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1. Introduction   

Mental health problems  are  only  becoming  more  and  more  visible  in  our  society. Thus, 

many  people  are  exposed to them  either through  being  afflicted  by the  condition  them-

selves or being a member of a family where one of the family members suffers from men-

tal  health  problems.  In  fact, many  people  have experienced parental  mental health prob-

lems on a daily basis as a natural part of their lives starting from early childhood. (Solan-

taus & Paavonen, 2009; Price-Robertson, 2015) Mental health problems have an effect on 

all the family members: The one undergoing the condition, his/her partner and the children. 

When regarding children of parents who have suffered from mental health problems, one 

acknowledges  that  they are  significantly  affected  by their parent’s  condition,  especially 

internalizing, such as emotional problems and externalizing, such as behavioural problems. 

Undergoing parental mental health problems can be seen as the reason behind, for example 

socio-emotional problems, problems when being apart from parents, social timidity or ag-

gressive  behaviour  and  cognitive  problems  as  well  as  more  general  school  related  prob-

lems. (Solantaus & Paavonen, 2009; Price-Robertson, 2015, p. 1.)  

Even though parental  mental health problems are  common, they  still  do  carry  a  certain 

stigma. Stigma is often experienced both by the sufferer of mental health problems and by 

people  in  close  contact  with  him/her, such  as  family  members.  Stigma  related  to  mental 

health  problems  often  result  in  not  openly  discussing  about  it and in  fact already  young 

children  have  the  conception  that  parental  mental health problems  are  not  suitable  topics 

for an open  discussion, for example with  their  peers  (see,  i.e.  Alasuutari  &  Järvi,  2012; 

Goffman,  1963;  Price-Robertson,  2015,  p.  11). The  tradition  of  silence  often  stems  from 

the parents  due  them  being  afraid  of the stigmatized  labelling  of  their  children and  them 

experiencing associative stigma. (See i.e. Goffman, 1963; Price-Robertson, 2015.)  

It is not unusual for a child of a parent with mental health problems to experience shame at 

different  stages  of  his/her  live.  For  a  young  child  it  is not  easy  to  conceptualize  parent’s 

mental health problems due to, for example the symptoms not being visible and the lack of 

open discussion caused by the stigma. It is evident that childhood experiences have an ef-

fect  on  adulthood  and  the  opaque  image  of  parent’s  mental  health  problems  may  remain 

hard  to  conceptualize  also  in  adulthood.  (See  i.e.  Mordoch  &  Hall,  2002,  pp.  210–211; 

Kosmo,  2005,  pp.  9–10.) Many  researchers  on  this  field  including Peter  Kane  and  Judy 
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Garber (2004) state that there can be seen a continuum of mental health problems within a 

family, by which they mean the children of parents with mental health problems are more 

prone to develop mental health problems themselves. This, emphasized by the researchers, 

is  due  to  a  biological  heritage, which  cannot  be  erased however, these  families  can  be 

helped  to  learn  to  live  with  the  problems.  Especially Tytti Solantaus  and  E.  Juulia 

Paavonen (2009) emphasize that the first step in the path of acceptance and learning to live 

with the problems is an open discussion.  

Often the research of parental mental health problems concentrates on how do parents with 

mental health problems experience parenthood rather than on the experiences of their chil-

dren. Although research on the topic “How do children experience and understand parental 

mental health problems”  has  been  done  to  some  extent,  it  too  often  regards  children  as 

straightforward objects of the research. This has thus resulted in neglecting the more holis-

tic  research  of  the  actual  experiences,  which  children  possess  on parental  mental  health 

problems. (See, i.e. Gladstone et al. 2006; Aldridge 2006; Mordoch & Hall 2002.)  

Fatherhood  is in  constant  transition  and  in Finland  the  process  towards  new  fatherhood 

started  in 1960s  and  1970s  (see  i.e. Iljäs,  2005, p.74;  Hietanen et  al.,  2013,  p.1827; 

Mykkänen, 2010, p. 30; Huttunen, 1999). Within new fatherhood fathers have gained the 

position, which regards them as the other important parent, instead of their previous posi-

tion as the secondary parent. This means that fathers value fatherhood and want to partici-

pate equally in child-caring tasks, such as nurturing, household duties as well as even tak-

ing parental leave and so on. When being the other important parent, fathers have a huge 

influence on the growth and on the overall development of their children. (See i.e. see i.e. 

Iljäs, 2005, p.74; Hietanen et al., 2013, p. 1827; Mykkänen, 2010, p. 30; Huttunen, 1999.)  

When recasting the focus from the general parental mental health problems’ experiences of 

children into father’s mental health problems and their effects on children, many research-

ers, (such as Solantaus & Paavonen, 2009), acknowledge that the effects of father’s mental 

health problems, also known as paternal mental health problems, have not been researched 

extensively. Even though the transition of fatherhood has been going on for several years – 

even  decades, Tytti Solantaus  and E.  Juulia Paavonen  (2009) see  that the  reason  behind 

disregarding the crucial effects of paternal mental health problems on children is the gen-

eral thought that mother’s role in children’s lives, still today, is more important.  
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Both mental health problems and the concept of fatherhood have intrigued me for a long 

time. My bachelor’s thesis ‘Unpredictable Father – Three Experiences of Paternal Mental 

Health Problems’ (Ronkainen, 2015) investigated youngsters’ experiences of paternal men-

tal health problems. My master’s thesis will continue with the research concerning the ex-

periences of paternal mental health problems. One of the reasons for my decision to con-

tinue with the same topic is the on-going debate about father’s importance and his position 

as a parent. I believe that a father can be as important parent as a mother; hence his mental 

health problems will have an effect, which should not be belittled. I myself have personally 

experienced  paternal  mental health problems,  having  a  father  diagnosed  with  severe  de-

pression. His disease had on effect on me. Throughout my life I knew that my father was 

sick even though there were no visible signs of disease in him. His disease was the non-

spoken stigma in our family and already from a very young age I thought that his illness 

was something that was not good to discuss with anyone outside of our immediate family.  

Both from my personal as well as from my professional perspectives I see it crucial to de-

molish the tradition of silence when regarding paternal as well as generally parental mental 

health problems. With my master’s thesis I would like to enrich the research field of paren-

tal and paternal mental health problems and emphasize the importance of fatherhood and 

children’s experience of it under difficult circumstances. I see it vital to give a chance to 

children of fathers suffering from mental health problems to express themselves and share 

their stories about paternal mental health disorders.  

My master’s thesis is constructed so that it begins with a theoretical framework, which is 

similar to the one in my bachelor’s thesis.  It starts with a description of social constructiv-

ism within this research and continues to talk about the issues of mental health problems in 

Finland and abroad. After that I will discuss the stigma related to mental health problem. 

From that I will continue to describe and ponder on the many definitions of families and 

the effects of parental mental health problems. My theoretical framework will end up with 

the contemplation of the various roles of fathers in the Finnish society and how to define a 

father as well as the effects of paternal mental health problems.  

My thesis entails an empirical part where I narratively analyse four narratives told by four 

different  people who  have  experienced  paternal  mental  health  problems  throughout  their 

lives,  starting  from  early  childhood.  These narratives  were  conducted  by four  individual 

focused and narrative interviews.  
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I have two types of research questions. My first research question is aimed for my theoreti-

cal framework and questions two and three are aimed for my empirical data.  

1. What is the meaning and manifestation of modern day fatherhood in the Finnish society? 

2. How do children of fathers with mental health problems experience their fathers?  

3. Have  children  of  fathers  with  mental  health  problems  experienced  associative  stigma? 

And if yes: How was/is the associative stigma related to paternal mental health problems 

experienced?  

The main concepts in this master’s thesis are as following (written in italics): children of 

fathers suffering from mental health problems, which can be also known as paternal men-

tal  health  problems. The experiences of  children  of  paternal  mental  health  problems  and 

the stigma related to mental health problems.  

Children in this master’s thesis are the offspring of fathers who suffer from mental health 

problems. In this research the narrators of the experiences of paternal mental health prob-

lems  were  aged  between  25-28  years.  Fathers  in  this  research  are  the  male  parents  or 

guardians, as I do not draw the line only to legally acclaimed fatherhood meaning that in 

the concept of father I include, for example biological fathers, adoptive fathers or guardi-

ans. This decision is due to the fact that in the modern society a child may very likely have 

a father figure who is not the biological father. 

Within the concept of mental health problems I include psychological symptoms, depres-

sion and psychosis as well as alcoholism and other drug abuse (Lönnqvist, 2005). Paternal 

mental health problems signify the mental health problems experienced by fathers.  Stigma 

means  an  “attribute  that  is  deeply  discrediting”,  which  reduces  its  bearer  “from  a  whole 

and usual person to a tainted discounted one” (Goffman, 1963, p.3). 
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2. This Research and Social Constructivism  

When composing my paradigm, which is also known as the worldview, for this research, I 

find  myself agreeing with  certain parts  of  social  constructivism. In  social  constructivism 

one acknowledges that reality is socially constructed and that what is real to someone may 

not be that to someone else. Issues which may affect the thoughts of reality are for exam-

ple: one’s place of living, social status, nationality or ideology (Berger & Luckmann, 1967, 

p.13–15). I agree with Melinda B. Fagan (2010, p. 95) when she emphasizes that in addi-

tion to reality also knowledge is socially structured and results from socially bounded, col-

lective efforts, which include different kinds of social structures, interactions and values. I 

understand that this can be stated as the belief in the expression of multiple realities, which 

rely on individuals.  

Within this research I emphasize the importance of the individual experiences of children 

of fathers who have suffered from mental health problems. This is along the lines of social 

constructivism, which acknowledges that there is value and knowledge to be found in sub-

jective meanings as well as in subjective interpretations. (Creswell, 2007.) I see that reality 

is socially defined and it refers to the subjective experiences of every day life, which con-

struct a person’s life. (Andrews, 2012.) In my thesis I am looking into four different narra-

tives  of  adults  who  are  children  of  fathers  suffering  from  mental  health  problems, 

eventhough they all are Finnish and approximately the same age they all possess a unique 

and individual understanding of the experience of paternal mental health problems.  

Sally  V.  Hunter  (2010)  emphasizes  that  when  regarding  one's  research  through  a  social 

constructivistic lens  the  aim is  not  to  find  one generalizable truth  but  to  explore  and  put 

forward the variety of diverse experiences however, the experiences can be seen to reso-

nate  and  similarities  between  individual  experiences  can  be found. Within  my  research  I 

want to emphasize that I am not aiming to find an absolute truth about the experiences of 

paternal mental health problems. Instead I am trying to describe and ponder on the varie-

ties of experiences about paternal mental health problems. I am again in accordance with 

Fagan (2010, p. 97) when she states that the formation of new scientific facts stems from 

the human social action in a specific context. Hence in my thesis I am trying to gather sci-

entific knowledge about the experiences of paternal mental health problems, which stems 
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from the narratives of people having experienced it as well as the reflection of already ex-

isting researches of the topic.  

My personal, researcher’s ontological understanding of my research topic “Children’s ex-

perience of paternal mental health problems” is that every child has an individual under-

standing and experience of their father and every one of them is equally valid and correct. 

My  epistemological  understanding  is  that  due  to  thinking  every  individual’s  experiences 

and understandings are equally valid there is information to be found in individual experi-

ences. Thus I do not believe in any absolute truths but in the variety of equally valid, indi-

vidual truths. This could also be defined as the expressions of multiple realities, which rely 

on individuals (Lincoln et al., 2011, pp.102–103). 

I agree with John Creswell (2007) when he describes social constructivism and states that 

every individual constructs knowledge and makes individual meanings and interpretations 

of the world around us and of their subjective world. In social constructivism the goal of 

the research is to rely as much as possible on the participants’ views of the situation and in 

my opinion this is exactly what my research requires. (Creswell, 2007, pp. 20–21.) We all 

are individuals with our unique experiences of the world and therefore I see that especially 

these  points  presented  by  social  constructivism  are  inline  with  my  own  ontological  and 

epistemological understandings.  

When reflecting the researcher’s position within my study I am in accordance with Hunter 

(2010) when she states that individual experiences are dependent on the context of the ex-

periencer as well as that of the researcher. Hence when interpreting data coming from the 

experiencer, it is my (the researcher’s) translation, which is affected by my socially bound-

ed history. Also Fagan (2010) reckons that researchers themselves as well as their opinions 

and beliefs are socially constructed thus when I interpret the stories put forward by indi-

viduals having experienced paternal mental health problems my own experiences of them 

will no doubt affect the interpretation results. However, I want to emphasize that the main 

spectrum  of  my  research  is  on  the  experiences  stemming  from my interviewees  and not 

those of mine. Still I do not want to silence myself due to believing in the possibility that 

when telling and describing people’s narratives it can be a transformative and even a thera-

peutic event both for the participants and for the researcher (Hunter, 2010).  

The topic of my research is a rather sensitive one and I have been pondering on the right of 

representation  of  the interviewees’ experiences  and  I  see  that  having  personally  gone 
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through  the  difficult  experience  of  having  a  father  suffering  from  severe  mental  health 

problems enhances  my right  as  a  researcher  to  represent  these  difficult  experiences  and 

urges me to do justice for the stories concerning paternal mental health problems.   

 

 

 

 

 



 

  

8 

3. Mental Health Problems in Finland  

3.1 Defining Mental Health 

Mental  health  should  be  regarded  as  an  ever-changing  matter,  hence  it  is  not something 

one immediately gains at birth nor does it remain the same for the rest of one’s life. Per-

son’s mental health can be described through understanding oneself, one’s participation in 

interaction situations, how one faces daily-life challenges and changes and how one adapts 

to them as well as how one remains functional when changes occur. Also how one is able 

to give his/her contribution to the common good is regarded as a part of person’s mental 

health. (Lönnqvist & Lehtonen, 2014, p. 19.) Person who possesses a healthy mental health 

can  be  described  as  an  active  and  content  person who  is  able  to  deal  with  transitions as 

well as is flexible towards them (Lönnqvist & Lehtonen, 2014, p. 19).  

Jouko  Lönnqvist  and  Johannes  Lehtonen  (2014,  pp. 20–21)  emphasize  that  many  mental 

health problems can be seen as the result of person’s intrapsychic conflicts or his/her own 

contradictions with the outside world. Thus, when identifying mental health problems one 

can  see  them  often  resulting  from  multifactorial  reasons.  The reasons for  mental  health 

problems  can  possess  origins  both  from  somatic  or/and  psychiatric  factors. In  addition, 

causes can also be connected with social, societal and cultural factors. Every person who 

under goes mental health problems has his/her own understandings of that experience. It is 

also  common  for the  patient  to  have  his/her  own  thoughts  concerning  the  reasons  for 

his/her mental health problems. (Lönnqvist & Lehtonen, 2014, pp. 19–21.) When a person 

goes  through  mental  health  problems,  the  symptoms  usually  affect  the  person  in  such  a 

way that he/she is not able to fully operate in psychic measures and there can be seen gen-

eral suffering (Terveyden ja Hyvinvoinnin Laitos, 2015). 

3.2 Defining Mental Health Problems and Its Effects  

There exist a variety of mental health problems. Often problems within the mental health 

are categorized according to symptoms and their degree of difficulty (National Institute for 

Health and Welfare, 2015). In the category of mental health problems there exist the fol-

lowing disorders: classical mental health illnesses, such as psychosis and depression, dis-

orders caused by chemical matters and by organic brain diseases, mental health problems, 



 

 

9 

which affect the development of the brain, bi-polar disorders, obsessive-compulsive disor-

ders, abnormal psychological reactions, mental health problems that derive from traumatic 

experiences, sleeping disorders, eating disorders, sexual disorders, disorders related to be-

haviour  and  personality  as  well  as  different  drug  abuses.  Clinically  significant  mental 

health problems are always related to the loss of the ability to function to a certain extent, 

subjective suffering as well as the overall deterioration of the quality of life. (Lönnqvist & 

Lehtonen, 2014, pp. 19–20.) 

Although the diagnosis of mental health problems is always given to an individual there is 

no doubt that it will also affect the people in close contact with the patient. This means that 

it will affect sufferer’s relationships, such as marriage or cohabitation as well as family in 

general and especially children (Lönnqvist & Lehtonen, 2014, pp. 19–20). When a parent 

suffers from mental health problems there are rarely visible symptoms, such as loss of hair.  

Rather symptoms are often seen in the actions of the sufferer, such as testiness, tiredness 

and sadness. Thus, it is hard for a child to understand, for example depression as a sick-

ness.  (Solantaus  &  Paavonen, 2009.)  The  effects  of  parental  mental health problems  on 

children  have  been  the  topic  of  several  different  researches (see  i.e.  Aldridge  2002;  Al-

dridge, 2006; Gladstone, Boydel & McKeever, 2006) however, it usually concentrates on 

the  straightforward  effects  of  parental  mental health problems  on  children.  The  multiple 

forms of how the symptoms of mental health problems are seen and experienced cause at 

least  as  many  conceptions  and  experiences  of  the  sickness/problem  as  there  are  children 

being exposed to parental mental health problems.  

3.3 Mental Health Surveys Abroad  

The World Health Organization (WHO) carried out a population study, the World Mental 

Health Survey (WMHS), researching the frequency of mental health problems in 17 differ-

ent countries between the years of 2001 and 2005. The study showed that the percentage of 

people suffering from mental health problems varied between 12% and 47%. Mental health 

problems are most uncommon in China and Nigeria and then again most common in the 

United  States  and  New  Zealand. However, it  is  impossible  to  compare  the  frequency  of 

mental health problems in widely different countries due to different diagnosis systems and 

different cultural conceptions of what the symptoms of failing mental health are. (Suvisaari 

et al., 2014.)  
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WHO Also provides Mental Health Atlases dating back to 2000 as well as updates in 2005, 

2011 and 2014. The mission of Mental Health Atlas is to provide current information con-

cerning  the  availability  of  mental  health services  and  resources  across  the  world.  Mental 

Health  Atlas  gathers  its  information  through  a  questionnaire,  which  is  sent  to  all  WHO 

Member  States. (World  Health  Organization,  2015,  p. 12.) In  2013  WHO  started  Mental 

Health Action Plan 2013–2020, thus Mental Health Atlas 2014 provides us with baseline-

values  of  the  development  of  the  goals  that  are  hoped  to  be  met  in  2020. The  targets of 

Mental Heath Action Plan are as following: 1. To strengthen effective leadership and gov-

ernance for mental health, 2. to provide comprehensive, integrated and responsive mental 

health and social care services in community-based settings, 3. To implement strategies for 

promotion and prevention in mental health and 4. To strengthen information systems, evi-

dence  and  research for  mental  health.  Goals  can  be  also  seen  in  Table  1., in  which  is  in 

addition  explained  how  many  countries  have already  met  the  targets. (World  Health  Or-

ganization, 2015, pp. 8-11.) 

The per cents of countries having already gained the targets, in Table 1. are first presented 

by the percentage of all WHO member states and secondly by the percentage of responded 

WHO member states. (World Health Organization, 2015, pp. 8–11.) When comparing all 

the WHO member states there are no targets, which would have been met by 50% or high-

er percentage of countries whereas when comparing the responded countries there is one 

target, which has been met by 56% of the responded countries. The target gained by 56% 

of the responded countries is “to strengthen effective leadership and governance for mental 

health”. One has to keep in mind that the Mental Health Action Plan took place in 2013 

and  already  in  the  Mental  Health  Atlas  2014  there  is  to  be  seen  progress.  (World Health 

Organization, 2015, pp. 8–11.) 

According to Mental Health Atlas 2014 the results are towards positive and it indicates that 

if  the  level  of  progress  is  maintained  then  the  global  targets can  be  reached  by  2020. 

(World Health Organization, 2015, p.10.) The main difference between participating coun-

tries  is seen in  the  income  rating  of  the  country, meaning  that low-income  and  lower-

middle income countries do not usually possess the needed strategies or processes that are 

measured  in  Mental  Health  Atlases or  the  per  cent  is  lower  when  compared  to  upper-

middle and high-income countries. (World Health Organization, 2015.) 
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Table 1. Mental Health Action Plan 2013-2020: Baseline Values for Global Targets  

Action Plan Objective Action Plan Target (by the 

year 2020) 

Baseline Value 2013 

1.  To  strengthen  effective 

leadership  and  governance 

for  mental  health  prob-

lems. 

1.1  80%  will  have  devel-

oped  or  updated  their  poli-

cies  or  plans  for  mental 

health line with international 

and  regional  human  rights 

instruments. 

 

1.2  50%  of  countries  will 

have  developed  or  updated 

their law  for  mental  health 

for  mental  health  in  line 

with  international  and  re-

gional  human  rights  instru-

ments. 

1.1 45% of all WHO Mem-

ber States.  

56% of those countries who 

responded.  

 

 

 

1.2 34% of all WHO Mem-

ber States.  

42% of those countries who 

responded.  

2.  To  provide  comprehen-

sive,  integrated  and  re-

sponsive mental health and 

social  care  services  in 

community-based settings.  

Service coverage for several 

mental  disorders  will  have 

increased by 20%. 

Not  computable  from  Atlas 

2014.  Expected  to  be  less 

than 25%. 

3.  To  implement  strategies 

for  promotion  and  preven-

tion in mental health. 

3.1  80%  of  countries  will 

have at least two functioning 

national,  multisectoral  men-

tal  health  promotion  and 

prevention programs.  

 

3.2  The  rate  of  suicide  in 

countries will be reduced by 

10%.  

3.1 41% of all WHO Mem-

ber States.  

48% of those countries who 

responded.  

4.  To  Strengthen  infor-

mation  systems,  evidence 

80%  of  countries  will  be 

routinely  collecting  and  re-

33%  of  all  WHO  Member 

States.  
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and  research  for  mental 

health. 

porting at least a core set of 

mental  health  indicators 

every  two  years  through 

international  health  and  so-

cial information systems.  

42% of those countries who 

responded.  

Source: (World Health Organization, 2015, p. 11.) 

3.4 Mental Health Surveys in Finland and Comparison of Foreign and Finnish Sur-

veys 

Finland did not participate in the WMHS survey but did participate in the Mental Health 

Atlas 2014 and has also participated in the previous Mental Health Atlases. Finland is re-

garded as a high-income country by the World Bank income category. (World Health Or-

ganization,  2015,  p.  60.)  When  comparing  the  WMHS  survey  and  surveys  done  by the 

Finnish National Institute for Health and Welfare (in Finnish: Terveyden ja hyvinvoinnin 

laitos): Health 2000 and Health 2011 (in Finnish Terveys 2000 and Terveys 2011) one can 

find similarities. All the three surveys (WMHS, Health 2000 and Health 2011) indicate that 

women are more prone to go through depression and anxiety disorders but then again men 

are more likely to suffer from impulse control disorders as well as from drug abuse. Mental 

health problems are also more common among 18–44 years olds, and become rarer after 

the age of 65 years. Also according to the Health 2000 there has occurred a rapid increase 

in the number of sick leaves and pensions caused by depression as well as the use of anti-

depressants in Finland. (Suvisaari et al. 2014; Suvisaari et al., 2012.) 

The difference between sexes as well as between age groups is also seen in the Regional 

Health and Well-being research 2013–2015 (in Finnish: Alueellinen Terveys ja Hyvinvoin-

titutkimus,  ATH)  by  the  Finnish  Institute  of  Health  and  Well-being.  See Table  2., where 

the  percentage  of  people  significantly  physically  strained is  shown  in  a  form  of a histo-

gram. There is variation between women and men. Women are scored with a higher per-

centage: Over 15% of all female respondents suffer from psychic stress. With both sexes 

there is a decrease in psychic stress in the age category of 55–74 years olds and then a mild 

increase in the age category of 75 years olds and above. This is not in line with the results 

of WMHS, Health 2000 ja Health 2011 where the decrease was stable after the age of 65 

years. Due to this, it is important to notice that in the survey: Regional Health and Well-
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being, the higher the age group, the larger is the confidence interval. This may be due to, 

for example, fewer respondents in the age group of 75 years olds and above. Nonetheless, 

significant  psychic  stress  is  clearly  most  common  in  the age  group  of  20–54  years  olds. 

(Kaikkonen et al., 2015.) 

Both  Health  2000  and  2011  showed  that  depression  was  the  most  common  mental  heath 

problem  among  Finns.  Even  though  the  Finnish  mental  health  seems  to  be  heading  in  a 

more positive direction with the regards to the decrease of psychic stress and drug abuse 

and especially that of alcohol, there is no decrease in the most common mental health dis-

order, depression. Decrease of psychic stress from the year 2013 to year 2015 is seen in the 

Regional Health and Well-being research 2013–2015 however, there is increase of psychic 

stress  from  year  2014  to  2015  but  the  value  of  year  2015  is  still  lower  than  that  of  year 

2013. (Suvisaari et al., 2014; Suvisaari et al., 2012; Kaikkonen et al., 2015.) The positive 

change in the Finnish mental health is a good thing, however, one should not be comforted 

by it. For example the researchers who conducted the Health 2011 acknowledge that one of 

the reasons for the positive results stem from the lower number of respondents.  

When comparing WMHS with Health 2000 and 2011 it is to be found that people do not 

get appropriate treatment for problems that are milder than psychosis and WMHS empha-

sizes  that  there  is  a  huge  inconsistency  between  the  treatments  in  developing  and  devel-

oped countries. This can be seen as a similar kind of a division that was in Mental Health 

Atlases  but  the  division  was  named  as  that  between  low-income,  lower-middle  income 

countries and upper-middle income and high-income countries. In Mental Health Atlases 

Finland was ranked as a high-income country. In Finland only a fifth of people experienc-

ing mental health problems are under a proper care and in Mental Health Atlas 2014 the 

target related to proper mental health was not computable but was expected to be less than 

25%  (See  Table1.)  Hence  this  indicates  that  if  in  a  high-income  country  only  a  fifth  of 

people  suffering  from  mental  health  problems  receive  proper  care  then  the  situation  in 

lower-income countries is even worse. (Suvisaari et al., 2014; Suvisaari et al., 2012; World 

Health Organization, 2015.)  
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Table 2. People Undergoing Significant Psychic Stress in Finland 2013-2015 

   Age Groups (v indicating years) 

 

Percentage            Women                  Men 

Source: Kaikkonen, R., Murto, J., Pentala, O., Koskela T., Virtala, E., Härkänen, T., Kos-

kenniemi,  T.,  Ahonen,  J.,  Vartiainen,  E.  &  Koskinen  S.  (2015). Alueellisen  Terveys- ja 

Hyvinvointitutkimuksen perustulokset 2010-2015. Retrieved from: http://www.thl.fi/ath 
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4. Mental Health Problems and Its Stigma  

4.1 Defining Stigma 

The term stigma can be defined in many different ways. According to one of the first major 

researchers on this field, Erving Goffman, a stigma is a characteristic that is utterly nega-

tive, and due to it, its bearer is regarded as a contaminated person (Goffman, 1963, p.12). 

Other definitions of stigma also acknowledge it as an attribute that is not socially accepta-

ble however, diverse emphasis may be applied to its definitions. Goffman emphasizes the 

role of the society, when he states that it is, in fact, the society, which creates the ways to 

categorize individuals and at the same time sets the attributes that are regarded to be nor-

mal and natural to the members of each category. (Goffman, 1963, p. 11.) People, in a giv-

en  society  possess  stereotypes  concerning  how  a  certain  member  of  a  certain  category 

should be and when this member possess an attribute which does not meet the stereotype 

he is regarded to be different from other members of the category. This means that in the 

eyes of the others he/she is not a whole person but an undesirable, tainted and a discounted 

person. (Goffman, 1963, pp. 11–13.)  

Interestingly, Goffman underlines that it is not only the attribute that makes the individual 

stigmatized,  it  is  the  stereotypes  that  people  possess  towards  different  groups  of  people. 

Bearing this in mind one can draw the conclusion that a certain attribute that stigmatizes 

one  type  of  an  individual  can  confirm  the  normality  of  another. (Goffman,  1963,  p.  13.) 

Bruce G. Link and Jo C. Phelan (2001, p.376) are in agreement with Goffman when they 

highlight the force of power in the process of stigmatization. According to them stigma is 

utterly determined  by  social,  economic and  political  power.  They  define  the  process  of 

stigmatization  to  happen  under  circumstances  where  elements  of  labelling,  stereotyping, 

separation, status loss and discrimination take place in a power occasion that allows them 

to happen. (Link & Phelan, 2001, p.377.)  

Goffman  divides  stigma  into  three  different  categories:  1.  Abominations  of  the  body, 

which  means  different  kinds  of  physical  deformations.  2.  Tribal  stigma  of  race,  nation, 

religion. This form of a stigma may be transmitted through birth and lineages and it usually 

stigmatizes the whole family. 3. Blemishes of individual character of weakness, domineer-

ing  or  unnatural  passions,  treacherous  and  rigid  beliefs  and  dishonesty. Several  aspects 
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and/or attributes of life may apply to this category of stigma, such as: unemployment, sex-

ual orientation, radical political behaviour and mental disorders. (Goffman, 1963, pp. 13–

14.) It is necessary to acknowledge the stigmatized nature of mental health problems. Men-

tal disorders are clearly mentioned in one of the categories of stigma; hence this means that 

a person suffering from mental health problems is an undesirable and contaminated person. 

He/she  possesses  a  trait  that  makes  him/her  different  from  others no  matter  how  normal, 

according  to  the  category  he/she  belongs to, his/her other  attributes  might  be  (Goffman, 

1963, pp. 15–17).  

 

4.2 Associative Stigma 

As  mentioned  above  and  according  to  several  studies  (see  for  example  Goffman,  1963; 

Aromaa et al., 2011; Lefley, 1989; Phelan et al., 1998) as well as common knowledge all 

indicate  that  a  stigma  is  attached  to  mental  health  problems  and that it  will  have  diverse 

effects  not  only  on  the  lives  of  the  sufferer  but  also  on  the  lives  of  the  sufferer’s  family 

(Aromaa et al., 2011, p. 265). This form of a stigma where the experiencer of stigma does 

not directly carry the stigmatized attribute is called as an “associative stigma”. In associa-

tive  stigma,  for  example  in  the  experience  of  stigma  in  children  of  parents  with  mental 

health problems, the children are not the ones suffering from the actual mental health prob-

lems.  However, they  also  experience  stigma  related  to  it.  (Lefley,  1989;  Phelan  et  al., 

1998.) 

As a part of socialization into one’s respective culture all human beings develop concep-

tions about mental health problems, hence these conceptions are held by both the ones suf-

fering from mental health problems and by their existing environment. The existing envi-

ronment regards a person with mental health problems as a less trustworthy, intelligent and 

competent person. Hence there has been used power when this negative labelling has taken 

place  and  it  is  experienced  by  the  people  with  mental  health  problems  and  their  family. 

Thus people being aware of these attitudes towards persons with mental health problems, 

the  ones suffering  from them  as  well  as  the  ones  being  exposed  to them  might  be  afraid 

that  others  will  reject  them. Both  the  general  as  well  as  the  associative  stigma  related  to 

mental health problems will put constraints, for example in people’s willingness to socially 
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interact  and  openly  discuss  about  their  problems. (Aromaa  et  al.,  2011;  Link  &  Phelan, 

2001.)  

Esa  Aromaa,  Asko  Tolvanen,  Jyrki  Tuulari  and  Kristian  Wahlbeck  (2011)  conducted  a 

study  researching  people’s  attitudes  towards  people  with  mental health disorders  in  Fin-

land.  They  acknowledged  the  revelations  of  general  misconceptions  concerning  concep-

tions related to people suffering from mental health problems done by many different stud-

ies.  There  exist four  general  misconceptions:  1.  People  with mental  health  problems  are 

unpredictable and dangerous, hence they should be avoided. 2. They are irresponsible and 

therefore they need authorial guidance. 3. They are child-like and in great need of sympa-

thetic care. 4. They are incapable persons and their problems are the results of self-inflicted 

weakness of character (Aromaa et al., 2011, p. 266). The study also revealed four compo-

nents held by the Finns towards mental health disorders. They were as following: 1. De-

pression  is  a  matter  of  will.  2.  Mental  health  problems  have  negative  outcomes.  3.  One 

must  be  careful  with  antidepressants  and  4.  You  never  recover  from  mental  health  prob-

lems. (Aromaa et al., 2011.)  

When taking a closer look into associative stigma experienced within a family exposed to 

parental mental health problems Harriet B. Lefley (1989, p. 556) found out that social bar-

riers linked with mental health problems are also felt by the whole family. These are, for 

example isolation of the family, loss of its reputation and in general relationships outside 

immediate family become more and more difficult. With children, this associative stigma 

and the social barriers related to it may result in children not wanting, for example to seek 

help  or  to  invite  friends  over  as  well  as  a  general  withdrawal  from  peer  connections. 

(Lefley, 1989; Phelan et al. 1998.)  

Goffman also acknowledges the tradition of silence when talking about stigma as well as 

associative stigma. When a parent suffers from mental health problems it is usually thought 

that the knowledge of that information will hurt the children of the family. Goffman actual-

ly uses an example of mentally hospitalized fathers and states that almost all mothers try to 

conceal the truth from the children. (Goffman, 1963, p. 71.)  Along with Lefley, Goffman 

and Phelan et al. are Lynn Focht-Bikerts and William R. Beardslee (2000) when they em-

phasize  that  the  pressure  to  not  openly  talk and  often  deliberately  trying  to  avoid  telling 

about mental health problems has put families and especially children experiencing paren-

tal mental health problems under a huge stress. This appearance of an associative stigma 
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affects children, for example through not being able to interpret their parents problems and 

might leave them bestowed by their parents extraordinary behaviour due to the symptoms 

of mental health problems are often expressed through actions rather than through visible 

symptoms, such as fever, loss of hair etc. (Focht-Bikerts & Beardslee, 2000; Solantaus & 

Paavonen, 2009; Phelan et al., 1998.)  

According  to  Bruce  G.  Link  (1987)  people  with  mental  health  problems  have  developed 

conceptions of what people in general think about people with mental disorders, even be-

fore they have become sick. These conceptions include the notion that others devalue and 

discriminate  against  people  with  mental  health  problems  and  in  the  worst  case  scenario 

these  notions  will  develop  into  an  expectation  of  rejection,  which  is  related  to  low  self-

esteem, feelings of helplessness as well as hopelessness and a reduce in adaptive thinking. 

Children who are exposed to parental mental health problems have got discouragement to 

talk about their parents problems from their family as well as from their outside environ-

ment. Alasuutari and Järvi (2012) found out in their study that already quite young children 

have gained the attitude that it is not acceptable to openly talk about parental mental health 

problems. Their data came from the participants of intervention camps directed to families 

experiencing  parental  mental  health  problems.  When  one  interviewee  was  asked  if  she 

would  tell  to  her  peers  about  her  attendance  in  this  camp  she  quite  straightforwardly  de-

clined and told that she would come up with an alternative reason for her absence. (Alasuu-

tari & Järvi, 2012.) 

Research related to stigma of mental health problems has been done to some extent. How-

ever, the majority  of  it  is  quite  old  with  few  lucky  exceptions,  such  as  Alasuutari’s  and 

Järvi’s work in 2012. More over the research is mostly concentrated on stigma experienced 

by  the  actual  sufferer  of  mental  health  problems  and  neglects  associative  stigma.  I  agree 

with Phelan, Bromet and Link (1998, p. 123) when they state, “it may seem that we live an 

era in which mental illness is accepted as a disease like any other many people still feel the 

need to conceal the fact of mental illness in their families”. It is almost twenty years when 

Phelan and colleagues wrote this and the need for concealment is still prevalent in our so-

cieties. 
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5. Family and the Effects of Parental Mental Health Problems  

5.1 Defining Family 

In  everyday  life  people  talk  a  lot  about  family  and  what  it  should  be and what  a  normal 

family is. We all possess an idea of family however, when thinking about why we describe 

a family in a certain way it might be harder to answer that question. Our descriptions are 

affected by our own experiences of a family and our personal history with a family as well 

as the ideal family set by the society we live in and so on. Also Allison James and Penny 

Curtis (2010, p.1164) acknowledge the various meanings people give to the word family. 

According to them the word family is used when describing diverse sets of social relation-

ships, responsibilities and living arrangements. (James & Penny, 2007, p. 1164.) Nuclear 

families have gained from the 19th century onwards the status of a normal family (Yesilo-

va, 2009, pp. 34–35). In her dissertation Politics of Nuclear Family (in Finnish: Ydinper-

heen  politiikka), Katja  Yesilova  (2009)  investigates  how  a  family  is  constructed  through 

sex and generation and what kinds of relationships exist within a family. She also ponders 

on the question of family and what a normal family should be and questions the ontology 

of a nuclear family as a standard and biological construction of family.  

Nuclear families are the construction of two parents, a mother and a father, and children. 

Parents’ relationship is constructed through marriage (Hietanen et al., 2013, p. 1827; Ye-

silova, 2009). In  nuclear  families,  there  exist  two  sexes:  male  and  female.  Males  are  de-

fined through fatherhood and females through motherhood (Yesilova, 2009, p. 26). Hence 

the ontology of nuclear family as a normal family means that, for example marriage with-

out children is not a family. Nuclear family model also emphasizes the hierarchical rela-

tionship between generations, to be exact, between parents and children. (Yesilova, 2009, 

p. 26,  188.) Nuclear  family  model  has  drawn  a  line  between  the  nuclear  family  (mother, 

father and children) and everybody else. Mother, father and children possess a certain in-

timacy, which makes their family model a private sector, which can be and often is thought 

as a biological fact.  (Yesilova, 2009, pp. 34–35)  

I agree with Yesilova (2009, p. 206) when she criticizes the ontological assumption of nu-

clear family due to there having existed as well as existing different constructions of fami-

lies,  such  as  one-parent  families,  LGBT  parenting,  divorced  families,  families  without 
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children, families with adopted children and patchwork families. Hence she acknowledges 

the diversity of families and according to her family, with its different forms, is the result 

of  negotiations.  (Hietanen  et  al.,  2013,  p.  1827; Yesilova,  2009,  p.  206.) Similar  conclu-

sions have been made by Jan Trost (1999, p. 80) when he emphasizes that the traditional 

(meaning  nuclear  family  model)  ways  of  defining  family  should  be  challenged. Family 

possesses a transformative nature and it is, in fact a diverse concept. The status of a nuclear 

family as a normal family model is, for example due to the one-dimensional ideas and im-

ages connected to the concept of a family. (Yesilova, 2009, p. 17.)  

I  agree  again  with  Yesilova  (2009,  p.  127),  when  she  emphasizes  that  family should  be 

regarded  as  socially  defined,  historically  transforming  and  as  a  political  process. Trost 

(1999, p. 82; 90) also puts out the idea that there is no need to set a particular definition of 

family  instead  family  should  be  defined  trough  individual’s understandings  of,  perspec-

tives of and experiences of a family as well as through the issues he/she sees to be involved 

to family. Hence, no generalizable definitions for the concept of family can be constructed.  

5.2 Parentification as a Result of Parental Mental Health Problems  

According  to  Leena  Kosmo  (2005,  p.9)  the  life  of  a  child  is  fully  depended  on  the  care 

provided by the environment and early interaction with others is the basis for any later af-

fairs in life. Also Kirsti Iljäs (2005, p. 58) stresses the long-term effects of family interac-

tion on children’s future lives and states that many adults are afterwards in life surprised by 

how much they have been affected by their family, which may appear in a form of a rebel-

lion  against  certain  matters  or  taking  certain  issues  as  granted.  Hence,  whenever  a  crisis 

occurs within a family it touches all the family members and not only the one actually suf-

fering it. Elaine Mordoch and Wendy A. Hall (2002, p. 209) emphasize that family life for 

a child going through parental mental health problems is in diverse fields of life demanding 

and complicated. They also state that exposure to parental mental health problems will put 

children under a risk for unresolved issues that will have an influence on them in adulthood 

(Mordoch & Hall, 2002, pp. 209-210).  

The  members  of  Young  Carers  Research  Group  (YCRG)  at  Loughborough  University 

conducted  a  two-year  study  about  the  effects  of  parental  mental  health  problems  experi-

enced by children (Aldridge, 2002; Aldridge, 2006).  Parents suffering from mental health 

problems rely on their offspring about several matters that are not usually regarded as chil-
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dren’s  duties,  for  example  the  study  indicates  that  children  exposed  to  parental  mental 

health problems have to take a lot of domestic and emotional care responsibilities. Here we 

can see a trail back to the history when in the Finnish society as well as more generally in 

Western societies children were a crucial part when it came to the maintenance of the fami-

ly  (Iljäs,  2005,  p.162). Also  Yesilova  (2009,  p.  188) mentions that  when  the  hierarchical 

relationship between parents and children blurs, for example when children undertake re-

sponsibilities,  which  are  seen  more  as  the  duties  belonging  to  the  adults  of  the  family,  it 

indicates  that  the  roles  between  the  children  and  the  adults  have  mixed.  This  is  called 

parentification (Gladstone et al. 2006). There can also be seen an increase in caring duties 

when  the  parent’s  condition  weakens,  for  example  when  parent  becomes  bedridden.  (Al-

dridge, 2002; Aldridge, 2006.) 

Also Kosmo (2005, p.10) emphasizes the effects of childhood on later-life experiences and 

says that childhood should be protected from any harmful or damaging matter. In accord-

ance with Kosmo as well as Mordoch and Hall (2002) are Brenda McConnell Gladstone, 

Katherine  M.  Boydell  and  Patricia  McKeever  (2006,  p.  2540)  when  they  highlight  the 

meaning of childhood as a period of development during which the security provided by 

parents is crucial due to children’s psychological and physical vulnerabilities.  

When thinking about parentification the reasons behind it can be seen stemming from the 

overall worry that parent’s health problems cause to the child. Children are under a huge 

burden  due  to,  at  same  time,  being  worried  about  parent’s  health  and  feeling  guilt  over 

parent’s  problems.    Caring  and  parentification  can  be  seen  as  an  easy  way  for  a  child  to 

enhance parent-child relationship meaning that the child can make him-/herself included in 

the parent’s life. (Aldridge, 2002; Aldridge, 2006; Gladstone et al., 2006; Mordoch & Hall 

2002.)  This  is  the  result  of  mentally  ill  parents  often  being  physically  available  but  una-

vailable emotionally and psychologically (Mordoch & Hall, 2002, p. 210).  

Here  we  can  also  acknowledge  the  huge  effect  of  immediate  environment  and  the  im-

portant position of the parents in children’s lives because children are willingly, however, 

usually un-knowingly sacrificing a huge part of their childhood when taking too great re-

sponsibilities  too  early  in life.  The  enormity  of  parentification  is  perhaps  impossible  to 

measure. This is due to the fact that, for example the nature of caring responsibilities relat-

ed  to  parentification  is  hard  to  measure  in  quantity  because  caring  duties  involve  things 

such as comforting and being with the parent. (Aldridge, 2002; Aldridge, 2006.)  
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5.3 Other Effects of Parental Mental Health Problems 

Caring and the overall worrying about the parent expose the child under a huge stress. It 

can also very likely result in the lack of concentration at school, which leads to affecting 

the overall school performance. (Aldridge, 2002; Aldridge, 2006.) In addition to cognitive 

and learning problems the exposure to parental mental health problems has also indicated 

following outcomes, such as: poor social functioning, the inability to sustain close friend-

ships,  excessive  guilt  and  negative  self-concept  (Mordoch  &  Hall,  2002,  pp.  209-210). 

Even though  children  may  take  the  part  of  parentification  willingly,  still  the  parents  are 

responsible  for  their  children.  However, situations  do  happen  and  sometimes  difficulties 

will occur and unfortunately parents are not always able to protect their children. In these 

situations parents have the responsibility to offer suitable treatments for their offspring to 

ease the pain caused by the misfortunes.  

Mordoch  and  Hall  (2002,  pp. 210-211)  are  in  consensus  with  Kosmo  (2005,  pp.  9-10) 

when she emphasizes the effects of childhood experiences and those of the immediate en-

vironment  on  adulthood.  They  (Mordoch  &  Hall  2002,  pp.  210-211)  express  that  many 

studies have indicated that adults having experienced parental mental health problems will 

usually  later  in  life  describe  feelings  that were  unacknowledged  during  their  childhood. 

Speaking  about  the  difficulties  is acknowledged  by  many  other  authors  and  researchers 

(see  i.e.  Iljäs,  2005; Sonlantaus  &  Paavonen,  2009)  as  one  of  the  most  effective  ways  to 

handle the misfortunes and for example Iljäs (2005, p. 162) accounts that silence may re-

sult in children developing twisted images of the occured misfortunes. Hence it also denies 

the opportunity for a child to comprehend the complex matters.  

5.4 Genetic Vulnerability 

Parents who suffer from mental health problems are often worried about the genetic herit-

age  under  which  their  children  are  when  it  comes to  mental health problems  (Aldridge, 

2002; Aldridge, 2006; Solantaus & Paavonen, 2009). When comparing the offspring of the 

parents  suffering from  mental health problems  with  the  ones  of  those  not  suffering  from 

them there can be seen a higher frequency of mental health problems among the children 

of parents suffering from them. (Kane & Garber, 2004, p. 353.) However, Kane and Garber 

(2004) emphasize that this continuum of mental health problems within a family is a geno-

type,  meaning  that  the  children  have  a  genetic  vulnerability  for  mental  health  problems. 
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Hence  it  will  need  interaction  with  risk  factors  stemming  from  the  environment  to  ever 

become a phenotype, which signifies the development of a genotype into an actual mental 

health  problem.  Here  one  can  acknowledge  that  the  more  children  are  let  to  openly  talk 

about their parents’ problems the more it can help them to come in terms with them and 

diminish the effects of environmental factors to their genetic vulnerability.  
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6.  Fathers  in  the  Finnish  Society  and  the  Effects  of  Paternal  Mental 

Health Problems 

6.1 Defining Fatherhood 

6.1.2 Fatherhood within Nuclear Family Ontology and Its Criticism 

As stated, in the previous chapter, in a nuclear family there exist two sexes: male and fe-

male. When we contemplate men and women through nuclear family ontology lens we find 

that  it  is  fatherhood  that  defines  men  and  motherhood  that  defines women neglecting  all 

other attributes (see i.e. Yesilova, 2009). In her dissertation Yesilova (2009) discusses ide-

as presented by many acknowledged researches that are and were interested in family poli-

tics and policies and the aspects, which constitute a good family. She closely observes the 

ideas of John Bowlby concerning parent-child attachment and uses Bowlby’s work Mater-

nal care and mental health (1953) (in Finnish Lasten hoivan ja hellyyden tarve 1957) which 

he wrote for the World Health Organization.  

In Maternal care and mental health Bowlby, a British psychiatrist and psychoanalyst pre-

sents  his  theory  of  attachment,  which  still  today  has  a strong  position  in  defining attach-

ment relations  within  a  family. (Bowlby  1953/1957.)  Even  though  it  has  been  over  60 

years when Bowlby wrote his theory about attachment, still today it is present. I came to 

encounter  this  when  I  was  searching for  sources  concerning the  chapter  discussing  and 

defining  mental  health  (see  chapter  3.  Mental Health  Problems  in  Finland).  I  found  the 

book Psychiatrics (In Finnish: Psykiatria, last edition published in 2017). The book Psychi-

atrics is aimed for physicians and physician students and in the website of Oulu university 

library  it  is  stated  to  be  the  Finnish  classic  of  clinical  psychiatrics 

(https://oula.finna.fi/Record/oula.1243430). In the book Psychiatrics Bowlby’s attachment 

theory is vividly present, hence I believe it is important to discuss Bowlby’s theory when 

researching  the  experiences  of  paternal  mental  health  problems and  aiming  to  define  fa-

therhood.  

According  to  Bowlby the  care  that a  child receives  during  his/her early  childhood  has  a 

tremendous effect on the child’s mental health in the future. A good and balanced mental 

health is the result of a warm and close relationship with the mother. (Bowlby, 1953/1957, 
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p. 9.) Bowlby emphasizes that the most important relationship in a child’s life is, in fact the 

child’s  relationship  with  the  mother. In  his  book  Bowlby  does  not  almost  at  all  mention 

fathers however, he states that a father possesses a secondary position in a child’s life. The 

father is meant to support the mother both mentally and economically so that the mother is 

able to carry out her motherhood. (Bowlby, 1953/1957, pp. 11–12) Nevertheless, Bowlby 

makes one concession to fatherhood when he mentions that a child, in addition to a close 

and warm relationship with the mother, has varying relationships both with his/her father 

and  siblings.  And  also  these  relationships,  with  fathers  and  siblings,  may  affect  his/her 

mental health (Bowlby, 1953/1957, p. 9). I find it interesting when Bowlby acknowledges 

that the varying father-child relationship may have effects on child’s mental health while 

he sees it inevitable that the mother-child relationship will affect child’s mental health. 

Continuing with the idea of mother’s importance, Bowlby presents an idea about a substi-

tute  mother  or  a  substitution  for the mother,  which  may  prevent the  unwanted  effects  on 

mental  health  if  a  child,  is  left  without  a  proper  attachment  to  her/his  biological  mother. 

(Bowlby 1953/1957, pp. 55–56.) It is interesting to notice that Bowlby does not mention 

nor  does  he  renounce  whether it  could  be  the  father who  could  take  mother’s substitute 

position meaning that he would provide the care and form a warm and close bond with the 

child. I agree with Yesilova (2009, pp. 54–55) when she points out that Bowlby does not 

acknowledge the social and historical nature of childhood, motherhood and fatherhood. To 

Bowlby all these concepts are biological and natural while neglecting individual variations. 

In fact, the relationship between a mother and a child was for Bowlby the biological and 

natural fact for normality; hence it was something that could not be changed through vary-

ing relationships within a family or various forms of family structure. (Yesilova, 2009, pp. 

54–56.)  

We  have  to  acknowledge  the  fact  that  Bowlby  lived  in  a  different  era  and  in  a  different 

society.  His  work  was  needed  after  the  horrors  of  the  Second  World  War  and it raised 

awareness  that  children  need  nurturing  and  caring.  Hence  when  investigating  fatherhood 

and  the  effects  of  paternal  mental  health  problems,  I  am  not  trying  to  diminish  the  im-

portance of motherhood.  I would rather describe my aim to be raising awareness from the 

mother’s importance to a child to including both the mother’s and father’s importance and 

needed positions in children’s lives.  
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6.1.2 Three Levels of Fatherhood 

Fatherhood  is  not  easy  to  define and  William  Marsiglio,  Randal  D.  Day  and  Michael  E. 

Lamb (2000, p. 274) state that there exist both conventional and un-conventional ways of 

defining fatherhood. Conventional approaches emphasize fatherhood existing within heter-

osexual  relationships,  which  are  concealed  through  marriage  and  the  child  is  conceived 

naturally.  Un-conventional  approaches deal  with  how  fatherhood  is  manifested  and  how 

the fathers themselves, mothers and children, experience it. It does not give great attention 

to  how  fatherhood  is  received,  meaning  whether  it  is  biological  or  not.  (Marsiglio  et  al., 

2000, p. 274.) Within this research I rely on un-conventional ways to define fatherhood, it 

is something that is done, manifested and experienced it may have been received biologi-

cally but it is not the only way to gain the status of a father.  

When aiming to find both relevant and understandable definition of fatherhood I think that 

Jouko  Huttunen  (1999) is  able  to  do  that.  He  gives  a comprehensive  explanation  of  the 

nature of fatherhood that can be regarded according to Marsiglio and colleagues as an un-

conventional  approach  to  fatherhood (Marsiglio  et  al.  2000,  p.  274.).  Firstly  Huttunen 

acknowledges that fatherhood has both deep cultural and societal roots and it is the result 

of both women’s and men’s history. Huttunen disagrees with Bowlby’s idea of pure bio-

logical nature of mother- and fatherhood and states that it is not possible to find clear and 

univocal  biological  or  psychological  patterns  for  fatherhood.  (Huttunen, 1999,  p.  169.) 

However, when emphasizing the  historical  and  dynamical  nature  of  the  fatherhood  phe-

nomenon and describing that all the previous manifestations of fatherhood affect the most 

modern versions of it Huttunen admits that Bowlby’s idea of fatherhood has had an effect 

on modern day’s fatherhood. (Huttunen, 1999, p. 169.)  

Huttunen divides the manifestations of fatherhood into three different levels: Cultural fa-

therhood,  societal  fatherhood  and  families’  fatherhood.  Cultural  fatherhood  is  an  abstract 

concept  that is  strongly  historical and  cultural and  it  can  be  seen  to  take  different  forms 

during  different  eras.  It  is  certain period’s and  culture’s,  so  called,  general  fatherhood,  a 

fatherhood that is generally subscribed by individuals. Due to that it can be also called as 

hegemonic  fatherhood  and  many  men  subscribe  to  the  fatherhood  provided  by  it  without 

questioning it. (Huttunen, 1999, pp. 170–171.)  

Second level of fatherhood, according to Huttunen, is societal fatherhood. Societal father-

hood includes all the conceptions that legislate and govern societal and communal resolu-
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tions  concerning questions  of individual  groups’  and  people’s parenthood,  familyhood, 

fatherhood and motherhood. (Huttunen, 1999, pp. 171–172.) Paternity law is one example 

of societal fatherhood as well is the right to take paternity leave. Third level of fatherhood 

is families’ fatherhood. This is fatherhood at grass root level. It constitutes what both the 

mothers and fathers think about fatherhood, what kinds of experiences they have of father-

hood and how mothers and children experience father’s fatherhood. It is the unique mani-

festation of fatherhood (Huttunen, 1999, p. 175.)  

All these three levels’ of fatherhood affect each other, meaning that they are having a con-

stant interaction. How the levels affect one another is not always clear nor is it visible. Cul-

tural fatherhood can be seen on the top affecting both the societal and families’ fatherhood. 

Families’  fatherhood  is  at the  bottom  and  it  usually  doesn’t  have  a  strong  impact  on  the 

cultural fatherhood. According to Huttunen (1999, p. 175) every father is aware of the cul-

tural  fatherhood  of  his  period:  The  fatherhood,  which is thought  to  be  normal  during  his 

time. The societal fatherhood gives him the preconditions within he can practice his father-

hood, for example whether he has the right to take paternity leave, how the process of ad-

mitting fatherhood take place and so on.  

6.1.3 Towards New Fatherhood 

When contemplating contemporary fatherhood, Huttunen (1999, 179) states that it can be 

seen as going into two directions. The directions are opposite in nature and they are called 

as: strengthening  and  weakening  fatherhood.  Weakening  fatherhood  means  for  example: 

fatherlessness,  mother’s  single  parenting  or immature  fathering “Peter  Pan – parenting”. 

Then again strengthening fatherhood can be defined as being there for the mother and for 

the children and helping the mother however, strengthening fatherhood recognizes fathers 

as mothers’ helpers. (Huttunen, 1999, pp. 179–180.) When fatherhood strengthens enough 

it hopefully develops into new fatherhood. New fatherhood is built on the equality of sexes 

and  that  every  individual  expresses  his  gender in  his/her own  way. (Huttunen,  1999,  p. 

186)  

The term new fatherhood emerged in the 1980s in North America. However, already the 

1960s and the 1970s can be regarded as the decades that put into action the transition of 

fatherhood in the Finnish society. Due to this process fathers have gained the position as 

the other important parent instead of their previous position as the secondary parent. When 
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being the other important parent, fathers have a huge influence on the growth and on the 

overall  development  of  their children. (Iljäs,  2005, p.74;  Hietanen  et  al.,  2013,  p.1827; 

Mykkänen, 2010, p.30; Huttunen, 1999.) 

This alteration in the general image of fatherhood does not only touch Finland but has also 

occurred  in  other  Western  cultures.  Thus no  longer  are  fathers  seen  just  as  the  providers 

and discipliners of the family, but also as the carers and male parents who take on house-

hold  duties,  which  have  been  previously  regarded  as  tasks  belonging  to  mothers.    (Iljäs, 

2005, p.74;  Hietanen  et  al., 2013,  p.1827;  Mykkänen,  2010,  p.30.) Marsiglio  and  col-

leagues  (2000,  p.  272)  are  in  accordance  when  they  emphasize  that  for  long both  father- 

and motherhood have included gendered expectations meaning that there have been certain 

tasks  of  parenting, which  are  assumed  to  belong  to  either  mothers  or  fathers.  Also 

Huttunen (1999, p. 186) emphasizes that these gendered expectations towards fatherhood 

need to be put aside. According to new fatherhood, if there is to exist differences between 

mothers’  and fathers’  manifestations  of  parenting  it  is  due  to  something  else  than  them 

possessing different sexes. (Huttunen, 1999, pp. 186–187.) 

Current research on the field of fatherhood points out the positive advantages of increased 

father  involvement  within  the whole  family and  emphasizes  that  for  a  child  it  is  good  to 

have two nurturing parents starting from the very beginning (Ashbourne et al., 2011, p. 30; 

Huttunen, 1999, p. 188). New fatherhood requires shared parenting which means the equal 

division of basically everything belonging to parenting. (Huttunen, 1999, p. 187.) One of 

the key elements enabling shared parenting, in Western countries and more specifically in 

Finland,  is the  combination  of  both  parents  working, putting  a  special  emphasis  on  the 

prevalence of working mothers. Other elements are, for example equal division of house-

hold duties and child-care, especially nurturing (Hietanen et al., 2013, pp. 1827; Huttunen, 

1999).  

New fatherhood is described through father’s realization of the importance of fatherhood 

and especially of his willingness and desire to equally participate in parenting. This can be 

manifested,  for  example  through  father’s  willingness  to  stay  at  home  to  take  care  of  the 

children during  parental  leave.  Unfortunately  men  taking  parental  leave  is  still  quite  un-

common however, positive transitions in the Finnish society are taking place as in 2015 the 

number of men taking parental leave was 11% higher than that of in 2014. (KELA, 2016.)  
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Iljäs  (2005,  p.74)  also  states  that  the  modern man-centred  view  encourages  men  to  take 

fatherhood with the realization of its responsibility and some people go further when they 

declare that separation between mothers and fathers is no longer necessary. These thoughts 

are also acknowledged by Riika Hietanen, Kaarina Määttä and Satu Uusiautti in their nar-

rative study: ” ’Virtuoso ideal daddy’: Finnish children’s perceptions on good fatherhood ” 

(2013) when they explain previous studies done in the context of fatherhood. According to 

Hietanen and colleagues (2013, p.1829) when regarding children’s cognitive performances 

it  is  enough  for  a  child  to  have  one  encouraging  parent,  without  looking at the  parent’s 

gender, to be able to perform better in cognitive tasks than others without the support of an 

encouraging parent(s).  

6.2. Children’s Perspectives of Fathers and Fatherhood 

Hietanen and colleagues (2013), asked Finnish children to describe their ideal fathers. Sev-

en  types  of  fathers  emerged  from  the  narratives constructed  by  Finnish  children.  They 

were: 1. The active father, 2. The caring and nurturing father, 3. The disciplinarian father, 

4. The exemplary father, 5. The father in a respected position, 6. The father participating in 

household work and 7. The fair father. On many occasions good father was described to 

possess  qualities  stemming  from  different  types.  (Hietanen  et  al.,  2013.)  One  main  issue 

that  emerges  from  many  different  studies  (see  i.e.  Adamsons,  2013  or  Ashbourne  et  al. 

2011)  could  be  defined  like  Hietanen  and  colleagues (2013) did:  The  ideal  fatherhood 

could be described as caring fatherhood, meaning that the father fully understands and is 

committed to being a father.  

Caring fatherhood also includes the fact that being a father is a huge part of one’s life and 

his  offspring creates an  important  part  of  his  life.  Caring  fatherhood  also  includes  being 

there  for  his  children,  which  is  expressed  through  being  interested  in  children’s  matters, 

such as their wellbeing. (Hietanen et al., 2013, p. 1828.) Caring fatherhood can be seen to 

value similar attributes than new fatherhood, such as being committed to fatherhood, see-

ing its importance, nurturing children and so on (Huttunen, 1999, p. 185).  

Being present as a father is also highly noted by Ashbourne and colleagues (2011) when 

they conducted a study on responsiveness in father-child relationships. The results reveal 

that  fatherhood  has  an  extremely  responsive nature,  which  takes  two  forms:  the  first  one 

being  father’s  responsiveness  to children’s  needs,  meaning  how fathers  comprehend  the 
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needs expressed by their children and the second one being father’s values and priorities, 

which mean fathers learning about oneself as a father and constantly defining their father-

hood through the interaction with their children. (Ashbourne et al. 2011, p.74.) Hence eve-

ry  interaction  between  a  father  and  a  child  is  a  constant  reflection  process  for  the  father 

about his fatherhood and he reflects his actions and acts according to the feedback he gets 

not only from himself but also from the response given by his children.  

6.3. Father-Child Interaction and Father’s Identification of Fatherhood 

To emphasize the importance of interaction between father and children one can refer to a 

longitudinal study done by Kari Adamsons (2013) who investigated the impacts of father-

ing  identities  possessed  by  fathers  on  father-child  relationship  and  its  quality.  Adamsons 

(2013, p. 123) found out that every father defines himself as a father and also sets stand-

ards and goals for his fatherhood. Adamson’s findings are similar to those of Huttunen’s 

(1999,  pp.  160–170.);  Huttunen  talks  about  cultural/hegemonic  fatherhood  which  is the 

general  ideal  of  fatherhood  and  then  he  also  explains  that  every  individual  manifests  his 

own  fatherhood  in  an  individual  way,  this  was  called  as  families’  fatherhood.  (Huttunen, 

1999, pp. 170–172.)  

There is a lot of variance to be seen in the nature of both the father identification as well as 

in the standards and goals set for fatherhood (Adamsons, 2013, p.123). These diverse iden-

tifications and  standards  have  an  impact  on  fathers’  actions  and  especially  on  their  in-

volvement  in  their  children’s  lives.  According  to  Adamsons’  study  (2013,  pp.123-124) 

children are able to perceive how highly their fathers have identified fatherhood and what 

values and matters they have associated with the father status. Thus this will have a huge 

impact on father-child relationship meaning that, for example if the father doesn’t regard 

fatherhood as an important role in a man’s life and is not committed to it the father-child 

relationship will be negatively affected.  

6.4 Father’s with Mental Health Problems Experiencing Fatherhood 

Every experience of a father with mental health problems is unique in nature both from the 

fathers’ and children’s perspectives. Thus it is not easy to mention specific consequences. 

However, many  studies  have  shown  that  when  a  father  suffers  from  mental  health  prob-

lems  his  parenting  behaviour  is  likely to  be affected  by  his  condition.  (see  i.e. Price-
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Robertson, 2015, p. 1.)  In fact, parenting difficulties are found to happen when variety of 

psychiatric illnesses occur. This includes, for example decrease of warmth in father-child 

relationships,  controlling  parental  behaviours,  lack  of  assisting  the  mothers  or  partners. 

There has also found to be evidence of that within families experiencing paternal mental 

health problems there is increased risk of family violence, child abuse and neglect. (Price-

Robertson, 2015, pp. 9–10.)  

Stigma related to mental health problems should be addressed when talking about father-

hood of men with mental health problems due to it often having an impact on their under-

standing of themselves as fathers. Stigma and the fear of an associative stigma can result in 

fathers  not  telling  to  their partners  or  they  children  that  they  suffer  from  mental  health 

problems.  (Price-Robertson,  2015,  p.13.)  Mental  health  problems  are  often  regarded  as 

signs of weakness, which may be seen to influence negatively men’s masculinity. Mental 

health problems may unwind, for example senses of vulnerability, dependence, loss of con-

trol. Nevertheless, it is also crucial to note that fatherhood can have positive effects on fa-

thers’  mental  health  when  they  are  suffering  from  mental  health  problems.  (Price-

Robertson, 2015, pp. 12–13.) 

Söderström and Finn Skårderud (2013) explored how fathers with substance abuse experi-

ence  fatherhood  and  found  out  through  phenomenological  analysis  that  three  figures  of 

fatherhood emerged from their data. The three types were as following: The good father, 

the bad father and the invisible father. In Söderström’s and Skårderud’s study one can see 

links between the study conducted by Adamsons (2013): Fathers with mental health prob-

lems and/or substance abuse will also have an ideal image of what a good father should be 

like  and  they  have  identified  themselves  as  fathers  and  set  standards  and  goals for  their 

fatherhood. Also  Rhys  Price-Robertson  (2015,  pp.  10–11)  is  in  accordance  with  Söder-

ström and Skårderud (2013) as well as with Adamsons (2013) when he expresses that fa-

thers suffering from mental health problems have an idea and expectations of what a father 

should be and then what fatherhood with mental health problems happens to be in reality.  

Often, fatherhood of fathers with mental health problems is coloured by the feeling of in-

adequacy as a father, which may be due to, for example not providing enough for the fami-

ly or not being emotionally engaged. (Rhys-Robertson, 2015, pp. 10–11.) This phenome-

non  of  not  being  able  to  fully  commit  and act  according  to  their  fatherhood  goals  and 

standards is  also  acknowledged  by Söderström  and Skårderud (2013.)  As  stated  earlier 
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children are extremely responsive to whether fathers appear to value and enjoy fatherhood 

and the lack of commitment and being there for a child, no doubt, stresses the father-child 

relationship.  

When thinking about paternal mental health problems, they occupy the father both mental-

ly and physically. According to several studies (see i.e. Adamsons 2013; Hietanen et al., 

2013;  Ashbourne  et  al.,  2011; Huttunen,  1999)  the  presence  and  show  of  care  is  seen  to 

belong in the modern day new and caring fatherhood and mental health problems in their 

diverse forms hinder the father’s ability and capacity to be available for and be responsive 

to  their  children  and  their  needs.    For  example, according  to  Söderström  and  Skårderud 

(2013, p. 41) paternal substance abuse can lead to a situation, in which the child considers 

the father to be an unpredictable father, where the father is sometimes able to act according 

to the ideal and responsive father and then other times he is unable to perform as a caring 

father.  

6.5 Need  for  More  Extensive  Study  on  the  Effects  of  Paternal  Mental  Health  Prob-

lems  

From the perspective of parental mental health problems and its effects on children moth-

ers are unfortunately overrepresented. Due to the existing research being too concentrated 

on the effects of maternal mental health problems on children, the role of the father’s prob-

lems  in children’s  lives  is  ignored.  (Söderström  &  Skårderud,  2013,  p. 31;  Price-

Robertson,  2015,  p.  1.) Kane  and  Garber  (2004)  express  that  similar  interaction  models 

caused  by  parental  mental  health  problems  can  be  seen  between  mothers  and  children  as 

well  as  between  fathers  and  children.  In  their  study  Kane  and  Garber  refer  to  Forehand 

(1987) who suggests that conflict between a mother and a child due to maternal depression 

can  be  more  frequent  than  that of  between  a  father  and  a  child however, the  father-child 

conflict may be more destructive, and there has been found evidence that it might lead to a 

child developing behaviour  problems  and  delinquency  and  more  generally  one  can 

acknowledge that father child interaction is connected to children’s behaviour as well as to 

emotional symptoms. (Kane & Garber, 2004, p. 352.)  

As stated in earlier chapters children of parents suffering from mental health problems are 

in greater risk to suffer from mental health problems themselves (see i.e. Kane & Graber, 

2004; Solantaus & Paavonen, 2009). Kane and Graber (2004, p. 354) emphasize the fact 
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that if both parents are suffering from mental health problems, then the effects of parental 

mental health problems will become greater on children and their study also suggests that 

paternal depression may exacerbate the impacts of maternal depression and continuing this 

logic  one  can  make  the  assumption  that  also  maternal  depression  can  do  the  same  to  the 

effects of paternal depression. Due to the existing research on this field excluding fathers 

and concentrating on mothers, I see it vital to urge the recast of research into paternal men-

tal health problems and its effects on children. Fathers are a crucial part of their children’s 

lives and their mental health problems have an effect on their offspring. 
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7. Methodology  

The empirical part of my Master’s thesis uses narrative inquiry guided by certain aspects of 

social constructivism. I have explained Social Constructivism at the beginning of my theo-

retical framework, in chapter two: “This Research and Social Constructivism”. In this sev-

enth chapter of my thesis I will describe the suitability of narrative inquiry for my research 

and how I will proceed with the analysis of my data. 

7.1 Narrative Inquiry  

My  chosen  method  is  narrative inquiry guided  by  social  constructivism,  which  concen-

trates  on the life  experiences  narrated  by  people  who  have  lived  and  experienced  them 

(Chase, 2011, p.421). Donald E. Polkinghorne (1995, p. 9) acknowledges narrative inquiry 

as being a qualitative research design in which narratives are used to express human action. 

Hence,  in  narrative  inquiry texts,  spoken  words  and  visual  representations  of  individuals 

are  seen  as  sources however, not  all  texts,  talks  and  visual  representations  are  narratives 

(Lichtman, 2013, p.95; Riessman, 2008, p.3-5).  

The  word narrative entails  various  meanings  and  within  narrative  inquiry  it  refers  to  a 

form of a discourse in which events and happenings are configured into a temporal unity 

through a plot (Polkinghorne, 1995, p. 9.) Matti Hyvärinen and Varpu Löyttyniemi (2005, 

p.189) distinguish the words narrative and story. They state that story refers to the order in 

which actions take place. For example the Red Riding Hood has its own story, which re-

mains  the  same  while  it  may have  several  different  narratives. These  different  narratives 

always have a certain media, way of presentation as well as order also known as the story. 

(Hyvärinen & Löyttyniemi, 2005, p.189.)  

Many researchers who have written about narrative inquiry are in accordance about narra-

tives being important factors when creating identities. Narratives are a way of knowing – 

some researchers even state them as being the most important means of knowing and some 

as  the special  trait  for  the human  species to  create  meaning (Hyvärinen  &  Löyttyniemi, 

2005, p.  189;  Heikkinen,  2015,  p.  156). Narratives  are both  the means  of  interaction  as 

well as lived experiences and through them one can learn about and master one’s own past 

and even to channel the direction of one’s future. (Chase, 2011; Hyvärinen & Löyttyniemi, 

2005; Lichtman, 2013; Riessman, 2008.) In many occasions the events taking place in nar-
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ratives  have  either/both  sequential  or/and  consequential relationship.  Sequential  refers  to 

the order of the events and consequential to the causality of events. Often narratives dis-

cuss the  causality  of  the  events  and  how  they  are  linked  together. (Hyvärinen  &  Löyt-

tyniemi, 2005, p. 190–191.) 

In my research I am studying the experiences of individual persons who have experienced 

paternal  mental  health  problems throughout  their  lives.  Due  to having  chosen  narrative 

inquiry as a method for my research while being interested in narratives, I agree with Su-

san E. Chase (2011, p. 422) when she states that narratives have a relationship with cultural 

discourses. In my research I am exploring how individuals who are children of fathers with 

mental health problems understood and experienced their fathers and what kinds of conse-

quences  follow  from  having  experienced  paternal  mental  health  problems.  Cultural  dis-

courses about fathers and mental health problems occur in these individual narratives. The-

se are, for example the stigma related to mental health problems and the position of fathers 

in  children’s  lives  in  the  context  of  the  Finnish  society.  However, as  Chase  emphasizes 

(2011, p. 422), it is good to note that these cultural discourses do not solely determine the 

narratives. 

7.2 Narrative Inquiry, Marginalized Groups and the Researcher’s Position   

I agree with Catherine Kohler Riessman (2008, p.10) when she states that truths about dif-

ficult times are expressed through told stories in diverse forms. Truth is a tricky word and 

as earlier mentioned I do not believe in any absolute truths but in the diversity of truths. No 

doubt experiencing paternal mental health problems is a difficult episode in one’s life and 

like Riessman (2008, p. 10), I also recognise the creation and expression of narratives as an 

opportunity for the narrator to create order, to express emotions, to search for a meaning 

and facilitate connections with others about painful experiences.  

Chase (2011, p. 428) acknowledges the possibility of narrative inquiry to put forward the 

narratives previously  having  been  unheard  and  to  demand  for  a  social change. She also 

talks about the urgency of speaking and the urgency of being heard. Within my research 

the aim is to fulfil both of these urgencies: I am trying to indicate that there is a need for 

the  recast  of  the  research  about  paternal  mental  health problems  into the  direction  of fa-

thers’ children due to using their experiences as a source. I am also pondering on and ques-

tioning the stigma related to mental health problems in general and the associative stigma 
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stemming from paternal mental health problems.  The modern style of narrative inquiry is 

in  fact  aiming  to  express  and  put  forward  the  voices  of  several  different  marginalized 

groups and I recognize children of fathers having experienced paternal mental health prob-

lems to be a member of a marginalized group. (Chase, 2011, p.427-428.)  

The nature of narrative inquiry requires the researcher to work closely with the participants 

as well as with the narrative data. Thus, often it happens so that both the narrative shared 

by  the  narrator  as  well  as  the  interpretation  of  the  researcher  will  merge.  (Chase,  2011; 

Hyvärinen & Löyttyniemi, 2005.) As stated earlier I do not see it necessary, as a research-

er, to  silence  myself  completely  and  I  am  in  accordance  with  Marilyn  Lichtman  (2013) 

when she expresses that the researcher can share her personal narratives and that personal 

story telling can be involved meaning that the researcher does not have to be silent. In my 

Bachelor’s thesis (Ronkainen,  2015) I used  my  own  experiences  as  data however, in  my 

Master’s thesis I do not see it necessary to share my own experiences but to put forward 

the narratives expressed by my interviewees. I agree with Chase (2011, p. 428) when she 

states that being exposed to narrative data about traumatic events can be a painful experi-

ence both for the narrator as well as for the researcher. Hence, I believe that due to my in-

terviewees  knowing  that  I  had  also  experienced  paternal  mental  health  problems  it  was 

easier for them to share the painful and dramatic experiences due to me being an “insider”. 

I also believe that it was easier for me to hear all the distressing events in the narratives due 

to having the knowledge and experience of an insider.  

Chase  (2011,  p.  428)  mentions  the  urgency  of  collective  narratives,  which  means  that 

groups  who  share  their  collective  experiences  are  demanding  a  social  change.  In  my  re-

search  I  am  researching  a  stigmatized  subject  of  paternal  mental  health  problems  and  its 

effects  on  children.  I  have  mentioned  as  the  purposes  of  this  research  to  openly  discuss 

about  and  ponder  on  the  stigma  related  to  mental  health  problems  and  acknowledge  the 

effects  on  children  resulting  from  the  stigma  related  to  their  father’s  problems. When 

thinking about the researcher’s responsibility I agree with Hunter (2010, p. 50) and Licht-

man  (2013,  p. 95)  when  they  both  emphasize  the  huge  responsibility  that  the  researcher 

possesses when narratively analysing and interpreting stories. And by all means it is not a 

simple task, which should be taken lightly, hence I will treat my data with the needed re-

spect and humility as well as will interpret it in my best ability.  
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7.3 Focused Interview – Narrative Interview  

Empirical data for my thesis was collected through the melange of focused and narrative 

interviews. Interviews are regarded as one of the basic mediums to gain knowledge in so-

cial sciences due to them often being regarded as a flexible way of gathering data and to 

gain in-depth knowledge. Interviews are usually seen as situations, which are close to cas-

ual, everyday interactions and they are often regarded both by the interviewer and the in-

terviewee  as  pleasant  encounters.  (Hirsijärvi  &  Hurme,  2008,  pp.  8–11.)  Interviews  are 

based  on  verbal  interaction and the  more  the  interview  resembles  an everyday  conversa-

tions the easier it is to gain knowledge about difficult experiences, hence causal, in-depth 

discussions are the mediums for gaining knowledge that is probably not possible in other 

ways. (Hirsijärvi & Hurme, 2008, p. 11.) In interview situations the interviewee is seen as 

a subject, who should be offered a possibility to express him-/herself as freely as possible. 

(Hirsijärvi & Hurme, 2008, p.35.)  

According to Sirkka Hirsijärvi and Helena Hurme (2008, p. 40) researcher’s understanding 

of reality and truth defines how to approach the research topic. I have already stated that I 

do not believe in any absolute truths rather I believe in the variety of truths. I acknowledge 

that through an interview I will get a glimpse of the interviewee’s truth and the truth is not 

presented in its pure form (Hyvärinen & Löyttyniemi, 2005, p. 201). People come to the 

interview situations as individuals with personal experiences and history; hence they aren’t 

entering a social vacuum and the interviewee is not only the holder of the information but 

also its modifier (Hirsijärvi & Hurme, 2008, p. 40–41; Hyvärinen & Löyttyniemi, 2005, p. 

201).  

Research interview is a situation, which has a decided purpose: theme and within the inter-

view process both the interviewer and the interviewee affect one another. Research inter-

view is, according to Hirsijärvi and Hurme (2008, p. 43), guided by following principles:  

1.  Interview  is  planned  in  advance.  Interviewer  has  acquainted  oneself  with  the  research 

topic both in theory and in practice.  

2. Interview is initiated by the interviewer.  

3. Interviewer usually has to motivate the interviewee.  

4. Interviewer knows his/her role and the interviewee learns it during the interview.  



 

  

38 

5. Interviewee has to have confidence in that the given information will be dealt with con-

fidence.  

There exist many forms of research interviews, such as form interview, focused interview 

and  non-structured  interview.  My  chosen  form  of  interview  was  the  combination  of fo-

cused and narrative interview and it could be defined as semi-structured. The main differ-

ence between the focused and narrative interview is that in focused interview there are pre-

determined  themes  concerning  the  research  topic.  In  narrative  interview  the  interviewer 

asks, from  the  interviewee, questions  that  can  be  answered  in  the form  of  a  narrative. 

(Hyvärinen & Löyttyniemi, 2005, p. 191.) Both the focused interview and narrative inter-

view are closer to a non-structured form of an interview than a structured one. (Hirsijärvi 

& Hurme, 2008.) Due to not being able to simply state whether my form of an interview 

was strictly focused or narrative I see it more transparent to state that it was the mixture of 

both.  It  was  semi-structured  alike  focused  interview,  it  had  pre-determined  themes  alike 

focused interview. However, the questions were formed so that interviewees were able to 

answer as narratives and if something was seemingly important to interviewees but it did 

not suit my themes I decided to encourage my interviewees to express that narrative.  

All of my interviewees had gone through a certain experience: paternal mental health prob-

lems. Before the interviews I had gotten to know the phenomenon through reading i.e. re-

searches on the topic and by starting to write my theoretical framework. After this I started 

to  create  the  structure  for  the  interviews  by  setting  certain  themes  related  to  the  research 

topic. (Hirsijärvi  &  Hurme,  2008,  p.  44–47.) The  themes  were  the preliminary guiding 

principles of the interviews however, due to my chosen form of a interview being a mix of 

focused  and  narrative  interview  the  direction  of  the  interview  was  not  solely  directed  by 

the themes instead, the focus was on what my interviewees expressed. Every one of them 

had  their  own  narrative, which  emphasized  different  things  and  the  expressed  emphases 

were the ones that in the end, dominated the interviews.  (Hyvärinen & Löyttyniemi, 2005, 

p. 191.) According to Hyvärinen Löyttyniemi (2005, p. 201) it is the interviewer’s task to 

help the interviewees to construct their narratives, this was implemented in my interviews 

through  additional  questions  on  relevant  matters  and through the  encouragement  for  the 

interviewees to express matters important to them even though they might have not been 

under any pre-determined theme.  



 

 

39 

7.4 Validity Issues within Narrative Inquiry and Research Interview 

Donald  E.  Polkinghorne (2007,  p.  471) acknowledges  that knowledge  development  has 

been  split  into  two  communities:  the  conventional  and  reformist  researchers.  Narrative 

inquiry belongs to the reformist community, which believes that knowledge should be ex-

plored  in  human  realm  that  has not  been  traditionally  regarded  as  accessible  to  validated 

knowledge, such as people’s experiences, meanings and life events. (Polkinghorne, 2007, 

p. 484; Heikkinen, 2015, p. 149.) Research interviews are regarded as a good way of gain-

ing  knowledge  about  experiences  (Hirsijärvi  &  Hurme,  2008),  hence  I  acknowledge  that 

narrative  inquiry  with  a  data  collected  through  research  interview  is  suitable. Every 

knowledge claim has to be argued in order to convince the readers of the research. Narra-

tive inquiry as well as qualitative research in general entails a lot of interpretation, which 

makes its validation process challenging. (Polkinghorne, 2007.) 

Challenges  within  narrative  inquiry  are,  for  example  that  narrative  inquiry  entails  narra-

tives told by individuals concerning themselves as well as other people, who are not often 

able to tell their side of the story. (Polkinghorne, 2007, p. 471.) Also the analysis is left on 

the hands of the interviewer and the researcher, who are often the same person. The aim is 

to  clarify  what  the  storied  texts  intend  to  represent  and  the  researcher  needs  to  explain 

his/her  understanding  of  the  narratives.  (Polkinghorne,  2007,  pp. 471–472.)  Also  the  ex-

pressed narratives are not mirrored or duplicated truths instead they are the teller’s under-

standing, which is the result of his/her personal history. (Polkinghorne, 2007, p. 479; Heik-

kinen,  2015,  Heikkinen, 2015 pp.  157–158;  Hyvärinen &  Löyttyniemi,  2005,  pp.  203–

204.) Hence here we can see a connection to social constructivism where the socially con-

structed nature of truth is acknowledged and the attitude of aiming to find absolute truths is 

put aside. I agree with Polkinghorne (2007, p. 479) when he states that various narratives 

are the best evidence available to researchers about the variety of people’s experience.  

Polkinghorne (2007, p. 480) draws attention to the gap between the person’s actual experi-

enced meaning and his/her narrative of the experience. He acknowledges four challenges: 

1. The limits of language. Question related to whether a person is able to verbally or literal-

ly  express  within  the  narrative  his/her personal  experience  and  whether the  researcher is 

able  to  understand  him/her. (Polkinghorne,  2007,  p.  480.) There  are numerous  ways  in 

which the limits of language may occur, for example if the language of data collection such 

as  interview,  essay  writing  and  so  on  is  not  the  participant’s  mother  tongue  or  the  inter-
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viewer and interviewee do not share a same mother tongue or speak in different dialects, 

also  some  experiences  and  feelings  are  hard  to  put  into words  that would  give  them  the 

exact import.  Within  my research  my  interviewees  and  I had  the  same  mother  tongue 

(Finnish) and spoke the same dialect. However, I did the interviews in a different language 

(in Finnish) than my Master’s thesis (in English), hence I have had to be extremely cau-

tious  when  analysing  my  data  and  writing the  results,  in  order  to  be  able to express  the 

original meanings. 

2. Limits of reflection. Can be seen related to the participant’s ability to express the layers 

of meanings that are presented outside of awareness. (Polkinghorne, 2007, p. 480.) Partici-

pants are not able to fully express the meanings due to the felt meaning being greater than 

what  can  be  said  about  it.  Experiences  are  felt  both  in  one’s  body  and  psyche.  (Polking-

horne, 2007, p. 481.) This is a tricky challenge due to there is not much that the researcher 

could  do  due  to  it  dealing  with  participant’s  psyche  and  inners  thoughts.  However, 

Polkinghorne  (2007,  p.  481)  acknowledges  that  interviews  may  help  interviewees  to  ex-

press their experienced meanings into awareness. Hence, I believe that my method of in-

terview (focused and narrative interview) may have helped my participants to express the 

layers  of  meanings,  for  example  through  additional  questions  and  the  encouragement  to 

freely express themselves.  

3. Social Expectations. This is related to the resistance to fully reveal the entire complexi-

ties of the experienced meanings. (Polkinghorne, 2007, p. 480.) I agree with Polkinghorne 

(2007, p 481) when he states that it is hard to share one’s personal and deep thoughts, es-

pecially to strangers. Within my research this was not the case, due to me knowing all of 

my interviewees and I am familiar to them. People often have the urge to portray a positive 

self-image. Also Hirsijärvi and Hurme (2008, p. 35) emphasize that in interviews the inter-

viewees  tend  to  answer  in  socially  acceptable  way,  hence  self-censorship  may  occur 

(Polkinghorne, 2007, p .481). This is relevant for my research due to it concerning a sensi-

tive and stigmatized topic. My interviewees knew that I had under gone the same experi-

ence than they had, paternal mental health problems. Thus, I think that it enabled them to 

fully and openly express their experiences including the ones that would otherwise be left 

out. They knew that I would not judge them and would not regard them in a negative way.  

4. Narrative is the co-construction of the researcher and the participant. Narrative is the 

product of an interaction between the interviewer and the participant. (Polkinghorne, 2007, 
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p.  481.)  Interviewee  and  the  interviewer  affect  one  another.  Hyvärinen and  Löyttyniemi 

(2005, p. 207) ponder how much should an interviewer affect the interview situation. They 

acknowledge  that  too conscious  decision  to  avoid  affecting  the  interview  situation  may 

lead  in  the  opposite  result:  affecting  the  situation  too  much.  Hyvärinen and  Löyttyniemi 

(2005, p. 35) state that interviewing requires practice for example due to the initiation pro-

cess of the interview being the responsibility of the interviewer and his/her responsibility is 

also to encourage and enable the interviewee to freely express him-/herself (Polkinghorne, 

2007, p. 482).  

I agree that interview situations can be unnerving and especially, when the interviewer is 

aware  of  the  responsibility he/she  should  carry  which may further increase  his/her agita-

tion. Hyvärinen and Löyttyniemi (2005, pp. 203–204) emphasize that it might be challeng-

ing to listen deeply enough, especially when nervous. I found it suitable for me to find in-

terviewees that I already knew; this, in part, enabled the interview situation to resemble a 

casual  discussion. However,  it  also  had  the  opportunity to  diminish  the  emphasis  on  the 

expressed narratives of my interviewees due to us encountering in causal discussion. Nev-

ertheless,  I  think  that  I  was  able  to  keep  the  concentration  of the interviews in  the  inter-

viewees’ narratives and to help them to, when entering black outs, get back on the inter-

view topic. I also made additional questions when needed while aiming to give them space 

to  freely  express  their  narratives. All  in  all,  the  narratives  created  through  interviews  are 

the co-construction of both the interviewee and interviewer due to, especially the interac-

tive nature of interviews. (Hyvärinen & Löyttyniemi, 2005, pp. 203–204.)  

Polkinghorne (2007, p. 482) emphasizes that the task of the researcher is to diminish the 

gap between what is said by the interviewee about the experience and what is the experi-

ence in  itself.  This,  in  my  opinion,  measures  the  researcher’s  ability  to  read  between  the 

lines.  This  is  not  an  easy  task  for  a  researcher as the  limit  between just  purely  guessing 

what  the  participant  was  aiming to say, meaning that the interpretation went too far, and 

deduction, including reading between the lines, may be vague. Argumentation plays a cru-

cial  role  and  every  decision  needs  to  be transparently  and well  justified.  (Polkinghorne, 

2007, pp. 482–483.)  

Polkinghorne (2007,  pp.  483–484) introduces  an  idea  about  an  emphatic  understanding, 

which enables the researcher to step out of his/her own context and to reveal the meanings 

within  the  narratives.  I  agree  with  Polkinghorne, as I  see  it  vital  in  narrative  inquiry  and 
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research interviews to possess an emphatic and understanding attitude towards the partici-

pants/interviewees. I am again in accordance with Polkinghorne (2007), when he states that 

the interpretation proposed is not the only possible one. I acknowledge that the interpreta-

tions done by me might be different than those made by some other researcher this is due 

to the active nature of the researcher in narrative inquiry: I was in interaction with my in-

terviewees and as a result of that interaction certain narrative arose. Hence, if another re-

searcher  had  done  the  interviews  the  narratives  would,  most  likely,  be  different.  This 

would indicate that already the data to be analysed would be different than the data I ana-

lysed.   

7.5 How to Proceed with the Analysis 

Narrative  inquiry  possesses  two  types  of  cognition:  paradigmatic  and  narrative.  Paradig-

matic cognition operates though the recognition of categories and narrative cognition com-

bines elements  into a story (Polkinghorne,  1995,  p.) Furthermore,  narrative inquiry also 

entails  two  types  of  analyses:  analysis  of  narratives  and  narrative  analysis  (Heikkinen, 

2015, p. 160; Polkinghorne, 1995, p. 9.)  Analysis of narratives abides by the paradigmatic 

cognition and the data is the construction of expressed narratives. The results of analysis of 

narratives are paradigmatic typologies, which can be called as categories or themes (Heik-

kinen,  2015,  p.  160–161).  Narrative  analysis  applies  the  narrative cognition  and  the  em-

phasis is on the creation of synthesis through which a new narrative is produced. The nar-

rative as a result of narrative analysis is based on the narrative data. (Heikkinen, 2015, p. 

161; Polkinghorne, 1995, p. 9.)  

Narrative analysis often requires a great number of narratives as data. Due to having only 

four narratives as sources I have decided to use, within this research, analysis of narratives; 

hence  I  have  followed  paradigmatic  cognition,  which  brings  order  to  an  experience  by 

classifying it (Polkinghorne, 1995, pp. 12–13). Paradigmatic cognition can be seen as mov-

ing from stories to common elements. It is also common to most qualitative research de-

signs. (Polkinghorne, 1995, pp. 13–15.) The aim is to locate common themes or conceptual 

manifestations  among  the  narrative  data as  well  as  discover  relationships  among  the 

themes/categories. (Polkighorne, 1995, pp. 15–16; Dey, 1993, p. 30.) Ian Dey (1993, p. 30) 

describes the process of qualitative analysis to involve first “breaking data down into bits” 

following “ the beating  the  bits  together”  in  order  to  create  completeness of  the  research 
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topic.  Hence,  paradigmatic  type  of  cognition  can  be  seen  to  produce  knowledge  of  con-

cepts/themes. (Polkinghorne, 1995, p. 16.) 

In my analysis I will follow the three-step analysis presented by Dey (1993) and Hirsijärvi 

and Hurme (2008) which in my opinion follows the transition from stories to common el-

ements (Polkinghorne, 1995). Three-step analysis entails following phases: 1. Description 

of the data, 2. Classification of the data and 3. Connecting the data. 

7.5.1 Description of the Data  

Description phase of the analysis can be regarded as the foundation of the whole analysis, 

even though Dey (1993, p. 31) points out that description often has a low status in social 

sciences (Hirsijärvi & Hurme, 2008, p. 145). However, Dey (1993, pp. 30–31) regards de-

scription  as  vital  due  it,  for  example  being  part  of  scientific  theories. Within description 

phase of the analysis the information possessed by the data is structured into interrelated 

and understandable unities. The aim is to answer following questions: who, where, when, 

how  much  and  how  often? (Hirsijärvi  &  Hurme,  2008,  p.  145;  Dey,  1993,  p.  31) Dey 

(1993, p. 31) further emphasizes to take into account context, intention and process. It is 

vital to put forward information that is relevant to the research problem, meaning that not 

all information within the data is relevant. (Dey, 1993; Hirsijärvi & Hurme, 2008.) Within 

my research I would place this first step in the transcription of the interviews. While tran-

scribing  the  interviews  I  simultaneously  reflected  the  research  questions  and  the  overall 

topic and quickly saw if some expressed thoughts were not relevant for my research and so 

on.  

7.5.2 Classification of the Data 

Classification creates the basis for the interpretation of the data. It simplifies and modifies 

the data into a more compact form and it is the prerequisite for the comparison between the 

different sections of data. (Hirsijärvi & Hurme, 2008, p. 147; Dey, 1993, p. 39) In classifi-

cation the data is “put into bits” meaning that it is funnelled into relevant categories. (Dey, 

1993, p. 42.) There exist two types of paradigmatic ways to classify the data: 1. Categories 

are derived from previous theory/logical possibilities and are applied to the data to deter-

mine whether instances of these concepts are to be found. And 2. Categories are inductive-

ly  derived  from  the  data,  meaning  that  the  researcher  develops  categories  from  the  data 
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rather than imposes theoretically driven themes. (Polkinghorne, 1995, p. 16.) I have chosen 

the latter form of classification: The inductive form. This means that categories were de-

rived from the data and not from previous theory. Classification step is time consuming as 

that it usually involves numerous phases and already developed categories are often either 

combined or split into several different categories before the existence of final categories. 

(Dey, 1993, 40 & Hirsijärvi & Hurme, 2008, p. 147–149.) 

7.5.3 Connecting the Data 

The  first  two  steps  of  the  three-step  analysis,  description  and  classification,  culminate  in 

the  final  step:  Connecting  the  data. The  aim  behind  the  connecting  is  that the  researcher 

tries  to  find  out  and  present  the  connections  between  the  categories,  for  example  finding 

regularities and commonalities or exceptions. (Hirsijärvi & Hurme, 2008, p. 149.) The re-

search  topic  should  be  presented  in  various  ways.  It  is  crucial  that  the  mind  work  of  the 

researcher  is  presented  as  transparently  as  possible  to  help  the  reader  to  gain  full under-

standing of the researched matter. (Hirsijärvi & Hurme, 2008, p. 150.) Dey (1993, p. 47) 

describes this as the process of “beating the bits together” in which the classified data is 

combined in one coherent unity.  
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8. Data, Analysis and Results 

In  this  section  of  the  chapter  seven  I  will  describe  my  data  in  detail  and  show  how  the 

analysis process occurred. The data for this Master’s thesis comes from the narratives of 

three different individuals in their 20s who shared their narratives concerning their experi-

ences of being children of fathers who suffer from mental health problems. The data was 

constructed through individual interviews, which were the melange of focused and narra-

tive interviews. I have explained in detail the nature of the interviews in the section 7.3 of 

his chapter: “Focused Interview – Theme Interview”. All the interviews were done so that 

only the interviewee and the interviewer were present. The place and the time for the inter-

view were chosen by the interviewee. Interviews were held in May and July 2016. Inter-

views were recorded by the permission of the interviewee and they were later transcribed. 

Nobody else, but the researcher (also the interviewer) listened or read the transcribed inter-

views.  All  the  names  and  places  used  are  changed  to  secure  the  anonymity  of  the  inter-

viewees.  

The analysis is the analysis of narratives, which is explained in the section 7.5: “How to 

Proceed with the Analysis”. Analysis of narratives within this research follows the three-

step analysis by Dey (1993) and Hirsijärvi and Hurme (2008). The steps include: Descrip-

tion of the data, classification of the data and connecting the data. I have first written short 

description of every participant’s individual narrative, and then I have classified the indi-

vidual narratives (Pictures 1-4.) after which, I have connected the data, which is shown in 

Table 3.  

I have already mentioned that I personally know all of my interviewees. This; researcher 

knowing his/her participant is more fully discussed in the section 7.2: “Narrative Inquiry 

and researcher’s position”.My interviewees do not know who were the other interviewees 

in this research and are not in close contact with each other, except Venla and Oskari who 

are siblings. Althoug Venla and Oskari are siblings I have treated their narratives as indi-

vidual and separate ones. While I acknowledge that comparison between Venla’s and Os-

kari’s  told  narratives  from the  perspective  of  different  narratives  concerning same  father 

would be interesting, it will be left for another research. This is due to that, I believe that 

concentrating on Oskari and Venla would hinder and take spotlight from the narratives of 

Maija and Riitta.  
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8.1 Maija  

Maija was 25 years old when the interview was done in May 2016. Her father was diag-

nosed as bi-polar and he also suffered from alcoholism. Throughout Maija’s childhood her 

dad had suffered from mental health problems. Alcoholism was, at times, in control mean-

ing that the father was not drinking. The father was not compliant with seeking treatment 

and  Maija  told  that  he  even  stated  that  the  official  diagnosis  of  manic-depression  was  a 

scam and that he had tricked the doctors to get the diagnosis. At times, father was able to 

act alike a caring father and organized, for example family trips. “When dad wasn’t drink-

ing he was really active and took us to different places and wanted to have family trips and 

so on. So we had a lot of that kinds of thing.” (Maija 21.5.2016.) At times, the father was 

unable  to  do  so:  But  when  he  had  a  bad  period  he  just  couldn’t  do  anything” (Maija 

21.5.2016.) Maija also stated that whenever dad was drunk he neglected the children and 

would, for example leave for undefined periods or then he took the children with him to a 

bar. “..[S]ome how I wanted to spend time with dad and went to a bar with him and after a 

while I noticed that I’m by myself playing with gaming consoles and dad is nowhere to be 

seen.” (Maija 21.5.2016.) 

Maija  stated that within  her  family  they  had  a  pressure  of  expressing  themselves  as  the 

“perfect family” “…[W]e were this perfect family..” (Maija 21.5.2016). Father’s diseases 

were  not  discussed,  not  even  within  the  family.  Maija  expressed  that  she  felt  extremely 

lonely  due  to  not  having adequate support – not from her family  nor  from  professionals 

“Yeah I felt it and it was a burden and I questioned whether anyone else is battling with 

similar experiences” (Maija, 21.5.2016). As seen in the quote, Maija admits to have been 

questioning whether her family is alone with this matter. In the end of the interview Maija 

expressed  that  she  had,  in  fact,  had  one  person  to  whom  she  had  been  able  to  talk:  her 

grandmother. “My grandmother, granny, is a person who I regard to be really strong and 

I’ve always been able to talk to her…” (Maija, 21.5.2016.) For Maija the tradition silence 

included only her immediate family.  

The family once had professional help due to father under the influence of alcohol threat-

ing to kill the family. After this father was sent to a mental institution to get treatment and 

family was offered few sessions in family therapy. “We had this huge family crisis…dad 



 

 

47 

threatened to kill us…after that we went to a family welfare clinic for few sessions but that 

was  it  and  after  that  nothing.”  (Maija,  21.5.2016.)  When  asked  Maija  expressed  that  she 

would have wished for some kind of professional help however, she has talked herself out 

of  it:  “Somehow  I  have  always  talked myself  out  of  it  and  have not  sought  treatment” 

(Maija, 21.5.2016.) 

Nowadays, Maija doesn’t have a relationship with her father expect a text or a phone call 

every now and then, also her parents are divorced. At the present time, Maija is able to talk 

openly about her experiences of paternal mental health problems. She has a family of her 

own:  a  partner  and  a  child.  She  has  come  to  terms  with  her  father’s  diseases  and  stated: 

“He is what he is...And I am me as a result of it all.” (Maija, 21.5.2016). She stated that 

entering into motherhood scared her and due to experiencing paternal mental health prob-

lems  she  admits  that  she has questioned  her  own  ability  to  become  a  good  parent. Maija 

wishes  that  she  could  have  a  more  profound  relationship  with  her  dad  and  that  her  child 

would have a grandfather, however, she believes that the situation won’t change in future. 

“I have pondered a lot of what kind of mom I will be and also that I would like to have a 

grandfather for my child. Dad has missed so much.” (Maija, 21.5.2016.)  

In  Maija’s  opinion  mental  health  problems  in  general,  in  the  Finnish  society,  should  be 

regarded as other diseases. “…[P]eople should be able to talk about them and them (mental 

health problems) should be regarded as diseases like any other, such as vomiting disease. 

It’s  okay  to  be  depressed  alike  it  is  okay  to  have  vomiting  disease.” (Maija  21.5.2016.) 

Classification  of  Maija’s  narrative  revealed  four  categories: Unpredictable  Father,  Stig-

ma/Associative Stigma, Help/Support and Acceptance.  
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Picture 1. Classification of Maija’s Narrative 

 

 

8.2 Riitta 

Riitta was 25 years old when the interview was done in May 2016. Her father has been an 

alcoholic throughout Riitta’s life. Riitta has two siblings and the age gap between every 

child is quite high. Riitta explained to have been quite young when her elder siblings 

moved out from home after which she stayed to live at home with their father and mother. 

In Riitta’s family the father’s alcoholism was not discussed at all. “… [I]t was not dis-

cussed even though it happened right under our noses and it had consequences…” (Riitta, 

21.5.2016.) Riitta admitted that she also wanted pretend that nothing was wrong “[I] kinda 

wanted to pretend that nothing was wrong or different in our family.” (Riitta, 21.5.2016.) 

She told that she was 19 years old when she first said out loud to another person that her 

father was an alcoholic. She thinks that until the age of 19 years old she suffered from 

“plug of feelings” (Riitta 21.5.2016), meaning that she could not talk about the problems 

experienced at home to anyone. “…[I]t was really important to me that the person to whom 

I was going to tell about dad was not allowed to talk about it to anyone else.” (Riitta, 

21.5.2016.) In this quote we can understand how personal and difficult matter father’s al-

coholism has been for Riitta.  
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Riitta described as thinking as a child that her father was the best dad in the world. In Riit-

ta’s  opinion her  father  has  always  been  a  childish  person  and when  Riitta  grew  up  dad 

stayed in the child like stage. “…I remember that I have sometimes asked him to act like 

grown up for God’s sake.” (Riita, 21.5.2016.) She expressed that her dad was and is today 

able to take care of practical things, such as matter related to bank issues. Due to her dad’s 

disease  Riitta  has  had  her  own  problems  concerning  mental  health,  due  to  this, she  has 

sought professional help for them and states that nowadays she is feeling good, having at 

times both good and bad days.  

At the present time she is not in contact with her father. It has been about six years when 

she decided to break with his father. She had expressed to her dad that she could not take 

his drinking anymore and dad’s answer was to finish a bottle of wine. “I told him every-

thing, like how horrible it has been for me and so on…I was trying to make him understand 

that I can try to improve our relationship…and he answers that he didn’t know and finishes 

the rest of the bottle of wine and looks at me and says that he has paid for the wine. That 

was  too  much  for  me…”  (Riitta,  21.5.2016.)    Riitta  expressed  that  she  feels  better  after 

having broken with his dad due to that she feels that she tried to improve their relationship 

and  it  was  his  dad  who  was  not  able  to  correct  his  behaviour.  “…I’ve  been  feeling  a  lot 

better after that because I didn’t break with him without a reason instead I had a reason and 

stated my reason to him…” (Riitta, 21.5.2016.) 

Her  parents  are  still  together.  Riitta told  that  she doesn’t  judge  her  mother’s  decision  to 

stay  with  her  father,  stating  that “…[I]t  is  her  relationship...”  (Riitta  21.5.2016.) She 

doesn’t want to have family of her own and says that partly it may be due to her experienc-

es of paternal mental health problems, for example father stated as one of the reasons for 

his  drinking  the  love  she  feels  for  Riitta’s  mother,  hence  Riitta  connects  love  with  nasty 

words aimed at her mom. She also acknowledges the huge responsibility and effect parents 

have on their children and doesn’t want to be on that situation. “…I know how big of an 

effect one (parent) has on another person and his/her rest of life and I don’t want to have 

that kind of a responsibility.” (Riitta, 21.5.2016.) 

Nowadays  Riitta  is  able  to  share  quite  openly  her  experiences  of  paternal  mental  health 

problems. “The  more  you  talk  about  it  the  smaller  problem  it  becomes.”  (Riitta, 

21.5.2016.) Riitta states that in order to her to reconnect with her father, father would have 

to stop drinking. She would ideally hope that the situation would change but as long as dad 
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continues drinking there will be no relationship between them.  In Riitta’s opinion there 

exists a shush culture in Finland concerning mental health problems and she would wish a 

more open and fruitful discussions and preventing action within schools concerning mental 

health problems. “To talk about it (mental health problems)…It should be made easier… 

for example like school welfare officers would talk to every student at least once a year… 

you’re not forced to talk but a possibility for it is created and you don’t have to do the ini-

tiative move.” (Riitta 21.5.2016.) Classification of Riitta’s narrative revealed five catego-

ries: Unpredictable Father, Stigma/Associative Stigma, Pain, Contradictions and 

Help/Support.  

 

Picture 2. Classification of Riitta’s Narrative 

 

8.3 Oskari 

Oskari was 26 years old when the interview was done in May 2016. Oskari’s father suf-

fered from mental health problems throughout Oskari’s childhood and adolescence. Father 

committed suicide nine years prior to the interview. When asked Oskari was not able to 

precisely explain the official diagnosis his dad had. He stated it as being some sort of a 

depression diagnosis. “Well he had a huge part of his life…I mean my dad had a lot of 

mental health problems.” (Oskari 30.5.2016.)  Later in the picture came the overconsump-
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tion of alcohol. Oskari expressed that due to his father being sick throughout his childhood 

he  thought  that  it  was  a  normal  for  any  father  to  be  depressed. “When  I  was  a  child  I 

thought that all the dads are like that.” (Oskari 30.5.2016.) Depression in Oskari’s dad was 

seen through him just lying in bed, which was regarded as normal behaviour by Oskari. He 

states that dad’s official disease was never really discussed within the family, however he 

says  that  his  mother  told  to  him  and  his  siblings  that dad’s  immobility  was  due  to  back 

pains. “Mom said that dad had back pains and she didn’t talk about depression as the rea-

son behind his immobility.” (Oskari 30.5.2016.)  

Oskari  said that  during  his  childhood  they  talked  about  dad  and  dad’s  situation  openly 

within  the  family,  even  though  the  disease  was  disguised  with  back  pains.  However,  he 

stated that he did not openly talk about dad’s problems with his friends. “You know I had 

this  sense  of  shame  and  I  thought  that  they  (friends)  would  not  understand  what  it  is  all 

about an so on.” (Oskari, 30.5.2016.) Oskari said that after his dad’s suicide he was able to 

talk to his friends about his experiences of paternal mental health problems. Oskari’s dad 

was not willing to seek professional help and stated that doctors had made a mistake when 

diagnosing him. Oskari said that his dad was not to be trusted on things that required him 

to change his own behaviour, for example stop drinking. However he could be trusted on 

practical matters, i.e. cooking and going to the shop. Oskari sought professional help with 

his family after his dad’s suicide. He said that it helped but was all he needed.  

Oskari  has  two  siblings  with  whom he  has  a  good  and  close  relationship.  He  also  thinks 

that his mother did a good job raising three children alone due to being married to a men-

tally ill immobilized man and while having a full-time job. “It must have been really strain-

ing  to  raise  three  children  and  to  take  care of  immobilized,  depressed  man.”  (Oskari, 

30.5.2016.) Nowadays  Oskari  is  willing  to  openly  share  his  experiences  about  paternal 

mental health problems. Oskari said that now when he looks back he pities and despises his 

father. He believes that if dad would be alive they would not have a good relationship and 

that he doesn’t miss the dad he was before he died. “I would miss a dad who would have 

act like a good dad would” (Oskari 30.5.2016).  

In Oskari’s opinion mental heath problems are taboo subjects in the Finnish society and to 

erase  the  stigma  related  to  them  is  through  raising awareness  concerning  mental  health 

problems. “People  do  not  know  what  it  is…  they  have  these  strong  preconceptions…if 

there is only this one little thing you are immediately a lunatic.” (Oskari, 30.5.2016.) Clas-
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sification of Oskari’s narrative revealed five categories: Unpredictable Father, Stig-

ma/Associative Stigma, Help/Support and Not Understanding. 

 

 

 

Picture 3. Classification of Oskari’s Narrative 

 

 

8.4 Venla

Venla was 28 years old when the interview was done in June 2016. She described her dad 

being as a really sick person, at times, the disease was less visible than other times. Venla 

did not recall the official diagnosis of her father but stated it as being severe immobilizing 

depression and later also alcoholism came in the picture. She also ponders on the possibil-

ity whether her dad also suffered from manic-depression due to him experiencing manic 

periods. Father’s disease was regarded as a normal thing within Venla’s family. She ex-

pressed that she got support when needed from her mother and siblings. She didn’t recall a 

lot of discussions concerning father’s condition but emphasizes that it was discussed when 
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needed.  During  her  childhood  Venla  was  not ashamed  of  his  father  and  says  that  friends 

could come over to her place. However she doesn’t remember talking about father’s condi-

tion with her friends but when looking back she thinks that it was more to do with the fact 

that everybody thought that her dad’s condition was normal than to do with the fact that 

she was, for example ashamed. “…[I]t was normal that he (dad) would just lie and be de-

pressed…he couldn’t take care of himself…” (Venla 1.6.2016.) 

As a child Venla described her father acting, at times, alike a caring and nurturing father, 

for example taking Venla and her siblings to day-care.  Then, at times, dad was immobi-

lized and tied to his bed. In fact, Venla remembers that she had to be the listener when dad 

expressed his worries or at times, she gave him physical nurturing after his back surgery, 

for example she helped him to go to the toilet. “I worried over him…you know, I tried to 

help and take care of him… I thought that if I do this he will become happy and maybe 

he’ll get better.” (Venla 1.6.2016.)  

Venla’s parents got divorced when she was adolescent. She said that the relationship be-

tween her parents was very turbulent after parent’s divorce “After the divorce they were at 

times in good terms and then at times in bad terms…” (Venla, 1.6.2016). She broke with 

her  father  few  years  before  his  suicide  due  to  having  experienced  sexual  abuse  by  him 

throughout  her  childhood. “…  [M]y  dad sexually  abused  me  you  know  mildly…and  I 

brought it out in my own therapy…and authorities got involved so it was understandable 

that  we were  no  longer  in  contact…”  (Venla  1.6.2016). Venla  has  suffered from mental 

health problems of her own as well as from various eating disorders. For these problems 

she has sought professional help and in the time of the interview described her condition as 

being “okay” (Venla, 1.6.2016).   

If dad hadn’t killed himself, Venla would have wished them to be able to correct their rela-

tionship. However she acknowledged that memories grow sweeter with time and it is im-

possible to know what would have happened in the scenario with dad being still alive. She 

is grateful for that her last memory of dad is a happy one: She saw him at a store where she 

was  working  and  instead  of  dad  being  aggressive  he  was  polite  and  greeted  her  nicely. 

“Dad greeted me even though we weren’t in contact and it’s really important to me that the 

last memory I have of him alive is a positive one ‘cause sometimes he came to the store 

and threatened me but at that time he was polite.” (Venla 1.6.2016.) This memory is seem-

ingly important to her and she started to cry while explaining it. Venla also shared that she 
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thinks that in a way his dad’s suicide freed her family: “He kinda freed our family from the 

constant fighting and disagreements and uncertainty and in a way I got my dad back when 

he died how stupid it might sound but after that I started to call him dad again and not by 

his first name.”(Venla, 1.6.2016.)Venla felt that she got her father back after his suicide 

and started to call him as dad again. She said that she concentrates on the positive memo-

ries concerning her dad: “…[T]hose times when he could be our dad and parent…those 

good times…’cause we’ve had them…” (Venla 1.6.2016.) 

Venla said that she is able to openly talk about his dad’s problems, however she feels it 

difficult when obliged to share her own experiences of mental health problems. As one of 

the symptoms of her disease she started to cut herself and says that stranger when seeing 

her hands often ask about the scars: “Everyone has experienced problems that have left a 

mark on them, mine is just visible to everyone when I wear a t-shirt”. (Venla, 1.6.2016.) In 

Venla’s opinion people should be regarded as wholes and if a person has suffered from 

mental health problems it should be seen just a part of them and not a quality that ultimate-

ly defines them. Classification of Venla’s narrative revealed five categories: Unpredictable 

Father, Stigma/Associative Stigma, Help/Support, Responsibility and Acceptance.  

 

Picture 4. Classification of Venla’s Narrative  
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8.5 Connecting the Data 

In Table 3. Combination of the Narratives’ Categories are shown the result of the final step 

of the three step analysis by Dey (1993) and Hirsijärvi and Hurme (2008) called “Connect-

ingthe data”. This stepis defined by Dey as “beating bits together”, hence meaning that 

the connections between the already found categories, such as regularities and commonali-

ties or even exceptions are presented. (Dey, 1993; Hirsijärvi & Hurme, 2008 p. 149.) The 

process is visually presented in Picture 5. “Process of Connecting the Data”. The main cat-

egories found and connected from the categories of four narratives are as following: Stig-

ma with two subcategories: Stigma Related to Mental Health Problems and Associative 

Stigma, Unpredictable Father, Pain and Acceptance. The results are profoundly discussed 

in chapter 8. “Results”. 

 

Picture 5. Process of Connecting the Data 
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Maija: Unpredictable 
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Help/Support and 
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Father, Stigma/
Associative Stigma, 
Pain, Contradictions 
and Help/Support  
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Help/Support, 
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Not Understanding 

Venla: Unpredictable 
Father, Stigma/
Associative Stigma, 
Help/Support, 
Responsibility and 
Acceptance 
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Table 3. Combination of the Narratives’ Categories 

Stigma  Unpredictable 
Father 

Pain Acceptance  

Stigma 
Related to 
Mental 
Health 
Problems	

Associative 
Stigma 

- Father in denial 
about the diagnosis  
- Not being respon-
sible father  
- At times acting 
alike caring father 
- Able to take care 
of practical matters 
- Not able to change 
his own behaviour  
- Blaming family 
for his condition  
- Confiding in his 
children  

- Plug of feelings  
- Experiencing 
own problems 
with mental health 
problems  
- Feeling respon-
sible  
- Contradictions 
- Pity  
- Contempt  
- Frustration  
- Anger  
- Disappointment 
- Being loyal for 
too long 
- Loosing dad 
- Deciding not to 
be in contact with 
dad  
- Not missing the 
lousy dad that he 
was  
- Alone  
- Have to present 
the perfect family 
image  
- Wishing that in 
an ideal world 
would get father 
back  

- “He is what he 
is”  
- Content with the 
situation of oneself 
- Dad not present 
in their children’s 
lives anymore à 
freedom 
- Distance 
- Concentration on 
the positive  
- Actively contem-
plating experiences 
- Now able to 
openly talk about it 
à not alone  
- Help and support 
crucial  
- Acknowledging 
that one is an 
unique individual 
à separate from 
dad à won’t re-
peat his mistakes 

- Not socially 
acceptable 

à nothing is 
wrong à 
Dad’s condi-
tion is ‘nor-
mal’ 
- Not able to 
understand 
dad’s condi-
tion 
- Shame  
- Pride  
- Only able to 
talk within 
the family/ 
with 
friends/with 
professionals 
 

 
-Need for 
raising 
awareness 
-Mental 
health 
problems 
just one 
quality à 
should not 
determine 
the person 
as a whole 
-Mental 
health 
problems 
diseases 
like any 
other, i.e. 
vomiting 
disease 
-Tradition 
of silence 
-Respect 
for one’s 
privacy  
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9. Results and Discussion 

Main results of the analyses of data is presented in Table 3. “Combination of Narratives’ 

Categories”, which is the final step, ‘combining the data’, of the three step analysis by Dey 

(1993) and Hurme and Hirsijärvi (2008). Four main categories were found in the narratives 

through the  combination  of  categories: Stigma with  two  subcategories: Stigma  related  to 

mental  health  problems,  and Associative  stigma, Unpredictable  Father, Pain and Ac-

ceptance.  

For my data I had two separate research questions: How do children of fathers with mental 

health  problems  experience  their  fathers? And: Have the children  of  fathers  with  mental 

health problems experienced associative stigma? If yes: How was/is the associative stigma 

related to paternal mental health problems experienced? Next I will go through the results 

for the research questions.  

9.1 How Do Children of Fathers with Mental Health Problems Experience Their Fa-

thers?  

In all the four narratives a similar category concerning experienced fatherhood was devel-

oped: Unpredictable Father. Hence, it naturally became one of the final, combined catego-

ries. The experience of unpredictable fatherhood can be seen through a father who is con-

stantly balancing  between  caring/new  fatherhood  and  poor fatherhood. Unpredictable  fa-

ther is s father who at times can act according to caring and new fatherhood meaning that 

he  is  able  and  willing  to  be  involved  with  his  children’s  lives.  He  also,  at  times,  is very 

active and may, for example organize family trips and so on. Unpredictable father can be 

trusted to take care of practical matters, such as cooking and taking care of groceries. He 

usually cannot be trusted on matters related to his own behaviour such as promising not to 

drink. For  example,  Oskari  (30.5.2016)  puts  this  idea  well  into  words:  “It  depended  on 

what he was promising, for example many times he (dad) promised not to drink and then 

many times he did drink…let’s say that when he said that he would take care of a practical 

thing or something concrete that was not related to his own behaviour then he would usual-

ly be able to complete that task.” 

Children of unpredictable fathers feel that the father does not live up to his responsibilities, 

for example through using his child as a therapists, leaving for undefined periods to go i.e. 
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drinking, committing suicide, drinking and driving and so on. Riitta (21.5.2016), for exam-

ple  explained  that  one  time  she  needed  a  ride  to  home,  with  her  friend,  after  taekwondo 

practice and it was very painful for her that her dad came to pick them up by his car while 

being drunk: “…[H]e came and he was completely wasted…I was like if you can’t tell that 

you’re not able to pick us up ‘cause it wasn’t just me it was also my friend riding in that 

car  so  the  situation  made  me  feel  the  pressure  that  it’s  kinda  my  fault  ‘cause  I  was  too 

afraid to say in that situation that let’s not ride with him let’s walk instead.” Unpredictable 

father who suffers from mental health problems often doesn’t accept his diagnosis and may 

even deny it by claiming to have tricked the doctors and although he is asked by his family 

and advised by his doctors to get treatment, he is reluctant to seek for proper professional 

help. “…[H]e  thought  that  the  doctors  had incorrectly  diagnosed  him…”  (Oskari, 

30.5.2016.)  “…[H]e  tricked  the  doctors  in  order  to  get  the  diagnosis…”  (Maija, 

21.5.2016.) 

 

9.2 How Was/Is the Associative Stigma Related to Paternal Mental Health Problems 

Experienced?  

Associative  stigma  was  experienced  by  all  the  four  narrators  and  it  also  naturally  devel-

oped into one of the final categories. All the narrators had the sense that the topic of father 

suffering from mental health problems was best to keep within the family. Some even ex-

perienced the pressure to portray a perfect family image. Venla and Oskari stated that they 

were able to openly discuss about their father’s condition within their family but they both 

had established an attitude that it was not necessary, nor was it wise to discuss the topic 

outside their immediate  family. “Well  I  didn’t  talk  about  it  with  friends  when  he  was 

alive…but  yeah  within  family  we talked  about  it.”  (Oskari,  30.5.2016.) Maija  and  Riitta 

could  not  even  talk  about  their  dads’  problems  within  the immediate family. “We  don’t 

talk about it.” (Riitta 21.5.2016.) No one was advised not to talk about their father’s mental 

health problems nor were they encouraged to talk about the topic. Maija describes this at 

following:  “Everybody  just  knew  that  you’re  not  allowed  to  talk  about  it.“  (Maija 

21.5.2016.) Also, for example Oskari stated that he was never actually told about his fa-

ther’s  depression  rather  the  family  talked  about  father’s  “back  pains”.  He  thought,  for  a 

long time, that they were the reason for his father being bed-ridden. Riitta expressed that 
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for her it was crucial that when she first started to talk about her father’s condition it had to 

be with a person who was not allowed to talk about it to anyone else.  

None of the narrators shared their father’s problems at school neither to their teachers nor 

to their friends. Venla was the only one who thought that all her friends knew about her 

dad’s disease, hence it was not necessary to be talked about due to it being normal to eve-

ryone. Maija and Riitta expressed that they were, at times, ashamed of their fathers when 

friends came over due to them being drunk or hung-over. “Couple of times I asked a friend 

to  come over  after  school  and  dad  just  wakes  up  when  we  enter  the  house,  he  has  been 

passed out and doesn’t know what day it is or what time it is and I had to tell to my friend 

that dad had a party even though I know that he has been out to drinking for a week... it 

was really difficult to try to explain it…” (Maija 21.5.2016.)  Riitta even said that at one 

point she stopped asking friends over. Associative stigma presented itself in the four narra-

tives through the tradition of silence meaning that they shouldn’t talk about father’s condi-

tion  to  anyone  or  just within  the  immediate  family, being  ashamed  of  dad  when  friends 

came over and even stopping inviting them and not fully understanding father’s condition 

due to not being able to openly talk about it thought using right and correct terms.  

9.3 Other Categories 

In this section I will explain the remaining categories that were developed in the connect-

ing of data: Stigma related to mental health problems, Pain and Acceptance.  

9.3.1 Stigma Related to Mental Health Problems 

Stigma category was constructed with two sub-categories: Associative stigma and Stigma 

related to mental health problems. Narratives revealed that there exists a shush culture in 

Finland  concerning  mental  health  problems  and  open  discussions  are  not  encouraged. 

Awareness concerning mental health problems should be raised in order to erase the uncer-

tainty related to mental health problems. When people do not know what the disease is all 

about they often regard a person with any mental health problem as a lunatic. There is a 

need  to  regard  mental  health  problems  as  a  disease  like  any  other,  such  as  vomiting  dis-

ease. Even though awareness concerning mental health problems should be raised it should 

foster respect towards one’s privacy hence, the issue of mental health problems should not 
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be brought out all the time. Mental health problems should be seen as one, personal quality 

instead of them determining the person as a whole.  

9.3.2 Pain 

Experiencing paternal mental health problems causes pain. Children of fathers with mental 

health  problems  are  often  loyal  to  their  parents, even for too  long  and  this  causes  them 

pain. Pain in these four narratives were experienced through not being able to talk about 

their father’s condition and for example, Riitta stated that she was 19 years old when she 

for the first time said out loud to another person that her dad is an alcoholic. Riitta called 

her silence as a “Plug of Feelings” which resonated with all her major feelings. Riitta and 

Venla stated that they had had their own problems with mental health, for both of them it 

had resulted in cutting, which they regarded as the manifestation of pain. “…[I] was really 

feeling bad I wasn’t just some silly teenager who just wants to try to cut her/himself to see 

how  it  feels.  I know  that  it  wasn’t  wise  but  it  felt  as  a  good  treatment  for  the  anxiety.” 

(Venla  1.6.2016.) “I  wanted  at  the  same  time  people  to  notice  and  not  to  notice  me…” 

(Riitta 21.5.2016.) To some extent narrators felt responsible for their dad’s condition and 

thought that their actions could affect this condition. Feelings of pity, contempt, frustration, 

anger  and  disappointment  were  common.  The  pressure  of  showing  that  nothing  is  wrong 

caused pain.  

Their father’s parenting including its shortcomings has caused all the narrators to question 

their own ability to ever become a parent, for example Riitta has decided not to have chil-

dren due to realizing the huge effect that a parent has on his/her children and how badly 

things  can  go  wrong. Maija  and  Riitta  have  both decided  not  to  be  in  contact  with  their 

father anymore. Oskari’s and Venla’s dad has committed suicide, hence nowadays none is 

in  contact  with  their  father.  All  of  them  wish  that  in  an  ideal  world  they  could  get  their 

father back but in reality see it as being quite impossible.  

9.3.3 Acceptance 

Acceptance  takes  time  and  for  the  narrators  the  fact  that  their  father  is  no  longer  part  of 

their lives has helped in the path of acceptance. Venla states that her dad’s suicide, in fact, 

gave her and her family freedom in that after her father had passed away she was able to 

call him a dad again. Distance including both the physical and mental distance has enabled 
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acceptance. Concentration  on  the  positive  is  needed  in  the  path  of  acceptance  and  Maija 

stated that his father “is what he is”. Vital for the acceptance is also regarding oneself as 

separate from his/her father and acknowledging that the child of a father with mental health 

problems is not to be blamed nor will he/she follow on father’s footsteps. And for example 

Oskari  (30.5.2016.)  stated  that:  “  It’s  nothing  away  from  me  or  it  (dad’s  condition)  isn’t 

anything to do with me…” All the narrators are closer to their 30s than to their 20s and are 

content with their life situations. Nowadays they are able to openly talk about their experi-

ences of paternal mental health problems. They try to actively contemplate and handle their 

experiences  and  concentrate  on  the  positive. Help  and  support  from  professionals  and 

friends has been crucial to get where they are now.  
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10. Discussion  

To be a child of a mentally ill father has huge and profound effects on one’s life. Father-

hood is in the process of transition towards new and caring fatherhood, which emphasizes 

father’s status as the other important parent with the mother (Huttunen, 1999). Thus, all the 

attributes  that  hinder  father’s  ability  to  act  as  a  new  and  caring  father,  such  as  mental 

health  problems,  have  a  greater  impact  on  children  than  before.  Results  of  this  research 

concerning  experiences  of  paternal  mental  health  problems  are  in  line  with  the  previous 

research on similar topics. Through the analysis of narratives following the three step anal-

ysis by Dey (1993) and Hurme and Hirsijärvi (2008) four categories were found: Stigma 

with two subcategories: Stigma Related to Mental Health Problems and Associative Stig-

ma, Unpredictable Father, Pain and Acceptance. 

The existence of Stigma is generally acknowledged whenever mental health problems are 

researched or discussed. However the various forms of stigma, such as associative stigma, 

are not often discussed in detail. Also within this research stigma was apparent and, in fact, 

its manifestation took two forms: Stigma Related to Mental Health Problems and Associa-

tive Stigma. Stigma related to mental health problems refers to the stigmatization of mental 

health problems and the individual suffering from them, whereas associative stigma means 

the stigmatized position of the ones who are in close contact with the bearer of the stigma-

tized attribute (see i.e. Goffman, 1963; Cogan, Riddell & Mayes, 2005).  

Stigma  related  to  mental  health  problems  within this  research  was  in  line  with  previous 

research findings  due  to  it  being  related  to  the  tradition  of  silence  meaning  that  mental 

health problems are often not spoken outside the family nor even within the family (see i.e. 

Goffman, 1963, p. 71; Alasuutari & Järvi, 2012; Van Parys & Robert, 2013, p. 331; Cogan 

et al., 2005, pp. 61–62). Tradition of silence is due to mentally ill people being aware of 

the fact that their illness is a stigmatized attribute. Due to this, they are afraid of the conse-

quences caused by their stigma both for themselves and for their next of kin (Aromaa et al., 

2011; Link & Phelan, 2001; Cogan et al., 2005). Tradition of silence causes a lack of in-

formation  concerning  mental  health  problems both  outside and  inside  the  family and  for 

example within this research alike in many others (i.e. Van Parys & Robert, 2013; Lefley 

1989; Pihkala, Sandlund & Cederström, 2011) this is seen to cause the attitude that mental 

health  problem  becomes the  attribute that defines the person as a whole instead of being 



 

 

63 

seen as one personal quality. The need for raising awareness was encouraged by the narra-

tors due it enabling the recognition of mental health problems as diseases like any other, 

such  as  vomiting  disease  and  also  other  research  on  the  same  topic  is  inline  with  this 

statement (see Cogan et al., 2005, pp. 61–62.) 

The  experience  of associative  stigma was  prevalent  in  this  research  and  it  was  regarded 

separate from the general stigma related to mental health problems. Separation between the 

general  stigma  related  to  mental  health  problems  and  the  associative  stigma  is  not  com-

monly  done  in  the  research  investigating  the  experiences  of  parental  mental  health  prob-

lems instead the term stigma is used to refer both the general stigma as well as the associa-

tive stigma. In all the experiences of paternal mental health problems there could be seen 

the  attitude  of “not being  allowed  to know”,  which was  also  recognized  by  Hanna  Van 

Parys  and  Peter  Robert  (2013,  p.  334). In  this master’s  thesis children  of mentally  ill  fa-

thers stated that they were not able to talk about their father’s problems neither within nor 

outside the family.  When allowed to talk about the condition they were not given correct 

information  about  it,  for  example  within  one  narrative the father’s  depression  was  ex-

plained to be back pains. It is important to notice that often parents do not verbally forbid 

talking about father’s mental health problems which is also recognized by other researches 

(see i.e. Cogan et al., 2005; Van Parys & Robert, 2013) instead they all are aware of the 

stigma related to mental health problems which then makes both the parents and the chil-

dren aware that it is not suitable to talk about mental health problems (see i.e. Aromaa et 

al. 2011).  

The not being allowed to know can be seen to resonate with the tradition of silence, due to 

many parents thinking that not talking about the mental health problems or using incorrect 

terms are  ways  which will  aid  their children  and hinder  the  possibility  of  an  associative 

stigma. Hence there is a strong will to protect the family and while the intention may be 

good the results of tradition of silence are not, such as the pressure for the children to pre-

tend  that  nothing  is  wrong.  (Van  Parys  &  Robert,  2013,  pp.  340–341.) In fact,  this  re-

search as well as other researches on this field promote open discussion using the correct 

terms due to it decreasing the possible anxiety of children and helping them to conceptual-

ize their father’s  condition  (see  i.e.  Solantaus  &  Paavonen, 2009;  Van  Parys  & Robert, 

2013,  pp.  334–335,  341). In  fact,  Heljä  Pihkala,  Mikael  Sandlund  and  Anita  Cedersröm 

(2011, pp. 627–628) acknowledged that when children’s awareness of the parent’s condi-
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tion rises it  will  have  positive  results,  such  as  increased openness  outside  the  family  and 

less fear of an associative stigma by both the parents and children themselves.  

The child’s experience of both paternal and maternal mental health problems has been seen 

to cause many problems, including school related problems. Hence, to be aware of the ef-

fects  of  both  the  stigma  related  to  mental  health  problems  and  the  associative  stigma  is 

crucial due to the fact that, for example many teachers do not know that in their classroom 

there might be a student going through maternal or paternal mental health problems. The 

narratives in this research revealed that no one had told or even contemplated the thought 

of telling to his/her teacher about the problems at home. Also, in one of the narratives it 

was  expressed  that  school should  take  a  more  active  role  in  trying  to  find  out  if  a  pupil 

might have problems he /she is not able to share. This active role could be taken, for ex-

ample through the school welfare officer talking to every student at least once a year. This 

would  create situations  where  the  person  would  have  a  chance  to  share  his/her  problems 

without being forced to or not having to have done too big of an initiative. This is inline 

with  the  research  conducted  by  Nicola  Cogan,  Sheila  Riddell  and  Gillian  Mayes  (2005) 

when  they  pointed  out  that both  educational  and  therapeutic  interventions  might  enable 

support  within  families  suffering  from  parental  mental  health  problems. (See also i.e. 

Pihkala et al. 2011, p. 628.) 

Second category developed through the analysis of narratives was the Unpredictable Fa-

ther. Fatherhood of mentally ill fathers is affected by their condition and from the narra-

tives it came apparent that this fatherhood could be called as an unpredictable fatherhood. 

In this research I had two types of questions: One question pointed to the theory and two 

questions pointed to the empirical data. My research question for the theory askes: What is 

the meaning and manifestation of modern day fatherhood in the Finnish society and this is 

answered in detail in Chapter 6.: “Fathers in the Finnish Society and the Effects of Paternal 

Mental Health Problems”. Questions for the empirical data asked: How do children of fa-

thers  with  mental  health  problems  experience  their  fathers? And: Have the children  of 

fathers  with  mental  health  problems  experienced  associative stigma? If  yes:  How  was/is 

the  associative  stigma  related  to  paternal  mental  health  problems  experienced? These 

questions were answered in Chapter 9.: “Results and Discussion”. Here I will go through 

the main findings of the meaning and manifestation of modern day fatherhood in the Finn-

ish society due to them being linked to the category of Unpredictable Father.  
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Fatherhood  is  more  and  more  often  defined  through  un-conventional  approach  meaning 

that the emphasis of definition is placed on how fathers manifest their fatherhood as well 

as  how  fathers,  mothers  and  children  experience  fatherhood  rather  than  through  conven-

tional approach where importance is given to fatherhood gained through heterosexual rela-

tionships (Marsiglio et al., 2007). Thus, when relying on the un-conventional approach it 

means that there cannot be found clear and univocal biological nor psychological patterns 

of  fatherhood.  (Marsiglio  et  al.,  2007;  Huttunen,  1999). Thus,  fatherhood  can  be deter-

mined by the one manifesting it and the ones experiencing it.  

Fathers are regarded in the Finnish society as the other important parent who has a huge 

effect  on  their  children.  (Huttunen,  1999;  Iljäs,  2005;  Hietanen  et  al.,  2013,  Mykkänen, 

2010). When fathers realize the importance of their role as a father and are committed to 

fatherhood it can be called new and caring fatherhood. This transition of fatherhood started 

in the Finnish society in the 1960s and 1970s and is still going on. Within caring and new 

fatherhood belongs a strong commitment to fatherhood as well as understanding of its im-

portance  and  carrying  the  responsibility  of  fatherhood.  (Hietanen  et  al.  2013;  Huttunen, 

1999.) Although fatherhood is nowadays often regarded as a unique and individual mani-

festation there are three levels affecting it: cultural, societal and families’ fatherhood. Cul-

tural means the era’s ideal image of fatherhood whereas societal fatherhood means the so-

ciety’s  actions  towards  fatherhood  such  as  legislation  concerning  fatherhood.  Families’ 

fatherhood  means  the  manifestation  of  certain  family’s  fatherhood  and  how  it  is  experi-

enced.  Nowadays  emphasis  can  be  seen  on  the  ‘families  fatherhood’ however, all  these 

levels are interrelated. (Huttunen, 1999).  

Also mentally ill, unpredictable father, is affected by the three levels of fatherhood.  Every 

father sets standards for his fatherhood including ideals for his actions. (Huttunen, 1999.) 

The unpredictability stems from the fact that the father is at times able to act according to 

the  new  and  caring  fatherhood  and  at  times  he  is  not  able  to  perform  so.  Narratives  re-

vealed that fathers were able to take responsibility for practical matters, i.e., going to the 

store but then at times, they neglected their responsibilities and abandoned children to go 

drinking. This finding is in line with the current research concerning fatherhood under dif-

ficult circumstances (see i.e. Söderström & Skårderud 2013). Similarly to Van Parys and 

Robert (2013,  p.  335) is  the  findings, unpredictable  father might  use  his  children  as  his 

confidents telling them about his worries. Also unpredictable father’s irresponsibility is in 

line with the other researches on this topic which express that children of mentally ill par-
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ent often deal with parentification, which means the taking on adults responsibilities, such 

as cooking for oneself, worrying and feeling responsible for the parent’s conditions and so 

on.  (See  i.e.  Van  Parys  &  Robert,  2013;  Gladstone  et  al.  2006;  Aldridge  2002;  Aldridge 

2006.) 

This research reveals that the unpredictable father is often in denial about his condition. In 

few narratives it was stated that the father thought that he had been wrongly diagnosed or 

that he stated that he had on purpose tricked the doctors. None of the fathers were willing 

to seek proper help for their conditions. This can be seen to further complicate the process 

of children to understand their fathers’ diseases due to themselves being in denial and be-

ing able to act, at times, as a caring father. The not accepting his condition and diagnosis 

may result from the stigma related to mental health problems (see i.e. Goffman 1963) or 

anosognosia or the combination of the two. The not willing to seek proper treatment can be 

seen as part of the not taking responsibility that a father should take. Some of the fathers 

also blamed the family for his disease by stating that he doesn’t receive enough love. This 

made the children feel responsible for their father’s condition and made them anxious. (See 

i.e. Aldridge, 2002; Aldridge, 2006.) 

Pain in various forms was felt and experienced in the narratives. Findings within the Pain 

category were also in line with the previous research. It is common for children of mentally 

ill parent to feel lonely and to think that they are alone with their problems. (See i.e. Pihka-

la et al. 2011, p. 627.) This is due to the tradition of silence: mental health problems are not 

openly discussed, hence the children cannot know how common they are and that there are 

also other  children  experiencing  the  same  destiny.  From the  narratives it  came  apparent 

that  whenever  the  narrators  started  to  openly  share  their experiences  they  found  out  that 

even within their close circle of friends there were people experiencing similar situations. 

Pain was also felt from the pressure to portray the perfect family image.  

Some narrators had experienced their own share of mental health problems. There can be 

seen a genetic vulnerability possessed by children of mentally ill parents. This means that 

they are more prone to become mentally ill than children of not mentally ill parents. How-

ever, this vulnerability is a genotype requiring an interaction with a risk factor in order to 

become a phenotype. (Kane & Garber, 2004, p. 353; Cogan et al., 2005, p. 47). My find-

ings  are  similar, with  previous  research, in  that  not  all  of  the  narrators  had  experienced 

problems with their mental health. The ones who had experienced some sort of an interac-
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tion with a risk factor, such as sexual abuse. The ones who had experienced mental health 

problems also admitted to having cutting themselves as the manifestation of the pain.  Cut-

ting was a way to release the pain they felt inside, as one of the reasons for this can, again, 

be recognized the fact that they were not able to discuss their situations in an open and free 

manner. Thus we again see the importance of open discussions. (See i.e. Kane & Garber, 

2004, p. 353; Cogan et al., 2005, p. 47.) 

All the narrators were no longer in contact with their fathers. Two had lost their father due 

to  him  having  committed  suicide  and two  had  made  the  conscious  decision  not  to  be  in 

contact with him anymore. Children who lose their parent through suicide are seen to be at 

risk for  the development  of  mental  health  problems  and  committing  suicide  themselves, 

however  research  points  out  that  family  context  has  a  huge  effect  when a suicide  occurs 

and its straightforward  effects  are  impossible  to  mention  (Kuramoto,  Brent  &  Wilcox, 

2009, pp. 148–149). In this master’s thesis the ones who had lost their dad to suicide were 

siblings and one of them had gone through severe mental health problems whilst the other 

had  not. The  one  who  had  undergone  mental  health  problems  had  started  to  experience 

them before the father’s death. Suicide of a father can be regarded as a trait of an unpre-

dictable father in that he left his young children without the other primary caregiver (See 

i.e. Kuramoto et al. 2009).  

It is a painful decision to choose not to be in contact with one’s father and also the narra-

tors  expressed  that  in  an  ideal  world  they  would  wish to  be  in contact  with  their  father 

again however, they regarded it being very unlikely. The decision not to be in contact with 

the father was due to his denial to seek treatment or acknowledge his condition. Feelings 

under the pain category were, for example, anger, disappointment, frustration and loneli-

ness. Narrators became angry with their fathers when they could not act according to the 

responsibilities of fatherhood. Disappointment was prevalent, for example when the father 

had promised not to drink but broke that promise. Frustration was the culmination of the 

on-going feelings of anger and disappointment caused by the situation. Loneliness was the 

thought of being totally alone with the matter. These feelings can be seen to resonate with 

the  tradition  of  silence,  with  the  lack  of  getting  proper  support  and  having  to  experience 

unpredictable fatherhood (see i.e. Pihkala et al., 2011).  

Frustration with the situation could be seen as the reason for the narrator’s decision to stop 

being in contact with their fathers. Things had gone on for too long and changes in father’s 
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condition and actions were not to be seen. Research on the same topic has not inspected the 

progression  of  experiences  of  paternal  mental  health  problems  from  the  perspectives  of 

young adults’ narratives. However, this research acknowledged that experiencing parental 

mental  health  problems  has  long  lasting  effects  throughout  children’s  lives  including 

adulthood (See i.e. Mordoch & Hall, 2002, p. 209). Hence, one can see this decision; not to 

being in contact with their father, as a way to protect oneself from the pain, which is the 

result of not receiving adequate support. (See i.e. Pihkala et al., 2011; Van Parys & Robert, 

2013.)  

Acceptance was  the fourth  and  the final  category  developed  from  the  narratives.  Ac-

ceptance takes time and we have to acknowledge that the narrators are closer to their 30s 

than to their 20s and it has taken them a lot of contemplation and time in order to accept 

their  situation  and  their  father.  All  the  narrators  state  that  the  support  that  they  have  re-

ceived has helped them to come to terms with their situation. This is inline with the previ-

ous research, which emphasizes both the support received from friends and family as well 

as professional help. (See i.e. Pihkala et al., 2011; Van Parys & Robert, 2013; Cogan et al. 

2005). Due to them having had people to whom they have been able to talk, all the narra-

tors are  nowadays  able  to  openly  talk  about  their  experiences  of  paternal  mental  health 

problems.  Also  the  active  contemplation  and  the  aim  to deal  with  the  matter  have  been 

crucial in the path of acceptance. One the narrators also highlighted that for him hobbies 

were a crucial help. All these ways of actively trying to deal with the experience are again 

in line with the research on the same topic (See i.e. Pihkala et al., 2011; Van Parys & Rob-

ert, 2013).  

All  the  narrators  accept  their  fathers  the  way  they  are  or  were  and  concentration  on  the 

positive things is seen as a way to accept their experiences. Their experiences of paternal 

mental health problems have made them to contemplate themselves as parents. It has made 

them to realize the huge burden of parenthood and, for example one of the narrators decid-

ed not to have children while others are willing to have them after a period of questioning 

whether it is, in fact, wise. It was comforting that one of the narrators stated that she is the 

result of all these experiences and content to her current state. Also other narrators stated 

that they are content with their lives as they are at the time of the interviews.  

Categories  developed  from  the  narratives  of  children of  fathers  who  suffer from mental 

health problems can be regarded as being interrelated and they can be seen to create a path 
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(See Picture 6. Relations Within the Categories). Stigma with is two forms (Stigma related 

to mental health problems and associative stigma) are founders and instigators of other 

categories. Every category has something from the previous one, for example stigma af-

fects fatherhood, which in part makes it to be unpredictable fatherhood. Then unpredictable 

father causes pain alike the associative stigma. Finally, when enough time has passed the 

children are able to accept their experiences, however this has required adequate support 

and active contemplation.  

Picture 6. Relations Within the Categories 

 

 

The results of this research are in line with the previous research concerning similar topics 

(See i.e. Aldridge, 2002; Aldridge, 2006; Pihkala et al. 2011; Van Parys & Robert, 2013). 

This research differs from the other researchers in that it recognizes two separate forms of 

stigma: the general stigma related to mental health problems and the associative stigma. It 

also uses data created from narratives told by young adults; hence they are portraits of a 

life histories dealing with a certain experience. These life histories present progress and 

different stages during their experiences of paternal mental health problems. Within this 

research it has to be remembered that there were only four narrators meaning that the num-

ber of participants was not extremely high. However, the nature of qualitative research 

usually fosters fewer participants due to a more in-depth analysis. Due to social construc-
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tivism providing the basis for this research the variety of individual but equal truths must 

be  recognized. The  individuality of the  experience  of  paternal  mental  health  problems  is 

well seen, for example in that two of the narrators were siblings and they had very different 

kinds  of  experiences. One  of  the  siblings  had,  for  example  suffered  from  mental  health 

problems while the other had not. Thus, the results portrayed in this mater’s thesis should 

be  seen  as  insights  of  individual  narratives  and  not as  one  generalizable  truth.  However, 

commonalities within this research’s results and other researches’ results can be found.  
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11. Conclusions 

This master’s thesis researched the experiences of children of fathers suffering from mental 

health problems. Master’s thesis was guided by three research questions:  

1. What is the meaning and manifestation of modern day fatherhood in the Finnish society? 

2. How do children of fathers with mental health problems experience their fathers?  

3.  Have  children  of  fathers  with  mental  health  problems  experienced  associative  stigma? 

And if yes: How was/is the associative stigma related to paternal mental health problems 

experienced?   

The first research question: What is the meaning and manifestation of modern day father-

hood  in  the  Finnish  society  was  pointed  to  the  theory, whereas the second  and the third 

research  questions  where  aimed  at  the  empirical  data.  The  data  was  construction  of  four 

focused  and  narrative  interviews.  Narrative  Inquiry  guided by  social  constructivism  con-

structed the basis for the whole research process and data analysis used analysis of narra-

tives with the three step analysis by Dey (1993) and (Hirsijärvi & Hurme, 2008).  

Modern day Finnish fatherhood can be described as being in constant transition, which has 

started already in the 1960s and 1970s. Fatherhood, nowadays, embraces caring and new 

fatherhood in which fathers are seen as the other primary caregiver together with the moth-

er.  Fatherhood  is  becoming  more  and  more  vital  to  the  fathers  themselves  and  they  also 

want to be and an active, important and huge part of their children’s lives. The interactive 

nature  of  fatherhood is  acknowledged  by  both the  fathers  and  the children.    Nowadays, 

children  also  anticipate  fathers  to  be  active  in  their  fatherhood,  hence  the  more  there  are 

attributes  that  affect  the  caring  and  new  fatherhood, such  as  mental  health  problems,  the 

more they affect children.  

Through the analysis of narratives it was found out that children of mentally ill fathers ex-

perience their fathers as unpredictable fathers. Unpredictable father is at times able to act 

like new and caring father, and then at times he is not able to carry the responsibilities be-

longing to fatherhood. Unpredictable fatherhood makes children to take on duties that be-

long  to  adults  also  referred  to  as parentification. Children  of  fathers  with  mental  health 

problems experience associative stigma, which can be seen as the result of tradition of si-
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lence related to mental health problems. Associative stigma is a huge burden to be carried 

by children and it causes them anxiety. Open discussions with real terms are encouraged 

by the children themselves as well as by the research on this topic.  

Categories  which  were  developed  from  the  narratives were:  Stigma  with  two  subcatego-

ries:  Stigma  related  to  mental  health  problems  and  associative  stigma,  Pain  and  Ac-

ceptance. Children of mentally ill parents also acknowledged the general stigma related to 

mental health problems.  They stated that by raising awareness on mental health problems 

would enable the decrease of the stigma. Pain was seen as the on-going feeling caused by 

father’s  disease  and  his  unpredictability.  In  some  pain  was  visible  through  own  mental 

health problems and it also might culminate in the decision to stop being in contact with 

the  father.  Acceptance  could  be  regarded  as  the  last  phase  of  the  narrators  who  were  in 

their  late  20s.  It  had  taken  time  and  was  the  result  of  help  and  support  as  well  as  active 

contemplation  of  their  experiences.  Acceptance  can  be  described  through  narrators’ con-

tent towards their current life situation as well as acceptance of their fathers.  

This research put forward the life histories concerning the experiences of paternal mental 

health problems. It aimed at answering the gap, which exists in the research concerning the 

effects  of  parental  mental  health  problems  in  that  it  investigated experiences  and  not the 

straightforward effects of parental/paternal mental health problems. This research analysed 

the  process of  an  individual’s  experience of  paternal  mental  health  problems from  the 

childhood until the late 20s, which has not been common in previous researches. This mas-

ter’s thesis was qualitative in nature. It is needed to notice that there were only four narra-

tors; hence the results cannot be generalized. However they can be seen as providing in-

sight into the experiences of children of mentally ill parents. More research on this topic is 

needed  in  the  form of  both  qualitative  and  quantitative research.  Future  research  should 

address, for example, the possible ways, in which schools could take a more active role in 

providing support for children experiencing paternal mental health problems.  
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