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ABSTRACT
It is well recognised that men play a pivotal in supporting their pregnant partners through
the perinatal period and beyond. However, there is also evidence indicating that high
levels of stress are as prevalent among men as for women in the perinatal period. Ongoing
exposure to stress is likely to complicate the changes experienced by men in the transition
to parenthood or in adding another child to the family. There is evidence in the
professional literature that engagement in mindfulness-based stress reduction (MBSR)
programs can decrease stress, anxiety and depression and increase mindfulness in men.
However, to date there have been no evaluations of the effectiveness of online MBSR
programs for men with pregnant partners. Although the findings of this pilot study should
be interpreted with caution, they have a number of strengths when using established and
validated tools. A well-constructed pilot study with clear aims and framework affords
methodological rigour that can test procedures for their acceptability, to estimate
recruitment and retention rates, and to determine sample sizes required in larger research
trials. Additionally, undertaking such a pilot study provides the researcher/research team
with the opportunity to develop and enhance the skills necessary before commencing the
larger study, obtaining preliminary data, evaluating their data-analysis methods and
clarifying the financial and human resources required to inform the design of larger, more
complex evaluation studies. The aim of the pilot study reported in this thesis was to
investigate whether an online MBSR program delivered to men with pregnant partners
could decrease levels of depression, stress and anxiety and increase mindfulness in the
study participants. The study was also concerned with evaluating participants’ experience
of involvement in the online MBSR program. The study employed a mixed methods
design comprising quantitative and qualitative components to evaluate the outcomes of
exposure to a 6-week purpose designed MBSR intervention for men with pregnant
partners. The quantitative component of the study involved a pre-test/post-test design
with a study population of men with pregnant partners (n=24). Data collection points were
at baseline and 6-weeks. Psychological distress was measured using the Kessler
Psychological Distress Scale (K-10); depression was measured using the Edinburgh
Depression Scale (EPDS); and mindfulness was measured using the Mindfulness
Awareness Attention Scale (MAAS). In the qualitative component of the study semistructured interviews were conducted with two (n=2) consenting participants who had
7

also contributed quantitative data to the study. The qualitative interviews were transcribed
and the data analysed using a form of qualitative descriptive analysis. The findings of
the study indicated a reduction in depression from baseline to six-weeks as measured by
the EPDS and a reduction in psychological distress from baseline to six-weeks as
measured using the K-10. Over the same baseline to six-week timeframe MAAS scores
indicated a significant increase in mindfulness and awareness. Qualitative descriptive
analysis of the interview data generated two main thematic areas pertaining to 1) the
participants’ experience of involvement in the MBSR program and 2) suggestions for
how the intervention could be tailored to more specifically address the needs of men and
how research evaluating online psychosocial interventions could be better designed to
attract and retain male participants. In relation to the first main thematic area the
following sub-themes were identified: prior mindfulness practices, experiences of
mindfulness practices, participant perception of value from engagement in an online
MBSR program, and perceptions of mindfulness and awareness. For the second main
thematic area the sub-themes were perceptions of the online MBSR programme and
perceptions of improvement to the MBSR program. It is anticipated that the findings of
the pilot study will contribute to the design of future research evaluating the effectiveness
of online psychosocial interventions addressing the needs of men in and beyond the
perinatal period.
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CHAPTER ONE: INTRODUCTION
1.1 INTRODUCTION
This chapter provides an overview of the research project. The significance of the study
is outlined, commencing with information on the emotional wellbeing and stress
associated with becoming a father. The consequences of stress in men, the likelihood of
stress becoming anger and the effects and catalyst that result in stress and anger
manifesting as domestic violence is discussed. Domestic violence and, in particular,
domestic violence during pregnancy is briefly explored. The impact of stress and the need
for management strategies for men when their partners are pregnant is reviewed.
Treatments for stress in men are then explored with a specific focus on the use of
Mindfulness-based Stress Reduction (MBSR). The research objectives and research
question are then detailed. The final section of this chapter provides operational
definitions and outlines the structure of the research thesis.

1.2 BACKGROUND AND SIGNIFICANCE OF THE STUDY
The emotional wellbeing of men with pregnant partners is central to supporting both the
woman and the child (Bergstrom, 2013b; Wynter, Rowe, & Fisher, 2013). There is
substantive evidence to support that high levels of stress are as prevalent for men as
women in the perinatal period. However, stress experienced by men during the perinatal
period is more likely to be displayed as anger and violence than in women (Bergstrom,
2013b; Genesoni & Tallandini, 2009).
Emotional wellbeing can be defined as the optimum psychological functioning of an
individual, referring to how a person thinks and feels about themselves and others
(Donatelle, 2012). However, there are a variety of other terms that are commonly used
including mental health and mental wellbeing (Walsh, 2011). In a national report on the
mental health and wellbeing of Australians in 2007, no definition of wellbeing was
provided. Furthermore, there were no agreed measurements or classifications of
wellbeing other than the presence/absence of mental health issues (Slade et al., 2009).
The World Health Organization (WHO) defines mental wellbeing as directly or indirectly
9

related to “ A state of complete physical, mental and social wellbeing, and not merely the
absence of disease” (Herrman, Saxena, & Moodie, 2005, p.19). Current literature around
emotional wellbeing, while vague, closely aligns the term emotional wellbeing with the
absence of mental health issues (Hu et al., 2014; Vazquez & Hervas, 2009).
Happiness and emotional wellbeing are also often used interchangeably (Deci & Ryan,
2007). A person’s emotional wellbeing can impact on their actions and interactions.
Decisions are often made according to the degree of positive feelings expected or
happiness perceived from the outcomes of decisions made (Vazquez & Hervas, 2009).
Often bifurcations of the philosophies of wellbeing (happiness) are described as hedonic
and eudaimonic. The hedonic approach describes emotional wellbeing as emerging from
having positive influences in life and a general lack of negative affect. That is to say that
happiness comes from the pleasure derived from positive experiences and the satisfaction
gained from them, along with the absence of negative experiences (Deci & Ryan, 2007;
Vazquez & Hervas, 2009). From a hedonic perspective, the objective of life is to
experience the most pleasure possible, whilst avoiding as many of the negative
experiences as possible.
Eudaimonic philosophy regards wellbeing as a state of happiness that is achieved through
actualisation of one’s own goals and potential (Deci & Ryan, 2007). Wellbeing lies
within the actions of the individual, which have evolved from deep personal values and
commitment. Lucas and Diener (2008) assert that men live within their daimon (Greek
for guiding spirit), which is the ideal way to live one’s life, allowing fulfilment and the
attainment of one’s potential. “Through the reaching of this potential is to give rise to the
state of eudaimonia” (Lucas & Diener, 2008, p. 493). Irrespective of philosophies the
underlying premise of emotional wellbeing is its individual subjectivity.
In discussing the subjective wellbeing of men with pregnant partners, Genesoni and
Tallandini (2009) state that pregnancy for men is a time of increased stress as men try to
cope with self-perceptions of a fast changing reality, new responsibilities, and freedom
while developing a new daimon.
Subjective wellbeing (SWB), while acknowledging the individual’s ability to achieve
10

happiness through acceptance of self and others, recognizes that objective indicators such
as abundance of wealth, optimum health, and education influences one’s perception of
happiness and their ability to cope with external factors (Diener, Suh, Lucas, & Smith,
1999). People, regardless of age, race, gender and cultural background react differently
to various situations, and these reactions are based on their own unique expectations,
values and previous experiences (Diener et al., 1999; Walsh, 2011). Consequently, people
will react subjectively to a situation that may cause a different reaction from another
person with similar social experiences, education, health status and level of income.
Researchers have generally accepted that subjective wellbeing has a significant effect on
the cognitive and emotional strength of the individual (Deci & Ryan, 2007; Friedman &
Kern, 2013; Keeling & McQuarrie, 2014; Ruddick, 2013; Vazquez & Hervas, 2009;
Walsh, 2011). Emotional wellbeing therefore, encompasses the ability to adapt to daily
challenges whilst producing resilience and coping skills to contribute to a fulfilling life
(Friedman & Kern, 2013; Walsh, 2011; Zamanzadeh et al., 2013).
Physical wellbeing and emotional wellbeing are inextricably linked. Negative emotions
of anger, resentment and fear are often linked to poor physical health outcomes (Ruddick,
2013). Additionally exposure to stress/stressors is significantly attributed to poor health
outcomes (Donatelle, 2012). There is evidence indicating that depression and associated
diminished emotional wellbeing is positively associated with cardiovascular disease,
cancer, weight loss/weight gain, development of type 2 diabetes, lack of sleep, lowered
immune system and digestive problems (Donatelle, 2012; Friedman & Kern, 2013).
Exposure to poorly controlled stress/stressors contributes to depression, with anxiety
becoming causative for hostility and anger (Donatelle, 2012). So important is the ability
to manage negative emotions for the benefits of wellbeing, that positive emotions always
correlate to positive physical or mental health outcomes (Friedman & Kern, 2013). The
psychological impact of reduced emotional wellbeing correlates to various mental health
disorders that if not corrected become the catalyst for further psychological and physical
morbidities (Slade et al., 2009; Svebak & Apter, 1997, p. 12). Reduced emotional and
physical wellbeing is associated with various life factors, the most noteworthy being
stressors/stress (Donatelle, 2012; Schneiderman, Ironson, & Siegel, 2004). Any threat to
the individual whether perceived or actual is referred to as a stressor, or stress (Donatelle,
2012; Schneiderman et al., 2004; Svebak & Apter, 1997).
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The maintenance of health is critically dependent on keeping an internal homeostasis.
Faced with a constant changing environment throughout the life span, stress represents
anything that may threaten this homeostasis. Various stressful situations elicit different
responses and effects, with individual differences in stress response to same situations
(Schneiderman et al., 2004). Pregnancy for example can generate significant emotional
and interpersonal stressors that may or may not become problematic for both women and
men (Escribe-Aguir, Gonzalez-Galarzo, Barona-Vilar, & Artazcoz, 2008).
Stressful situations are defined as any situation that threatens to surpass the resources of
the individual (Matthieu & Ivanoff, 2006). A person’s response to stress is affected by
the characteristics of the actual stressor. Whether the person perceives that the stressor
can be controlled, or the occurrence and frequency of the stressor can be predicted
impacts on the person’s ability to cope with the stressor. Stressors are a fact of living in
the world and no individual is stress free; stressors occur many times a day at various
levels (Vazquez & Hervas, 2009). Biological factors also influence the person’s ability
to cope with the stressors. Gender, cultural background, age as well as the reactions and
actions of the person to similar stressors in the past and the outcomes of their actions
further impact on and influence their ability to cope and adapt with current stressors
(Donatelle, 2012). Although psychological stress reactions are directly analogous with
physiological wellbeing it is unmitigated stress and individual perception/reaction to
stress that is critical to wellbeing (Donatelle, 2012).
Stress/stressors can be perceived as either positive or negative, depending on the
individual (Matthieu & Ivanoff, 2006). Positive stress is usually called eustress. Eustress
affords the opportunity for individual personal growth and satisfaction can actually
improve health and is caused by exciting events such as marriage, childbirth, parenting,
and promotions at work, sporting and other competitive pursuits (Donatelle, 2012;
Schneiderman et al., 2004). When a person experiences negative stress, they are usually
said to be experiencing distress. Distress is often associated with work, financial
problems, relationship issues, loss of a loved one, debilitating health conditions, changes
in stability, identity and responsibility (Donatelle, 2012; Schneiderman et al., 2004).
12

Distress/stress has three stages; (1) an alarm stage were stressors disrupt the body’s
stability, (2) a resistant stage were adaptation and resources are used to try and manage
distress, continuing to maintain resistance, and (3) the exhaustion stage in which a body
runs out of resources for adjusting and resistance drops below normal (Donatelle, 2012).
Eventually with prolonged exposure to the exhaustion state, the body’s stress response
leads to an imbalance in homeostasis resulting in systemic deterioration both physically
and mentally (Cohen, Janicki-D, & Miller, 2007; Donatelle, 2012; Schneiderman et al.,
2004; Svebak & Apter, 1997).
Prolonged exposure to stress can adversely affect physical and mental health
(Schneiderman et al., 2004). As a result of prolonged exposure, any degree of mood
disorders, anxiety disorders and substance use disorders may occur as well as a decrease
in emotional wellbeing and or increases in anger and aggression (Cohen et al., 2007;
Donatelle, 2012; Slade et al., 2009). With almost half the population of Australia (45.5%)
experiencing a mental health disorder at some point in the life cycle, many interventions
rest on the assumption that reducing stress and improving wellbeing will improve mental
health (Slade et al., 2009). Meaningful promotion of and improvements in emotional
wellbeing are likely to improve health outcomes for the population (Diener et al., 1999;
Friedman & Kern, 2013; Lucas & Diener, 2008; Ryff, 1989; Walsh, 2011). Given the
multiplicity of influences stress and emotional wellbeing have on overall health,
emotional wellbeing is becoming one of the key objectives in health promotional
initiatives of government strategies and policies seeking to improve the mental health of
the population. Furthermore, emotional wellbeing and stress have been extensively
linked to mental health affecting pregnancy outcomes for the woman and child (Audi,
Segall-Corrêa, Santiago, & Pérez-Escamilla, 2012; Bacchus, Mezey, & Bewley, 2003)
with recent evidence indicating that the development or exacerbation of mental health
issues for men during the perinatal period is just as significant as for women (Genesoni
& Tallandini, 2009; Wynter et al., 2013).
The psychological experience of becoming a dad in western societies has the potential to
increase stresses for men as they face impending parenthood. During the early perinatal
period men begin to realise the life changes they are facing as they begin to enter a new
phase of their lives (Genesoni & Tallandini, 2009). The realisation of forced and unknown
13

change can bring with it feelings of powerlessness and the fear of increasing
responsibilities. Having to accept the inevitable change that is occurring such as feelings
of loss of control result in an internal state of conflict and stress that can manifest in
moodiness, irritability, frustration, anger and negative perception of self (Bergstrom,
2013a; Buist, Morse, & Durkin, 2003; Genesoni & Tallandini, 2009).
During the perinatal period, if stress continues to be unmanaged men may undergo
psychological reorganisation that impacts adversely on the level of connection and
support they are able to give to their pregnant partners (Buist et al., 2003). It is postulated
that during this time men are starting to re-identify their role in a multidimensional
construct of caregiver, provider and emotional support to their partner and unborn child
(Bergstrom, 2013a; Genesoni & Tallandini, 2009). Often it is thought that the most
stressful event in the perinatal period for men is the actual birth of their child
(Weatherspoon, Sponsler, & Weatherspoon, 2015). However, the literature suggests that
whilst this can have an impact on the stress it is not considered to be a significant
contending factor in stress levels for men (Leach, Olesen, Butterworth, & Poyser, 2014;
Weatherspoon et al., 2015). The antenatal and postnatal periods, where unmanaged
stressors are likely to occur, can have a significant impact on men’s stress (Leach et al.,
2014; Weatherspoon et al., 2015).
During pregnancy men are just as vulnerable to stressors as the pregnant women, however
stressors causing depression and anxiety for men are more likely to result in anger which
unmitigated can become the catalyst for domestic violence (Bergstrom, 2013b). Men in
western society ascribe to traditional gender stereotypes where the exercise of power is a
male trait and submissiveness and powerlessness considered a female trait (Baugher &
Gazmararian, 2015). Pregnancy is often the first time for men that their gender stereotype
is challenged and as outlined by Reidy, Berke, Gentile, and Zeichner (2014) this challenge
and associated stress can manifest as anger and violence as a coping mechanism.
Anger as a concept has no simple definition, and synonyms used to define anger such as
aggression, hostility and violence are common and interchangeable (Gautam, 2013; Hess,
2014). Ostensibly no absolute definition or consensus regarding the nature of anger exists
within the literature. The simplest definition is a combination of factors causing an
14

internal reaction (feelings of displeasure) that is perceived to have an external cause
(Gautam, 2013). Anger as an emotion can be described as the expression of a cognitive
reaction fuelled by past experience, learnt behaviours, genetic disposition and a lack of
problem solving abilities. Combinations of physiological, behavioural, cognitive, cultural
and social components influence the expression of anger. Often people exhibiting
behaviours indicative of anger will blame external forces such as a person or event,
without an awareness or realisation that anger is the actual emotion driving their
perception of their external world (Gautam, 2013; Newport, 2014; Rodgers, 2014;
Seshadri, 2014). Anger is experienced emotionally, physiologically, and experientially
across the life spectrum. It is not gender specific, is found in varying situations and is
subjectively experienced as a potential gateway to other emotions such as sadness,
excitement, fear and guilt (Seshadri, 2014). Additionally, expressions of anger may be
culturally sanctioned and indeed rewarded in pursuits such as military combat, selfdefence and popular contact sports (Grafman, 2003). It has been postulated that anger is
strongly associated with human survival mechanisms (Hess, 2014; Rodgers, 2014).
Individuals experiencing emotional and/or physical pain are at significant risk of a
lowered tolerance for frustration which may then result in anger (Gautam, 2013). Anger
protects and motivates us from dominance and manipulation, giving us strength and
courage to face challenges and stay motivated. However, anger uncontrolled and left free
to take over the mind and physical being becomes a destructive force. The way in which
anger is expressed or contained has three main components: internal factors, external
factors and individual factors that influence capacity to tolerate the experience.
Internal triggers for anger, that is, cognitive distortions or irrational perceptions of reality
can be the catalyst for a very mild irritation all the way through to full-blown rage
(Hakulinen et al., 2014). These cognitive distortions include emotional reasoning, a
misinterpretation of normal events (Gautam, 2013). Emotional reasoning is a cognitive
disorder in which a person believes what he or she is feeling is true, despite presented
evidence suggesting otherwise (Berle & Moulds, 2013). Individuals prone to using
emotional reasoning become irritated when they receive information that becomes
distorted and processed as an attack on their reality, leading to unhelpful or dysfunctional
expressions of anger (Parrott, Zeichner, & Evces, 2005). A second trigger results from a
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low tolerance for continual stressors which then lowers tolerance for frustration, resulting
in a perception of normal events or happenings as a threat to wellbeing and ego (Gautam,
2013). A third potential trigger is that of unreasonable expectations arising from
assumptions that other people will act in a certain way, or that uncontrollable events will
behave in a predictable or controllable manner. When these unreasonable expectations
are not met, anger, frustration and depression can manifest (Hakulinen et al., 2014).
External triggers for anger, similar to internal triggers have multiple potential causes. For
simplicity, triggers can be categorised into four overarching triggers; provocative
behaviours, attack on personal views, threats to basic needs and feeling devalued
(Gautam, 2013). Provocative behaviours involve a personal attack, often in the form of
verbal abuse towards an individual or group, triggering an anger response of varying
intensity. An attack on personal views involves an overt or covert attack by an individual
or a group of people on an individual or a group’s ideas, opinions and beliefs, triggering
an angry response by an individual or group of people with shared ideas or values. A
direct threat to the basic needs of an individual or group required to live and function
within society is almost certain to provoke anger, resulting in a tendency to negatively
judge or label others. This allows the dehumanizing of the individual/group rating or
judging them as a ‘bitch or bitches’ a ‘bastard or bastards’ or worse. Devaluing a person
can result in a negative self-rating. Real or perceived judging or devaluing may result in
the individual becoming and staying angry with that individual or group (Gautam, 2013;
Newport, 2014).
Uncontrollable life events, perceived or real, and everyday life stressors can lead to a
lowering of tolerance and cognitive processing, triggering an anger response (Gautam,
2013; Parrott et al., 2005; Persampiere, Poole, & Murphy, 2014). Additionally, the use of
drugs and alcohol can affect how the brain processes information in relation to anger.
Drug and alcohol use impacts to varying degrees on capacity for reflection and emotional
state which, in turn, can alter the triggering set point for an individual’s anger response.
Regardless of the source, anger is touted as the catalyst for personal and social problems
such as child abuse, domestic violence, physical and verbal abuse both external and
internal and community violence (Gautam, 2013; Hakulinen et al., 2014; Parrott et al.,
2005; Rodgers, 2014; Seshadri, 2014).
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Anger may result in many negative physical and emotional consequences that then impact
on the wellbeing of the individual. This has been linked as a contributing factor to the
pathogenesis of: coronary artery disease, hypertension, metabolic syndrome, increased
stress cortisol levels, increased testosterone secretion and decreased pain tolerance (Hess,
2014; Lampert, 2010; Lowenstein, 2004; Yi, Yi, Vitaliano, & Weinger, 2007). Emotional
issues arising from a limited capacity to manage anger include relationship issues and
adverse or extreme variations in mood, which can be the catalyst for mental health issues
such as depression, and social neuroses (Hakulinen et al., 2014). Negative suppositions
or cognitive distortions are habitually associated with anger. When a person struggles to
manage negative suppositions or cognitive distortions violence may ensue with
internalized anger leading to depression, self-directed rage and self-harm (Grafman,
2003; Seshadri, 2014). It is important however, to acknowledge the positive emotional
and physical benefits that may arise from appropriately directed expressions of anger
(Ford & Tamir, 2012). Anger has the capacity to contribute positive value to the human
condition and its expression and utility may move beyond the basic survival instincts of
flight or flight (Ford & Tamir, 2012; Hess, 2014). Attributes such as motivation,
creativity, optimism and problem solving can be utilized to focus anger, mind and mood
and be beneficial for individual growth (Lowenstein, 2004; Rodgers, 2014). Although
anger maybe expressed positively, inappropriately directed expressions of anger
exhibited by men during their partner’s pregnancy is a significant precursor to domestic
violence (Pennell, Rikard, & Sanders-Rice, 2014). Commonly the occurrence of domestic
violence towards women during pregnancy continues into parenting, placing the woman
and child at significant risk (Cooper, 2013).
The World Health Organisation (WHO), the Australian Bureau of Statistics (ABS), New
South Wales Health (NSWH), and the New South Wales Bureau of Crime Statistics and
Research consider domestic violence (DV) to be a serious national and global health
concern requiring more attention to promote healthy outcomes for mothers, children and
their families (Birdsey & Snowball, 2013; Cooper, 2013; Morgan & Chadwick, 2009;
World Health Organization [WHO], 2013). The prevalence of DV tends to change from
culture to culture and is less opposed and more accepted in some countries than in others
(Carretta, 2008). Domestic violence continues to go unchallenged and is embedded within
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society and culture pervading all socio economic, gender, religious and cultural groups
(Baird & Mitchell, 2014).
Men are reported to predominantly be the perpetrators of domestic violence (Australian
Bureau of Statistics, 2007; Phillips & Vandenbroek, 2014). However, similar rates of
assault between men and women are not unusual (Australian Bureau of Statistics, 2007;
Phillips & Vandenbroek, 2014; Walters, Chen, & Breiding, 2013). Furlow (2010) argues
that domestic violence perpetrator figures may be misleading in media reports with an
over representation of women as victims of intimate partner violence, as women
experiencing domestic violence are more likely to report domestic violence than men.
Supportive of this possibility Tolan, Gorman-Smith, and Henry (2006) postulated that
women may initiate as many violent interactions as men, in coupled relationships with a
history of domestic violence.
The impact of DV extends outside the family home into communities resulting in social
problems, poor education, reduced health across the lifespan, increases in medical
treatment, higher rates of substance abuse and dependence on prescription medications
(Furlow, 2010).
Pregnancy is portrayed as or perceived to be a time of joy and happiness in a woman’s
life, however current literature suggests a global trend of increased DV incidents during
pregnancy (Bacchus et al., 2003; Baird & Mitchell, 2014; Cooper, 2013). Although
domestic violence does occur before and after pregnancy, it is often during pregnancy
when women are most vulnerable, that domestic violence poses the greatest risk (Cooper,
2013; Morales & Records, 2013). Women from all childbearing ages, cultures, races and
levels of social economic status are at risk of experiencing domestic violence during
pregnancy (Bacchus et al., 2003). Studies have identified however that women of low
economic status are more likely to experience domestic violence when pregnant (Cooper,
2013; Morales & Records, 2013). Domestic violence experienced during pregnancy
places both the wellbeing of the woman and her unborn baby at serious risk. Issues such
as neonatal death, premature birth, miscarriage, low birth weight, as well as perinatal
mental health problems can result if domestic violence is ongoing during pregnancy (Audi
et al., 2012; Baird & Mitchell, 2014; Pires de Almeida, Sá, Cunha, & Pires, 2013).
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Midwives and health care professionals are a primary point of contact and support for
women and their partners during pregnancy. Given this unique position, possibilities exist
to engage male partners to help them cope with stressors that may become more prevalent
in the perinatal period. The existing literature demonstrates a correlation between
wellbeing, stressors, anger and domestic violence (Bacchus et al., 2003; Cooper, 2013;
Morales & Records, 2013).
Any stress that men experience during the perinatal period has the ability, if untreated, to
manifest into anxiety, fear, anger and even violence. Leach et al. (2014), claim current
treatments for men experiencing stress may afford a viable treatment option for stress
management during the perinatal period. Literature supports the use of cognitive therapy
(CBT) as the primary model for treating men’s psychological health including stress
(Cheng, Kogan, & Chio, 2012; H. Christensen, Griffiths, Mackinnon, & Brittliffe, 2006).
CBT originally developed as an individualistic approach to psychotherapy, is now offered
in group settings thereby increasing availability with reduced cost. It is proposed that
CBT bridges the divide between low intensity psychosocial education interventions,
guided self-help, meditation, yoga and high intensity individual psychosocial
interventions (Moore, Carr, & Hartnett, 2016). CBT has been used effectively for a range
of disorders across a variety of populations. For men, CBT has been effective in treating
depression, anxiety, stress and post-traumatic stress disorders (Christensen et al., 2006;
Kingerlee, 2011; Moore et al., 2016). Recent studies also support the use of internet/webbased CBT interventions with significant efficacy (Christensen, Griffiths, & Farrer, 2009;
Christensen & Hickie, 2010). According to Spector (2006), the greatest challenge to stress
management for men is the continued engagement of men in programs. Therefore, it can
be difficult to provide men with the basic psychosocial education and skills that will
support them during the perinatal period. Furthermore, literature suggests men have a
harder time requesting and/or seeking psychological help than women (Kingerlee, 2011).
These concerns highlight the importance of developing and implementing an appropriate
intervention for men with pregnant partners (Moore et al. (2016). A Mindfulness-based
Stress Reduction (MBSR) program delivered via internet/web site, targeted specifically
at men with pregnant partners, may provide a solution in helping men deal with the
transformation required in becoming a dad. It seems likely that helping men with pregnant
partners to develop more effective ways to deal with stress could be of considerable
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benefit to the pregnant partners, the children and the men themselves. One significant
option for providing structured support for men is training in the use of mindfulness
techniques.
Mindfulness is a concept that is described as a process of becoming aware of novel
distinctions or every day anythings that were not noticed before. Regardless of what is
noticed whether important or trivial is inconsequential, it is the noticing by the individual
of new sensations as they arise that is important (Kabat-Zinn, Massion, Kristeller, &
Peterson, 1992). To be actively aware of these distinctions enables the individual to
remain situated in the present moment (Langer & Moldoveanu, 2000). “Drawing one’s
attention or awareness to novel distinctions has the ability to create (1) a greater
sensitivity to one’s environment, (2) more openness to new information, (3) the creation
of new categories for structuring perception and (4) enhanced awareness of multiple
perspectives in problem solving” (Langer & Moldoveanu, 2000, p. 2). The following
widely quoted definition draws attention to the simplicity of mindfulness: “Mindfulness
means paying attention in a particular way: on purpose, in the present moment, and
nonjudgmentally” (Kabat-Zinn, 1994a, p. 4). That is a practice of openness, awareness,
and being in the present with no other purpose than just being in the now.
Mindfulness as a therapeutic practice was developed from the philosophical and
theoretical concepts of Buddhism. Originating in Southeast Asia over 2,500 years ago,
Buddhism offers an effective system for the exploration of the mind and consciousness
of one’s self (Gunaratana & Gunaratana, 2011). Buddhism has been described as a
theology, offering a direct connection to the spiritual or divine realm through meditative
practices (Epstein, 1998). Gunaratana and Gunaratana (2011) describe Buddhism as a
psychology or state of mind rather than a religion, enabling meditative exploration of
one’s own reality, through the microscopic investigation of perceptions and awareness.
Over time, differing traditions of Buddhism have evolved, including Tibetan Buddhism,
Theravadan Buddhism and Western Buddhism. Epstein (1998) notes however, that a
‘core meditative strategy of moment-to-moment awareness…runs like a thread through
the different kinds of Buddhism’ (p.67). Interestingly, many of the practices of Buddhist
meditation seem similar to those of the Christian contemplation traditions dating back to
the third and fourth centuries (Blanton, 2010). Christian contemplation involves the use
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of centering prayer as a form of meditation to refocus one’s attention, letting go of
engaged thoughts and turning to a spiritual openness (Blanton, 2010; Knabb, 2012).
McCown (2013) suggests that the proliferation of mindfulness resulting from Buddhist
perspectives in western cultures has two key starting points in western history. The
introduction of mindfulness-based interventions into clinical practice began with KabatZinn’s (1982) work, which led to an extensive research base and development of the
therapeutic intervention known as Mindfulness-based Stress Reduction (Kabat-Zinn,
1982, 1994a). Earlier trials examining the impact of the mindfulness relaxation response
as a medical treatment took place in 1972, followed in 1974 by research examining
mindfulness versus mindlessness, demonstrating significant practical applications in
health care delivery (Langer & Moldoveanu, 2000). McCown (2013) argues for an earlier
date suggesting that in 1945 American forces occupying Japan in World War II
serendipitously brought American clinicians into contact with Buddhist practices. The
impact of this contact in 1945 is argued to have influenced psychotherapy from that date
onwards.
As mindfulness became more popular as a niche practice for mental health and medicine,
an escalated growth in the cultural uptake of mindfulness practices also occurred.
Hybridized forms of mindfulness interventions were developed and research literature on
mindfulness-based interventions increased (McCown, 2013). Mindfulness in various
forms has now been used extensively over the last 5 decades with many positive
applications. A meta-analysis by Grossman, Niemann, Schmidt, and Walach (2004)
reported that MBSR may help a broad range of people with both clinical and non-clinical
issues. Decreasing psychological stress through MBSR was directly correlated to a
reduction in chronic inflammatory conditions demonstrating the positive link of the body
mind connection with MBSR programs (Grossman, 2008; Grossman et al., 2004). This
finding was supported by Bergen-Cico, Possemato, and Cheon (2012) who demonstrated
MBSR reduced stress and emotion related inflammation resulting in improvements in
immune system responses and psychological health over a five week period. Mindfulness
has also been a core acceptance strategy in therapies such as acceptance and commitment
therapy as well as dialectical behavioural therapy, helping people manage anxiety, stress,
chronic pain and depression (Thomas, 2013). In addition, mindfulness and MBSR have
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also been used for helping women cope during pregnancy.
There is a growing body of evidence that unmitigated anxiety during pregnancy has
adverse effects on the wellbeing of the mother and development of the newborn (Hall,
Beattie, Lau, East, & Biro, 2016; van den Heuvel, Johannes, Henrichs, & Van den Bergh,
2015; Vieten & Astin, 2008; Woolhouse, Mercuri, Judd, & Brown, 2014). A recent
systematic review by Hall et al. (2016), whilst outlining concern regarding the lack of
high quality research related to the use of mindfulness in pregnancy, demonstrated
positive outcomes including a reduction in stress, anxiety, depression and an increase in
mindfulness awareness. The authors further postulated that adequately powered
longitudinal, randomized controlled trials would provide similar outcomes when
implementing mindfulness interventions during pregnancy (Hall et al., 2016).
Woolhouse et al. (2014) conducted a small randomised control trial exploring the
feasibility of mindfulness interventions for women during pregnancy. They reported that
there was a significant reduction in anxiety levels through mindfulness techniques. The
use of mindfulness to reduce maternal stress has resulted in secondary positive outcomes
including improvements in infant socio-emotional development and infant temperament
(van den Heuvel et al., 2015). However, similar to the finding from Spector (2006)
regarding the recruitment and engagement of men in MBSR programs, Woolhouse et al.
(2014) noted that recruitment and engagement of women into mindfulness programs is
also a challenge. As mindfulness interventions can reduce stress during pregnancy and
are well suited due to their ease of use, low cost, brief and non-pharmacological nature,
the ability to use mindfulness for the reduction of stress in men during the perinatal period
may suggest similar findings.

1.3 RESEARCH OBJECTIVES
The purpose of this study was to investigate the feasibility of an online pilot MBSR
program for men with pregnant partners. The primary outcomes to be measured included
depression, stress, anxiety, mindfulness and awareness. The secondary outcome was to
explore the ability to engage men with a mindfulness program. Three research objectives
were identified:
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1. To compare levels of depression, stress, anxiety and mindfulness in men with
pregnant partners before and after participating in an online MBSR program.
2. To explore the experience of participation in an online MBSR program in men with
pregnant partners
3. To examine the feasibility of online MBSR programs for men with pregnant partners.

1.4 RESEARCH QUESTION
The research question for this study was Can online delivered mindfulness-based stress
reduction reduce stress for men with pregnant partners during the perinatal period?

1.5 OPERATIONAL DEFINITIONS
Mindfulness-based stress reduction (MBSR) as used in this study was a hybridized 6week online version, that differed in a number of ways from the 8-week version that is
often seen as the standard form of the intervention. Jon Kabat-Zinn, a pioneer in the
development of MBSR supports the abridged use of MBSR that is based on the needs of
the targeted users and the available resources (Kabat-Zinn, 1982).
Stress in this study refers to any stress experience by the participants resulting from
environmental and relationship interactions that have the ability to cause psychological
and physical stress beyond the normal managing abilities as perceived by the individual
(Donatelle, 2012). Stress was measured using the Kessler 10 (K-10) (Kessler et al., 2002).
Depression was defined as a disorder negatively affecting the way a person thinks and
feels causing feelings of sadness and/or loss of interest in everyday activities with the
potential to lead to a variety of emotional and physical issues (American Psychiatric
Assocation, 2013; World Health Organization, 2017). Depression was measured using
the Edinburgh Postnatal Depression Scale (EPDS) that has been validated for use in men
(Matthey, Barnett, Kavanagh, & Howie, 2001).
Mindfulness was defined as a technique that promotes awareness of being in the present
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moment allowing thoughts to come and go with non-judgment (Kabat-Zinn, 1982,
1994a). Mindfulness was measured using the Mindful Attention Awareness Scale
(MAAS) (Osman, Lamis, Bagge, Freedenthal, & Barnes, 2016).
Perinatal period whilst acknowledging the WHO definition of 22 completed weeks
gestation and seven days after birth for the perinatal period World Health Organization
(2016), this study uses the Australian definition of 20 weeks completed gestation and
twenty-eight completed days after birth (Australian institute of Health and Welfare,
2005).

1.6 OUTLINE OF THE THESIS
This thesis is presented in six chapters. Provided below is an outline of each chapter.
Chapter One (Introduction): This chapter provides the background and significance of the
study. Research objectives and research question as well as operational definitions are
provided.
Chapter Two (Integrated literature review): Literature published on the effects of MBSR
is reviewed. A comprehensive description of the search strategy and a critical review of
research literature evaluating the effectiveness of MBSR on men in the perinatal period
are presented. Themes arising from the literature are examined; variations in mindfulness,
essential ingredients of MBSR, engagement of participants in mindfulness and variations
in measuring mindfulness. Concluding this chapter is the justification for undertaking the
study.
Chapter Three (Methodology): This chapter describes the theoretical framework that
informs the study and the mixed methods research procedures that were used to undertake
the research. The broad theoretical and methodological tenants of mixed methods
research are described in relation to the philosophical worldviews that inform such
research. Postpositive, social constructivist and transformative philosophical worldviews
are discussed to form the framework of pragmatism outlining the need for a convergence
of quantitative and qualitative methods.
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Chapter Four (Research methods): This chapter describes the methods used to undertake
both the quantitative and qualitative components of the study. The chapter is set out in
three sections. The first section presents information about the methods and procedures
used to conduct the quantitative component of the pilot study, including details of the
study setting, the participants involved, the participant recruitment strategy employed,
and the intervention being evaluated. Attention is also given to the outcome measures
used, data collection techniques, form of analysis and approach to establishing rigor in
the design of the pilot study. The second section outlines the methods used to conduct the
qualitative arm of the study covering the study setting, participants and participant
recruitment strategy, and approach to data collection and analysis. A third section
addresses techniques for establishing trustworthiness in the qualitative arm of the study
and also describes ethical considerations arising from the conduct of the pilot study.
Chapter Five (Findings): This chapter presents the findings of the study. In the first
section of the chapter the outcomes of the quantitative pre-test/post-test study are
reported. In the second section of the chapter the findings of the qualitative descriptive
component of the study are presented. Statistical analyses of data from the pre-test/posttest study were undertaken with the assistance of Dr Christopher Oldmedow and Dr Alix
Hall from the Clinical Research Design, IT and Statistical Support (CReDITSS), Hunter
Medical Research Institute, Newcastle, NSW, Australia. The chapter commences by
presenting data on the demographic characteristics of the study participants followed by
data on the effects of the intervention on the outcome measures used: the Edinburgh
Postnatal Depression Scale (EPDS), Kessler Psychological Distress Scale (K 10), and the
Mindfulness Attention Awareness Scale (MAAS). This is followed by consideration of
potential harms during the study. The latter section of the chapter reports on the analysis
of qualitative data collected from follow-up interviews conducted with two participants.
Included here are the characteristics of the two qualitative component participants,
followed by the key themes and sub-themes that were identified in the course of the
qualitative descriptive analysis of the interview data. The themes and sub-themes so
identified describe the experience of two of the men with pregnant partners who
participated in the online MBSR program. Illustrative participant excerpts are provided
for each of the themes and sub-themes.
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Chapter Six (Discussion and Conclusion): In this chapter, the findings of the study are
discussed in relation to the findings of other research that has addressed similar concerns.
The chapter commences with an outline of the demographic data of the study participants.
This is followed by the quantitative findings that are discussed in relation to the research
aims of the study and current research literature to form an analytic core of the
quantitative results. The textual findings of the qualitative component are then discussed
and integrated with quantitative results to provide a deeper understanding of the
outcomes. The pre-post/test quantitative data and qualitative interview findings were
analysed separately, and the two sets of findings have been presented in detail in Chapter
5. Following Creswell and Plano Clark (2011) the two sets of results are merged into an
overall interpretation in this chapter. Concurrently these findings will then be discussed
in relation to the findings of other research that has investigated the use of Mindfulness
Based Stress Reduction (MBSR) in the treatment of depression, stress and anxiety. The
chapter concludes with discussion of the limitations of the pilot study, recommendations
for future research, and a section providing concluding comments.
References and appendices are provided at the end of the thesis.

1.7 SUMMARY
This chapter provided background information pertinent to understanding the concept of
stress and the consequences of unmanaged stress during the perinatal period. An overview
of possible treatments to mitigate stress was presented. Mindfulness-based Stress
Reduction, as a strategy for stress reduction was explored in depth, with a discussion of
the potential use of an online MBSR program for men with pregnant partners. Research
objectives for this study were presented along with the research question and operational
definitions. Finally, the organisation of this thesis was outlined to guide the reader. The
next chapter, the literature review, examines published research on MBSR.
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CHAPTER TWO: INTEGRATED LITERATURE
REVIEW
2.1 INTRODUCTION
The emotional wellbeing of men with pregnant partners is central to supporting both the
woman and the child (Bergstrom, 2013a; Wynter et al., 2013). There is substantive
evidence to support that high levels of stress are as prevalent for men as women in the
perinatal period (Bergstrom, 2013a; Letourneau et al., 2011; Wynter et al., 2013).
However, there is a paucity in the literature around specific antenatal programs that
support men in managing the stresses, life changes and challenges experienced both
during and following their partners’ pregnancy. One option for providing structured
psychological support for men, during the perinatal period, is training in the use of
mindfulness techniques. Pregnancy is an important time of change, growth and stress, not
only for the woman, but also for her partner, baby/babies and family (Duncan &
Bardacke, 2010). The transition into parenthood can be perceived as stressful for some
parents, with stress identified as a catalyst for significant risks to health and well-being
(Duncan & Bardacke, 2010). A recent systematic review examining the prevalence and
course of anxiety disorders in men across the perinatal period concluded that the
pregnancy of a partner is one of the most anxious and stressful times men experience
(Leach, Poyser, Cooklin, & Giallo, 2016). Additionally, a lack of support for men during
this perinatal period exacerbates the anxiety and stress men experience (Leach et al.,
2016). The literature reviewed from this thesis has been published in two articles (Jones,
Ebert & Hazelton, 2017a; Jones Ebert & Hazelton, 2017b) in The British Journal of
Midwifery, copies of which can be found in the appendices.

Mindfulness-based stress reduction (MBSR) has been shown to be effective in helping
women manage perceived stress and anxiety during the perinatal period (Duncan &
Bardacke, 2010; Goodman et al., 2014). Various adaptations of MBSR have been shown
to be beneficial to both men and women in other areas of health, especially mental health
(Bergen-Cico, Possemato, & Cheon, 2013; Bowlin & Baer, 2012; Hall et al., 2016).
Mindfulness-based stress reduction has been used for men across a range of health
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settings with success. Whilst the use of mindfulness-based stress reduction during the
perinatal period has demonstrated efficacy for men almost all programs during the
perinatal period are aimed at women (Gambrel & Piercy, 2015a, 2015b). The aim of the
integrative review set out in this chapter was to synthesise literature regarding the
effectiveness of mindfulness-based interventions used for men during the perinatal
period. Currently there is no mental health screening or interventions such as stress
reduction or emotional management skills targeted specifically to men with pregnant
partners. This integrated review reveals that MBSR programs have the potential to benefit
men in their transition to parenthood.
This integrative literature review examines the use of mindfulness-based stress reduction
(MBSR) for men in the perinatal period and discusses the applicability of MBSR for men
with pregnant partners. The aim was to synthesise literature regarding the effectiveness
of MBSR interventions used for men during the perinatal period and identify trends,
themes and gaps in the literature. The review was guided by the question, “Can
mindfulness-based stress reduction reduce stress in men with pregnant partners during
the perinatal period?”
The transition to parenthood for men is commonly described as both stressful and
challenging (Genesoni & Tallandini, 2009; Leach et al., 2016). While the traditional view
of fathers as breadwinners and disciplinarians has transitioned in recent decades to that
of a more engaged and involved parental role, there is scant research on the impact on
men’s emotional wellbeing, of the increased roles and responsibilities and how to support
men during this time (Genesoni & Tallandini, 2009; Leach et al., 2016).
A literature review examining men’s psychological transition to parenthood during the
perinatal period, undertaken in the United Kingdom by Genesoni and Tallandini (2009),
revealed that the most stressful time for men during the perinatal period was during their
partner’s pregnancy. During this time men are thought to undergo a psychological reorganisation of the self. Leach et al. (2016) suggest that male psychological distress in
the antenatal period may be related to poor relationship satisfaction, financial burdens,
and poor job quality, which intensify during pregnancy. The distress experienced by men
could have detrimental effects on their pregnant partners with women being twice as
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likely to experience anxiety and depressive disorders if their male partners have an
anxiety related disorder (Leach et al., 2016).
Research indicates that men entering fatherhood encounter multiple emotional risk
factors, with fathers shown to be as vulnerable to depression and emotional issues as
mothers (Wilkes, Mannix, & Jackson, 2012). Perinatal mental health disorders affects 1
in 7 pregnant women and 1 in 20 men (Post and Antenatal Depression Association
[PANDA], 2012). Pregnancy therefore, is a risk factor for the onset or exacerbation of
depressive and/or anxiety disorders for both women and men. Additionally, there is a
significant correlation between younger age and higher risk factors for depression and
stress (Bergstrom, 2013a). Recommendations from the millennium cohort study on the
father’s involvement and impact on family mental health in the United Kingdom outlines
the need for better engagement with men with the emphasis on tailored information for
men (Genesoni & Tallandini, 2009).
Although the introduction of men’s parental leave entitlements over the past decade
across Europe have been observed as a way forward to support men to help support their
pregnant partners, no significant long term programs tailored for men have been
established (Twamley, Brunton, Sutcliffe, Hinds, & Thomas, 2013). Current National
Health Services online information for dads offers no support programs and/or screening
for mental health issues for dads during the perinatal period (National Health Service,
2017). Comparably the Australian Government Department of Health has mandated
routine screening for depression and referral to mental health services for women during
the perinatal period (Rowe, Holton, & Fisher, 2013); however, there are no similar
services for the partners. Furthermore, childbirth education provides mental health
interventions including stress reduction and emotional management skills for pregnant
women but fails to include expectant fathers.
Mindfulness has been used in various forms for women in the perinatal period with
various levels of effectiveness. A small pilot study (n=31) to reduce prenatal stress and
improve mood through an eight week mindfulness intervention demonstrated significant
reduction in anxiety (Vieten & Astin, 2008). Similar findings were also demonstrated in
a pilot study (n=27) incorporating mindfulness into childbirth and parenting programs,
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which demonstrated statistically significant (p< .05) improvement from pre to post test in
mindfulness and reductions in anxiety and depression (Duncan & Bardacke, 2010).
Additionally Goodman et al. (2014) found mindfulness interventions feasible and
acceptable in the decreasing of anxiety and depression whilst increasing compassion and
mindfulness during the perinatal period. Although a small study (n=23), 82% of
participants in the Goodman et al. (2014) research demonstrated improvements post
intervention from baseline measurements and 69.6% improvement for depression. More
recently Duncan, Cohn, and Chao (2017) in a randomised control study (n=30)
incorporated a short time intensive 2.5 day mindfulness childbirth program with
participants recording greater childbirth self-efficacy and mind-body awareness.
Mindfulness in the perinatal period for women has and continues to foster positive
outcomes, with authors universally discussing the importance of larger, long-term trials
using mindfulness for women in the perinatal period (Duncan & Bardacke, 2010; Duncan
et al., 2017; Goodman et al., 2014; Vieten & Astin, 2008).
Mindfulness-based psychological interventions have been shown to be effective in
reducing stress in various clinical and non-clinical populations (Grossman, 2008; KlaininYobas, Cho, & Creedy, 2012; Sharma & Rush, 2014). However, to date there has been
scant research undertaken that investigates the outcomes of mindfulness-based
interventions for men during the perinatal period.
Pregnancy presents a unique opportunity for midwives/health professionals to engage not
only with the mother-to-be but also the father-to-be, in programs that can have a positive
impact on the family unit throughout the child-rearing years (Genesoni & Tallandini,
2009; Letourneau et al., 2011). Recent studies postulate significant links between the
positive involvement and support of fathers and reduction in maternal anxiety and
depressive symptoms in the postnatal period and beyond (Sapkota, Kobayashi, & Takase,
2013). Men play a vital role in the support of their pregnant partners and the emotional
development of their children. However, the emotional wellbeing of men and the support
available to them is poorly understood or addressed within the context of becoming a
father.
Mindfulness is a process of awareness and acceptance of the present moment, including
31

thoughts, feelings, sensations, environment and physical wellbeing. Mindfulness involves
using a state of relaxation that emphasizes not getting caught up in emotional reactions
and feelings to events through techniques that allow the regulation of emotional reactivity
and fast recovery from negative/unpleasant emotional experiences (Kabat-Zinn, 2003).
Mindfulness as a therapeutic practice has been developed from the philosophical and
theoretical concepts of Buddhism. Developed from 2,500-year old cultures of South and
Southeast Asia, Buddhism offers an effective system for the exploration of the mind and
consciousness of one’s self (Gunaratana & Gunaratana, 2011). Buddhism has been
described as a theology, offering a direct connection to the spiritual or divine realm
through meditative practices (Epstein, 1998). Gunaratana and Gunaratana (2011) describe
Buddhism as a psychology or state of mind rather than a religion, enabling meditative
exploration of one’s own reality, through the microscopic investigation of perceptions
and awareness.
The introduction of mindfulness-based interventions initiated clinical research which led
to the development of the therapeutic intervention now known as mindfulness-based
stress reduction (MBSR) (Kabat-Zinn, 1982, 1994b). Hybridized forms of mindfulness
interventions were developed and the research literature on mindfulness-based
interventions increased substantially (McCown, 2013). Mindfulness-based stress
reduction interventions are being used increasingly for health problems not previously
considered amenable to psychologically focused treatments (Byrne, Hauck, Fisher,
Bayes, & Schutze, 2014; Majumdar, Grossman, Dietz-Waschkowski, Kersig, & Walach,
2002). MBSR interventions are well established as a treatment option for a wide range of
psychological health issues and are recognized for their potential to reduce stress and
increase the person’s ability to develop skills that improve psychological functioning
(Grossman et al., 2004; Monshat et al., 2013; Sharma & Rush, 2014). In the last decade
clinical improvements have been attributed to the use of MBSR in a range of mental
health problems including anxiety, depression, suicidal ideation and perinatal mental
health (Dunn, Hanieh, Roberts, & Powrie, 2012; Serpa, Taylor, & Tillisch, 2014).
Mindfulness techniques have also been shown to be beneficial in treating individuals with
alcohol and other drug disorders, reducing relapse and increasing the efficacy of adjunct
treatments (Hsu, Collins, & Marlatt, 2013; Witkiewitz et al., 2014).
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These interventions are being used increasingly for health problems not previously
considered amenable to psychologically focused treatments (Byrne et al., 2014;
Majumdar et al., 2002) and are rapidly gaining popularity for use in a range of clinical
and non-clinical populations, including female and male, young and old (Brown,
Marquis, & Guiffrida, 2013).
The aim of this integrative review was to synthesise literature regarding the effectiveness
of mindfulness-based interventions used for men during the perinatal period.

2.2 SEARCH STRATEGY
An integrative review of existing literature was undertaken to identify and analyse
research-based literature about what is known about the benefits of MBSR in reducing
stress in men during the perinatal period. An integrative literature review was chosen as
the most appropriate methodology as this approach is considered to be instrumental in
providing a more comprehensive understanding of concepts and healthcare issues, using
a wide range of methodologies and research designs, affording the potential for new
perspectives and conceptualization of a topic (Whittemore & Knafl, 2005). Souza et al.
(2010) list five essential stages of knowledge integration required in developing a more
complete understanding of a topic. The stages, problem identification, literature search,
data evaluation and data analysis are described in Table 1. Although combining research
from diverse designs can become complex and challenging as discussed by Souza et al.
(2010) a systematic and rigorous approach such as the 5 step process will reduce biases
and error. Whittemore and Knafl (2005) support a similar approach to that of Souza et al.
(2010) in maintaining an integrated review process through following a five step process.
Additionally, rigorous integrative reviews allow various perspectives of a given subject
to be examined forming new knowledge bases from which new clinical practices are
developed (Souza et al., 2010; Whittemore & Knafl, 2005).
The following section uses the five stages as outlined by Souza et al. (2010), as the basis
for identifying and reviewing literature on the use of MBSR interventions for men with
pregnant partners.
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Table 1: Five stages of an integrative review adapted from Souza et al. (2010)
Stage

Processes Undertaken

1. Preparing

the The reviewer/s clearly define the participants, the intervention

guiding question

to be evaluated and the results to be measured (Souza et al.,
2010)

2. Searching

or The processes undertaken to search for literature, the

sampling

the

databases included and other search strategies and the

literature
application of inclusion and exclusion criteria, are outlined
(Souza et al., 2010)
3. Data collection

The means of data collection is described, including the
selected critical appraisal checklist and appraisal tools. The
reviewer also demonstrates the appropriateness of the tools
(Critical Appraisal Skills Programme (CASP), 2014)

4. Critical analysis of This phase includes the grouping of studies to weigh rigor,
the

studies

validity of methods and results to determine usefulness. With

included
hierarchical organization based on the design of the research
and levels of evidence (Souza et al., 2010)
5. Discussion
results

of The reviewer provides the reader/s with an interpretation and
synthesis of results, identifying gaps in knowledge and
priorities for further research (Souza et al., 2010)
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2.3 PROBLEM IDENTIFICATION
The emotional wellbeing of men with pregnant partners is central to supporting both the
woman and the child (Bergstrom, 2013a; Wynter et al., 2013). There is substantive
evidence to support that high levels of stress are as prevalent for men as women in the
perinatal period (Bergstrom, 2013a; Letourneau et al., 2011; Wynter et al., 2013).
However, stress experienced by men is more likely to be displayed as anger and violence
rather than the anxiety and depression that is generally displayed by women during the
perinatal period (Beddoe, Yang, Kennedy, Weiss, & Lee, 2009). Research by Genesoni
and Tallandini (2009) has established the perinatal period for men as one of the most
demanding periods in life in terms of change in psychological reorganization of the self.
The authors report that the experience of becoming a father is one of the most
interpersonally and intra personally challenging times for men as they deal with the reality
of becoming a parent (Genesoni & Tallandini, 2009). Currently maternity care mandates
routine screening for mental health and referral to mental health services for women
during pregnancy (Rowe et al., 2013). However, there is no mental health screening or
interventions such as stress reduction or emotional management skills targeted
specifically to men with pregnant partners (Jones, Rossiter, & Ebert, 2014).

2.4 LITERATURE SEARCH
The following electronic databases were searched: Cumulative Index to Nursing and
Allied Health Literature (CINAHL), Maternity and Infant Care Database (MIDIRS),
Medical Literature Analysis and Retrieval System Online (Medline) and, Medica
Database (Embase). A combination of twelve key terms: Mindfulness, MBSR, Insight
meditation, Stress reduction, Mindful meditation, Stress reduction, Mindful meditation,
Emotional wellbeing, Fathers, Perinatal, Pregnancy, Dad, Men and Male were used in the
aforementioned databases.

Additional to electronic searching, hand searching of

reference lists from retrieved articles was also undertaken. All retrieved electronic
literature was imported into a reference management software program for management.
No date restrictions were applied.
The inclusion/exclusion criteria for this integrated review were guided by the question
“Can mindfulness-based stress reduction reduce stress for men with pregnant partners
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during the perinatal period” to ensure a focused selection of research literature.
Table 2: Inclusion and exclusion criteria
Inclusion criteria

Exclusion criteria

English and non-English studies that had
been translated to English

Non-English studies where translation
was unavailable

Mindfulness-based stress reduction
interventions used for men during the
perinatal period.

Non mindfulness-based stress reduction
interventions

Mindfulness-based programs for women
in the perinatal period
Mindfulness-based programs, used
during the perinatal period, with mixed
populations where the data for male
participants was not able to be clearly
identified and analysed separately.

Key search terms (Table 3) were derived from the guiding question as set out above and
used in combination.
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Table 3: Search strategy used for CINAHL, MIDIRS, Medline and Embase
Key Search terms

Combinations of search terms used

S1 Mindfulness

S1 OR S2 OR S3 OR S4

S2 MBSR

S5 OR S6 OR S7 OR S8

S3 Insight meditation

S9 OR S10 OR S11 OR S12

S4 Stress reduction

S9 AND S8 AND S1

S5 Mindful meditation

S10 AND S9

S6 Emotional wellbeing

S6 AND S9

S7 Fathers

S8 AND S9 AND S9

S8 Perinatal

S8 AND S9

S9 Pregnancy
S10 Dad
S11 Men
S12 Male

2.5 DATA COLLECTION
Searching of CINAHL, MIDIRS, Medline and Embase occurred with the aforementioned
search terms in the mentioned combinations. The results of the literature search are
detailed in (Figure 1).
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Total Records Identified through
databases searched:
CINAHL n=63

Records identified after removal of
duplicates and assessed by Title
AND Abstract AND Keywords:

manual searching:

Duplicate Records excluded through
Endnote reference manager:

Reasons for exclusion (n=67):
Did not contain words associated
with review question

Reasons for exclusion (n=56):
Population (n=30)
Intervention (n=26)

Full text articles retrieved for detailed
examination:

Studies assessed for methodological
quality using the critical appraisal
skills programme (CASP) criteria:

Studies included:

Figure 1 Article Search Database Flowchart
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The initial search resulted in 157 articles from which 32 duplicates were excluded. Titles
and abstracts were reviewed for relevance with 58 articles remaining for further
evaluation. The remaining 58 articles underwent assessment for relevance against the
inclusion and exclusion criteria. Of these 56 articles were excluded; 30 on the basis of
population and timing (studies conducted with both men and women, just women or just
men but not in the perinatal period) and 26 due to the use of interventions other than
MBSR. Two remaining articles were evaluated for methodological quality using the
appropriate Critical Appraisal Skills Program (CASP) tool.

2.6 CRITICAL ANALYSIS OF THE STUDIES INCLUDED
CASP tools are considered an effective way to critically appraise research evidence
(Nadelson & Nadelson, 2014). Specific CASP checklists have been developed for
reviews of randomized controlled trials, systematic reviews, qualitative and quantitative
research (Critical Appraisal Skills Programme (CASP), 2014).
Applying the CASP tool to the remaining two articles resulted in both articles receiving
a CASP approved score > 8. A CASP score of >8 is sufficient to achieve methodological
rigor (Critical Appraisal Skills Programme (CASP), 2014). The first article by Gambrel
and Piercy (2015b) was evaluated using the CASP tool for randomized control trials
scoring 9/11, thereby meeting the inclusion threshold.

The second article also by

Gambrel and Piercy (2015a) was appraised using the CASP tool for qualitative research
and scored 10/10 thereby meeting the inclusion threshold.
Following the approach suggested by Souza et al. (2010) thematic analysis was
undertaken on the included articles, with the findings being compared to the theoretical
reference literature on MBSR. This allows for identification of gaps in knowledge,
affording the possibility to set priorities for future studies (Souza et al., 2010).

2.7 STUDY CHARACTERISTICS
The two articles included in this review are from the same study by Gambrel and Piercy
and involve the same team of authors (Gambrel & Piercy, 2015a, 2015b). The first article
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Gambrel and Piercy (2015b) reported on the quantitative results of a mixed methods
randomized controlled trial undertaken in the United States of America. The second
article reported on the qualitative findings from the same project. Participants were
couples (n=33) expecting their first child. Of these, 16 couples were assigned to a four
week MBSR program (treatment group) and 17 couples to a wait list (control group)
(Gambrel & Piercy, 2015a). This design is considered to be the gold standard in research
trials (Creswell, 2014). The use of mixed methods designs is said to allow studies to
transcend false dichotomies between the two methods. Pragmatically, the two
methodological approaches complement each other in answering the research question
(Creswell & Plano Clark, 2011).
Results from this review are presented as themes drawn from the two included studies
Table 4 and considered within the context of other theoretical and research literature that
is relevant to the phenomenon under investigation as presented in Table 5 (Souza et al.,
2010).
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Table 4 Included Studies
Author/ Date

Research Hypotheses

Methodology

Conclusions

Implications for

Limitations of study

Future research and
practice
1.
Gambrel, L., & Piercy, F.
(2015). MindfulnessBased Relationship
Education for Couples
Expecting their First
Child- Part 1: a
randomized mixed
methods program
evaluation. Journal of
Marital and Family
Therapy, 41(5), 1-14.

Evaluating a mindfulness
program used to enhance the
relationship of couples expecting
their first child

Mixed methods randomised
clinical trial. Small study of
33 couples (n=16)
treatment group (n=17)
compared to a waitlist
control group with mixed
methods analysis

Men in the treatment group
had significantly improved
measurements in
mindfulness and
satisfaction.
Mixed method analysis
outlined differences in
social support
demonstrating men felt less
natural social support then
women did

2.
Gambrel, L., & Piercy, F.
(2015). MindfulnessBased Relationship
Education for Couples
Expecting their First Child
– Part 2:
Phenomenological
Findings. Journal of
Marital and Family
Therapy, 41(1), 5-24.

Evaluating a mindfulness
program used to enhance the
relationship of couples expecting
their first child

Second phase of part one,
a phenomenological study
based on semi-structured
interviews with 13 couples.
In this study no new themes
had emerged after the first
10 transcripts leading to
saturation.

Participants stated that
improvements were noticed
through an increased
awareness, acceptance and
deepened connectedness
with their partners. Male
participants felt that their
identify as fathers was
enhanced resulting in being
more confident about
becoming fathers

Larger studies are required,
authors believe that the brief
length of the program (4
weeks) and small sample size
did allow differences to
emerge. Practice of
mindfulness by participants
was not related to outcomes
for both men and women,
more specific measures of
mindfulness are required to
measure outcomes based on
the quality of mindfulness
both formal and informal
The authors postulate that
mindfulness interventions
aimed at couples could be
beneficial for the preventing
of relationship decline that is
common in the transition to
parenthood

Small study of 33 couples
(n=16) treatment group and
(n=17) to a waitlist control
group. Participants consisted of
highly satisfied couples with
high level education that may
have limited the outcomes.
Short intervention time frame of
4 weeks

Authors conducted the semistructured interview (as well as
analysis) and were known to
the participants. Whilst this may
be problematic, connection
between researcher, participant
and the interpretive process is
consistent with the
phenomenological approach.
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Table 5 Theoretical and Research Literature
Author/ Date

Research Hypotheses

Methodology

Conclusions

Implications for

Limitations of study

Future research and
practice
1.
Asl, N., & Barahmand,
U. (2014). Effectiveness
of mindfulness-based
cognitive therapy for comorbid depression in
drug-dependent males.
Archives of Psychiatric
Nursing, 28(5), 314-318.

Examines the effect of
Mindfulness-Based Cognitive
Therapy (MBCT) in decreasing
depression symptoms in dullydiagnosed males.
Mindfulness based cognitive
therapy is effective in reducing
depression symptoms in dually
diagnose males.

RCT
Sample comprised of drug
dependent males who
suffer from symptoms of
depression. 35 individuals
were chosen randomly and
assigned to either the
intervention group (n=18)
or the control group of
(n=17).
Intervention period with
eight sessions of training
as two-hour sessions each
week.
Beck depression inventory
two administered pre-and
post-intervention

Study confirms cultivating
a more mindful way of
being is associated with
less depression.
Additionally, implies that a
reducing of emotional
distress results in a more
positive state of mind.

Authors suggest that the
findings allow for psychiatric
nurses to integrate
mindfulness psychotherapy
approaches and treatments
into clinical practice.

Initial expectations of the
participants could have
affected the success of
intervention. Generalisation of
results in the study is limited
by a small sample size;
suggested that future research
should involve the use of
larger cohorts.
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2.
Gallagher, K., Hudepohl,
A., & Parrott, D. (2010).
Power of being present:
the role of mindfulness
on the relation between
men’s alcohol use and
sexual aggression
toward intimate
partners. Aggressive
Behavior, 36(6), 405413

Examines the correlations
between the levels of
mindfulness and their history of
alcohol consumption in males in
relation to sexual aggression
towards their partners.
Authors suggest that men who
are high in mindfulness maybe
less susceptible to the effects of
alcohol postulating that this
would lessen sexual aggression
against their partners.

Recruitment of 203
heterosexual drinking
males aged between 21
and 35. Final sample of
167 males’ Quantitative
descriptive statistics,
measuring tools including
the frequency and quantity
of drinking scale, The
Mindful Attention
Awareness Scale and the
sexual coercion subscale
of the revised conflict
tactics scale

Results from study
indicated that a history of
consuming more alcohol
correlates with an
increasing perpetration of
sexual coercion and
aggression against
Intimate partners.

Authors postulate findings
from this study demonstrate
that participants with high
scores in mindfulness were
less likely perpetrate sexual
coercion/aggression towards
intimate partners than those
who are consumed large
amounts of alcohol but
scored low in mindfulness.

Limitations were based on the
assumptions that participants
were intoxicated during the
actual perpetration of sexual
coercion/aggression. As selfreported measures are not
clear how much alcohol was
consumed during these
episodes and/or how
intoxicated the participants
may have been was not
captured.
Generalization of findings due
to variations in stress and
lifestyles as well as ethical
issues pose significant
limitations.

3.
Ghasemipour, Y.,
Robinson, J., &
Ghorbani, N. (2013).
Mindfulness and
integrative selfknowledge: relationships
with health-related
variables. International
journal of psychology,
48(6)

The study examines how
mindfulness and integrated selfknowledge (ISK) is related to
health issues in the general
population in relation to coronary
heart disease (CHD).
Study addressed three aims
looking at the relationship
between the domains of selfawareness and mindfulness,
comparing association between
the two domains and health
related variables and the third
was to see if the relationship
between self-awareness and
health related variables differed
in the general population verses
CHD. Research question

Quantitative survey data
was collected using the
mindfulness attention
awareness scale MAAS
and trait ISK Was collected
using the Integrative Selfknowledge Scale ISS.
103 men were recruited for
the general population
sample. 101 males were
recruited for the healthimpaired sample with CHT.

Men with CHD
demonstrated poor selfawareness and increased
mental health problems in
addition to having an
increase in type 2
interpersonal reaction
styles then men diagnosed
with no current chronic
health condition.
Study demonstrated
mindfulness and ISK
empirically as well as
theoretically are related
even though there was
only a moderate difference
between both the general
and help CHD population.

Findings from the study
suggest that reflective selfawareness has ability to
make unique contributions to
the individual differences of
variables within health
settings. Additionally, this
may have ongoing important
applications for research on
self-awareness and the
design of interventions.

Implications of the study
where not explicitly discussed
or made available within the
article. However, it may be
postulated that generalizability
would be difficult due to the
origin of the population sample
being recruited from a large
cement factory in Tehran.
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hypothesises that type 2
interpersonal reaction styles
mainly being anger and hostility
would change between
mindfulness ISK. It is predicted
that type 2 reaction style would
be higher in CHD that in the
general population and selfawareness lower.

4.
Chambers, S., Foley, E.,
Galt, E., Ferguson, M.,
& Clutton, S. (2012).
Mindfulness groups for
men with advanced
prostate cancer: a pilot
study to assess
feasibility and
effectiveness and the
role of peer support.
Supportive care in
cancer : official journal
of the Multinational
Association of
Supportive Care in
Cancer, 20(6)

Used mindfulness-based
intervention as a means, to
support men with prostate
cancer and specific challenges
that relate to the aggressive and
often incurable nature of the
disease. Very little studies have
been done in the area of
mindfulness interventions and
cancer treatments. With most of
the studies done, have been
with women and early-stage
breast cancer. Therefore, it is
not yet known if approaches in
mindfulness interventions would
be either acceptable or effective
in treating men with advanced
prostate cancer.

A mixed methods study
was used with validated
scales of psychological
and physical adjustment
tools. Additionally,
qualitative enquiry into the
experiences of men within
the treatment was
undertaken.
In total 19 men
participated in an eight
week, 2hour per week
program Qualitative
assessments through semi
structured interviews via
telephone

Study suggests a group
delivery of mindfulness
based cognitive therapy
has the ability to improve
psychological function.
Also demonstrated an
increased usage of
mindfulness skills used
during intervention.
However, no significant
effects for quality of life
and physical functioning
correlated to the
intervention.

Authors believe that the
findings from the study have
relevance to service
programs that offer support
for men with prostate
cancer.
Mindfulness as a cognitive
base therapy is potentially
effective in that it is gentle
enough to incorporate the
needs of men who are
physically unwell providing
them with ways of dealing
with difficult thoughts and
feelings.

Number of participants, as well
as the research design did not
include a control group. As a
result, it is not possible to
conclude that the findings
were solely related to the
intervention.
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5.
Gayner, B., Esplen, M.,
DeRoche, P., Wong, J.,
Bishop, S., Kavanagh,
L., & Butler, K. (2012). A
randomized controlled
trial of mindfulnessbased stress reduction
to manage affective
symptoms and improve
quality of life in gay men
living with HIV. Journal
of behavioral medicine,
35(3)
6.
Bergen, C., Possemato,
K., & Pigeon, W. (2014).
Reductions in Cortisol
Associated With Primary
Care Brief Mindfulness
Program for Veterans
With PTSD. Medical
Care, 52 (5), 25-31. doi:
10.1097/MLR.00000000
00000224

The aim of the study was to
determine if mindfulness would
improve functioning and
mindfulness verses treatment as
usual in men with HIV. Authors
hypothesized that mindfulness
would demonstrate
improvements and psychological
functioning and symptoms of
anxiety depression would
decrease.

RCT, with 2:1
randomization of 117 men
into groups of 14 to 18
participants. Standardised
psychological measures
undertaken at baseline
intervention and 6 months
follow up.

Findings supported that
improved mindfulness
through intervention
decreased levels of
anxiety and depression.
These benefits were also
apparent at 6 months
follow up.

Authors believe that
mindfulness plays a
significant role in the
treatment of gay men with
HIV, stating that the ease
and availability in which
mindfulness can be
delivered would make
mindfulness interventions
easy to integrate into clinical
practice environments.

The treatment as usual groups
did not take any other
treatments into consideration
such as antiviral or
psychotropic medication as
variables. Additionally,
population was gay men with
HIV and not generalizable to a
larger population.

Use of mindfulness interventions
with cortisol levels to examine
any possible correlation
between, intervention and
control group, for reduction in
cortisol levels resulting in
decreased stress and anxiety.

RCT, TUA n=21 and
intervention n=19,
intervention consisted of
weeks of mindfulness
intervention with diurnal
cortical levels per and post
intervention.

Authors findings suggest
that mindfulness
interventions are related to
a decrease in cortisol
levels, additionally that the
more mindfulness
interventions undertaken
the greater the lowering of
cortisol levels.

Study supports the use of
cortisol levels as a means
for measuring the
effectiveness of mindfulness
interventions.

Limitations of this study were
the small sample size and the
lack of post intervention follow
up, an inclusion of longitudinal
baseline cortisol levels for
veterans with PTSD would
have also been beneficial in
comparison of findings.
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7.
Ives-Deliperi, V.,
Howells, F., Stein, D.,
Meintjes, E., & Horn, N.
(2013). The effects of
mindfulness-based
cognitive therapy in
patients with bipolar
disorder: a controlled
functional MRI
investigation. Journal of
Affective Disorders,
150(3), 1152-1157. doi:
10.1016/j.jad.2013.05.0
74
8.
Hölzel, B., Carmody, J.,
Vangel, M., Congleton,
C., Yerramsetti, S.,
Gard, T., & Lazar, S.
(2011). Mindfulness
practice leads to
increases in regional
brain matter density.
Psychiatry research,
191(1), 36-43. doi:
10.1016/j.pscychresns.2
010.08.006

Study undertaken with the aim to
investigate the effects of
mindfulness-based interventions
in bipolar disorder in a controlled
MRI study.

Quantitative measures of
23 participants n=16 in first
intervention group, wait
group of n=7. Results
compared to control group
n=10 health individuals.

Activation in various
regions of the pre-frontal
cortex correlated with
significant changes in
anxiety and improved
emotion regulation.

Findings suggest that
mindfulness intervention
improves emotional
regulation and reduces
anxiety in bipolar disorders.

Limitations of this study
include a small control group.

Aim to investigate pre and post
changes in the brain grey matter
concentration, attributed to a
mindfulness-based intervention.

Experimental control
longitudinal study, of
healthy individuals with a
waiting list control group n17, MRI imaging pre and
post 8-week mindfulness
intervention and the FFMQ
were used.

Findings suggest that
mindfulness has the
possibility to increase grey
matter in the brain and
improve emotional
processing and regulation.

Authors consider being able
to increase grey matter in
the brain could improve
mental function and
emotional regulation, thus
making MBSR an
indispensable tool as a
behavioural intervention.

Authors note that MBSR is a
multifaceted group and other
positive components may
have also resulted from the
MBSR, such as group
interaction and exercise. Both
are known variables to
improve neurogenesis in the
brain. Small sample size
requiring larger RCT groups
for replication.
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9.
Williams, J., Alatiq, Y.,
Crane, C., Barnhofer, T.,
Fennell, M., Duggan, D.,
. . . Goodwin, G. (2008).
Mindfulness-based
Cognitive Therapy
(MBCT) in bipolar
disorder: preliminary
evaluation of immediate
effects on betweenepisode functioning.
Journal of Affective
Disorders, 107(1-3),
275-279. doi:
10.1016/j.jad.2007.08.0
22

Experiment to explore the
feasibility and potential benefits
of mindfulness-based
interventions for individual
suffering bipolar disorder.

Study used data from a
pilot RCT trial on
mindfulness intervention
for individuals with bipolar
disorder. This study
focused on the between
episodes of anxiety and
depressive symptoms and
the immediate effects of
mindfulness interventions
versus wait list on the
levelling of anxiety and
depression.

Results suggest that
mindfulness- based
interventions have an
immediate effect on
anxiety and depressive
symptoms among
individuals with bipolar.

Study indicates the need for
further investigation into the
use of mindfulness based
interventions

Limitation based on the small
sample size, transferability
would be difficult due to
participants in the study all
having suicidal behaviours,
thus finding cannot be
generalised.

10.
Woolhouse, H., Mercuri,
K., Judd, F., & Brown, S.
(2014). Antenatal
mindfulness intervention
to reduce depression,
anxiety and stress: a
pilot randomised
controlled trial of the
MindBabyBody program
in an Australian tertiary
maternity hospital. Bmc
Pregnancy and
Childbirth, 14(1), 369.
doi: 10.1186/s12884014-0369-z

Aims of this study were to test
the feasibility of a 6-session
mindfulness course, and to
inform the possible development
of an RCT antenatal mindfulness
intervention.

Study used both
quantitative and qualitative
design in two parts, first
part a non RCT for women
at risk of mental health
problems and the second
part as a true RCT

Findings of this study
provided evidence that
mindfulness interventions
have efficacy in the
reduction of psychological
distress in pregnant
women.

Study demonstrates the
feasibility for mindfulness as
an intervention in the
antenatal period. Gave
awareness to the challenges
of recruitment in early
pregnancy for mindfulness
interventions.

Small sample size, with selfselected sample used for the
qualitative component of
study.
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From the two articles meeting the inclusion criteria and the supporting research literature five
themes were identified: variations in mindfulness-based stress reduction, essential
ingredients of mindfulness, engagement of participants in mindfulness, measuring
mindfulness, and mindfulness study limitations.

2.8 VARIATIONS IN MINDFULNESS-BASED STRESS REDUCTION
(MBSR)
From the emergence of MBSR in the early 1970s variations on the standard MBSR model
have been the subject of much debate. Jon Kabat-Zinn, a pioneer in the development of
MBSR introduced what is now considered to be the standard program model in 1979 at the
University of Massachusetts (White, 2013). The program consisted of 2.5 hour sessions each
week for eight weeks, as well as a one-day silent retreat and a commitment from participants
to practice learnt mindfulness for 45 minutes per day, 6 days a week (White, 2013). Whilst
Jon Kabat-Zinn developed the standard frame work for an eight week MBSR program, by
1982 he was using and evaluating hybridized forms of the intervention such as a ten week
program for the treatment of chronic pain (J Kabat-Zinn, 1982). Since the original
development of MBSR by Kabat-Zinn (1982), Bergen-Cico et al. (2013) have challenged
the view that MBSR must be rigidly applied using the standard model, and a range of MBSR
programs have been developed based on the needs of intended participants and resource
availability.

Variations of MBSR in clinical populations are as diverse as the psychological and physical
illnesses affecting these populations. In relation to the clinical treatment of mental health
problems, Grossman et al. (2004) in a meta-analysis of MBSR indicated that the interventions
provided via a structured program of 8 to 10 weeks duration improved quality of life, coping,
depression and anxiety outcomes, using standardized measures. A meta-analysis conducted
Klainin-Yobas et al. (2012) indicated that the effects of MBSR were significantly associated
with the duration of the program. However, other studies have indicated the effectiveness of
MBSR for mental health problems when delivered through less intense programs of shorter
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duration (Bergen-Cico et al., 2013; Zeidan, Johnson, Diamond, & David, 2010). Research by
Zeidan, Gordon, Merchant, and Goolkasian (2010) suggests the efficacy of MBSR programs
in which the duration is as short as 4 days, as measured through improved visual-spatial
processing, working memory and executive functioning, and decreased stress; benefits
normally associated with standard 8 -10 week MBSR programs. In a study evaluating a brief
5 week MBSR program, Bergen-Cico et al. (2013) demonstrated the ability of the
intervention to reduce anxiety whilst increasing psychological well-being. The findings of
the two articles included in the review were consistent with those studies referred to above
(Gambrel & Piercy, 2015a, 2015b). That is, brief MBSR interventions with content similar
to programs of between 8 and 10 weeks duration, can reduce anxiety and improve
psychological well-being. The availability of brief versions of MBSR with established
effectiveness has important implications for increasing access to an evidence-based
intervention within the resource limitations typically experienced by mental health service
providers (Zeidan, Gordon, et al., 2010).
In summary the studies included in this integrated review and the length of mindfulness
interventions used vary significantly. Regardless of the timeframe used mindfulness
interventions are about the doing and the duration of mindfulness interventions can be based
on the participants’ characteristics and how the intervention is to be delivered rather than a
one size fits all approach.

2.9 ESSENTIAL INGREDIENTS OF MBSR INTERVENTIONS
This theme addresses the components that comprise MBSR and whether there is evidence
that some components are more important in contributing to the impact of the intervention
than others. Kabat-Zinn (2002) draws attention to two key theoretical aspects of mindfulness.
First, mindfulness involves a purposeful deep attention that allows a non-conceptual
awareness; this removes the automaticity and habitual unawareness of everyday moments.
Second, is the practice of focusing on those things we rarely pay attention to such as
breathing. Being mindful of and focusing on breathing, letting the act of breathing occur
naturally but watching it attentively, provides opportunities for our mind to wander off, and
then be brought back to attending to our breathing (Kabat-Zinn, 2002). Attending mindfully
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to breathing allows the participant to drop in on the present moment. This approach of paying
attention (being mindful) to one primary object (breathing) whilst allowing thoughts to come
and go without judgment are two of the main ingredients of MBSR interventions (KabatZinn, 2002).
The MBSR intervention evaluated in the two articles involved in the review used mindfulness
techniques that were consistent with those developed by Kabat-Zinn (1996) to improve
presence and awareness in participants (Gambrel & Piercy, 2015a, 2015b). Formal
mindfulness practices used in the MBSR sessions to improve participants’ presence and
awareness included the mindfulness of breathing and open awareness. While Dobkin and
Zhao (2011) suggest a link between the reduction of depressive symptoms, stress, and
medical symptoms using MBSR interventions they were not able to demonstrate a
relationship between any one particular MBSR practice and outcomes. This raises questions,
not only regarding the duration of meditation practices necessary to accrue benefits but also
whether the benefits gained rely on any particular mindfulness activities and/or the active
engagement of the participant in MBSR interventions.
Gambrel and Piercy favourably point out the capacity of MBSR interventions to be
condensed with no apparent reduction in efficacy in nonclinical populations (Gambrel &
Piercy, 2015a, 2015b). Conversely, the use of condensed MBSR interventions also appears
to have similar results in clinical populations. Whilst the key mindfulness ingredients cannot
be extrapolated, similarities can be inferred, namely mindfulness is about a purposeful deep
attention and focusing on that which we never pay attention to (Bergen, Possemato, &
Pigeon, 2014; Zeidan, Gordon, et al., 2010). According to Kabat-Zinn (2011) the emphasis
of mindfulness has always been on awareness of the present and acceptance of things as they
are from moment to moment.
In summary, this supports and builds upon the notion that whilst no one standardised
mindfulness program exists, there are key practices embedded in all mindfulness
interventions which can be extrapolated around the implementation of breathing and
awareness. Regardless of length of intervention and delivery method, similarities in
50

mindfulness studies all share the common trait of purposeful deep attention to that which we
never pay attention to.

2.10 ENGAGEMENT OF PARTICIPANTS IN MINDFULNESS
The male participants involved in Gambrel and Piercy’s mixed method RCT study reported
that social support that women may experience during pregnancy (mother support groups,
friends and family excited about the pregnancy) is different to what men experience in the
way of support (Gambrel & Piercy, 2015a, 2015b). Support experienced by pregnant women
during the perinatal period such as antenatal education classes and maternity clinics/visits
are primarily woman focused; this may have contributed to men’s deeper engagement in the
mindfulness program, resulting in greater benefits as recorded in the study outcomes
(Gambrel & Piercy, 2015a, 2015b).
Furthermore, Gambrel and Piercy suggest that while it is unclear as to which specific
activities resulted in improved mindfulness in men, the key appears to be engagement. These
authors postulate that high functioning couples could benefit from access to self-guided
programs (Gambrel & Piercy, 2015a, 2015b). Gambrel and Piercy define high functioning
couples as those with high socioeconomic and educational status with strong happy
relationships, scoring above 170 on the Couples Satisfaction Index (CSI). Promoting access
to mindfulness programs through online delivery and self-study options may afford
accessibility and ease of use thus resulting in meaningful engagement (Gambrel & Piercy,
2015a, 2015b).
Development of web and app-based technologies and their widespread use is changing the
attitudes and help seeking behaviours of people with mental health problems. H. Christensen
and Hickie (2010) suggest web-based psychoeducation provides earlier and better
management of mental health problems. A recent RCT by Morledge et al. (2013) examined
the feasibility of an online mindfulness program to reduce stress. Participants were recruited
using flyers and advertising in clinics and health care facilities. Participants (N=551)
undertook a 12 week Internet Stress Management (ISM) program in which email contact
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details were automatically randomized into, control (n=184), ISM (n=183) and ISM+
message board support (n=184) with the control group receiving ISM after the completion of
the trial (Morledge et al., 2013). No significant differences were observed between the ISM
and ISM+ groups. In summary, Morledge et al. (2013) found that the ISM program was
effective in reducing perceived stress and improving mindfulness. Regardless of engagement
ISM or ISM+ demonstrated a reduction in stress with continued mindfulness improvements,
correlating with other MBSR programs. No research has as yet evaluated online MBSR
programs verses face-to-face delivery of MBSR for men in the perinatal period.
In summary, the adaptability of mindfulness across a multitude of delivery methods provides
evidence that mindfulness interventions can and should be adapted to provide greater
engagement by the intended participants.

2.11 VARIATIONS IN MEASURING MINDFULNESS
In the mixed methods studies conducted by Gambrel and Piercy the following measures were
used; the Couples Satisfaction Index (CSI) (Funk & Rogge, 2007), which was developed to
measure relationship satisfaction, and the Five Facet Mindfulness Questionnaire (FFMQ) (R.
A. Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006), which yields a combined
mindfulness score. The Interpersonal Reactivity Index (IRI) was also included (Davis, 1983).
The IRI is a self-report measure of general empathy, comprised of 3 subscales, totalling 21
items, measuring affective and cognitive aspects of empathy. The Self-Dyadic PerspectiveTaking Scale (SDPTS) (Long, 1990) was also used to measure empathy towards partners and
the Depression Anxiety Stress Scale-21 (DASS-21) (Lovibond & Lovibond, 1995) was used
to yield a combined score of negative emotional states (Gambrel & Piercy, 2015b). All
measures but one (mindfulness) as reported in the study indicated no significant differences
between the treatment and control groups for the male participants’ pre-test quantitative
scores. Men in the control group were found to have a significantly higher mindfulness total
score than men in the treatment group at baseline (F(1,29) = 4.84; p = .04). No significant
differences were found between the treatment and control groups on demographic
characteristics including age, race, length of relationship, marital status, educational
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attainment, length of partners pregnancy, and experience with mindfulness practice (Gambrel
& Piercy, 2015b). Significant improvement was demonstrated for men in the treatment group
for relationship satisfaction, F(1,29) = 4.17, p ≤ .05, and mindfulness F(1,29) = 6.22, p < .05
compared to those in the waitlist control group pre and post-test. No significant results were
found for men for three measures of empathy (general, self in relationship, and partner in
relationship), positive affect, and negative emotional states (Knabb, 2012). Quantitative
measures for women demonstrated no significant variance for all outcome variables (BergenCico et al., 2013). The following studies measuring mindfulness demonstrate similar findings
in qualitative mindfulness measurements across a diverse range of populations and variables.
Gallagher, Hudepohl, and Parrott (2010) examined the link between the level of aggression
towards female partners, alcohol consumption and mindfulness. Male participants (n=167)
were surveyed using the Mindfulness Attention Awareness Scale (MAAS) (Brown & Ryan,
2003). The results indicated that: frequent alcohol consumption and lower levels of
mindfulness were associated with an increase in aggression towards intimate partners.
Participants scoring higher on mindfulness were less likely to engage in aggression towards
intimate partners. Gallagher et al. (2010) suggest that mindfulness is a component in the
reduction of aggression towards women by male alcoholics. This evidence suggests that
mindfulness has a synergistic relationship with aggression that may be a modifiable risk
factor in reducing aggression towards women (Gallagher et al., 2010). Whilst this study is
suggestive, limitations such as self-reporting on level of alcohol intake and the extent of
intoxication at the time of aggressive episodes means that the findings should be approached
with caution (Gallagher et al., 2010).
Similarly to Gallagher et al. (2010), a study by Ghasemipour, Robinson, and Ghorbani (2013)
examining mindfulness and self-knowledge without intervention in relation to health related
variables demonstrates that increased levels of mindfulness can contribute to improved health
outcomes. Two groups of men undertaking mindfulness interventions were compared; group
one with no known medical condition (n=103) and the other group (n=101) with coronary
heart disease (CHD). Ghasemipour et al. (2013) found that the group with no known medical
conditions had similar results to the group with CHD. Results obtained using the MAAS and
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the Integrative Self Knowledge Scale (ISK), Ghasemipour and Robinson’s (2013) findings
are consistent with previous research by Grossman et al. (2004) showing a correlation
between lower mindfulness scores and an increase in mental health problems in men with
CHD. The results indicate a link between lower levels of mindfulness and poor health
outcomes (Ghasemipour et al., 2013). There is a growing body of evidence to suggest that
lower levels of mindfulness are positively associated with poorer health outcomes and that
mindfulness as an intervention can improve health outcomes.
An experimental study by Asl and Barahmand (2014) measured significant decreases in
depressive symptoms in men who were drug dependent and treated with methadone.
Participants (n=33, intervention group n=16, control group n=17) participated in a 2-hour
weekly mindfulness intervention for 8 weeks. Pre- and post-test measurement was conducted
using the Beck Depression Inventory II (BDI-II) (Beck, Steer, & Ball, 1996). No significant
difference was found between groups (P<. 05) in the pre-test implying comparability of
groups. The post-test scores however, demonstrated significant differences in the control
group (mean 23.65) versus intervention group (mean 16.94). Findings revealed that
mindfulness interventions, used for depressive symptoms, lessen emotional distress and
increase attention to thoughts and emotions thus improving mental health (Asl & Barahmand,
2014). However the limitations of the Asl and Barahmand (2014) study include failure to
provide details of the methadone treatments and how this variable may have distorted the
findings. Additionally, the healthcare providers involved in the methadone treatment
program recruited the participants; it is possible that a power imbalance between the
treatment team members involved in recruitment and the participants influenced the
outcomes measured.
Mindfulness interventions for men with prostate cancer have also been studied showing
reduced anxiety and fear associated with life threating illnesses. In a study by Chambers,
Foley, Galt, Ferguson, and Clutton (2012) participants with prostate cancer participated in a
2-hour weekly mindfulness intervention for 8 weeks. Quantitative data were collected using
the Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983), the Revised
Impact Scale for Prostate Cancer (MAX-PC) (Roth et al., 2003), the Functional Assessment
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of Cancer Therapy Prostate (FACT-P) (Cella et al., 1993) and the Five Facet Mindfulness
Questionnaire (FFMQ) (Baer et al., 2008). Measures were taken at baseline, after the
intervention and at 3 months post-intervention (Chambers et al., 2012). The findings did not
show any improvement in physical functioning or quality of life, which is consistent with the
findings of a systematic review by Smith, Richardson, Hoffman, and Pilkington (2005) and
a meta-analysis by Ledesma and Kumano (2009). The outcomes of the Chambers et al.
(2012) study indicated improvements in anxiety and fear as well as a marked usage of learnt
mindfulness skills by participants, with the 3 month follow up reporting 54% of participants
(n=7) undertaking regular formal mindfulness practices.
An RCT study by Gayner et al. (2012) measuring mindfulness intervention verses treatmentas-usual (TAU) for gay men (n=78 treatment group and n=39 control) with
immunodeficiency virus (HIV) using a 3-hour weekly mindfulness intervention for 8 weeks
revealed positive results. Using standardized questionnaires, the Impact of Event Scale (IES)
(Horowitz, Wilner, & Alvarez, 1979), the Hospital Anxiety and Depression Scale (HADS)
(Zigmond & Snaith, 1983), the Positive and Negative Affect Schedule (PANAS) (Watson,
Clark, & Tellegen, 1988) and the Toronto Mindfulness Scale (TMS) (Lau et al., 2006) the
researchers established that improved mindfulness and reduced anxiety could be achieved
through the use of the mindfulness intervention (Gayner et al., 2012). No statistical difference
was present in the base line measures of the groups, with the PANAS and TMS showing
marked improvements sustained over a 6 month follow up period for the intervention group.
Interestingly, positive affect scores for PANAS were correlated with a decrease in anxiety
and depressive symptoms (Kashdan & Breen, 2008). Others have also noted how an increase
in positive affect is correlated through quantitative measures with increased mindfulness
(Davidson et al., 2003). Improvements in TMS scores reported in the Gayner et al. (2012)
study suggest that increased ability in mindfulness may be associated with improved coping
with ongoing stressors and improved wellbeing. Limitations of the Gayner et al. (2012) study
include failure to describe what was entailed in TAU and the use of antiviral or psychotropic
medications for both the control and intervention groups. The results obtained by Gayner et
al. (2012) are similar to findings by Chambers et al. (2012), in that measured mindfulness
interventions have the potential to reduce anxiety and depressive symptoms, while increasing
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the ability to cope with stressors in men with terminal illnesses. Quantitative findings
obtained through validated survey tools demonstrate efficacy in the measurement of
mindfulness whether measured as an existing trait or as an intervention. Biophysical markers
such as various stress hormones have also been used to measure mindfulness. In studies by
Bergen et al. (2014) reduction in cortisol levels occurred in men with posttraumatic stress
disorder following participation in a 4-week mindfulness program. Other biophysical
changes have been measured using magnetic resonance imaging, including an increase in
grey matter within the brain and the posterior parietal lobe thought to be associated with
mindfulness practices (Hölzel et al., 2011; Ives-Deliperi, Howells, Stein, Meintjes, & Horn,
2013).
In a study of male veterans with post-traumatic stress disorder (PTSD) Bergen et al. (2014)
examined the correlation between cortisol levels and mindfulness interventions. An RCT
design was used to compare a mindfulness intervention with TAU (control group n=21 and
intervention group n=19). Participants in the intervention group received a 4-week
mindfulness intervention, with cortisol levels measured at baseline and completion (Bergen
et al., 2014). Analyses revealed a decrease in cortisol levels associated with the number of
mindfulness interventions undertaken. Participants in the intervention group displayed a
reduction in waking cortisol levels (P< 0.05) with cortisol levels below those of the TAU
group (Bergen et al., 2014). Measurement of salivary cortisol levels is directly indicative of
blood cortisol levels and is considered a valid measure (Clow, Thorn, Evans, &
Hucklebridge, 2004). Limitations of this study included small sample size (n=19) and the
lack of post intervention follow up (Bergen et al., 2014). The inclusion of longitudinal
baseline measurements of cortisol levels for veterans with PTSD would have also been
beneficial in the validation of findings. Similar positive results were found in a longitudinal
follow up study evaluating the use of MBSR in war veterans with PTSD by Kearney,
McDermott, Malte, Martinez, and Simpson (2011), however no cortisol levels were
measured. Findings by Bergen et al. (2014) suggested that mindfulness can be measured and
the use of a mindfulness intervention can contribute to reduce cortisol levels, a finding that
is worthy of follow up in a larger study. In a similar study using cortisol biomarkers
Matousek, Pruessner, and Dobkin (2011) measured findings that were consistent with those
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of Bergen et al. (2014), suggesting cortisol biomarker as an effective measure of mindfulness
interventions.
Examining other quantitative measures of the outcomes of mindfulness interventions, IvesDeliperi et al. (2013) investigated the role of mindfulness in improving treatment for bipolar
disorder. Outcomes were measured using functional magnetic resonance imaging (MRI).
Eight male participants underwent neuropsychological testing and functional MRIs prior to
and following an 8-week mindfulness-based Intervention. Half of the participants were wait
listed and then tested at the same intervals as the intervention group (Ives-Deliperi et al.,
2013). The results were compared with a control group of healthy participants. Findings of
this study demonstrated changes in the prefrontal cortex region of the brain, with significant
positive brain signal changes observed post mindfulness intervention (Ives-Deliperi et al.,
2013). This suggests the possibility of measuring reductions in anxiety and improvements in
emotion regulation for individuals with bipolar disorder through the use of mindfulness
interventions, which is similar to earlier findings of an RCT conducted by Williams et al.
(2008). Investigations into changes in grey brain matter, as an outcome of mindfulness
interventions or practices, have reported significant positive results.
In their MRI study using a control (n=11) and intervention group (n=8) of male participants
Hölzel et al. (2011) were able to measure an increase in grey matter brain density among
healthy individuals undertaking an 8 week mindfulness-based program, pre-test compared to
post-test. Additionally, the outcomes of the Five Facet Mindfulness Questionnaire (FFMQ)
Baer et al. (2006) correlated positively with intervention group outcomes measured by MRI
(Hölzel et al., 2011). No significant changes as measured by MRI or FFMQ scores were
noted in the control group (Hölzel et al., 2011). These findings were taken to suggest that
increases in grey matter in the brain could be measured demonstrating improved mental
function and emotional regulation indicating the effectiveness of MBSR as a behavioural
intervention. Significant limitations of the Hölzel et al. (2011) study include failure to take
account of exercise and group friendships occurring during the intervention period, which
may be related to significant increases in grey brain matter and wellbeing, thus confounding
the outcomes of the study (Erickson, Leckie, & Weinstein, 2014).
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Although empirical measures using MRI scanning and biomarkers such as cortisol afford a
degree of validity when considering cause and effect in relation to mindfulness, the use of
inventory survey tools for quantitative mindfulness measurements may have biases
originating from the inventory developers. According to Grossman (2008) inventory tools
have been developed by researchers with modest mindfulness experience or understanding
of practices in Buddhist psychological theory. The underlying argument of Grossman (2008)
is that the usefulness of mindfulness stems primarily from direct personal experience with
Buddhist meditation practices, and that researchers are unlikely to develop operational
definitions that would reflect the concept of mindfulness beyond their own academic
experiences. Grossman (2008) suggests that qualitative assessment based on interview data
may afford a deeper and more accurate understanding of the multidimensional nature of
mindfulness. Furthermore, Gambrel and Piercy consider the use of both quantitative and
qualitative methods to be central to measuring mindfulness interventions in study populations
(Gambrel & Piercy, 2015b).
Much of the current literature on measuring mindfulness interventions for men mentioned in
this review focuses on quantitative methods. A recent systematic review (Park, Reilly-S, &
Gross, 2013) outlined that qualitative methods to confirm understanding and significances of
mindfulness studies were absent. These findings were similar to those of Smith et al. (2005)
a decade prior outlining in their systematic review on mindfulness a paucity of qualitative
designs in the research on mindfulness interventions. Whilst the vast majority of studies on
mindfulness have involved the use of quantitative measures, the participants’ perceptions,
experience and satisfaction of mindfulness interventions are often under evaluated in
mindfulness study designs (Park et al., 2013; Smith et al., 2005).
In the included second review paper, Gambrel and Piercy present qualitative findings from
thirteen couples who had undertaken the 4 week MBSR intervention (Gambrel & Piercy,
2015a). The phenomenological investigation reported in this study is part 2 of a mixed
methods study on MBSR for couples becoming first time parents. Quantitative results from
the RCT in part one of that study demonstrated more significant results for men in
58

relationship satisfaction, empathy and mindfulness scores compared to women (Gambrel &
Piercy, 2015b). Seeking to understand the lived

experience of the participants using

phenomenological inquiry, Gambrel and Piercy asked the question “what are the experiences
of couples in the mindful transition to parenthood program?” (Gambrel & Piercy, 2015a).
The first author of this study conducted thirteen semi structured interviews one week after
the completion of the program, these recorded interviews lasted 45 minutes to 1 hour, with
audio recordings being transcribed and printed (Gambrel & Piercy, 2015a). Data analysis
included coding of the transcripts into categories to determine themes. The researchers then
examined gender patterns from the codes and themes allowing the experiences of both the
men and women to emerge (McCown, 2013). Saturation was reached after ten interviews
were conducted but a further three interviews were included to further expand the research
record (Gambrel & Piercy, 2015a).
Four main themes emerged from the qualitative arm of the Gambrel and Piercy study:
positive changes of self, improvements in couple relationship, being more prepared for baby
and male involvement. Positive changes of self was described as the ability to slow down
and be more present, have increased acceptance and awareness of moments, and becoming
less anxious and emotionally reactive (Gambrel & Piercy, 2015b). Men in this study reported
improvements in their relationships, experiencing greater connectedness with their partner’s
improved communication skills and more insight into their partner’s point of view.
Participants believed these to be helpful tools in the maintenance of a positive relationship.
Being more prepared for baby was expressed through comments by couples saying the
program increased their confidence in their transition into parenthood. The negative effects
associated with anxiety of this transition were minimised (Gambrel & Piercy, 2015b). The
male involvement theme described the unique experiences of men when practicing
mindfulness that are not the same as that of their partners. Male participants believed that the
program allowed them to feel a deeper involvement with their partner’s pregnancy. Men also
felt the program helped them to connect with their baby whilst dealing with the identity shift
in becoming fathers (Gambrel & Piercy, 2015a, 2015b). Though there is a paucity of MBSR
literature on couples expecting their first child, and none currently for men in the perinatal
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period, the aforementioned studies demonstrate the ability of quantitative and qualitative
studies to evaluate the outcomes of mindfulness interventions.
In summary, currently available mindfulness tools have conceptual differences with no one
tool having psychometric superiority over the others. Notably, augmenting existing
mindfulness tools with qualitative evaluation techniques ought to be considered when
designing and implementing mindfulness interventions.

2.12 MINDFULNESS STUDY LIMITATIONS
Similarly to challenges faced by all researchers, Gambrel and Piercy were faced with
balancing optimal design and feasibility (Gambrel & Piercy, 2015a, 2015b). In waitlist
controlled studies participants are generally randomised to either receive the intervention
immediately or after some delay in time (Lindquist, Wyman, Talley, Findorff, & Gross,
2007). During this delay in time the control group receive care as usual whilst the intervention
group receive the intervention/treatment. Both groups are monitored, and outcomes
compared over the time interval whilst the intervention was being implemented (Lindquist et
al., 2007; Street & Luoma, 2002). The use of waitlists in RCT studies has been criticised by
Cunningham, Kypri, and McCambridge (2012) for artificially inflating intervention effect
estimates. However, the use of waitlists is common in studies investigating the effectiveness
of new research interventions such as mindfulness (Gambrel & Piercy, 2015a, 2015b).
Gambrel and Piercy also mention that although their sample was diverse in income, age,
relationship status, ethnicity and religion, all the couples included in their study were skewed
to being highly satisfied and considered highly educated. The authors agree this may have
influenced the efficacy of the mindfulness intervention, leading to a ceiling effect (Gambrel
& Piercy, 2015a, 2015b). The authors suggest the use of less satisfied couples in future
studies. For the quantitative component of the study a larger sample size would have
increased statistical power. A significant qualitative limitation of the Gambrel and Piercy
study was that participants were interviewed by the main researcher who was also the group
facilitator (Gambrel & Piercy, 2015a). As argued by Onwuegbuzie and Leech (2010) the
relationship of participants to the interviewer may have unintended research effects. For
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example, participants may be hesitant to be honest about negative aspects of the MBSR
program and/or decline to describe negative experience for fear of disappointing the
interviewer. Conversely, it is also possible that as the interviewer was known to the
participants, they felt more comfortable sharing personal information due to the rapport that
had already been established.

2.13 DISCUSSION
Mindfulness interventions have become increasingly accepted in the treatment of a wide
range of health issues. This integrative review identified two articles reporting outcomes from
a single study of the use of MBSR for men in the perinatal period; one article reported
quantitative findings and the other reported qualitative findings (Gambrel & Piercy, 2015a,
2015b). The two sets of findings were then examined in light of the growing body of literature
investigating the use of mindfulness interventions in both clinical and non-clinical
populations. Four main themes emerged from the integration of this literature: variations in
mindfulness-based stress reduction, essential ingredients of MBSR, engagement of
participants in mindfulness and measuring mindfulness with both quantitative and qualitative
methodologies.
Variations in mindfulness-based stress reduction programs were evident with variations in
face-to-face sessions, group-based sessions and on-line internet delivery, suggesting that
mindfulness interventions are not required to be rigid and can be delivered according to the
needs of intended participants and resource availability. Being able to deliver brief versions
of MBSR through online delivery may address resource limitations that would otherwise
restrict the accessibility to and/or delivery of MBSR.
Regardless of length of mindfulness intervention or mode of delivery, the essential
ingredients in all MBSR programs involve the practice of attaining purposeful deep attention
and a deliberate focusing on that which we are not normally aware of such as breathing.
Examination of the included studies confirms deep purposeful attention and breathing as
main ingredients in all MBSR programs. While it is often stated that specific mindfulness
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practices/ingredients cannot be signalled out as being more effective than others, all require
the basic framework of deep purposeful attention and breathing.
The use of web-based and app-based technologies is becoming widespread, changing the
ways in which people engage with mindfulness and other forms of psychological
interventions. As a result of being able to design and deliver mindfulness programs online it
is possible that participant engagement issues that are often seen in face-to-face mindfulness
may be reduced. Boggs et al. (2014) noted that providing mindfulness therapies online is
consistent with reported qualitative accounts from face-to-face mindfulness sessions.
Additionally, Andersson (2016) suggests that guided psychological treatments that are
delivered online including mindfulness programs can be as effective as face-to-face delivery.
Current trends in mindfulness interventions suggest varying methods and time frames for
delivery with no one method being validated as having superior effectiveness compared to
others.
This literature review demonstrates the need for both quantitative and qualitative approaches
to more fully evaluate the effectiveness of mindfulness interventions. Quantitative
methodologies employing validated measures have been used to collect data on the
measurable impact of mindfulness interventions on a range of health/mental health outcomes.
Qualitative methodologies provide an opportunity to explore the human experience of
mindfulness, including the acceptability of such interventions for participants. A diverse
range of male and female participants experiencing anxiety and stress related to various
health problems report similar beneficial outcomes from involvement in mindfulness
interventions. Given that the positive findings of quantitative and qualitative studies using
mindfulness interventions demonstrate the possibility to reduce stress and anxiety, the
potential to use an online mindfulness intervention for men with pregnant partners appears
feasible.

2.14 SUMMARY OF INTEGRATED LITERATURE REVIEW
The purpose of this integrated review was to search and evaluate current evidence on the use
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of mindfulness interventions for men during the perinatal period. A total of two studies met
the inclusion criteria with an additional ten articles being included for their use of
mindfulness interventions with male participants. The outcomes of this integrated review can
be summarised in relation to the guided question for the review:
“Can mindfulness-based stress reduction reduce stress for men with pregnant partners
during the perinatal period”?
Mindfulness interventions used by Gambrel et al., (2015a, 2015b) demonstrated significant
improvements in participants’ mindfulness awareness and deepened connectedness with their
pregnant partners. Current supporting literature on mindfulness interventions establishes
positive outcomes across a range of clinical and non-clinical populations including men.
Reduction in the emotions of stress, anxiety and depression has been reported in both the
quantitative and qualitative literature on mindfulness interventions for men.
As yet, there is no consensus on what ought to be included in a mindfulness intervention,
although studies evaluating the outcomes of mindfulness-based stress reduction have tended
to stay close to the intervention model developed by Kabat-Zinn in the 1970s. A number of
studies have reported using an 8-week program, comprising 2-3 hourly sessions per week.
However, other research has involved the use of mindfulness interventions of shorter
duration.
Much of the quantitative research evaluating mindfulness interventions has been
accompanied by limitations such as lack of randomization and a control group, poor
description of the target intervention, and small sample sizes. The findings of qualitative
research on the use of mindfulness have suggested that for participants, engagement with the
intervention is experienced as brief, flexible and acceptable. Notwithstanding a number of
methodological limitations, the studies reviewed indicated that mindfulness interventions for
men do have a beneficial impact across a range of psychosocial health issues, including
stress, anxiety, depression, and mindfulness regardless of study design.
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Studies of women during pregnancy indicate that mindfulness can be used to assist in the
management of stressors that can become exacerbated in the perinatal period (Bergen et al.,
2014; Fisher, Hauck, Bayes, & Byrne, 2012). However, there is currently a gap in the
literature regarding whether mindfulness interventions can be used to support the emotion
regulation and emotional wellbeing of men with pregnant partners. The findings of this
integrative literature review suggest the importance of designing and evaluating a
mindfulness-based stress reduction program for the male partners of pregnant women during
the perinatal period.

2.15 JUSTIFICATION FOR THE STUDY
The decision to conduct this study was based on a number of considerations. It is well
documented in the research literature that men experience increased levels of stress during
the perinatal period (Genesoni & Tallandini, 2009; Kingerlee, 2011). Strong evidence
suggests that unmanaged stress in men can lead to depression, anxiety and decreased
connectedness with their pregnant partner and child. Additionally, unmanaged stress in male
partners during the perinatal period has negative consequences for the mother and child,
resulting in negative outcomes throughout the life span.
The results of the reviewed studies indicate that male participation in MBSR reduces stress,
depression and anxiety across a multitude of clinical and non-clinical applications. There are
no reported studies of the use of MBSR with Australian male participants in the perinatal
period. The literature review identified only one study (two articles) (Gambrel et al., 20015a;
2015b) that evaluated the effectiveness of MBSR with male participants in the perinatal
period; that study was conducted in the United States. To address this gap in the literature a
pilot study was undertaken to test the feasibility of evaluating the effects of an MBSR
program for men in the perinatal period in the Australian service context. The design and
methods used to undertake that pilot study are set out in the next chapter.
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CHAPTER THREE: METHODOLOGY
3.1 INTRODUCTION
Chapter two provided a critical review of the research literature examining the benefits of
MBSR for men in both clinical and non-clinical populations, exploring a number of specific
outcome variables: stress, depression and mindfulness. Additionally, that chapter also
provided a discussion of various instrumental measurements relevant to the implementation
of a pilot study on mindfulness-based stress reduction (MBSR) for men during the perinatal
period.
This chapter describes the theoretical framework that informs the study and the mixed
methods research procedures that were used to undertake the research. The board theoretical
and methodological tenants of mixed methods research are described in relation to the
philosophical worldviews that inform such research. Postpositive, social constructivist and
transformative philosophical worldviews are discussed to form the framework of pragmatism
outlining the need for a convergence of quantitative and qualitative methods.

3.2 RATIONALE
APPROACHES

FOR

USING

THE

CHOSEN

RESEARCH

A pilot study was conducted to evaluate the impact of a 6-week online MBSR program
undertaken by men with pregnant partners. The primary objective of this research was to
compare levels of depression, stress, anxiety and mindfulness before and after participation
in an online MBSR program. This aspect of the research addressed the research question Can
mindfulness-based stress reduction reduce stress in men with pregnant partners during the
perinatal period? In being able to demonstrate the effectiveness of an intervention such as
MBSR questions and data investigating a cause and effect relationship require a quantitative
approach to research (Creswell, 2014). However, it was also thought important to explore the
experience of the men participating in the online MBSR program; to consider the extent to
which the participants engaged with the intervention and found it acceptable. This focus on
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participant experience of the intervention required the addition of a qualitative component to
the research.
Owing to the paucity of research on the use of mindfulness-based interventions with men
with pregnant partners and the need for a broader understanding to inform further research,
a pragmatic philosophical worldview using mixed methods was chosen for the conduct of
the proposed study. Pragmatic worldviews arise out of the need to take action looking for
immediate solutions and understanding. As discussed by Creswell and Plano Clark (2011)
instead of the researcher focusing on methods, emphasis is placed on solutions to problems,
whilst side stepping contentious issues of ‘truth’ and ‘reality’ as singular and immutable
notions and acknowledging that multiple realities exist and are open to empirical inquiry.
Creswell and Plano Clark (2011) suggest that pragmatism provides a philosophical basis for
research affirming that a pragmatic approach is not bound to any one philosophy allowing
the researcher to draw from both quantitative and qualitative assumptions. This affords the
researcher freedom to choose the methods and techniques that best suit the requirements to
conduct the research. Pragmatism is most commonly associated with mixed methods designs
extending the notion that all knowledge is constructed in relation to some point of view
(Creswell & Plano Clark, 2011; Feilzer, 2009).
The use of mixed methods fits the tenets of pragmatism given that pragmatists do not see the
world as an absolute unity and that research is not fixed to any particular method (qualitative
and/or quantitative) to collect and analyse data (Christensen, Johnson, & Turner, 2014;
Creswell, 2014). Thus, for the pragmatist a mixed methods approach opens the door to a
flexible attitude that fits the phenomenon being investigated, accepting various worldviews
and assumptions utilising a range of methods.
A mixed methods approach was selected for this study rather than a quantitative or qualitative
approach, as it was considered that either alone would have been insufficient to provide a
wide-ranging understanding of the phenomenon of interest. As explained by Creswell and
Plano Clark (2011) the combination of qualitative and quantitative

methods permits

development of a deeper understanding of a research problem than either method by itself.
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A quantitative methodology lends itself to trends, generalisations and specific variables
within a population, while qualitative methodologies afford more detail about the individual
participants, their views and voices within the setting in which the problem under
investigation is being experienced. Using a combination of quantitative and qualitative
approaches in a mixed method design affords a broader understanding of the phenomenon
being investigated (Creswell & Plano Clark, 2011).

3.3 PHILOSOPHICAL ASSUMPTIONS
CHOSEN RESEARCH APPROACHES

UNDERPINNING

THE

Crotty (1998) suggests that there are four basic considerations in logical order that all
research must address; these include:
Epistemology: knowledge rooted in the theoretical perspective and equally supporting the
methodology;
Theoretical perspective: the philosophical foundations or worldviews that inform the
methodology;
Methodology: the process/design that one chooses that becomes the method that supports the
desired outcomes, and;
Methods: the procedures used to collect and analyse the data.
Creswell (2014) articulates the importance of identifying the philosophical worldviews
generally hidden in research. Philosophical worldviews are the paradigms or references as to
how one understands the world and ultimately the methodological approach used to
investigate a problem (Mackenzie & Knipe, 2006). Philosophical worldviews enable the
researcher to choose the most appropriate methodologies to answer specific research
questions. At least four main philosophical worldviews can be identified: postpositive, social
construction, transformative and pragmatic.
A Post positivist worldview is underpinned by a deterministic philosophy. Post positivists
collect information via measurements or observations of participants or events to shape
research knowledge. This knowledge is used to develop an understanding derived from
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measurable outcomes, with an identification of variables that may have influenced these
outcomes. Researchers working within a post-positivist worldview use experiments or
interventions to determine cause and effect while accepting that external variables, such as
the researcher and the context of the research can influence outcomes (Creswell, 2014).
Recognising that absolute truth can never be known and evidence-based research is always
imperfect is foundational in the Post-positivist philosophical worldview. The Post-positivist
does not set out to prove a hypothesis, but to indicate a failure to reject a hypothesis
(Creswell, 2014). This style of research is about making claims and then refining or
abandoning some of them for other claims that are more strongly justified. The knowledge
generated is used to develop statements that explain a situation of concern or causal
relationships of a condition or phenomenon. Moving beyond empirical measurable science,
social constructivists acknowledge the complexity of humanistic experience and values that
affect all phenomena.
Social constructivism seeks to understand the world as it is experienced. A key assumption
here is that humans seek subjective meaning of experiences, objects or things (Creswell,
2014). From subjective meanings attributed to experiences, complex rather than narrow
views about how human beings interpret their world are constructed (Denzin & Lincoln,
2011). Thus, the participants become the source of knowledge, derived from their individual
experience that constructs the researcher’s understanding. Characteristically, social
constructivism uses qualitative methodologies.

Using open-ended questions to record

participants’ responses, the researcher listens to recounted understandings of an experience.
From data collected, meaning is constructed through participants’ voiced understandings of
their world and their participation within it (Crotty, 1998). Assumptions identified with
constructivism show that humans are engaged with the world and are continually interpreting
and making sense of it based on historical, social and cultural perspectives (Crotty, 1998).
The construction of meaning and interpretation is continually influenced by the social,
cultural and historical perspectives of the participants and the researcher/s (Crotty, 1998).
Transformative worldviews arose from individuals believing that postpositive assumptions
imposed laws and theories that did not take account of the social experience of marginalized
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individuals and groups in society, with an imbalance of power and justice (Creswell, 2014).
Mackenzie and Knipe (2006) suggest that the transformative worldview arose in the 1980’s
and 1990’s due to the realisation that, white male researchers, studying white male
participants, maintained dominant/classical philosophical worldviews. Believing that
research intertwines politics and political agendas, those using a transformative worldview
address issues of social justice and marginalisation that other worldviews may not (Creswell,
2014).
Pragmatism is about seeing the world without absolute unity and approaching ‘truth’ as what
works best at the time and that various approaches to data collection and interpretation may
be required to address gaps in existing knowledge (Creswell, 2014). The researcher
acknowledges the dichotomies that exist between the constructivist and post-positivist
philosophical worldviews, recognising that qualitative and quantitative approaches share
many commonalities as methods of enquiry (Johnson, Onwuegbuzie, & Turner, 2007).
Epistemologically pragmatism embeds both objective and subjective enquiry to bring about
new knowledge focusing on the research question rather than the methods (Creswell, 2014;
Creswell & Plano Clark, 2011).
Whilst pragmatism often uses the word truth, it also recognises that truth is not static; that is
to say that when a ‘truth’ no longer satisfies a social need then other ‘truths’ are discovered
to replace them (Talisse & Aikin, 2008). In other words, an idea that is considered true is
only true if it is useful in a specific situation. Epistemologically, pragmatism is posited on
three substantive propositions of knowledge:
Anti-foundationalism: the belief that knowledge has no foundations nor requires them;
Fallibilism: held beliefs are open to reasonable revision, and;
Instrumentalism: knowledge and the quality of one’s knowledge is dependent on one’s
interest (Talisse & Aikin, 2008).
Methodological congruence is achieved when the researcher’s philosophical worldview
underpins the methodological approach and research design used. Postpositive, social
constructivist and transformative philosophical worldviews present varying views of inquiry;
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used alone these philosophical worldviews would offer only one methodological approach
appropriate to the conduct of this pilot study. A pragmatic philosophical worldview integrates
mixed approaches and may afford a deeper understanding of the research topic (Creswell,
2014). The methodological approach to enquiry can be divided into three broad categories:
quantitative, qualitative and mixed methods (Creswell, 2014; Crotty, 1998).

3.4 QUANTITATIVE RESEARCH APPROACHES
Quantitative methodologies are based on the positivist and post-positivist paradigms, testing
objective variables of things through numbers and measures that are statistically analysed.
Quantitative research designs are structured on empirical objective observations originating
from the scientific method of investigation in laboratory settings which can also include
‘social laboratories’ in which data are collected in environmental settings in which a high
degree of control can be exercised in relation to variables likely to influence the outcomes of
the research (Whitehead, 2014). Quantitative researchers suppose reality is objective and
independent of the researcher and thus it is thought that phenomena can be accurately, validly
and reliably measured (Creswell, 2014; Whitehead, 2014). Quantitative research divides into
two branches: survey (also called observational and correlational) research and experimental
research. Survey designs use quantitative numeric descriptions of trends, attitudes and/or
opinions of the targeted participants (Creswell, 2014; Creswell & Plano Clark, 2011). Three
major characteristics of designs along the quantitative continuum include experimental, nonexperimental, observational and quasi-experimental (Creswell, 2014). In quantitative
approaches experimental design is often revered as the best option for testing the impact of
a treatment or intervention whilst controlling all other factors that have the ability to influence
an outcome (Creswell, 2014). One of the most widely used forms in experimental design is
the randomised control trial, which allows the researcher to randomly assign participants to
a treatment or intervention condition or a control condition. This process affords the
possibility of eliminating (or at least reducing) the influence of different characteristics of
participants that could affect outcomes, thereby allowing differences in outcomes to be
attributed to the intended treatment or intervention (Creswell, 2014). In addition, the
independent variable (sometimes referred to as the predictor or experimental variable) in an
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experimental design such as a randomised control trial can be both measured and
manipulated. The ability to manipulate the independent variable in experimental designs is
what affords the identification of cause and effect between variables. However, where the
researcher is unable to control, manipulate or alter variables a non-experimental design
involving observation and interpretation may be used (Creswell, 2014; Creswell & Plano
Clark, 2011).
In a non-experimental design the predictor variables cannot be manipulated either as a result
of being unable to control a number of variables, or the use of controls would pose ethical
issues (Creswell, 2014). Researchers often use non-experimental quantitative research to
identify existing factors and possible relationships among them, using this information to
then inform the design of a larger more scientifically robust study (Christensen et al., 2014).
Observational (non-experimental) designs are often used in research when a picture of a
phenomenon, events, people or situations is required. Often this approach is taken when there
is little information or research about the topic of interest, and/or if the phenomena are not
amenable to an experimental approach due to ethical considerations (Creswell, 2014). Whilst
observational designs are limited in the ability to determine causality (variable influence to
produce cause and effect) observational design works from a clear concise research question
affording data collected to be generalised for informing feasibility in constructing a larger
study design (Creswell, 2014; Crotty, 1998).
Quasi-experimental designs unlike non-experimental designs allow the researcher to
manipulate through an intervention as an explanatory variable, however some important
ingredients of experimental design are missing - either control or randomisation (Whitehead,
2014). This lack of control and/or randomisation may threaten a study’s internal validity and
can weaken causal inference. However the advantages of quasi-experimental designs
include: practical feasibility in real world settings; these may be the only designs able to
evaluate a hypothesis due to a paucity of previous research or ethical issues that restrict the
extent of control that can be exerted over certain variables; the capacity to undertake the
research more quickly than would have been possible with a controlled experimental design
(Christensen et al., 2014; Whitehead, 2014). Whilst the advantages of quasi-experimental
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designs are appealing due to their workable application to difficult phenomena being studied,
the disadvantages also need to be acknowledged including being unable to make clear causeand-effect inferences (Whitehead, 2014).

Common approaches to quasi-experimental

designs include: non-equivalent control group studies, after-only non-equivalent control
group studies, time-series designs and one-group pre-test post-test studies (Christensen et al.,
2014; Whitehead, 2014).
Non-equivalent control group designs are considered to be the quasi-experimental version of
true experimental designs with the exception that randomisation is absent. Even with a lack
of randomisation data is collected pre-test allowing for a comparison of groups prior to an
intervention being introduced. This design increases the capacity to identify and measure the
influence of the introduced intervention, but not to the extent possible in an randomised
control trial (Creswell, 2014; Whitehead, 2014). After-only non-equivalent control group
studies have no pre-testing of participants, with the purpose of minimising testing effects in
the belief that any type of pre-testing could affect post-testing results. Additionally this
design assumes that both groups - experimental and control - are equivalent prior to an
introduced intervention; however it should be noted that there is a potential for bias resulting
from non-randomisation (Whitehead, 2014). In before–after designs, ‘before’ refers to
measurement being made prior to an intervention that is given to a group, and after ‘refers’
to measurement undertaken after the intervention has been introduced. This type of design is
often also referred to as standard pre- and post- testing using a control and experimental
group. Before-after designs can be very practicable in demonstrating immediate impacts of
an intervention over a short timeframe. Often in research when only one group is available
to study the effects of an intervention, a one-group pre-test post-test will be used to help
understand the features of a population being studied for the first time (Whitehead, 2014).
One-group pre-test post-test studies are often chosen when there is only one group available
to study the effects of an intervention. An important advantage of a one-group pre-test posttest design is the practicality of being able to extrapolate data pre- and post- test for a
phenomenon that has not as yet been thoroughly studied (Whitehead, 2014). Additionally the
use of a one-group pre-test post-test design allows for the application of descriptive statistics
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that can be more informative, easy to follow and understand, resulting in faster application
of findings to practice (Creswell, 2014; Whitehead, 2014).

3.4.1 Characteristics of quantitative descriptive designs

Quantitative descriptive designs use a range of approaches for measuring variables including
observation and/or questions to collect data from participants (Creswell, 2014; Whitehead,
2014). As the intervention used in the pilot study reported in this thesis was delivered online,
it was thought appropriate that the instruments used to collect data from the participants
should be administered online. The use of online instruments has been identified as a suitable
way of collecting data from participants when, among other things, the cost of research and
the geographical distribution of a study population are considerations (Christensen et al.,
2014). In line with the assumptions of post-positivist research a number of instruments were
used in the study to measure the impact of exposure to an online MBSR intervention on the
study participants – a group of men with pregnant partners. Detailed descriptions of the
psychometric properties and validation data of the instruments used are provided in the next
chapter.

3.5 QUALITATIVE RESEARCH APPROACHES
Qualitative methodologies explore and seek to understand the meanings of human
experiences that are thematically analysed (Creswell, 2014). This is to say that qualitative
research is designed to afford understanding of naturally occurring events through the
exploration of attitudes, beliefs, meanings, values and experiences. The ability to capture the
‘essence’ of a person’s experience through what has been said and/or observed is central to
the contribution that qualitative research can make to the advancement of knowledge
(Whitehead, 2014). A quintessential characteristic of qualitative research is the relationship
between the participant and the researcher, in which it is considered that the participant has
knowledge in relation to a phenomenon of interest which the researcher seeks to uncover
through interaction and observation (Creswell, 2014). According to Creswell (2014)
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qualitative research involves a naturalist/constructivist approach with ‘reality’ being
understood as subjective and experienced through the eyes of the participants. Common
forms of qualitative research include phenomenology, grounded theory and ethnography.
Phenomenology research design originates from philosophy and psychology focusing on the
lived experiences described by participants (Creswell, 2014). An accumulation of several
participants’ experiences of a given phenomenon allows the researcher to extract the essence
of these experiences through interviews. Crotty (1998) outlines the phenomenological
approach acknowledging the experience of the participant as they engage with the world, that
is to say that meaning is constructed by the participants experience rather that discovered.
Grounded theory originates from sociology in which the researcher derives a general abstract
theory that becomes grounded (Creswell, 2014; Whitehead, 2014). These theories are
grounded by the tenet that a theory emerges from collected and analysed data. Essentially
grounded theory cultivates explanations for socially constructed events often generating
hypotheses for further research (Crotty, 1998). Ethnography originates from the Greek ethnos
meaning custom, culture and group and Latin graphia meaning description through drawing
or writing (Whitehead, 2014). The concept of ethnography fundamentally pertains to
understanding the behaviour of a group of people within the context of one’s culture.
Knowledge is derived from studying the interactions and behaviours of a culture members
exploring how social relationships shape the experiences of these individuals (Creswell,
2014; Whitehead, 2014).

3.5.1 Characteristics of qualitative descriptive design

Qualitative descriptive, interpretive descriptive and descriptive exploratory as outlined by
Whitehead (2014) are all variations on qualitative research relying on description rather than
theory; for this pilot study, qualitative description was used for the qualitative component.
Moving away from the traditional methodologies of phenomenology, ethnography and
grounded theory, the aim of qualitative descriptive research is to provide a comprehensive
summary of events in everyday terms (Crotty, 1998; Whitehead, 2014). When a researcher
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wants to find information about an otherwise unexplored experience, qualitative descriptive
is the methodology of choice giving pure description of the experience being studied, moving
away from the methodological theoretical lens and discipline specific language that may
cause the interpretation to move beyond description (Whitehead, 2014). The main reason for
this approach is that through pure description and the use of everyday language it is thought
that the researcher becomes closer to the data and therefore the participant’s perspective
and/or perception comes through as description (Crotty, 1998; Whitehead, 2014).
Whist the perspective and/or perception of the participant is vital to descriptive design it
should be acknowledged that no description is free from interpretation (Whitehead, 2014).
Additionally, the researcher’s description is also considered as interpretation, however both
in terms of theory are considered low inference due to minimal interpretation. Qualitative
description affords a possible means to bridge the gap between researchers, participants and
how research is applied in the real world (Crotty, 1998; Whitehead, 2014).
The data collected for this study was analysed using a qualitative descriptive approach. Semi
structured interviews, with open-ended questions were undertaken with participants postintervention. The advantage of qualitative descriptive analysis entails low inference with
minimal interpretation thereby permitting the authentic voice of the participant to be heard
(Sandelowski, 2010; Vaismoradi, Turunen, & Bondas, 2013).

Qualitative descriptive

analysis offers a comprehensive summary of a problem, intervention or issue described in
understandable everyday language (Sandelowski, 2000b). Therefore, in qualitative
description analysis the words of the participant are not subject to deep interpretation but are
expressed as valued coherent facts that are conveyed as the participant means them to be.
Presenting these facts in plain language affords consensus being reached amongst researchers
as to the general meaning of the knowledge obtained through qualitative descriptive studies
(Sandelowski, 2000b; Vaismoradi et al., 2013). It should be noted however, that
interpretation plays a part in qualitative descriptive studies. The researcher influences the
variables and therefore measurable outcomes through the pre-selection of questions, based
on the researcher’s preconceptions and assumptions and these need careful consideration
(Sandelowski, 2000b). Analysis of the data collected through qualitative description followed
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the approach outlined by Creswell and Plano Clark (2011). Data collected was organised and
systematically explored through repeated close reading and development of a codebook
based on statements and notes from the data (Creswell & Plano Clark, 2011). Codes were
grouped into interrelated and abstract themes; findings are then represented in the discussion
of themes and presentation of figures and tables in chapter 5 findings. Interpretations of
results evaluate how the research question was answered, comparing findings and stating
new questions based on these findings. Convergent parallel mixed method designs analyse
quantitative and qualitative data separately, with results compared to confirm or disconfirm
each other (Creswell & Plano Clark, 2011).

3.6 MIXED METHODS APPROACH
Mixed methods designs involve the use of both qualitative and quantitative approaches in a
combination designed to allow a broader understanding of a research problem than would be
possible if either qualitative or quantitative approaches were used alone (Creswell & Plano
Clark, 2011). A mixed methods approach allows researchers to choose methods, techniques
and procedures that best meet the needs and purpose of the research.
As a philosophical system of thought pragmatism calls for a convergence of quantitative and
qualitative methods, to provide an understanding of how things are in themselves and to
provide utility such as “what can this knowledge do for us” (Mackenzie & Knipe, 2006).
Furthermore, Creswell (2014) argues that the adoption of a pragmatic approach, with the
mixing of qualitative and qualitative methodologies, allows the researcher to focus on the
problem rather than the methodology, facilitating a deeper understanding of the research
problem. For Creswell (2014), the pragmatic researcher sees the world as having no essential
unity and considers ‘truth’ to be what works best at the time. Accordingly, the researcher
acknowledges the dichotomies that exist between the constructivist and post-positivist
philosophical worldviews, but also notes that qualitative and quantitative approaches share
many commonalities as methods of enquiry (Johnson et al., 2007).
A mixed methods approach allows the researcher to build knowledge with a pragmatic
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philosophical worldview. The compatibility of quantitative and qualitative methods is a tenet
of pragmatism, whereby numerical data and text can be collected sequentially or concurrently
to better understand the research problem (Creswell & Plano Clark, 2011; Feilzer, 2009).
Following the mixed methods typologies described by Creswell and Plano Clark (2011)
supports the notion that the use of both quantitative and qualitative methods should contribute
to a more comprehensive inquiry.

3.6.1 Characteristics of Mixed Methods Designs

For the design of a mixed methods study there are four issues that require consideration:
interaction, priority, timing and mixing. Interaction refers to the level of interaction by which
the strands of qualitative and quantitative data are retained, either independently or interact
with each other (Creswell & Plano Clark, 2011). Priority relates to the distribution of
qualitative and quantitative methods used. Timing relates to the implementation of the
qualitative and quantitative strands and includes concurrent, sequential and multiphase
combination timing (Creswell & Plano Clark, 2011). Mixing addresses the where and how
of mix qualitative and quantitative strands.
Creswell and Plano Clark (2011) outline the importance of choosing a mixed methods design,
to address the different ways that quantitative and qualitative strands of a given study relate
to each other. These main three designs are: the explanatory sequential design, the
exploratory sequential design and the convergent parallel design (Creswell, 2014). The
explanatory sequential design occurs in two distinct phases, the design starts with collection
and analysis of quantitative data to address the study’s questions. The second phase is
designed to follow the quantitative results with the use of a qualitative phase (Creswell,
2014). This affords the researcher the ability to interpret how qualitative results explain the
quantitative results (Christensen et al., 2014). The exploratory sequential design also uses
sequential timing of data collection; however, in contrast with explanatory design exploratory
begins with collection and analysis of qualitative data as the first phase. Whilst the secondary
phase in exploratory design uses quantitative data to test and generalise findings from the
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first phase (Creswell, 2014).
The pilot study reported in this thesis used a particular type of mixed methods approach – the
convergent parallel design. In a convergent parallel design both qualitative and qualitative
data are collected at the same time. Following the data collection phase of the research, the
two sets of data are merged simultaneously, resulting in an overall interpretation of the
findings (Creswell, 2014). An important purpose in using the convergent parallel design is
to obtain both different and complementary data, presenting the possibility of developing a
more comprehensive understanding of the phenomenon being studied (Creswell, 2014;
Creswell & Plano Clark, 2011). In using the convergent parallel design for the research
reported in this thesis a four-step procedure was used as outlined by Creswell et al. (2011),
involving collection, analysing, merging and interpreting of the data. The procedures
involved in each of these steps are described in detail in the next chapter.
3.6.2 Strengths and Limitations of Mixed Methods Design

Limitations to be acknowledged in mixed methods approaches include the issue of
quantitative and qualitative methodologies belonging to different philosophical worldviews
that could be seen as incompatible. According to Morse and Niehaus (2009) devaluation of
the qualitative component relative to the quantitative component is often of concern and
acknowledgement of this is important if rigour is to be maintained. Morse and Niehaus (2009)
maintain that mixed methods designs need to be congruent to the research question and
developed logically and that the quantitative and qualitative components of mixed methods
approaches should not dominate one over the other. However if it is unavoidable that one
component takes priority over the other – whether it be quantitative or qualitative, this should
be seen to be fully congruent with the research question/s (Morse & Niehaus, 2009).
Creswell (2014) explains that sample size considerations for the quantitative and qualitative
components can also cause disparity in that qualitative samples are typically smaller than
those required for quantitative studies. An option for overcoming this disparity according to
Creswell (2014) is to acknowledge that size differential is not problematic given that
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quantitative work aims for generalization to populations whilst qualitative work aims to
understand the richness of participant experience. In addition, Creswell (2014) considers that
researchers should actively use strategies to minimize threats to validly by discussing
limitations as a component of the discussion of the study findings.
Whilst little is currently known about MBSR and men in the perinatal period and given that
there are well known issues in engaging men (Pfitzner, Humphreys, & Hegarty, 2015) with
interventions such as MBSR, a full scale study was not considered feasible as the first step
in this research, but rather a pilot study was chosen. Pilot studies have been described as
small-scale studies that are designed to test the feasibility and safety of research methods and
procedures before conducting larger studies (Henson & Jeffrey, 2016; Leon, Davis, &
Kraemer, 2011). Pilot studies provide researchers with essential information about the
practicalities of conducting larger scale studies. In particular, pilot studies can reduce the risk
of encountering problems in large studies by identifying oversights within the research
protocol and avoiding resources being spent on studies that are not feasible (Doody & Doody,
2015). Most importantly, pilot studies are not designed for hypothesis testing. This is largely
attributable to the small sample sizes typically used, preventing inferences being made about
the effect of an intervention. However, this does not prevent the analysis of data and reporting
of study outcomes and importantly provides information about the estimated treatment effect
that can be used to inform sample size calculations for a larger study (Doody & Doody, 2015;
Henson & Jeffrey, 2016). The primary aims for this pilot study were to:
1. Compare levels of depression, stress, anxiety and mindfulness in men with pregnant
partners before and after participating on an online MBSR program
2. Explore the experience of participation in an online MBSR program among men with
pregnant partners
3. To examine the feasibility of online delivery of MBSR programs for men with
pregnant partners
As the research reported in this thesis was the initial step in exploring the impact of an online
psychological intervention on a rarely studied population – men with pregnant partners, it
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was decided that the most suitable research approach was a pilot study. As discussed by Leon
et al. (2011) the primary role of a pilot study is to examine the feasibility of a research
endeavour whilst accepting the imitations of a pilot study. Results from pilot studies can
inform feasibility and become instructive in outlining modifications required in
planning/designing a larger trial (Doody & Doody, 2015; Henson & Jeffrey, 2016).

3.7 SUMMARY
This chapter has discussed the rational for using the chosen research approach and outlined
the assumptions that underpin the epistemological pragmatic philosophical worldview. This
was followed by an exploration of both quantitative and qualitative methodologies to bring
into focus the need for both approaches to better understand the data collected in this study.
Methodological considerations of mixed methods research design and an outline of the
common elements of mixed methods design were included, and the chosen convergent
parallel design discussed. The use and importance of pilot studies was also discussed to afford
understanding as to why this was chosen over a full-scale study. The approaches outlined in
this chapter entail the first steps in exploring novel interventions and applications within the
research. In the following chapter the methods used to conduct the pilot study, including
participant recruitment, data collection and analysis will be presented.

CHAPTER FOUR: RESEARCH METHODS

4.1 INTRODUCTION
Chapter three discussed the methodology and theoretical approaches outlining the
quantitative and qualitative components that were used to inform the design of this pilot
study. This chapter describes the methods used to undertake both the quantitative and
qualitative components of the study. The chapter is set out in three sections. The first section
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presents information about the methods and procedures used to conduct the quantitative
component of the pilot study, including details of the study setting, the participants involved,
the participant recruitment strategy employed, and the intervention being evaluated.
Attention is also given to the outcome measures used, data collection techniques, form of
analysis and approach to establishing rigor in the design of the pilot study. The second section
outlines the methods used to conduct the qualitative arm of the study covering the study
setting, participants and participant recruitment strategy, and approach to data collection and
analysis. A third section addresses techniques for establishing trustworthiness in the
qualitative arm of the study and also describes ethical considerations arising from the conduct
of the pilot study.

4.2 PILOT STUDY DESIGN
The pilot study was designed as a mixed methods study comprising of both quantitative and
qualitative methods. The first component (quantitative) involved a one-group pre-test/posttest design to test the effects of exposure to a mindfulness-based stress reduction (MBSR)
intervention on selected outcome measures in a group of men with pregnant partners. The
intervention was delivered fully online with data collection also being undertaken online. The
intervention – which is described in detail below – comprised six (6) online modules
undertaken over a six (6) week period. The instrument used for data collection was an online
survey, which included demographic data and validated measures of dispositional
mindfulness measured using the Mindfulness Awareness Attention Scale (MAAS), levels of
distress were also measured using the Kessler Psychological Distress Scale (K-10) and levels
of perinatal depression were measured using the Edinburgh Depression Scale (EPDS). The
psychometric properties of the instruments used in the survey are described in detail later in
this chapter.
In the qualitative component of the study data were collected through the use of semistructured interviews with invited participants following completion of the intervention. The
interview was semi-structured in format and used open-ended questions such as:
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1. Had you any knowledge of or experience with mindfulness prior to undertaking the
online mindfulness program?
2. What were your expectations prior to undertaking the online mindfulness program?
3. What was helpful as you were beginning to learn mindfulness?
4. What was frustrating or difficult in the beginning period?
For an outline of the full interview protocol please refer to Appendix 1.
The data collected were organised and systematically explored through repeated close
reading and developing a codebook based on statements and notes derived from the data.
Codes were grouped into interrelated and abstract themes; findings were then represented in
discussion of themes and presentation of figures and tables.

4.2.1 Participants and recruitment

The target population for this study were Australian males that at the time of participation in
the study were supporting a pregnant partner. Research participants consented to
participation in the research via the web site (www.mindfulnessfordads.com) online
program. Prior to commencement of the online program a screen displayed a detailed
overview of the project. Information about the study was distributed to potential participants
in two ways: firstly, through social media, a Face Book page was established and a small
advertising budget of $500.00 was used to boost/promote the study from 1st of July 2016 to
1st July 2017; this page gave a brief description of the purpose of the study and what was
involved in agreeing to participate in the study. Secondly permission was obtained through
the local health district, Hunter New England Health to advertise with the possibility of
recruitment, through attendance at preparation for parenting classes held through the John
Hunter Hospital as well as the use of posters (see Appendix 1). This recruitment strategy was
carried out from the 20th September 2016 to the 20th of December 2016, with the researcher
attending 16 separate preparations for parenting classes during this time.
The inclusion and exclusion criteria for the study were as follows:
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The inclusion criteria comprised:
1. Men who had partners that were pregnant (10-40 weeks gestation);
2. Men who had the ability to read and speak English;
3. Men who were willing to participate in a 6-week online mindfulness course;
4. Men who were willing to consent to participate in the study;
5. Men who were Australian citizens.
The exclusion criteria comprised:
1. Female partners of pregnant women;
2. Partners of pregnant women who experienced pregnancy loss during the study period;
3. Men who had pregnant partners that are less than 10 weeks or more than 40 weeks
gestation.
4.2.2 Study setting

This pilot study was conducted using a website designed primarily for the delivery of a 6week online MBSR program for men. Embedded in the web site was information about the
study, an electronic participation sheet requiring an email to subscribe to the program, a pretest survey, 6 weekly MBSR program modules, a post-test survey and an invitation to
participate in an interview with open ended questions following completion of the 6-week
MBSR program. The study setting was focused on local recruitment of men with pregnant
partners throughout the Hunter New England Health district in New South Wales Australia,
as well as reaching out through social networks to capture expectant dads at a national level.

4.2.3 Sample size

A pilot study is defined as an experimental, exploratory test and/or preliminary trial testing
methods and procedures that can be transferred to a large scale (Thabane et al., 2010). In
other words the testing of procedures and methods to explore the feasibility of an idea, whilst
searching for possible effects and associations (Billingham, Whitehead, & Julious, 2012).
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Given that men are noted for being challenging to engage in health promotional activities
(Pfitzner et al. 2015) and that no research had to date addressed the impact of MBSR on male
partners of pregnant women in the perinatal period the decision was made to not have a
calculated sample size. As stated by Billingham et al. (2012) in pilot studies preliminary
calculated sample size has a high degree of uncertainty and should be based on characteristics
of the intended participants, expected benefits, risks and cost. Taking this into account the
decision was made to aim for an intended 100 participants, whilst acknowledging the high
degree of uncertainty surrounding the prospects of achieving this recruitment target. Fortythree participants enrolled in the online program over the 12-month time frame for data
collection, with 24 participants completing the pre-test survey instrument and 12 participants
completing both the pre-test and post-test instruments. In addition, two participants
undertook face-to-face interviews with open-ended questions following completion of the 6week MBSR intervention (See Appendix 1).
4.2.4 Intervention

The intervention evaluated in this study was a modified 6-week online MBSR program that
was adapted from the original Kabat-Zinn version of MBSR with both weekly audio
instructions and short written text that supported the weekly activities (Cavanagh et al., 2013;
Kabat-Zinn, 1996, 2002). The time required each week to undertake these activities was
approximately 1 hour for 6 weeks, with the online component taking no more than 20 minutes
per mindfulness session and 40 minutes for self-directed practice throughout the week. The
structure and methods of the 6-week program were as follows.
Week 1 Introduction to mindfulness practice, are you still breathing? Are you really
listening? Body scan
The week 1 module commenced with an introduction taking the participant through the
important daily mindfulness practices. The content started with how mediation can bring
mindfulness into daily life and encouraged the participant to make this a regular activity
throughout the day even if for a short period of time. The basics of breathing were covered
allowing the participant to explore in their own space and life how stopping, concentrating
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and breathing can bring mindfulness into their lives.

Through the breathing exercise

participants were encouraged to begin expanding their field of awareness to objects, body
sensations, sounds, thoughts and feelings without judgment. Included in this session was
instruction to encourage the participant to use the mindfulness of breathing to become aware
of sounds. These sounds could be from the body, the room, the building or the furthest sounds
that could be heard. The practice involved letting the sounds permeate rather than straining
to listen to them, to process the sounds for identification, letting the sounds be what they are
- tone, pitch and volume without judgement but with acceptance and openness. This was
expanded with an exercise in which the participant and their partner engaged in conversation
with the goal of listening to what the pregnant partner was saying in conversation, rather than
listening with the premise to just respond, allowing the listener to become aware of sensations
rising from moment to moment; bringing one’s attention back to listening to what the partner
was saying. The guided audio file for this session took the participant through a body scan, a
technique that builds on the importance of breathing whilst focusing attention on each part
of the body from the toes to the head and using breathing to re-centre when the participant’s
mind wanders.
Week 2 where did my food come from? Mindful eating, Breath and sound
Building on the week 1 exercises of breathing this module took the participant into the use
of breath and body meditation building on breathing and sound. Additionally, an audio file
was also provided to guide participants through a more advanced body scan to allow the
foundational building of mindfulness practice. This session also introduced the activity of
mindful eating, allowing participants to explore where food has come from; thinking about
the circumstances that have taken place to make the food that is going to be consumed
available. An example is a piece of fruit: contemplating the seed and the farmer that planted
the fruit, the seasons that passed to allow the fruit to grow, the picking of the fruit, the sorting,
storage, transport through to the supermarket where it was purchased, letting the participant’s
imagination run wild. Doing this prior to consuming the fruit allows the mind of the
participant to stop briefly and think about the fruit, then when eating being mindful of how
this activity changes the perception of eating and exploring feelings that occur during and
after eating.
85

Week 3 one-minute body scan, feeling emotions in your body, breath and thought
The session in week 3 was centred on the practice of bringing mindfulness to the awareness
of emotions. Often in meditation practice participants do not experience any particular
emotion, but in everyday life emotions are constantly present. The activity for this session
focused on bringing awareness to emotions whilst experiencing them as they occur. A
mindfulness reflection exercise guided participants through re-living an experience in as
much detail as possible contemplating the people involved, smells, sounds and sights.
Through this mindfulness contemplation participants were able to explore sensations without
making judgements or identifying with any particular emotion. The audio instruction for
week 3 included a 1-minute scan that could be done very quickly twice a day (recommended
morning and evening) for the week; the goal was to remind the participant of the need to
check in on the body that is often taken for granted and to explore different sensations
experienced on ‘good’ and ‘bad’ days and the difference this practice might bring to the
participant’s experience.
Week 4 a legal alien finding your inner master, breath and emotion
The week 4 mindfulness activity was about exploring how we as human beings think and
how these thoughts can create different emotions and sensations in the body. The goal of the
activity was for the participant to imagine they are a curious alien scientist that has the job of
examining the human mind and experience. This activity was designed to encourage
exploration of one’s own thoughts - to understand that meditation can be encumbered by
random thoughts (‘lost in thought’) and that this is normal and should be acknowledged
though awareness but let go with no judgement. Audio instruction for week 4 involved breath
and emotion meditation without music to complement the other activities.
Week 5 choosing to do things mindfully and a bonus practice, short mindfulness practice
The goal for week 5 was to begin to incorporate mindfulness into everyday life. With
continued daily practice mindfulness starts to occur in daily life more regularly. Participants
were encouraged to start using mindfulness practice when doing activities such as walking,
watching the sunset, drawing, taking a shower and spending time with friends. An additional
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(down loadable) audio track was also provided to guide brief mindfulness practice that can
be used anywhere to reinforce the mindfulness goals for this week.
Week 6 The next step: making mindfulness a part of everyday life, finding your inner master
The last module in the online mindfulness program addressed the importance of continuing
the daily practice of mindfulness. Participants were instructed to treat mindfulness as ‘the
master’; that the voice of the master (mindfulness) is always within them; and all that is
required to hear it is to listen mindfully deep within the body using the practices that have
been learnt. An extended audio practice was included in this session covering the foundations
of mindfulness practice that has been included throughout the program.
An overview of the MBSR program is presented in Table 6
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Table 6: Overview of the MBSR program
Week 1

Lesson/module

Meditation

Online resources

Quotes and Tips

Introductory session

Body scan

Mindfulness

Daily

Are

you

still

audio/video

Breathing?
Are

guide

15-20mins

you

really

Images,
tips

mindfulness,
links

Where did my food

Breath and sound

come from?
Mindful

quotes,
various

listening?
Week 2

motivational

eating

web
social

media sites such as

Mindfulness
audio/video

and

on

guide

Facebook

15-20mins

Activity
Week 3

One minute body

Breath and thought

Mindfulness

scan

audio/video

Feeling emotions in

15-20mins

guide

your body
Week 4

Week 5

A legal Alien

Breath and emotion

Finding your inner

audio/video

master

15-20mins

Choosing

to

do

things mindfully
The

next

Short
practice

Bonus practice
Week 6

Mindfulness

mindfulness

guide

Mindfulness
audio/video

guide

15-20mins
step

Mindfulness

making mindfulness

audio/video

a part of everyday

15-20mins

guide

life

Equipment and materials
The equipment used for the development of the 6-week online mindfulness program was an
online platform WiX, a cloud based web-building platform that allowed the researcher to
have control over the design and deployment of the online program, a universal resource
locator (URL) was also secured by the researcher (www.mindfulnessfordads.com). The
online pre- and post- test instruments were linked through the website to a secured dedicated
Survey Monkey account.
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4.2.5 Outcome Measures

The primary outcome measures for the pilot study were depression, stress, mindfulness and
awareness; and the secondary outcome was to explore the ability to engage men with an
online mindfulness program. Following the recruitment process, once the participant had
been identified as meeting the inclusion criteria and consented to undertaking the online
program, a pre-test stage of data collection was conducted prior to participants commencing
the first weekly module. Post-test data collection was designed to be accessible immediately
following completion of the final week (week 6) activities of the intervention. Participants’
demographic information and data for the three outcome measures were collected through
the use of online self-administered questionnaires.

4.2.6 Data Collection Procedures

The following instruments were used to collect data in the quantitative component of the
study: the Mindfulness Attention Awareness Scale (MAAS) (K. Brown & Ryan, 2003); the
Kessler Psychological Distress Scale (K-10) (Kessler et al., 2002); and the Edinburgh
Postnatal Depression Scale (EPDS) (Edmondson, Psychogiou, Vlachos, Netsi, &
Ramchandani, 2010).
The MAAS has a substantive empirical track record as being a valid measure of mindfulness
(Montes, Ledesma, Garcia, & Poo, 2013; Van Dam, Earleywine, & Borders, 2010). Being a
self-reporting measure the MAAS was designed to measure mindfulness as a present-centred
attention-awareness in everyday experience; this state of awareness varies between
participants and can be attributed to mindfulness practice (Park et al., 2013). Using a 15-item
scale the MAAS measures the inherent state of consciousness characterized by the presence
or absence of awareness in the present moment of an individual (Black, Sussman, Johnson,
& Milam, 2012). Using a 6-point Likert scale the MAAS affords participant responses with
options ranging from 0 (almost always) to 6 (almost never). An example is “I find it difficult
to stay focused on what’s happening in the present” (Item 3); for the full MAAS scale used
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see Appendix 1. Taking an indirect-item approach the 15-item MAAS measures mindfulness
by asking participants how frequently they have experiences of mindlessness (Park et al.,
2013). Scores that are higher correlate with increased levels of mindfulness. In a series of
five studies Brown and Ryan (2003) demonstrated internal consistency with Cronbach’s
alpha of 0.82 and a 4-week test-retest reliability of 0.81. In terms of construct validity MAAS
scores have been positively correlated with measures of openness, awareness and well-being,
whilst being negatively correlated with neuroticism, anxiety and stress (Brown & Ryan,
2003; Park et al., 2013).

The K-10 is a self-reporting 10-item questionnaire designed to measure distress based on
anxiety and depressive symptoms. Kessler et al. (2002) have validated the K-10 showing
consistent psychometric properties across broad populations and social demographic
samples. Originally developed to identify non-specific psychological distress in the upper
90th - 99th percentile range in a general population, the K-10 has also demonstrated a
significant relationship with the screening of psychiatric illness in clinical environments
(Sunderland, Mahoney, & Andrews, 2012). Additionally, the K-10 has been used effectively
in the Australian national survey of mental health and well-being (Reavley, Jorm,
Cvetkovski, & Mackinnon, 2011; Sunderland, Slade, Stewart, & Andrews, 2011). Questions
comprising the K-10 were constructed from a reduced set of questions based on the
psychometric Item Response Theory models (Kessler et al., 2002). The K-10 measures
psychological distress based on questions about negative emotional states differing in
degrees of severity. For each question there is a five-level response scale based on the amount
of time that a participant experienced those particular feelings. The response options range
from none of the time to most of the time; for details of the full scale used see Appendix 1.
Each of the items are scored from 1 for 'none' to 5 for 'all of the time'. Scores for the ten items
are summed, yielding a minimum possible score of 10 and a maximum possible score of 50,
with low scores indicating low levels of psychological distress and high scores indicating
high levels of psychological distress (Kessler et al., 2002; Reavley et al., 2011).
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As a self-reporting measure, the Edinburgh Postnatal Depression Scale (EPDS) was designed
to screen women for emotional distress during pregnancy and the postnatal period (Cox,
Holden, & Sagovsky, 1987; Edmondson et al., 2010). Although developed initially for
women, its use in men has been shown to have reasonable sensitivity for detecting depression
during the postnatal period (Edmondson et al., 2010). Matthey et al. (2001) have argued that
the EPDS is a valid measure for men during pregnancy and can be used with men in the same
way it is used with women during this important time in life. The EPDS comprises of a 10item/question self-reporting tool with each item/question using a four-point Likert scale
scored from 0 to 3 resulting in a total range of 0 to 30 (Cox et al., 1987). Generally, a cut off
score greater than 12 indicates the possibility of perinatal mental health issues, with higher
scores reflecting higher levels of perinatal depression (Cox et al., 1987; Edmondson et al.,
2010; Matthey et al., 2001). Validation studies have utilised various threshold scores in
determining which best suited men during the perinatal period with cut-off scores ranging
from 9 to 11 points, giving a one to three-point lower cut-off than screening women in the
perinatal period (Edmondson et al., 2010; Matthey et al., 2001). Examples of the EPDS
questions are item one “I have been able to laugh and see the funny side of things” and item
ten “the thought of harming myself has occurred to me”; for a complete version of the EPDS
tool and instructions used please see Appendix 1.
Data collected using the MAAS, K10 and EPDS instruments were assigned numeric values
based on individual scores for each instrument. Initial investigation of means, standard
deviations and general trends in the statistical data assisted in the selection of appropriate
analyses to be identified for use. Coding of the data was undertaken using the Statistical
Analysis System (SAS) software, (version 9.4 Copyright © 2013 SAS Institute Inc). In
addition to the MAAS, K10 and EPDS, a researcher developed questionnaire was used to
collect demographic data on participants and included items on gender, nationality, age, and
how many children by age were currently living in the participant’s household.
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4.2.7 Data Analysis

Initial data cleaning was undertaken using Microsoft Excel. This process involved: removing
blanks, inserting variable names and merging missing data for participant number 24 with
their data from the dataset that was sent to us originally as the most recent dataset had errors
for this participant.
The cleaned dataset was then converted to csv format and imported into SAS.
All data was checked in SAS and additional data cleaning was undertaken.
Study specific variables were created using data from the original dataset. A summary of the
study-specific variables and how they were created is provided below:
•

Age-group: was originally classified into four categories: 18 to 24; 25 to 34; 35 to 44
and 45 to 54. Due to the small sample size and to avoid small cell sizes age-group
was reclassified into two categories: 18 to 34 and 35 to 54 years.

•

Levels of dispositional mindfulness: was measured using the 15-item MAAS.
Respondents answer each item using a six-point Likert scale, with response options
ranging from 1 (“almost always”) to 6 (“almost never”). A mean score was calculated
for each participant, with higher mean scores reflecting higher levels of dispositional
mindfulness.

•

Distress levels: The K10 is a 10-item measure of global psychological distress.
Respondents answer each item using a five-point Likert scale, with response options
ranging from 1 (“none of the time”) to 5 (“all of the time”). Participant responses to
all 10 items were summed together to create a total score, with higher scores
indicating higher levels of psychological distress. Participants who missed one of the
K10 items (n=2) were calculated a total score by summing all valid responses together
and excluding the missing item. This procedure was based on those used by the
Australian Government Department of Health for the primary mental health care
minimum data set. No participant who had attempted either the pre or post surveys
missed more than one item on the K10.

•

Perinatal depression levels: was assessed using the 10-item EPDS. Participants
answer each item using a four-point Likert scale, with response options ranging from
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0 to 3. Participant responses to all 10 items were summed together to create a total
score of perinatal depression. Higher scores reflect higher levels of perinatal
depression.
Statistical analyses were programmed using SAS v9.4 (SAS Institute, Cary, North Carolina,
USA). Descriptive statistics (frequencies, percentages, means and standard deviations) were
reported for participant characteristics and study outcomes.
Paired sample t-tests were conducted on the complete dataset (complete case analysis) to
determine if there were statistically significant differences between participants’ outcomes at
baseline and follow-up. Due to the high proportion of participants lost to follow-up (50%), a
sensitivity analysis using two different methods of multiple imputation to estimate missing
values of the main outcomes at follow-up was conducted and compared to the complete case
analysis. Due to the small sample size and high percentage of missing values, two methods
of multiple imputation were used to provide greater confidence in the conclusions made about
the results. The following methods of multiple imputation were used:
1. Monotone predicted mean matching (monotone PMM).
2. The fully conditional method using predictive mean matching (FCS PMM).
For both methods of multiple imputations, participant baseline scores on the three outcomes
were included as auxiliary variables in the multiple imputations, as they were found to be
related to the outcomes and lost to follow-up. Although, not found to be associated with lost
to follow-up or the outcomes, participant’s age-group and whether they had previous children
were also included in the multiple imputation as auxiliary variables as they were determined,
a priori, as being potentially important. As 50% of the follow-up data was missing 50 imputed
datasets were created. Paired sample t-tests comparing the outcomes from baseline to followup were then conducted using the imputed datasets. The mean differences and standard errors
calculated from these analyses were combined to generate a final estimated mean difference
and standard error for both methods of multiple imputations. These results were reported
alongside those obtained from complete case analysis. Trace plots associated with the FCS
PMM method of multiple imputations were examined to assess for convergence of the
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imputed datasets.
It should be noted that one of the key aspects of a pilot study is not to evaluate effectiveness
as in a larger RCT study, but to be descriptive, focusing on confidence interval estimations,
estimating recruitment, retention rates and delivery and acceptability of the study
intervention (Doody & Doody, 2015; Vogel & Draper-Rodi, 2017). Although findings should
be interpreted with caution, pilot studies have several strengths when using established and
validated tools; it is postulated that the data still has value in methodological aspects to inform
the design of a larger study/trial (Doody & Doody, 2015; Vogel & Draper-Rodi, 2017).

4.2.8 Ensuring the Rigor in a Pilot Study

In regards to the rigour/quality of a pilot study Creswell (2014) suggests that the best way
for the researcher to ensure a quasi-experimental pilot study yields empirical results from
which accurate extrapolations can be made, is to ensure that reliability and validity are
addressed. Reliability and validity are required to ensure that the implemented study design,
tools and approach can be replicated (Creswell & Plano Clark, 2011). Reliability is the extent
to which the tools used measure what they intend to measure and that the administration of
the chosen tools can be replicated (Polit & Beck, 2014). Validity is the extent to which the
tools used to answer the research question in its purest sense actually measure what they set
out to measure, and/or how well these tools reflect the reality, which they claim to represent
(Creswell, 2014; Crotty, 1998). In addressing validity Christensen, Johnson, and Turner
(2015) suggest that maximising construct validity, internal validity and external validity is
paramount in addressing

possible validity issues. The researcher develops a plan of

methodological decision-making and implements validity considerations carefully to
increase the likelihood that the outcomes reported could be attributed to the intervention.
Regardless of the type of research or how well a study is designed, threats to validity will
always exist; however the degree to which threats to validity occur is dependent on how well
the researcher mitigates these threats (Christensen et al., 2015; Creswell, 2014). Issues
surrounding validity in a quasi-experimental design are further discussed below.
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Construct validity
Construct validity refers to inferences from study particulars including settings, participants
and interventions; that is to say construct validity is concerned with the relationship of study
particulars to the higher-order constructs they are intending to represent (Christensen et al.,
2015; Polit & Beck, 2014). Identifying two key threats to construct validity Christensen et
al. (2015) outline the importance of considering both participant effects and researcher
effects.
Participant effects the behaviours of participants in a study can be influenced by the life
experience, perception and motivations that they bring to the study (Creswell, 2014).
Christensen et al. (2015) discuss how the information that participants receive at the
beginning of a study can shape their perceptions of the intended study, thus contributing a
positive self-presentation whereby participants are motivated in a positive way to undertake
the required task within the study. One of the best methods of dealing with this is the use of
blinding (Christensen et al., 2015; Creswell, 2014). Blinding or double blinding is often used
in clinical trials of either a drug or an intervention. This is achieved through the withholding
of pertinent information from participants as well as from the researcher (Polit & Beck,
2014). Through the incorporation of blinding into a study the possibility of contamination
from either the participant and/or the researcher is significantly reduced (Creswell, 2014;
Polit & Beck, 2014). However blinding of either the participant and/or the researcher is
difficult or impossible to achieve in educational interventions (Hulley, Ciummings, Browner,
Grady, & Newman, 2013). In this pilot study blinding was not possible; however, all
participants were given the same information and full access to the online intervention
throughout the study time frame.
Researcher effects Christensen et al. (2015) point out that a similar threat can stem from the
researcher’s influence, through subtle (or not subtle) communications about the study
outcomes. This is known as an unintentional biasing effect. In this pilot study only the
researcher delivered information about the intended study so that the influence of the
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researcher’s attributes remained consistent across delivery of all treatment conditions
(Christensen et al., 2015).

Internal validity
Internal validity refers to the extent in which causal relationships in the dependent variable
(observed effects) can be attributed to the independent variable rather than extraneous
variables; that is to say, could anything else have been responsible for the outcome other than
what has been measured (Christensen et al., 2015). Furthermore, Creswell and Plano Clark
(2011) postulate that the aim of external validity is to maximise the extent to which the
researcher can apply the results to a larger population and larger study design. Creswell and
Plano Clark (2011) note that the researcher can only draw correct cause and effect inferences
when threats to internal validity such as history, maturation, instrumentation, testing and
participant selection have been effectively controlled for.
History can become a significant threat to internal validity if the researcher has not taken into
account the time frame in which the intervention is delivered and events that may occur
during that time frame (Christensen et al., 2015). As this study involved a one group pretest/post-test done during a specific time - the perinatal period, history as a significant threat
was reduced, as all participants would have experienced similar external events.
Maturation Creswell (2014) highlights the importance of maturation as a threat to internal
validity where the participant during the intervention phase may change and/or mature
thereby influencing results. This was mitigated during this study by running the program
over a set timeframe of 12 months (July 2016 - July 2017), with two age groups 18 to 34 and
35 to 54 with all participants going through the same change/maturity experiences - the
perinatal period, which for this study was established to be the Australian definition of 20
weeks completed gestation and twenty-eight completed days after birth (Australian Institute
of Health and Welfare [AIHW], 2005).
Instrumentation additionally another important threat to internal validity is instrumentation,
which can change the measurement of dependent variables over time (Christensen et al.,
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2015). Being self-reporting questionnaires, the research instruments played a key role in the
measure of outcome variables at pre-test and post-test in this pilot study (Creswell, 2014).
All quantitative tools used to measure pre-test and post-test have been validated for use in
similar populations. Section 4.2.7 ‘data collection procedures’ outlines the validation status
of the tools used in this study. Likewise testing as a threat to internal validity can contribute
to participants becoming accustomed to the outcome measures, thereby remembering
responses for later testing (Creswell, 2014). This study minimised this testing threat with a
six-week time frame elapsing before participants could respond to the post-test after doing
the pre-test. Lastly, participant selection was also considered. As described by Creswell
(2014) selection can arise when the researcher selects participants with certain characteristics
that may predispose them to certain outcomes on the basis of socioeconomic background or
education. This was addressed in this study through the use of broad selection criterion for
participants (see the participation information sheet in Appendix 1).
External Validity
Christensen et al. (2015) define external validity as an inferential process focusing on the
degree to which study results are generalisable beyond the study sample (population validity)
and setting (ecological validity) and other times (temporal validity) to other samples and
settings. In this pilot study the target population was men with pregnant partners from the
Hunter New England Health (HNEH) district of New South Wales and throughout Australia.
Grove, Gray, and Burns (2015) suggest that a study that produces results similar to and
consistent with previous research, affords the researcher confidence that generalisations of
outcomes may be applicable across the target population. Whilst population validity is an
important consideration, there was no prior research and/or literature to support population
validity in this study. However, whilst this pilot study is the first of its kind, the effectiveness
of MBSR when used in both clinical and non-clinical male populations has been
demonstrated in research literature across different time frames and populations. In other
words, the outcomes from this study may give insight to the possibility of managing these
issues in a larger study based on the lessons gained from this pilot study in terms of
population, ecological and temporal validity respectively.
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4.3 QUALITATIVE DESCRIPTIVE DESIGN
The previous section presented the methods used to undertake the quantitative component of
this pilot study. In the section that follows the procedures used to undertake the qualitative
component of the study will be described, including data collection and analysis and also the
strategies used to maximise the trustworthiness of findings. The main purpose of the
qualitative component of the study was to answer the research question: To explore the
experience of participation in an online MBSR program among men with pregnant partners.

4.3.1 Study Setting

In contrast to the quantitative component of the study that was conducted online and involved
the use of pre-test and post-test outcome measures, the qualitative data were collected using
audio-recorded individual interviews at a time and place that suited the participant. Skype
and telephone options were also offered, however all interviews were conducted face-to-face.
The interviews were conducted following completion of the 6-week online MBSR program
between March 2017 and July 2017. At the participant’s request one interview was conducted
early in the morning in a meeting room in Richardson Wing (School of Nursing and
Midwifery) on the Callaghan campus of the University of Newcastle. The other interview
was conducted at a fast food café located in Broadmeadow (Newcastle) early in the morning
at the participant’s request.
4.3.2 Participants and Recruitment

Qualitative inquiry typically aims to understand a phenomenon rather than to make empirical
generalisation; that is to say qualitative research seeks to explore human experience, personal
perceptions, opinions, interpretations, beliefs and values of study participants (Plano Clark
& Ivankova, 2016). Kim, Sefcik, and Bradway (2017) suggest that qualitative description is
a suitable method when the goal of the research is to provide a straight forward description
of a poorly understood phenomenon to gain information that may inform and refine research
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questions and interventions for a larger study (Sandelowski, 2000b, 2010). In line with this
approach homogeneous non-probability purposive sampling was employed for the
recruitment of participants in this study. Purposive sampling is popular in qualitative research
where participants are recruited according to the pre-selected study criteria relevant to the
research aims and questions (Christensen et al., 2015; Creswell, 2014). Potential participants
were recruited for the qualitative arm of this pilot study through the online web site for the
project. All participants were asked to provide an email address as part of the registration and
login for the study; this allowed the researcher to contact the 12 participants who had
completed the pre-test, 6-week MBSR program and post-test, to offer an invitation to
undertake an interview.
In terms of sample size Creswell (2013) advises that in contrast to quantitative approaches in
which considerations of generalisability make pre-calculation of the number of participants
important, qualitative researchers have no formal criteria to determine sample size. Rather,
in qualitative research the ‘richness’ of the data generated has far more importance than the
number of participants involved (Christensen et al., 2015). Whilst qualitative researchers may
determine sample sizes based on various considerations these typically include the aims and
context of the research and the richness of data collected. In qualitative research sample sizes
of 8 to 20 participants are common; however as discussed by Creswell (2013) numbers of
participants can range between 3 and 30 depending on the type of qualitative methodology
being used.
The initial intention in this study was to recruit as many participants who had completed the
MBSR program and pre- and post-test data collection phases as possible. Weekly emails
were sent to all 12 eligible participants, with only two responding. In the last 3 months of the
study time frame a decision was made to send weekly emails to all participants registered in
the program (n=24), to enable the researcher to gain as much information as possible about
their experiences with the online MBSR program; however, no additional responses were
received from participants.
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4.3.3 Data collection

Data collection in the qualitative descriptive component of this study followed the design
aim of discovering the who, what and where of the participants’ experience (Sandelowski,
2000a). Individual interviews were chosen as the best method of data collection for a number
reasons; firstly interviews are regarded as the primary data collection method for qualitative
research; secondly the researcher wanted to access the narrative of the participant and this
was best undertaken through direct encounter between the researcher and the participant;
thirdly recorded interviews can be conducted using a variety of communication methods such
as face-to-face, telephone, web conferencing (Skype) and other web based communication
(Creswell, 2013). In this study interviews were offered face-to-face, or by telephone or
Skype. Lastly the researcher can choose between unstructured, structured and semistructured interviews. Unstructured interviews are where the researcher encourages the
participants to express themselves naturally using only a very broad opening question such
as ‘what is your experience about…’ (Creswell, 2013). Such broad opening questions can be
followed up with probing and follow-up questions to encourage a participant to elaborate on
or clarify an answer.
Structured interviews in qualitative research are uncommon given that they typically follow
a rigid set of questions that are asked in a specific order (Creswell, 2013). Whilst structured
interviews use open ended questions, they are often avoided as they might become leading
questions encouraging closed responses from study participants (Christensen et al., 2015;
Creswell, 2013). The pilot study reported in this thesis used semi-structured interviews (see
Appendix 1). Semi-structured interviews, as discussed by Creswell (2013), use an interview
guide providing a tested set of questions for discussion, ensuring that the research
aim/questions are addressed. Using this approach affords the researcher freedom to ask
questions in any order, following participant responses, seeking clarification to answers and
allowing participants to elaborate on these responses. That is to say, semi-structured
interviews are non-directive and open ended, being designed to trigger and stimulate open
discussion about the participants’ experience of the research study (Creswell, 2013).
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4.3.4 Data Analysis

Qualitative data analysis was primarily focused on answering the research question
(Creswell, 2013). The purpose was to explore the experiences of men with pregnant partners
who had participated in the online MBSR program. Verbatim transcripts of the interviews
were analysed using the qualitative data analysis process described by Creswell and Plano
Clark (2011) preparing the data for analysis, working with the data and ensuring
trustworthiness. These steps were applied to the data analysis for the qualitative descriptive
component of the pilot study as follows:

Preparing the Data for Analysis
Participant interviews were transcribed from audio recordings to text using an approved
University of Newcastle transcription service. Once transcription was complete the
researcher checked the verbatim transcripts against the audio recording several times for
accuracy. This afforded the researcher the ability to become familiar with the qualitative data
through immersion (Creswell & Plano Clark, 2011). Data was then de-identified using a
pseudonym for each participant and exported into NVivo which is a qualitative data analysis
computer software package produced by QSR International and designed for qualitative
researchers working with very rich text-based data (NVivo qualitative data analysis software;
QSR International Pty Ltd Version 10, 2014).

Working with the data
The next step involved a process outlined by Bazely (2013) of reading, reflecting on and
coding the data. Reading through the whole transcript initially, the researcher then reread
paying particular attention to and thinking about each specific data item. Whilst this process
was undertaken, notes reflecting descriptive words and/or points about participants’
experiences were written down. In this study the coding method recommended by Creswell
and Plano Clark (2011) was employed - exporting the transcript data to a qualitative computer
software program (NVivo). Once exported the next step involved coding the transcribed data,
dividing text into small units of phrases, sentences and/or paragraphs, which were then
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assigned a label and grouped firstly into codes then into themes (Creswell & Plano Clark,
2011). Coding labels were derived from the exact words of the participants. Following
coding, grouping of the data and labelling ideas allowed the researcher to reflect on the
broader perspectives of the research question. As the coding system was established the
sorting and connecting of data based on similarity and regularity allowed the creation of
categories (Bazely, 2013). Next, the researcher worked through the categories, transcript data
and notes to conceptualise and identify themes. Whilst the researcher initially undertook this
work independently, a final review of themes/sub themes was undertaken in collaboration
with the principal supervisor to check for consistency and to establish a consensus regarding
the analysed data.
4.3.5 Ensuring the Trustworthiness of the Qualitative Descriptive Design

In qualitative research rigour is reflective of the quality of data collection and analysis
undertaken by the researcher (Rebar & Gersch, 2015). However, there are many contentious
issues surrounding how the concept of rigour fits into a qualitative approach that values
experiences, insight and creativity. It has been argued that a more appropriate term to use is
validity, which lends itself equally to both qualitative and quantitative research approaches
(Creswell, 2014; Polit & Beck, 2014). Validity is defined as the quality of being sound, just
and well founded, whilst being applicable to all research (Creswell, 2014; Polit & Beck,
2014). Validity in research has the goal of affording the researcher the ability to demonstrate
plausible and credible outcomes, explanations and recommendations that are central to all
scientific research (Christensen et al., 2015). From the perspective of validity in qualitative
research the development of ‘trustworthiness’ was established to provide a parallel with the
standards of rigour and validity used in quantitative research (Polit & Beck, 2014).
Trustworthiness in qualitative research as defined by Lincoln and Gruba (1985) is made up
of four criteria of qualitative inquiry - credibility, transferability, dependability and
conformability. These criteria are considered seminal, pertinent and the gold standards still
widely used in qualitative research today.
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Credibility
Credibility refers to the confidence in and believability of the research findings and
interpretations; we might say the ‘truthfulness’ of the findings (Christensen et al., 2015). The
strategies used to maximise credibility in the qualitative component of the pilot study are set
out below.
Researcher credibility information such as personal and professional information that may
affect data collection, analysis and interpretation should be reported (Plano Clark &
Ivankova, 2016). The researcher has worked as a lecturer in nursing and midwifery at the
University of Newcastle, Australia for over seven years, four of which have been as the
Deputy Program Convenor for the Bachelor of Midwifery. Prior to embarking on an
academic career, the researcher worked as a theatre nurse before becoming a midwife and
working in an acute delivery suit in a tertiary referral hospital in New South Wales, Australia.
Having been exposed to mindfulness theory and practice during his midwifery practice the
researcher undertook a number of mindfulness courses leading up to the commencement of
his PhD studies. Additionally, the researcher participated in regular supervision meetings
with his supervisors – who are experienced nationally and internationally recognised
qualitative researchers - throughout the data collection and analysis phases of the project.
Whilst there are various ways to support credibility in qualitative research, such as
triangulation, member checking, peer debriefing and the use of external auditors (Creswell,
2013), for the qualitative component of this pilot study traditional ‘credibility’ criteria were
not chosen due to the uniqueness of the study and on the basis that qualitative research is a
process/product in which the researcher deeply and unavoidably impacts the findings
(Sandelowski, 1986, 1993). As qualitative findings are a subjective construct in which
knowledge, beliefs and activities of the researcher play a pivotal role, research findings can
be either accepted or rejected by the reader according to their own subjective criteria and
realities (Sandelowski, 1993; Sandelowski & Barroso, 2003).
Transferability
Transferability refers to the ability to be able to generalise findings to other similar participant
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groups and locations with similar contexts or situations, whilst retaining inferences,
interpretations and meaning from the original study (Christensen et al., 2015; Lincoln &
Gruba, 1985). Creswell (2013) outlines the importance of providing detailed descriptions of
participants, settings and the research process used to enable the reader to make decisions
regarding transferability. Information provided in section 4.3 (Qualitative descriptive design)
of this chapter will assist readers in determining the extent to which the findings can be
transferred to similar participants in Australia and internationally.
Dependability
Dependability refers to the stability of the data over time; would repeating the study with
similar participants consistently produce similar findings (Creswell, 2013). In establishing
dependability the research process undertaken must demonstrate a clear decision trail
developed for the research process, thereby affording other researchers the ability to replicate
the study, producing similar findings (Plano Clark & Ivankova, 2016). In the qualitative
component of the study dependability was approached through the provision of a detailed
outline of the research process as explained in section 3.32 (Qualitative research approaches)
in Chapter Three and section 4.3 of this chapter covering research design, method and
processes.
Conformability
Conformability refers to objectivity, that is to say the ability to establish congruence between
two or more independent readers as to the accuracy, relevance and/or meaning of the data
(Creswell, 2014). The criterion of conformability is concerned with demonstrating that the
information participants provided and associated interpretations are representative of the data
of the participants and not invented by the researcher (Cypress, 2017). For this
‘conformability’ to be achieved, findings must reflect the true voice of the study participants.
Strategies used in this study to ensure conformability include: the study methods and
procedures of data collection and analysis are described with detailed explanations thereby
enabling auditing of the research process (Lincoln & Gruba, 1985). Excerpts drawn directly
from the interview transcripts were used to demonstrate that the findings were grounded in
the data generated from the research interviews (Creswell, 2013).
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4.4 CONVERGENT PARALLEL MIXED METHOD DESIGN
The study design used to undertake the pilot study is best described as a convergent parallel
mixed method design. The convergent parallel design occurs when both quantitative and
qualitative data strands are collected during the same phase of the research process (Creswell
& Plano Clark, 2011). As described by Creswell and Plano Clark (2011) the purpose of the
convergent design is to collect data using different methods that become complementary,
affording a more comprehensive approach to answering the research questions and thus
understanding the phenomenon of interest. Convergent design brings together the strengths
of quantitative methods such as the use of large study samples, and the capacity to identify
trends and make generalisations, whilst qualitative methods use small sample sizes and seek
to provide detailed accounts of participants’ experiences.
The purpose for this research design is to develop a more complete understanding of the
phenomenon under investigation (Creswell & Plano Clark, 2011; Plano Clark & Ivankova,
2016). The philosophical assumptions behind the convergent design as outlined by Creswell
and Plano Clark (2011) are not to mix different paradigms, but to work using a pragmatic
approach. See section 3.3 Philosophical assumptions underpinning the chosen research
approaches in chapter 3 for details of this approach, which aims to merge quantitative and
qualitative data into a broader understanding of the research question. As recommended by
Creswell and Plano Clark (2011) there are four major steps involved in the use of the
convergent design. Figure 1.1 provides a diagrammatic outline of how these steps were used
in this study:
Step1: First, the researcher collected both quantitative and qualitative data; both were
collected concurrently but separately with neither dependent on the results of the other (Plano
Clark & Ivankova, 2016).
Step 2: Second, the researcher analysed each of the two data sets separately and
independently using the analytic procedures outlined in section 4.2.8 (Data analysis
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quantitative) and section 4.3.4 (Data analysis qualitative) in this chapter.
Step 3: Third, once the two sets of initial results were in hand the results were merged,
identifying content in both data sets, comparing, contrasting and synthesising the results into
tables and discussions as presented in Chapter 5 and Chapter 6 of this thesis.
Step 4: The fourth and final step involved summarising and interpreting the two sets of
findings and how these converge and diverge from each other and/or relate, combining these
to afford a better understanding of the overall pilot study findings in relation to the research
questions (Creswell & Plano Clark, 2011; Plano Clark & Ivankova, 2016).
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Figure 2 Flowchart of Implemented Convergent Design
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4.5 ETHICAL CONSIDERATIONS
Approval to conduct the pilot study was obtained from the University of Newcastle Human
Research Ethics Committee (H-003009; see Appendix 1). Approval to recruit prospective
participants was also received from the HNEH Human Research Ethics Committee (see
Appendix 1). Prospective participants were fully informed about the research study and were
provided with participant information sheets and consent forms (see Appendix 1). The
participant information sheets and consent forms were also formatted into an electronic
version that could be accessed from the web site www.mindfulnessfordads.com; this allowed
for electronic consent to be obtained that was entirely voluntary. All statements indicated
anticipated ethical concerns and addressed considerations of protection of rights,
beneficence, respect for human dignity and justice for participants (Polit & Beck, 2014).

4.5.1 Beneficence

Beneficence pertains to the duty of the researcher to minimise harm and maximise benefits
relating to involvement in the research. Participants must not be subjected to unnecessary
risks of harm or discomfort and their voluntary participation is vital to scientific inquiry. The
aims of the research should be societally important and could not otherwise be realised (Polit
& Beck, 2014).
This pilot study used an online mindfulness intervention for men with pregnant partners that
provided the possibility to change emotions and behaviours to manage stress and increase
awareness of self. There was no significant risk of physical harm to participants. It was
possible, however, that engaging in mindfulness could cause some physical discomfort
and/or emotional distress. The mindfulness program asked participants to engage with their
body and acknowledge any feelings that may or may not be present. There was a possibility
of physical discomfort occurring in the early stages of participation in the program, as
participants become accustomed to mindfulness practices. Participants were advised to pause
or stop mindfulness exercises should they feel any physical discomfort. Mindfulness
activities do have the potential to intensify emotions and thoughts; participants were
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additionally advised to contact Lifeline, or beyondblue, or other appropriate mental health
support services should they become distressed during the course of participating in the
MBSR program; contact details for these organizations were also provided. Participants were
advised that the information contained in, or accessed through, the website is for general
information and use only and was not intended to be used as medical advice and/or should
not be used to diagnose, treat, cure or prevent any medical condition.

4.5.2 Respect for human dignity

Respect for human dignity includes the right for participants to be assured that their
involvement in the study would not place them at disadvantage or expose them to potential
harm. Participants also have the right to full disclosure and to self-determination (Polit &
Beck, 2014). In this pilot study all participants gave informed consent, which included a clear
description of the study outlining the right of participants to decline involvement as well as
possible benefits and risks associated with the study. Only participants that had given
informed consent were included in the study. Additionally, it was made clear that participants
had the right to withdraw from the study at any time without reason, including all data that
may have already been collected.

4.5.3 Justice

Justice in research pertains to the right to fair treatment and to privacy. Participant selection
in this study was based on the study requirements and not on the group’s possible
vulnerabilities. The right to fair treatment was adhered to with the researcher treating all
potential participants in the same manner regardless of their decision to decline or agree to
participation in the study. This included any participant that withdrew at any time throughout
the study. Participants were provided with clear processes should they wish to make a
complaint; if participants were unwilling to contact the researcher directly provision was
made for them to contact the project supervisors or alternatively the Human Research Ethics
Office of the University of Newcastle. In relation to protecting the privacy of study
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participants, whilst the study was in progress all data were stored according to the University
of Newcastle research data and materials management policy 00869. Electronic data was
stored on a password protected, university issued, computer used only by the researcher and
research supervisors. That computer was kept securely when at the university or home
address of the researcher and not used by any other person. Weekly back-ups were saved to
a secure password encrypted hard drive and cloud server to which only the researcher had
access. All interview data were de-identified with participants being assigned numerical
identification codes. All participant identifiers were permanently removed prior to the
commencement of interviews. In line with the University of Newcastle research data and
materials management policy 00869 all data will be kept secure at the School of Nursing and
Midwifery for a period of 5 years following the completion of the study, after which time all
data will be erased from the nominated hard drive.

4.6 SUMMARY
This chapter has provided a detailed outline of the research design and methods used to
undertake the pilot study. A convergent mixed methods parallel design was employed to
conduct the overall study comprising a one group pre-test, post-test as the core quantitative
component and a qualitative descriptive study as the qualitative component. The methods of
conducting a pre-test post-test study were detailed, including the measurement tools used in
answering the main research question ‘to compare levels of depression, stress, anxiety and
mindfulness in men with pregnant partners before and after participating in an online MBSR
program’. The procedures used to undertake the qualitative component of the study were also
explained. Individual interviews were used for the collection of qualitative data which were
then analysed using qualitative descriptive analysis to answer the second research question
‘to explore the experience of participation in an online MBSR program in men with pregnant
partners’. The procedures for establishing the trustworthiness of the qualitative findings were
described. The study was conducted following an approved ethics protocol, which gave
careful consideration to safeguarding the rights and dignity of the participants. The next
chapter presents the findings of both the quantitative and qualitative components of the study.
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CHAPTER FIVE: FINDINGS
5.1 INTRODUCTION
This chapter presents the findings of the study. In the first section of the chapter the outcomes
of the quantitative pre-test/post-test study are reported. In the second section of the chapter
the findings of the qualitative descriptive component of the study are presented. Statistical
analyses of data from the pre-test/post-test study were undertaken with the assistance of Dr
Christopher Oldmeadow and Dr Alix Hall from Clinical Research Design, IT and Statistical
Support (CReDITSS), Hunter Medical Research Institute, Newcastle, NSW, Australia. The
chapter commences by presenting data on the demographic characteristics of the study
participants followed by data on the effects of the intervention on the outcome measures
used: the Edinburgh Postnatal Depression Scale (EPDS), Kessler Psychological Distress
Scale (K 10), and the Mindfulness Attention Awareness Scale (MAAS). This is followed by
consideration of potential harms during the study. The latter section of the chapter reports on
the analysis of qualitative data collected from follow-up interviews conducted with two
participants. Included here are the characteristics of the two qualitative component
participants, followed by the key themes and sub-themes that were identified in the course of
the qualitative descriptive analysis of the interview data. The themes and sub-themes so
identified describe the experience of two of the men with pregnant partners who participated
in the online MBSR program. Illustrative participant excerpts are provided for each of the
themes and sub-themes.

5.2 DEMOGRAPHIC CHARACTERISTICS OF THE PARTICIPANTS
Twenty-four males completed the baseline survey, of which half (n=12; 50%) completed the
follow-up survey. Of the 12 participants who submitted a follow-up survey, most (n=9; 75%)
completed the full intervention program. The mean number of completed intervention
sessions for the three participants who reported not having completed all aspects of the
intervention was five sessions (SD=0.6).
The mean age of participants was 34 years of age with a range from 18 to 35 years (n=13)
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and 35 to 54 years of age (n=11). The number of participants reporting previous children was
11 (45.8%) and the number reporting no previous children was 13 (54.2%). For the
participants reporting previous children the age range of those children was less than one
year to 12 years of age. Of the 24 participants all were Australian citizens with 22 being
Australian born and two born outside of Australia (1 in the United States of America and the
other in India).
Table 7. Participant characteristics
Characteristics

n

%

18 to 34

13

54.2

35 to 54

11

45.8

No

13

54.2

Yes

11

45.8

Other

2

8.3

Australia

22

91.7

Missing

12

50.0

No

3

12.5

Yes

9

37.5

Age category

Previous children

Location of birth

Completed intervention

In summary, the demographic data of the participants were similar including age, family
status and country of origin.
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5.3 OUTCOME MEASURES
Descriptive statistics including frequencies, percentages, means and standard deviations were
reported for the participants’ characteristics and study outcomes. The analysis was conducted
as a one-group pre-test/post-test. The primary outcome measures of the quantitative
component of the study were depression, stress, mindfulness and awareness.

5.3.1 Mean baseline and follow-up scores for participants with complete data

Table 8 presents data on participants’ mean scores at baseline (week one) and follow-up
(week six) for each of the three outcome measures. These data have been calculated using
only the responses that were returned by participants (i.e. complete data n=12); the
calculations exclude missing data. The results presented in Table 8 should thus be interpreted
with caution; particularly as participant baseline outcome scores were found to be different
between study completers and non-completers.
Table 8. Mean outcome scores at baseline and follow-up.

Baseline

Follow-up
Standard

Standard

Outcome

N

Mean

deviation

N

Mean

deviation

EPDS

24

10.8

5.6

12

7.4

3.1

K10

24

24.0

6.4

12

19.7

3.9

MAAS

24

2.9

1.1

12

3.8

0.4
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5.3.2 Statistical comparisons of the mean differences in participant outcomes from
baseline to follow-up

Tables 9, 10 and 11 list the mean difference, standard error and p-value respectively
associated with the paired sample t-tests conducted on the complete dataset (i.e. excluding
missing values) for the three outcomes, alongside the analyses conducted on the datasets
utilizing two different methods of multiple imputation to estimate missing values. For all
outcomes convergence of the imputation models when using the fully conditional
specification (FCS) predictive mean matching (PMM) method of multiple imputation was
supported by the trace plots.
In summary, caution should be exercised when interpreting the complete analyses for all
three outcomes as the participants who were included in the complete analyses (i.e. those
who completed both the baseline and follow-up surveys) reported on average worse
psychosocial outcomes at baseline compared to participants who were lost to follow-up table
13. Consequently, it is possible that the mean differences calculated from the complete
analyses are an over-estimate due to potential regression towards the mean (i.e. reduction in
extreme variables over time). Thus, the results obtained from the analyses conducted on the
multiple imputation datasets have better generalizability then the complete analyses. They
also account for the relationship between baseline and missing follow-up data.
5.3.3 Depression

Depression scores were measured using the Edinburgh Postnatal Depression Scale (EPDS).
Table 9 lists the results for the outcome EPDS scores. As shown in Table 9 the results from
all analyses indicate a significant mean difference in participant EPDS scores from baseline
at week one to follow-up at week six; with participant follow-up scores being recorded as
lower on average than their baseline scores.
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Table 9. Mean difference in EPDS for complete data and data utilising multiple
imputation methods to estimate missing values

Mean

Standard

Analysis method

difference

Error

P-value

Complete analysis

7.3

1.1

0.000

Monotone PMM

3.6

1.4

0.009

FCS PMM

3.5

1.4

0.012

In summary, the follow up scores were lower (n=12), (mean = 7.4) with a (standard
deviation= 3.1) compared to baseline of (n=24), (mean=10.8) with a (standard
deviation=5.6).
5.3.4 Stress

Stress scores were measured using the Kessler Psychological Distress Scale (K 10).
Table 10 lists the results for the outcome K10 scores. As shown in Table 10 the results from
all analyses indicate a significant mean difference in participant K10 scores from baseline at
week one to follow-up at week 6; with participant follow-up scores being recorded as lower
on average then their baseline scores.
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Table 10. Mean difference in K10 for complete data and data utilising multiple
imputation methods to estimate missing values

Mean

Standard

Analysis method

difference

Error

P-value

Complete analysis

8.3

1.6

0.000

Monotone PMM

4.2

1.7

0.012

FCS PMM

3.8

1.7

0.022

In summary, the follow up scores were lower (n=12), (mean = 19.7) with a (standard
deviation= 3.9) compared to baseline of (n=24), (mean=24) with a (standard deviation=6.4).

5.3.5 Mindfulness and Awareness

Mindfulness and awareness scores were measured using the Mindfulness Attention
Awareness Scale (MAAS).
Table 11 lists the results for participant MAAS scores. As shown in Table 11 the results from
all analyses indicate a significant mean difference in participant MAAS scores from baseline
at week one to follow-up at week six; with participant follow-up scores being recorded as
higher on average then their baseline scores.
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Table 11. Mean difference in MAAS for complete data and data utilising multiple
imputation methods to estimate missing values
Mean

Standard

Analysis method

difference

Error

P-value

Complete analysis

-1.7

0.2

0.000

Monotone PMM

-0.9

0.2

0.000

FCS PMM

-0.9

0.2

0.000

In summary, the follow up scores were higher (n=12), (mean = 3.8) with a (standard
deviation= 0.4) compared to baseline of (n=24), (mean=2.9) with a (standard deviation=1.1).
The following output was used to help inform the main statistical analyses conducted for this
study. It has been included in this report to assist with interpretation of the results and to
provide context for the analyses conducted.
Tables 12 and 13 and Figures 3 to 4 illustrate the differences between the baseline at weekone outcome scores of participants who completed the study with those who did not complete
the study. Table 12 lists the descriptive statistics, including means and standard deviations,
for the three baseline outcomes for completers and non-completers. Whereas, Table 13 lists
results from an independent t-tests which was conducted to compare mean differences in the
three outcomes between study completers and non-completers. As shown in Table 13 there
were significant differences in study completers and non-completers mean baseline scores
for all three outcomes; with completers recording higher on average mean baseline EPDS
and K10 scores and lower baseline MAAS scores than non-completers.
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Table 12. Means scores of outcomes at baseline by study completers vs. noncompleters

Did not complete

Completed

Standard

Standard

Outcome

Mean

deviation

Mean

deviation

Baseline EPDS

6.8

5.0

14.8

2.5

Baseline K10

20.1

5.9

28.0

3.9

Baseline MAAS

3.7

0.9

2.1

0.6

Table 13. Mean difference in baseline scores between participants who did not
complete the study and those who did

Outcome

Mean difference

p-value

Baseline EPDS*

-8.0

0.0

Baseline K10

-7.9

0.0

Baseline MAAS

1.6

0.0

*The Satterthwaite results for the independent t-test were used due to unequal variances.

Figure 3. Comparison of baseline EPDS scores between participants who completed
the study and those who did not complete the study

Difference in baseline EPDS scores between study completers and non-completers
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15%

10%

5%

0%
0

1

4

7

8

9

10

11

12

13

14

EPDS scores
Group

Completer

Non-completer

15

16

17

21

Figure 4. Comparison of baseline K10 scores between participants who completed
the study and those who did not complete the study
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Figure 5. Comparison of baseline MAAS scores between participants who completed
the study and those who did not complete the study
Difference in baseline MAAS scores between study completers and non-completers

Percent of Frequency
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5.4 SUMMARY OF QUANTITATIVE FINDINGS
The demographic data of the participants were similar. Results from the analyses of
participants revealed a significant reduction of depression from baseline at week-one and
follow-up at week six as measured by the EPDS; Complete analysis (MD 7.3, SE=1.1,
p=0.000), Monotone PMM (MD 3.6, SE=1.4, p=0.009) and FCS PMM (MD 3.5, SE=1.4,
p=0.012). In addition, as measured using the K10, there was a reduction in stress over the
six-week MBSR program with analysis demonstrating; complete analysis (MD 8.3,
SE=1.6, p=0.000), Monotone PMM (MD 4.2, SE=1.7, p=0.012) and FCS PMM (MD 3.8,
SE=1.7, p=0.022). Significant improvements in analyses of mindfulness and awareness
were demonstrated from baseline to follow-up scores using the MAAS; Complete
analysis (MD -1.7, SE=0.2, p=0.000), Monotone PMM (MD -0.9, SE=0.2, p=0.000) and
FCS PMM (MD -0.9, SE=0.2, p=0.000). The analysis of all participants including
complete data sets of baseline and follow-up with the addition of baseline only data sets
demonstrated better psychosocial outcomes for depression and stress from baseline.
Additionally, a significant improvement in mindfulness and awareness was also
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extrapolated from the participants’ data sets.

5.6 FINDINGS FROM THE QUALITATIVE DESCRIPTIVE STUDY
5.6.1 Introduction
The analysis of the qualitative data collected from participant interviews as outlined in
the later part of chapter four provides the basis for the findings presented in this section
of the chapter. Key themes and sub-themes describing the experience of two men
participating in the online MBSR program are presented. Illustrative quotations taken
from the transcripts are provided within the discussion of themes and sub-themes below.

5.7 SUMMARY OF FINDINGS
During their participation in the online MBSR program the two participants in this
component of the study described a rich and varied range of experiences. Participant one
was a professional working in health practicing dentistry having experienced the birth of
his first child during the MBSR program; he was given the pseudonym of ‘Bill’. The
second participant was a tradesman operating his own business; he and his partner had
two children already and were expecting their third at the time of the interview and
participation in the MBSR program. He was assigned the pseudonym ‘Jack’. The
experiences of these two participants are formulated under two main themes: participation
in mindfulness and improvement in an online MBSR program for men with pregnant
partners. These findings are represented diagrammatically in figure 6 below.

Key Themes

Sub themes
•

Prior mindfulness practices

•

Experiences

Participation in Mindfulness

of

mindfulness

practices
•

Participant perception of value
from engagement in an online
MBSR program

•
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awareness

•

Perceptions of the online MBSR
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Improvements in an online MBSR
program for men

•

Participants

perception
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the

for
MBSR

program

Figure 6: Summary of qualitative findings

5.8 PARTICIPATION IN MINDFULNESS
Analysis and interpretation of the transcripts revealed sub-themes under the key theme of
‘participation in mindfulness’. These sub-themes consisted of prior mindfulness
practices, participants’ experiences of mindfulness practices, participant’s perceptions of
value from engagement in an online MBSR program, and perceptions of mindfulness and
awareness.

5.8.1 Prior mindfulness practices

Both participants reported no previous experiences in mindfulness, however one of the
participants (Bill) did discuss prior experience with yoga:
(Bill) Yep I hadn’t dabbled with mindfulness. I do have a friend who’s a physician in
Sydney who practices mindfulness um…but directly with mindfulness? No.
(Bill) My history with meditation, yoga and practices of… I guess what you would call
ancient Indian practices which is ah… a program where you learn breathing techniques
to help to relieve stress and so I’ve been practicing that since 2004 um… and enjoyed it
so much I became a teacher of it in 2012.

The other participant when interviewed about previous experience of mindfulness and
what mindfulness might be, replied:
(Jack) Nuh nothin’ Um…’probably …more sort of like meditation, I really didn’t have
any experience. Like I knew nothing about it.
In summary, the participant with prior yoga experience (Bill) had done breathing
meditation practices. However, both participants reported little or no prior knowledge or
use of mindfulness practices. One participant had previous involvement with yoga and
meditation breathing practices but this did not seem to have included experience of
mindfulness.

5.8.2 Experiences of mindfulness practices

The two participants were asked about what they expected from the MBSR program, what
they found helpful, frustrating or difficult whilst engaging in the online MBSR program.
Bill’s response to initially engaging with the online MBSR program was very positive;
he appeared to have been very comfortable with the presentation of the material:

(Bill) Um… I felt wow! This is really nice. This is like connecting um…what I’ve
experienced through Art of Living techniques and um… and… and mindfulness. I could…
I could relate quite quickly with what was being …um…stated.
Bill went on and explained what he thought he might be going to experience; this
participant was keen to compare the online MBSR program to other relaxation techniques
he had experienced:
(Bill) I actually thought it would be a technique to help me be centred. Yep that’s what I
initially thought um…and I actually in my own selfish way, I wanted to see okay, how
does it compare to what I practice anyway. And um…so yeah, I wasn’t apprehensive
about it at all.
The other participant discussed the circumstances within which he could imagine using
mindfulness; interestingly this was more on the basis of ‘when needed’ rather than one of
continuous practice:
(Jack) I don’t know whether I would sort of use it every day, but if maybe I needed like
…for want of a better word, a time out um… I think I could definitely use it
Regarding the experience of actually doing the mindfulness practices one of the
participants described it as follows:
(Bill) It’s interesting by becoming mindful you also become mindless. You know?
Reflecting on the experience of what one of the participants really liked about the
mindfulness practices prompted the following reply:
(Jack) I think the initial… the initial module …and I can’t remember any sequence now…
that’s OK but um… you know, being aware… body scanning… body scanning right now,
which I found… I loved
Jack mentioned a liking for the use of body scanning, which is an important practice in

MBSR programs, it is also noted that no comments regarding discomforts and/or pain
experienced where mentioned whilst either participant was engaged in the online
mindfulness practices such as body scanning.

The experience of mindfulness practices of both participants was around what are
considered as core practices of mindfulness, including the mindfulness to achieve
mindlessness and body scanning. In addition to these experiences, both participants talked
about their own need to be centred in the present and the need for ‘time-out’, which
resonates strongly with the benefits associated with MBSR.

5.8.3 Participants’ perceptions of value gained from engagement in the online
MBSR program
The two participants described their expectations in relation to the value they felt came
from engagement in the online mindfulness program.
One of the participants explained the benefits he felt were gained through engaging in
mindfulness practices delivered online; this experience had changed his perception of
mindfulness and how it could be beneficially used by anyone:
(Bill) And I found the mindfulness technique, to do that, very universal and could apply
to anyone… you know, which is wonderful. And no matter what level of knowledge they
have or experience…
One of the participants (Jack) felt he had acquired some techniques for better managing
the stress in his life through engagement with the MBSR strategies:
(Jack) Um …have a couple of kids, um stressful job um… it sort of did help me switch off
and sort of just relax.
Building on this comment this same participant went on to say that not only was his mind
becoming more relaxed, he felt physically more relaxed as well:
(Jack) Um…I thought maybe… in some of them I might fall asleep but I felt rested after

I’d done it. Really relaxed so… that’s what I found. Um… that’s what I liked about it…
Finding the best time of the day to actually do the mindfulness practices took some
planning, as explained by one of the participants, which is common in finding time for
self-care; the shorter practice techniques were easier to manage, while the more complex
techniques took more planning:
(Jack) The shorter ones were easier. Um… I found for the longer ones I had to sort of do
them after the kids had gone to bed.
One of the two participants (Jack) discussed how he expected to continue using
mindfulness practice after having completed the online MBSR program. This openness
to continue using mindfulness was in the context of operating his own business and
having children at home:
(Jack) I mean I didn’t know anything about it to begin with but yeah, I definitely um
…would sort of reuse it and um… find it I think …find it beneficial.

The other participant (Bill) also discussed what he saw as the value gained that might
contribute to the development of more effective coping skills while becoming a new dad
for the first time. Bill went on to explain that being a parent is similar to being on a boat
in the ocean, where the ocean is the sea of life, with the boat moving through the changes
from calm to stormy waters and back to calm again. This metaphor is not dissimilar to
components of mindfulness practice where the particular mindfulness practices one uses
matches the changing circumstances on a day-today basis: ‘tranquil’ one moment and
‘fighting waves’ the next.
(Bill) And so as a parent, I think it’s a great way ...a great tool for me to firstly use it for
myself yeah? Um… what’s great is you’ve got it in different modules so if I get myself a
bit more organised I can run to a certain section that I’d like to tap into for that guidance
and um …and yeah, you know, as a parent …I mean you know, you go through …it’s
…it’s… you know, it’s like being on a boat in a …in an ocean you know, it can be tranquil
you know, and then the next minute you can be fighting these waves and you don’t know

where it’s coming from. It could be from work. It could be from trying to balance the
bigger family, your wife’s emotions you know, (which is in my opinion, the most important
thing to… to nurture) … then you know, your baby’s going to be fine.

In adding to his statements above Bill indicated that one of the core values of mindfulness
that resonated with him was the non-preaching, non-religious approach used in the sixweek online MBSR program:
(Bill) The thing I liked about it is; it doesn’t preach. It’s universal, it’s applicable…it’s
not only applicable to dads (as you know) but I think it’s a fantastic… it’s a fantastic way
for…especially people I think who’ve never experienced being in the now.
You could be Christian, atheist, Hindu, Buddhist …whatever it is that’s put you at this
point in life, why not use it? You know? Use techniques that help you be grounded and I
think observation, perception and decision making becomes more efficient um …and of
course you probably see the benefits of that.
As discussed by Bill a particular strength of the online mindfulness program was its
universality; it could be used by anyone regardless of age, background, religious
affiliation (or lack of), or life circumstances. Moreover, the use of these practices could
afford a way for men to ‘switch off and relax’ as suggested by Jack. In Addition, Bill
referred metaphorically to how being a dad could be likened to being in a boat at sea,
having both calm and rough waters to navigate. Mindfulness practices learnt from an
online program could help in managing the challenges associated with being a dad:
looking after oneself and supporting a pregnant partner.

5.8.4 Perceptions of mindfulness and awareness

Participant experiences that occurred both during and following completion of the MBSR
program were revealed during the data analysis. These experiences are described below
in terms of the participants’ perceptions of improved mindfulness and awareness.
For one of the participants (Jack) the relaxation that mindfulness practices can bring was

attributed to increased awareness and improved mindfulness:
(Jack) Um… just the relaxation I think. Um…yeah, more sort of becoming more aware
of… like myself if that makes sense?
An important point made by both participants was development of the ability to
experience a state of mindfulness and awareness with the use of the online mindfulness
practices. What made these comments even more interesting was that Jack, a tradesman
operating his own business (with no health training), spoke about the benefits of improved
mindfulness and awareness in similar terms to Bill, who was a trained health professional.
While Bill might have been more eloquent both participants discussed their experiences
in similar terms.
Bill described the enhancement of mindfulness and awareness as follows:
(Bill) You’re living now and half the time when you’re working your day you’re frustrated
with what’s happening or you’re worrying about the future and concerned about the past
and regretting the past or… or whatever…and so your mind’s constantly going
backwards and forwards and by um…you know, being aware that I’m sitting on this chair,
my hands are positioned here; it’s a very physical, tangible way of bringing you to now.
And then you know, the later modules when you were going into the emotional aspects, I
found that very profound you know?
Bill’s reference to living in the past and worrying about the future is a common experience
for many people in western society; as Bill has gained greater awareness through
mindfulness of the extent to which he is focused on the past and future amount of time he
has also been developing the capacity to use practices such as physical awareness to bring
himself into the present; this is a key aspect of mindfulness philosophy and practice. Bill
elaborated on how undertaking the online mindfulness program had helped to develop
techniques to bring himself in the present:
(Bill) My brain is numb you know, it’s rested it’s… you know? That’s what makes me tick.
And mindfulness is a great way to be aware of your environment, to bring you to now. So
that you can accept everything that’s going on around you, yeah? If you’re not accepting
what’s going on around you, then how can you rest?

The capacity to find a way to rest or have time out through the use of mindfulness practice
was commented on by both participants. For Jack these practices provided guidance and
structure to become more mindful through breathing and trying to find a state or rest:
(Jack)You live in tension and then…and then with a bit of guidance you can go into a
deep state of rest and then that’s where I think um… with mindfulness or whatever
techniques you use, using breathing techniques, it’s a great way to rest the mind you
know? So you become I think mindless!
Bill spoke of similar experiences as those expressed by Jack in the comment above. For
both participants mindfulness practices provide a means of teaching men techniques to
bring themselves into the present; of letting go of strong and self-limiting emotions, as
they discover mindfulness and awareness. This was evident in the following comment:
(Bill) I think a lot of men also go through a lot of emotions that they tend…men have this
strange chromosome, XY thing that they’ve got to suppress everything you know? And to
a point it’s good but to the point of being British is not good you know? Um… and it’s a
great way …if you’re doing it regularly it’s a great way to tap into you, you know? Um
… and there’s nothing wrong with feeling up or down you know? Or feeling you have not
achieved what you wanted to do or you feel like you’re lousy or feel like you’re great.
Just be with it but going through this practice always brings you to ‘I’m here’… I’m here
now in in the greater time and space. I mean the universal time and space; the solar
system, the now, I’m right here in McDonalds at you know, sitting with you, you know.
In summary, these two participants described similar experiences of improved relaxation
and finding opportunities for ‘time out’ interwoven through mindfulness practices
developed in an online mindfulness program. The different backgrounds of the
participants had little impact on the benefits derived, with both men reporting experiences
of breathing, mindlessness and the awareness of emotions and the importance of letting
go. Building on these themes one of the participants (Bill) mentioned that men need to
become more aware and to just accept and let go of all that is happening around them,
which is fundamental in the practice of mindfulness. Similarly, Jack, through the use of
mindfulness practices was able to find what he called a state of ‘mindlessness’, enabling

him to become mindful and aware of being in the now; living in the moment.
Summarizing the main theme of participation in mindfulness and the sub-themes of: prior
mindfulness practices, experiences of mindfulness practices, participants’ perceptions of
engagement in the online MBSR program and perceptions of mindfulness and awareness,
generally similar experiences were noted.
In the area of prior mindfulness practices one participant had prior yoga experience with
the use of breathing meditation but no direct experience of mindfulness. The other
participant had no previous experience or knowledge of mindfulness. In relation to the
area of experience of mindfulness practices the two participants described involvement
in the core techniques of mindfulness in similar terms. These included body-scanning,
breathing and mindlessness letting go. It is worth noting that neither participant
mentioned any form of physical or emotional discomfort in relation to practicing the
techniques included in the program. The participant experience of needing time out with
awareness of being centred in the present moment also came through in this area. In terms
of value gained from engagement in the online mindfulness practices participants pointed
in particular to these providing a means of switching off and relaxing. Such practices
were also seen to provide a way of learning to self-care when faced with the challenges
and stresses of becoming a dad.
A key point regarding the participants’ perception of mindfulness and awareness was the
shift from an initial position of having no prior understanding and experience of
mindfulness and awareness to one in which the practices learned as a result of
participating in the online program had increasingly been integrated into daily living.
Moreover, an expectation that this was likely to continue was evident in comments made
by both participants. Developing the capacity to live in the moment, ‘the now’ was
considered to have been particularly important.

5.9 IMPROVEMENTS TO AN ONLINE MBSR PROGRAM FOR
MEN
Analysis of the interview data highlighted important experiences of the two participants
that would likely be relevant to many men with pregnant partners undertaking an online
MBSR program. Both participants commented on what they considered to be good and
bad aspects of engagement with the online program; they also made suggestions for how
they thought such online programs could be further developed. Two sub-themes were
categorised under the broad theme of improvements to an online MBSR program for men.
The first sub-theme was perceptions of the online MBSR program and the second subtheme was perceptions for improvement of the online MBSR program. These will now be
discussed.

5.9.1 Perceptions of the online MBSR program

Both participants were asked what they liked and disliked about the website that
supported the delivery of the online MBSR program. Both participants spoke in generally
supportive terms about their response to the program. Bill talked about how he was
quickly drawn into the website:
(Bill) Um…firstly I loved the website. When I saw the link and I just saw the bubbles yeah
I’ve got to be part of this! It was interesting you said that because when I initially saw it,
I actually thought of breath…you know? Straightaway? I just thought of bubbles in water
breath you know? And oh! This is nice!
Bill has raised an important point here that was taken into account when the website and
online content was being developed by the research team. Much thought was given to the
use of colour and design features that would likely enhance the appeal of the website. In
particular careful consideration was given to the types of imagery and graphic design that
might appeal to men, especially when those men were the partners of pregnant women.
Also commenting favourably on his use of the online program (Jack) “seemed easy to
use even on my phone”. Jack suggested ways in which the program might be further

developed to increase ease-of-use and strengthen engagement. He felt that adding a
‘tracking’ function such as an inbuilt calendar would assist users to monitor their progress
(with some form of push reminder) throughout the program. There was also a hint here
that perhaps the program could be further developed to increase flexibility of use:
(Jack) What would be… In my opinion what would be great is if this um… takes off you
could design a sort of like an app or a calendar where… if someone steps in like me, then
you could …yeah, quickly pop up… OK try and get to this…aim to get to this by this date
and just practice this module in this space yep and then move to this one yep and then if
they fall out of that, then you give them a little bit of leeway you know? And then even if
they can’t meet it at least then you can assess it later on.
Bill also commented that we would have liked to have greater flexibility in the allocation
of time devoted to moving through the modules that comprise the MBSR program:
(Bill) What I would have liked is… I would have liked to have been on this module for a
week you know, or …or 2 weeks, you know?
The comments made by the participants in relation to their perceptions about the online
MBSR program point to the importance of giving careful consideration to such things as
the graphics used in the website and online program, the nature of the target audience –
in this case men with pregnant partners, and the ease of use, flexibility and pacing of the
program being delivered. While the online program in its current format seemed to have
been received as well-designed and user friendly the comments of the participants pointed
to possibilities for further improvement (customisation) to make the experience of online
engagement in an MBSR program even more comfortable and beneficial. While the
participants’ comments in this area were to some extent reflective of personal preferences
regarding the timing and pace at which one moved through the modules they did suggest
opportunities for making more general improvements to the online program. The next
sections address more closely what participants felt could be improved in the online
MBSR program.

5.9.2 Participants perceptions for improvement of the MBSR program

The second theme emerged from comments made by the participants in relation to what
they felt could be improved to make the online MBSR more responsive to the needs of
men with pregnant partners.
At the point of designing the website to deliver the MBSR program no consideration had
been given to multiplatform use such as iPhone or smart tablet due to the additional costs
involved. One of the participants (Jack) had very limited time availability and thus
accessed the MBSR program using his iPhone. This evidently resulted in technical
difficulties with which Jack persevered:
(Jack) I did it on my phone (I don’t know if it’s any different on the computer) but for
each program, or for each one, it only showed the first word and a bit of what it was. So
I had to go through, click on it, open it to find out which one it actually was.
Thus, while the online program had not been developed for iPhone use Jack persisted and
managed to complete the entire six-week program despite the site graphics and content
having not been designed or optimised for the iPhone. Jack also felt that being able to
download particular mindfulness activities and resources for use anywhere and at any
time would have increased the utility and accessibility of the program:
(Jack) Um…the website wasn’t too hard in that regard, once I knew where I was going
but mainly being able to see which piece was which because I couldn’t see the name of
it. (Participant was using his phone to access the program) But also it’d be good to be
able to download each one yep and yeah, listen to whichever one you thought might
benefit you at the time.
Bill also discussed what he saw as the benefits of increasing the accessibility of the online
program by making it more portable. While Bill had not tried to access the MBSR
program using his iPhone (or similar device) it was clear that he saw such an option as an
important area for development:
(Bill) If you’ve got accessibility to the app and a place if it’s at your workplace or
wherever it is …so making it more mobile than what it already is yeah …although I do

admit I… I enjoyed doing it in my own home yeah and I have my own space.
When asked about possible changes that would improve the website and MBSR program
Jack commented on the marketing implications of the choice of name for the website. His
main point was that if one had no prior understanding of what mindfulness was, the name
“Mindfulness for Dads” wasn’t helpful. This, of course, could adversely affect the extent
to which men become aware of and are drawn to engage in the program:
(Jack) Um…I don’t think too much about the program itself but obviously I knew nothing
about it so a bit of marketing or whatever. Um …and maybe ‘Mindfulness for Dads’ sort
of doesn’t… I don’t know doesn’t immediately suggest to me what it actually is.
Initially Jack’s comment came as a surprise to the researcher, who had given what he
thought was careful consideration to the naming of the website. Thus, while “Mindfulness
for Dad’s might have seemed ‘catchy’ and obvious (to the researchers!), it wasn’t so
obvious (or catchy) to Jack. An important point here is that when researchers and
psychosocial service providers design interventions for imagined populations of users
they do so from a position of experience of and expertise with the intervention. In the
case of the MBSR (and other psychosocial interventions) what might seem
straightforward and clear to health professionals might not be so for the users of such
intervention programs. This is likely to be especially critical in the field of online
interventions where engagement with an intervention program is unlikely to be mediated
through a face-to-face provider–user relationship. If a prospective user of an online
MBSR program has no understanding of what MBSR is, it is not clear how and why they
might engage with it. Such considerations raise important issues for the future
development of online interventions.
Bill further discussed issues surrounding the ability to successfully market the online
program. A possible approach here was through networking with primary care providers
such as midwives and general practitioners; placing posters and flyers in clinic and
surgery and waiting rooms. Bill also urged exploration of some form of modest income
generation designed to support the website:
(Bill) I think the midwives are the key factor you know, a contact point. Um… GPs you

know? Um… your friendly dentist you know? It’s word of mouth you know, it really is.
And you know, a few flyers and posters. And I think also with your mindfulness website
there should be a way of generating income so it can be self… sustainable …perpetuating
OK you know, so um…not to flash big advertisements but all in the same line. So if it’s
generating an income so like Black Dog Foundation or mental health.
Bill’s suggestions pointed to very real possibilities for developing and remodelling the
approach used to market and deliver the online MBSR program as undertaken in the study
reported in this thesis. He went on to discuss ways in which he thought the online MBSR
program could draw more directly on a primary health care approach and collaboration
with general practitioners and other in primary care providers to reach out to a larger
cohort of men:
(Bill) And so if it gets out to the health care professionals and your key one’s the GPs,
and so…So they should have a flyer… just a flyer; ‘here it is, here’s the info, here’s a
website. You can plug into there. See what you think.’ A lot of people are like…OK …busy
lives busy minds. And right there and then the GP can say ‘here it is. Here’s the website’
just guide them quietly through it so it’s not… not another barrier you know? And fear
or anxiety or just not knowing, that can be a barrier right? And if they’re just shown it;
this is it, I think that’s a great way to get …get it out there you know?
Given his professional background with substantial firsthand experience (as a dentist) of
the importance of primary health care Bill’s comments were important. In particular, it is
worth noting that notwithstanding his professional background and experience as a health
care provider, Bill had come to the MBSR online program with little or no prior
understanding of what mindfulness was, or how in recent decades it had come to be
incorporated into mainstream psychological interventions, including the more recent
development of online delivery modes. If this was so for Bill, Jack, who in many ways
was perhaps more ‘typical’ of the majority of men with pregnant partners in that he had
no background in healthcare, came to the online MBSR program even less informed.
Nevertheless, Jack’s comments were similar in that he had no prior understanding of
mindfulness, and even less so than Bill, but was able to derive significant value from the
use of an online mindfulness program.

If men such as Bill and especially Jack are to be attracted to online interventions such as
the MBSR program engaging a broad network of primary care providers to promote and
support the use of such interventions would seem crucial to their successful use.
Bill also went on to suggest that the program could be more directive in the guidance it
provides; this could include tips on how to incorporate mindfulness practices into
everyday life. He suggested the example of creating brief opportunities (physical and
temporal “spaces”) for men to fit mindfulness practice in and around the pressures of
daily routine:
(Bill) Whatever it is, you find a space. Even if it’s in your car right, you find and you tell
them this is how long this will take. So they’re aware. There’s nothing worse than not
knowing how long is this going to go because then your mind starts to wander. Yeah?
And so if they know OK, it’s 7 minutes this is going to go for 7 minutes…I think do state
that um …I do state the time yeah and um …then you don’t have to worry. And then that
way you can also tell your wife ‘I’m in the car sitting in there 7 minutes.
In summary, the comments from both participants indicated various ways in which it was
felt the current version of the online MBSR program could be improved. It is important
to note that these suggestions were made as a direct result of the involvement of both
participants in the program. The use of different platforms to deliver the program such as
an app version for smart phones and portable devices was suggested by one of the
participants. It was felt that this would afford greater portability and thus more flexible
access by allowing users to find a suitable place and time to engage in mindfulness
practice. Such extensions of usage within busy daily life routines might include sitting in
a motor vehicle.
The mention of possible changes to the web site and the MBSR program name
“Mindfulness for Dads” were unexpected. However, these were important points and
caused the research team members to reflect on how the program name and content might
be received and understood (or misunderstood) by someone who had not previously heard
of mindfulness. The participant comments regarding approaches for developing a
collaborative network of (online MBSR) supportive and supporting primary care
providers such as midwives, general practitioners, community nurses and nurse

practitioners were also important. This is certainly an area for further consideration and
future development and is likely to play an important role in strategies designed to
increase the number of men who would engage with, complete and continue to use online
programs such as MBSR. As suggested by one of the participants, opportunities to enter
into partnership with strategically positioned (mental) health organisations such as Black
Dog Institute and beyondblue could also be explored.

6.0 SUMMARY OF QUALITATIVE FINDINGS
This later section of the findings chapter described the themes and sub-themes that
emerged from the data collected from participant interviews. A varied range of participant
experiences was explored. Discussion of these experiences included acknowledgement
of the benefits gained from involvement in the six-week online mindfulness program.
Throughout the participants’ comments the value derived from the online mindfulness
program repeatedly contained elements of the core values of mindfulness practice. Given
that neither participant had had prior experience with mindfulness practices it can be
postulated that engagement with the online mindfulness program provided an opportunity
for these (expectant) dads to learn mindfulness. In discussing these experiences, the two
participants provided a number of insights regarding ways in which the current version
of the online MBSR program could be improved. Suggested improvements were made in
areas such as the ease-of-use, flexible delivery, push notifications, tracking progress and
accessibility of the program. Exploration of suggested improvements such as these would
likely assist in the design of larger studies seeking to engage men with pregnant partners
in the use of online mindfulness programs and other similar psychosocial interventions.
The following chapter draws together the quantitative and qualitative findings of the pilot
study to provide a summation and discussion of the main findings as these relate to other
previously published work relevant to the topic being addressed in this thesis. This
discussion is arranged in relation to the objectives of the study and includes consideration
of the strengths and weakness of the study and suggestions for future service organisation
and delivery, education and research.

CHAPTER SIX: DISCUSSION AND CONCLUSION
6.1 INTRODUCTION
In this chapter, the findings of the study are discussed in relation to the findings of other
research that has addressed similar concerns. The chapter starts with a discussion of the
demographic data of the study participants. This is followed by the quantitative findings
that are discussed in relation to the research aims of the study and the current research
literature. The findings of the qualitative component are then discussed and merged with
the quantitative results to provide a deeper understanding of the overall outcomes study
Creswell & Plano Clark, 2011). The pre-post/test quantitative data and qualitative
interview findings were analysed separately, and the two sets of findings have been
presented in detail in Chapter 5. The merged qualitative and quantitative findings are then
discussed in relation to the findings of other research that has investigated the use of
Mindfulness Based Stress Reduction (MBSR) in the treatment of depression, stress and
anxiety. The chapter concludes by considering the limitations of the pilot study, after
which recommendations for future research and a conclusion are presented.
The pilot study reported in this thesis has employed a mixed methods design comprising
a pre-post/test component and a qualitative descriptive component to explore the
following primary research aims:
1. To compare levels of depression, stress, anxiety and mindfulness in men with
pregnant partners before and after participating in an online Mindfulness Based
Stress Reduction (MBSR) program;
2. To explore the experiences of participation in an online MBSR program among
men with pregnant partners;
3. To examine the feasibility of online delivery of MBSR programs for men with
pregnant partners.

6.2 DISCUSSION ON THE DEMOGRAPHIC CHARACTERISTICS
OF PARTICIPANTS
Twenty-four Australian men were recruited into the study. The median age was 34 years
with a range from 18 to 54 years. Almost half of the participants had previous children
(45.8%) and the age range of those children was 1 to 12 years. The median age of the
sample being 34 years of age was similar to the Australian Bureau of Statistics median
age for fathers of registered births in Australia in 2016 (33.3 years of age) (Australian
Bureau of Statistics [ABS], 2017). Of the two participants that agreed to be involved in
the qualitative component of the study one (Jack), was 34 years of age and already had
two children and the other (Bill) was 38 years of age with no previous children. Whilst,
the sample size was too low to be considered representative, the age of the participants
was similar to that of the median age of new fathers in Australia in the year in which the
data were collected. Whilst the participant numbers in both components of the study were
low, this is not unusual in pilot study research (Doody & Doody, 2015). The low numbers
of participants in both components of the study may also reflect a number of the issues
associated with recruitment of male participants to research projects such as that
undertaken for this thesis. This will be discussed in greater detail below.

6.3 DISCUSSION OF THE QUANTITATIVE FINDINGS
The pre-post/test results were derived in response to the main research question to
compare levels of depression, stress, anxiety and mindfulness before and after
participating in an online MBSR program. Accordingly, the effects of the online MBSR
program on each of the primary outcome variables are discussed in relation to the research
aims and compared with results of previous research undertaken in this area. As outlined
in the integrative literature review presented in Chapter 2, only two published research
papers (quantitative and qualitative) derived from a single study (Gambrel & Piercy,
2015a, 2015b) had previously investigated the effects of MBSR on men with pregnant
partners. Given the paucity of research literature on MBSR for men in the perinatal period
the following discussion will compare results from research studies on the use of MBSR
with men and women in both clinical and non-clinical settings. Additionally, as outlined
in Chapter 5, Section 5.3 Outcome measures, the findings of the research reported in this
thesis, being derived from a pilot study, ought to be interpreted with caution. In particular

these findings and how they relate to those of the other studies discussed are presented
with the intention of pointing to approaches that might be used to encourage and
strengthen future research into the use of mindfulness based and other psychological
interventions for men, both in relation to the experience of impending fatherhood and
beyond that to other life experiences that men find stressful.

6.3.1 Effects of the MBSR program on the outcome variables

Depression
The results of the study showed a significant difference between the depression scores,
with a decrease in depression noted from baseline to follow up at week six. Hence, the
results indicated improvement in depression scores for the men with pregnant partners
after participation in the online Mindfulness Based Stress Reduction (MBSR) program.
The decrease in depression scores from baseline to the completion of the online MBSR
program is consistent with the findings reported in a number of other MBSR studies (Asl
& Barahmand, 2014; Bergen, Possemato, & Pigeon, 2014; Gambrel et al., 2015b;
Ghasemipour, Robinson, & Ghorbani, 2013; Serpa, Taylor, & Tillisch, 2014). A recent
meta-analysis of 15 randomised control trials (RTC’s) evaluating mindfulness-based
interventions undertaken by Cavanagh et al. (2014) reported significant benefits in the
reduction of depressive symptoms. Whilst the results reported in these studies are
promising the majority involved the use of face-to-face, audio-based and/or book-based
interventions or combinations of these. In another study, Cavanagh et al. (2013) reported
on the use of a brief online mindfulness intervention for university students. Using RCT
techniques these authors demonstrated that the intervention was able to bring about a
reduction in depression symptoms over a two-week period. These findings further suggest
the effectiveness of mindfulness-based interventions in reducing depressive symptoms in
participants and indicate that such outcomes can be achieved using various forms of
delivery (in this case online) and durations of exposure to the intervention (in this case 2
weeks).
Stress and Anxiety
The results of the study showed a significant decrease in stress scores from baseline to
week six. Hence, the results indicated a reduction in stress scores for the men with

pregnant partners after participation in the online Mindfulness Based Stress Reduction
(MBSR) program. Similar findings in relation to reductions in stress and anxiety brought
about through exposure to mindfulness-based interventions have been reported in
previous studies (Bergen-Cico, Possemato, & Cheon, 2013; Kiken & Shook, 2012;
Sharma & Rush, 2014). In addition, Gayner et al. (2012) demonstrated significant
reductions in stress and anxiety working with a male only population suffering from
chronic illness; unlike the participants in the current study those recruited by Gayner et
al. (2012) were highly distressed patients at high risk of non-adherence to treatment. In a
systematic review examining the use of MBSR in healthy individuals, Sharma et al.
(2014) concluded that MBSR showed promise as an intervention to improve the
management of stress and anxiety. Another study examining the use of online
mindfulness (Morledge et al., 2013) demonstrated positive results in reducing stress in
the participants using an eight week program. Gayner et al. (2012) adapted the KabatZinn (1990) program consisting of eight 3 hour weekly sessions including homework and
a day-long retreat, which would be considered the standard benchmark face-to- face
MBSR program. Conversely, in an adaptation of the Kabat-Zinn (1990) standard
program, Morledge et al. (2013) demonstrated that an online version of 8-weeks duration
could bring about improvements such as decreased levels of stress and depression, and
improved mindfulness. Supporting these findings Sharma et al. (2014), in their systematic
review of MBSR as a stress management intervention, found that similar outcomes were
reported for MBSR programs that adopted treatment programs of less than the standard
8-week format.
The stress and anxiety associated with becoming a dad are estimated to affect over
thirteen percent of men globally (Weatherspoon, Sponsler, & Weatherspoon, 2015).
Stress and anxiety during the transition to fatherhood, regardless of whether it may be the
first time, can bring about feelings of helplessness and powerlessness which may inhibit
the ability of men to prepare psychologically for this change in life circumstances
(Bergstrom, 2013). The ability to engage men in online MBSR programs may afford a
readily accessible and stainable way to help reduce and more effectively manage stress
during the perinatal period. These findings are consistent with those of the broader MBSR
literature

indicating

the effectiveness

of

mindfulness-based

interventions

in

reducing/managing stress and anxiety (Byrne et al., 2014; Cavanagh et al., 2013; Dunn et
al., 2012; Gambrel et al., 2015a, 2015b). This suggests the likelihood of an online MBSR

program for men affording some beneficial impact on stress and anxiety reduction during
the perinatal period.

Mindfulness
The results of the study addressed the research aim: to compare levels of mindfulness
from base line to six-week follow up. Quantitative findings from this study showed a
significant increase in mindfulness over the six-week duration of the online MBSR
program. This finding is consistent with those of prior studies demonstrating increases in
mindfulness through engagement with an MBSR program (Gambrel et al., 2015a, 2015b;
Klainin-Yobas, Cho, & Creedy, 2012; Lan et al., 2014; Serpa et al., 2014; Vieten & Astin,
2008). Additionally, findings from this study were congruent with those of existing
research (Bergen-Cico et al., 2013; Mitchell & Heads, 2015; Zeidan et al., 2010) that has
demonstrated increases in participants’ mindfulness as a result of undertaking brief forms
of MBSR in which the duration of the intervention was less than the original eight-week
program established by Jon Kabit-Zinn in 1979 (White, 2013). Given the findings of this
study and similar findings from the studies mentioned above, MBSR programs delivered
online show promise in increasing mindfulness in men with pregnant partners. Moreover,
shorter variants of the intervention seem able to produce similar benefits to those of the
standard 8-week MBSR program.
Key points arising from the quantitative findings
The broad aims of the quantitative component of the pilot study were to measure and
compare levels of depression, stress, anxiety and mindfulness at baseline and six weeks
follow up. The findings from this component of the research are similar to those of other
recent studies investigating the effectiveness of MBSR in bringing about reductions in
depression, anxiety and stress and improvements in mindfulness (Asl et al., 2014;
Gambrel et al., 2015a; Mitchell et al., 2015; Sharma et al., 2014). Importantly, the
capacity to reduce depression, stress and anxiety has also been demonstrated in the use
of MBSR programs that have modified the standard face-to-face 8-week MBSR approach
developed by Kabit-Zinn (Kabat-Zinn, 1982; Kabat-Zinn, 1990). A recent evaluation of
a brief MBSR intervention to reduce stress (Dobie et al. (2016) demonstrated a perceived
reduction in stress and depression among participants using daily MBSR sessions of 15minutes duration. Similar findings were reported by Cavanagh et al. (2013). These

researchers demonstrated the effectiveness of a brief online self-guided mindfulnessbased intervention, in decreasing perceived depression, stress and anxiety and increasing
mindfulness. In another study Morledge et al. (2013) used a randomised control trial to
examine the effectiveness and feasibility of an online MBSR program. The results of this
research were comparable to those of studies evaluating the outcomes of standard MBSR
programs, demonstrating reduced depression, stress and anxiety. The online version of
MBSR evaluated by Morledge et al. (2013) was also shown to be both feasible and costeffective.
In summary, the quantitative findings of this pilot study point to the likelihood that brief,
online versions of MBSR are capable of bringing about reductions in depression, stress
and anxiety and increasing mindfulness, and are likely to be of benefit to men with
pregnant partners who are anticipating first time fatherhood or adding another child to the
family. Notwithstanding the promising results found in the research literature on MBSR,
for such forms of treatment to be effective, it is necessary for target populations to engage
with the intervention (Christensen, Griffiths, & Farrer, 2009). This has been identified as
a particular issue for men (Seaton et al., 2017). The qualitative findings of this pilot study
more specifically consider issues surrounding the experiences of men with interventions
such as MBSR, including impediments to and facilitators of engagement with online
versions of the intervention.

6.4 DISCUSSION OF THE QUALITATIVE FINDINGS
The qualitative findings were derived in response to the research aims: to explore the
experience of participation in an online MBSR program among men with pregnant
partners; and to examine the feasibility of online delivery of MBSR programs for men
with pregnant partners. The findings generated from this pilot study are discussed in
relation to two main themes: 1) participation in a mindfulness program; and 2)
improvements to an online MBSR program for men with pregnant partners. Each main
theme comprised a number of associated sub-themes. For the first main theme –
participation in a mindfulness program these were: prior mindfulness practices,
experiences of mindfulness practices, participant perception of value from engagement
in an online MBSR program, and perceptions of mindfulness and awareness. For the
second main theme – improvements to an online MBSR program, the sub-themes were:

perceptions of the online MBSR programme and participants’ perceptions of
improvement to the MBSR program. These themes and subthemes will now be discussed
in relation to the findings of existing qualitative studies addressing experiences of
participation in mindfulness-based interventions.

6.4.1 Participation in mindfulness

As described in Chapter 5, Section 5.8 the two participants in this component of the pilot
study were asked to describe their participation in the on-line mindfulness program. Four
sub-themes could be discerned from these discussions: ‘prior mindfulness practices’,
‘experiences of mindfulness practices’, ‘participant perception of value from engagement
in an online MBSR program’ and ‘perceptions of mindfulness and awareness’. Each of
these will now be discussed in depth.
Prior mindfulness practices
Both participants reported having had no prior experience with mindfulness; however,
one participant had been involved in teaching a specialised form of Indian yoga, which
used breathing techniques. It is possible that this prior experience of yoga reported by one
of the participants (Bill) may have contributed to his being more open to MBSR. It will
be important for future research to carefully consider the effects of such prior experience
on participants’ engagement with MBSR.
The increase in mindfulness and awareness from baseline to 6-weeks in the pre-test/posttest component of the study suggests that an online version of MBSR can increase
mindfulness in participants regardless of whether they have had prior experience of the
use of mindfulness or similar techniques. The idea of ‘dispositional mindfulness’ has been
used in debates surrounding the implications of prior exposure to mindfulness practices
for the outcomes of MBSR interventions. Usually considered to be trait-based,
‘dispositional mindfulness’ can be thought of as an individual’s awareness of and
attention to what they are thinking and feeling in the moment. Dispositional mindfulness
has sometimes been seen as a predictor of MBSR outcomes (Gawrysiak et al., 2017),
giving rise to the hypothesis that individuals with lower levels of experience of
mindfulness derive greater benefit from participating in MBSR. This may afford an

explanation for increases in mindfulness for the participants in this pilot study.
Notwithstanding one of the participant’s prior involvement in yoga, both felt they had
come to the MBSR program with little or no prior experience of mindfulness practices.
While the two participants differed in background and life experience, both reported
having gained considerably from involvement in the MBSR program.

Experiences of mindfulness practices

The two participants’ experiences of mindfulness practices were explored following their
involvement in the online MBSR program. Discussion surrounding experiences of
mindfulness practices focused on what participants found helpful and what they found
frustrating or difficult while engaging in MBSR.
Bill’s approach to the online program was very positive; given his background in yoga he
felt able to relate quickly to the MBSR material. Bill’s initial thought was that
mindfulness would help him become more centred; he was keen to compare mindfulness
with his experience of yoga. He expressed the view that having prior experience of yoga
could provide a basis for recruitment of a larger sample for a future project and felt that
there could be advantages in recruiting participants with a background in yoga; this would
enable investigation of the impact of prior exposure to yoga on the experience of
participation in an online MBSR program.
Recent research (n = 715) by de Castro (2015) investigated the impact of prior
involvement in yoga on the experience of mindfulness. Acknowledging the ways in which
the experience of yoga is different to that of meditation de Castro (2015) also pointed out
that while yoga aims to make the body strong and flexible this physical fitness is also
accompanied by mental fitness – the development of emotional stability and clarity of
mind. Meditation on the other hand involves focusing on an object, visualisation, the
breath, or attention to one’s self, to find and increase awareness of the present moment
(de Castro, 2015). Clearly, from Bill’s perspective, and similar to the differences between
yoga and meditation put forward by de Castro (2015), prior experience with yoga did not
influence Bill’s experiences with the online MBSR program.

In discussing his experience of involvement in the MBSR program Jack explained how
he could imagine using what he had learned from mindfulness practice as an emotional
coping tool, to be used as needed rather than on a continuous basis as an everyday practice
or routine, as a kind of ‘timeout mechanism’ from his busy life.
These findings are similar to those reported in a qualitative study by Mitchell et al. (2015)
in which participants described how mindfulness practices provided tools to be able to
slow down and take time out from life stressors. Having no prior knowledge of
mindfulness did not appear to hinder Jack from adapting these techniques to the busy
routine of his life; he described using the mindfulness practices to cope with the daily
stresses of being a dad. A key aspect of Kabat-Zinn’s (Kabat-Zinn, 1990; Kabat-Zinn,
1996, 2003) work on mindfulness is the capacity for mindfulness techniques to be easily
practiced and tailored to fit individual need. This is consistent with the experience of the
participants in the pilot study reported in this thesis and was especially evident in the
interviews with both Bill and Jack.
Reflecting on his experience of actual mindfulness practice Bill described how for him
‘becoming mindful’ was like ‘becoming mindless’. In elaborating, Bill described how
through mindfulness practice he was able to learn to let go of mind/thoughts. His
description here was consistent with one of the fundamental precepts of mindfulness as a
non-judgemental form of awareness of one’s emotional, mental and sensory experiences.
In practical terms this involves learning to let go of thoughts; ascribing no significant
meaning or importance to them; avoiding making judgements about what one is thinking.
For Bill this was experienced as ‘becoming mindless’. Within the framework of MBSR
(Kabat-Zinn, 1982, 1994, 1996, 2002), this aligns with the insight that thoughts are just
thoughts and do not make the person. When practicing mindfulness, thoughts will come
and go but what is different to the normal range of emotional responses that might be
triggered, is the ability of the participant to just let go rather than respond to a thought
with a reaction or another thought. Additionally, Jack’s explanation of using his
experience with the mindfulness practices, to be able to create a time out, is also
suggestive of a link between mindfulness and ‘mindlessness’ that both participants
articulated in relation to their experiences.
Kabat-Zinn (1996) has defined mindfulness as awareness that results from paying

attention on purpose in the present moment; that is attending non-judgementally to the
unfolding of experience moment by moment. Similar understandings were evident in the
experiences of the two participants in the pilot study, when they described mindfulness
as mindlessness.
There is good empirical evidence that MBSR reduces levels of depression and stress
through the reduction of one’s level of rumination such as brooding rumination, that can
be a catalyst for depression and stress (Baer, Lykins, & Peters, 2012; Barbosa et al., 2013;
Boggs M et al., 2014; Brown & Ryan, 2003). Being able to ‘let go of thoughts’ has been
found to decrease levels of depression and stress. It is this fundamental aspect of MBSR
that both Bill and Jack described in their experiences of participating in the online
mindfulness program.
Further exploration of the participants’ experiences of actual mindfulness practices
arising from the online program found that body scanning was also highly valued, with
Jack describing the mindfulness practice of body scanning as his favourite practice
affording him the ability to relax and find timeout. As described by Tsur, Berkovitz, and
Ginzburg (2016) body awareness through mindfulness body scanning enables present
moment awareness of both internal and external experiences and thoughts to be open,
accepting and non-judgmental, thus promoting relaxation. In their recent study of
university students (n=341) Tsur et al. (2016) demonstrated a correlation between
mindfulness body scanning and emotional clarity and went on to discuss how MBSR
practices afford knowledge of one’s authentic self.
This is not a new phenomenon; Kabat-Zinn has described at length how body scanning
can be used to move one’s attention to that which we would not normally pay attention
to. When thoughts interrupt this attention, one only needs to slowly bring the mind back
to the body scan (Kabat-Zinn, 1994, 2002). Being able to do this consistently allows one
to drop in on the present moment and just be, thus affording the ability to become less
reactive to and agitated by thoughts of the mind. In other words, mindfulness becomes a
penetrative awareness by which the participant can see through the outer form of things
to their truest nature thereby revealing a glimpse of the authentic self. This may explain
why Jack considered mindfulness body scanning to be his favourite form of mindfulness
practice. Other researchers (Barbosa et al., 2013; Bergen-Cico et al., 2013) have used

similar body scanning practices done at home and face-to-face with similar positive
results across a range of participant groups in various settings.
Participant perception of value from engagement in an online MBSR program
Perhaps similarly to most participants in research, both Bill and Jack engaged with the
online mindfulness program for dads with an expectation that they would gain some type
of value for their time, effort and curiosity. Through engagement in the online program
Bill found that the experience of using mindfulness changed his perception of how
mindfulness practices could be beneficially used by anyone regardless of background,
age and gender. Bill’s comments regarding mindfulness being universally acceptable and
beneficial are important and indicate that in his view mindfulness would likely appeal to
a diverse range of people. Kabat-Zinn (2001) has articulated that mindfulness is not about
becoming a ‘cultist’, ‘space cadet’ or ‘navel gazer’. Rather, it is a set of practices that
encourage and support a person to find their path in life; to bring an awareness that
moment-to-moment, life unfolds good or bad, and what happens in one moment
influences the next. The significance of this observation becomes apparent when viewed
in light of how diverse and acceptable mindfulness techniques have become in both
clinical and non-clinical populations throughout the world. Kabat-Zinn has stated that
mindfulness is not a concept, philosophy or catechism, but rather a way of being that
comes through practice (Shonin & Kabat-Zinn, 2016). For Bill, the ease with which
mindfulness practices could be learned and used through engagement with the online
MBSR program had considerable appeal.
The other participant Jack discussed how through participation in the MBSR program, he
had acquired techniques for better managing his stress. Jack’s experience was similar to
those of male participants in a qualitative study using mindfulness undertaken by Gambrel
et al. (2015b). In that study, male participants in an MBSR program described an increase
in their ability to switch off and relax coupled with a reduction in stress. In addition,
Jack’s increased ability to use mindfulness practices to relax may also have contributed
to the reduction in stress, as indicated in the findings of the quantitative component of the
pilot study. This is consistent with the conclusions of a recent meta-analysis (Spijkerman,
Pots, & Bohlmeijer, 2016) which examined the effectiveness of online mindfulness-based
interventions, finding that a beneficial impact on stress was observed across most studies.

The reduction in stress, whether through mindfulness-based, or other techniques of stress
reduction is important for men, many of whom face high levels of what might be thought
of as general stress associated with modern living. Jack referred to this in his interview,
discussing how being able to relax and ‘switch off’ was important to him, given he already
had several children at home and another on the way, in addition to the stress associated
with operating his own small business.
The ability to be able to relax and clear his mind through the use of mindfulness practices
sometimes left Jack feeling he might fall asleep. However, he also described how these
mindfulness sessions contributed not only to his mind relaxing but also to a feeling of
profound physical relaxation. It should be noted that while existing research points to the
role of MBSR in reducing/managing stress, as commented on by Jack relaxation of the
mind often has flow on benefits in terms of physical relaxation. These comments by Jack
are consistent with Carlson's (2012) suggestion that whilst most MBSR programs are
associated with psychological outcomes the physical benefits of the intervention cannot
be discounted, given our understanding of the relationship between stress and physical
well-being.
The experience Jack describes is similar to that of participants in other studies who have
described increases in mindfulness and relaxation resulting from engagement in MBSR
and other forms of mindfulness practice (Gambrel et al., 2015a, 2015b; Klainin-Yobas et
al., 2012; Lan et al., 2014; Serpa et al., 2014; Vieten et al., 2008). In addition, Jack’s
experience as described in the qualitative component of the pilot study is consistent with
the findings of the quantitative findings in which was demonstrated an increase in
mindfulness and awareness at six weeks compared to baseline.
The mindfulness practices used by Jack were dependent on the time available for
undertaking such activities. Jack explained how he found the short mindfulness practices
easier to incorporate into the competing demands of everyday life – practices involving
only a few minutes of his time were generally more practicable than the longer activities
that could require up to 20 minutes to complete. When he did find the time to take up the
longer practices this was typically after his children had gone to bed. Thus, Jack’s
experience of using mindfulness primarily involved activities of short duration.
Nonetheless, he found these beneficial. The research literature on mindfulness has

reported significant benefits for users working primarily with short sessions, similarly to
those described by Jack. A study by Ussher et al. (2014) found that a brief audio recording
of mindfulness instruction, of no more than 10 minutes duration, administered twice over
a 24-hour period, was able to reduce pain mediated distress and improve wellbeing in
study participants. In addition, findings from research undertaken by Jennings and
Jennings (2013), examining the impact of a brief mindfulness intervention used with
adolescents, demonstrated that brief mindfulness sessions may be effective in reducing
excessive worry and stress in young people. In another study Dobie et al. (2016) evaluated
the outcomes of a brief MBSR program for health professionals. In this study exposure
to a series of short mindfulness sessions resulted in a reduction in perceived psychological
stress amongst participants. These findings support those reported in the quantitative and
qualitative components of the present study, suggesting that regular use of brief
mindfulness practices can afford immediate benefits in reducing stress and improving
wellbeing in men with pregnant partners.
It seems that the brief MBSR practices offered online in this pilot study especially
appealed to Jack given the competing demands of his busy lifestyle. Similar demands for
psychosocial interventions that are brief, easily accessible and affordable are reflected in
the research literature reporting the use of MBSR and other therapeutic modalities in a
range of clinical and non-clinical populations (Dobie et al., 2016; Jennings et al., 2013;
Jones, Ebert, & Hazelton, 2017; Ussher et al., 2014). That the online MBSR practices
were for the most part easy to follow and short in duration was an important aspect of
Jack’s preparedness to engage with the intervention and his reported intention to continue
making mindfulness practice a part of his everyday life following completion of the 6week program. Jack felt that the skills learned through mindfulness practice better
enabled him to accept and manage the stresses associated with operating his own
business, having two children at home and supporting a pregnant partner.
In describing the value gained from participating in the online MBSR program, the other
participant Bill pointed to acquiring and continuing to develop more effective coping
skills that he felt would be especially helpful to his becoming a new dad. Bill explained
how for him getting ready to become a parent felt like being on a boat at sea, with the
ocean being the sea of life, having to navigate stormy waters one minute and calm the
next. In elaborating further, Bill explained that the turbulent changes to be faced come

from multiple sources: work, trying to balance a big family, supporting his wife’s
emotions and needs. The thoughts expressed by Bill were similar to those reported in
other studies such as that conducted by Buist, Morse, and Durkin (2003), which examined
the adjustments men have to make during their transition to fatherhood. Such adjustments
include negotiating changes in role definition, balancing competing demands on time,
finances and relationships, and managing social expectations. Genesoni and Tallandini
(2009) have pointed to how such challenges can become catalysts for the psychological
reorganisation of self and identity, as the reality of being a dad becomes realised. This
can be daunting. However, as Leach et al. (2014) note this is also a time which can be
empowering for new and soon-to-be dads; with effective supports in place and new skills
to be learned such experiences can contribute to self-esteem, personal pride and emotional
growth.
Given the experiences described by Bill, including the demands associated with
anticipating and realising new fatherhood, which are well described in the extant
literature, there would seem to be a place for the use of mindfulness-based interventions
such as MBSR in helping men to negotiate the stresses and challenges of expectant
fatherhood as they support their pregnant partners.
In his experiences with and the benefits he felt had been gained from participation in the
online MBSR program Bill emphasized the value of mindfulness being a universal nonpreaching modality, with a non-religious approach. By this he meant that the mindfulness
practices he used were straight forward to follow, helped him to be grounded, would
likely be beneficial to anyone regardless of age, background, religious affiliation (or lack
of religious affiliation) or life circumstances. This accords with Kabat-Zinn’s adage that
mindfulness is about being human, being awake and paying attention. It is not about
religion or Buddhism or any other ism, it is in essence universal to everyone (Kabat-Zinn,
2002). The benefits and insights that Bill felt had been gained from involvement in the
online MBSR program, over a comparatively short 6-week timeframe, considered along
with the findings from the quantitative component of this pilot study, and the findings
reported in similar studies, point to the likelihood of such interventions being effective in
helping men to better manage stress and to increase mindfulness and awareness as they
move towards fatherhood.

Perceptions of mindfulness and awareness
In relation to their involvement in the online MBSR program both participants were asked
to discuss their experience in terms of perceived improvements in mindfulness and
awareness. It is worth noting that Jack, who operated his own business as a tradesman,
spoke about the benefits of improved mindfulness and awareness in similar terms as Bill,
who was a trained health professional. Jack and Bill expressed their experiences in their
own ways and in discussing what they saw as the benefits of involvement in the program,
the experiences of the two men were very similar. In particular both pointed to similarities
in what they saw as the universal appeal of mindfulness practices and the ability of MBSR
to afford new ways in which one can manage stress. Additionally, the appeal of
mindfulness practices such as body scanning afforded mind and body relaxation
regardless of the paucity of time in both participants’ lives; even brief periods of
mindfulness practice such as those included in the online MBSR program used in this
pilot study were seen by both participants to have produced beneficial outcomes. For
Jack, the perception of improved mindfulness and awareness was linked to the relaxation
he felt was afforded by the use of mindfulness practices. In exploring this more deeply,
Jack spoke about how he felt he had become more aware of himself through involvement
in the online MBSR program.
Similarly, to Jack, Bill’s experience of mindfulness brought deeper reflection and
enhanced awareness; for instance, he had begun to notice a tendency for his mind to
constantly go backwards and forwards – to shift around. In discussing this experience
further Bill outlined how involvement in MBSR had given him techniques to bring
himself into the present - the ‘now’; to be aware of thoughts without judging them to be
‘good’ or ‘bad’. In line with the experiences described by both Jack and Bill, Kabat-Zinn
(1994) has explained how when mindfulness is used to drop in on the present two things
typically occur. First, there is a realisation that the mind is very active with many thoughts
coming and going very quickly. Second, through focusing on an activity such as breathing
one can sustain attention so as to intentionally let thoughts go as quickly as they come
(Kabat-Zinn, 2002, 2011). The effect here is one of allowing the mind to achieve a certain
calmness with the possibility of being less reactive and less agitated; cultivating present
moment mindfulness and awareness.

6.4.2 Improvements to an online MBSR program for men

As described in Chapter 5, Section 5.9 the two participants in the qualitative component
of the pilot study were asked to discuss their thoughts regarding possible improvements
to the online mindfulness program that might enhance its relevance to other men engaging
with the intervention.
Both participants commented on what they felt were the good and bad aspects of the
online MBSR program and gave suggestions regarding improvements that could be made
to increase the usefulness of this and similar programs for men. These discussions fell
under the broad theme of improvements to an online MBSR program for men with two
sub themes of perceptions of the online MBSR program and perceptions for
improvements of the online MBSR program. Each of these will now be discussed in
relation to the findings of other recent research in the field.
Perceptions of the online MBSR program and perceptions for improvement of the
MBSR program
Both participants discussed at length their perceptions of using the online MBSR program
for men with pregnant partners. Both indicated what they felt had worked well and what
needed further consideration in future versions of the program and/or in a larger trial of
the effectiveness of the intervention. Much thought had been given by the research team
to developing the web site to deliver the online MBSR program, focusing especially on
what was felt would be most likely to be engaging for men. The two participants in the
qualitative component of the study commented favourably on the program supporting the
intervention and suggested a number of ways in which it could be improved.
For Bill the website was visually appealing; he felt that the use of bubbles as a design
motif aligned well with the importance of breath and breathing within mindfulness
practices. Bill’s comments regarding the visual appeal of the website draws attention to
the importance of the planning that goes into website and intervention program design, to
facilitate maximum engagement and ease of use by participants. Research undertaken by
Monshat et al. (2012) examining health promotion in the internet age has pointed out that

one of the most effective ways of designing online mental health programs for any given
population, is to directly engage the intended users in the design of the program. The idea
of engaging potential users in the design of an intended online intervention has appeal,
given the experiences of using the MBSR program as reflected upon by the two
participants in the qualitative component of this this pilot study.
Jack concurred with Bill’s comments regarding the website. Jack also found the website
easy to use and navigate and disclosed having mainly used his mobile phone to engage
with the online MBSR program. Using a mobile phone to access the MBSR program was
unexpected as adaptation to portable devices such as mobile phones and tablets had not
been considered by the research team in the development and piloting stages of the
project. In line with other commentators who have suggested that the refinement of online
mental health interventions will likely involve increasing use of mobile applications
(Monshat et al. 2012). García et al. (2017) have suggested that adaptation of content to
smart phones and other similar devices may significantly extend the reach of e-mental
health programs including mindfulness-based interventions and psychoeducational
programs.
Jack elaborated on how he thought a mobile version of the MBSR program could be
developed; he suggested the inclusion of a calendar with a tracking mechanism to allow
the user to set where they are up to in the program and to set goals for progressing to the
next module using pre-determined dates/times. Jack also felt this would be helpful in
circumstances in which work, and life pressures meant a user had missed a week or more
of the program; when the person resumed the activities in the MBSR program they would
know where they had been up to and could pick up from there. Jack’s suggestions
regarding possible enhancements to the online MBSR program are in line with the
findings of research undertaken by Russell et al. (2018). In developing and evaluating an
online mindfulness program for melanoma patients, these researchers pointed to the
importance of such interventions being easily accessible, available at any time and able
to be used in one’s own environment and at one’s own pace.
Bill also made comments regarding ways in which the flexibility of the MBSR program
could be enhanced, either through further developing the existing program or producing
a mobile version. In particular, Bill suggested increasing the flexibility of the ordering

and time-sequencing of the MBSR modules so that if a user felt drawn to a particular
module they could extend the time devoted to working with that; Bill also suggested an
enhancement that would allow particular modules or mindfulness practices to be added
to a list of ‘favourites’ for ease of retrieval.
The comments from the two participants in the qualitative component of the study, as
outlined above, point to a number of ways in which the online MBSR program could be
improved, based on the experience of those who had used it. Areas that could be enhanced
included the graphics used within and the overall design of the program, focusing
especially on what would likely be engaging to men with pregnant fathers in the context
of expectant fatherhood or adding another child to the family. Another area raised by the
participants was extending the use of the program through specifically redesigning it as
an application for use in smart phones and similar devices such as tablets. The participants
also suggested that thought be given to increasing the flexibility of the program so that it
could be customised to allow for more personalised engagement with the online MBSR
content.

As mentioned previously no consideration had been given to the design of the online
MBSR program in relation to its possible use across multi-platforms such as iPhones and
smart tablets. To some extent the lack of consideration regarding the use of multiplatforms in the pilot study was due to cost considerations and the need for simplicity, as
further developing the MBSR program for multi-platform use would have required
additional time, IT expertise and funding that was not, at that stage, available to the
research team. This lack of development to allow the MBSR program to be specifically
designed for multi-platform use did lead to some technical difficulties when Jack mostly
used his iPhone to engage with the program. Fortunately, Jack persevered and found ways
of being able to use his iPhone when working through the MBSR modules. His experience
of engaging with the program this way serendipitously produced a number of valuable
insights regarding possible enhancements to this and other similar online psychosocial
interventions specifically targeting adult male participants.
Jack described his experience of using the online MBSR program exclusively on his
iPhone; he indicated that while the program was usable the graphics and content were

clearly not optimised for mobile phone use. Jack explained that he was able to make out
the headings of the modules and could click on them; this enabled him to access the
content, to see what was involved, prior to actually undertaking the module. Jack
explained how doing this repeatedly would enable particular mindfulness activities and
resources to be downloaded for use anywhere, without the need for connection to the
internet or excessive cellular data usage. He pointed to how this could significantly
increase the utility and accessibility of the program.
Bill also discussed the possibility of increasing the utility and accessibility of the program
through designing it for use as an app. Bill felt that the increased flexibility so afforded
would enable online mindfulness activities to be accessed in any space and at any time
that was convenient to the user. In their systematic review Mani et al. (2015) evaluated
23 mindfulness apps; they concluded that those that were most effective were
aesthetically pleasing to the intended audience, well designed, interactive, and utilised
social networking, blogs, or tips as support strategies to keep users engaged in regular
mindfulness practice.

Bill also commented on how the engagement strategy of

interactivity might be supported by the inclusion within the MBSR online modules of
structured guidance or tips on how participants might incorporate a module into their
daily routine; in and around the pressures of daily life and work. Bill felt that building
such an enhancement into the program would enable users to find a suitable place to
undertake a mindfulness activity: this could be as simple as sitting in the car for the length
of time required to do an activity. Bill also suggested that knowing exactly how long was
required for a particular mindfulness practice would add to the capacity to integrate
mindfulness into everyday life. The points raised by Bill are consistent with some of the
findings of work undertaken by Laurie and Blandford (2016), who examined what factors
impacted on the capacity of people to find time to use an app based-mindfulness program.
One of the main concerns highlighted in that study was finding the time to participate in
an app-based mindfulness program in what were already busy lives. Following the points
raised by both Jack and Bill, and also the findings of studies such as those conducted by
Laurie and Blandford (2016), the future development of online MBSR interventions for
men with pregnant partners, as an app-based program, would need to address strategies
for incorporating regular engagement with mindfulness activities into busy male lives.
In further exploring the participants’ experiences in relation to possible changes that

would improve the appeal of, recruitment to, and reduce attrition from an online MBSR
program, both Jack and Bill provided insights that would be useful in considering future
improvements to the online MBSR program. Jack explained that having no prior
understanding of mindfulness, he found the name of the website ‘Mindfulness for Dads’
unhelpful. As he explained, without knowing what mindfulness was, it was difficult to
know what to make of the program name ‘Mindfulness for Dads’.
The research team were surprised by this comment as much consideration had been given
to the naming of the website. Critical reflection by research team members highlighted a
number of assumptions regarding the ‘self-evident’ nature of mindfulness and a failure to
‘field-test’ the website name and other aspects of the MBSR program and delivery
strategy with the intended audience – it was realised that this had been a serious oversight.
Monshat et al. (2012) have discussed how in designing online interventions such as
MBSR the intended audience should be involved from the start, to enable identification
of barriers in design that could potentially reduce the engagement of participants with the
intervention. Furthermore, what might be obvious to health professionals and researchers
may not be so for participants of different backgrounds. Unlike interventions delivered
face-to-face, where time can be devoted to explaining key concepts or techniques (e.g.
what is meant by mindfulness’), online interventions lack the advantages of personal
contact that are central to the provider-user relationship. In circumstances in which a
potential participant has no prior understanding of what MBSR is and its therapeutic use,
it is not clear why or how men might engage with it. In their review of mindfulness based
apps Mani et al. (2015) suggested that the development of a standalone mindfulness app,
with no face-to-face provider-user contact, should include a clear explanation of the
philosophy and practice of mindfulness and address common misconceptions. The use of
meditation/Buddhism type images should also be avoided to maintain a general appeal to
the intended audience and avoid religious undertones.
In discussing his thoughts regarding how the online MBSR program might be marketed
more successfully, to extend the reach of the program to men with pregnant partners,
locally, nationally and even internationally, Bill suggested adopting a primary health
care-based strategy. Within this context Bill pointed to the possible use of general
practitioners and midwifery led clinics that could make referrals and advertise the
program using flyers and posters. Bill also suggested that with further refinement the

online MBSR program could become sustainable and self-perpetuating through the
introduction of a modest fee-for-service. There are some indications that online
psychoeducational modalities are gaining in acceptability, with men in Australia being
twice as likely to seek help via the internet than from a health professional (Ellis et al.,
2013). Online delivery brings a number of advantages likely to be attractive to men: 24hour access, little to no cost, frequent information updates, interactivity - allowing for
independence and autonomy, and non-confrontational medium with which men can
engage. Such developments are likely to contribute to the increasing use of online
interventions and psychoeducational programs by men. However, reliance on
serendipitous internet searching to bring dads and online MBSR programs together is
unlikely to significantly increase the numbers of men engaging with programs such as
Mindfulness for Dads.

Interventions designed specifically for fathers’ mental and

physical health are scarce and attitudinal and structural barriers restrict men’s access to
health care (Rominov et al., 2016). Given that in Australia 1 in 10 dads experience poor
mental health in the early years of their children’s lives, attitudinal and structural barriers
may be best addressed through the promotion of optimal health for men focusing on
prevention and improving access to health care (Australian Government Department of
Health and Ageing, 2010). As Bill suggested, a targeted recruitment/marketing campaign
operating in collaboration with primary care providers such as general practitioners or
midwifery clinics may attract the numbers for recruitment to an online MBSR
intervention and afford a much larger and more robust research trial.

6.5 LIMITATIONS AND SUGGESTIONS FOR RESEARCH
While the findings of the study suggest that mindfulness-based interventions show
promise when used in the perinatal period for men, a number of limitations need to be
taken into account when considering the findings of the pilot study reported in this thesis.
These limitations should also be addressed in designing future research evaluating online
psychosocial interventions such as MBSR for men with pregnant partners or facing other
significant life changing circumstances.
The first limitation that should be noted is the restricted generalisability of the study

findings due to the small sample size. While efforts were made to recruit larger numbers
of participants these were only partially successful. Future research should pay careful
attention to the problem of attrition and include strategies to both recruit and retain study
participants such as: the use of in-depth consultation with men/dads to allow direct input
in the design and suitability of an online MBSR program, delivery of the online MBSR
program with multi-platform digital formats, taking into account barriers/issues with
access and ease of use (Rominov et al., 2016). In addition, the use of set points embedded
within the online MBSR program to afford detailed monitoring for effectiveness so that
changes to the program can be implemented along the way to improve attrition and
engagement. Consideration should also be given to marketing and the general appeal of
an online MBSR program for men, with the use of primary care providers such as general
medical practices and maternity clinics, for advertising (Ellis et al., 2013).
In addition, it is possible that the study sample used in the present study is not
representative of all men with pregnant partners in Australia. Participants recruited to the
present study were located in a regional area of New South Wales. It is possible that a
cohort recruited from a more metropolitan location such as a major city (e.g. Melbourne,
Sydney, or Brisbane) may yield different findings to those reported in this thesis. It is
recommended that future studies investigating the impact of online MBSR programs for
men with pregnant partners recruit much larger samples of participants drawn from both
metropolitan and regional locations.
Although numbers were low in the qualitative section of the study, the interviews
undertaken with two participants provided invaluable data on the experience of
engaging with an online MBSR program designed specifically for use with men. A
more robust study design could include one or more focus groups to enable a more
detailed and wide-ranging analysis of the participants’ experiences of involvement in
the online MBSR program; such an enhancement to the study design and methods
would likely strengthen the trustworthiness of the qualitative findings of the study
(Christensen et al., 2015). In the present pilot study, it was only possible to conduct
individual interviews with consenting participants and the short timeframe for data
collection – given the time limitations of PhD candidature, meant that opportunities for
follow up with other potential participants were very limited. In the end only two of the
participants involved in the quantitative component of the study agreed to be

interviewed as part of the qualitative component. This was despite considerable efforts
by research team members to encourage men who had engaged with the online MBSR
program to agree to be interviewed. It is recommended that in future research
evaluating the outcomes of online delivered MBSR for men with pregnant partners
careful consideration be given to developing strategies to recruit substantially more
men to the qualitative component of such projects and that this include options for both
individual and focus group interviews. Such enhancements would potentially
strengthen the trustworthiness of the qualitative findings of the study.
This p i l o t study relied on self-report subjective outcomes involving both quantified
and qualified reports, which have the potential to contribute to response bias. In
order to provide more robust evidence on the impact of online delivered MBSR for men
with pregnant partners future studies should consider the inclusion of objective
measures (Brown,

2015).

Such

measur es

could

include

behavioural

observation, psychophysiological measures and other biomarkers of stress, such as
heart rate and blood pressure (Bergen et al., 2014; Matousek, Dobkin, & Pruessner,
2010). In addition, such studies would benefit from the inclusion of an extended follow
up timeframe of 6 to 12 months post exposure to the online MBSR intervention.
It is important to note that the present study did not involve the use of an active control
condition in which, following randomisation, control participants were exposed to
another form of psychosocial intervention or placed on a waitlist for the online MBSR
intervention. At the time of designing the pilot study it was not considered feasible to
use an active and/or placebo control due to the nature of the research being undertaken
- the first study designed to evaluate the outcomes of exposure to an online MBSR
intervention for men with pregnant partners. There was also uncertainty regarding the
numbers that would need to be recruited to the study to enable statistical power
calculations to be undertaken. It is recommended that the design of future studies include
the use of randomisation procedures and control groups. The development of
recruitment strategies for such studies should also involve careful consideration of what
men want in online psychosocial interventions such as MBSR at the design stage of the
project. Important considerations here would include ease of use, portability and
functionality of the intervention program and the platform supporting it. Careful
attention to design considerations such as these would likely improve participant

engagement with and reduce attrition from the intervention program.
The design of future studies would also benefit from paying close attention to issues
surrounding the engagement of men with psychosocial interventions and strategies to
increase the uptake of men to online interventions (Ellis et al., 2013; Rominov et al.,
2016). In addition, future research should also include follow up of men who drop out
of the intervention program to enable the development of a better understanding of
factors contributing to attrition. The changes that take place as men become fathers may
afford an important opportunity to engage men given that there is evidence indicating
that men become more open to healthcare for both their own health and that of their
partner and children (Rominov et al., 2017) at this stage of adulthood. As a result of
becoming a dad, men become more motivated to take positive steps to maintain and
better improve their health and well-being in support of improving the health of their
children (Engsheden & Fabian, 2013).

6.6 CONCLUSION
The results of the studies included in the literature review (see chapter 2) and the wider
research literature indicated that involvement in MBSR, both face-to-face and online
forms of delivery, can result in reductions in depression, stress, anxiety and increased
mindfulness in both clinical and non-clinical populations. However, none of the studies
included in the literature review evaluated the effects of online MBSR for men with
pregnant partners. The pilot study reported in this thesis had a number of important
methodological limitations including low recruitment numbers, substantial attrition
among participants who commenced the study, the lack of randomisation and use of an
active control group. At the same time, however, the pilot study has provided important
data to inform future research into the outcomes of online delivered psychosocial
interventions, such as MBSR, for men in the perinatal period.
It should be noted that a key aspect of a pilot study is not so much to evaluate effectiveness
as in a larger RCT studies, but to be descriptive; to focus on confidence interval
estimations, to provide data with which to estimate recruitment and retention rates, and
to test the likely acceptability of the intervention and the study design through which it
will be evaluated for participants. Although the findings of pilot studies should be

interpreted with caution, they have a number of strengths when using established and
validated tools. A well-constructed pilot study with clear aims and framework affords
methodological rigour that can test procedures for their acceptability, to estimate
recruitment and retention rates, and to determine sample sizes required in larger research
trials (Doody et al., 2015; Vogel & Draper-Rodi, 2017). Undertaking a pilot study
provides the researcher/research team with the opportunity to develop and enhance the
skills necessary before commencing the larger study, obtaining preliminary data,
evaluating their data-analysis methods and clarifying the financial and human resources
required to inform the design of larger, more complex evaluation studies.
The pilot study reported in this thesis compared measures of depression, stress, anxiety
and mindfulness, before and after exposure to an online MBSR program in a group of
men with pregnant partners. The qualitative component of the study examined
participants’ experiences of participation in the MBSR program, focusing especially on
comparing levels of depression, stress, anxiety and mindfulness in men with pregnant
partners before and after participating in an online MBSR program. This qualitative data
was used to augment the data obtained from the quantitative component of the study. The
findings of the pilot study add to what is known about the effectiveness of MBSR
interventions in the following ways.
The present study provides foundational evidence of the benefits afforded by an online
MBSR program for men with pregnant partners. The qualitative findings also point to the
acceptability of mindfulness and opportunities for it to be adapted for use in relation to
the everyday stresses experienced by men. The quantitative findings also suggest the
utility of online MBSR to reduce depression, stress and anxiety whilst improving
mindfulness and awareness.
This is the first study to evaluate the outcomes of online MBSR for men with pregnant
partners. Ad di t i on al l y , t h e r e se ar c h r e po r t ed i n t hi s t he si s adds support to
the findings of previous studies indicating that both face to face and online forms of
MBSR can decrease depression, stress and anxiety and improve m i n df ul n e s s. This
pilot study also indicates the possibility that such improvements can also be demonstrated
if an online MBSR program is used with men whose partners are pregnant. The use of
such an intervention at this stage of life, when men are more likely to contemplate the

need to improve their own health and that of their families, will likely have a positive
impact on the development of health promoting behaviours in this group.
The findings of the pilot study are likely to inform the design and implementation of
future large-scale trials evaluating the outcomes of psychosocial interventions designed
specifically for men. Whilst this is a pilot study, it is the first research specifically
addressing the experiences of men with pregnant partners when using an online MBSR
intervention. The outcomes of this pilot study will thus likely be of use to researchers
wanting to design and undertake large scale quantitative trials evaluating the outcomes of
psychosocial interventions targeting men as well as as well as qualitative research studies
which would add to the literature from a different paradigm.
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APPENDICES
Appendix 1: Information Statement

Chief Investigator/Professor Michael Hazelton,
School of Nursing and Midwifery
Faculty of Health and Medicine
University Drive, Callaghan NSW
Ph. 61 0249215695
Michael.Hazelton@newcastle.edu.au

Information Statement for the Research Project:
Supporting the emotional wellbeing of fathers through a mindfulness intervention during their
transitions in parenthood
Document Version 1; dated 31st July 2015
You are invited to participate in the research project identified above which is being conducted by
Professor Michael Hazelton, Dr Lyn Ebert and Mr Donovan Jones PhD candidate from the School
of Nursing and Midwifery at the University of Newcastle. The research is part of Donovan Jones
PhD studies at the University of Newcastle, supervised by Professor Michael Hazelton and Dr
Lyn Ebert from the School of Nursing and Midwifery at the University of Newcastle.
Why is the research being done?
The purpose of the research is to deliver an online mindfulness program designed to teach
mindfulness techniques that reduce stress and improve emotional wellbeing as part of the
transition through to parenthood. This study, using an online mindfulness intervention for men
with pregnant partners, provides the possibility to change emotions and behaviors that
unchallenged might otherwise manifest as stress, anger and violence. Online mindfulness
interventions for men afford the ability to identify a beneficial and potentially effective approach in
helping men who may have an increase in emotional challenges during the perinatal period.
Who can participate in the research?
Inclusion criteria: 1) Men who have partners that are pregnant (10-40 weeks gestation) 2) Men
who have the ability to read and speak English; 3) Men who are willing to participate in a 6-week
online mindfulness program; and 4) Men who are willing to consent to participate in the study, 5)
Men who are Australian citizens.
Exclusion criteria: 1) Female partners of pregnant women; 2) Partners of pregnant women who
experience pregnancy loss during the study period; 3) Men who have pregnant partners that are
less than 10 weeks or more than 40 weeks gestation.

What would you be asked to do?
If you agree to participate, you will be asked to undertake an online mindfulness program. We
would like to test how effective the program is in developing your mindfulness in several key
domains including the benefits of mindfulness awareness and stress reduction. You will be
asked to undertake a short survey prior to commencing the program. You will be asked the
same survey questions at the end of the program to see if the online mindfulness program was
able to increase your learnt mindfulness techniques.
We also want to see if your own abilities in mindfulness have developed. Consequently, we ask
that you undertake follow up 15-question survey after you complete the online mindfulness
program via phone or Skype. You can do this by going to phone/Skype interview button
available at the end of the online mindfulness and following the links.
What choice do you have?
Participation in this research is entirely your choice. Only those people who give their informed
consent will be included in the project. Whether or not you decide to participate, your decision
will not disadvantage you. If you do decide to participate, you may withdraw from the project at
any time without giving a reason and have the option of withdrawing any data, which identifies
you. A link will be available within the online mindfulness-learning program that says ‘I accept’ or
‘I decline’. Clicking on ‘I accept’ will take the participant to the survey page where they can undergo
the registration process. Clicking on ‘I decline’ will take participant to a message that says that
they are unable to participate in the program at this time.
At the bottom of this text will be a link to the online mindfulness-learning program that says ‘I
accept’ or ‘I decline’. Clicking on ‘I accept’ will take the participant to the survey page where they
can undergo the registration process. Clicking on ‘I decline’ will take participant to a message
that says that they are unable to participate in the program at this time.

How much time will it take?
1. Undertaking the online mindfulness program as out lined below, should take no more than 1
hour per week for 6 weeks, with the online component taking no more than 20 minutes per
mindfulness session and 40 minutes for self-directed practice throughout the week.

Week 1

Week 2

Week 3

Week 4
Week 5

Lesson/module
Introductory session
Are you still
Breathing?
Are you really
listening?
Where did my food
come from?
Mindful eating
Activity
One-minute body
scan
Feeling emotions in
your body
A legal Alien
Finding your inner
master
Choosing to do
things mindfully
Bonus practice

Meditation
Body scan

Online resources
Mindfulness
audio/video guide
15-20mins

Breath and sound

Mindfulness
audio/video guide
15-20mins

Breath and thought

Mindfulness
audio/video guide
15-20mins

Breath and emotion

Mindfulness
audio/video guide
15-20mins
Mindfulness
audio/video guide
15-20mins

Short mindfulness
practice

Quotes and Tips
Daily motivational
quotes, Images,
various tips on
mindfulness, web
links and social
media sites such as
Facebook

Week 6

The next step
making mindfulness
a part of everyday
life

Mindfulness
audio/video guide
15-20mins

2. Completing the online surveys before and after completing the online mindfulness module,
should take approximately 5-10 minutes.
3. Undertaking an additional 15-question interview via phone/Skype to see if your abilities in
mindfulness have improved as a result of the online mindfulness program, should take
approximately 20 minutes.

What are the risks and benefits of participating?

This study, using an online mindfulness intervention for men with pregnant partners, provides the
possibility to change emotions and behaviors that unchallenged might otherwise manifest as
stress, anger and violence. Online mindfulness interventions for men afford the ability to identify
a beneficial and potentially effective approach in helping men who may have an increase in
emotional challenges during the perinatal period. The intervention developed from this project will
support men in managing their emotional wellbeing during their transition to parenthood.
There will be no significant risk of physical harm to participants. It is possible, however, that
engaging in mindfulness may cause some physical distress. The mindfulness program will ask
participants to engage with their body and acknowledge any feelings that may or may not be
present. It may be possible that physical discomfort may occur at the beginning of this course, as
participants become accustomed to mindfulness practices. Participants will be advised to pause
or stop mindfulness exercises should they feel any physical discomfort. If you have concerns
about your physical ability to undertake the program please consult your doctor.

How will your privacy be protected?
All surveys are anonymous and it will not be possible to identify you from your answers. While
the study is in progress all data will be stored according to the university research data and
materials management policy 00869. Electronic data will be stored on a password protected,
university issued, computer used only by the researcher and research supervisors. All information
will be kept securely when at the university or home address of the researcher and not used by
any other person. Weekly back-ups will be saved to a secure backup hard drive and cloud server
to which the researcher only will have access and is password encrypted. If data is identifiable
from interviews, confidentiality is ensured by replacing names of participants with numerical
codes. Any audio or video interviews undertaken will be able to be review by you to allow the
choice to edit or erase your contribution. All participant identifiers will be permanently removed
prior to the transcription of interviews. Non-identifiable data may be also shared with other parties
to encourage scientific scrutiny, and to contribute to further research and public knowledge, or as
required by law. As per the university research data and materials management policy 00869 all
data will be kept secure at the School of Nursing and Midwifery for a period of 5 years following
the completion of the project, after which all data will be erased from the nominated hard drive.

How will the information collected be used?
In the first instance the results will be reported through a doctoral thesis. The results will also be
reported through conference presentations and articles published in professional journals.

Participants will be offered a summary of the results written in lay language, which will be available
after the completion of the project.
What do you need to do to participate?
Please read this Information Statement and be sure you understand its contents before you
consent to participate. If there is anything you do not understand, or you have questions,
contact the researcher.
If you would like to participate, please go to the web site
http://3052505.wix.com/mindfulnessfordads
At the bottom of this website will be a link to the e-learning program that says ‘I accept or I decline’.
Clicking on accept will take the participant to the registration process for the online mindfulness
program. Clicking I decline will take you to a message that says you are unable to participate in
the program.

Further information
If you would like further information please contact the chief Investigator Professor Michael
Hazelton, Michael.Hazelton.newcastle.edu.au
Thank you for considering this invitation.

Chief Investigator/Professor Michael Hazelton,
School of Nursing and Midwifery
Faculty of Health and Medicine
University Drive, Callaghan NSW
T: +61 0249215695
E: Michael.Hazelton@newcastle.edu.au

Mr Donovan Jones
Lecturer, PhD Candidate
School of Nursing & Midwifery
Faculty of Health & Medicine
Richardson Wing RW225
T: +61 2 49216940
E: donovan.jones@newcastle.edu.au
Complaints about this research
This project has been approved by the University’s Human Research Ethics Committee.
Approval No. H-003009
Should you have concerns about your rights as a participant in this research, or you have a
complaint about the manner in which the research is conducted, it may be given to the
researcher, or, if an independent person is preferred, to the Human Research Ethics Officer,
Research Office, The Chancellery, The University of Newcastle, University Drive, Callaghan
NSW 2308, Australia, telephone (02) 49216333, email Human-Ethics@newcastle.edu.au.

Appendix 2: Qualitative Descriptive Mindfulness Questions
Supporting the emotional wellbeing of fathers through a mindfulness
intervention during their transitions in parenthood
Qualitative Interview Questions: Protocol
Document Version 1: dated 31st July 2015

1. Had you any knowledge of or experience with mindfulness prior to
undertaking the online mindfulness program?
2. What were your expectations prior to undertaking the online mindfulness
program?
3. What was helpful as you were beginning to learn mindfulness
4. What was frustrating or difficult in the beginning period
5. What aspects of mindfulness instruction did you find most beneficial
overall?
6. Has your perception of mindfulness changed as you have worked through
the online program?
7. Do you feel that undertaking mindfulness training has helped with the
challenges that come with being a father?
8. Is there anything else about your participation in the online mindfulness
program that you would like to comment on?

Appendix 3 Access Request Form Authorisation Letter

20 September 2016

Mr Donovan Jones
School of Nursing and Midwifery
Faculty of Health
University of Newcastle

Dear Mr Jones,
Re: Supporting the emotional wellbeing of fathers through a mindfulness
intervention during their transition in parenthood”
Thank you for submitting the access request form for accessing participants, tissue
and or data, but does not involve the conduct of research.
I am pleased to inform you that authorisation has been granted for this study for
posters and pamphlets to be given out during the start or end of the preparation for
parenting classes held through the John Hunter Hospital.
Please advise when the involvement of Hunter New England Local Health District in
the above project has ended.
Yours faithfully

Dr Nicole Gerrand
Research Ethics Officer
Hunter New England Local Health District Hunter New England Research Ethics & Governance
Office
Locked Bag No 1
New Lambton NSW 2305
Telephone: (02) 49214950
Email: HNELHD-HREC@hnehealth.nsw.gov.au
http://www.hnehealth.nsw.gov.au/ethics/Pages/Research-Ethics-and-Governance-Unit.aspx
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