their new normal family functioning in an abnormal
reality in which they found themselves living. Fathers described adapting to new roles in the
family when their female partners were unwell. P3 shared how adapting to his child’s crying:
“His first couple of months he just cried all day long. So much so that all my pajama bottoms
would have ear plugs in them because I, if I had to hold him in the middle of the night it was the
only way I could without having my ear drums destroyed he was so miserable for the first 6
months.” P4 described meeting the demands of the household:
That’s the end of the craziness, right, so, ah, and it becomes normal. The crazy becomes
the normal. This is how life is. Uh, wait, oh my gosh, I am cooking dinner and [Child’s
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Name] stinky, well here we go and we are going to change a diaper, I will just turn the
stove down to make it work. That’s what I mean, the hundred mile an hour all the time,
crazy.
And P5 discussed how he adapted to caring for his family:
Again, it wasn’t, um, I guess, knowing that it was postpartum depression, at least getting
it identified, and what’s the word, diagnosed, at least getting it diagnosed so I know that’s
what’s going on here, so here is how a wife, my wife, mom deals with this and I will just
have to figure it out from there, what my role is, what I am supposed to do. It’s kind of
trial and error as far as did I, I did make her angry, okay no, good, then I will keep doing
that. Is baby good, yeah baby’s good, then we will keep doing this. Yeah, I guess in long
form that is darkness, that is what I meant by darkness.
MU 4.3 Fathers demonstrated unconditional commitment and dedication to their
female partners. Participants were committed and dedicated to their female partners. This is
supported by P1’s narrative: “I tried to give her all the love I could” and P2’s narrative: “I think
as most partners would say the health of the, the partner is first and foremost.” P3 explained his
dedication to his female partner: “But her words were trapped. I never felt trapped, I wanted to
be there, there wasn’t one moment when I didn’t want to be there.” Similarly, P5 described his
dedication to his female partner:
And when you are in a dark room and burping a baby or your pacifying a baby or
whatever the phrase is, you know, you have a lot of time to think to yourself and there
was a lot of, you can get overwhelmed with emotions if, or that emotion of feeling alone
or abandoned or this isn’t what I signed up for, but it wasn’t like, I don’t know how to
say it, but it was more from a husband side of it. I didn’t sign up to do this by myself but,

58

um, I signed up to um, for sickness and in health support your wife and that was my vow
kind of thing.
And P6 explained getting his wife help:
You know, my wife wasn’t going to seek treatment I don’t think, you know. My wife
would not often be aware of how severe things were and the cocoon fact that my wife
had, you know allowed her to live in kind of a perfect little bubble, but that was perfect as
well when you were the one that had to escalate to your partner that you have to get some
help here, you need to go and I will go with you, whatever but to continue to push the
envelope in that subject matter when it was well received originally, um, you know, it, I
can see why not everybody can get to that point, you know. It is hard to sit someone
down and say, with a brand new baby in their arms and say – you know, you’re sick.
What is wrong? Something is wrong with you mentally. We need to escalate this thing.
So you know I think that was probably a difficult part of the treatment as well was being
the lead on that and I am sure it’s different for everyone but certainly my story, it, it my
wife was pushed by me to start to deal with it more acutely, you know more severely I
think than she had been. So, that is kind of the escalation in how we dealt with that.
MU 4.4 Fathers self-sacrificed their own needs for the greater good of the family unit.
Participants described making changes in their lives to accommodate their new family needs. P4
shared stopping his favorite pastime activities:
But then of course a lot of times you are giving up other stuff you are into. So I was
playing some rugby and soccer and stuff at the time and so you would step back from that
but not even worry about telling the guys I got a newborn at home I can’t play for a while
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ah, but that might have been one of your vents, so if it could have kept going it would
have been better.
Participants described putting their female partners’ needs ahead of their own health needs. P2
verbalized:
Would I rather just lay on the couch and relax? Well I probably would rather lay on the
couch and relax, but I have to realize that she has been in the house all day with three
kids. You know it’s a release for her to get out whether it is going to get pictures or
going to do the groceries or doing whatever. We are going as a family.
Also, P5 explained caring for his female partner: “That it just kind of all the household duties
were dads now and all of the emotional support, ah it was a season of giving. There wasn’t a
whole lot of taking for Dad at that point.”
MU 4.5 Fathers took on new roles and responsibilities to keep the family unit
functioning. When the female partners were diagnosed with PPD, participants described
stepping up to fill in the gap. P4 stated: “The focus, of course, is on my wife with postpartum
and you need to step up a bit and do a bit more.” Participants shared the many roles that they
assumed when their female partner was unwell. P1 described the many roles of being a new
father: “Trying to be a parent… trying to be a caretaker… you’re trying to be a bit of a
psychiatrist or psychologist all at the same time and figure out what you can do to make…the
situation better for your partner.” P3 described being responsible for household duties: …dishes,
laundry, vacuuming, bed sheets, garbage, recycling. Any of the household chores that need to
get done in order to keep a healthy household. Fresh groceries, home cooked meals” and “just
making sure that everything that needs to be done…whether it be writing down the date on the
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calendar to making sure… the insurance for the car was paid for, just really taking control of the
household everything day to day.
Along with the new family and household duties, Participants completed these new tasks
as well as continued to work. This is supported by P5’s narrative:
Anyway, so I would go to work and come home and have dinner and kind of throw
something together for dinner um, and do the baby process over again, take care of the
baby, bring him to feed her, burp him, change diaper, bathe him bring him to her and do
this, and make sure everyone has clothes and everyone has food and once everyone has
retired for the night repeat the cycle again and again and again and again.
MU 4.6 Fathers described accepting their reality as the new normal. Participants
described accepting their circumstances as normal. P4 stated:
Now that I know what the normal is, it was okay, we were totally normal in a very unnormal situation if you know what I mean… you need to step up a little bit more than you
normally would, even with the other kids, this isn’t 50/50, it will be 70/30 for a while.
Participants described their new normal in a family context. P5 explained: “I kind of learned to
just almost put my work hat on and like you know what, this is just the way it is going to be for a
little while.” P6 described:
But for my son when he was an only child and my wife’s depression made her isolated,
you know it was wonderful for me. It was the only highlight was that I had him all the
time and you know, my little guy is not so little anymore but he is an adaptable little
fellow and he would, I learned early on, to do all the things that mommies do and take
him with me everywhere and those Bjorn things that you carry on the front and you
know, my father would laugh and joke that he never did any of the things that I did with
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my kids and and I took my kids everywhere. Saturdays, if I had to go to the office, they,
kids came with me, I just had my son in tow all the time I was not at work.
MU 4.7 Fathers felt their children were not affected by their female partners’ PPD.
Participants described how their female partners’ mental illness did not affect their children. P1
explained: “I think my kids adjusted very well to the situation.” Similarly, P1 stated “my kids
never suffered. They never felt like they weren’t loved and there was no yelling. [Female
Partner’s Name] and I, we never yelled.” P5 described:
Uh, but, it certainly uh, its certainly you know, I don’t think it had a negative impact on
my children and my child at the time, I keep telling them that, but [they are] certainly
happy, well-adjusted children now at their age and I don’t ever really remember it
being….I remember it being scary or, I don’t really remember it really interfering with
my kids.
Similarly, P2 described how his children’s young age protected them from any possible effects
of their mother’s mental illness: “That was the focus and on the kids at the same time, you know,
because they were so young it wasn’t really affecting them too much.” And P3 shared a positive
outcome for his children: “Um, it just made everybody closer and a lot more tighter and the
babies who eventually became kids…help them be close with their family.”
Constituent 5: Uncertainty and a guarded future
MU 5.1 Fathers remained uncertain that their female partner would become well.
Participants described constantly checking on their female partners to ensure they were well. P3
shared:
I was very diligent with my communications with her. And, huh, I had a flip phone that I
had barely used but at this point in my life I used it a lot, just constantly checking in with
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her. Um, the phone calls home, really for benign things but really I was just checking up
on her. Ah, emails, once again, just benign things like do you need me to pick up
anything else. Just checking in to see if she was responding, seeing if she was responding
at 1 pm, is she responding at 3 pm.
P3 described why he constantly checked in with his female partner:
Obviously, words like that made me go on the internet and look up postpartum psychosis
and stuff like that. It made me think…um, like is the baby in danger? I was constantly
asking her: Are you okay if I go to the store for an hour to get groceries? I was constantly
checking in, probably to her annoyance but it was just because I love her and I was just
trying to protect her.
Similarly, P2 verbalized feeling uncertain that his female partner may become unwell:
When she first got home after that phone call, almost any phone call I get from her I’m
thinking is this going to be the call it’s gonna be back to square one here again, because
we’ve had so many ups and downs with it.
And for P2, the uncertainty of his female partner’s adjustment to the changing of seasons were
apparent in the narrative: “Now in the winter months you’re going to be constricted to the house
and we’ll see how that, how that plays out.”
MU 5.2 Fathers attempted to make sense of their situation. Participants tried to
describe the reason for their female partners’ mental illness. P5 shared:
Once she kind of started to come out of it, it was, it was uh, good after, like I said, after
the first few months we started to kind of get back on track. And he was born in
December so I wonder also if there was a part of what do they call the seasonal blues or
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whatever, the winter blues or whatever that’s called, so I wonder if that had a part of it
too.
Similarly, P4 explained how his son affected the severity of his female partner’s mental illness:
If he had of been like our little girl, or our last boy, I think ah, the condition wouldn’t
have showed itself nearly so extremely but the continuous, ah, he was a very time, ah,
sync of a child. Like he needed attention the whole time. He just didn’t sleep well, he
needed to be held all the time, uh, so that was, it just kind of compounded the whole
situation where it would, ah, have been with the others that slept a whole lot better and
stuff, I think, that is one of those variables that has to come into account.
P6 described the delay of treatment as a reason for the progression of his female partner’s PPD:
So I think for me that was a lot of the fear and as time elapsed and the treatment didn’t,
the treatment I don’t think that we handled the treatment, in hindsight, wasn’t at the speed
of the illness if that makes sense. We, we were trying to figure out how to deal and deal
with the illness and, ah, …try to deal with the illness and treatment and there is not
really a roadmap, go take these treatments these days. I think it was gradual and I think
the disease kind of got ahead of us, the illness and I think as the thing progressed.
And P1 explained his female partner’s behaviours to his young daughter:
My youngest daughter, who is ... 7, she says, ‘You know Dad, Mom just doesn’t like and
I think that’s the whole thing, I said ‘You know what [Child’s Name], you’re right on’.
She can’t get along with people ‘cause she fights with everybody.
For some participants, their female partners’ mental illness was attributed to many factors. P3’s
narrative supported this:
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All the factors are colicky baby, not sleeping baby, um, should we sleep train the baby,
should we do the Doctor Ferber method, should we continue to breast feed, should we
switch to formula, what kind of formula should we use, like all those factors and they
were like, heightened, ah, heightened awareness for both of us first-time parents. So all
those things…were contributing to her failing mental health. I don’t think one factor
caused it, I just don’t think any of those factors helped. Do I think that if she had a baby
that slept 12 hours a night, do I think that baby would have helped her have better mental
health? Yes, but I think it still would have slipped. I still think there were a lot of other
issues going on besides sleep deprived. I think she was dealing with a lot of guilt issues
like am I a good mom and she was dealing with a lot of anxiety and depression and so,
each factor didn’t really help.
MU 5.3 Fathers worried about their female partners’ recovery. Participants described
not knowing if their partners would fully recover from PPD. P2 stated: “Now, is this going to be
something she’s gonna have to deal with for the rest of her life? We don’t know.” Similarly, P5
questioned how long PPD would last:
I fear, was more like how long is this going to go on. Like how long does this
depression last…They described a little about postpartum depression and things of that
nature so we were aware of the possibility that could happen but I had no idea, like is
something that goes away in a week, in a month? Could this last a year, you know.
For participants, the possible return of their female partners’ illness was a reality.
Participants explained how they prepared for the return of the PPD. P2’s narrative explains:
It’s been pretty good, but I am just waiting like I said, there is that doubt in my mind or
maybe focusing on thinking the worst too much but I…I won’t be shocked if she ends up
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back in the hospital again. I hope she doesn’t but you know, but the way the last 2
years have gone up and down you just don’t know. Could be tomorrow or next week?
Maybe never or maybe it’s next year, but that’s the battle. That’s the battle that I am
talking about. Hopefully that battle’s over but that’s why I am always kind of on guard
for it.
P3 described how he continued to monitor his partner for the return of symptoms:
After that it kind of stabilized and then I would keep touching base with her, um, to see
how she was doing and it was more like… we had gone through the different stages of
accepting what something is…and we knew that she was depressed and she was suffering
through anxiety problems.
Similarly, P2 described feeling on constant guard: “I mean it’s always something that’s you are
looking over your shoulder for sure. You know, it’s in the rear view mirror but it’s still in the
mirror.
MU 5.4 Fathers felt concern for their families’ future. Some participants felt concern
for their children as they continued to manage their female partners’ mental health while their
children became older and families grew. P6’s narrative supported this:
So I am not sure there really is definitive, even though in reality, you know, even now I
am not sure what the effect on the children will be over it...Yeah, so I guess, you know,
my wife was, as I said, my wife’s mental health continues, we continue to work and keep
managing her mental health as our children grow, as our family grows…
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Constituent 6: Insufficient support and barriers to care
MU 6.1 Fathers expressed limited extended family support as a negative attribute for
family well-being. Participants described the importance of family support. When family
support was not present, they described feeling alone.
P3 described:
Even friends, the majority of our friends either had infants of their own or were pregnant
or, so we really didn’t have anybody, we didn’t really have anybody…, we didn’t really
have anyone that we could call up and say would you mind coming over and giving us a
hand for a few minutes or something like that, so when my mother in law wasn’t around
it was just us.”
Participants expressed the importance of having a social support network for their survival. P2
explained in this narrative: “… if we had been away from the family…if you don’t have the help
of family…, you’re in for a long, long struggle. I probably would have had a breakdown if I
wouldn’t, if I didn’t have any support.” Similarly, P3 expressed how important family support
was for his partner’s mental wellness:
But like I said I would kind of send her emails to check on her and there was a lot more
phone calls after that point and a lot more check ins and drop ins, which kind of got to the
point of like, of being funnily annoying because people were swooping in but it was good
for her, especially for the first baby because I was still working full time so she had a lot
more visitors which I really think helped her mental health.
MU 6.2 Fathers felt insufficiently supported by a fragmented health care system.
Participants felt unsupported by the health care system and health care professionals. Some
participants described the health care system as not meeting their needs. P6 shared: “The health
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system failed us a little bit in the awareness of what could be the effect of having a child and
particularly if you have a predisposition to mental health issues. Certainly my wife and it came
in spades.” P5 verbalized the challenge of receiving health services for his family:
My wife kind of threw in, like I would just like to mention that I am feeling this way, but
the locum was almost dismissive and telling us that, um, well this schedule, this
appointment is for your son, like if you want to talk to me about stuff we have to book
another appointment, you have to come back another time.
For P2, the health care system was not helpful to his female partner’s recovery:
Don’t get me wrong, once it’s 9 o’clock and the lights go down it quiets down but you
know, it’s the weekend and this is where I’m at sitting here. I can’t stay there past 8
o’clock. The nurses were good to let me stay a little bit later just to be with her because
she was, when you are depressed and in that mental state….how are you supposed to feel
better about yourself when this is what your surroundings are?
P2 described the moment when he received information from a government agency in the mail:
You know, you get an envelope delivered to your house. The mailman drops it in, Child
and Family Protection. You know, I got an envelope from Child, you know, this, you
know, not that I really even care what other people think. But, you know, and that’s one
thing I said to them, like do you have to send an envelope that actually shows Child and
Family Protection Service or Agency on there. What happens if it goes into the wrong,
neighbors’ mailbox and you know, then it is like ‘What’s going on over there? Are they
beating their children or can’t look after their children?’ Like, can we not just have a
blank envelope with the papers inside or, you know, is that me just being cautious of
what people may think about me or may think about my family.
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Participants shared feeling unsupported by health care professionals. P3’s narrative
described feeling misinformed about the severity of PPD: “When nurses and doctors talk about
the baby blues and how it’s normal and you watch like, this purple crying video…Um, there
seem to be a de-emphasis on the fact that somebody could have more than that.” And P5 stated
the challenge of receiving fragmented care in the community:
We had reached out to her, unfortunately, her doctor had left his practice just about a
month before our son was born and, so we were relying on locums to kind of fill in his
practice at the time and we didn’t have a whole lot of support from our locums.
Similarly, P4 described the support his female partner received for breastfeeding:
Health care system didn’t help that to be honest. She was getting a lot of pressure from
some older nurses, not that that’s a reason why but I know at the time there were a lot of
older nurses going – you have to try, you have to keep going you know what I mean…she
knew all the benefits of it but at the time it’s not working and it was causing her so much
mental health and exhaustion that, issues it wasn’t worth it to be honest.
Participants expressed the need for further training of health care providers. This is
demonstrated in P2’s narrative:
Nurses are doing what they can do… but they can’t do enough ‘cause they are not really
trained and you’re sitting and it’s like you’re a number waiting, you know, going through
the whole thing. When she was admitted to Unit 9 we realize the process that, you know,
they need a lot more help than what they have there. They do their best, but they needed
a lot of help.
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MU 6.3 Fathers described the stigma of the mental illness as a barrier to obtaining
help. Participants described the stigma associated with mental illness living in a small
community. For some participants, the stigma created a barrier to receiving help.
P6’s narrative supported this:
Yeah, you know, I think the bigger thing about the stigma was not allowing us to use the
medication. You know having, …you know, it’s hard to kind of pinpoint exactly what
created the stigma. It’s like you are on antidepressants, like what is wrong with you?
Like you know a Stepford wife, you know, a wife, a family, a two car garage, a
husband, what do you need medication for, your life is perfect, you know, all those things
with it. I think for me, the stigma, we were worried about people knowing about what
our family was going through. You know, maybe irrationally, certainly are we good
parents, are we protecting our children, are we, like is my wife okay, is our family going
to last, you know we unfortunately live in a province with a lot of gossip and I know a lot
of people and you know, I think that makes it hard, right. What if someone sees us at the
drugstore? What if, you know, it is unbelievable, but on PEI people will ask you what
you are getting at the drugstore. It is an unbelievable thing, like, it always shocks me
when someone asks that and, uh, but yeah, so I think that was it. The worry about what
people would perceive our family.
Participants described the stigma of mental illness when disclosing their situations to
their family and friends. P3 described:
Even the decision to admit to our families that she was fighting depression and even the
different reactions we got from different family members and different friends because
when you admit something like that to, especially to, like I hate to generalize right now,
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but to the baby boomer generation one of the things that maybe was not talked about as
much 40 years ago.
P3 explained how he felt mocked by his friends when they learned he was receiving therapy:
I know I was mocked at times for seeing a therapist, you know, in jest with my buddies
and I would say to hell with you guys, this is a good thing, you should try it, it is an
unbelievable sort of thing, but, I think society is frowned upon men getting help and
identifying, men’s mental health is only dealt with when it is in the most acute phases.
Summary
In this chapter, the fathers’ first lived experience of their female partners’ PPD was
presented. The six essential constituents of the study phenomenon were determined using the
phenomenological psychology method by Giorgi (2009). Participants described their experience
of living with their female partner with PPD to be a: (a) turbulent emotional journey; (b) loss of
her; (c) life crisis which is overwhelming and burdensome; (d) a forced transformation of self,
marriage, and family toward a new normal; (e) uncertainty and a guarded future; and (f)
insufficient support and barriers to care.
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CHAPTER 5
Discussion
This study explored fathers’ first lived experience living with their female partners
diagnosed with PPD. In this chapter, Giorgi’s (2009) descriptive phenomenological
psychological research method was used to identify the essential structure of this phenomenon.
The constituents, which are interconnected and overlapping of the phenomenon will be presented
within the context of existing literature.
The fathers’ first lived experience of their female partner’s PPD was one of original joy
in becoming new fathers, which soon became overshadowed by sorrow when their female
partners were diagnosed with PPD. They experienced a remarkable change in their female
partners when speaking of the loss of the person they once knew. Describing that their
relationships were fractured, the participants felt helpless, yet responsible to fix their family’s
dysfunction. All of the participants made an effort to cope with their unpredictable circumstance
by assuming new roles in the family unit. They sacrificed their own needs for the benefit of their
family. Some participants sought help from their family members. Whereas other participants
described seeking help from a fragmented health care system and experienced the stigma of
mental illness in the process, which led to barriers in obtaining help. Most of the participants
accepted their new life as the new normal but remained guarded for their families’ future.
Turbulent Emotional Journey
In my study, participants described happily anticipating the arrival of their child. For
some participants, it was their first child. For other participants, the addition of a child to the
existing family unit was viewed as having a “million-dollar family”. Once their female partner
was diagnosed with PPD, participants acknowledged that their ideal family would be different
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than previously anticipated, and they would need to deal with their situation. Participants
accepted their new reality while mourning the loss of the ideal family. In my study, all of the
participants described feeling initially happy when the baby was born. This emotion was quickly
overshadowed by sorrow when the female partner had PPD. Similarly, O’Brien et al.’s (2019)
study found that new fathers experienced an array of emotions of being a new father of an infant.
However, when the female partner had a mental health problem, such as PPD, the fathering role
was thought to be further negatively impacted (Ruffell et al., 2019). Furthermore, Ruffell et al.’s
(2019) study found that fathers experienced prominent emotions such as burden, anxiety, and
solitude when the fathers’ transition to fatherhood was disrupted by their female partners’ mental
health problem. This was also noted in my study when fathers described that their families had
changed once their female partner had PPD, their ideas of an ideal family were not realized.
Similar to my study, Ruffell et al. noted that men felt that their partner’s mental health problem
impacted upon their whole family, resulting in the men’s concern for potential harm to the child
based on the maternal behaviours or psychological and/or physical absence. This increased the
men’s stress level as they attempted to compensate for the maternal gap in the family
functioning. Ruffell et al. noted that men adapted through lifestyle changes and increased their
responsibilities. My study adds support to Ruffell et al. when participants described accepting
and making changes to how they fathered when their female partner had PPD.
Similar to the emotional journey described by the participants in my study, Holopainen
and Hakulinen (2019) showed that depressed fathers were disappointed about how things
changed after childbirth. This precipitated a change in how fathers lived and what was expected
after birth (Holopainen & Hakulinen). This same discrepancy in expectation was noted in
Edhborg et al.’s (2016) qualitative study of depressed fathers, noting a difference between
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father’s expectations and the reality in which they lived. Granted my study did not measure
fathers’ level of depressive symptoms; however, most of the participants described feeling
sorrow, the loss of a preconceived idea of a family, loss of connection with one’s partner, and the
fear of their partner’s suicide.
Loss of Her
Participants described a loss of the physical and emotional intimacy with their partner.
Participants felt their partners were absent from their relationships and were lonely when their
partner became disengaged. The participants were challenged in continuing a relationship with
their perceived absent partner. This sense of loss was noted in several studies (Beestin et al.,
2014; Meighan et al., 1999; Ruffell et al., 2019). Furthermore, in my study, participants
described their partners as being different, and how they did not recognize them as the same
person with whom they lived with prior to the diagnosis of PPD. Meighan et al.’s (1999)
qualitative study similarly noted that fathers described a change in their partner that was so
significant that the men felt their female partners were no longer themselves. My study also
revealed this change where participants described feeling lonely and disengaged from their
female partners. Moreover, Meighan et al. found that fathers felt ignored by their female
partners, resulting in a loss of intimacy in the relationship. This was similar to Beestin et al.’s
(2014) study that showed fathers felt lonely when their partners became psychologically and/or
physically absent from mothering.
All participants in my study reported relationship challenges when their partner was
diagnosed with PPD. These findings support previous studies on the negative impact of PPD and
other mental illnesses of the woman, her male partner, and the family as a whole (Beestin et al.,
2014; Edhborg et al, 2016; Holopainen & Hakulinen, 2019; Ruffell et al., 2019). Beestin et al.’s

74

(2014) study described a destructive impact of the PPD on the deterioration of the partner
relationship that affected the family as a whole. Edhborg et al.’s (2016) study noted that fathers
had reported changes in their relationships with their partners, and described their relationship as
impaired, with poor communication that resulted in problems that remained unresolved.
Similarly, Holopainen and Hakulinen (2019) noted that when both parents were depressed, the
relationship greatly worsened. Ruffell et al. (2019) reported that fathers experienced a break
down in their relationship related to the loss of trust and/or communication with their female
partners. In my study, one relationship ended when the female partner had PPD.
Life Crisis which is Overwhelming and Burdensome
Participants felt emotionally challenged when living with their female partner. They
described their experience as hard, emotionally draining, and traumatic. This finding was
consistent with other studies that reported on the father’s experience (Beestin et al., 2014;
Lerardi et al., 2019; Meighan et al., 1999; Ruffell et al., 2019). Beestin et al.’s (2014) study
noted that men felt shocked, confused, and traumatized by their experiences. Likewise, Meighan
et al. (1999) found that men experienced frustration and anger in their relationship as they were
unable to fix the problem.
Feelings of helplessness in dealing with their situation, which was exacerbated by not
knowing how to solve their female partners’ health issue was persistently described by the
participants in my study. This finding was supported in the literature for first-time fathers
(Kowlessar et al., 2015), as well as for fathers whose female partner had a mental health problem
(Ruffell et al., 2019). Ruffell et al. (2019) indicated that fathers felt uncertain and helpless,
related to their female partners’ unpredictable mood and behaviours, as well as not knowing how
to help them. Also, in my study, participants described the burden of their female partners’ PPD

75

on themselves and their family. This finding supports work from previous researchers
(Holopainen & Hakulinen, 2019; Lerardi et al., 2019; Ruffell et al., 2019). For instance,
fatherhood was seen as a negative life event when men experienced a loss of control in their
lives, such as having no time for themselves for social life and exercise (Holopainen &
Hakulinen, 2019). Similarly, Lerardi et al.’s (2019) study showed men that struggled to manage
responsibilities such as work and home life, assume childcare duties, and other household needs
to lessen the burden on their female partners. Moreover, Ruffell et al. (2019) found that when
men felt alone in parenting; they also felt solitude and burden.
A Forced Transformation of Self, Marriage, and Family Toward a New Normal
In my study, participants achieved a new normal of family functioning when their
partners had PPD by adjusting and accepting their new circumstances. This was achieved by
demonstrating unconditional love to their partners, assuming new roles and responsibilities in the
family unit, while relying on their lived experiences, and utilizing positive and negative coping
strategies to deal with their situation.
Participants in my study described their commitment and dedication to their female
partners with most giving up personal interests and/or hobbies to focus on their families. This
self-sacrifice was noted in other studies (Edhborg et al., 2016; Meighan et al., 1999). For
instance, Edhborg et al.’s (2016) study showed how fathers gave up personal interests and their
social life for the priority of the children. Similarly, Meighan et al.’s (1999) study described
fathers’ self-sacrificing for the good of the family, essentially having a sense of duty or
responsibility to keep the relationship going.
Beestin et al., (2014) and Lerardi et al. (2019) noted in their studies that men took on new
roles and responsibilities to ensure that the family unit continued to function in their situation.
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Likewise in my study, all of the men assumed new roles and responsibilities such as providing
child care, doing household chores, caring for their partner, and providing financial support to
their families. Additionally, Beestin et al. (2014) found that fathers filled the void left by the
maternal absence, noting that it was not the father’s choice but a necessity for the family
functioning. Furthermore, Lerardi et al. (2019) noted that fathers struggled to manage
responsibilities with work and home life, and assumed childcare duties, cooking, laundry, other
household needs to decrease the burden on their depressed partners.
As in other studies, (Beestin et al., 2014; Kowlessar et al., 2015; Lerardi et al., 2019,
Ruffell et al., 2019) participants in my study relied on a variety of coping strategies to deal with
their situation. Most of the participants in my study described positive changes when they
accepted their circumstances as a new normal. For instance, participants felt closer to their
child(ren), and some participants described their own personal growth as a father and husband.
This noted positive change for the fathers was identified in other studies. For instance, Beestin et
al.’s (2014) study noted that fathers viewed their female partners’ mental illness as an
opportunity to become better and more confident, resulting in a more strengthened
bond/connection to their children. Also, Ruffell et al.’s (2019) study showed that when the
couples improved communication and collaboration, the relationship strengthened resulting in
the man feeling positive about his role.
Uncertainty and a Guarded Future
Participants in my study believed that their children were not affected by their female
partners’ PPD; yet, they were uncertain or guarded of their family’s future. This finding adds a
novel perspective of the father’s perceived child(ren)’s welfare within the context of the present
and future perspectives. This finding may be placed in perspective with the current literature.
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For instance, Rempel, Rempel, Khuc, and Vui (2017) found that infant development was
enhanced over time when the fathers were coached by counselors to improve their direct
interaction with their infants. This study was completed in Vietnam, and social cultural factors
must be taken into consideration. However, Rempel et al. highlighted the importance of the
father’s perceived emotional attachment to his infant through his participation, strengthening his
bond to his infant, thus enhancing overall infant development. Similarly, Ballard and Davis
(1996) determined that non-depressed fathers who support their partner’s with PPD may protect
the children from the negative childhood outcomes related to having a mother with PPD. Also,
participants in my study expressed uncertainty about their female partners’ recovery. This
finding was supported by Meighan et al.’s (1999) study. For instance, Meighan et al. found that
even when the female partners’ PPD was resolved, men continued to worry that another
depressive episode might occur. Essentially, the men feared that their female partners’
depression may never go away. This is similar to my study as participants described constantly
looking over their shoulder anticipating the return of the PPD.
In my study, participants attempted to make sense of their situation. Ruffell et al. (2019)
also identified that men attempted to form ideas about the cause of their female partners’
postnatal mental health problem. For example, Ruffell et al. noted that depending on the men’s
perceived rationale for the illness, men placed varying amounts of blame on their female partner.
For instance, men placed less blame on their female partners if the cause was related to
uncontrollable circumstances due to the pregnancy and/or birthing process, and social
expectations and/or pressures of being a mother. Similarly, in my study, the participants did not
blame their female partners for the PPD, but rather identified the many possible factors that
caused it.
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Insufficient Support and Barriers to Care
In my study, participants’ described the support of their extended family and friends as an
important mediator for family well-being. This was similarly noted in other studies (Letourneau
et al., 2012; Ruffell et al., 2019). For instance, Letourneau et al.’s (2012) study on fathers’
support needs showed that men’s preference was to speak to family and friends about their
experiences. Similarly, Ruffell et al.’s (2019) study indicated that fathers sought social support
from family and friends when coping with their situation.
Yet in my study, not all of the participants reported having unlimited extended family
support despite the need for the same. As such, participants in my study described the need to
seek support from more formal supports such as the health care system. Compared to other
studies on general support needs of fathers and feeling unsupported by the health care system
(Letourneau et al., 2012; Ruffell et al., 2019), my study highlighted specific concerns around the
participants feeling unsupported by the health care system while living in PEI. For instance,
participants discussed receiving fragmented care in the community setting, as well as limited
support in acute care facilities. Most of the participants shared the concern that their health care
needs were not being met, the negative effects on their child(ren), the experience of the use of
inconsistent health care providers, issues of privacy, misinformation, and issues around
breastfeeding. All as these factors were seen as being unnecessary barriers to their partner’s
recovery. More specifically, participants described feeling unsupported by health care providers,
notably the lack of health care providers’ knowledge of PPD. This finding of feeling
unsupported was noted in the literature (Doucet et al., 2012; Letourneau et al., 2012; Meighan et
al., 1999; Ruffell et al., 2019). Letourneau et al.’s (2012) study outlined recommendations for
health care providers to improve care to families suffering from PPD. In particular, these authors
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recommended health care providers should have an improved understanding of PPD and should
provide PPD education to all members of the family.
Lastly, in my study, some participants noted that the stigma associated with mental health
was a barrier and created a delay in receiving support. This finding was supported in the
literature (Doucet et al., 2012; Edhborg et al., 2016; Lerardi et al., 2019; Meighan et al., 1999;
Ruffell et al., 2019). For instance, Doucet et al.’s (2012) study found fathers did not seek
support as it was not considered a “guy thing.” Similarly, Edhborg et al. (2016) noted that
fathers did not want to push their problems on others even when social support was available to
them. Furthermore, Lerardi et al. (2019) noted a reason that men did not reach out for help was
related to their perceived stigma of gender specific roles that men must be strong and manage
their situations. Similarly, Meighan et al. (1999) and Ruffell et al. (2019) noted a barrier to
receiving help was the men’s perception of feeling stigmatized when asking for help.
Summary
In this chapter, the findings of my study are discussed within the context of existing
literature of fathers’ experiences of their female partners’ PPD. These findings add to the current
understanding of fathers’ lived experience of their female partners’ PPD as an emotional
challenging life experience, where by fathers’ adjust to their situation to ensure overall family
well-being. Also, this study brings a novel understanding of the participants’ guarded view of
their children’s future when the mother is diagnosed with PPD. Moreover, my study highlights
significant barriers to the care of families of mothers living with PPD, specifically, the
experience of receiving inconsistent support of health care providers, the issues of privacy,
misinformation, and the role of breastfeeding.
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CHAPTER 6
Researcher’s Journey, Limitations, and Implications
The purpose of this descriptive, qualitative study was to explore the phenomenon of the
father’s first lived experience of his female partner’s PPD. In this chapter, my journey as a
novice researcher using Giorgi’s (2009) descriptive phenomenological psychological
methodology is described. Limitations and implications of my research are discussed. Also,
recommendations for nursing practice, theory, and education based on the findings of this
research study are identified. This section will conclude with future research that should be
conducted based on the findings of this study.
Researcher’s Journey and Limitations
A novice researcher conducted this qualitative study. As such, limitations of this study
were expected. For instance, I used Giorgi’s (2009) descriptive, phenomenological
psychological method to describe six essential interrelated constituents of the phenomenon of
interest. Considering my limited experience using this method, there may have been limitations
in how I applied Giorgi’s methodology to this study. However, I attempted to minimize such
limitations in several ways. Firstly, a pilot study was conducted with one father who met the
inclusion and exclusion criteria. The pilot study helped to develop consistent practice of the
researcher to enhance data integrity by allowing me to access support from my thesis supervisor
when initially using Giorgi’s method. Support provided by my thesis supervisor included: (a)
listening to the audio-taped version of the completed interview to provide feedback on
interviewing technique; (b) reading the transcribed interview for completeness; (c) illustrating
significant shifts in the meaning of the description; and (d) supporting the novice researcher

81

when identifying the essential constituents using the CHN perspective. This support enabled me
to apply the method accurately throughout the research process.
Giorgi (2009) indicated that the purpose of the interview, or data collection was to obtain
a concrete and detailed description of the experience of interest. As such, as the researcher, I
became an instrument in the data collection process. It was imperative I acknowledged any bias
or presuppositions at the onset that could alter the richness, breadth, and depth of the described
lived experience. I attempted to limit my biases through the process of bracketing (Giorgi, 2009).
For instance, I acknowledged any bias and presuppositions at the start of the data collection
process by writing a list of presuppositions; this was reviewed prior to each participant interview.
I consistently reviewed the research question prior to the onset of the interview, and used a semistructured interview guide that helped direct the participant in describing the experience under
study. However, considering my limited experience in participant interviewing prior to this
study, it would not be unexpected that leading during the interview could occur. This was noted
in the pilot project. In response, I obtained guidance from my thesis supervisor to improve my
interviewing skills, thus minimizing further leading of the participant in subsequent interviews.
It was essential for a phenomenological study to include participants who were
knowledgeable about the topic (Englander, 2012). Recruitment strategies for this study were
selected based on the fact that these men experienced the phenomenon of interest: the lived
experience of living with their female partner’s PPD. I used purposive sampling and
snowballing technique to recruit six participants to achieve data saturation. Unfortunately,
consideration of this type of recruitment may have resulted in a biased sample. For instance, I
recruited some of the fathers by advertising the study on a local online peer-support group site
for mothers diagnosed with PPD. As such, fathers recruited in this fashion were dependant on
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their female partner’s willingness to inform them of this study. This thought is supported by
Mitchell et al. (2007) who described mothers being the gatekeepers of their male partners’
participation in research studies.
Additionally, it was important to consider the demographic influences such as where the
participants lived and their social-economic status. For example, limitations may have existed in
not being able to access fathers living in rural areas where public transportation was absent. All
of the participants in this study lived in or near the capital city. Furthermore, the participants in
this study were middle aged, well educated, primarily full-time employees who were married.
Lastly, the location of the interview could potentially influence the participants’ availability and
level of comfort in the interview. Each participant’s interview was scheduled and completed
independently. This is important considering that Giorgi (2009) stated that establishing a rapport
with the participant is critical. Participants were encouraged to choose a date/time that was
convenient for them, as well as a location that promoted comfort. All but one interview was
completed in a private setting at UPEI. One participant asked to complete his interview at his
place of employment during business hours. As such, unforeseeable environmental distractions
occurred during the interview. Although the interview was held in a private room, the external
noise may have affected the participant’s comfort. However, the interview produced a ‘rich’
experience. Also, all participants chose to complete their interview directly after providing
consent to participate in the study. As such, this may have limited the ability of the participants
to build a rapport with me prior to completing their interview. Overall, every attempt was made
to offer a safe and comfortable setting for the participants.
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Implications for Practice, Theory, and Education
This study revealed the meaning of a father’s lived experience of their female partner’s
PPD. Six essential interrelated constituents were identified: (a) turbulent emotional journey; (b)
loss of her; (c) life crisis which is overwhelming and burdensome; (d) a forced transformation of
self, marriage, and family toward a new normal; (e) uncertainty and a guarded future; and (f)
insufficient support and barriers to care. Implications for practice, theory, and education were
identified from the study results and suggest improvements to the health care system. These
implications will be discussed in relation to the CHN role in the community setting.
Implications for Practice
The findings from my study have significant implications for community nursing
practice, health care delivery, and policy development. All of the participants in my study lived
in the community while caring for their families, maintaining full-time employment, and
struggling with the extraordinary emotional and social challenges related to their female
partner’s PPD. Considering that the CHN is well placed in the community to improve health
care service delivery to new families, the current study’s research findings and subsequent
implications are directly relevant to the community health nursing practice role.
For instance, the CHN’s role provides care to individuals/families, where they live in the
community. Also, CHN’s focus their practice and subsequent nursing interventions based on the
developmental stage and/or health issue of individuals and/or their families to determine the best
approach to care delivery, such as providing case management and/or family centered care
(Community Health Nurses of Canada, 2019). Essentially, the CHN is an ideal health care
provider to meet the individualized needs of new families in the community when the mother has
PPD. Considering that the CHN role is constantly evolving to ensure the needs of different
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population and groups are met (Community Health Nurses of Canada, 2019), the CHN’s role is
well suited to utilize this study’s results to help advocate for changes in practice that will ensure
health care resources align to meet the needs of new fathers and their families when the female
partner has PPD.
Firstly, the participants in my study described the need to have someone to lean on; they
accessed health care providers such as therapists for their overall wellness. Some participants
cited the need to have support groups for men. Doucet et al. (2012) determined that fathers
preferred a support group led by professional staff over informal networks because families and
friends were not as knowledgeable about the severity of PPD when compared to professionals.
As such, formal supports to promote fathers’ mental wellness should be offered to new fathers in
a variety of platforms such as in person, telephone, and/or through telehealth services. The
CHN’s role in the community setting can act as a direct support for complex cases, such as
offering home visits, providing follow-up care with telephone calls, and facilitating support
groups for new fathers and family members.
When support was received in the health care system, participants described negative
experiences such as receiving inconsistent care. This may be minimized through improved
communication between health care providers. For instance, the CHN’s role is well suited to
facilitate improved interdisciplinary collaboration as CHNs routinely engage with other health
care providers to provide family-centred care in the community setting. As such, a CHN can
advocate and support new families through organizing appropriate services, completing referrals
to other professionals, and promoting effective communication within the health care team. This
may help break down barriers to care for new families and prevent gaps in service delivery as
described by some of the participants in this study.
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Several participants discussed how breastfeeding was affecting their female partners.
One participant described his female partner’s perceived guilt when breastfeeding was stopped
prematurely. For another participant, he described the pressure from the health care system for
his female partner to breastfeed which placed emotional stress on her. In contrast, one
participant described the positive connection between his female partner and son during
breastfeeding, fearing that without this connection, she would completely disconnect from her
baby. As such, health care providers, such as CHNs who support new families with PPD should
review best-practice guidelines for infant feeding, including the benefits of breast feeding, and/or
skin-skin contact using other types of nutrition to determine with the client (and family), the best
approach for infant feeding with a mother diagnosed with PPD.
Another implication for practice stemming from my study is that participants described
their role as the person to keep the family together; it is imperative that new fathers be healthinformed to promote family functioning when their partner has PPD. This provides an
opportunity for nursing faculties to assess nursing curriculum to ensure content regarding health
teaching specifically for new families with postpartum outcomes such as PPD. Such health
teaching can be reinforced during nursing clinical rotations when caring for new families in the
community and in acute care facilities.
Also, it is important for nurses working with new families in the community to be aware
of how new fathers described their experience in relation to symptoms. For instance, in this
study, participants were considered mentally well. Yet several participants used words such as
sad, trauma, and overwhelming to describe their experience. Therefore, nurses may need to
conduct more formal assessments of new fathers for potential health concerns. This is important
considering the co-occurrence of depression in fathers when the mother is depressed.
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One of the barriers, cited in this study to receiving support for PPD was stigma in the
community. This is an important implication considering the rural environment of PEI and
multigenerational families that comprise the population. It would be important to ensure that
services be provided in a discrete manner to new families, such as providing home visits and
accessing service through phone and/or telehealth, to promote the uptake of services by the new
mother and father, as well as extended family members.
The findings of my study indicated that new fathers were guarded about their family’s
future, including their children. It would seem reasonable to ensure supportive resources are
available for at-risk children during early childhood to protect them from potential negative
effects. This may include the continued promotion of current health promotion and early
intervention resources in PEI such as the Best Start Program and infant and pre-school health
clinics (Government of PEI, 2020). Overall, there must be a greater emphasis on mental health
education regarding PPD for all frontline staff who engage with new families in all health care
settings including the community. This education must be family-centred noting that the new
father’s role in a family unit is evolving from the breadwinner to a fully engaged father. Nursing
faculties should continue to develop curriculum that meets the needs of fathers and families
living with PPD while providing nursing care to the family.
Another major implication from my research is the need for health care policy change
related to the care of the whole family of the women with PPD. Policy change may facilitate
improved health care delivery to new families when the mother had PPD. For instance,
participants described the importance of having support for themselves when their female
partners were unwell, and cited immediate family to be very vital for them. In particular,
participants noted their families helped with several household duties and infant care. This
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extended family support was very important for participants who continued to work while their
partners were unwell. It would be prudent to ensure home based support for such circumstances
are available for these fathers who may not have family support. For example, health policy
should be modified to include extended family members during health care service planning for
home based service delivery.
This can be supported by Doucet et al.’s (2012) Canadian study of fathers’ experience
when their female partners were hospitalized with postpartum psychosis. Doucet et al. found
that family support was important to fathers for the infant care in the home and to support
themselves. Moreover, the CHN could improve family outcomes by advocating policy changes
that focused on improving health services for new fathers and their families. The CHN’s role is
well suited to meet this need by assuming a community based case manager role for these
complex cases; collaborating with other health care providers to ensure the complex health care
needs of the family are met.
Implications for Theory
Since Beck’s (1993) theory of PPD was developed, the nursing profession has been
guided by best-practice guidelines when caring for women diagnosed with PPD. Yet, to date,
there are no best practices available to nurses regarding supporting fathers when their female
partners are diagnosed with PPD (Letourneau et al., 2011). The CHN can advocate for further
research in this area to aide in theory development. Ultimately, this can be achieved by
collaborating with researchers from nursing and/or other professional disciplines.
It was hoped that this study would add to the existing research on fathers’ described
experience of living with a female partner diagnosed with PPD. In particular, this study
furthered the understanding of the emotional and psychological impact on new fathers during
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this life situation crisis and the role of the health care system in supporting positive outcomes for
new families in the community. Importantly, this study highlighted the need for further theory
development in the father’s experience and role when his female partner had PPD.
Implications for Education
As an educator in the health care system, the CHN can teach and support interdisciplinary
team members, ensuring that evidence-based practices for new families are utilized in health
care. This will promote the best possible health outcomes for new families by improving
delivery of mental health care services and providing consistent education about PPD. The
CHN’s role can ensure needed information is available on PPD for new families. This is
important considering the participants in this study believed more information should be offered
to them throughout their experience, noting that staff in health care settings needed more
education to care for clients with mental health issues. In particular, some participants felt their
health care providers’ knowledge of how to care for their mentally unwell partner was
inadequate. Other participants described not receiving information about PPD from health care
providers, noting that their female partner’s health was a priority but they felt ill equipped to
recognize symptoms of PPD or even how to help their partners.
Also, the study results indicated the need for the development and access to health
education regarding PPD targeting the father’s perspective. For instance, one participant felt the
Period of Purple Crying Program (Government of PEI, 2020) lacked information about the
severity of PPD and how long it may occur. Another participant described learning about PPD
during the antenatal teaching, as well as the spousal changes to PPD and felt that what fathers
should expect was lacking in the teaching. Similarly, other participants wanted more
information on mental health such as the risk factors and triggers of PPD. To obtain the needed
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information, participants described using the internet to educate themselves about what was
happening to their female partners. One participant became alarmed by the information available
on the internet pertaining to his female partner’s diagnosis of psychosis. A pilot study by
Letourneau et al. (2011) noted a similar reaction of participants when searching for information,
referencing the severe cases reported by the media of women with PPD drowning their babies.
Overall, it is important that education be afforded to both the mom, dad, and health care provider
to ensure holistic nursing care.
Recommendations for Future Research
The findings of this study add to current nursing knowledge about caring for new fathers
living with their female partners diagnosed with PPD. This is important considering that when a
mother has PPD, the father’s abilities to parent may be affected. Fathers act as mediators to help
protect their children from negative outcomes related to having a depressed parent.
Unfortunately, fathers are at risk to develop depression when their female partners have PPD.
As such, further research must be completed to ensure the best possible family outcome when the
mother has PPD. For instance, fathers described the value in receiving support when their
female partners have PPD. Due to the nature of this qualitative study, it was unclear what
specific types of support fathers may request while living in PEI.
Also, it was unclear if support needs varied for new fathers living in a rural or urban area
in PEI. Further research should be conducted to better understand the health care provider’s role
(both challenges and opportunities) in supporting new fathers in PEI living in rural and urban
settings. Similarly, participants expressed several barriers to accessing and receiving health care
services. Given that there is little known about this topic, nurses should be encouraged to
conduct further research using a descriptive research method like Giorgi’s (2009) descriptive
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phenomenological psychological method to learn more of the barriers to care, including the
stigma associated with mental illness and fragmented health care services in acute and
community settings in PEI.
This study focused on male partners living with a female partner diagnosed with PPD.
Same-sex couples were not included in this study. Considering the diversity of types of families
in society, it would be important to better understand the lived experience of same-sex couples
when one partner is diagnosed with PPD. Support needs may vary for same-sex partners, and it
would be crucial for health care providers to be aware of how to best support all new families.
Similarly, this study involved male partners who were cohabiting with their female partner at the
time of the PPD; all but one male partner remained cohabitating with his female partner at the
time the interview was completed. It would be important to explore the lived experience and
support needs of fathers who do not cohabitate with their partner during the PPD onset.
This study included both first-time and experienced fathers. It is well known that
fatherhood is a major life transition that is a more profound experience for first-time fathers
(Kumar et al., 2017). Since my study identified the reliance on past life situations to help the
new fathers cope with their situation, it would be important to better understand how first-time
fathers cope while living with a female partner diagnosed with PPD.
Further research should be conducted to better understand the role of the nursing
profession and breastfeeding promotion to mothers with PPD, as well the importance and
dissemination of information to expectant parents on the baby blues and PPD. There should be
further research on the needed supports both from the individual and family perspective, in
particular, the role of the extended family as support to the father when his female partner has
PPD.
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This current study highlighted the fathers’ guarded perspective that PPD did not affect
their children. Considering it is documented in the literature that mothers diagnosed with PPD
may have a negative effect on children when the fathers’ protective factor is diminished, it would
seem prudent to explore my study’s finding of the fathers’ concern for their child(ren) in order to
have a better understanding of this issue, and potential areas for improved health education.
Considering the purposive sampling techniques used for this study, it would be important
to better understand how to access fathers for future research studies in PEI. For instance, the
majority of participants were recruited through local media. As such, men in PEI maybe more
engaged in research when recruited directly, rather than through their female partners.
Conclusion
In this chapter, I outlined my experience as a novice researcher, discussed limitations to
this study, and listed several suggestions that minimized these limitations. Implications for
nursing practice, theory, and education were identified. I suggested the CHN’s role would be
well suited to meet the described implications in this study. Ultimately, it is hoped that this
study will promote further research to aid in theory development that will be used to guide
nursing practice when caring for new families who are affected by PPD.
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Appendix A
A Script for Use by the Postpartum Support Group Lead(s) during Recruitment
The following is a script for the Postpartum Support Group Lead(s) to use when promoting the
study with the group attendees that may have a male partner that could be a potential participant
in the study. The script will explain the proposed study.
Juliana Barry is a graduate student in the Masters of Nursing program at the University of Prince
Edward Island, Faculty of Nursing. She is proposing a research study about what it is like for
fathers to live with a female partner with postpartum depression. She is interested in learning
about fathers’ first experience during this time, so that nurses and other health care providers can
better understand what it is like for them. With a better understanding of what it is like fathers,
she hopes to find ways to improve care and support for fathers and the whole family during the
post-partum period.
If your partner, or someone that you know would be suitable for this study, you can request the
Letter of Invitation to this study that includes contact information for Juliana from me. Also,
Juliana may be contacted directly by phone at 902-326-1568 (call or text) or email at
jubarry@upei.ca to obtain a Letter of Invitation to this study. If they agree to be a part of this
study, their involvement is completely voluntary. The study involves Juliana interviewing the
father of a female partner who had or is experiencing postpartum depression. If at any time
during the interview the man wants to stop the interview, or withdraw from the study, he can do
so without any consequences. Their participation in the study will be kept strictly confidential.
Juliana and her thesis committee will ensure that no one knows that they were a participant in the
study
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Appendix B
Letter of Invitation
Fathers’ First Lived Experience of their Female Partners’ Postpartum Depression
Dear Dad:
We invite you to be a part of a study that is taking place in PEI to better understand what it is
like for dads to live with a female partner who had or is having postpartum depression. We
are doing this study to find out what it is like for dads and how to best help dads during this
time. It is expected that up to eight dads will be recruited for this study. We are looking for
fathers who are at least 18 years old, can understand/read English, currently (or had been)
living with a female partner that was diagnosed with postpartum depression, and are able to
discuss their experience with the researcher. Their partner’s pregnancy and baby’s birth
must be considered typical (no trauma).
Who is doing the research? The study is being led by Juliana Barry, Masters of Nursing
student at the Faculty of Nursing, UPEI. She is being supervised by Dr. Gloria McInnisPerry, Dr. Janet Bryanton and Janis MacLellan-Peters Ph.D (c).
What will you be asked to do? If you are interested in taking part, please contact Juliana Barry
by phone at 902-326-1568 (call or text) or email at jubarry@upei.ca. If you agree to take
part, you will be asked to read and sign a consent form. You and the researcher can arrange
a time and place to meet to complete the consent form. If you agree, the interview will then
take place immediately after signing the consent. The researcher has a private room at UPEI
that can be used. The interview will take about one hour. During the interview, the
researcher will ask you to describe what it was like for you to live with a mom that is or was
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experiencing postpartum depression. The interview will be digitally audio recorded if you
agree, and then transcribed for the researcher to review at a later date.
Is taking part voluntary and confidential? You can choose whether or not to take part. If you
decide not to take part, or you choose to leave the study before it finishes, you will be
supported to do this and nothing will happen to you. You have the right to ask questions at
any time. The research team will have your signed consent form but will have no other
documents with your name on them. All information will be kept private within the limits
of the law. As a citizen and a Registered Nurse, the researcher has a duty to report any
suspicions concerning the abuse or neglect of vulnerable persons, including children, to the
appropriate authorities at any time during this proposed study.
What will happen to your information? All the information that is collected will be stored in a
secured room at UPEI. A code number will be used on all reports so you cannot be
identified. Only the researchers will be able to see and use the data. After 5 years, the
consents will be shredded and the typed information and audio recordings will be deleted.
Are there risks and benefits to taking part? There are no known risks associated with taking
part in this study other than discussing your experience may cause you to become upset
during the interview. If this happens, the researcher will be able to talk to you about your
experience further after the interview if you wish, or can help you to find someone who can
assist you. You will be given a list of phone numbers to contact your local Community
Mental Health office at the start of the interview. The benefits are that you may help us to
better understand how to best support fathers whose female partner is experiencing
postpartum depression.
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If you have any questions about the study, please contact Juliana Barry by phone at 902-3261568 (call or text) or email at jubarry@upei.ca, her supervisor, Dr. Gloria McInnis-Perry
(w) 902-628-4301, email at gjmcinnis@upei.ca. If you have any concerns about how the
research was done, please call the UPEI Research Ethics Board at 620-5104 or email
reb@upei.ca. Please keep this sheet in case you need to look at it later.
Version 3, November 13, 2018
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Appendix C
Study Advertisement for the Peer-Support Group’s Online [Facebook] Webpage

Fathers’ First Lived Experience
of their Female Partners’ Postpartum Depression Study
Would your partner like to take part in a study?
Who is doing the study?
The study is being done by Juliana Barry, a graduate student and her supervisor
Dr. Gloria McInnis-Perry at the UPEI Faculty of Nursing.
What is the study about?
We are asking fathers’ about their first experience of living with female partners
diagnosed with postpartum depression.
Who can take part?
Any father who is at least 18 years old, can understand/read English, currently (or had been)
living with a female partner that was diagnosed with postpartum depression, and is able to
discuss his experience with the researcher. His partner’s pregnancy and baby’s birth must
be considered typical (no trauma).
What will he have to do?
Fathers will be interviewed about their experience of living with a female partner with
postpartum depression. They will be asked to sign a consent to participate before
the start of the interview.
How long will it take?
The interview will take about 1 hour. Fathers may want to take longer.

Who should my partner call if he’d like to take part in the study or need more
information?
Contact Juliana Barry at (902) 326 1568 (text or phone) or by email at jubarry@upei.ca
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Appendix D
Written Consent Form for the Study
Fathers’ First Lived Experience of their Female Partners’ Postpartum Depression
If you have read the Letter of Information and would like to take part in this study, please read
and sign this consent form.
Purpose of the Study:
I know that the purpose of this qualitative study is to find out what it is like for fathers living
with female partners who were diagnosed with postpartum depression.
I have read and understood:
☐

This consent form and that any questions I had were answered by Juliana Barry.

☐

That this study is being led by Juliana Barry at the University of Prince Edward Island
and her thesis committee (Dr. Gloria McInnis-Perry, Dr. Janet Bryanton and
Janis MacLellan-Peters Ph.D (c)).

☐

That it is up to me whether I take part in this study. I am able to share my experience
with the researcher. I am aware that there may be up to eight men who will be
participating in this study. Each participant will be interviewed separately.

☐

That I will be interviewed by the primary researcher at UPEI. The primary researcher
will ask me to describe what it was like for me when living with my partner who was
diagnosed with postpartum depression. The interview will take about one hour.

☐

To participate in this study, I must be at least 18 years old and speak and understand
English. I am not living with a mental health illness at this time. I must be the
biological father of the child and resident of PEI at the time of my female partner’s
postpartum depression diagnosis. The pregnancy and birth of my child was not
complicated and my child did not require medical intensive care after birth.

☐

That the information I give will be kept confidential within the limits of the law.
Anonymity cannot be guaranteed, however, my name or anything else that could
identify me will not be included in the study results. I understand that anything I say in
the interview can be used as a quotation.

☐

The study is voluntary. I can choose not to answer any questions, and I can also decide
to leave the study at any time. If I decide not to take part, or to leave the study at any
time, nothing will happen to me.

☐

There are no known risks to taking part in this study. I understand that talking about
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my experience may make me feel upset. I will be provided help if this happens. The
benefits are that I may help health care providers better support fathers when their
partner has postpartum depression.
☐

I give permission for the interview to be digitally audio taped and transcribed on
paper.

☐

All of the interview information will be kept in a locked drawer at the UPEI Faculty of
Nursing. Only the researcher and thesis committee will be able to see and use this
information. After 5 years, the information will be destroyed.

☐

If I have any questions, I can contact Juliana Barry at 902-326-1568 ; email
jubarry@upei.ca. If I have any concerns about how the research was done, I can call
UPEI Research Ethics Board at 902 620 5104 or by email at reb@upei.ca.

☐

I will be given a copy of this consent form to keep.

This study has been explained to me and my questions have been answered to my liking. I have
enough information to decide to take part. I agree to take part in the study on the Fathers’ First
Lived Experience of their Female Partners’ Postpartum Depression.
Name of Participant: ______________________________
Participant’s Signature:

Date:

Researcher’s Signature

Date:

I would like a copy of the study results mailed to me: ☐ Yes

☐ No

Address:
Below is the primary researcher and supervisor’s contact information:
Juliana Barry: Master of Nursing Student at UPEI
Phone: (902) 326-1568, email: jubarry@upei.ca
Dr. Gloria McInnis-Perry: Supervisor and Associate Professor, Faculty of Nursing at UPEI
Phone: (902) 628-4301, email: gjmcinnis@upei.ca
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Interview Guide
All participants will be asked the following question: Tell me about your first experience living
with your female partner with postpartum depression? Other questions that may be utilized
during the interview include:
o Can you describe your first experience in as much detail as possible?
o What was it like for you when your partner had this first episode of postpartum
depression?
o Describe your experience following your partner’s first diagnosis. What was it like?
What impact has it had on your life?
o Is there anything else you would like to share?
Other probing questions are (a) Can you tell me more? (b) Can you expand on…? (c) Help me
understand…?, and (d) It was exactly what..?
Final debriefing Question
The final debriefing question that is not included in the analysis is: Thank you for sharing your
experience. Do you have any concerns regarding this interview or related to it? If so, you have
been provided contact numbers to the local Community Mental Health offices and you are
encouraged to contact this service if required.
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Community Mental Health Contact Information.
Community Mental Health Office

Contact Information

Souris

Telephone: (902) 687-7110

Montague

Telephone: (902) 838-0960

Charlottetown:
McGill Community Mental Health

Telephone: (902) 368-4911

Charlottetown:
Richmond Centre

Telephone: (902) 368-4430

Summerside

Telephone: (902) 888-8180

Alberton

Telephone: (902) 853-8670

O’Leary

Telephone: (902) 853-8670

Government of Prince Edward Island Health PEI (n.d.). Mental Health Services. Retrieved from
https://www.princeedwardisland.ca
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Appendix G
Demographic Data
Please fill in the blank, place a checkmark, or circle the correct response:
Age ________________
Marital Status: __________
What is your highest level of education?
o High School or Equivalent
o Trade/College
o Bachelor’s Degree
o Master’s Degree
o Professional Degree (Ph.D., M.D., J.D., etc)
o Other______________________________
What is your employment status?
o Employed Full Time
o Employed Part Time
o Unemployed
o Other______________________________
Annual Income:
o $0-$15, 000
o $15,001-30,000
o $30,001-45,000
o $45,001-60,000
o greater than $60,000
Number of year(s) living with your partner before the diagnosis of the first PPD: _____________
Birth order of child you are referring to when describing the lived experience of your partner’s
first PPD: __________________
Number of year(s) since your partner experienced the first PPD: ____________________
Did your partner have more than one diagnosis of PPD? If yes, how many: _____
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Appendix H
UPEI Research Ethics Board Approval
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