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Introduction

Although perinatal health care providers including nurses 
encounter parenting consensual non-monogamists (PCNMs), 
there is a dearth of studies on consensual non-monogamy 
(CNM) in the context of parenthood (1-3). CNM is de!ned as 
an individual choosing to engage in a romantic and/or sexual 
activity with more than one partner, with all partners being 
aware of their involvement (4,5). The three main types of 
CNM are polyamory, swinging, and open relationships. While 
polyamory involves having multiple romantic, loving and/or 
sexual long-term non-exclusive relationships (1), swinging 
involves non-exclusive sexual relationships, especially for 

heterosexual couples (6). Open relationships are romantic, 
and accompanied by additional sexual connections (1). 

The transition to parenthood is “the period starting with the 
decision to have a child or becoming pregnant and terminating 
when the child is 2 years old” (7, p. 36). Many changes are 
associated with this transition such as physical and sexual (7). 
However, the two most a"ected dimensions are intimacy and 
sexuality (8-10). In the initial postpartum period, there is more 
emphasis on the parenting role due to the demands of the 
newborn and the new mother’s recovery (9). Couples appear 
to cope better when they can more quickly strike a balance 
between the roles of lover, partner, and parent (9).

Stigma towards CNM can lead to health inequities for parents 
such as an increase in sexually transmitted infections (STI’s) 
(11), and may also a"ect their children’s lives (12). This stigma 
may result in parents who participate in CNM non-disclosure 
during health care interactions (12). Yet, Pallotta-Chiarolli 
(12) indicates that there are bene!ts in raising children in 
polyfamilies: less strain in the division of labour and the care 

3
Abstract
This article presents partial results of a mixed methods study about consensual non-monogamists’ perceptions 
of their parenting and sexual lifestyle, particularly those involving the transition to parenthood, intimacy and 
communication. Using The Expanding the Movement for Empowerment and Reproductive Justice Lens that was 
enhanced by Cowan and Cowan’s Ecological Model of the Transition to Parenthood, six participants completed an 
online questionnaire and a semi-structured interview guide. Parenting consensual non-monogamists prioritise 
sexual intimacy over emotional intimacy, and communication is very important for them. The quantitative results 
support the qualitative ones: the participants had a higher level of parenting sense of competence, and the means 
for emotional and sexual intimacy were lower for primary partners than for secondary ones. Perinatal health 
care professionals including nurses need to know more about parenting consensual non-monogamists and their 
partner(s). More research is warranted with this particular group of parents, especially on their experiences of 
minority stress, resilience and taking a more intersectional research approach.

Keywords Consensual non-monogamy, Transition to parenthood, Emotional intimacy, Sexual intimacy, 
Communication

2024: Vol.16, Numéro 1/Vol.16 Issue 1



of the children; a greater sex-positive attitude; a stronger bond 
between parents and children; a better division of resources 
(!nancial, physical, emotional and others); polyparents having 
more time for themselves; and polychildren being exposed to 
more than one role model. This article presents partial !ndings 
from a larger study whose aim was to describe Manitoban 
consensual non-monogamists’ perceptions of parenting and 
their sexual lifestyle. The partial !ndings featured in the article 
are in relation to the following research questions: 

1) What are the perceptions of PCNMs in regard to their 
transition to parenthood, their emotional and sexual intimacy, 
and their communication? (QUAL)

2) What are the perceptions of PCNMs in regard to 
the Parenting Sense of Competence Scale and the emotional 
and sexual intimacy subscales of the Personal Assessment of 
Intimacy in Relationship Inventory? (quan)

3) What are the similarities and di"erences between 
the perceptions of PCNMs in regard to their transition to 
parenthood, their emotional and sexual intimacy, and their 
communication, and their perceptions in regard to the 
Parenting Sense of Competence Scale and the emotional 
and sexual intimacy subscales of the Personal Assessment of 
Intimacy in Relationship Inventory? (QUAL and quan)

Conceptual Framework

The study’s conceptual framework relies on The Expanding 
the Movement for Empowerment and Reproductive Justice 
(EMERJ) (13) lens, which is a concrete way of integrating 
the Reproductive Justice Framework in research, or more 
practically, when working with communities, such as PCNMs. 
This lens assists in identifying the challenges that people face 
in regard to their gender, bodies and sexuality (13). The family 
dimension within the EMERJ lens was enhanced by Cowan and 
Cowan’s Ecological Model of the Transition to Parenthood (8). 
This ecological model encompasses the !ve central aspects of 
family life: each person’s inner world; the relationship between 
parents and children; the relationship between the parents; the 
one between grandparents, parents and grandchildren; and 
lastly, the one between family members and the institutions 
outside of the family unit. 

Methods

A brief overview of the methodology is presented here as it 
was previously published by Avanthay Strus and Polomeno in 
2021 (14).

Research study type and design. The original mixed-methods 
research study type used the triangulation design-convergence 
model (19), including “a single phase, (and) both types of data 

are given equal emphasis” (p. 84). In this case, “the two sets of 
results are converged during the interpretation, and the intent 
is to draw valid conclusions about a research problem” (p. 84). 
This design was chosen for two reasons: 1) it is time e#cient 
as both the quantitative and qualitative data are collected 
simultaneously, and 2) both data sets are considered of equal 
importance (19).

Population, sample and sample size. The research population 
focused on individuals who were parents and consensual non-
monogamists. Eight participants met the following inclusion 
criteria: 1) be 18 years old and more; 2) having been in a 
consensually non-monogamous relationship in the last two 
years; 3) having started to be consensually non-monogamous 
before or during the transition to parenthood; 4) be a primary 
parent for the child(ren); 5) the child must still be in their care 
and have always been so since birth; and 6) speak, read and 
write in English. The exclusion criterion involved individuals 
in an exclusive same-sex relationship. Only six of the original 
eight participants completed the online questionnaire and the 
interview; two withdrew for personal reasons. 

The sample consisted of four female and two male participants, 
their ages ranged from 31 to 45 years (M = 37.67 years, SD = 6.37), 
and !ve participants identi!ed as bisexual or pansexual and the 
other one as heterosexual. At the beginning of the transition 
to parenthood, one participant identi!ed as polyamorous, 
one was in an open relationship, and four participants were 
swingers. At the time of data collection, two participants 
identi!ed as swingers, while four of them were polyamorous. 
Four participants were married, one was common-law, and 
the last one was separated. Three participants had secondary 
partners at the time of data collection and three had secondary 
partners during the transition to parenthood. The number 
of children for each participant ranged from 1 to 3, with an 
average age of 10.63 years at the time of the interviews. Their 
incomes ranged from $19 000 to over $60 000. All participants 
were Canadian born.

Data collection. The qualitative data were collected using a 
semi-structured interview guide (3) containing 32 questions 
divided into four di"erent sections: 1) the participants’ 
perceptions of the transition to parenthood; 2) their sexual 
lifestyle; 3) the conciliation of their parenting role and their 
sexual lifestyle; and 4) their perceptions of health care 
professionals. This guide was developed incorporating the 
EMERJ lens (13) as well as Cowan and Cowan’s Ecological 
Model (8). Only the !rst two sections of the interview guide 
are considered for this present article (!ndings from the fourth 
section are now published (14)). The interviews took between 
1.5 and 2 hours to complete. 
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The quantitative data were collected using an online 
questionnaire that contained 24 questions regarding 
sociodemographic, relational, and parenting characteristics 
and included three research instruments (see Avanthay Strus 
(3)): the Parenting Sense of Competence Scale (PSCS) (16); the 
Personal Assessment of Intimacy in Relationship Inventory 
(PAIR) (only the emotional and sexual intimacy subscales were 
retained) (17); and the Parenting Role-Sexual Role Conciliation 
Scale (PRSRCS) which was created for this study (3). Data from 
the PSCS and the two PAIR Inventory subscales are considered 
for this article. The online questionnaire took the participants 
between 15 and 20 minutes to complete. 

The PSCS (16) is a 16-item self-administered questionnaire (with 
2 subscales: e#cacy and satisfaction) using a 6 point-Likert 
scale, from 1 = “Strongly Disagree” to 6 = “Strongly Agree”. The 
seven questions pertaining to the ‘E#cacy’ subscale focus on 
the parents’ competence, capability levels and problem solving 
abilities. The nine questions that are part of the ‘Satisfaction’ 
subscale measure parents’ anxiety, motivation and frustration. 
A total score is obtained by adding the values for each item, with 
a higher score indicating a more positive parenting experience. 
The PSCS has an internal consistency using Cronbach’s alpha 
ranging from 0.75-0.88 for the subscales and for the total scale.

The PAIR (17) Inventory is a 36-item self-administered 
questionnaire that measures the perceived and expected 
levels of intimacy in a relationship. It contains !ve subscales 
representing !ve dimensions of intimacy: emotional, social, 
sexual, intellectual, and recreational. Only the emotional and 
sexual intimacy subscales were retained for this study. Each 
item is rated on a 5-point Likert scale, from 1 = “Strongly 
Disagree” to 5 = “Strongly Agree”. The scores are obtained 
by adding up the values for each item, with a higher score 
indicating a higher level of intimacy. Perceived and expected 
levels of intimacy can also be compared using the mean score. 
If a discrepancy is found between the perceived and expected 
levels of intimacy in a certain subscale, then there are di#culties 
in that area; for example, less satisfaction with it.  The Cronbach 
alpha reliability coe#cients for the emotional and the sexual 
intimacy subscales are 0.75 and 0.77, respectively.

Data analysis. The qualitative data were analysed using the 
Schreier inductive method (18) to infer themes that came 
up during data analysis. This systematic approach to data 
analysis (18) used inductive and objective methods to infer 
these themes. This approach began by submersing in the data 
by repeatedly reading after the interviews were transcribed. 
General impressions and thoughts were noted following 
the general themes in the interview guide (Transition to 
Parenthood, Sexual Style/Sexuality, Conciliation of Roles, 

and Health Care Professionals). During the process, the two 
rounds of coding were !rst compared for consistency. This 
permitted the researcher to reorganize the coding frame to 
eliminate any inconsistencies and subcategories that could 
be interchangeable. Any inconsistencies that arose during the 
primary analysis were compared between co-researchers. 

Descriptive statistics (15) were applied to all quantitative 
variables using Version 24 of SPSS Statistics (20). Following 
Creswell and Plano Clark’s (19) triangulation design convergence 
model, both qualitative (primary data set) and quantitative 
(complimentary data set) data were collected at the same time 
and given equal emphasis (19). However, the qualitative data 
were !rst analysed, followed by the quantitative data. Once the 
data had been analysed, they were then converged during the 
interpretation phase. These comparisons could result in the 
data sets being congruent (similar) or divergent (dissimilar).

Ethical considerations. Ethics approval had been obtained 
from the !rst author’s educational institution, where they were 
a master’s student in nursing. Informed consent was obtained 
from each participant, while each was attributed a number 
(First Participant=P1, Second Participant=P2, etc.) to protect 
their identities. The participants chose the location and time 
for their interview.

Results

The qualitative data analysis from the original study resulted 
in !ve themes: perceptions of the transition to parenthood; 
intimacy and communication during the transition to 
parenthood; relationship evolution and sexual style during the 
transition to parenthood; the conciliation of roles during the 
transition to parenthood; and the relationship with health care 
providers. Results from the !rst two themes (perceptions of the 
transition to parenthood; emotional and sexual intimacy and 
communication) are featured in this article (see Table 1). Results 
from the corresponding quantitative data are also presented.

Perceptions of the transition to parenthood

The participants’ perceptions regarding the transition to 
parenthood obtained from the interviews are divided into four 
phases: preconception, pregnancy, childbirth, and the !rst two 
years postpartum. The quantitative results from the PSCS are 
added here.

Qualitative results. During preconception, all of the 
participants in this study had conversations with their primary 
partners about having children. For four of them, this decision 
was a planned one. As P1 states: “It was the next logical step”. 
Two others who did not prepare for pregnancy expressed 
concerns about the impact of schooling or a recent move.

AVANTHAY STRUS & POLOMENO
PARENTHOOD AND CONSENSUAL NON-MONOGAMY

382024: Vol.16, Numéro 1/Vol.16 Issue 1



Regarding the second phase of pregnancy, the participants 
described this period as being positive or negative. Those who 
had planned their pregnancies seemed to be more prepared 
to take on the parenting role, and those who had support were 
better able to deal with this phase. However, some of them had 
developed complications (n=3) such as pregnancy loss, multiple 
gestation or physical di#culties related to previous health 
conditions, resulting in negative perceptions of pregnancy. 
Three participants who had high needs children prior to 
pregnancy also had more negative perceptions. Participants 
with negative perceptions (pregnancy complications or high 
needs children) expressed how these circumstances adversely 
a"ected intimacy and communication in their relationships: for 
example, P4 indicates, “I felt jealous of her partners…felt like a 
third wheel”.

Concerning the third phase of childbirth, the four female 
participants either experienced uncomplicated labour and 
birth (n=2) or a complicated one (multiple gestation, perineal 
tearing, postpartum hemorrhage, n=2). For the participants 
who described the childbirth experience as being positive, 
they expressed it in the following ways:  “…hard, beautiful, 
interesting fascinating, scary” (P2), and, “…instant love…I 
would do it million times over” (P4). The participants with 
a more complicated childbirth were more a"ected in the 
initial postpartum period. Some participants expressed 
experiencing post-traumatic stress associated with traumatic 
childbirth experiences. P4 expressed how her male partner 
had experienced trauma from being present at the birth: “No 

guy wants to see that”. It took longer for one female identi!ed 
participant to resume sexual activity with her male primary 
partner due to the trauma that this primary partner had 
witnessed during childbirth. Her male primary partner was 
quicker to resume sexual activity with their female secondary 
partner. Certain participants (P2) took longer to take on the 
role of parent due to childbirth-associated trauma.

For the last phase of birth to two years of age (of the child/
children), the participants indicated that they required time to 
adjust to having children. Also, this adjustment varied between 
the men and women in the study: the women identi!ed with 
the parenting role earlier than their male counterparts. P1 
explained it this way, “When I became pregnant, I became 
a parent…I would say that once my daughter was born he 
became a parent”. Certain participants who expressed concerns 
about having di#culty meeting their own needs during this 
period had to deal with a high needs child. 

Five out of the six participants had high needs children for their 
!rst or third child. One participant expressed how the !rst three 
months were traumatic due to extreme sleep deprivation.

“I would so that the !rst 3 months were extremely 
traumatic...She had severe colic and needed to be held 
constantly so the stress of the sleep deprivation for my 
wife and I was…um…almost unmanageable. We had 
support, but there wasn’t a lot of support that could be 
given…” (P2).
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Also, the father participants had to contend with sleep 
deprivation and providing for their families. At the same time, 
their female partners took time o" due to parental leave to 
look after the children.

Quantitative PSCS results. The total score of the PSCS can 
range from 17 to 102, with a higher score indicating a parent’s 
higher sense of competence. All of the participants’ total scores 
for the PSCS were on the higher side, ranging from 74 to 90 (M 
= 84.00; SD = 6.85) (see Table 2). Female identi!ed participants 
had a higher mean score (M = 85) than male identi!ed 
participants (M = 77.5),

For the e#cacy subscale, the only item that produced the 
lowest score was Item #7, ‘Being a parent is manageable and 
any problems are easily solved’. Four participants scored 5 out 
of 6, while 2 others scored 3 out of 6. This would indicate that 
parenthood has challenges and that these problems are not 
easily solved. However, Item #17 (‘Being a good parent is a 
reward in itself’) had the highest number of participants (four 
out six) who scored 6 out of 6 (‘Strongly agree’). 

For the satisfaction subscale, the items that produced the 
most frustration, thus a"ecting their parenting motivation, 
and lowered their level of satisfaction were: Item #3 (‘I go to 
bed the same way I wake up in the morning, feeling I have not 
accomplished a whole lot’), Item #4 (‘I do not know why it is, but 
sometimes when I’m supposed to be in control, I feel more like 
the one being manipulated’), and Item #14 (‘If being a mother 
of a child were only more interesting, I would be motivated 
to do a better job as a parent’). On the other hand, the two 
items that were identi!ed as producing high satisfaction were: 
Item #8 (‘A di#cult problem in being a parent is not knowing 
whether you’re doing a good job or a bad one’), and Item #16 
(‘Being a parent makes me tense and anxious’).

The quantitative results from the PSCS can be compared with 
the previously mentioned qualitative ones. The PSCS results 
actually corroborate the results obtained from the qualitative 
data: for example, the fathers identi!ed with their parenting 

role later in the process once their child was born or when their 
child was around a year of age. Their scores were lower than 
those of the mothers in the sample who identi!ed as a parent 
during pregnancy. 

Emotional and sexual intimacy

The qualitative results for emotional and sexual intimacy 
obtained from the interview guide will !rst be presented, 
followed by the quantitative results derived from the PAIR 
Inventory.

Qualitative results. Emotional intimacy. Some participants 
reported an increase or a decrease in emotional intimacy, while 
there was no change for others. P6 shared how emotional 
intimacy continued to increase after the children’s birth. This 
was attributed to the couple’s need to present themselves as a 
‘united front’ in the face of obstacles regarding their parenting 
challenges. Even if emotional intimacy had increased gradually 
over time, they did regain the prepregnancy level to when the 
child was a year of age. P6 shared the following:

“…in terms of being able to see my spouse to become 
a parent and be ready for that role and just caregiver 
in general…and having him feel the baby move…
particularly the second time around…just seeing that 
uh blossom in my spouse was was (a) special time for 
me” (P6).

For two others (P1 and P2), there was a decrease in emotional 
intimacy after the birth of their child, but it did increase again, 
with a return to a prepregnancy level when the child was 
slightly younger, at about 10 months of age. 

“There was de!nitely more intimacy before my 
daughter, and it’s at this point though…in the 
intermediate time there was a…a…natural dip for a 
while, and it had taken a while to rebuild that. We are 
still rebuilding that, but I would say that we are most of 
the way towards where we were before she was born” 
(P2).
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P3 and P4 did not notice a change in their emotional intimacy 
during the initial postpartum period.

Sexual intimacy. Concerning sexual intimacy, di"erences were 
noted between female and male participants and from one 
pregnancy to the next. Male participants indicated a change 
in their levels of sexual interest throughout the transition to 
parenthood. All participants waited for the new mother’s 
physical healing before resuming sexual activity, especially 
with perineal tearing. One participant explained:

“I feel like it (the tear) saved me for a little while of not 
having, giving me an excuse not to have sex and then 
the baby crying and then oh oh, baby’s crying I would 
have to do this to, we started, I started cosleeping in my 
daughter’s room and I’d say a big portion of that was 
uh…to kind of escape unwanted advances” (P1).

The female participants who breastfed (n=4) reported a 
decreased libido, while two participants also noted ‘touch 
fatigue’ related to breastfeeding. During sexual play, most 
participants did not include the breasts, while two did. 
The participants who had a breastfeeding partner made 
modi!cations to sexual positions to accommodate for this: 
‘female on top’ and ‘doggy style‘ were the preferred positions 
while limiting the ‘missionary’ position. For those identifying as 
female, changes in their appearance a"ected their desire for 
sexual intimacy. P3 stated, “I did not feel like myself afterwards 
or sexy, an object of desire”. 

The participants who were in open relationships or identi!ed 
as swingers did not participate in CNM in the initial postpartum 
period, being limited by the physical changes due to 
childbirth. However, those in polyamorous relationships were 
more cognizant of their emotional and sexual intimacy. All 
participants mentioned that sexual activity during the !rst 

postnatal year was more ‘vanilla’ with less incorporation of 
BDSM practices. P2 shared the following: “short and quick 
right…not as tantric”.

Quantitative PAIR Inventory results. All the participants 
completed the perceived emotional and sexual intimacy PAIR 
Inventory subscales for their primary partner, three of them 
for a secondary partner, however, none responded for a third 
partner.

Emotional intimacy. The perceived levels of emotional intimacy 
scores for the participants’ primary partners (n=6) ranged 
from 24 to 92 (M = 69.00; SD = 30.61), while for the secondary 
partners (n=3), the score range was between 80 and 96 (M = 
85.33; SD = 9.23) (see Table 3). Looking more closely at each of 
the items individually, only two items had a 67% agreement or 
disagreement (four out of six participants): strongly agreed for, 
‘My partner listens to me when I need someone to talk to’ (Item 
#1), and strongly disagreed with, ‘I often feel distant with my 
partner’ (Item #13). 

The mean for the perceived level of emotional intimacy for 
the primary partners (69.00) was lower than the mean for 
the perceived level of emotional intimacy for the secondary 
partners (85.33). Yet, most of the participants did score in the 
expected range of between 48 and 58 (17). The lower scores for 
the perceived level of emotional intimacy for two participants 
were corroborated with the qualitative results: these two 
participants had a decrease in emotional intimacy after the 
birth of their !rst child. All participants with secondary partners 
reported either a similar or higher perceived level of emotional 
intimacy for their secondary partners than for their primary 
partners during the transition to parenthood.

Sexual intimacy. The scores for the perceived level of sexual 
intimacy for the participants’ primary partners (n=6) ranged 
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from 68 to 92 (M = 86.67; SD = 9.35), while the scores ranged 
from 84 to 92 (M = 88.00; SD = 4.00) for the secondary 
partners (n=3) (see Table 3). Nevertheless, there was a greater 
range in the scores for the primary partners than for the 
secondary ones. When analysis was carried out for each item 
individually, there were two items that all participants were 
in disagreement with (100%): ‘I hold back my sexual interest 
because my partner makes me feel uncomfortable’ (Item #21), 
and ‘My sexual partner seems disinterested in sex’ (Item #33). 
Indeed, participants in this study scored above the reported 
average for the perceived level in sexual intimacy, for both 
their primary and secondary partners: in a non-clinical sample 
of 385 respondents (17), the average perceived level of sexual 
intimacy ranged between 48 and 58.

Communication during the transition to parenthood

Only qualitative results are available for communication during 
the transition to parenthood. All participants recognized 
the importance of communication in maintaining their 
relationships: !ve participants noticed an overall change 
in their communication patterns during the !rst year of 
parenthood, and one did not. 

Two participants noted improved communication, which was 
out of necessity: they were more open and honest with each 
other after having children. Their ability to come together 
allowed them to overcome obstacles they faced during 
parenthood. 

“…you really do need to be able to communicate, um…
you have to be able to communicate your needs with 
respect to what the children need and, how you are 
going to meet those needs together as a team” (P6).

Two other participants (P1 and P2) noticed decreased 
communication and desire to express their wants and needs. 
They reported drifting apart and experiencing decreased 
intimacy stemming from perinatal losses while trying to 
conceive and having di"erent opinions about childrearing 
practices. The added stress of postpartum depression 
and having a high-needs child are two other factors that 
contributed to their breakdown in communication. Emotional 
intimacy and communication ability gradually increased over 
time, returning to the prepregnancy level once their child was 
one year of age. 

One participant (P3) noted increased intimacy and emotional 
connection due to better communication after the second 
child’s birth. Still, communication decreased after the third 
child’s birth due to having a high-needs child and mental 
health concerns.

Communication was likewise a"ected when the participants 
faced a mental health concern, which resulted in partners 
becoming closer or leading to a breakdown in communication. 
Five participants dealt with postpartum depression (PPD) 
in themselves or their partners. These concerns were 
compounded by having a ‘high needs’ child. Two participants 
were able to surmount this hurdle by working on rebuilding 
their communication, leading to an improvement in this 
part of their relationship. For the other three participants, 
mental health concerns (PPD or PPD with psychosis) led to 
a breakdown in communication. For P3, her mental health 
concerns ultimately led to a relationship breakdown with her 
partner. The breakdown occurred postnatally after the third 
child’s birth, during which time her primary partner had an 
extra-conjugal a"air. In hindsight, she understood why her 
partner left, “it wasn’t his job to !x me, their dad leaving me 
made me take responsibility for my own mental health”.

Participants emphasized how their ability to communicate 
their needs was due to their participation in CNM. P6 expressed 
the following:

“…so is part of our, an integral part of our relationship as 
a couple…opened us to  be able to communicate in a 
way that we did not do before (...) So we’ve had to  
develop that communication side uh more so because 
of the lifestyle that we live and as a result that has 
made us far more intimate uh and close in our  
relationship” (P6).

Once participants began to reengage in CNM after the birth 
of their children, the transition to parenthood combined with 
their experience with CNM allowed them to better read their 
partners’ emotional needs during lifestyle events, and to gauge 
whether or not they were comfortable in various situations. 
They also made it a regular practice to do planned check-ins 
with each other to ensure that their partner’s body language 
matched how they were feeling and to tell each other what 
they desired and needed.

Discussion

The partial !ndings from this mixed methods study 
contribute to a newly emerging body of research that aims to 
understand the four phases of the transition to parenthood 
concerning CNM, as previous researchers (1,22) have focused 
only on childbirth or parenting. The discussion that ensues 
focuses on the participants’ pro!le, their perceptions of the 
transition to parenthood, emotional and sexual intimacy, and 
communication within this context. 
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Participants’ profile. The participants’ pro!le is more varied 
than previously published studies (5,22,23) but aligns with 
more recent ones (22,37), having more diverse samples. 
Particular attention was paid to how the participants were 
recruited to try to overcome the “artifact e"ect of community-
based strategies that have created an inaccurate re$ection of 
people who engage in CNM” (25, p. 1). As the study’s sample 
was located in Winnipeg, Manitoba, their characteristics may 
di"er than those from other parts of Canada and even the 
United States (11,23,24,26). Overall, there appears to be a 
greater acceptance of sexual diversity in Canada and elsewhere, 
including the swinging culture (25).

Transition to parenthood. Regarding the transition to 
parenthood, the participants in the current study are similar 
to other parents who undergo this transition; however, the 
!ndings reveal that di"erences are present, particularly 
concerning their sexuality. 

The decision to become a parent was a signi!cant !nding 
during the preconception phase, as all participants (100%) had 
had this talk. This !nding was present in the study published 
by Arseneau and colleagues (1), referring to it as ‘Deliberately 
Planning Families’. Given the nature of this study, it would 
be interesting to explore further the deliberate planning of 
families that most PCNMs appear to make. We wonder why 
consensual non-monogamists seem to put more e"ort into 
this decision. Indeed, the Society of Obstetrics and Gynecology 
of Canada reveals that only 50% of all pregnancies in Canada 
are planned (27).

During the second phase of pregnancy, the participants 
had positive and negative reactions to it. The participants 
expressed the importance of support during low- and high-
risk pregnancy, which increased their positive response to 
pregnancy. Indeed, from a conjugal perspective, the !ndings 
from the present study reveal how such complications can bring 
partners closer to each other. On the other hand, opportunities 
for sexual intimacy were limited, so these participants were 
more aware of their feelings toward the primary partner and 
the importance of communication. Balzarini and collaborators 
(28) explain how polyamorous parents are more adept at 
communicating, thus support is more available. This warrants 
further consideration in the context of pregnancy for pregnant 
consensual non-monogamists.

The participants experienced positive and negative reactions 
during the third phase involving childbirth. Those with no 
complications had positive reactions to childbirth, while 
those with complications had negative ones. Childbirth 
complications impacted the women, their relationships, their 

attachment to their babies, and their postnatal sexuality. The 
female participants who had these complications had postnatal 
sexual di#culties. This warrants additional investigation 
as women who are consensual non-monogamists and 
experience childbirth complications may have more concerns 
about their postnatal sexuality, particularly the resumption 
of sexual activity. Notably, women with perineal tears and 
episiotomies found that their postnatal sexuality had been 
negatively a"ected, leading to a delay in the resumption of 
sexual activity (9). Another study !nding was that participants 
who experienced birth trauma experienced post-traumatic 
stress disorder. Birth trauma’s consequences are detrimental 
to conjugal relationships, sexual dysfunction, fear of childbirth, 
and di#culties with mother-infant relationships (9). These 
!ndings highlight the need for perinatal health nurses to 
assess the birthing parent and the relational partner(s), both 
research-wise and clinically.

In the last phase of parenting, two !ndings were unexpected: 
there was a higher prevalence (!ve out of six participants) 
of postpartum depression (PPD) and having special needs 
children (!ve out of six participants). As most participants 
had special needs children, this increased their likelihood of 
having PPD. The prevalence for these two conditions is higher 
than in the perinatal and parenting populations (29). Despite 
these challenges, all participants found ways of dealing with 
their situations and using strategies to reach a new level of 
adjustment. Jenks (23) posits that polyamorists and swingers 
are pushed to communicate and !nd new coping methods as 
no social norms exist. The polyamorous participants appear 
to have fared better, which could partially be explained by a 
greater distribution of resources between the parents. This 
is similar to the !ndings reported in the Pallota-Chiarolli 
study (12), wherein polyamorous parents were better able to 
reconcile their various roles (lover, partner, parent), had more 
time for themselves, and had less stress relating to household 
tasks and childrearing.  

In regard to the PSCS, two aspects are noteworthy: !rst, the 
participants’ scores for the PSCS were higher compared to 
previously published studies (16,30); and second, the female 
participants had higher scores than the men. For the !rst 
aspect, it appears that the participants’ higher PSCS scores may 
be attributed to the support that they received, either with 
secondary partners or from others in their social network. This 
aspect warrants further investigation as to how this support 
occurs in the context of parenting consensual non-monogamy. 
For the second aspect, the female participants identi!ed with 
the parenting role during their pregnancies, whereas the men 
did so when their children were about 12 months of age. 
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These !ndings are similar to those reported by Condon and 
colleagues (31), in which fathers integrated their parenting role 
later than the mothers. Also, fathers incorporate the parenting 
role more when they feel like better partners.  

When comparing the qualitative results with the quantitative 
PSCS ones, the participants’ parenting satisfaction was lower 
when they had PPD and/or a high-needs child. Ross and 
collaborators (32) found that plurisexual parents with greater 
levels of PPD attributed it to minority stress, decreased 
parenting self-e#cacy, and lack of social support. Plurisexual 
individuals appear to be at signi!cant risk of being excluded 
both by their heterosexual counterparts and sexual minority 
communities, which in turn, a"ects their mental health during 
the transition to parenthood (33). 

Emotional intimacy. The study participants reported a decline 
in their emotional intimacy in the initial postpartum period, 
with a gradual return to it (9). Similarly, they were trying to !nd 
a way to integrate their parenting role with their other roles 
of lover and partner. This sample had additional stressors, as 
they had to deal not only with multiple gestation and multiple 
pregnancy losses, but also with PPD and/or having a high-
needs child. Since the participants are PCNMs (3), they seem 
to be better able to recognize this emotional decline and reach 
out to their partners to rebuild their relationship. Although 
there was a dip in the participants’ emotional intimacy after 
the birth of their children, as demonstrated by the qualitative 
results, the quantitative results indicate that the participants 
had a higher level of conjugal satisfaction. 

The participants demonstrated a higher level of resilience, 
which could partially explain these !ndings. Additional 
resilience was established when there was the presence of 
a secondary partner. Resilience theories gather around two 
critical components: a signi!cant threat or stressor and positive 
adaptation to the situation despite the threat or stressor (34). 
The transition to parenthood is considered stressful in itself, 
so any changes that the participants may have experienced 
in emotional intimacy with a return to a positive level, may be 
partially attributed to their resilience (3,35). 

Sexual intimacy. The participants experienced physical 
discomfort during pregnancy and early postpartum (9). Even 
though some of them did experience birth trauma, which 
a"ected their capacity for intimacy, they did bounce back, 
demonstrating resilience (34). When looking more closely at 
the participants’ scores in relation to perceived levels of sexual 
intimacy, their scores showed higher levels of sexual intimacy 
than previously published studies (17). As expected for most 
partners during the postnatal period, the potential decline 

would either appear not to have happened or could have 
happened but remained higher than the average. 

When considering the qualitative and quantitative results 
together, PCNMs appear to be better prepared for the 
transition to parenthood, seem more aware of the sexual 
changes associated with this transition, and do not appear to 
experience the same period of non-sexuality (9). In the initial 
postpartum phase, it appears that PCNMs do not partake in 
the lifestyle because of the physical changes associated with 
childbirth and the decreased libido related to breastfeeding. 
Sexual activity during the !rst postnatal year was more vanilla, 
and participants decided to practice CNM and BDSM away from 
their home. Consensual non-monogamists have a higher level 
of sexual satisfaction, even during the transition to parenthood 
(22). 

PCNMs in this study seem to place greater emphasis on sexual 
intimacy during the transition to parenthood. They have a 
greater ability to communicate their sexual desires and needs 
to their partner(s). 

Communication. The participants used communication as a 
way to regain emotional and sexual intimacy and to strike a 
balance between the roles of lover, partner and parent. Changes 
and challenges with communication can be expected during 
the transition to parenthood as parents’ roles change (8). Three 
dimensions are salient to the conciliation of roles during the 
transition to parenthood: role expectations, role enactment, 
and role negotiation (36). Communication is needed for all 
three dimensions. During this transition, most parents initially 
focus on their new role of parent to the detriment of their other 
roles of lover and partner (37). Because new parents usually 
prioritise the role of parent over those of lover and partner 
postnatally, there is often a decrease in emotional and sexual 
intimacy and communication (3,8). However, the !ndings 
from this present study suggest that PCNMs chronologically 
concentrate on the role of parent, followed by the role of lover 
and then, that of partner.

Although the study participants reported stress and 
disorganization after the !rst child’s birth (8), their 
communication was still distinct in three ways. First, the 
participants recognized the importance of communication 
as they were more aware of their communication skills. 
Putting their advanced communication skills into practice 
empowered these parents to overcome the challenges faced 
with PPD and/or having a high-needs child. Second, these 
advanced communication skills could have stemmed directly 
from their ‘lifestyle’. Individuals who uphold CNM need good 
communication in order to consult with each other before, 
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during and after a CNM encounter, with a potential spillover 
e"ect for their parenting (3). Third, as part of the ‘lifestyle’, 
the participants had to do regular check-ins. Through this 
transparency, it appears that their desires and needs were 
easily identi!ed, enabling them to not only share them with 
each other but also to support them. Consequently, these 
combined skills helped to better equip the participants in their 
roles of lover, partner, and parent, increase their satisfaction 
with their relationship and help them navigate more than one 
person as a partner and more than one relationship. 

Strengths and Limitations

This study contributes to the growing body of perinatal health 
nursing research that examines CNM associated with the 
four phases of the transition to parenthood: preconception, 
pregnancy, birthing and parenting. The breadth and depth 
of the data analyses were demonstrated through the 
comprehensive results obtained for this study. However, the 
goal of this study was not to generalise, but to gain a greater 
understanding and contextualization of the transition to 
parenthood for PCNMs. This greater understanding and 
contextualization were particularly meaningful, as they were 
supported by the application of the conceptual framework 
that relied on the EMERJ lens (13) and enhanced by Cowan and 
Cowan’s Ecological Model (8). 

Implications for Nursing Education, Practice and 
Research

Although this study was exploratory and descriptive and 
did not seek to generalize, several recommendations and/or 
implications emerged from the !ndings for nursing education, 
practice, and research.

Nursing education. It is recommended that parenting CNM 
should be part of the undergraduate curriculum in perinatal 
health nursing for the theory and clinical practicum courses. 
The clinical practicum usually includes a learning laboratory, 
simulations, and placement in a healthcare facility. Students 
can become more aware of this particular group of parents, 
better understand their needs, and learn how to intervene 
clinically. Concretely speaking, content can be added to the 
theory and clinical practicum courses, including post-clinical 
conferences, that focuses on the four phases of the transition to 
parenthood, and on this particular group of parents’ intimacy 
(emotional and sexuality) and communication. Training in 
human sexuality that includes parenting CNM can also be 
extended for continuing perinatal health nursing education 
through conferences, webinars, workshops, and podcasts (14). 

Nursing practice. PCNMs may disclose their sexual lifestyle 

to perinatal health care providers including nurses who 
demonstrate support, empathy, and cultural safety. Cultural 
safety requires these providers to re$ect on the structures in 
place that assumes heteromononormativity. It is recommended 
that frontline nurses and other HCPs integrate a cultural 
safety approach with this group of parents: these providers 
through educational sessions would learn to recognize their 
own assumptions about their clients based on sex, sexual 
orientation and sexual practices, age, gender, race, relationship 
status, ability, socioeconomic status, and other aspects (37). 

The !ndings also suggest that PCNMs require a di"erent 
clinical approach: the participants in this particular study were 
well-versed in the health risks involved with their lifestyle, 
and were more likely than their monogamous counterparts 
to deliberately plan their families, and to ask questions on 
how their lifestyle could in$uence the !rst phase of the 
transition to parenthood (decision to be a parent). Perinatal 
nurses would be better prepared and equipped to have more 
open communication and discussion with these clients and 
their partner(s), in order to talk about these health risks for 
themselves and their children (unborn and born), thereby 
increasing their knowledge, and consequently, their resilience. 
Acknowledging additional relational partners promotes a 
more family-centred approach to care for all concerned parties. 
It is therefore recommended that continuing education should 
be o"ered to perinatal health nurses, in order to raise their 
awareness of the growing diversity of families, including 
sexuality diversity families. With these changes, PCNMs will 
feel more encouraged to access perinatal health care services 
throughout the transition to parenthood, thus resulting in 
better perinatal health outcomes. 

Nursing research. Further research is warranted with this 
particular group of parents by using bigger samples, replicating 
the study in other parts of Canada and in other languages such 
as French. The use of other conceptual frameworks such as 
intersectional theory is suggested for future studies as well as 
more participatory approaches, bringing the voices of PCNMs 
to the forefront (39). 

Conclusion

From the study !ndings, perinatal health nurses can better 
understand PCNMs, who are unique yet are just like other 
parents. Despite the challenges the participants faced 
regarding the four phases of the transition to parenthood 
and the adjustments in intimacy and communication, they 
managed to keep the connection in their relationships. It 
appears that this sexuality diversity group has an underlying 
resilience that helps them cope with parenthood and modify 
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their sexual lifestyle. All perinatal health care professionals, 
including nurses, need to know that ‘family comes !rst’ for 
these parents. 

Ethical Permissions

Ethics approval was obtained from the University of Ottawa 
Research and Ethics Board in Ottawa, Canada (Ethics File 
Number H05-17-05). All study participants provided informed 
consent, and their anonymity was preserved.

Con$ict of Interest

The two authors do not have any con$ict of interest to report.

References

1.Arseneau E, Landry S, Darling EK. The polyamorous 
childbearing and birth experiences study (POLYBABES): a 
qualitative study of the health care experiencesof polyamorous 
families during pregnancy and birth. Can Med AssocJ. 
2019;191(41):E1120-7. https://doi.org/10.1503/cmaj.190224

2.Klesse C. Polyamorous parenting: stigma, social regulation, and 
queer bonds of resistance. Sociol Res Online. 2019;24(4):625-43. 
https://doi.org/10.1177/1360780418806902

3.Avanthay Strus J. Manitoban consensual nonmonogamous 
couples’ conciliation of their parenting role and their sexual 
lifestyle during the transition to parenthood (Internet) (Thesis). 
Université d’Ottawa / University of Ottawa; 2019 (cited 17 sept 
2019). http://ruor.uottawa.ca/handle/10393/39589

4.Haupert ML, Moors AC, Gesselman AN, Garcia JR. 
Estimates and correlates of  engagement in consensually 
nonmonogamous relationships. Curr Sex Health Rep. 
2017;9(3):155-65. doi: 10.1007/s11930-017-0121-6

5.Matsick JL, Conley TD, Ziegler A, Moors AC, Rubin JD. Love 
and sex: polyamorous relationships are perceived more 
favourably than swinging and open relationships. Psychol Sex. 
2014;5(4):339-48.https://doi.org/10.1080/19419899.2013.8329
34

6.Haupert ML, Gesselman AN, Moors AC, Fisher HE, Garcia JR. 
Prevalence of experiences with consensual nonmonogamous 
relationships: !ndings from two national samples of single 
Americans. J Sex Marital Ther. 2017;43(5):424-40. https://doi.or
g/10.1080/0092623X.2016.1178675

7.Polomeno V. A couples’ approach to the teaching of 
conjugal intimacy during the transition to parenthood. 2013. 
International J of Child Ed, 2013;28(2):35-40.

8.Cowan CP, Cowan PA. When partners become parents:  the 
big life change for couples. Mahwah, NJ, US: Lawrence Erlbaum 

Associates Publishers; 2000. 

9.de Pierrepont C, Polomeno V, Bouchard L, Reissing E. Que 
savons-nous sur la sexualité périnatale ? Un examen de 
la portée sur la sexopérinatalité – partie 1. J Gynécologie 
Obstétrique Biol Reprod. 2016;45(8):796-808. https://doi.
org/10.1016/j.jgyn.2016.06.003

10.Polomeno V, Dubeau D. La sexopérinatalité: Où en sommes-
nous ? In!rm Clin. 2009;6:204. 

11.O’Byrne P, Watts JA. Exploring sexual networks: a pilot 
study of swingers’ sexual behaviour and health-care-seeking 
practices. Can J Nurs Res Arch. 2011;43(1). https://cjnr.archive.
mcgill.ca/article/view/2295

12.Pallotta-Chiarolli M. Mixed orientation families. Dearkin 
University. 2021. https://hdl.handle.net/10536/DRO/
DU:30149410 

13.Expanding the Movement for Empowerment and 
Reproductive Justice. The EMERJ reproductive justice 
lens toolkit; Identifying reproductive justice issues in your 
community. 2008. http://www.racialequitytools.org/resource! 
les/ACRJ-RJ- Lens-Toolkit.pdf

14.Avanthay Strus J, Polomeno V. Consensual nonmonogamous 
parenting couples’  perceptions of healthcare providers during 
the transition to parenthood. Aporia. 2021;13(1):36-45. doi: 
10.18192/aporia.v13i1.5276

15.Fortin MF, Gagnon J., editors. Fondements et étapes du 
processus de recherche: méthodes quantitatives et qualitatives. 
3rd edition. Montréal: Chenelière; 2016. 

16.Johnston C, Mash EJ. A measure of parenting satisfaction 
and e#cacy. J Clin Child Psychol. 1989;18(2):167-75. https://
doi.org/10.1207/s15374424jccp1802_8

17.Schaefer MT, Olson DH. Assessing intimacy: The PAIR 
inventory. J Marital Fam Ther. 1981;7(1):47-60. https://doi.
org/10.1111/j.1752-0606.1981.tb01351.x

18.Schreir M. Qualitative content analysis. In: The Sage book of 
qualitative data analysis. Thousand Oaks, California: Flick, Uwe; 
2014. 

19.Plano Clark VL, Creswell JW, editors. The mixed methods 
reader. Thousand Oaks, California: Sage Publications; 2008. 

20.IBM. SPSS. 2016. 

21.Pallotta-Chiarolli M. Border sexualities, border families in 
schools. Lanham, Md: Rowman & Little!eld Publishers; 2010.

22.Fernandes E. The swinging paradigm. Electronic Journal of 
Human Sexuality. 2009. 12. http://www.ejhs.org/Volume12/

AVANTHAY STRUS & POLOMENO
PARENTHOOD AND CONSENSUAL NON-MONOGAMY

462024: Vol.16, Numéro 1/Vol.16 Issue 1



Swinging.htm

23.Jenks RJ. An on-line survey comparing swingers and 
polyamorists. Electron J Hum Sex (Internet).2014;17. https://
www.questia.com/library/journal/1G1-419762812/an-on-line-
survey-comparing-swingers-and-polyamorists

24.Rubin J, Moors A, Matsick J, Ziegler A, Conley T. On the margins: 
considering diversity among consensually nonmonogamous 
relationships. Psychol Fac Artic Res. 2014;22:1-23.https://
digitalcommons.chapman.edu/psychology_articles/133

25.Kimberly C. A measurement to assess transition, 
maintenance and satisfaction in the swinging lifestyle. J Fam 
Therap. 2019;41(4):559-81. https://doi.org/10.1111/1467-
6427.12239

26.Conley TD, Moors AC, Matsick JL, Ziegler A. The fewer 
the merrier?: assessing stigma surrounding consensually 
nonmonogamous romantic relationships. Anal Soc Issues 
Public Policy. 2013;13(1):1-30. https://doi.org/10.1111/j.1530-
2415.2012.01286.x

27.Society of Obstetrics and Gynecology. Unintended 
pregnancy. 2003. https://www.pregnancyinfo.ca/your-
pregnancy/special-consideration/unintended- pregnancy/

28.Balzarini RN, Dharma C, Kohut T, Campbell L, Lehmiller 
JJ, Harman JJ, et al. Comparing relationship quality across 
di"erent types of romantic partners in polyamorous and 
monogamous relationships. Arch Sex Behav. 2019;48(6):1749-
67. doi: 10.1007/s10508-019-1416-7

29.Public Health Agency of Canada. What mothers say: the 
Canadian maternity experiences survey. 2009. https://www.
canada.ca/content/dam/phac-aspc/migration/phac-aspc/rhs-
ssg/pdf/survey-eng.pdf

30.Ohan JL, Leung DW, Johnston C. The parenting sense of 
competence scale:  evidence of a stable factor structure and 
validity. Can J Behav Sci Rev Can Sci Comport. 2000;32(4):251-
61. https://doi.org/10.1037/h0087122

31.Condon JT, Corkindale CJ, Boyce P. The !rst-time fathers 
study: a prospective study of the mental health and wellbeing of 
men during the transition toparenthood. Aust N Z J Psychiatry. 
2004;38(12):56-64. doi: 10.1177/000486740403800102

32.Ross LE. Perinatal mental health in lesbian mothers: a 
review of potential risk and protective factors. Women Health. 
2005;41(3):113-28. doi: 10.1300/J013v41n03_07

33.Yager C, Brennan D, Steele LS, Epstein R, Ross LE. Challenges 
and mental health experiences of lesbian and bisexual women 
who are trying to conceive. Health Soc Work. 010;35(3):191-

200. doi: 10.1093/hsw/35.3.191

34.Young C, Roberts R, Ward L. Application of resilience 
theories in the transition to parenthood: a scoping review. J 
Reprod Infant Psychol. 2019;37(2):139-60. doi:10.1080/026468
38.2018.1540860

35.Landry S, Arseneau E, Darling EK. « It’s a little bit tricky »: results 
from the POLYamorous childbearing and birth experiences 
study (POLYBABES). Arch Sex Behav.2021;50(4):1479-90. doi: 
10.1007/s10508-021-02025-5

36.Stamp GH. The appropriation of the parental role through 
communication during the transition to parenthood. 
Commun Monogr. 1994;61(2):89-112. https://doi.
org/10.1080/03637759409376327

37.de Pierrepont C, Polomeno V, Bouchard L, Reissing E. (What 
do we know about perinatal sexuality? A scoping review 
on sexoperinatality - Part 2). J Gynecol Obstet Biol Reprod 
(Paris).2016;45(8):809-20. 

38.Canadian Public Health Association. Discussing sexual 
health, substance use and STBBIs-a guide for service providers.
https://www.cpha.ca/sites/default/files/uploads/resources/
stbbi/discussiong uide_e.pdf 

39.Brown LA, Strega S, editors. Research as resistance: revisiting 
critical, indigenous, and anti-oppressive approaches. Second 
edition. Toronto, Ontario: Canadian Scholars’ Press; 2015.

To contact the author:
Jacqueline Avanthay Strus, R.N., M.Sc.N., Ph.D.(c.)
Professor
Université de Saint-Boniface
École des sciences in!rmières et des études de la santé
200, ave. de la Cathédrale
Winnipeg, Manitoba 
Canada R2H 0H7
Tel. 204 237 1818 ext. 703
Email: javanthaystrus@ustboniface.ca

Viola Polomeno, R.N., B.Sc., M.Sc.(A.), Ph.D.
Adjunct Professor 
University of Ottawa
Faculty of Health Sciences
School of Nursing

AVANTHAY STRUS & POLOMENO
PARENTHOOD AND CONSENSUAL NON-MONOGAMY

472024: Vol.16, Numéro 1/Vol.16 Issue 1


