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Abstract 

Introduction: Extensive research has gone into exploring the impact of a traumatic 

birth on mothers, capturing enduring adverse outcomes, as well as post-traumatic 

growth. As it is now common that fathers are present at childbirth, it is imperative 

that paternal experiences of birth trauma are also explored, however literature 

currently remains limited and no studies focus exclusively on the long-term impact 

of this experience. The present study aimed to bridge this gap in the literature by 

gaining an in-depth understanding of the long-term impacts of a traumatic birth on 

fathers. 

 

Method: A qualitative study involving semi-structured interviews, conducted with 

eight fathers, who had self-identified as having experienced a traumatic birth, two or 

more years ago. Interviews were analysed using thematic analysis. 

 

Results: Five themes were identified, each including related subthemes. The five 

themes were: i) Boxed away as “should not feel”, ii) Can’t face it again; fear and 

recovery of having further children, iii) Haven’t felt like a “normal dad”; the effects 

on parenting, iv) The enduring distress, and v) Positive long-term outcomes post-

trauma. 

 

Discussion: This study provides new insight into the long-term impacts of a 

traumatic birth on fathers. Although fathers have a greater presence at childbirth, the 

perception of this being a maternal experience remains embedded. A traumatic birth 

can be a highly distressing experience, igniting feelings of fear, helplessness, and 

guilt. These emotions can have an enduring effect. Traditional masculine ideologies 

remain prevalent, forming a barrier to some fathers feeling validated in their 

experience, being able to talk about the event, or seek support. Readiness to access 

support can take time. A traumatic birth can have varying impacts on a father’s 

mental health and wellbeing, relationships with others, and desire to have 

subsequent children. Although adverse outcomes can occur, growth following the 

trauma is also recognised. 
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Introduction 

The following study explores the long-term impacts of a traumatic birth, as 

experienced by fathers. This introduction contains a brief description of trauma and 

recovery before defining, and considering the prevalence of birth trauma. Following 

this, an overview of the current maternal birth trauma literature will be provided, 

with a focus on the emotional and psychological impacts of this experience. Next, 

literature capturing the paternal experiences of a traumatic birth will be presented. 

Within this, some context around what fathers may experience during the traumatic 

birth event itself will be provided, as well as what is understood, so far, about the 

possible long-term impacts of this experience. Finally, the research study aims will 

be offered. The literature within this thesis will draw on a range of different research 

disciplines including psychological and social sciences. A glossary of terms used 

within this thesis can be found in Appendix A.  

The Long-Term Impact of Trauma 

It is widely recognised that experiencing a traumatic event can have a severe 

and enduring psychological impact (Joseph & Linley, 2008). Individuals hold 

fundamental core beliefs and assumptions about themselves and the world, which 

typically include that the world makes sense, is benevolent, and that the individual 

possesses self-worth (Janoff-Bulman, 1992). These assumptions aid maintaining a 

sense of safety and stability, however when a traumatic event occurs, these 

assumptions can be shattered (Janoff-Bulman, 1992). A traumatic event can be 

difficult to make sense of and can cause cognitive and emotional reactions. Concepts 

of assimilation and accommodation, which are frequently referred to in various 

psycho-social models (e.g. Joseph & Linley, 2005), provide helpful insight into how 

trauma-related information is processed. The experience of a trauma event can, in 

some cases, lead to adverse outcomes such as symptoms of anxiety, depression or 

Post-Traumatic Stress Disorder (PTSD), however it can also lead to positive 

outcomes such as growth (Joseph & Linley, 2005).  

Literature has provided a wealth of insight into both the short and long-term 

impacts of a traumatic experience. It is important for research to explore recovery 

and impacts across time, as responses to traumatic events can be diverse, varying 

and changing over time. For example, Bryant et al. (2015), carried out a study 
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looking at the long-term trajectory of PTSD following traumatic injury, over a six-

year period, and identified five different trajectories. These included a chronic 

trajectory (PTSD remained high), a recovery trajectory (symptom reduction over 

time), a resilient group (minimal symptoms reported at any stage), a delayed or 

worsening trajectory, and also a group where the individuals’ symptoms worsened 

over time but then improved (Bryant et al., 2015). For the group where symptoms 

worsened over time but then improved, PTSD symptom severity was at its highest 

two years post-trauma, and improvement was then captured occurring after this time 

point. These findings capture the diverse journeys individuals can experience 

following a traumatic event.  

When considering what is defined as ‘long-term’, this can be difficult, and it 

varies in the trauma literature. For example, some studies do not always clearly 

define what they mean by long-term or why the time-frames they cover would 

constitute being longer-term (e.g. Barthel et al., 2020; Hull et al., 2002; Schneider et 

al., 2012). Schneider et al. (2012), capture adverse outcomes being reported over 

two years post-trauma, describing the data as long-term. Studies which have focused 

on examining short and long-term PTSD symptoms following a traumatic event and 

captured changes in trauma symptoms over time, have interestingly also found 

substantial gender differences in rates of PTSD symptoms reported, with females 

experiencing higher rates of symptoms both immediately after a trauma event and at 

follow up time periods (e.g. Steinglass & Gerrity, 1990). Apparent gender 

differences in responses to traumatic experiences have also been reported within 

several other studies (e.g. Ditlevsen & Elklit, 2012; Holbrook et al., 2002; Søegaard 

et al., 2021). Although it is reported that woman are at a two times greater risk of 

PTSD than men, these gender differences are not constant and can vary depending 

on the type of trauma (Ditlevsen & Elklit, 2012). Furthermore, it is important to 

acknowledge the possibility of gender biases occurring in some measures used to 

assess distress (Matthey & Agostini, 2017), and that men may also under-report on 

symptoms of distress they experience (Tolin & Foa, 2006). Acknowledging gender 

differences in trauma experiences provides support for the present study, as it 

highlights that the impact of a traumatic birth on fathers may be different to the 

mothers’ experience, therefore requiring independent exploration.  

For many years literature has focused on identifying the adverse impacts of 

trauma, however there is now a growing awareness of, and interest into, what 
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positive outcomes can occur from such an experience (Sheikh, 2008). Post-traumatic 

growth (PTG) refers to positive transformations which can occur, as a result of 

experiencing a traumatic life event (Tedeschi & Calhoun, 2004). A systematic 

review and meta-analysis exploring the prevalence of moderate to high PTG 

following a traumatic event, including 26 papers, captured levels of PTG to range 

between 10% and 77.3% (Wu et al., 2019). Time periods for the development of 

PTG following a traumatic event vary considerably, with some studies reporting 

PTG occurring anywhere between two weeks (Frazier et al., 2001), and eight years 

after the trauma experience (Affleck et al., 1987). Experiences of PTG have been 

reported within a wide range of trauma literature, including following natural 

disasters, chronic illnesses, sexual assaults, bereavements, and military combat 

(Linley & Joseph, 2004). Tedeschi & Calhoun (1996) identify five areas of post-

traumatic growth which include new possibilities, relating to others, personal 

strength, spiritual change, and appreciation for life. PTG has been phrased in 

different ways within literature, one of which is the term “benefit finding” 

(Helgeson et al., 2006). A meta-analysis exploring the link between benefit finding 

and psychological and physical health, found that benefit finding was most highly 

linked to lower depression and higher positive affect when it had been over two 

years since the traumatic event (Helgeson et al., 2006). Significant PTG being 

reported two years post-trauma, has also been captured in other trauma studies (e.g. 

Su et al., 2020).  

The trauma and recovery literature provides examples of negative and 

positive outcomes. The remainder of this chapter will move to focus specifically on 

the experience of birth trauma. To set the scene, a brief introduction to the perinatal 

period and mental health, along with a definition of birth trauma will be presented. 

The Perinatal Period and Mental Health / What is Birth Trauma  

Childbirth is hoped to be a joyful and exciting event where parents meet their 

baby for the very first time (Olza et al., 2018; Vischer et al., 2020). However, it is 

increasingly recognised that positive experiences of birth are not always the case. 

Childbirth forms part of the perinatal period, a timespan which covers pregnancy 

through to the first 12 months after birth (NHS England, 2018). It is well evidenced 

within research that across various stages of the perinatal period, the mental health 

of one or both parents can be affected. It is estimated that up to 20% of women can 
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experience a decline in their mental health during the perinatal period (Bauer et al., 

2014), with depression, anxiety, and postpartum psychosis being some of the 

difficulties woman can experience (O’Hara & Wisner, 2014). Paternal mental health 

difficulties during this time have also been acknowledged, with the prevalence of 

anxiety during the postnatal period being between 2.4% and 51.0% (Philpott et al., 

2019), and the rate of depression during the perinatal period being estimated around 

8.4% (Cameron et al.,  2016).  

Childbirth is an extremely complex event linked to various significant 

adjustments for parents, which can be perceived both positively and adversely 

(Parfitt & Ayers, 2009). For some mothers, the experience of childbirth can be 

traumatic (Baptie et al., 2020; Beck, 2004). More specifically, research has captured 

as many as 45% of new mothers reporting their birth event as traumatic (Alcorn et 

al., 2010). Much of the current birth trauma literature has focused on exploring the 

mother’s journey (e.g. Elmir et al., 2010; Fenech & Thomson, 2014; Taghizadeh et 

al., 2014). However, with societal expectation across most Western countries now 

being that fathers are to be present at childbirth (Draper, 2003), it is vital to 

acknowledge that fathers can also experience this event as traumatic (Daniels et al., 

2020; Etheridge & Slade, 2017; Inglis et al., 2016). Unfortunately, literature to date 

exploring and capturing this experience remains scarce.  

Minimal research has so far considered the potential differing experiences of 

a traumatic birth on mothers and fathers, however it is likely that the paternal 

experience of this event is different, as they experience the birth “vicariously as an 

observer” (Delicate et al., 2022, p. 41). Literature has captured how mothers and 

fathers can report different emotions from a traumatic birth. For example, more 

common emotions triggered within a traumatic birth can be shock and helplessness 

for fathers, whereas mothers tend to report confusion, anger, feeling violated and 

humiliation (Nicholls & Ayers, 2007). One study exploring healthcare practitioners’ 

assessment and observations of birth trauma, also highlighted possible gender 

differences in post-traumatic stress symptoms (PTSS) observed in parents, with ‘re-

experiencing’ being most noted in mothers, and ‘avoidance’ being most noted in 

fathers (Delicate et al., 2022). This literature provides supporting evidence that it is 

necessary to explore a father’s traumatic birth experience, independent of the 

mother’s.  
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Being present at childbirth can be experienced positively by fathers, however 

commonly reported experiences include feeling confused about their role in the 

birth, ill-prepared for what they witnessed, and feeling helpless (Johnson, 2002). 

When the birth is experienced as traumatic by a father, this can be devastating, 

potentially affecting various aspects of their life including their mental health 

(Daniels et al., 2020); relationship with the mother (Nicholls & Ayers, 2007; White, 

2007); and on wanting subsequent pregnancies (Inglis et al., 2016). These areas will 

be explored in greater depth later in the chapter. 

Although some valuable insight into the fathers’ experiences of the birth 

event has been identified, research exploring the long-term impact of a traumatic 

birth is limited. To date, paternal birth trauma studies (e.g. Elmir & Schmeid, 2022; 

White, 2007), have tended to recruit across wide timeframes since the birth event, 

including the perinatal period, and do not always clearly differentiate between the 

short and longer-term experiences reported. As discussed earlier, responses to a 

trauma event are known to change over time, so exploring these experiences as they 

are perceived at a later time point is important. The present study aims to address 

this gap in the literature and focus on capturing the long-term impacts of a traumatic 

birth on fathers. 

Defining a Traumatic Birth 

There is currently no consistently used definition for the term ‘traumatic birth’, 

and it is often used interchangeably with other terms, such as ‘birth trauma’ (Elmir 

et al., 2010). When attempting to understand what is meant by a traumatic birth 

experience, responses from those who have gone through it can vary, but may 

include; experiencing a great loss in sense of control during birth, feeling 

helplessness or experiencing immense fear around the possible risks to life (Beck, 

2004; Elmir et al., 2010; Taghizadeh et al., 2014). Other contributing factors may 

include unexpected changes in the birthing plan, requiring sudden obstetric 

intervention, or receiving inadequate care from staff (Daniels et al., 2020; Simpson 

& Catling, 2016). Therefore, a traumatic birth is highly personal and subjective, and 

even a birth clinically perceived as straightforward and without any complications, 

can be experienced as traumatic (Beck, 2004; Thomson & Downe, 2008).  

Limited literature looking at the experiences of fathers means that defining a 

traumatic birth from anyone other than from the mother’s perspective is difficult 

(Greenfield et al., 2016). When exploring currently used definitions for a traumatic 
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birth, these vary considerably. Some literature available (e.g. NCT, 2018) appear to 

frequently conflate birth trauma with PTSD. However, it is important to 

acknowledge that these are separate; PTSD may be an outcome of experiencing a 

traumatic birth, but not all parents present at a birth they deem traumatic will 

develop it (Delicate et al., 2022).  

Greenfield et al. (2016) highlight how early definitions of birth trauma were 

commonly centred around physical injury. However, it is critical to acknowledge 

that childbirth can also be psychologically traumatic (Greenfield et al., 2016; 

Reynolds, 1997), and newer definitions (e.g. Beck, 2004) have focused on capturing 

the psychological experience. In a recent definition, the National Institute for Health 

and Care Excellence (NICE, 2020) defines a traumatic birth as: 

Births, whether preterm or full term, which are physically traumatic (for 

example, instrumental or assisted deliveries or emergency caesarean 

sections, severe perineal tears, postpartum haemorrhage) and births that are 

experienced as traumatic, even when the delivery is obstetrically 

straightforward (p. 44). 

The above represents a much more inclusive definition which considers both the 

physical and psychological experience of birth trauma. However, within this 

definition, it is suggested that a birth can be physically traumatic whilst not 

psychologically traumatic. The present study aims to recruit fathers who have 

experienced a psychologically traumatic birth, irrespective of whether instrumental 

or assisted delivery was required. Therefore, for the purpose of the present study, the 

chosen definition for a ‘traumatic birth’ which is felt to be most relatable to fathers’ 

experiences is: 

The emergence of a baby from its mother in a way that involves events or 

care that cause deep distress or psychological disturbance, which may or may 

not involve physical injury, but resulting in psychological distress of an 

enduring nature (Greenfield et al. 2016, p. 265). 

This chosen definition does not aim to include birth experiences where there has 

been a loss of life to the mother or child, as it is likely that loss of life during the 

birth event will trigger significantly different trauma responses such as complex 
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grief reactions, which is something known to have a long-term impact on parents 

(Kersting & Wagner, 2012). 

Impact of a Traumatic Birth on the Mother  

Research to date has captured extensive and valuable insight into the impact a 

traumatic birth can have on the mother, therefore it is important to explore this 

literature first to consider some of the possible similar outcomes a father may 

experience. Historically, research predominantly focused its attention on exploring 

how content mothers were with their childbirth experience, or on postpartum 

depression (PPD; also interchangeably referred to as postnatal depression), with 

limited attention given to other postnatal mental health difficulties or on how a 

mother’s experience of the birth event could be linked to postnatal outcomes (Allen, 

1998). However, newer literature has attempted to fill this gap and there is now a 

wealth of awareness into various aspects, such as the maternal experiences of a 

traumatic birth and the enduring impact this can have on their mental health and 

wellbeing (e.g. Beck, 2006; Taghizadeh et al., 2013) 

Several factors are thought to increase the risk of a birth being traumatic for 

the mother, including incidents of obstetric emergency, neonatal complications, 

adverse experiences of interactions with care staff, and where there is a previous 

history of mental health difficulties (Simpson & Catling, 2016). A meta-ethnography 

of ten qualitative studies exploring women’s perceptions of a traumatic birth, 

captured the adverse impact some staffs’ approach to care during labour, which 

many reflected on as being disrespectful and dehumanizing, had on their birth 

experience (Elmir et al., 2010). The distress of a traumatic birth can be often linked 

to women experiencing feeling unheard, powerless, invisible and lacking 

opportunity to give consent (Brown et al., 2022), and this can often be compounded 

by racial bias (see Markin & Coleman, 2021). 

Fenech and Thomson (2014) conducted a meta-synthesis, which included 13 

papers, looking at the psychosocial implications of a traumatic birth on the 

wellbeing of mothers. This research highlighted how a traumatic birth experience 

can adversely impact a mother’s sense of identity and result in intense and enduring 

psychological and emotional distress. It can also lead to mothers experiencing a 

profound sense of grief and loss in relation to their perceptions of having a perfect 

motherhood journey (Fenech & Thomson, 2014). Furthermore, findings from this 
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study also acknowledged disruption in the family unit, intimacy issues with a 

partner, difficulties forming a parent-infant attachment, and adverse impacts on 

subsequent pregnancies, also being possible outcomes following a traumatic birth 

(Fenech & Thomson, 2014).  

 

Impact on Maternal Mental Health and Wellbeing 

Depending on the type of traumatic birth experience (e.g. where obstetric 

intervention is required), a mother can face many challenges post-birth, including 

trying to heal physically and, or psychologically, whilst also having to process and 

adapt to caring for their baby (Priddis et al., 2018). The adverse impact that a 

traumatic birth can have on maternal mental health is well documented, with some 

mothers experiencing anxiety, depression, or PTSD (Taghizadeh et al., 2013). The 

psychological and emotional impact of a traumatic birth can be experienced long-

term (Priddis et al., 2018). For example, it is not uncommon for the annual 

anniversary of a traumatic birth to trigger recurrent distress for many years after the 

event (Beck, 2006). Women can often feel ‘trapped’ by the enduring vivid 

memories, flashbacks and nightmares of the birth trauma they experienced (Elmir et 

al., 2010).  

When considering what time period captures ‘long-term’ impacts, the 

maternal literature can vary, with studies reporting mothers experiencing enduring 

birth trauma related difficulties anywhere from between two years to ten years after 

the event (Beck, 2006; McDonald et al., 2011). Gottvall & Waldenstrom’s (2002) 

study looking at the impact of birth trauma on future reproduction captured that for 

women who scored their birth experience as highly negative and did go onto have 

another child, they tended to wait an estimated median time of 4.2 years until having 

another, in comparison to 2.4 years for mothers whose experience was perceived as 

less negative. This study captures the gap between pregnancies representing how 

long distress can last.  

Beck's (2006) qualitative study looking at the anniversary of a traumatic 

birth event, captured mothers reporting significant distress, including reoccurring 

feelings of intense anxiety, fear, and loss, which were triggered by the anniversary 

of the birth, as long as ten years after the birth event. A qualitative study looking at 

32 women’s views of living a traumatic childbirth experience and aspects related to 

a birth experience, also captured some mothers reporting ongoing depression two 
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years post-birth (Rodríguez-Almagro et al., 2019). A study by McDonald et al. 

(2011), captured some mothers continuing to experience birth-related PTSS, two 

years post-birth. As maternal PTSD and PPD are both known to be possible 

outcomes following childbirth (Horsch & Ayers, 2016), these will be explored in 

greater detail next. 

 

Maternal Post-Traumatic Stress Disorder (PTSD). During a 

traumatic birth, mothers can experience a range of emotions including fear, shock, 

and disempowerment, whereas postpartum they more commonly report distress such 

as anxiety and flashbacks (Hinton et al., 2014). Although said to be a less common 

sequel (Simpson & Catling, 2016), childbirth related PTSD has received a lot of 

attention within research (e.g. Ayers et al., 2016; Schobinger et al., 2020). Ayers 

(2007) defines PTSD as:  

When a person experiences an event during which he or she perceives a 

threat to his or her own life, the life of a significant other, or his or her 

physical integrity, and the person responds with intense fear, helplessness, or 

horror (p. 253) 

Symptoms of PTSD include intrusion symptoms (e.g. nightmares, flashbacks), 

avoidance of trauma-related reminders, changes in arousal and reactivity (e.g. 

increased irritability) and negative changes to cognition and mood (American 

Psychiatric Association, 2013). To meet criteria for a diagnosis, symptoms need to 

have been present for over a month and be causing significant distress or impact to 

the individual’s daily functioning (American Psychiatric Association, 2013). PTSD 

following a trauma can resolve after a short time, however for some it can have a 

more chronic trajectory (Santiago et al., 2013).  

A meta-analysis of 78 studies reported the prevalence of women who 

experience postpartum PTSD to be around 3.1% in community samples, and 15.7% 

in at-risk samples (Grekin & O’Hara, 2014). A meta-analysis exploring the cause of 

PTSD after childbirth, identified adverse subjective experiences of the birth, 

requiring an operative birth (cesarean or assisted vaginal), dissociation, and poor 

levels of support, as being the key birth related risk factors most linked to PTSD 

(Ayers et al., 2016). Similarly, a recent large scale study, including 916 women, 

looking as PTSD following childbirth, also captured women scoring higher in PTSD 
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when childbirth was perceived as distressing, and that requiring a caesarean section 

can also increase the risk for PTSD post-birth (Ertan et al., 2021). Although some 

women will experience PTSD, it is vital to acknowledge the significant number of 

women who do not meet full criteria for a PTSD diagnosis but do still experience 

PTSS (Ayers, 2004; White et al., 2006).  

For women who do experience childbirth-related PTSD, this can have both 

immediate and long-term implications (Ayers et al., 2006). A longitudinal study 

looking at childbirth-related PTSD, where a significant number of women identified 

their birth as traumatic, concluded from a sample of 776, that 5.8% of women met 

criteria for PTSD six months postpartum (Alcorn et al., 2010). This reduced to 3.1% 

when controlling for pre-existing PTSD and partial PTSD, as well as anxiety and 

depression identified as being present during pregnancy (Alcorn et al., 2010). 

Further studies have also captured cases of PTSD symptoms following traumatic 

childbirth, continuing for at least 12 months after the event (Ballard et al., 1995). 

One study exploring maintenance factors of PTSD symptoms following childbirth, 

captured symptoms of clinically significant distress and PTSD symptoms, in some 

cases still being maintained two years after the birth (Garthus-Niegel et al., 2015). 

 Childbirth-related PTSD has been found to have detrimental impacts on the 

mother-infant attachment (Dekel et al., 2019), and is linked to mothers developing 

anxious or avoidant attachment styles with the infant (Ayers et al., 2006). 

Developing these insecure attachment styles is well known to impact on a child’s 

development long-term (Malekpour, 2007). Furthermore, PTSD has been strongly 

associated with PPD and is linked to high stress levels and difficulties coping 

following birth (Ayers et al., 2016). Research has also captured postpartum PTSD 

symptoms at eight weeks to be associated with poorer couple relationship 

satisfaction at two years post-birth, and this effect being mediated by depression 

symptoms (Garthus-Niegel et al., 2018). 

 

Maternal Postpartum Depression (PPD). PPD refers to a major 

depressive episode which is typically experienced by mothers within the first 12 

months after birth (Bell & Andersson, 2016), however in some cases these 

depressive symptoms can persist beyond two years (Goodman, 2004a). Signs and 

symptoms can typically include low mood, irritability, tiredness, insomnia, negative 

thoughts, feelings of guilt and hopelessness, and bonding difficulties with the baby 
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(NHS, 2018).  The prevalence of mothers experiencing PPD following a birth is 

estimated to be between 13% and 19% in Western nations (Gavin et al., 2005; 

O’Hara & Swain, 1996).  

With research predominantly focusing on childbirth-related PTSD, little 

attention has been given to considering birth trauma and its association with 

depression. However, a systematic review conducted by Bell & Anderson (2016) 

highlighted that 11 of 15 studies reviewed found a significant link between birth 

experience and PPD. One study looking specifically at the association between birth 

trauma and PPD, included a sample of 650 women, 245 of whom self-defined their 

birth as traumatic (Chen et al., 2021). The rate of PPD in woman who experienced 

birth trauma was 42.04%, in contrast to 20.99% of women who did not self-define 

their birth as traumatic (Chen et al., 2021). This research highlights how a traumatic 

birth could be a potential risk factor for PPD. 

Risks of experiencing PPD are known to be greater when a recent stressful 

life event has occurred (Robertson et al., 2004). Adverse experiences of childbirth, 

such as dissatisfaction with level of maternity care and support provided, have been 

associated with PPD (Mohammad et al., 2011), and a perceived traumatic birth is a 

potential risk factor for PPD (Chen et al., 2021). A systematic review exploring the 

impact of PPD on maternal and infant outcomes, including 122 studies, found PPD 

was linked to poorer maternal quality of life and more adverse psychological and 

physical health outcomes (Slomian et al., 2019). This study also captured PPD 

adversely impacting on maternal care for an infant, which subsequently can lead to 

difficulties occurring in the parent-infant attachment (Slomian et al., 2019). 

Maternal PPD is a risk factor for prolonged experiences of depression (Netsi et al., 

2018), can impact on the mother-father relationship (Robertson et al., 2004), and is 

associated with poorer mother-infant relationships long-term (Myers & Johns, 

2018), 

Maternal mental health difficulties can also have a harmful impact on 

paternal wellbeing, with fathers being likely to experience increased anxiety, stress 

levels, and low mood (Ruffell et al., 2019). It has been evidenced that the rates of 

paternal depression are between 24% and 50% when the mother is also experiencing 

PPD (Goodman, 2004b). A study conducted by Matthey et al. (2000) looking at 

depressive symptoms in 154 couples across the transition to parenthood, found that 

at 12 months postpartum, 53% of mothers who were scoring highly on a depression 



- 22 - 
 

scale also had a partner who scored highly. Furthermore, literature exploring the 

impact maternal PPD can have on men and their ways of fathering, has highlighted 

how some fathers can report feeling their partner is ‘absent’ as a result of the PPD, 

which can greatly effect family life and impact on various aspects of the fathering 

experience (Beestin et al., 2014).   

 

Subsequent Births. Another avenue which research has explored has been 

the impact of a traumatic birth on subsequent births. As highlighted earlier, 

particularly in first time mothers, a traumatic birth can result in fewer subsequent 

pregnancies or longer intervals before having another child (Gottvall & 

Waldenström, 2002; Shorey et al., 2018). An emotive quote captured within a 

qualitative study looking at mothers’ perceptions of a traumatic birth highlighted the 

long-term impact this experience can have; “after 8 years, I still remember the fear, 

it is always in my mind, it is one of the reasons that I don’t want to get pregnant 

again” (Taghizadeh et al., 2014, p. 34). For some mothers severely affected by a 

traumatic birth, this can result in the development of ‘secondary tokophobia’, which 

refers to chronic fear of childbirth, often resulting in the avoidance of future 

pregnancies (Bhatia & Jhanjee, 2012).  

Women who do go on to have further children following a traumatic birth, 

are thought to be at a greater risk of experiencing psychological distress during the 

postpartum period of subsequent births (Skari et al., 2002). Furthermore, it is 

suggested that going on to have another baby after a traumatic birth experience can 

have the potential to either aid the healing journey or negatively retraumatize the 

mother (Beck & Watson, 2010). Mothers feeling more in control over subsequent 

births may aid those births being perceived as positive experiences (Holopainen et 

al., 2020). 

 

Post-Traumatic Growth (PTG). While adverse outcomes can occur 

following childbirth, it is important to acknowledge that maternal PTG has also been 

reported within a few studies (e.g. Beck & Watson, 2016; Beck et al., 2018; Ketley 

et al., 2022; Sawyer & Ayers, 2009). Beck et al. (2018) conducted a pilot study 

looking at PTG following a traumatic birth in 30 women, with the mean time of 5.4 

years since the event. They found PTG, particularly within the domain of ‘relating to 

others’ was reported, highlighting that long-term positive outcomes can occur after 
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birth trauma. Furthermore, an influential qualitative study conducted by Ketley et al. 

(2022), exploring women’s experiences of PTG following a traumatic birth, 

including a sample of eight participants, captured various aspects of growth being 

reported, which closely linked to the five PTG domains outlined by Tedeschi & 

Calhoun (1996), which included new possibilities, relating to others, personal 

strength, spiritual change, and appreciation for life.  

With this valuable broader understanding of some of the immediate and 

long-term impacts a traumatic birth can have on the mother, literature on the 

paternal journey following a traumatic birth will next be explored. A thorough 

literature review of paternal birth trauma studies was carried out (databases searched 

included PsycINFO & MEDLINE). 

Defining Fatherhood 

 A father has more broadly been defined as “the male or males identified as 

most involved in caregiving and committed to the well-being of the child, regardless 

of living situation, marital status, or biological relation” (Yogman & Garfield, 2016, 

p. e2). When considering the definition of a father, it is important to acknowledge 

the diversity of fathering within society (Yogman & Garfield, 2016). For example, a 

father can be a biological, adoptive, foster, or step father (Whitney et al., 2017). An 

infant being parented by a same sex couple may also have either one, neither or both 

parents who identify as the father (Yogman & Garfield, 2016). Although not the 

focus of the present study, it is important to acknowledge the mental health and 

wellbeing of same-sex parents during the perinatal period, however this topic 

remains under-researched and requires further attention (see Howat, 2021). For the 

purpose of this study, a father will be defined as the male father figure who was 

present at the birth event. By focusing on fathers who self-identify as a male father, 

this will allow for factors associated with the changes in societal expectations, 

expansion of traditional masculine ideologies, and male perceptions of help-seeking 

after a traumatic birth event, to be considered and explored. 

Fatherhood and the Male Role Within Childbirth 

Masculinity ideologies have been around for decades and “are a body of 

socially constructed ideas and beliefs about what it means to be a man and against 
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which men are appraised within their community” (Thompson & Bennett, 2017, p. 

47). It is understood that the most “dominant gender ideologies in a given society 

define the norms for gender roles” (Levant & Powell, 2017, p.18). For years, 

literature around men’s socialisation has conceptualised the father’s role within the 

family system as predominantly being the key breadwinner and disciplinarian parent 

(American Psychological Association, 2009; Singley & Edwards, 2015). However, 

from the late 1960s there was a dramatic shift, which meant that traditional 

perceived masculine roles evolved, and fathers were encouraged to take on a more 

directly involved and nurturing parental position (Singley & Edwards, 2015).  

In Western culture, childbirth was seen as an event which only women went 

through, aided and assisted by female family members or close friends and 

midwives (Johnson, 2002). Therefore, when considering the paternal role within 

childbirth, it was previously commonplace for father not to attend the birth of their 

child, either in the home or a hospital setting (Davis & King, 2018; Draper, 1997). 

However, with radically new cultural attitudes around the importance of fathers’ 

increased presence and engagement within the family unit, being at the birth became 

completely normalised (Daniels et al., 2020; Jomeen, 2017), with at least 90% of 

fathers in the UK now attending childbirth (Burgess & Goldman, 2018).  

Fathers’ attendance at the birth nowadays is typically seen as both expected 

and as highly beneficial to the wellbeing of the mother and infant (Coutinho et al., 

2016). Childbirth is seen by mothers as a ‘shared experience’ and one which they 

rely and value the father being present for as a source of comfort and support (Olza 

et al., 2018). To some, it signifies the beginning of fatherhood (Longworth & 

Kingdon, 2011). However, although societal expectations reinforce men’s 

involvement in childbirth, this can contrast with what men actually experience 

during the event (Kaye et al., 2014). Fathers can feel confused about their role in the 

birth and as though they fail to achieve what is expected (Dellmann, 2004). During 

the perinatal period, fathers can experience difficulties being male within an 

environment that is focused on the female, and this can impact on their sense of 

masculinity and what they perceive their role to be (Hambridge et al., 2021). 

Whilst acknowledging how common it now is for fathers to be present at 

childbirth and being aware of the impact a traumatic birth can have on the mother, it 

is imperative that further research into paternal experiences is conducted.  
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Impact of a Traumatic Birth on the Father 

Current literature providing awareness into the experience and impact of a 

traumatic birth on fathers, will now be explored. This will begin with some insight 

into fathers’ experiences of being present during a traumatic birth. 

The Birth Event 

Fathers who attend childbirth can report this event as being a positive and 

emotionally enriching experience (Chan & Paterson-Brown, 2002; Johnson, 2002; 

Vischer et al., 2020). However, for some the birth can instead trigger feelings of 

fear, confusion and vulnerability (Elmir & Schmied, 2022; Hinton et al., 2014). 

When the birth is experienced as traumatic, fathers can reflect on this as being “the 

worst experience of their lives” (Elmir & Schmied, 2022, p. 43). Increased presence 

at childbirth means that fathers are at a far greater risk of experiencing birth-related 

trauma (Daniels et al., 2020), and experiencing subsequent psychological 

complications associated with the experience of traumatic events. Qualitative 

research exploring the paternal experiences of a traumatic birth has captured 

common themes from the birth event including fathers feeling unprepared for what 

they experienced in the room, describing a strong sense of loss of control, and 

feeling significantly marginalised by professionals (Daniels et al., 2020; Elmir & 

Schmied, 2022; Etheridge & Slade, 2017; Inglis et al., 2016).  

A qualitative study by Inglis et al. (2016) looking at paternal mental health 

following a traumatic birth captured how during this event, fathers felt traumatised 

by the distress they witnessed their partner in and by the medical interventions they 

observed. Fathers reported feeling helpless at the hands of medical staff, 

immobilised and unable to do anything. A powerful quote from a father participating 

in this study described his experience of the traumatic birth as if tied up “…thrown 

overboard and slowly sinking to the bottom of the ocean but all you can do is wiggle 

around. It won’t help the situation because there is ultimately nothing you can do…” 

(Inglis et al., 2016, p. 128). Although fathers can experience immense fear when 

complications arise during childbirth, they will often report internalising their 

distress in order to prioritise the needs of their partner (Vallin et al., 2019). 

Elmir & Schmied (2016) conducted a meta-ethnographic synthesis looking at 

fathers’ experiences of being present during a complicated and potentially traumatic 

birth, which included the review of eight studies. This study captured how fathers 
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longed for more information during the birth but instead felt side-lined and 

‘stripped’ of their role of protector, which subsequently triggered feelings of guilt 

and helplessness. The birth experience subsequently resulted in adverse impacts to 

the father-mother relationship, fathers reporting being unable to move forward and 

continuing to experience nightmares and flashbacks, as well as reports of 

‘unresolved feelings’ which were linked to not having had the opportunity to talk 

about the birth (Elmir & Schmied, 2016).  

It is acknowledged that fathers can sometimes feel totally unprepared for 

complications arising and their birth being traumatic, because antenatal classes fail 

to provide this insight and instead focus far more on what would be perceived as 

more routine deliveries (Daniels et al., 2020). Fathers often envisage the birth 

experience to be a shared experience with the mother, however a traumatic birth can 

mean they instead face feeling completely torn between trying to meet the needs of 

their partner and baby (Etheridge & Slade, 2017).  

Fathers feeling isolated during the birth and unsupported by staff can be a 

contributory factor to heightened distress (Etheridge & Slade, 2017). When fathers 

feel ill-informed about what is happening, not included in decision making, or left 

alone for long periods, this can contribute to the birth experience being traumatic 

(Daniels et al., 2020). Fathers can reflect on how societal perceptions of the role of 

males in childbirth have potentially contributed to the negative way they felt staff 

interacted with them, leading to them feeling unheard and unimportant (Daniels et 

al., 2020). This may be exacerbated by racism: black fathers can feel that their 

ethnicity and a perceived disparity in quality of care contribute to the birth being 

traumatic (Olukotun, 2021). It is suggested that fathers who report better 

engagement from staff reflect far more positively on the childbirth journey (Elmir & 

Schmied, 2016), and how this can be a protective factor against paternal postnatal 

low mood (Daniels et al., 2020). These studies highlight the critical need for health 

professionals to acknowledge, include, and equally support fathers throughout the 

birth experience (Elmir & Schmied, 2016).  

Post-Birth and Long-Term Impacts  

Having considered how fathers can experience being present during a 

traumatic birth, exploration into the impacts post-birth and long-term will next be 

provided. This will include consideration into the possible impacts a traumatic birth 

may have on a father’s mental health, with specific focus on paternal PTSD and 
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PPD; as well as on the parent-infant attachment and subsequent births. Finally, some 

consideration into paternal responses to psychological distress will be offered. 

To date, there has been little exploration specifically focused on the long-

term impact a traumatic birth can have on a father, and most appear to conflate short 

and long term experiences. Daniels et al. (2020) conducted an online qualitative 

study, which included a sample of 61 fathers, with a mean time period of 2.8 years 

since the birth. The study explored experiences of the traumatic birth, the impact this 

had on various aspects of wellbeing, and what support was received during and after 

the birth. Several adverse post-birth outcomes were reported, including some fathers 

experiencing parent-infant bonding difficulties, avoidance of intimacy with partners, 

and in some cases the development of mental health difficulties. Avoidance of 

talking about the birth trauma was also noted by fathers and linked to masculine 

ideologies, stigma, and subsequent prevention of help-seeking in some cases. 

Although these are important findings, the study used an online qualitative 

questionnaire to gain information, which was a clear limitation as this meant they 

were unable to explore important themes which came up in more depth (e.g. the 

impact on wanting more children), or how some of the difficulties reported had 

possibly changed over time.  

A qualitative study, conducted by Etheridge and Slade (2017), explored the 

experiences of fathers who had witnessed a traumatic birth and included a sample of 

11 fathers (time since birth ranged from two months to six years). This study 

captured fathers reporting ongoing distress and rumination about the birth, in some 

cases for years after. Adverse impacts on aspects of their work, such as reduced 

productivity or difficulties in concentration were also reported. This study also 

captured perceptions of masculinity inhibiting some fathers’ openness to talk about 

their experience. Impacts on the relationship with partner and infant was also 

explored, with reports of varying positive and adverse outcomes acknowledged. 

Although some positive outcomes in terms of relationships were reported, a 

limitation of this study was that the authors did not appear to directly ask 

participants whether they felt the traumatic birth had led to positive outcomes more 

broadly, therefore potentially missing out on capturing other aspects of PTG 

experienced. Within the study discussed earlier by Inglis et al. (2016), they captured 

post-birth outcomes including some fathers experiencing elements of PTG, with 

reports of a deeper connectedness with partners, as well as experiencing a sense of 
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increased strength in one’s own emotional wellbeing. Increased closeness to a 

partner has also been reported by some fathers in other birth trauma studies (e.g. 

Daniels et al., 2020; Elmir & Schmied, 2022). 

More recently, Elmir & Schmied (2022) aimed to look at the immediate and 

longer-term impact of adverse birth experiences on 17 fathers, with a time period 

since the birth ranging from 4.5 months to 20.5 years. This study identified three 

core themes which included ‘worst experience of my life’, ‘negotiating my place: 

communicating with health professionals’ and ‘relationships: growing stronger or 

falling apart’. These findings, similar to the studies discussed above indicate that the 

birth event triggers distressing feelings of being out of control, helpless and 

emasculated. Post-birth, some fathers reported adverse impacts on the marital 

relationship (e.g. reduced physical intimacy), whereas others reported developing 

stronger relationships. Some fathers reflected on how their unanticipated role as lead 

caregiver after the birth, promoted a positive relationship with their infant, however 

others found the increased pressures upon returning home stressful. This study 

recruited a small number of fathers from culturally diverse backgrounds, which 

enabled them to provide some valuable insight into how cultural influences can 

contribute to some fathers feeling unable to open up about their birth event, with 

childbirth being perceived as a maternal experience and therefore interpreted as a 

sign of weakness for a father to externalise their emotions about it (Elmir & 

Schmied, 2022). This study reported 12 of the 17 fathers had not gone on to have 

subsequent births, but they did not explore whether or how the traumatic birth may 

have impacted those decisions.  

Reviewing the fathers’ birth trauma literature shows that studies include time 

periods ranging from close after the birth event, to many years later. For example, 2 

weeks to 32 years (White, 2007); 2 months to 6 years (Etheridge & Slade, 2017); 4.5 

months to 20.5 years (Elmir & Schmied, 2022); and 9 months to 10 years (Nicholls 

& Ayers, 2007). Daniels et al. (2020) provided a mean time period of 2.8 years since 

the event, and excluded fathers whose experience was over 10 years, however failed 

to report on the shortest time period since the birth. Inglis et al. (2016) had no 

exclusion criteria on time periods, but also did not disclose in their paper the length 

of time since the births. Therefore, although capturing important findings, a global 

limitation noted is that they do not comprehensively consider how someone’s 

experience immediately after the birth may differ when some time has passed. A 
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person’s response to a traumatic experience can change over time (Bryant et al., 

2015), therefore it is important to explore and clearly differentiate short and longer-

term experiences, to provide a better understand of a father’s full journey after a 

traumatic birth event. The present study aims to bridge this gap in the literature by 

focusing solely on the long-term impact of a traumatic birth experience.  

When further exploring possible outcomes after a traumatic birth on a 

father’s mental health, some of the studies discussed above have documented how 

some fathers can report experiencing symptoms commonly associated with 

depression, anxiety and PTSD (Daniels et al., 2020; Elmir & Schmied, 2016). In 

some cases, mental health difficulties following childbirth are reported as 

longstanding (Hinton et al., 2014). Further consideration into the possible post-birth 

and long-term impacts of a traumatic birth on fathers’ mental health, including 

paternal PTSD and PPD, will be explored. 

 

Paternal Post-Traumatic Stress Disorder (PTSD). The experience of 

PTSD is one possible considered outcome for fathers following a traumatic birth 

(Nicholls & Ayers, 2007). However, it is challenging to capture the rate at which 

this occurs due to the limited research conducted in this area. That being said, there 

is a growing acknowledgement that fathers and birth partners can experience PTSD 

following a traumatic birth, and a new measure for detecting it, the City Birth 

Trauma Scale (partner version), has been recently developed (Webb, 2021). Further 

investigation of this measure is required. There is also a need for consideration into 

how gender, sexuality and other identity variables influence the way birth trauma 

may be experienced, and for measures to capture these potentially diverse 

experiences.  

A large study by Schobinger et al. (2020) looking at acute stress disorder and 

PTSD symptoms following childbirth in 419 mothers and 228 fathers, found that 

7.2% of fathers and 20.7% of mothers met probable criteria for PTSD, one month 

post-birth. Interestingly, the study also captured probable PTSD rates to be 20.3% 

for fathers and 24.3% for mothers whilst the mother was in her third trimester, 

which the authors thought could have been explained by participants having 

experienced a previous traumatic birth (13.7%) or previous perinatal loss (21.8%). 

This suggestive link between previous traumatic birth experiences and increased 

rates of PTSD symptoms during further pregnancies, captures valuable insight into 
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the possible long-term impact a traumatic birth event can have on parents who go 

onto have further children.   

Some studies capture low rates of PTSD occurring in men following 

childbirth (Bradley et al., 2008), and studies which have explored rates of PTSD in 

both men and women following childbirth have found rates of PTSD symptoms to 

be higher in woman than men (Schobinger et al., 2020). However, again these low 

reported rates could be due to the father’s subjective beliefs about their role being to 

prioritise the mother’s wellbeing, resulting in their own distress being underreported 

(Bradley et al., 2008). A qualitative study conducted by Hinton et al. (2014) which 

explored partners’ experiences of ‘near miss’ events in pregnancy and childbirth, 

captured how witnessing a partner in a life-threatening event resulted in some 

fathers experiencing complex and enduring mental health difficulties including 

PTSD, flashbacks, or depression, which remained for months and years after the 

event. This study further captured how a traumatic birth experience can impact on 

fathers wanting subsequent children, with one father reportedly going on to have a 

vasectomy to avoid ever going through childbirth again (Hinton et al., 2014).  

A systematic review and meta-synthesis captured childbirth-related PTSD or 

PTSS being associated with couple relationship outcomes including reduced 

engagement in intimacy, relationship tension, negative emotions, lack of support, 

but also in some cases a strengthening of the relationship (Delicate et al., 2018). 

Nicholls & Ayers (2007) carried out a qualitative study exploring the impact of 

childbirth-related PTSD on the relationship of six couples who had gone through a 

traumatic birth, which captured negative impacts being reported in areas including 

avoidance of sexual intimacy, conflict, and difficulties in communicating about the 

birth event together. A study looking at paternal PTSD following a traumatic birth, 

which included a sample of 21 participants, also found this event negatively 

impacted on intimacy, with fathers reflecting on the distressing recall of what they 

observed and being unable to intervene, resulting in them experiencing long-term 

“sexual scarring” (White, 2007, p. 42). This study captured fathers experiencing an 

array of PTSD related symptoms, with memories and distress related to the birth 

remaining longer-term for some, with one participant commenting: “Twenty-one 

years later the experience remains vivid” (White, 2007, p. 42).  

Although the development of PTSD is a possible outcome following 

childbirth, this is not experienced by all fathers, and symptoms associated with 
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anxiety can instead be more reported (Bradley et al., 2008). A study exploring 

exposure to stress during childbirth on aspects including psychological distress, 

captured low rates of PTSS being reported, however fathers were more affected by 

anxiety-related symptoms (Zerach & Magal, 2017). It has also been noted within 

case studies of fathers who have experienced distressing birth experiences that 

persistent symptoms of anxiety can be reported (Stewart, 1983).  

A recent study which explored PTSD following childbirth, found that PPD 

was significantly linked with childbirth-related PTSD symptoms in both mothers 

and fathers (Ertan et al., 2021). Interestingly, this study also found that fathers who 

experienced difficulties bonding with their child, also scored more highly on PTSD 

symptoms post-birth (Ertan et al., 2021). With paternal PPD following childbirth 

also being noted in the literature, this will next be explored.  

 

Paternal Postpartum Depression (PPD). Historically PPD has been 

linked only to women, however there is now increased acknowledgment that fathers 

can also experience this (Biebel & Alikhan, 2018). Between 1-8% of fathers can 

experience depression within the first 6 weeks postpartum, and 5-6% at 3-6 months 

postpartum, irrespective of whether they found the experience traumatic (Bradley & 

Slade, 2011). Paternal PPD is most prevalent 3-6 months post-birth (Paulson & 

Bazemore, 2010). In contrast to the sudden onset of PPD commonly seen in 

mothers, the presentation in fathers can often be more subtle (Melrose, 2010). PPD 

in men is typically experienced as mild to moderate in severity (Soliday et al., 

1999). 

There are currently no official criteria for PPD, however being seen as a 

form of major depressive episode, it is usually diagnosed using DSM-IV (Scarff, 

2019). Paternal PPD is typically assessed using measures originally created to assess 

maternal PPD (Kim & Swain, 2007), such as The Edinburgh Postnatal Depression 

Scale (EPDS; Cox et al., 1987). This measure has been identified as being both a 

reliable and valid measure for assessing PPD in women and men (Matthey et al., 

2001). However, a clear limitation of this measure is that it fails to detect the 

broader range of depression symptoms more typically experienced by men (Matthey 

& Agostini, 2017). Research has clearly highlighted significant gender differences 

when it comes to symptoms of depression experienced, with men being more prone 
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to symptoms such as increased irritability, anger and substance misuse (Martin et al., 

2013).  

Some research comparing the rate of PPD in mothers and fathers has found 

the prevalence of this to be higher in women, however paternal underreporting of 

symptoms is again acknowledged as a possible contributory factor to this difference 

(Matthey et al., 2000). Also, because measures being used to assess PPD (e.g. 

EPDS), do not acknowlege the wider range of depression symptoms men can 

experience (Matthey & Agostini, 2017), this raises the question as to whether fathers 

who are experiencing PPD are not being identified. 

To the best of the author’s knowledge, no studies reviewed have specifically 

looked at the impact that a traumatic birth can have on the development of PPD. 

However, research has found that fathers who report reduced fulfilment from their 

birth experience show higher rates of depression symptoms (Greenhalgh et al., 

2000). Furthermore, a qualitative study exploring fathers’ experiences of PPD and 

help-seeking behaviour, captured how a number of fathers reflected on their birth 

experience as being traumatic and felt this was a contributory factor to them 

developing PPD (Pedersen et al., 2021). With this in mind, alongside insight from 

the maternal literature, it would seem fair to hypothesise that fathers who experience 

a traumatic birth are potentially at an increased risk of experiencing PPD.  

PPD has been found to impact different areas of the father’s daily 

functioning including causing a decline in short-term and working memory (Pio De 

Almeida et al., 2012), and can increase a father’s risk of suicide (Quevedo et al., 

2011). Research has captured how fathers with a history of mental health difficulties 

are more vulnerable to experiencing PPD, and that the experience of childbirth is 

likely to exacerbate previous mental health conditions (Wang et al., 2021). Some 

fathers may also experience postnatal anxiety alongside their symptoms of 

depression (Bradley & Slade, 2011). 

A review conducted by Bradley and Slade (2011), looking at paternal mental 

health difficulties post-childbirth, highlighted that experiencing symptoms of PPD 

can impact on the parent-infant interaction. PPD may lead to fathers being more 

withdrawn and less engaged during interactions with their child (Sethna et al., 

2015). It has also been associated with reduced probability that fathers play with 

their infant outside frequently (Paulson et al., 2006). PPD can also adversely affect a 

child’s emotional and behavioural development long-term, for example, children are 
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at an increased risk of presenting with behavioural problems at age 3.5 years 

(Ramchandani et al., 2005).  

The studies available which explore the experience of depression after 

childbirth focus very much on the postnatal period, however it is imperative to 

acknowledge that depressive symptoms in both fathers and mothers can extend far 

beyond the 12-month postpartum period. A study conducted by Johansson et al. 

(2017) exploring depressive symptoms and parental stress in parents, 25 months 

after birth, found the prevalence of depressive symptoms at this time period to be 

11% for mothers and almost 5% for fathers. Interestingly, this study also captured 

that from those who had scored high for depression, some of these mothers and 

fathers had also previously accessed treatment for distress at an earlier stage after 

the childbirth, providing supporting evidence that distress in some cases can be 

enduring or recurrent (Johansson et al., 2017).   

 

Parent-Infant Attachment. A few studies exploring the experience of a 

traumatic birth have commented on the impact this experience can have on the 

father-infant attachment (e.g. Daniels et al., 2020; Elmir & Schmied, 2022; 

Etheridge & Slade, 2017; Nicholls & Ayers, 2007). Some fathers pre-empt an 

instant bond with their baby, but instead experience short-term bonding difficulties, 

which can trigger feelings of guilt and shame (Daniels et al., 2020). Within Nicholls 

& Ayers (2007) study exploring childbirth related PTSD, some fathers reported 

responses which would be suggestive of an overprotective and anxious bond.  

John Bowlby’s attachment theory highlights the importance of a secure 

parent-infant bond in a child’s ongoing mental health and global development 

(Parfitt & Ayers, 2009). Therefore, it is anticipated that difficulties forming a secure 

father-infant attachment following a traumatic birth may result in long-term negative 

outcomes. Unfortunately, research has so far neglected to explore the longitudinal 

effect a traumatic birth can have on the father-infant relationship. However, as seen 

within the mother’s birth trauma literature, lasting effects to the parent-infant bond 

are evident (Ayers et al., 2006).  

In contrast to more difficult bonding experiences, some studies have 

captured fathers reporting developing strong bonds with their baby following a 

traumatic birth, which can be as a result of taking on the unexpected role of primary 

caregiver upon returning home and having quality time to connect with their infant 
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(Elmir & Schmied, 2022; Etheridge & Slade, 2017). Furthermore, it has been noted 

that when difficulties are evident in the mother-infant attachment following a 

traumatic birth, fathers can sometimes try to compensate for this by providing 

increased levels of love, comfort and interaction to their infant (Nicholls & Ayers, 

2007).  

 

Subsequent Births. Several studies have broadly commented on the 

impact a traumatic birth can have on some fathers not wanting to consider having 

further children (Daniels et al., 2020; Hinton et al., 2014; Inglis et al., 2016). Some 

fathers fear the idea of a future pregnancy or birth again, resulting in them 

considering or going on to have a vasectomy (Hinton et al., 2014; Inglis et al., 

2016). Fathers’ avoidance of physical intimacy with partners after experiencing a 

traumatic birth can also be related to fear of future pregnancy (Daniels et al., 2020; 

Nicholls & Ayers, 2007).  

Some fathers who do go on to have a further child can report increased levels 

of distress during the pregnancy. For example, a study conducted by Turton et al. 

(2006) looking at the impact of stillbirth on fathers found that this traumatic 

experience led to significant levels of anxiety during subsequent pregnancies. 

Similar findings have also been reported within other stillbirth related studies (e.g. 

Campbell-Jackson et al., 2014). Although Turton et al.’s study is valuable, by 

looking specifically at stillbirth experiences, it is not possible to relate this to other 

types of birth trauma which have not resulted in a loss of life.  

 

Paternal Responses To Psychological Distress: Avoidance of Help-Seeking.  

Although fathers can experience long-term emotional distress after birth 

trauma, it is important to acknowledge that some may feel reluctant to access 

support and instead utilise avoidance as a coping strategy for trying to manage this 

(Etheridge & Slade, 2017). One common conceptualisation of what may influence 

men to navigate away from accessing support stems from ideas linked to male 

conformity to traditional masculine norms, which suggest men should be 

emotionally stoic, strong and self-reliant (Seidler et al., 2016; Tang et al., 2014). 

These masculine norms which strongly reject feminine stereotypes, are likely to 

contribute to why some men may find it difficult to externalise their emotions and to 

engage in help-seeking (Lorber & Garcia, 2010). Men who hold more intense beliefs 
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about traditional masculinity or stigma around mental health, can perceive accessing 

support as a sign of weakness (Mahalik & Dagirmanjian, 2019), and therefore avoid 

seeking this help.  

Although men do experience emotions such as fear associated with 

childbirth, they can report it not being in their nature to disclose this out loud and 

that they feel to do so would only make things worse (Eriksson et al., 2007). Men 

can also at times avoid seeking support due to the impact of societal perceptions that 

childbirth is a woman’s experience (Jessop & Fox, as cited in Hinton et al., 2014). 

This closely links to other literature which captures how some men can consider the 

topic of childbirth as sacred to mothers and therefore a sign of weakness if they were 

to discuss or display emotion relating to this (Elmir & Schmied, 2022).  

Furthermore, it is recognised that fathers can often feel that the emotional 

needs of the mother take president following a traumatic birth, therefore they 

internalise their own needs in order to focus on prioritising the support needs of their 

partner (Shorey & Wong, 2020). Although highly empathic and considerate to the 

mother, these actions in many ways invalidate the father’s experience and reinforce 

some of the heavily embedded masculine ideologies discussed above. For fathers 

who do attempt accessing support for their emotional distress following a traumatic 

birth, some report facing challenges receiving appropriate input, where their 

experience is validated (Hinton et al., 2014). Research has captured that men who do 

find it more difficult to open up and express their emotions value online support 

being available as opposed to just face-to-face support (Rochlen et al., 2004). An 

example of this could be online support in the form of men-only forums, which 

wider literature around mens health and wellbeing, has captured can provide a 

valuable space for some men to discuss and share their experiences (Hanna & 

Gough, 2018).  

Summary 

From the literature reviewed, looking at the impact of a traumatic birth on 

fathers, there has been some influential and invaluable findings drawn so far. Studies 

capture the experience of a traumatic birth as being a highly distressing event for 

fathers, with reoccurring themes of feeling unprepared for what they experienced in 

the room, describing a strong sense of loss of control, and feeling significantly 

marginalised by professionals, being reported (Daniels et al., 2020; Elmir & 
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Schmied, 2022; Etheridge & Slade, 2017; Inglis et al., 2016). Fathers can feel 

‘stripped’ of their role of protector, and experience an array of difficult emotions 

including fear, guilt, and helplessness (Elmir & Schmied, 2016). The distress of a 

traumatic birth can be enduring, with studies capturing how some fathers can report 

experiencing symptoms associated with depression and PTSD, following the birth 

(Daniels et al., 2020; Elmir & Schmied, 2016). Other adverse outcomes following a 

traumatic birth can include, fathers experiencing difficulties opening up about the 

trauma (Etheridge & Slade, 2017), reduced engagement in physical intimacy (White, 

2007), and father-infant bonding difficulties (Daniels et al., 2020). In contrast to 

these adverse outcomes, some positive post-trauma outcomes have also been 

reported, such as fathers reporting increased connectedness with their partner 

(Daniels et al., 2020; Elmir & Schmied, 2022; Etheridge & Slade, 2017; Inglis et al., 

2016), and a stronger parent-infant bond (Etheridge & Slade, 2017). 

 Although some helpful insight has been provided so far, much of the 

research does appear to more so focus on the birth event itself, with less depth and 

attention given to the long-term outcomes. Qualitative studies that have included 

participants soon after the traumatic birth and also participants for whom the event 

was years previously, have often collated these experiences together, without there 

always being a clear distinction made between the two groups of participants, 

potentially leading to a misrepresentation of what the long-term impacts are. 

Therefore, the present study aims to bridge this gap in the literature. When exploring 

the maternal birth trauma literature, it is evident that mothers can experience 

negative long-term outcomes (Beck., 2006; Taghizadeh et al., 2014), as well as PTG 

following a traumatic birth (e.g. Beck & Watson, 2016; Ketley et al., 2022). With 

90% of fathers now attending childbirth (Burgess & Goldman, 2018), these maternal 

findings support the need for further exploration of the enduring impact of such an 

experience on fathers. Therefore, the present study aims to provide a clearer insight 

into the long-term impact of birth trauma on fathers.  

Research Aims and Question 

Research aim: To examine fathers’ long-term experiences following a traumatic 

birth. Ongoing adverse outcomes such as mental health difficulties (e.g. Beck, 2006; 

McDonald et al., 2011; Schneider et al., 2012), as well as experiences of PTG (e.g. 

Helgeson et al., 2006; Su et al., 2020), have been reported in studies as occurring 
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two or more years after the traumatic event. The present study will therefore define 

‘long-term’ as being anything two years and onwards from the birth experience. The 

study will explore the impact this experience has had on different areas of the 

father’s life including their mental health and wellbeing, occupation, relationships, 

parent-infant bond, and subsequent pregnancies. 

 

Research question: What are the long-term impacts of a traumatic birth, as 

experienced by fathers? 
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Method 

This chapter will provide an overview of the method used to achieve the study aims. 

It will firstly offer detail of the methodological approach selected and a rationale for 

this choice. Following which, a comprehensive account of the study design, how the 

data was collected and analysed, and the ethical issues considered, will be outlined. 

This chapter will also provide some insight into my own reflexivity as the 

researcher.  

Methodology  

Qualitative methodologies intend to generate knowledge grounded in the 

“exploration of lived experience and participant-defined meanings” (Willig, 2013, p. 

9). They focus on acquiring deep and meaningful data from samples of people, 

through gaining insight into their views, attitudes, and experiences (Pathak et al., 

2013). In contrast, quantitative approaches use numerical data sets and statistical 

analysis, often focused on investigating cause and effect relationships (Ahmad et al., 

2019). Considering the present study aims, using a qualitative approach was 

identified as being most appropriate.  

Semi-Structured Interviews 

In line with the qualitative approach, semi-structured interviews were chosen 

for the present study to provide some consistent flow and structure across the 

interviews, whilst also enabling there to be the opportunity and flexibility to ask 

follow-up questions of the participants. Braun et al. (2016) describe semi-structured 

interviews as being a highly popular and useful method for gathering detailed 

content about an individual’s experience. The interview schedule for this study was 

developed utilising knowledge gained from wider literature available.  

Ontological and Epistemological Position 

It is important that the ontological stance of the researcher is considered 

when contemplating the most fitting methodology of analysis. Looking back on the 

journey and expansion of various ontological positions, originally there was the 

understanding within social sciences that we could get at the truth and that an 

external and objective reality does exist, forming the position of positivism (Willig, 
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2013). However, soon after there was the recognition that in fact the world can be 

socially constructed and subjective, therefore forming the position of social 

constructivism (Taylor, 2018). Since then, there has been various other schools of 

thought developed, which are positioned between positivism and constructivism, for 

example, critical realism (Clark, 2008). This mid-point between a lived reality and 

the social construction of an event is closer to where I am now as a researcher as I 

understand that whilst there is a reality of the birth, there are also constructed 

narratives about trauma itself.  

Following careful review of different qualitative analysis approaches, 

Thematic Analysis (TA; Braun & Clarke, 2006) was considered the most 

appropriate methodological approach to support answering the research question and 

fitting with my ontological position. My approach to TA is consistent with my 

position, understanding that accounts of participants are context specific and do not 

claim to completely represent their real experience. Further rationale for my 

selection of TA, along with consideration of an alternative approach will be 

discussed later in this method chapter, under the subheading of analysis.  

 

Reflexivity  

 Being reflexive is a vital process for enhancing the rigor and quality of 

qualitative research. There may be various stages during a study where the 

researcher’s own position is not clear, therefore reflexivity is fundamentally a 

continuous process which enables the researcher to repeatedly explore and challenge 

themselves to have growth in both awareness and clarity of their own perspectives 

(Barrett et al., 2020).  

 Being a female who has not yet gone through a birth experience and 

therefore less personally connected to the shared experiences of the participants, I 

have considered how this may have impacted different stages of the research. I feel 

this did at times impact on the flow of the interviews, as I was not always as familiar 

with some of the birth event processes or terminology used, therefore capturing my 

position as an outsider to the birth experience.  

In contrast, I have also reflected that having not gone through a birth meant 

that I did not have any preconceived thoughts or views on what participants were 

sharing about their journey. I felt in many ways this was highly valuable, as it 
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enabled me to fully immerse myself into the narratives of the participants without 

having my own experiences influence my questioning or what I was interpreting 

from the content received. 

 Entering this research journey, I was highly passionate about wanting to 

explore and contribute to what has so far been a poorly considered, yet immensely 

important topic. However, being a topic focused on the male experience, I have been 

mindful of my own gender within the context of this study. Although I tried to 

ensure participants felt comfortable and able to open up about their journey since 

their traumatic birth, I have reflected on how being a female researcher interviewing 

male fathers may have impact on participant engagement.  

I have considered whether being a female interviewer positively enabled 

fathers to feel more open to talk about this topic, as some fathers reflected on how 

men often do not talk about this experience with other men. Conversely, I have 

reflected on how being a female could have potentially led fathers to worry or 

experience an element of guilt for talking about the trauma, feeling that I maybe 

have related more so to their partners’ experience. There were numerous times when 

participants presented an awkward laugh or appeared more reserved when asked 

about potentially more difficult questions, such as the impact of the birth trauma on 

intimacy. It is interesting to consider if the dynamic or direction of discussions 

would have been the same or different, if the interviewer had also been male. I have 

found utilising space within supervision to explore these considerations to be a 

valuable process.  

 Transitioning from being a psychologist in clinical training to a far less 

familiar role as a researcher was surprisingly difficult at points. I found during 

interviews that it could be challenging to balance how much time to dedicate to the 

birth event and when was appropriate to redirect the conversation to the long-term 

impact. I was very mindful that for some fathers, this was the first time they had felt 

fully able to open up about the traumatic experience they went through. Therefore, 

ensuring they felt truly heard, understood and validated was critical. With this in 

mind, it was difficult at times to redirect away from the birth event toward thinking 

about the current impact, without feeling I was rushing past a part of the journey 

which remained very raw and distressing for many of the participants. I also felt it 

was difficult at points, both as the researcher and for the fathers I interviewed, to 
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really consider the longer-term effects of the birth trauma, without trying to assume 

causality.  

To support in my personal growth as a researcher, I kept a reflective journal 

which I made notes in after interviews, so that I could refer back to this when 

needed. Utilising this, alongside regular discussions within supervision, enabled me 

to be continuously mindful and aware of my position and impact on the analysis 

process and interpretation of the results. This reflexivity section forms part of my 

quality checks, which is discussed later in this method chapter. 

Design  

Sampling 

 The study recruited male fathers, irrespective of whether they were the 

biological father or not, who were physically present for the birth of a child two or 

more years ago. Participants self-defined the birth event as having been a traumatic 

experience. When identifying the sufficient number of participants needed to reach 

saturation within a TA study, Braun & Clarke (2013) provide useful guidelines 

which considers type of data collected and size of the project. With the present study 

being a small-scale project conducting qualitative interviews, the guidelines 

recommend 6-10 participants being recruited (Braun & Clarke, 2013), and this was 

perceived to be a manageable number to obtain within the thesis time frame.  

 

Inclusion and Exclusion. A summary of the following inclusion and 

exclusion criteria for this study is presented in Table 1. 

For the purpose of this study, all participants were required to be fathers, 

either biologically (regardless of current relationship to the mother) or non-

biologically (current partner of the mother) related to the child. It was essential that 

the father had been physically present for the birth of the child two or more years 

ago. In order to not set parameters of what would be defined as a traumatic birth, the 

birth event needed to be self-defined as traumatic by the father. All participants were 

required to be over the age of 16 years old so they could independently consent to 

taking part. There was no upper age limit set for the study.  

It is important to acknowledge that there is a diverse range of individuals 

who may identify as a father present at the traumatic birth of a child. For example, a 
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same sex couple where one or both individuals identify as the father. It is 

fundamental to capture and build awareness of all fathers’ experiences. However, 

due to limitations in time and numbers of participants required to ensure a 

meaningful depth of data is captured, the present study focused solely on the 

recruitment of male fathers. By doing so, it was hoped that this would allow the 

study to specifically consider potential themes associated with perceptions of 

masculine ideologies and evolving societal expectations of the paternal role, and 

how these may have impacted on the father’s journey both during and following the 

traumatic birth event.  

There were no exclusion criteria outlined in relation to type of birth 

experienced (e.g. natural birth, caesarean section, instrumental). To ensure the 

traumatic experience reported by the father was directly related to the birth event 

and not events occurring pre or post-birth, inclusion required the birth to have been 

at full term (37 weeks or over). Inclusion also specified that if the baby required 

intensive medical treatment, that this was not self-defined by the father as also 

having been a traumatic experience. It was also required that the baby did not have 

any reported significant physical health difficulties following the birth, as ongoing 

care or rehabilitation may also be traumatic.  

Any traumatic birth experiences which had resulted in loss of life to either 

the mother or child, at any stage during the birthing event, were excluded from the 

study. It is anticipated that loss of life during the birth event (e.g. stillbirth) would 

trigger significantly different trauma responses such as complex grief reactions, 

which literature has highlighted can have a long-term impact on both mothers and 

fathers (Kersting & Wagner, 2012).  

All participants were required to speak fluent English. This was to ensure 

they were able to fully engage in the comprehensive semi-structured interview 

which was delivered by an interviewer who was English speaking. Due to 

limitations in the research budget, it was unfortunately not possible to access an 

interpreter for the study. 
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Table 1   

Summary of inclusion and exclusion criteria 

 

Inclusion Criteria Exclusion Criteria 

• Father over the age of 16 years • Father was not present at the birth 

event 

• Father self-identified as a male 

father 

• Baby was born before 37 weeks 

• Birth event was self-defined by 

the father as a traumatic 

experience  

• The baby experienced significant 

health difficulties post-birth 

• Traumatic birth event was two 

or more years ago. 

• Baby required intensive medical 

treatment which was also self-

defined by the father as a traumatic 

experience. 

 • Loss of life (mother or baby) 

during the birth  

 • Father non-fluent in English  

 

Patient and Public Involvement and Engagement   

This projected gained the valuable support and input from a number of key 

stakeholders. This included Mark Harris (Midwife and father) and Mark Williams 

(men’s mental health campaigner) who both advised on recruitment strategies and 

supported with the advertisement of the study on social media. Mark Harris also 

supported with the reviewing of the study materials (e.g. study flyer, interview topic 

guide, and social media posts), commenting on the language used and the 

acceptability to the population being recruited. 

The topic guide was informally piloted by conducting a practice interview 

with someone known to me, who is also a father, to gain insight into the type of data 

received from the prepared questions and to assess the flow of questions asked. This 

was an invaluable part in preparing for the interviews as it supported me to think 

about the order of questions being asked and how the questions were received by the 
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interviewee. Following the pilot interview, no significant changes were required, 

and the topic guide was ready for use within the study. 

Recruitment 

Participants were invited to take part in the study through online 

advertisement. The Birth Trauma Association, which is a national charity that 

primarily supports woman who have experienced a traumatic birth event (Birth 

Trauma Association, 2018), promoted the study via their social media platforms. 

The study was also advertised on my professional twitter and Facebook page. All 

posts contained a study flyer (see Appendix B). Within the flyer was a link to the 

Online Surveys site, which when accessed, provided all those interested in finding 

out more about the study with an online version of the participant information sheet 

(see Appendix C) and consent form (see Appendix D). The flyer also made 

participants aware that for those who consented to taking part in the study and 

completed the interview, they would receive a £20 Amazon e-voucher as a thank 

you for their time and contribution. 

Participants were able to show interest and consent to being contacted about 

the study by either completing the online consent form via the Online Surveys site, 

or by emailing me directly. At this stage, participants were able to indicate their 

format preference of initial contact (e.g. email or telephone). Once consent to being 

contacted was received, I either emailed a pre-prepared email or called the 

participant to arrange a date and time to have a telephone contact to discuss the 

study in more detail.  

During the arranged telephone call with a participant, a full review of 

eligibility for the study was conducted and the participant was provided with the 

opportunity to ask any questions they had about the study. All participants had 

completed the study consent form via Online Surveys. At the end of this initial call, 

if the participant was still happy to take part and they had met the full eligibility 

criteria for the study, a date and time to conduct the interview was agreed.   

Nine fathers made contact to express interest in taking part in the study. 

Eight of these met full eligibility for the study and went on to complete the 

interview. The one remaining father was excluded from the study due to the difficult 

experiences reported being outside of the birth event. Please see Table 2 in results 

chapter for participant demographics.    
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Interview Procedure 

Participation in the study involved one-to-one interviews being conducted 

either remotely via telephone or video call using Zoom. From the eight interviews 

conducted, seven were carried out over the telephone and one via Zoom. Participants 

were encouraged to take part in the interview within a private location where they 

felt able to talk and share their experiences openly. All interviews lasted between 50 

– 82 minutes and followed a semi-structured format.  

I utilised a topic guide to aid discussion within the interviews (see Appendix 

E). Themes drawn from the literature review were used to support and inform the 

development of questions within the topic guide. This aimed to ensure questions 

asked were kept as open as possible, to promote and enable broad discussions 

around the diverse experiences of the participants  

At the start of each interview, participants were provided with another 

opportunity to ask questions they had about the study. Consent to taking part in the 

study was also reviewed to ensure each participant was still happy to continue. 

Participants were provided with another opportunity to ask questions at the end of 

the interview, alongside being provided with details of relevant support services 

available which they could access if they wished too. All telephone interviews were 

recorded using a Dictaphone, and the Zoom interview was recorded using Zoom’s 

inbuilt recording system.  

Ethical Considerations 

Ethical Approval 

Ethical approval was granted by the University of Leeds School of Medicine 

Research and Ethics Committee (MREC20-058; see Appendix F). Early in the 

recruitment process, it became apparent that an amendment was required to the 

study exclusion criteria. During a telephone screening call, a father shared that their 

baby required a neonatal intensive care unit (NICU) stay, but that he did not identify 

this as having been part of the traumatic experience. Originally the study had 

planned to exclude fathers if their baby had required a NICU admission after birth, 

in order to reduce the risk of any long-term impacts identified being related to events 

outside of the birth experience. However, acknowledging that many babies may 

require an admission to NICU after birth, the amendment enabled fathers who had 
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their baby immediately go into a NICU to still be included in the study. The 

amendment instead indicated that if the father’s baby required intensive medical 

treatment following birth which was self-defined by the father as also being a 

traumatic experience, then they would be unable to take part. This amendment was 

approved.  

Consent 

Given that the information about the study was disseminated via social media, 

participants were able to spend as much time as they wished accessing and 

considering the study information before contacting the research team. Participants 

had online access to a copy of the participant information sheet and consent form. 

Consent forms were completed by participants on the Online Surveys site. Consent 

was reviewed again on each participant’s interview day.   

Confidentiality 

The participant information sheet detailed to participants how their 

information would be used following the interview. All interviews were carried out 

in a private area where only me, as the interviewer, was present at my location. 

Participants were also encouraged to participate in the interview somewhere private 

where only they were present. However, this was not always possible, and 

interruptions did happen during some interviews. Qualitative data from the 

interviews was anonymised during transcription, removing names, locations and 

other identifiers. Participants were given a pseudonym to protect anonymity.  

Participant Distress 

Participants were informed within the participant information sheet and again 

before beginning the interview of the potential for distress arising due to the nature 

of the research topic. Participants were given the opportunity to ask any questions 

and to discuss any concerns with me. Participants were made aware prior to 

beginning the interview that they have the right to decline any questions which they 

did not wish to answer. Participants were informed that they had the right to pause 

or stop the interview at any time. During the interviews, no participants became 

significantly distressed and none of the eight interviews needed to be paused or 

stopped.  
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Withdrawal from the Study 

Participants were informed in the information sheet and prior to beginning the 

interview that they have the right to withdraw their data from the study at any point 

up until one week after the interview has been carried out, without needing to 

provide a reason. After this time, participants were made aware that it would not be 

possible to withdraw their data due to the analysis process having commenced. No 

participants decided to withdraw from the study. 

Data Management  

Following each interview, audio recordings were immediately uploaded onto 

the University of Leeds secure OneDrive. Once the recordings had been checked on 

OneDrive to ensure they had successfully uploaded, they were then deleted from the 

Dictaphone or Zoom system. To carry out quality checks of the coding completed, 

data was shared securely to another member of the research team via OneDrive. 

Two interviews were transcribed by myself, to aid familiarity with the data. All 

remaining interviews were transcribed by a paid transcriber based within the 

university. Interviews were shared securely with the transcriber via OneDrive. Once 

all transcriptions were completed by the transcriber, they were then returned to me 

via OneDrive. All transcriptions were anonymised during the transcribing process. 

All audio recordings on OneDrive have been deleted, with only typed transcripts 

now remaining securely stored.  

Going forward, all e-data (e.g. transcriptions) will be kept in a secure area, as 

permitted by the University Information Security Policy and kept anonymous 

(identified only by a pseudonym). Data will remain stored within this secure area 

until I have completed the Doctorate programme, at this point it will be transferred 

to the secure folder in the DClinPsychol storage area via OneDrive. The 

DClinPsychol research coordinator will delete the files three years from the 

completion of the study. 

Analysis 

The present study included a non-homogeneous sample of fathers who had 

experienced birth trauma at least two years ago, who had diverse experiences of the 

traumatic event and who each defined their own experience of a traumatic birth 

independent of others. Acknowledging these factors, thematic analysis (TA) was 
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thought to be the most appropriate qualitative approach as it enabled the study to 

capture these broad range of fathers’ experiences. A distinguishing feature of TA is 

that it is not bound by any particular theoretical or epistemological framework, 

therefore allowing for flexibility in the analysis (Braun & Clarke, 2006).   

TA is a method which systematically identifies, analyses and reports on 

repeated patterns within qualitative data (Braun and Clark, 2006), to enable the 

researcher to explore and gain insight into the shared meanings and experiences of 

participants (Braun & Clarke, 2012). TA has at times faced criticism, for example 

Norwell et al. (2017) captured how some argue that TA is a process used by 

numerous qualitative methods, and is more so a tool to assist analysis, rather than 

being a standalone qualitative method.  However, many researchers maintain that 

TA is a widely used and respected method, which, when carried out rigorously, can 

produce highly meaningful and trustworthy findings (Braun & Clarke, 2006; Nowell 

et al., 2017). Through a comprehensive process of coding data and identifying key 

themes, the present study aimed to capture valuable insight into the long-term 

impacts of a traumatic birth experience on fathers.  

Alongside the benefits to TA being flexible, it can also incorporate inductive 

and deductive approaches (Braun & Clark, 2006). Braun and Clark explain how an 

inductive approach strongly derives themes solely from the data, therefore it 

typically involves the researcher coding the data without attempting to fit it into a 

pre-existing coding frame, or the researcher’s analytic preconceptions. In contrast, a 

deductive approach is more theory-driven, therefore it uses pre-existing theory to 

identify themes of particular interest to the researcher. The present study utilised a 

largely inductive approach. However, it is important to acknowledge the potential 

influence of theoretical and research literature explored prior to interview.  

Alternative Method of Analysis 

During the process of deciding on the most appropriate methodological 

approach for the research question, Interpretative Phenomenological Analysis (IPA) 

was considered as a possible alternative. IPA is a qualitative approach which focuses 

on exploring and examining how people make sense of and reflect on life 

experiences (Smith et al., 2009). IPA is a ‘participant-orientated’ approach, which 

displays great interest and sensitivity to the lived experiences of the participants 

taking part (Alase, 2017). It is an approach frequently used to explore and 

understand the lived experiences of individuals who have gone through similar 
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experiences (Alase, 2017). This is a highly valuable method of analysis that could 

have been a suitable choice for the present study. However, when considering IPA 

against TA, it was decided that TA allowed better for the heterogenous sample in 

this study.  

 

Thematic Analysis (TA)  

A detailed systematic six stage approach to analysing qualitative data using 

TA, developed by Braun and Clarke (2006) was followed for the study. These 

phases are as follows:  

 

Phase 1: Familiarising yourself with the data 

Phase 2: Generating initial codes 

Phase 3: Searching for themes 

Phase 4: Reviewing themes 

Phase 5: Defining and naming themes  

Phase 6: Producing the report 

 

The first stage involved becoming familiar with the data collected through 

the process of actively listening to and re-reading interview transcriptions, noticing 

any patterns which began to emerge. During this stage I also began to make notes of 

any initial thoughts and reflections on each of the interviews. As most of the 

interviews were transcribed externally, once they had been received, time was 

dedicated during this stage to ensuring transcriptions were accurate, and any errors 

identified in the transcriptions were corrected.  

The second stage involved generating initial codes. Codes were often 

descriptive to begin with, evolving into more refined codes after several reviews and 

as established patterns continued to develop (see Appendix G for example coding). 

The third stage involved me developing potential themes from the codes generated 

in the previous phase. I kept theme ideas generally broad at this stage, whilst 

beginning to identify and consider which codes would best fit into each of these 

themes identified. The fourth stage of this analysis involved reviewing and refining 

the established themes. Within this stage, a thematic map was produced to ensure 

the themes and related subthemes developed, accurately reflected, and fit with the 

coded data generated across the data set.  
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The fifth stage focused on the defining and naming of themes. This stage 

involved each theme being reviewed in line with the coded data it was representing 

and the most fitting name or definition for each theme being established. The 

priority here was for themes to capture a clear and meaningful narrative of the data it 

was representing. Regular supervision throughout each stage of the analysis process 

ensured the themes chosen were a true representation on the data collected. Finally, 

the sixth stage involved producing a report of the results found. This will be 

presented as the results chapter of this thesis.  

Credibility and Quality Checks  

Elliott et al. (1999) developed valuable and evolving guidelines surrounding 

good practice when conducting qualitative research, which captured the importance 

of completing credibility and quality checks. Several of the steps from these 

guidelines have been described and outlined below with reference to the current 

study. 

Owning One’s Perspective 

Elliott et al. (1999) highlights the importance of the researcher owning one’s 

own perspective in qualitative research. To do this, the researcher acknowledges 

their theoretical orientations and personal anticipations, being also mindful of their 

own personal values, assumptions and interests and how these could potentially 

impact on their thoughts and interpretation of the research data. It is important to be 

aware of these both beforehand and as they become evident during the research. 

This process of owning my own perspective has been described earlier, within the 

reflexivity section of this chapter. 

Situating the Sample  

This involves the researcher delivering a brief description of each participant 

and their life circumstances, to provide the reader with some context about the 

participants which may be applicable to the findings. This study has presented these 

descriptions in the form of pen portraits, which can be found within the results 

chapter. 
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Grounding in Examples 

Providing example quotes from the data allows the researcher to illustrate both 

the procedures used in the analysis process and how the interpretations were 

developed because of these. Within the present study, I ensured that any 

interpretations (e.g. themes developed) were all clearly shown to be grounded in the 

data by including several illustrative quotes from the data.  

Providing Credibility Checks 

Quality Check of Transcriptions. All transcriptions were thoroughly 

checked for accuracy by listening back to the audio recordings and cross-referencing 

them against the transcribed documents. Any errors noted on the transcriptions were 

then corrected to ensure the text was as accurate as possible. In doing so, this 

supported me to also begin phase one of the thematic analysis process outlined by 

Braun and Clark (2006), as I was starting to familiarise myself with the data.  

Supervision. As part of the research process, frequent (at least monthly) 

supervision sessions were organised with the two project supervisors. During the 

analysis process, one transcript was double coded by a supervisor. A supervisor 

supported the reviewing of one further transcript and both supervisors discussed 

codes and themes during their development to ensure face validity. Time within 

supervision sessions was used to explore and finalise the themes identified to ensure 

they best captured the data meaning.   
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Results 

In the following chapter I will begin by presenting demographic information (see 

Table 2), and individual pen portraits of all eight participants who took part in the 

study. Below each individual pen portrait will be a reflection on the interview 

process. A thematic map (see Figure 1) will then be shown to illustrate the core 

themes and relevant subthemes which were identified. A table capturing which 

participants contributed to each of these themes will also be presented (see Table 3).  

Finally, I will move on to discuss each of these themes and subthemes in more 

depth, utilising quotes from participants to bring to life what participants shared in 

their interviews.  
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Table 2  

Demographic information of participants  

  

Participant  

(pseudonym)  

Age  Ethnicity  Education  Partner to mother 

at time of interview  

Number of 

children  

Time since traumatic birth 

(in years)  

*all dates approx 

Paul  31  White British 

  

Doctorate  Yes  1  2 years  

Nigel  35  White British  

  

A-Levels  Yes  3  4 years  

Craig  54  White British  

  

Master’s Degree  Yes  2  11 years  

Sam  32  White British 

  

Bachelor’s Degree  Yes  1   2 years  

Brad  34  White British  

  

Doctorate  Yes  2  4 years  

Luke  49  White British 

   

Doctorate  Yes  2  9 years  

Peter  30  White British  

  

A-Levels  Yes  2  3 years  

Mark  32  White British  Postgraduate 

Degree  

Yes  2  3 years  
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Pen Portraits 

This section will introduce all eight participants, including some information 

about their traumatic birth and a description of the interview experience.  

 

Paul 

Paul is a White British Male in his early 30’s. His interview was conducted two 

years after his traumatic birth experience. This was Paul’s first birth experience. 

Paul’s partner was pregnant at the time of the interview with their second child.  

 

Paul’s Birth Experience  

Paul’s partner went into labour whilst they were at home, at which time all 

was perceived to be a “normal” part of the birthing process. When they arrived at 

hospital, they remained there for a long period before the medical team advised an 

epidural. Paul described the labour as lengthy, lasting a total of 37 hours. The 

medical staff were unable to deliver their baby without assistance, therefore 

ventouse and forceps were required. Paul described how the forceps resulted in their 

baby “taking quite a battering”, leaving him with a bruised eye and marks all around 

his face. Paul shared the distressing experience of witnessing his partner losing 

blood and passing out, and how “that thought will stay with me forever”. Paul 

described being expected to look after their baby who at that time he had not built a 

bond with, instead of being there for his partner, which he found difficult. Paul 

needed to go and support his baby having some tests, however when he returned, he 

was told his partner had lost consciousness again whilst alone in the room. Paul 

expressed feelings of guilt for not being there and felt he had let his partner down. 

Paul reflected on how being the father in the birthing room, he felt “you are pushed 

into a corner, there’s nothing you can do, you’re really helpless”.  

Long-term, Paul described how the birth continued to trigger feelings of 

distress, frustration, and helplessness. The birth impacted on how Paul viewed 

himself and his role within the family unit. Paul experienced low mood after the 

birth which improved over time, however had worsened again recently on the lead 

up to the birth of their next child. The traumatic birth resulted in him not wanting 

further children, as he did not want to go through a birth again. Paul’s current 
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pregnancy was unplanned and reignited some feelings of fear. Positive long-term 

outcomes included having a stronger bond with both partner and infant.  

 

Reflection on the Interview 

This was the first interview conducted and I did initially feel quite nervous. 

However, as soon at the interview started, I felt very comfortable talking to Paul and 

felt the interview flowed well. I found myself noticing that Paul seemed somewhat 

reserved to talk in depth about some of his journey post-birth at times, however he 

responded well when I prompted with further questions. I think if I had have felt 

more confident, I could have, at points, tried to explore some topics in greater depth. 

I found his story very powerful and was frequently reflecting in my mind as he 

spoke about the birth, just how difficult it must have felt standing in a room feeling 

marginalised and helpless. I was pleased at the end of the interview when Paul 

commented feeling surprised at how open to sharing his experience he had been. I 

found this was important to me, as I interpreted it to mean Paul felt comfortable and 

heard within the interview. 

 

Nigel 

Nigel is a White British male in his mid 30’s. His interview was conducted around 

four years after the traumatic birth experience. This was his first experience of a 

birth event, and he is a father to three children in total.  

 

Nigel’s Birth Experience  

Nigel shared feelings of not really knowing what to expect as it had been his 

first experience of a birth. Nigel’s partner had wanted to be in a birthing suite, 

however as the labour progressed and complications arose, this was not possible. 

Whilst in hospital, Nigel described complications being first noticed when the labour 

appeared to be starting and stopping. Later, it was identified that the baby was not 

positioned correctly. These complications triggered a significant amount of worry 

and anxiety for Nigel as he just wanted their baby out safely.  The labour was 

lengthy, and Nigel shared finding himself asking staff “surely this isn’t right?”, 

however he was told that everything was normal. Nigel described how “drastic” 

actions then followed, such as his partner’s gas and air being removed and her being 

told to push without these aids. Nigel described how his partner was looking at him 
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in agony and asking for his help, and how he felt completely helpless, not knowing 

what to do. Due to staff being unable to deliver the baby naturally, they moved his 

partner to the operating theatre and carried out a caesarean section. The birth event 

triggered Nigel to experience strong feelings of guilt and helplessness for how much 

his partner suffered.  

Long-term, Nigel described ongoing distress relating to thinking about how 

easily things could have been different and how his child could have been greatly 

harmed due to the medical decisions made by staff. He reported ongoing feelings of 

guilt relating to the belief that he let his partner down. Nigel reported experiencing 

low mood and heightened anxiety and reflected on the possible role the birth had 

played in their development. He also described himself as being an overprotective 

parent, however felt unsure if this was induced by the traumatic birth or not. Nigel 

shared that his partner experienced post-natal depression after the birth. He shared 

that the interview was the most detail he has gone into about the event. He described 

his feelings about the birth having become “more numb” over time. He reported 

adverse impacts on the couple’s relationship, which have improved with time. Nigel 

and his partner accessed couples counselling, post-birth. Positive post-trauma 

outcomes included increased empathy towards others and a stronger parent-infant 

bond. 

 

Reflection on the Interview 

Being my second interview conducted, I noticed feeling more comfortable and 

confident this time to explore certain topics in greater depth. The interview 

discussions flowed well. I was mindful that Nigel had perhaps not spoken about his 

birth experience in such detail before, and although it was nearly four years ago, it 

still felt recent and raw by the way he described it. Therefore, I wanted to ensure I 

was compassionate in my approach and provided a space where he felt heard and 

understood. It felt as though a lot of focus had perhaps always been on what his 

partner had gone through, therefore it was challenging at times trying to sensitively 

pull away from this and for us to refocus on how this experience had been for Nigel 

as the father.  
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Craig 

Craig is a White British Male in his early 50’s. His interview was conducted around 

11 years after the traumatic birth experience. This had been his first experience of a 

birth event, and he is now a father of two children.  

 

Craig’s Birth Experience  

The traumatic birth Craig experienced was a lengthy labour, finally 

involving a forceps delivery due to baby becoming stuck. Recalling their arrival at 

hospital, Craig described the stress of trying to get parked and the worry of not 

knowing what to expect. He shared how difficult the birth experience was, being his 

first time, and not having their parents present to provide support and advice. Craig 

recalled watching the heart monitor and noticing the times when the heart rate of 

their baby was declining during times of heightened distress. He described childbirth 

as being “incredibly brutal”. Craig remembered the scissors used to cut his partner 

during the birth and “the baby’s head being crushed” by the forceps, which triggered 

a lot of worry. When baby was born, Craig’s partner was immediately taken away to 

receive stitches and he was left to hold their baby. This birth experience triggered an 

array of emotions including feeling scared, shocked, stressed, but also grateful for 

the midwives who were there to support.  

Long-term, Craig commented that he did not think about the birth now and 

felt any lasting effect was more “subtle”. He shared that the traumatic birth did 

contribute to him initially not wanting further children and the couple delaying 

having their second child. However, Craig was pleased they did go onto have 

another. He shared feeling he was a more over-protective parent after the birth, with 

increased nervousness around hygiene. Craig shared feeling that the birth did 

adversely impact on physical intimacy. Positive post-trauma outcomes included 

stronger parent-infant bond, increased appreciation for women, and feeling better 

prepared for the second birth. 

 

Reflection on the Interview 

I felt this interview went well, however it did not seem to flow as naturally as 

previous ones completed. I noticed feeling more on edge from the beginning, as 

although Craig had initially said the birth event was traumatic in his screening 

appointment, this felt less clear at the beginning of the interview, therefore I needed 
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to review this with him. I was aware that Craig had a much longer time gap since the 

birth event, in contrast to other fathers I had interviewed, and I noticed that he found 

it more difficult at times recalling events as clearly. Craig shared another traumatic 

experience in relation to his child, which was unrelated to the birth, therefore at 

times I needed to redirect the conversation back onto the research topic. Craig was 

generally quite open in his responses throughout the interview, and I felt 

comfortable asking him questions.   

 

Sam 

Sam is a White British Male in his early 30’s. His interview was conducted two 

years after the traumatic birth experience. This was his first experience of a birth. 

Sam’s partner was pregnant at the time of the interview with their second child. 

 

Sam’s Birth Experience  

Sam and his partner had originally planned to have a water birth, however 

due to complications during the labour, this was no longer possible. Sam’s partner 

was immediately taken to a ward, which was not in their plan and therefore triggered 

a lot of worry for them. Sam shared how his partner was provided with self-dosing 

pain relief, which led to her being “high” in presentation and Sam needed to make 

the informed decisions going forward. Sam’s mother-in-law was present which he 

found extremely valuable to support with decision making. Sam recalled the level of 

pain his partner was in, describing this as “horrendous”. His partner was advised to 

push for two hours before it became apparent that baby was not moving due to being 

incorrectly positioned. At this time a doctor advised that forceps were required to aid 

in the delivery. Sam described this event as “very real and raw”, and vividly 

recalled witnessing the size of the forceps and the amount of blood his partner lost. 

He recalled watching the blood draining from his partner’s face as a very distressing 

experience. The birth event triggered Sam to experience feelings of guilt and 

helplessness. However, he also shared how once he knew his partner and baby were 

both okay, “positive emotion kind of floods everything”. 

 Long-term, Sam shared feeling the birth has had a “relatively minimal” 

impact on his life now. However, his partner’s current pregnancy has been a trigger 

for reigniting some of the difficult emotions and memories from the traumatic birth. 

He described a transition of emotions since the birth, which began with “sadness” 
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and moved to an experience of stress and “bubbling anger”, which he has focused 

on addressing in the last year. He felt unsure at times what has related to the birth 

and what has related to transitioning to parenthood. Sam discussed the detrimental 

impact of masculine ideologies. The birth trauma has been a contributory factor to 

Sam currently not wanting further children after the next birth. The traumatic birth 

impacted on physical intimacy in the first year, but subsequently improved greatly. 

Positive post-trauma outcomes reported included increased resilience, increased 

empathy for others, stronger parent-infant bond, and stronger relationships with 

partner and mother-in-law. 

 

Reflection on the Interview 

The interview with Sam felt very relaxed and the overall flow of discussion 

went well. Sam was very open in his responses, and I really felt how important it 

was for him to share his birth journey. In some of the other interviews, exploring 

topics such as the impact of the birth on intimacy were difficult, however I found 

this less so the case with Sam and he was much more open to sharing his whole 

journey. Sam commented during the interview that his partner had been nearby and 

able to hear him talking at points, which he alluded to this triggering some feelings 

of guilt for sharing what he went through, as he felt it was nothing compared to what 

she went through. I was mindful to check if it was the right time to complete the 

interview, however Sam was happy to continue. This comment from Sam led me to 

reflect on how fathers can internally invalidate their own experience of the birth and 

worry about the perceptions of others when they do share their experience.   

 

 Brad 

Brad is a White British Male in his early 30’s. His interview was conducted around 

four years after the traumatic birth experience. This was his first experience of a 

birth event, and he is now the father of two children.   

 

Brad’s Birth Experience  

Brad and his partner attended hospital as their baby was past its due date and 

they had some concerns regarding reduced baby movements. Brad’s partner was 

induced which was a very long process. Brad did not feel their baby was ready to 

come out when the interventions began. Brad distressingly witnessed his partner in 
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extreme levels of pain and discomfort, which later was found to be because their 

baby was in an incorrect position and had become stuck in the birth canal. Brad 

described a difficult moment where he had not eaten for a long period, and he 

became lightheaded during the administering of the epidural. Brad faced concerning 

moments where he witnessed his baby’s heart rate declining on the monitors during 

periods of contractions. Brad’s partner was advised she needed to go to theatre to 

have rotational forceps. Brad found the rapid pace of changes in the interventions 

undertaken by the medical team to be both overwhelming and distressing. He 

witnessed his partner losing large amounts of blood and vomiting. He longed for 

more information from the staff and felt ill-informed regarding the choices available 

to them. He experienced an array of emotions including frustration and confusion 

due to the lack of communication, moments of fear at the thought of losing his 

partner or baby, and feelings of immense joy when his baby was born.   

Long term, Brad shared not often thinking about the birth, however he 

reflected on whether this was connected to avoidance. Brad shared feeling the birth 

experience did negatively impact his mental health. In the first 18 months post-birth, 

Brad experienced suicidal ideation, which he disclosed to his partner for the first 

time during the week of our interview. Brad described experiencing feelings of 

anger, which have improved over time, however unresolved feelings of “rage” 

remain. Brad found it difficult to disentangle what felt most related to the birth and 

what related to the early period of becoming a parent. He reported initial bonding 

difficulties with his infant, as well as some relationship difficulties with his partner, 

however these both improved greatly over time. The traumatic birth did initially 

impact on wanting further children, however Brad and his partner did go on to have 

a further child almost three years later. Brad did not feel the birth had led to any 

positive outcomes for him. 

 

Reflection on the Interview 

This interview flowed well overall. I felt very comfortable talking to Brad and 

he was very open in sharing his experience of the traumatic birth. Due to the way 

Brad spoke and the emotion he presented, I really felt how difficult and still very 

raw this event was for him. Brad shared a story of disclosing to some colleagues that 

he had experienced a traumatic birth, and how they ultimately responded with 

laughter. I noticed myself feeling shocked, disappointed and in some ways angry for 
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him, that he had faced this response, as it highlighted how invalidated fathers can 

feel in their experience of a birth. Brad shared a difficult period after the birth where 

he experienced suicidal thoughts and how he had only recently felt able to disclose 

this for the first time. I was grateful that he had felt able to share this with me during 

our interview. Brad shared not having felt able to access support until now, four 

years on. I felt pleased that he was ready to seek support, but it also made me reflect 

on the potential delay which some fathers can face in feeling able to address the 

birth trauma they have been through.  

 

Luke 

Luke is a White British Male in his late 40’s. His interview was conducted nine 

years after the traumatic birth experience. This was his first experience of a birth 

event, and he is now the father of two children.   

 

Luke’s Birth Experience  

Luke’s partner needed to be induced early due to the risks associated with 

her experiencing blood pressure difficulties. Luke reflected on the process of 

induction and how his partner was left in the hospital bed, with midwifery staff 

rarely present. Luke witnessed his partner in high levels of pain, which he felt was 

difficult but also expected. The staff were experiencing difficulties with the delivery, 

therefore more medical intervention and staff were required. Luke described 

witnessing his partner undergoing extremely invasive procedures, her pain relief 

being increased and her losing large amounts of blood. Luke recalled a critical 

moment of seeing his partner fading in and out of consciousness and him saying to 

the staff “this isn’t right, there’s something going wrong here”. Luke feared for how 

much blood his partner was losing and found himself asking the medical staff 

whether enough blood had been prepared for her. Luke’s partner was taken to 

theatre which triggered Luke to feel helpless and unable to do anything. Witnessing 

things going wrong, he shared that his partners safety was his main priority “she was 

the only thing I cared about”. He felt helplessness, fear, and ill-informed as the 

father in the room.  

 Long-term, Luke and his partner went through a serious case review 

regarding the birth, therefore the event remained regularly thought of and spoken 
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about during this time. In the year post-birth, both Luke and his partner experienced 

the loss of a parent, which also contributed to their distress at that time. Luke 

accessed some counselling in relation to these life events. However, he described in 

the early phase post-birth going into a survival mode, not wanting support but 

instead wanting to prioritise keeping his family safe. When memories of the birth are 

re-triggered now, it can provoke difficult feelings such as fear, guilt, and regret 

relating to wishing he had displayed greater “assertiveness”. The birth did impact on 

the decision to have a further child, however with careful planning they did go onto 

have another. Luke reported some ongoing relational difficulties with his child. 

Positive post-trauma outcomes included an increased appreciation for life and 

cherishing family, and increased connectedness with partner.  

 

Reflection on the Interview 

This interview was the only interview carried out by Zoom. This did initially 

trigger some feelings of nervousness as I had done all other interviews via 

telephone. However, I felt the interview went positively overall. I felt the 

conversation flowed well and Luke was quite open to talk about his experience. I 

was aware Luke had talked a lot about the birth during a serious case review 

following the birth, so I wondered if this had supported him to feel more able to 

share his experience in the interview. It was difficult at times to hear how this birth 

event had impacted on his father-infant relationship, and I could see how difficult 

and distressing this was for Luke to share. I felt it showed great strength that Luke 

had felt able to talk about this difficult topic as openly as he did. As the interview 

went on, I also noticed myself reflecting on how much a theme of increased feelings 

of protectiveness was apparent in many of these fathers’ narratives after the births. I 

found having this interview over Zoom valuable in supporting me to pick up and 

notice non-verbal cues (e.g. changes in facial expression or eye contact), for things 

which Luke found more difficult to talk about. This made me reflect on the value of 

face-to-face interviews and wonder what I perhaps might have missed in the 

telephone interviews.  
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Peter 

Peter is a White British Male in his early 30’s. His interview was conducted around 

three years after the traumatic birth experience. He is the father of two children. The 

traumatic birth experience was during the birth of his second child.   

  

Peter’s Birth Experience  

Peter’s birth involved a long labour, of which he experienced feeling 

marginalised, “surplus”, and ill-informed throughout. He felt unprepared and dazed 

by the sudden shift from calmness to rapid panic, where his partner was taken to 

theatre with little explanation for the concerns which had arisen. Not knowing what 

was happening and longing for information triggered immense feelings of worry and 

fear as to whether his partner and baby were okay, but also frustration with regards 

to the behaviour of staff. He described feeling that “everyone is too busy for dad”. 

Peter’s partner needed to be prepped for theatre, at which time he was advised to 

gown up and sit in a room, where he remained alone for around 25 minutes. He felt 

very unprepared for what he witnessed when he was finally allowed into theatre 

room. Peter walked into his partner undergoing a caesarean section, without him 

having been told. Upon the baby being born and his partner still on the operating 

table being sick, he then distressingly witnessed two members of staff standing over 

his partner, arguing about the next steps in her care. Peter was then advised to step 

outside into an unfamiliar room, where he was left feeling “gobsmacked”, confused, 

and not knowing what to do or where to go.  

 Long term, Peter continues to think about the birth often, and memories are 

easily re-triggered when going past the hospital, provoking an array of emotions 

including happiness about having a child but also relief not to be going through it 

again. Peter shared not wanting to have any further children. He described 

experiencing hospital related anxiety, linked to feeling ill-informed and 

unsupported, which he feels the traumatic birth contributed too. The birth impacted 

on aspects of Peter’s self-esteem, for example, particularly soon after the birth, Peter 

questioned how needed he was as the father. Peter felt the birth did impact on his 

mental health. He shared experiencing heightened anxiety and panic around his 

children’s safety, which began six months after the traumatic birth. He described 

periods of bottling his feelings and experiencing occasional, unexpected, 

overwhelming rushes of emotion. Positive post-trauma outcomes included increased 
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empathy towards others, increased closeness to partner and strong parent-infant 

bond long-term. 

 

Reflection on the Interview 

I felt the interview overall went well and there was good, relaxed flow in 

conversation. I noticed myself asking follow on questions more naturally, which I 

think was a reflection on how many interviews I had previously done, and my 

confidence having increased. I found it interesting that Peter shared not having 

noticed experiencing some of his difficulties until six months after the birth event, as 

I felt this highlighted how diverse a father’s journey can potentially be after a 

traumatic birth and that some may experience delayed responses.  

 

Mark 

Mark is a White British Male in his early 30’s. His interview was conducted three 

years after the traumatic birth experience. He is the father of two children. The 

traumatic birth experience was during the birth of his first child.   

 

Mark’s Birth Experience  

Mark reflected on this having been a lengthy labour which was very different 

to the birthing plan they had hoped for. Mark’s partner was put on a hormonal drip, 

which they agreed to reluctantly. Mark’s partner was provided with a self-managed 

pain relief. However, due to her high levels of exhaustion during contractions, she 

was missing when to press and not receiving the pain relief she needed. Mark’s 

partner had to undergo an episiotomy and forceps delivery, during which Mark 

witnessed her losing a lot of blood and making highly distressing noises he had 

never heard before. This period felt particularly long for Mark. He shared feeling 

helpless and scared, not knowing what was happening. He experienced feelings of 

guilt relating to being unable to do anything, and like he was “a spare part” in the 

room. Mark did not feel fully informed about each procedure that was happening.  

 Long-term, Mark felt unsure at times how the birth had impacted different 

aspects of his life. He shared frequently still thinking about the traumatic birth, 

which can trigger him to get upset and question what he could have done differently. 

Mark described himself as previously always being a very laid-back person, 

however that changed after the birth. He shared feeling far more emotional now. 
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Mark described a reluctance to open up and talk about the birth event at times, 

however he felt this has improved with time. He reported feeling more over-

protective of his children than anticipated, however was unsure if this was connected 

to the birth. Mark felt going through a further birth, positively aided his recovery, 

and increased his openness to having more children. Mark did not directly report any 

post-trauma positive outcomes, however some drawn from the interview included 

increased closeness with partner and strong parent-infant bond. 

 

Reflection on the Interview 

This was my final interview and one which I found a little more challenging 

than others in relation to gaining in-depth answers. I felt that Mark found it difficult 

to open up fully about how he felt and how this experience had impacted him long-

term. I noticed feeling that Mark presented as quite shy or anxious when answering 

questions, for example, occasionally offering a slight laugh within his answers. Due 

to the short answers Mark often gave, I noticed myself feeling more on edge as to 

what to try and explore more or what to ask next, which at times led to my questions 

not always feeling clear and me needing to repeat them. This was the shortest 

interview completed.  

Findings  

Following a comprehensive thematic analysis as outlined in the method chapter, five 

themes were developed. These included: i) Boxed away as “should not feel”, ii) 

Can’t face it again; fear and recovery of having further children, iii) Haven’t felt like 

a “normal dad”; the effects on parenting, iv) The enduring distress, and v) Positive 

long-term outcomes post-trauma. These core themes each include relevant 

subthemes which will be described in depth below.  
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Figure 1  

Thematic Map 
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Table 3   

Representation of each participant within the themes 

Theme Subtheme Paul Nigel Craig Sam Brad Luke Peter Mark 

Boxed away as 

“should not 

feel” 

It’s a bloke thing        

 Avoidance as a 

safety mechanism  

       

 It’s not my story 

to tell 

 

       

 Fear of judgement        

Can’t face it 

again; fear and 

recovery of 

having further 

children 

Risks outweighed 

the positives; 

fearing future 

births 

       

 Needing to feel 

prepared 

       

 Never again…we 

will do it again 

 

       

Haven’t felt 

like a “normal 

dad”; the 

effects on 

parenting 

Heightened 

anxiety; the 

overprotective 

father 

       

 Stronger bond 

with child 

       

The enduring 

distress 

“I never forget”; 

the physical 

trigger moments  

       

 Guilt; I should 

have done more 

       

 Lowered self-

esteem and 

resilience 

       

Positive long-

term outcomes 

post-trauma 

Increased 

empathy towards 

others 

       

 Appreciation for 

life and others 

       

 Closer 

relationship with 

partner 
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Theme One: Boxed Away As “Should Not Feel” 

This theme captures the array of factors which had significantly impacted on 

participants feeling able to both openly talk with others and access support for the 

traumatic birth they have experienced. Within this theme are four subthemes; ‘It’s a 

bloke thing’, ‘Avoidance as a safety mechanism’, ‘It’s not my story to tell’, and 

‘Fear of judgement’.  

 

Subtheme: It’s a Bloke Thing 

This subtheme depicts the detrimental influence which traditional masculine 

ideologies have had on participants feeling able to talk about and externalise their 

emotions in relation to experiencing a traumatic birth. Several participants made 

multiple references to how embedded perceptions of the male role, both within and 

outside of the birth event, had led to them frequently internalising their thoughts and 

feelings about the experience. Sam shared: “it’s the bloke thing again. It it’s such a, 

it’s so toxic… when it comes to the general male population there’s is no sharing of 

such things”.  

Rather than feeling able to talk freely and openly, participants commented on 

how men are likely to often bottle their feelings around the traumatic birth 

experience. Nigel shared that he did not seek out support for himself, explaining one 

of the factors for this being: “generally guys are more ‘suck it up and see’, you 

know. And just get on with things”. Some participants shared feeling that to 

communicate how they felt about their traumatic birth experience or to actively seek 

support for their distress would trigger them to experience difficult feelings of 

vulnerability, shame or be seen as a sign of weakness:  

 

“I think a kind of vulnerability, hard to share. er, and I think in that moment 

you are incredibly vulnerable…this is all very stereotypical in a way but it is 

a, a lesson which we teach our sons that they are to be strong and they are to 

be silent. Er, you know that whole strong and silent kind of thing being the 

most attractive form…we teach that, and then we, and then we as the sons 

live it, … we’re taught that our vulnerability is not a positive thing it’s 

something to be ashamed of. It's something to be pushed, down and down 

until it, it gets obliterated” (Sam) 
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“…you’re the protector of the family and you shouldn’t feel that way. You 

know, you shouldn’t be…it’s like a weakness to seek help because it’s not 

readily offered” (Peter) 

 

It was a reflection from several of the participants that men do not typically talk to 

other men about this topic: “…Just guys out of the pub or just chatting to your 

friends, you don’t really, we don’t really cover that topic” (Luke). However, there 

were some instances where participants reflected on this discussion feeling more 

possible and valuable. For example, when two fathers had gone through a similar 

experience: “I have one friend umm, who went, went through…similar experience 

about a year before us… I managed to speak to him about it…which was incredibly 

valuable…just to kind of feel that sort of shared experience” (Sam). 

 

Subtheme: Avoidance as a Safety Mechanism 

This theme captures how avoidance has at times been used by some 

participants to maintain feelings of safety and containment. Several participants 

talked about how they have often tried to block out, or even avoid talking about, 

their traumatic birth experience to protect themselves from further distress or to try 

and forget what happened. Nigel shared not wanting to talk about his birth 

experience, as he feared it would expose him to further detail which he might have 

not already been aware off: “I just naturally wanted to do what I've always done and 

kind of not talk about it, not learn more about it. Naivety is key. And then eventually 

it will go away”. Brad commented on feeling that he no longer thought about the 

birth much, however he thought this could be a coping strategy of avoidance as he 

has actively tried to “push” the birth experience away: “I generally don’t give it a 

lot of thought and I suppose what’s interesting about that is trying to just avoid it in 

some ways”. 

There were varying journeys amongst participants in relation to their openness 

to talk about their traumatic birth experience over time. Peter talked about how after 

the birth he noticed himself being more withdrawn from others outside of his close 

network and how this has continued over time: “…initially I, you know the way I 

spoke with other people and my emotions probably became more withdrawn and 
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probably still are really…”. In contrast, some participants shared how with time, 

they have felt more able to begin talking about their experience in greater depth:  

 

“I wanted to just put it all in a box and just bury it and just move on, cause 

that’s how I generally deal with things…so I’ve never really gone into too 

much detail, and this is probably the furthest that I've got into how I've felt 

about it. And opening up now, I'm happy to do so. Like I said, I feel the 

anxiety, the butterflies, but its bearable. You know speak to me two years ago 

I probably would have really struggled with it” (Nigel) 

 

“…I think if I’d seen this research a year or two ago, I probably wouldn’t 

have engaged because I wouldn’t have been ready. But now I am… which 

ties in with me looking for therapy... I’m getting to a point where I’m more 

able to face it” (Brad). 

 

Subtheme: It’s Not My Story to Tell 

This subtheme depicts the difficult journey some participants have faced in 

feeling able to share their traumatic birth experience, due to embedded perceptions 

that this is the mother’s story to tell, rather than their own. Several participants 

frequently made use of language within their interview which captured the birth as 

having been the mother’s experience, for example “she went through all of this” 

(Mark). Some participants appeared to invalidate how difficult their own experience 

of the birth was, by comparing it to how they interpreted their partner’s experience 

to have been. For example, Peter commented: “…that’s pretty much my views on 

my, my own feelings; there’s, there’s always people worse off. You know, you might 

feel bad that you witnessed it, but your partner actually went through it”[my 

emphasis]. 

Participants talked about how this was a story which women will often share 

together, however not in the presence of men. Craig discussed feeling unable to talk 

with women about his experience due to perceiving this as a topic “out of bounds 

really. It’s a bit taboo”. Sam openly reflected on how societal views reinforcing this 

as being a mother’s experience, had contributed to him putting his experience in a 

“box labelled…should not feel”. Sam went to further comment: 
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“…it’s also not your story to share, that’s in there as well. Again, it, it’s that 

feeling of this isn’t about me, this is about my wife; this is about what she 

went through. So why am I going to go and sit and talk to somebody about 

what she went through. Because actually it was something I went through as 

well, but nobody ever, you know nobody ever acknowledges that”  

 

Subtheme: Fear of Judgement 

 This subtheme links the themes relating to the impact of masculine ideologies 

and ‘it’s not my story to tell’. It describes how fear of judgement from others, also 

negatively impacted on some participants feeling able to talk about their traumatic 

birth experience. For some, this fear was related to how others could potentially 

perceive them as weak if they were to externally show their emotional distress; “I 

would be really embarrassed if anybody saw me crying, really embarrassed… I'm 

protecting myself from that stupid, whatever it is erm, thought that if I talk about it 

too much, I get upset about it and show weakness” (Nigel). For others, it was the 

fear of receiving negative verbal responses from others, and how this would make 

them feel, which stopped them from being able to share their experience:  

 

“…if I turned round to anybody and go, ‘God! You know that, that, um, you 

know going through birth was horrible. It was the worst experience of my 

life’. You can almost hear the response, ‘yeah well I bet it was worse for 

your wife.’… So you just, you get that pre-emptive guilt and just don’t say 

anything at all” (Sam) 

 

One participant, Brad, described a difficult experience where he had shared with 

some colleagues about having gone through a traumatic birth and how one person 

questioned how this could be traumatic for anyone other than the mother, others 

responded in return with laughter. Brad reflected on how this now triggers feelings 

of “…injustice maybe that, yeah, my experience isn’t validated”. Fear of judgment 

from others was also something that contributed to Peter feeling unable to access 

support following his traumatic birth: 

 

 “we think about everyone else’s perceptions…what I feel would be ‘that’s a 

bit of a selfish thing to do. You know, you’ve got a young, young partner at 
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home that’s just had a major operation and a baby and you’re stepping away 

to look after yourself. Like, is that right?’…that’s probably why I didn’t take 

anything…I’d have probably felt like I was cheating a little bit” (Peter) 

 

Although participants shared various fears relating to feeling judged if they were to 

open up about their traumatic birth experience, the one person many wanted to and 

felt able to openly share their experience with, without fear of judgement, was their 

partner: “Oh, I really wanted to talk to her, yeah” (Luke), and “I think it’s 

something that my wife and I always do very good at is, is talking, talking through 

what we’ve both been through without judgement” (Sam). 

Theme Two: Can’t Face It Again; Fear and Recovery of Having 

Further Children 

This theme describes the difficult thoughts and feelings participants faced 

when considering having further children after their traumatic birth experience, but 

also the positive impact having further children had on some participants’ recovery 

journey. Within this theme are three subthemes; ‘Risks outweighed the positives; 

fearing future births’, ‘Needing to feel prepared’, and ‘Never again… we will do 

it again’.  

 

Subtheme: Risks Outweighed the Positives; Fearing Future Births 

This subtheme captures the various fears which participants shared in relation 

to considering the option of having further children. For some, the risks far 

outweighed the positives and meant that going through another birth was just not a 

consideration. Peter talked about how having another child could have been an 

option for them, however the safety of his current family unit was a far greater 

priority to him: “…it’s not worth it to me; we’ve got a healthy family, happy family, 

and would I risk it again? No, I just don’t think, I couldn’t do it”. 

For Luke, although he had indeed gone onto have another child, his concerns 

about future births were solely related to the risks associated to his partner’s safety: 

“I wasn’t bothered about witnessing anything again…I would be happy to see as 

much blood as you need, you know, that seems to be part of the process…I just 

didn't want her to be injured or killed”. Mark had also gone on to have another child 
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and shared how his biggest fears on the lead up to that second birth had been a 

combination of worry relating to his “partner … having to go through that whole 

thing again” and “I didn’t want to see it again”. 

Two participants were currently in the process of expecting their second child 

and each shared experiencing fears which the new pregnancy had ignited for them. 

Sam reflected on the difficulties of having gone through a previous traumatic birth, 

but also on the challenges of just being a parent, and how in combination, this has 

led to him feeling: “I’ll probably go and have a vasectomy once number two’s 

out…because you know there’s a limit to, there’s a limit to endurance”. In contrast, 

Paul talked about their current pregnancy being unplanned and how it was very 

much the birth event itself which has led to him not wanting any further children:  

 

“I really hope that this is our last. Umm, obviously difficult traumatic birth 

the first time, c-section, this time. We definitely don’t want to umm, have any 

more and it’s not, it’s probably not the babies and the children, it is the birth 

process. I think we always wanted two and then after the birth I didn’t want 

another. Umm, [pause, signs, laughs] this one is an accident so yeah. Umm, 

it, in some ways made it more difficult because it was like we realised that 

um, [partner] was pregnant and that just brought everything flooding back 

again and it was like we didn’t want this”. 

 

Subtheme: Needing to Feel Prepared 

Several participants described how needing to feel better prepared was a vital 

component in their journey to feeling able to manage going through another birth 

experience. A significant part in this process of being more prepared was about 

wanting to feel assured that a clear plan was in place to make sure any birth related 

risks were minimised. Luke talked about how “we both knew we wanted a second 

child, but we were not going to do it until we could be, we could have enough 

information and enough safety net around us to do it”. Nigel shared the difficulty of 

initially having a different view on what the plan should be for a second birth in 

contrast to his partner, and how his priority was to ensure there was a hospital 

nearby and medical staff available: “She actually wanted a home birth, and I, my 

anxieties were like, please don’t put me through that. I want, I want the hospital like 

right there if there’s any problem”. Nigel wanted to make sure they were at hospital 
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because of how soon the pregnancy was after the traumatic birth, and his partner 

was still physically healing from that birth.  

For some participants, having an elective caesarean section was felt to be the 

safest option and this was their plan going forward. Brad reflected on how having a 

planned caesarean section led to a more positive second birth experience “second 

time round, knowing we were having a planned section, we always knew it would be 

an entirely different experience”. The idea of attempting another natural birth 

provoked a lot of distress for Paul, and he shared feeling strongly that this was not 

an option he was willing to consider in the planning for his upcoming second birth:  

 

“we’ve got an elective caesarean this time…because of [first] birth being so 

difficult, um, we-we both agreed it was for the best. To a point where I did 

say I'd rather terminate this baby than you to have a natural birth because it 

scares me that much” (Paul). 

 

Sam described thinking that having gone through a previous birth, he should feel 

more prepared second time around. However, he felt that the thrust into parenthood 

had led him to block out a lot of it. Therefore, he did not feel able to prepare himself 

for the reality of the next birth: “there’s a fear from my perspective of going through 

it again…I almost know that what I'm preparing myself for isn’t the reality. Because 

the reality will be harder than I am preparing myself for; I just think I’ve forgotten”  

 

Subtheme: Never Again…We Will Do It Again 

This subtheme depicts the diverse journeys which participants who had gone 

on to have further children, experienced. For some participants, going on to have a 

further child after their traumatic birth experience was perceived to be a positive 

moment in their recovery journey. Mark shared how the experience of a positive 

second birth enabled him to feel more open to having more children in the future: 

“As soon as we had the second one… no doubt because it was a lot more, it was a 

lot more simpler, it was, yeah, we were up for having more straightaway then”.  

Although going through a traumatic birth experience could provoke feelings of 

not wanting to go through a birth again, for some this feeling became less dominant 

and changed with time. It was acknowledged that a traumatic birth experience could 

contribute to a delay in having further children: “for a good long time we held…we 
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delayed a second child, and in fact I wasn’t really interested in a second child at all. 

Um, but we’re very glad we have now” (Craig). Brad described how time played a 

significant part in restoring his wish to have more children and feeling able to go 

through the birth experience again: 

 

“we’re both one of three siblings and we both kind of talked about or 

fantasised, ‘Oh, we’ll have three’. And my first son was born, and it was like, 

‘I am never going through this again’. And as things eased off and time 

being the great healer that it is, healed in a way that it could. It got to the 

point where we’re gonna have a second”  

Theme Three: Haven’t Felt Like a “Normal Dad”; The Effects on 

Parenting 

This theme depicts the significant impact going through a traumatic birth 

experience had on aspects of participants’ anxiety levels, parenting approach and 

bond with their child long-term. Within this theme are two subthemes; ‘Heightened 

anxiety; the overprotective father’ and ‘Stronger bond with child’. 

 

Subtheme: Heightened Anxiety; The Overprotective Father 

Several participants openly shared how following childbirth, they experienced 

heightened anxiety in relation to their children, resulting in them feeling like a more 

overprotective parent. Mark reflected on feelings that his level of overprotectiveness 

was unexpected: “I’m more protective than I thought I would’ve been”. Luke 

described noticing that his responses towards his child can be “more extreme and 

more urgent”.  

Some participants shared how heightened anxiety could be triggered by 

unexpected worry about their children’s wellbeing. For example, Peter described 

how his fears about his children’s safety could trigger the same panic he felt during 

the birth experience. Nigel reflected on feeling that his traumatic birth experience 

had potentially impacted on him feeling less like a “normal dad” and how instead he 

feels extremely over-protective as a parent: 
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“It’s made me really anxious and really over-cautious on er [sighs] 

worrying about stuff that could happen to the kids. Like worrying what if a 

car’s gonna come off the road and hit me and the pushchair and, or just 

something horrible’s gonna happen to them. I can’t just shake that. I don’t 

know if that’s just natural or if that would’ve been natural anyway or if it’s 

been induced from the birth experience but I'm really over-protective of 

them” (Nigel). 

 

There were differing journeys regarding how participants’ anxiety levels towards 

their children had changed over time. Craig reflected on feeling his levels of over-

protectiveness had reduced with time: “that’s adjusted itself to a normal level now”, 

whereas Nigel shared feeling his anxiety levels had in fact worsened over time: 

“I’ve got slowly progressively worse…”. Although Nigel reported increased anxiety, 

he did not feel this was at a level that would require support, and instead reflected on 

feeling that he needed to just “learn to kind of let go a little bit…you can’t control 

everything”. 

 

Subtheme: Stronger Bond with Child 

This subtheme captures participants’ perceptions of how their traumatic birth 

had affected the bond formed with their child long-term. Many participants shared 

feeling that the traumatic birth experience had played a significant role in 

strengthening their father-infant bond. Sam reflected: “I think it probably made it as 

much as anything else. Umm, you know it was in a way it was a shared experience: 

all three went through it”. Nigel similarly shared: “We’ve got a great relationship… 

I think it’s probably only made the bond stronger if anything”. 

Some participants described feeling that their father-infant bond was formed 

very quickly, due to the level of interaction required of them in the early stages after 

the birth. Mark shared: “I’d no problem bonding with [baby] after the birth quite 

early on. I think it might have been because as I said before, I was doing a lot of 

things in the first few weeks, because she wasn’t able to”. Paul also reported a 

similar experience: “I bonded with him because it was me feeding him, changing his 

nappy, everything like that. [Partner] couldn’t do a great deal. Um, so I think in that 

way it was positive…we couldn’t have a closer bond” 
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In contrast, some participants shared finding bonding more difficult in the 

early stages, however found this greatly improved with time: “it probably was more 

challenging until well, again about the six to eight months where things start to get 

back to normal… that’s when I felt more like dad” (Peter). Brad also shared the 

positive growth of his parent-infant relationship over time. He initially shared: “In 

that first year of life, I hugely struggled to develop a relationship with my son”, 

however went on to say: “I don’t know what point this would’ve been; somewhere 

between one and two, that he was kind of quickly growing into my best friend”.  

Although most participants shared a positive outcome in relation to their bond 

with their child, it is important to capture that this was not the case for all 

participants. One participant openly talked about the ongoing difficulties he has 

experienced with his father-infant bond, and how his current reactions in response to 

his child appear to remain embedded and connected to his traumatic birth 

experience. Luke openly shared some of the difficult thoughts he can experience 

when his child is behaving in a way which he interprets are potentially putting others 

at risk:  

 

“You know it's hard to disentangle the birth trauma from [child’s] 

personality and mine. But you do get this sort of feeling of, which is not 

rational, of, you know, you nearly killed one person, you could kill another. 

Which is clearly not rational, because it has nothing to do with him” (Luke) 

 

Whilst Luke’s situation is slightly different to the others because the feelings are still 

raw and present, he did acknowledge improvements in the father-infant bond, over 

time. 

Theme Four: The Enduring Distress 

This theme captures the ongoing distress participants continue to face in 

relation to their traumatic birth experience. Within this theme are three subthemes; 

‘“I never forget”; the physical trigger moments’, ‘Guilt; I should have done 

more’, and ‘Lowered self-esteem and resilience’. 
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Subtheme: “I Never Forget”; The Physical Trigger Moments 

This subtheme captures the events and situations in life that continue to trigger 

memories of the traumatic birth for participants. Several participants shared that 

seeing or going into a hospital would trigger memories of the birth. For example, 

Peter shared: “if I go to, past the hospital which is literally two miles down the road, 

it’s the first thing I think about is the birth…”. Sometimes memories of the birth 

would return vividly and result in a participant feeling they were right back in that 

moment again. Sam described a time when he had returned to hospital after the 

traumatic birth and the impact of using the same toilet from the birth event had on 

him: “it was in the loo that I'd used like while [partner] was in, in that ward 

and…when you’re sort of in that moment, you go, ‘blimey! I’m just right back 

there’… those physical trigger moments”. Sam also shared how his partner’s current 

pregnancy has also been a significant trigger: “Now moving into, into the second 

pregnancy…that's been the trigger. That’s the thing that’s just brought it back 

because it’s that fear of what’s going to happen…yeah, it’s going, sort of going back 

into, into that zone”. 

For some participants, memories were triggered when they would “see a birth 

scene on the television” (Luke) or something related to children being unwell was 

played: “I can’t watch anything on TV with poorly children or anything because I 

do get upset” (Mark). For one participant, occasions when he would witness his 

partner unwell and vomiting remained a significant trigger: “my partner being sick 

reminds me of it. She was sick quite a lot during it… she’s been sick twice since 

then, but I remember both times, just thinking it did remind me of the sort of the 

scene” (Mark). Brad shared that, as a result of his partner’s fourth-degree tear, she 

has difficulties controlling flatulence, which he described as being “that little 

reminder every so often that this is with us”. 

It was acknowledged that for several participants. talking about the birth with 

their partner or others could also sometimes trigger memories and distress about the 

traumatic birth event they went through. Paul shared: 

 

“there’s times where we end up discussing it for some reason where 

obviously we, we get upset. Um, because I suppose in some ways it sort of 

soured the whole experience obviously, of becoming parents. Umm, I think 



- 79 - 
 

especially when other people talk about theirs, their birth experience and 

you’re like, ‘no, yeah mine wasn’t like that at all’…that can hurt”. 

 

Paul went on to further say: “I never forget the little boy with the black eye. I mean, 

whenever that comes up the birth comes up, you do think about it quite a lot…”, and 

that these memories still trigger feelings of “helplessness”. 

 

Subtheme: Guilt; I Should Have Done More 

Feeling guilt, both during the traumatic birth experience and in the long-term, 

was shared by several participants. These experiences of guilt were often related to 

how participants felt about their role within the birth event and how they thought 

that they did not meet the needs of their partners at that time: “I just feel like I let 

[partner] down more than anything. She was doing everything, she was the one 

suffering; I wasn’t suffering. I feel the need to have suffered more” (Nigel). 

Regardless of the time passed, Mark reflected on how when memories of the birth 

were triggered, guilt remained a persistent emotion: “I still do feel like, I just 

remember being like useless and sort of like, it is a guilt…the same feelings and I 

know its three and half years later…but they’re still there”. 

Guilt was at times closely linked to the subtheme of ‘it’s not my story to tell’ 

and was a barrier to accessing support: “I think there’s an expectation and a guilt 

again about how…it’s not fair of me to feel anything because I didn’t go through it” 

(Sam). For some participants, the birth experience had negatively impacted how they 

perceived themselves and their role as a father: 

 

“…it probably made me feel a bit more emasculated, that I can’t protect, or 

couldn’t protect and help my family right there and then. And I think that 

probably links in with the whole going back to work thing in that I wanted to 

be there to protect them. yeah. There was nothing I could do in that moment, 

in the room; there was nothing I could do, and I know that but equally sort of 

the irrational side thinks you should be able to do something” (Paul).  

 

For some participants, they appeared to replay the birth event in their mind, 

contemplating how they could have said or done things differently in the moment:  
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“I do still play it, you know when, when this er doctor came and said this, 

should I have piped up, should I have said something, could all this have 

been avoided? …she didn’t have to be in that much pain for it that was all, 

because I stepped up and said something, I still think, I do still play it back” 

(Mark) 

 

“like if you’d gone back in time again, you’d be saying right, I want to see a 

doctor, I want a doctor to tell me what this means that this pessary has led to 

these contractions and you know, when I, when, you know, What is, you 

know, straight after the birth trauma, you know, what is the biggest risk here 

that I should know about…” (Luke)  

 

Subtheme: Lowered Self-Esteem and Resilience 

Several participants shared how the experience of going through a traumatic 

birth had impacted on various aspects of their mental health and wellbeing long-

term. Nigel talked about having experienced anxiety and depression, which although 

he felt this was triggered by an accumulation of factors, he identified the traumatic 

birth as being “the initial massive incident that’s caused my resilience to such things 

to be so low”. Luke shared feeling that, as a result of his traumatic birth event, he 

does now experience “probably a bit more anxiety about the kind of things I’m 

normally anxious about, but just, just to a level above it”. Luke commented that his 

anxiety was worst in the year post-birth and is mostly lower now, but it continues to 

fluctuate. 

Brad disclosed having gone through a very difficult period during the first 18 

months after the birth event: “it impacted on my mental health because it triggered 

me to have suicidal thoughts”. Brad identified ongoing issues which he feels he 

needs to access support for, however it is only now that he has feels able to do that:  

 

“I don’t know if it’s as clear cut to separate the birth experience with that 

early life, early year…like I say because it was traumatic, because we were 

so physically and mentally emotionally tired and then my baby didn’t sleep, 

it meant I didn’t have any resources or I couldn’t draw upon anything. So, 

like I say I really struggled, like I say with anger. Um, yeah, there, there’s a 

rage that I need to address…” (Brad). 
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Peter reflected on how his traumatic birth event had contributed to him experiencing 

low self-esteem and reduced feelings of being needed or important, in contrast to 

others. However, he also reflected feeling that this had improved with time:  

 

“Sometimes…when you see like mum and in-laws with the little one, you feel, 

you know you do still think, you know is it necessary; was I needed in the 

room or am I needed now? You-you'll think that because that was the 

information you were given in that moment; that was the feeling you were 

given in that moment. So, it doesn’t happen often…I think because the little 

one is nearly three, he can verbalise that he loves me, he can verbalise that 

he wants me for something or can we play with this together. So you know, 

you are wanted and needed, but in the early stages it definitely carried” 

(Peter). 

Theme Five: Positive Long-Term Outcomes Post-Trauma 

This theme encompasses some of the core positive outcomes participants 

found, came from going through a traumatic birth experience. Within this theme are 

three subthemes; ‘Increased empathy towards others’, ‘Appreciation for life and 

others’ and ‘Closer relationship with partner’.  

 

Subtheme: Increased Empathy Towards Others 

Some participants reflected on how going through a traumatic birth experience 

has led them to have increased awareness and empathy for others. Sam shared 

experiencing increased empathy towards women: “I think it’s umm, made me more 

empathetic to umm, to what women have to go through”. Nigel described that 

previously he would have been less inclined to offer support to others who might be 

struggling, however this had changed since his traumatic birth experience:  

 

“I think I've learned a lot from it. I've gained a lot of sympathy and empathy 

that I can pass on to others and advice. It’s changed my mindset really. Urm, 

yeah I can be more sympathetic to er, to people who are struggling” (Nigel). 
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Peter described noticing an increase in empathy towards supporting staff at his 

work, however also acknowledged having been unable to access this support 

himself: “it’s probably made me more empathetic as a manager to say, ‘Look, I can 

see you’re struggling. Take this help.’ but I haven’t ever taken it myself and I don’t 

know why I haven’t”. Peter’s difficulties with accessing support for himself were 

closely linked again with traditional masculine ideologies around a father’s role. 

Peter also shared specific empathy towards other parents who have had a traumatic 

birth: “I’m empathic, Sort of I know where you’re coming from. It’s not easy”. 

 

Subtheme: Appreciation for Life and Others 

A couple of participants shared feeling that their traumatic birth experience 

had positively impacted on their level of appreciation for life and others. Luke 

described how the experience had been a contributory factor to him reducing his 

hours at work so he could spend more quality time with his family and how the birth 

experience had highlighted to him:  

 

“how precious and brief life is and that, how you want to spend as much of 

your time as you can doing things that are valuable and as least time as you 

can doing unnecessary work or kind of time away from people that you care 

about” (Luke) 

 

Mark shared an increased appreciation for his partner following the birth: “she went 

through this and absolutely amazing you know. I couldn’t have done it you know”. 

Craig also spoke about how going through a traumatic birth experience had greatly 

increased his appreciation for women more broadly and their overall role as a 

mother:  

 

“I think it just meant I was able to appreciate properly how strong woman 

are and that was valuable, and you can’t underestimate that because it made 

me understand a lot more how mentally strong they can be and put up with 

that, not just birth but also the whole looking after kids. Very strong” 

(Craig) 
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Subtheme: Closer Relationship with Partner 

Some participants described some aspects of their relationships being 

negatively impacted after the birth, such as increased arguments or reduced 

engagement in intimacy. However, these aspects did not remain long-term for most:  

 

“that first year and a half we argued a lot more and, and again maybe partly 

from the adjustment from a couple to a, to parents, um, but we argued a lot 

more… but no we are, I am very pleased that we are a very strong couple… 

So, no, there’s no long-term impact but there was difficulties within the 

relationship” (Brad). 

 

“I suppose at first it was more of a, umm, you know mum’s tired, hurting, 

aching and whatever else. And then it was, you know from my, my 

standpoint, it was not really wanting too…because of what I'd seen when I 

walked in the room and seen, you know mid-way through a caesarean 

section, like, like I don’t know. It just completely freaked me out… I think 

once we got to the six-month mark probably, maybe the eighth month mark, 

everything slowly started to return to normal” (Peter).  

 

Most participants commented on feeling that having gone through a traumatic birth 

had led to them developing a much closer bond with their partners long-term. Luke 

shared: “I think it's, it made us to some degree, I mean we were very close anyways, 

but it made us closer…because of sharing that raw emotional experience”. Sam also 

commented feeling: “I certainly have built a very strong relationship with my wife 

as a result of it”.  

Some participants described how their birth experience had led to them feeling 

able to communicate better with their partner: “I think we’ve become a lot more 

honest and a lot more open and more supportive of each other. I’d say that’s a 

positive out of a traumatic experience” (Peter). Paul reflected on the impact on both 

his and his partner’s parenting: “I think it made us approach parenting a little bit 

different…it feels like we have probably been a bit more grateful because of what 

went through and sort of a closer bond because of what we went through”. Paul also 

reflected feeling that the bond with his partner following the birth was rare: “It’s 

almost like a bond we think which most couples don’t have”. 
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Discussion 

Within this chapter, the aims of the study will firstly be reintroduced. Following this, 

the study findings will be discussed in relation to the existing wider literature. The 

study’s strengths and limitation will also be considered. Finally, recommendations 

for future research and clinical practice will be presented, followed by an overall 

conclusion.  

Revisiting of the Research Aims 

The aim of the present study was to gain a greater understanding into the long-

term impact of experiencing a traumatic birth for fathers. This study classified ‘long 

term’ as a time period of two or more years since the birth event. To answer this 

research question, remote semi-structured interviews were completed with eight 

participants, who were all fathers living in the UK and had been present at the birth 

of their child. Each father self-defined their birth event as a traumatic experience. 

Fathers were asked a range of questions relating to whether and how they felt their 

traumatic birth had continued to impact on various aspects of their life including 

their mental health and wellbeing, work and interests, relationships, and subsequent 

pregnancies. The qualitative data gained from these interviews were transcribed and 

then analysed using Braun & Clark’s (2006), TA.  

Summary and Discussion of Findings 

The present study provides new insight into the long-term impact of a 

traumatic birth on fathers. From the data gained within this study, five key themes 

were produced; i) Boxed away as “should not feel”, ii) Can’t face it again; fear and 

recovery of having further children, iii) Haven’t felt like a “normal dad”; the effects 

on parenting, iv) The enduring distress, and v) Positive long-term outcomes post-

trauma. These themes encompass a range of subthemes which encapsulate the ways 

in which fathers have continued to be impacted by their traumatic birth experience, 

but also how their post-trauma journey has changed with time. Each of the five key 

themes will next be discussed in detail, within the context of wider literature.  
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Theme One: Boxed Away as “Should Not Feel” 

Within this theme, participants shared several ongoing barriers which had 

contributed to them feeling less able to open up to others comfortably about their 

traumatic birth experience at times. The barriers identified took the form of four 

subthemes; ‘It’s a bloke thing’, ‘Fear of judgement’, ‘It’s not my story to tell’, and 

‘Avoidance as a safety mechanism’. 

 

Participants raised the detrimental influence of traditional masculine 

ideologies on their ability to express emotions or talk about their traumatic birth, 

with one describing it as “toxic” (Sam). The harmful impact of embedded masculine 

norms, such as men needing to be stoic, emotionally controlled and self-reliant has 

also been captured within wider literature (Addis & Hoffman, 2017; Seidler et al., 

2016). Externalising feelings of distress can be seen to represent an inability to cope 

and attributed as weakness (Mahalik & Dagirmanjian, 2019; O’Brien et al., 2005). 

Research has extensively captured how attempts to uphold and conform to 

masculine norms, are linked to adverse mental health outcomes (Wong et al., 2017), 

and can reduce men’s willingness to engage in help-seeking behaviour (Mahalik & 

Bianca, 2021; Vogel et. al., 2011). Help-seeking can be viewed as nonconforming in 

men and a violation of masculine norms, therefore increasing associated stigma and 

feelings of threat in relation to self-perception and the possible responses from 

others (Mahalik & Dagirmanjian, 2019).  

The present study captures some of these embedded perceptions, with 

participants reflecting on how men are taught to be “strong and silent… 

vulnerability is not a positive thing, it’s something to be ashamed off” (Sam), and 

how fear of judgment around the birth trauma can impact on openness to disclose 

distress: “I would be really embarrassed if anybody saw me crying, really 

embarrassed… I'm protecting myself from that…thought that if I talk about it too 

much, I get upset about it and show weakness” (Nigel). Fathers feeling restricted in 

their openness to talk about their traumatic birth experience has also been captured 

within other paternal birth trauma studies (e.g. Daniels et al., 2020; White, 2007). 

White (2007) discussed how some fathers would supress their emotions after birth in 

order to try and maintain a sense of ‘holding it together’ in the eyes of others, and 

instead only allowing themselves to break down when in a quiet and private space. 

Although some literature suggests that more traditional masculine ideologies may be 
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fading out (Thompson & Bennett, 2015; Wade, 2015), it is evident from the current 

study that these continue to have a harmful impact on fathers within the context of a 

traumatic birth.  

Some fathers in the present study reflected on how the topic of a traumatic 

birth was not something men typically talk about, particularly with other men. 

However, many shared a greater openness to discussing this with their partner. This 

perception of male-to-male engagement in emotive and vulnerable conversations 

being more difficult, could be linked to the idea that men can interpret traditional 

masculinity being most valued by other men and less so by woman (Iacoviello et al., 

2022). Although there was a general consensus that participants felt more inclined to 

open up to their partners, it is important to note that there were some occasions (e.g. 

where a peer experienced a similar traumatic event), that talking to another male was 

sought out and valued. This finding supports wider literature exploring men’s 

emotional communication with women and men, which has captured how men can 

more willingly talk to women they are close with, however there can be conditions 

where opening up to other men does occur (Gough et al., 2021). The value of 

engaging with other men who have been through similar birth experiences is a 

significant finding, however the likelihood of men having this available to them is 

limited.  Not having this paternal connection can lead to fathers feeling very isolated 

in their experience of a traumatic birth (Hinton et al., 2014). Therefore, it is 

important for further consideration to be made into how these fathers can connect 

and in what format they can provide mutual peer-support.  

Also interconnected with societal perceptions of childbirth and masculinity 

was a prevalent and long-term narrative shared by fathers within the present study of 

feeling that the traumatic birth was not their story to share. Many fathers referred to 

the birth event as being the mother’s experience and something which “she went 

through” (Mark). Doing this invalidated the father’s own experience and appeared 

to contribute to fathers feeling less inclined to talk about the birth. Similar findings 

were reported within a paternal birth trauma study conducted by Etheridge & Slade 

(2017), who noted that fathers expressed feeling that “nothing’s actually happened 

to me” (p. 9), which as a result led to them feeling unworthy of being affected by the 

birth and reluctant to access support. As captured within other paternal studies, 

fathers can feel inconsequential within this predominantly female-orientated life-

event (Daniels et al., 2020). Fathers report being side-lined and made to feel their 
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role is solely to be there to support their partner in the birth (Daniels et al., 2020). 

This is likely to deeply reinforce childbirth as being a mother’s experience and could 

help explain why fathers feel their experience is not valid or important to share. 

Furthermore, fathers can be more avoidant of addressing their own emotional 

wellbeing during the perinatal period, as they feel this would be seen as weakness 

and that it could take attention away from the mother or infant’s wellbeing 

(Rominov et al., 2018). This again affirms embedded paternal beliefs that the 

priority during the perinatal period is the maternal figure.  

Avoidance of talking or thinking about the traumatic birth appeared to be a 

long-term coping strategy which several participants had engaged with in the present 

study. Avoidance is known to be a common reaction to a trauma event (Ehlers & 

Clark, 2000), and is a symptom suggested to be commonly reported by fathers after 

a traumatic birth (Delicate et al., 2022). Within the present study, reports of 

avoidance were linked to trying to maintain a sense of safety and containment, with 

one father reflecting on his avoidance being linked to evading new information 

about the traumatic birth and wanting the experience to disappear. Etheridge and 

Slade’s (2017) birth trauma study also reported similar findings, with fathers 

reflecting on engaging in avoidance strategies such as bottling up and boxing away 

their trauma experience. Avoidance in the form of emotionally detaching the self 

from emotions or memories relating to a trauma, has also been reported within the 

maternal birth trauma literature (Allen, 1998; Beck, 2004; Byrne et al., 2017). 

Within the study by Allen (1998), it was captured that women’s distress following 

birth was sustained when avoidance of thinking or talking about their birth was 

noted. This finding can be supported by Ehlers & Clark’s (2000) influential 

cognitive model of PTSD, which theorised that cognitive avoidance is a significant 

maintenance factor in PTSD related symptoms. This wider literature around the role 

of avoidance can aid in potentially supporting to explain some of the enduring 

distress fathers continue to experience, and will be further explored later in the 

discussion.  

 

Theme Two: Can’t Face It Again; Fear and Recovery of Having Further 

Children 

This theme captures the difficulties participants faced when considering having 

further children after a traumatic birth, but also the positive impact having further 
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children had on some participants’ recovery. Within this theme were three 

subthemes; ‘Risks outweighed the positives; fearing future births’, ‘Needing to feel 

prepared’, and ‘Never again… we will do it again’.   

 

Fear relating to subsequent births, particularly the risks associated (e.g. risks to 

life), were reported by several participants in the present study. In some cases, this 

fear largely outweighed the perceived positives, and meant that considering further 

children was not an option. This finding supports literature which has also captured 

a traumatic birth experience negatively impacting of fathers wanting to go on to 

have further children (Daniels et al., 2020; Inglis et al., 2016). One participant in the 

present study explicitly commented on his traumatic birth contributing to a delayed 

second pregnancy. Traumatic birth experiences leading to mothers not wanting 

further children, or resulting in a longer interval between births, has also been 

acknowledged in the maternal literature (Gottvall & Waldenström, 2002; Shorey et 

al., 2018). Uncertainty around fathers wanting to have further children after a 

traumatic birth has been linked to fathers questioning their ability to cope (Etheridge 

& Slade, 2017). Research highlights how the fears associated with going through 

subsequent childbirth can lead to fathers avoiding physical intimacy with their 

partners (Daniels et al., 2020; Nicholls & Ayers, 2007). However, this was not a 

long-term reported finding in the present study. One father in the present study 

shared considering having a vasectomy to prevent any further pregnancies. This has 

also been a reported action or consideration of fathers within other paternal birth 

studies (Hinton et al., 2014; Inglis et al., 2016).  

Fathers who had, or were going through the process of having another child 

at the time of interview within the present study, voiced a need for the subsequent 

birth to be well planned and for them, as the father, to feel better prepared. This 

finding appears to be novel within the paternal birth trauma studies reviewed, 

however it has been acknowledged in the maternal literature. Following a traumatic 

birth, women generally want to have a greater role in the management planning of 

future births (Greenfield et al., 2019; Hollander et al., 2019). Holopainen et al. 

(2020) identified making a clear birth plan, having a planned caesarean section, and 

even electing to have a home birth against medical advice, as important factors in 

subsequent births being perceived as more positive by mothers, following a 

traumatic birth. In an attempt to understand why such factors may help, research 
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alludes to how a traumatic birth can trigger difficult feelings of being out of control, 

therefore wanting to avoid this and regain a sense of control in birth-related 

decisions during subsequent pregnancies is vital for mothers (Greenfield et al., 

2019). As fathers can also report feeling out of control during childbirth, and this 

being a significant factor in the event feeling traumatic (Daniels et al., 2020), it is 

likely this rationale for engaging in comprehensive planning during subsequent 

pregnancies also applies to fathers.  

Interestingly one father in the present study reflected on the importance of 

being at hospital for his next birth to reduce risks. However, mothers can sometimes 

report having an entirely contradictory view, with some pushing for subsequent 

births to be at home rather than hospital after a traumatic birth, because they 

attribute hospital as a less safe birthing environment which could lead to a repeated 

trauma (Jackson et al., 2020). Women can lose trust and reject medical advice about 

future births because of having a previous traumatic birth, were they have felt 

unheard, ill-informed and violated (Hollander et al., 2017). The present study 

therefore captures some potential differences in maternal and paternal views on 

subsequent births, following a traumatic birth.   

The present study’s long-term focus captured how in some cases, fear of 

subsequent childbirths reduced with time, resulting in some participants feeling able 

to go onto have further children. This is an important finding which captured long-

term PTG following a birth trauma. One participant explicitly commented on how 

having a positive subsequent birth aided their trauma recovery and restored their 

desire to want to extend their family even further in the future. This finding supports 

some maternal literature which also captures how subsequent childbirth after a past 

birth trauma can in some cases be a potential healer (Beck & Watson, 2010).  

 

Theme Three: Haven’t Felt Like a “Normal Dad”; The Effects on 

Parenting  

This theme captured the impact going through a traumatic birth experience had 

on aspects of participants’ anxiety levels, parenting approach and bond with their 

child long-term. Within this theme are two subthemes; ‘Heightened anxiety; the 

overprotective father’ and ‘Stronger bond with child’. 
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Several participants in the present study reported increased levels of anxiety and 

feeling they were a more overprotective parent, following their traumatic birth 

experience. Other paternal literature has evidenced that experiences of anxiety can 

be a subsequent outcome following childbirth (Bradley et al., 2008; Stewart, 1983; 

Zerach & Magal, 2017), and that some paternal anxiety symtoms can be associated 

with overinvolvement and overprotecteness as a parent (Möller et al., 2015). Studies 

looking specficially at childbirth-related PTSD, have captured both fathers and 

mothers displaying responses which are suggestive of an overprotective or anxious 

bond with their infant as well (Nicholls & Ayers, 2007). Furthermore, it is evidenced 

within the maternal literature, that mothers report overprotectiveness of their child 

following a birth trauma experience (Fenech & Thomson, 2014; Horsch & Ayers, 

2016; Priddis et al., 2018).  

Some fathers in the present study talked about this overprotectiveness being 

linked to an overwhelming fear related to their infant’s safety. With what we know 

around idealistic perceptions of the father role, such as father as ‘protector’ (Kaye et 

al., 2014), and how a traumatic birth can trigger some fathers to feel extremely 

helpless and unable to live up to these paternal expectations (Elmir & Schmied, 

2016), this could provide an explanation for why fathers take on a more 

overprotective role, in an attempt to compensate for how they felt during the birth. 

Furthermore, within the maternal literature, Horsch & Ayers (2016) suggest that 

mothers presenting as more controlling and overprotective following a traumatic 

birth, could be as a result of hypervigilance, which they reflect as being a symptom 

of PTSD. It is possible that this is also the case for fathers. 

Although participants in the present study felt their overprotectiveness had 

impacted, at times, on them feeling like a “normal dad” (Nigel), most reflected very 

positively on the bond they had formed with their child long-term. Participants 

clearly commented on feeling that the strength of this bond was attributed to their 

traumatic birth experience. Positive reports of father-infant bonds following a 

traumatic birth have also been reported within other studies (Elmir & Schmied, 

2022; Etheridge & Slade, 2017). Literature suggests that fathers can reflect on 

feeling that the growth of their parent-infant bond following a traumatic birth can be 

as a result of the unexpected role they take as primary caregiver once returned home 

(Elmir & Schmied, 2022; Etheridge & Slade, 2017). This was also a reported finding 

in the present study. Within some research, fathers can report a delay in bonding 
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with their infant immediately after a traumatic birth, but how this improved with 

time (Daniels et al., 2020). A similar experience was reported by some participants 

in the present study, therefore capturing how development of bonds can change 

during the short and long-term periods after birth. One father in the present study 

described the birth event being a shared experience, which he, his partner and infant, 

went through together. Similar findings of the birth being perceived as a shared 

experience and leading to a stronger parent-infant bond has also been captured in the 

maternal PTG literature (Ketley et al., 2022). 

 Although positive bonding experiences were reported by most, it is 

important to acknowledge that one participant in the present study reported some 

ongoing relational difficulties with his child, nine years on from the birth. These 

difficulties appeared to stem from the participant’s traumatic birth experience. A 

similar finding was evidenced in Etheridge & Slade’s (2017) study, who also 

reported one father experiencing long-term relationship problems with their infant, 

nearly seven years post-birth. Literature suggests that symptoms of PTSD 

postpartum, can be a contributory factor to negative parent-infant bond occurring 

(Parfitt & Ayers, 2009). In some cases, a traumatic birth experience can continue to 

greatly affect the father, leaving them feeling emasculated, angry, and irritated at the 

mother or infant (Elmir & Schmied, 2022). For one father in the present study, an 

enduring sense of blame towards the infant for the near loss of his partner during the 

birth appeared evident. A finding not seemingly reported in other studies, but an 

important topic which would value further exploration.  

 

Theme Four: The Enduring Distress  

This theme depicts the enduring distress participants continued to experience 

as a result of their traumatic birth. Within this theme are three subthemes; ‘“I never 

forget”; the physical trigger moments’, ‘Guilt; I should have done more’, and 

‘Lowered self-esteem and resilience’.  

 

Several participants in the present study reflected on their traumatic birth not being 

something they frequently thought about in daily life. However, most shared 

numerous ‘physical trigger moments’ which reignite their memories of the birth. 

These could include seeing a hospital, discussing or watching birth related content 

on television, witnessing their partner vomit, or subsequent pregnancies. External 
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stimuli triggering memories of a traumatic birth have been reported within both the 

paternal literature (e.g. Daniels et al., 2020; Etheridge & Slade, 2017; White, 2007), 

and maternal literature (e.g. Beck, 2006; Nicholl & Ayers, 2007). Beck (2006) 

carried out an internet-based study recruiting 37 women, which highlighted how the 

anniversary of a traumatic birth can be a long-term trigger for reigniting difficult 

memories and emotions such as anxiety, grief and guilt. In some cases, the distress 

of the anniversary eased with time, however in other cases, no improvements were 

reported (Beck, 2006). This study captures the varying long-term outcomes of 

distress when exposed to a trauma-related stimuli, following a traumatic birth. 

Within the present study, triggers at times seemed to closely interlink with the 

subtheme of ‘avoidance as a safety mechanism’, as some participants alluded to 

engaging in aspects of avoidance of potential triggers (e.g. talking about the birth), 

to prevent the subsequent distress associated with them. Maternal studies have also 

captured how mothers can engage in avoidance to prevent reminders of the birth, 

such as avoiding sexual intimacy (Nicholl & Ayers, 2007). Literature captures how 

avoidance can contribute to the maintenance of distress associated with a traumatic 

event (Ehlers & Clark, 2000). 

It was clear within the present study that the distressing experience of ‘guilt’, 

formed from the birth event, remained raw and prevalent for many participants long-

term. Literature has described guilt as a “self-conscious affect that relates to a sense 

of responsibility and the cause of harm to others” (Lee, et al., 2001, p. 456). Guilt is 

said to be one of the most common emotional responses experienced following a 

traumatic event (Young et al., 2021). It has been proposed that guilt partially 

contributes to the maintenance and persistence of symptoms relating to PTSD, 

depression, avoidance and low self-esteem (Kubany et al., 1996), symptoms which 

some participants in the present study indicated experiencing. It is suggested that in 

order for trauma related distress to improve, experiences of guilt associated with the 

trauma need to be firstly acknowledged and addressed (Williams, 1988). With this in 

mind, it would seem imperative for deeper consideration into the experiences of 

guilt to be explored and for support services to both consider and potentially 

prioritise this element of a paternal birth trauma experience.  

Guilt is an emotional response also captured within other birth trauma 

literature (e.g. Daniels et al., 2020; Etheridge & Slade, 2017; White, 2007), as well 

as within studies which have explored midwives’ experiences of witnessing a 
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traumatic birth (e.g. Rice & Warland, 2013). Although guilt can be a commonly 

reported emotion, the cause for it being triggered can vary. For example, studies 

capture how guilt can stem from fathers not feeling they have done enough to stand 

up for their partner during the birth (White, 2007), from experiencing bonding 

difficulties with their child (Daniels et al., 2020), or from allowing themselves to 

feel affected by something which they interpreted as being their partner’s experience 

(Etheridge & Slade, 2017). The long-term experiences of guilt reported by 

participants in the present study appeared to resonate most similarly to those 

reported by fathers within the studies by White (2007) and Etheridge & Slade 

(2017). Some participants in the present study continued to question how they 

responded during the birth, and wished they had done more to support their partner. 

This type of guilt can commonly be referred to as ‘bystander guilt’, whereby the 

trauma survivor experiences regret over what they perceive as failing to help another 

person during the trauma (Wilson et al., 2006). Participants also talked about their 

long-term guilt being associated with how they felt about themselves and their role 

during the birth, with some reflecting on feeling useless. Experiences of guilt 

appeared enmeshed with masculinity ideologies at times, with one father reflecting 

on how the birth experience had led to him feeling “…emasculated, that I can’t 

protect, or couldn’t protect and help my family…” (Paul). Research has captured 

that when men feel their masculinity is threatened, they can experience increased 

feelings of guilt and shame (Vescio et al., 2021).  

Some participants in the present study talked about how their traumatic birth 

had negatively impacted on aspects of their resilience, self-esteem, and mental 

health, long-term. It is well recognised within wider trauma literature that a trauma 

event can lead to adverse mental health outcomes for the survivor, which can persist 

long-term (Kuzminskaite et al., 2021; Schneider et al., 2012). Some participants in 

the present study talked about experiencing symptoms associated with anxiety and 

depression, which are also mental health difficulties reported within previous 

paternal birth trauma studies (Daniels et al., 2020; Elmir & Schmied, 2016). The 

findings from the present study therefore provide some support that these difficulties 

can, in some cases, continue to be experienced long-term.  

One factor which can be a strong protective factor against mental health 

difficulties following trauma is resilience. Newman (2003) defines resilience as a 
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“process of adapting well in the face of adversity, trauma, tragedy, threats or other 

significant sources of stress” (para.3). One participant in the present study who 

reported experiencing mental health difficulties reflected on his birth experience as 

being “the initial massive incident that’s caused my resilience to such things to be 

so low” (Nigel). Research shows that individuals with lower resilience have an 

increased prevalence of experiencing mental health difficulties (Kermott et al., 

2019). Having good psychosocial resources are known to aid in promoting safety 

and security, which in turn aid maintaining resilience (Matheson et al., 2020). Two 

psychosocial resources which particularly support promoting resilience are positive 

coping skills (Campbell-Sills et al., 2006; Matheson et al., 2020) and social support 

(Southwick et al., 2016). However, as literature has clearly demonstrated, there can 

be significant male stigma associated with mental health difficulties, leading to an 

avoidance of some men feeling able to engage in support (Mahalik & Dagirmanjian, 

2019). As discussed earlier, avoidance as a coping strategy long-term can potentially 

have adverse consequences on a person’s mental health, as it could prevent 

engagement in the needed strategies required for recovery (Matheson et al., 2020). 

Furthermore, engaging in emotion-orientated coping strategies, such as self-blame, 

are also known to be linked to low resilience (Campbell-Sills et al., 2006). As 

several participants in the present study reported enduring feelings of guilt and 

elements of self-blame for the trauamtic birth experienced, not accessing an 

appropriate level of support for their trauma and engaging in unhelpful coping 

strategies long-term, could help explain why psychological distress has remained 

prevalent, at varying degrees, for some individuals.  

Interestingly, although avoidance has been a coping strategy which some 

participants have engaged in, by actively taking part in the study it was evident that, 

over time, this traumatic experience has become something they have perhaps felt 

more able to address, explore and share. This is supported by one of the participants’ 

quotes:  

 

“…this is probably the furthest that I've got into how I've felt about it. And 

opening up now, I'm happy to do so. Like I said, I feel the anxiety, the 

butterflies, but its bearable. You know speak to me two years ago I probably 

would have really struggled with it” (Nigel).  
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This movement from avoidance to openness indicates how responses can change 

over time for fathers, after a traumatic birth. However, it must be recognised that 

fathers still engaging in avoidance as a coping strategy, would be less likely to 

volunteer to take part in a research project like the present one. Acknowledging 

delays in men responding to a trauma experience is important when considering 

support services which should be available.  

 

Theme Five: Positive Long-Term Outcomes Post-Trauma  

This theme captures some of the positive outcomes participants felt were 

linked to them going through a traumatic birth experience. Within this theme are 

three subthemes: ‘Increased empathy towards others’, ‘Appreciation for life and 

others’ and ‘Closer relationship with partner’.   

 

As recognised within wider literature, although there is extensive evidence for the 

negative outcomes a person can experience following trauma, positive outcomes can 

also occur, which are often referred to as post-traumatic growth (PTG; Tedeschi & 

Calhoun, 2004). Tedeschi & Calhoun (1996) identify five areas of PTG which 

included new possibilities, relating to others, personal strength, spiritual change, and 

appreciation for life. Whilst identifying PTG was not an aim of the current study, it 

seems that those most frequently described by the participants are ‘relating to 

others’, which includes increased compassion for others and greater closeness to 

others, and ‘appreciation for life’, which includes appreciating each day and 

prioritising what is important in life (Tedeschi & Calhoun, 1996).  

Most participants in the present study commented on having a much closer 

relationship with their partner long-term, because of the traumatic birth. One father 

reflected on the increased closeness to his partner forming as a result of sharing such 

a “raw emotional experience” (Luke). These findings widely support various 

paternal studies (Daniels et al. 2020; Inglis et al. 2016) and maternal studies (Ketley 

et al., 2022; Beck & Watson, 2016), which have also found that a traumatic birth 

experience led to parents reporting deeper connectedness with their partners. The 

trigger for this increased closeness can vary. For example, Ketley et al. (2022) 

captured that mothers reported seeing their partner in a new light after the birth 

trauma, and how they shared a sense of having survived the trauma together. In 

contrast, a study by Daniels et al. (2020), indicated that the development of 
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increased closeness with the mother was sometimes linked to the fear of nearly 

having lost them. Within the present study, alongside participants reporting a closer 

connection with partners, some also reported a greater appreciation for woman more 

universally, in their role at birth and as a mother. A similar finding was reported 

within Elmir & Schmied’s (2022) study, where it was felt that going through a 

traumatic birth “generates feelings of positive regard for woman in general” (p. 45). 

Previous studies have captured how a traumatic birth experience can in some 

cases lead to adverse outcomes on the couple relationship, for example in areas such 

as feeling emotionally disconnected and reduced desire to engage in physical 

intimacy (Daniels et al., 2020; Elmir & Schmied, 2022; Nicholls & Ayers, 2007; 

White, 2007). Within the study by White (2007), a theme of ‘sexual scarring’ was 

described, within which it was discussed how a traumatic birth could lead to fathers 

feeling their partner’s “body had been invaded and it became the medicalized body” 

(p. 42). This study also described how the birth trauma experience in some cases, led 

to couples separating. Within Elmir & Schmied’s (2022) study, they reported one 

father not having engaged in any intimacy, after his birth experience. Within the 

present study, there were no reports of couples separating, however some 

participants did report relational difficulties developing initially after the birth, such 

as increased arguments and reduced engagement in sexual intimacy. An interesting 

finding from the current study, which does not appear to be widely acknowledged 

within other paternal studies reviewed, is how most participants reported significant 

improvements in these areas of reported difficulty, over time. These findings 

provide some helpful insight into the long-term impact of a birth trauma on some 

couple’s relationships, where difficulties have initially developed but where couples 

have remained together.  

A maternal study conducted by Beck & Watson (2016), which explored PTG 

after a traumatic birth, reported that alongside mothers experiencing increased 

closeness with their partner, they also reported deeper connections with friends and 

found that openness to share the raw details of the birth with friends was vital for 

growth after the trauma. Reaching out and developing new friendships with other 

mothers who had also experienced traumatic births was also felt to be a valuable part 

of recovery (Beck & Watson, 2016). A further study exploring the journey towards 

resilience after a traumatic birth captured how this event can result in mothers losing 

their voice, however through talking and listening to others experiences, this 
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reduced their feelings of being isolated and alone in the experience, subsequently 

empowering them to restore their voice again (Brown et al., 2022). These studies 

capture the importance of social connection in promoting recovery and PTG after a 

traumatic birth.  The present study did not identify participants sharing similar 

experiences with regards to deeper connections with friends, which again is likely to 

be linked to the impact on masculine ideologies and men feeling this topic is “a bit 

taboo” (Craig). However, some participants did reflect on the value of talking to 

other fathers who had been through a similar experience. Acknowledging how 

important social connection is in the role of PTG after birth trauma, it is important 

that paternal barriers associated with this are explored further and overcome.  

A finding that appears to be novel in the present study, is the reported 

increased level of empathy and compassion towards others, aside from partners, 

following the traumatic birth. Some participants reflected on how they had become 

more attuned to other people’s distress and were more actively engaged in offering 

advice and support. When reviewing wider trauma literature, there is limited 

exploration into trauma experiences and increased empathy. However, one valuable 

study conducted by Greenberg et al. (2018) looking at empathy in adults following 

childhood trauma, found that a trauma experience early in life was significantly 

linked to increased levels of empathy. The study suggested that this trauma 

experience increased individual’s ability to be more attune to other people’s 

psychological and emotional needs, and that this remained a long-term impact 

(Greenberg et al., 2018). These findings provide some valuable support for the 

possibility that increased empathy and compassion towards others can be a long-

term PTG outcome following a traumatic event.  

Within the domain of ‘appreciation for life’, one father in the present study 

reflected on “how precious and brief life is” (Luke), and how spending more time 

with family was very important to him, leading to him reducing his hours at work. 

Appreciation for life following childbirth is a significant area of PTG reported in the 

maternal literature (Ketley et al., 2022; Sawyer & Ayers, 2009). It is also a PTG 

domain which is commonly reported within wider trauma research (Zieba et al., 

2019). Research suggests that increased appreciation for life and changes in 

perception of what is truly important, is a common positive outcome for many who 

have been through a traumatic or adverse experience (Tedeschi & Calhoun, 2004).   
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Strengths and Limitations 

Research which has explored the paternal experiences of a traumatic birth is 

limited, with little concrete evidence about the long-term impact. What has been 

found from studies conducted so far is useful in developing insight to the experience 

from the father’s perspective, however they typically include samples of fathers 

where the time period since the birth ranged from very recent to many years ago. 

Having such wide time periods, make it difficult to truly dedicate focus and 

attention, specifically to the long-term impact of such an experience, without it 

becoming enmeshed in the short-term effects. A key strength of the present study is 

that it focuses on the long-term impacts. 

The study design successfully met the research aims. By using TA for the 

analysis and following the six-stage comprehensive process outlined by Braun & 

Clark (2006), it was possible to generate in-depth, rich and meaningful qualitative 

data, which provides influential contribution to the current paternal birth trauma 

literature. As outlined in the method section, numerous steps to ensure credibility 

and quality were carried out . The study recruited eight participants, which research 

confirms is an appropriate and manageable number for a small scale project like this 

(Braun & Clark, 2013).  

All interviews in the present study were conducted by telephone, except for 

one which was completed via Zoom call. It could be argued that face-to-face 

interviews would have enabled me to build a potentially better rapport with 

participants. However, given the circumstances of the COVID-19 pandemic, and 

reflecting on how the interviews went overall, I felt that this remote format still 

enabled me to develop a very good rapport with participants who took part. No 

participants commented on finding the remote format of the interview impacted on 

their ability to engage in the interview. I have wondered whether face-to-face 

interviews might have even adversely affected the data collected, with participants 

potentially finding it more difficult to open up in this format. However, I am also 

mindful that by the interviews not being in person, it was potentially not as easily 

possible for me to respond as effectively to non-verbal cues. For example, during 

my Zoom interview, I was able to visually pick up and sensitively respond to times 

the participants use of body language or facial expression was indicating that a topic 

being talked about was more difficult.  
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When considering the sample of participants who took part in the study, it is 

important to highlight that these were all self-reporting highly educated, white 

males, who had remained with the partner of their baby. By not having a more 

diverse sample, it is difficult to generalise these findings to the wider population. 

Furthermore, by only recruiting through social media, the study potentially did not 

provide an opportunity to reach out to more marginalised groups of fathers who do 

not engage with social media platforms or paternal birth trauma content within 

these. However, there were study constraints in terms of the time period which this 

research needed to be completed by and also a limited research budget, which 

impacted on it being possible to attempt recruiting more broadly.  

During the interviews conducted, many participants commented on the distinct 

lack of awareness and support available for fathers who have been through a 

traumatic birth experience. Participants wanted to support promoting better 

awareness around this experience from the paternal perspective and were pleased to 

have the opportunity to share their important and powerful birth related narratives 

within the study.  

Further Research 

The present study provides invaluable insight into the long-term impact of a 

traumatic birth on fathers. However, being the only study to the author’s knowledge 

which looks exclusively at the long-term impact of this experience, there is 

opportunity for further exploration to be done in this area, to both strengthen and 

broaden the present study’s findings. A valuable sequel to the present study would 

be to recruit a more diverse and larger sample of fathers to further build or expand 

on the current findings gained.  

With this topic being a highly under-researched area, the present study focused 

on gaining a broad overview of the long-term impact. It would therefore be valuable 

for a future study to focus on exploring some of the individual themes drawn in 

greater depth, to further strengthen the understanding and implications behind them. 

For example, it would be helpful for a study to explore, more comprehensively, the 

impact of a traumatic birth on fathers’ perceptions of wanting further children, both 

short and long-term. There is some acknowledgement of this being impacted in the 

paternal literature (e.g. Daniels et al., 2020; Inglis et al., 2016), however this is 

limited. The present study captured varied journeys relating to whether fathers 
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wanted subsequent children after a traumatic birth, with some still feeling unable to 

consider it, whereas others found that as time passed their view changed and they 

did go on to have more children. With this new insight in mind, it would be 

beneficial to further explore the factors which have potentially influenced these 

differing journeys or perhaps whether different types of traumatic births have 

impacted on this.  

The present study explored how participants felt their traumatic birth 

experience had impacted on aspects of their mental health long-term, however it is 

important to acknowledge that this was not the sole focus of the study. This study 

did not use standardised mood measures, therefore findings around mental health are 

based on subjective reports provided by participants. Symptoms associated with 

depression and anxiety were reported in the present study. Wider paternal birth 

trauma literature has also captured fathers reporting symptoms associated with 

various mental health conditions (Daniels et al., 2020; Elmir & Schmied, 2016). 

With this in mind, it would be valuable for a future study to delve deeper into 

capturing the long-term mental health experiences of fathers who have gone through 

a traumatic birth, potentially utilising standardised measures commonly used to 

assess mental health difficulties to aid in this exploration.  

Another area which would be interesting to explore would be around 

paternal long-term PTG after a traumatic birth. We know from the literature that 

mothers can experience PTG after a traumatic birth (Beck et al., 2018; Sawyer & 

Ayers, 2009), and the present study alludes to elements of PTG occurring as well. 

However, it would be valuable to explore this in greater depth, potentially utilising a 

mixed method design, where a PTG quantitative measure is utilised to capture more 

specific domains of PTG.  

Clinical Implications 

This research has highlighted how fathers who have experienced a traumatic 

birth can continue to be impacted by this event in various ways, for two or more 

years after the birth. These findings have important implications which healthcare 

services need to consider and address to ensure the needs of fathers are being 

appropriately met.  

Firstly, fathers in the present study highlighted the negative impact traditional 

masculine ideologies have had on them feeling able to open up and talk about their 
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traumatic birth experience with others. As recognised in the literature, masculine 

ideologies can prevent men feeling able to express their emotions and can hugely 

impede on engagement in help-seeking behaviour. Fathers can often report there 

being a huge lack of adequate paternal-focused support across the fatherhood 

journey (Hodgson et al., 2021). Many fathers in the present study reported not being 

offered any support after their traumatic birth, which seems likely to reinforce this as 

not being something men require. Furthermore, there are also no routine screening 

for father’s mental health postnatally. It is vital that this poor acknowledgement 

around paternal experiences changes, as like mothers, fathers are also worthy of 

support following a traumatic birth.  

The NHS long term plan (NHS, 2019, p. 49) introduced the commitment to 

offer “fathers/partners of women accessing specialist perinatal mental health 

services and maternity outreach clinics evidence-based assessment for their mental 

health and signposting to support as required…”. Following this, in March 2021, 

NHS England (2021) published a report entitled: “Involving and supporting 

partners and other family members in specialist perinatal mental health services”. 

These are positive and welcome steps to fathers’ needs being better met by services. 

However, gaps in support remain evident. For example, what about all the fathers 

who have a partner who does not access NHS perinatal mental health services? 

Furthermore, an important finding from the present study is that it may take some 

fathers a long time (often years), before they feel ready to open up and seek help. 

Healthcare services need to adjust to this and respond effectively, by ensuring 

support is available both within the perinatal period, but also outside of this 

timeframe too. It is also vital that when fathers do feel ready to seek support, they 

are met with empathy and validation from those they share their experience with. It 

would likely be beneficial for staff awareness and training to be available in relation 

to this. 

Literature has highlighted the importance of social connection in the role of 

PTG after birth trauma (Beck & Watson, 2016), however it is acknowledged that 

some fathers can express an avoidance of opening up to others about their birth 

experience. It would be valuable for services to explore and understand these 

barriers further. The present study captured how, for some fathers, connecting with 

other fathers who have been through a similar experience may be beneficial. It 

would therefore seem imperative that healthcare services are ensuring these 
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opportunities, which could be in the form of a paternal peer-support group, are 

effectively developed and made available. It would be valuable for services to gain 

feedback from fathers with lived experience, regarding what formats of support 

would be most valued. What feels key in this process is that healthcare services are 

making sure they are proactively sharing details of such support with fathers at 

various stages, including at hospital, through flyers and social media, and during 

health visitor postnatal home visits. By publicly reinforcing these support services 

are available, the hope would be that associated stigma is reduced and fathers are 

supported to not feel alone in their experience, but instead empowered to access this 

input. Currently, specialist perinatal mental health services in England only take 

referrals for mothers, however signposting may include primary or secondary mental 

health services, or local and national voluntary and community organisations (NHS 

England, 2021). Some well-known voluntary and community organisations offering 

various forms of support include MIND, DadsNet, Dad Matters, Birth Trauma 

Association, and Andy Man’s Club. These are some of the organisations which 

fathers could be supported to be aware of and access if appropriate. 

Furthermore, being aware of the impact a traumatic birth can have on fathers’ 

long-term mental health and wellbeing, it is important these difficulties are 

identified and addressed early, to prevent enduring distress being experienced. To 

achieve this, it is important that during postnatal health visitor appointments, the 

mental health and wellbeing of fathers is also reviewed, reinforcing that the father is 

also important, and their experience is validated. This could include the health 

visitor completing measures, such as the newly developed City Birth Trauma Scale 

(Partner Version; Webb et al., 2021), which assesses for PTSD in fathers and other 

partners.  

Furthermore, a noted finding in the present study was that fathers frequently 

experience enduring feelings of guilt. This seems an important aspect of the birth 

experience for mental health services offering support to fathers, to be attuned to and 

prioritise addressing. Another finding within the present study related to the impact 

a traumatic birth could have on fathers wanting subsequent children, or them 

experiencing heightened distress during a subsequent pregnancy. It would be 

beneficial for antenatal services to offer direct support and preparation in relation to 

subsequent pregnancies for fathers.  
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Conclusion 

The present study explored the long-term impact of a traumatic birth on fathers, 

which has provided useful new insight that adds to existing literature. Through 

carrying out a comprehensive TA of data collected from eight fathers, five themes 

were drawn which highlighted how a traumatic birth continued to effect fathers, two 

or more years after the event occurred. A traumatic birth can result in fathers 

experiencing varying levels of enduring distress. Most fathers had not accessed any 

support for their traumatic birth, however several described this experience having 

impact on various aspects of their mental health and wellbeing long-term. Masculine 

ideologies appeared prevalent within many of the interview discussions, forming a 

barrier to fathers feeling validated in their experience, being able to talk about the 

event, or to seek support. Although some fathers reported not often thinking about 

the birth now, most reported triggers which could reignite their memories of the 

birth. In some cases, a traumatic birth continued to negatively impact wanting 

further children, whereas for others, time aided healing and meant they did go on to 

have subsequent children. Some fathers felt the birth experience had contributed to 

them becoming an over-protective parent, however most also felt the birth greatly 

strengthened their parent-infant bond long-term. Interestingly, several positive long-

term outcomes were acknowledged, which included developing a closer relationship 

with partners, increased empathy towards others and a greater appreciation for life. 
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Appendix A: 

Glossary of Terms  

Caesarean section or C-section: an operation used to deliver a baby through an 

incision made in the mother’s abdomen and uterus.  

 

Episiotomy: A surgical cut made in the perineum (tissue between the vagina and 

anus) during childbirth, to aid in the delivery.  

 

Forceps delivery: type of assisted vaginal delivery. Forceps (smooth, curved metal 

instruments) are positioned around the baby’s head and used to aid guiding the baby 

out of the birth canal.  

 

Perinatal period: time period which covers pregnancy and the first year after birth.  

 

Postpartum: after childbirth 

 

Postpartum depression (PPD): Depression experienced following childbirth. Also 

commonly referred to as postnatal depression.  

 

Post-traumatic growth (PGT): The experience of positive change, occurring as a 

result of a trauma experience. 

 

Post-Traumatic Stress Symptoms (PTSS): PTSS as a response to a traumatic 

event can present in four main areas: re-experiencing (intrusion of unwanted trauma-

related memories), negative alterations in cognition and mood, avoidance of trauma-

related thoughts or external reminders, and alterations in hyperarousal.  

 

Post-Traumatic Stress Disorder (PTSD): The diagnostic criteria for PTSD is met 

if symptoms from each of the four areas (outlined above in PTSS), are reported and 

persistent for at least one month.   

 

Thematic Analysis (TA): described by Braun & Clark (2006, p. 79) as “a method 

for identifying, analyzing and reporting patterns within data”. 

 

Neonatal intensive care unit (NICU): hospital unit providing intensive medical 

care to babies who are premature or unwell. 

 

Ventouse delivery: type of assisted vaginal delivery. A ventouse (also referred to as 

a vacuum cup), is a plastic or metal cup which is attached to a suction device by a 

tube. The cup fits securely around the baby’s head and the clinician uses this to 

gently pull the baby out of the birth canal.   
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Appendix C: 

Participant Information Sheet (Online Surveys Version) 
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Appendix D: 

Consent Form (Online Surveys Version) 
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Appendix E: 

Topic Guide 

 

Title: What are the long-term impacts of a traumatic birth, 

as experienced by Fathers? 

Introduction: 

Good morning/afternoon, my name is Clare Charman and I am a Trainee Clinical 

Psychologist. I’m contacting you regarding a recent research study you had shown 

some interest participating in. The research study is exploring the long-term impact 

of a experiencing a traumatic birth on fathers. Following reading information about 

the study and having a recent call together to talk further about the study, you 

consented to taking part in the interview we have arranged to do today.  

I would like to ask you some questions about the traumatic birth experience you 

went through and how this has continued to impact on your life now. The interview 

should take no more than an hour to complete.  

Consent: 

The topic of this study if one which may be very sensitive to some and talking about 

your traumatic experience may trigger some distressing memories or feelings. If you 

feel you would like to stop or re-arrange the interview at any point, just let me know.  

If during the interview there are any question you would prefer not to answer, that is 

absolutely fine, just let me know and we will move onto the next question. If there 

are any questions which you feel are unclear or you are unsure on the answer, please 

just let me know and I will try my best to reword this, or again we can just move 

into the next question if you would prefer.  

If you are still happy to participate, all of your details and responses will to stored 

securely and remain anonymous. Following the interviews completed, I will be 

writing a report on the findings. In this report, no identifiable data will be made 

available.  

You have the right to withdraw at any time during or after we have finished the 
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interview (up until a week after the interviews have been conducted). 

Would you like to ask any questions at this point? 

Do you consent to take part in the study? 

 

Interview topic guide: 

1. What interested you about the study?  

 

2. Can you tell me a bit about the traumatic birth experience you went through? 

(prompts: how long ago? First or subsequent child? What was the pregnancy 

like (e.g. complications, social stressors)? Establish: if still a partner to the 

pregnant woman, if biologically the baby’s father. What did you find most 

difficult about being present in the room? What emotions do you recall 

experiencing? Do any particular moments of the experience stay in your mind 

the most? Can you remember what the staff said to you?) 

 

3. What support, if any, following the traumatic birth did you access? (Prompts: 

what was your experience of accessing support? Did anything impact on you 

feeling able to seek further help?) 

 

4. How has this birth experience continued to impact on your daily life now? 

(prompt: do you ever think about the birth? what feelings does it trigger now for 

you? Has it effected your work / friendships / hobbies in anyway?)  

 

5. How has it impacted on your mental health and wellbeing?  

If Yes: Thank you for agreeing to participate (proceed to the interview) 

Date of verbal consent:  

If No: I would like to thank you for your time speaking with me today.  



- 134 - 
 

(have you experienced any emotional difficulties which you attribute to having 

gone through a traumatic birth? Do you attribute the birth to any positive 

mental health outcomes?) 

 

6. How would you describe the impact this experience has had on your 

relationship with your partner? (prompts: has it had any positive or negative 

impacts? Has it impacted on any aspects of your communication e.g. openness to 

talk about the event? on aspects of intimacy? Has this changed at all over time? 

Do you ever talk about it?) 

 

7. How would you describe the impact this experience has had on your 

relationship with your child? (prompts: Did the birth effect your experience of 

bonding with your child? Has this changed in any way over time? Do you feel your 

relationship would feel any different now if you had experienced the birth 

differently?) 

 

8. Has this experience made a difference to you having more children? (Prompts: 

did it impacted how you felt about having more children? What emotions are 

triggered when you think now about going through another birth? Have you had 

more children? – If so, did your experience have any effect on pregnancy and birth 

of other children?) 

 

9. What, if any, would you say have been the most positive outcomes of having 

gone through this traumatic experience?  

 

10. Is there anything else you think people should understand about the 

experience and its long-term effects? 

_________________________________________________________ 

That is now the end of the interview. thank you for your time.  

At this stage I would like to ask if you have any questions following completing this 

interview? How are you feeling after talking about some of these things today?  

Optional depending on response: 

Some may find talking about a difficult experience like this may trigger some 

difficult or upsetting feelings. Therefore, I would like to offer some information 
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about support services which are available, so that you can access some support after 

today’s interview if you would like too. would that be ok?  

 

• Birth Trauma Association: 01264 860380 (Mon-Friday 10-5.30pm) 

• Samaritans contact number: 116123 

• GP (if interviewer feels the presenting distress would be best supported by a 

GP)  

 

At this stage I would like to thank you again for your time today and for sharing 

your experience. If you have any questions following today, please do not hesitate in 

getting in contact with me.  

 

*provide information about voucher* 

Research interviewer will gather demographic information (e.g. age, 

occupation, education, number of children) as the interview goes on. Anything 

which has not been possible to gather during the interview questions will be 

asked at the end of the interview questions. 

Age  

Home location   

ethnicity  

Marital status - Still with mum?  

occupation  

Level of education  

Number of children  

Time since birth   

Biological parent  
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Ethical Approval 
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Appendix G: 

Example Coding 

 

Participant quotes Codes 

“…this is definitely one that I have, I have put in a box labelled 

umm, umm, you know should, should not feel. Umm, you know 

because it is, it’s so fundamentally as far as society’s concerned, 

not about me, and, and I think, and I think, as much as, as much 

as I said at the beginning, and said again, I believe that mental 

health of fathers is not dealt with well at all. Umm, even saying 

that, there is a core thing, a core thing within me to say that, you 

know that I can’t let go of which is that I am second. I am…you 

know the father’s role is to be there for the mother kind of 

thing…and as a result, it is not fair of me to feel those things; it’s 

not fair for me to talk about this. It's just it’s not even that that’s a 

conscious thing; it’s just that’s where it is, that’s the box it’s in. 

So, to actually kind of talk about that wouldn’t feel natural” 

(Sam) 

Boxed away trauma  

Impact of societal views 

Not my story 

Men’s mental health is neglected 

Traditional beliefs of the father role 

Second best / less important 

guilt for feeling 

Feelings perceived as selfish? 

Unfair to disclose 

Unnatural to share 

“I don’t want to go through that situation again of not knowing, 

worrying, you know. And my partner and me have discussed um, 

other babies, having another baby, and whatever and I've said 

it’s, I don’t want to go through it again; I don’t want to have to 

go through all that again because it, it’s, it’s too much stress. I’ve 

not got an easy job as it is; and I don’t want to have to go 

through all of that again and feel the way that I felt afterwards 

and enduring. So, it’s not something I wanna do again” (Peter) 

Don’t want to go through it again 

Avoidance of further births 

Birth triggered high stress 

Impact of wider life  

Fear of retriggering difficult feelings 

The enduring distress 

“…my partner being sick reminds me of it, she was sick quite a 

lot during it and I don’t know. It does, it just reminds me when 

she has been I think she’s been sick twice since then, but I 

remember both times, just thinking it did remind me of the sort 

of the scene…” (Mark) 
 

“…I still do feel like, I just remember being like useless and sort 

of like, it is a guilt, it just brings it back. The same feelings and I 

know its three and half years later. I'm not sure what I could’ve 

done but they’re still there. . . yeah. It is literally still the same 

thing when the feelings back then are still the same feelings 

now” (Mark) 

Physical trigger moments 

Memories retrigger distress 

Enduring guilt 

Feeling useless 

Questioning actions 

Same feelings retrigger 
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