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Summary

Background: In recent years, pregnancy and maternity care and the child health
centre have changed. Instead of only focusing on mother and child, they now try
to include the whole family. Meanwhile the father’s role has changed, and
fathers play a more active role in childcare. Despite this, mothers remain the
main users of the healthcare services. Little research has been conducted on
how fathers feel the healthcare services cater for their interests, and what can
be done to increase fathers’ participation.
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Objective: The purpose of the study was to describe �rst-time fathers’
perceptions of the encounter with pregnancy, maternity and post-natal care and
the child health centre throughout the pregnancy and birth, and in the child’s
�rst three months of life.    

Method: The study has a qualitative design and consists of nine individual
interviews with �rst-time fathers. We carried out a qualitative content analysis
of the data material.

Results: We identi�ed two categories that describe the fathers’ encounter with
the healthcare services: being on the outside and inclusion. Being on the outside
is described through two sub-categories – exclusion and being overridden.
Inclusion deals with the fathers’ perceptions of adaptation and participation in
the healthcare services.

Conclusion: The study describes healthcare services where fathers experience a
varying degree of inclusion. The services focus mainly on mother and child,
even though the family perspective should apply. The fathers want to play a
more active role and be more included during pregnancy, childbirth and follow-
up at the child health centre. In order to attain this degree of inclusion, the
healthcare services must acknowledge fathers as independent and equal carers.
They must also make better provision for the participation of fathers.

Pregnancy and maternity care and the child health centre have undergone
considerable changes in recent years. Instead of solely focusing on providing help
to mother and child, the services now try to include the whole family. The gender
perspective, men’s needs and service user participation must be key factors in the
design of the healthcare services, and guidance must be aimed at both parents (1–
3).

The father’s role is being expanded, and the development keeps pace with the
changing role of men, both in the family and in society. The pattern of family
formation and cohabitation is in a process of change, and today encompasses
several di�erent forms of cohabitation. The family concept is broadening, and
often includes more people and di�erent combinations than the traditional nuclear
family. Modern paternity also comprises a paternal role that is independent of
sexual orientation and ethnic background (4, 5).



The family pattern has shifted from the nuclear family to the symmetrical family.
The family’s function has changed from that of a production unit, via the industrial
society and household society to the family of today, characterised by equality,
parity and reciprocity between the sexes.  

Kindergarten policies, women’s growing participation in working life and the
introduction of the paternal quota has meant that gender roles have changed and
become more �exible. Men who start a family today must shape their own role as a
father, and must achieve a balance between employment, childcare, housework and
professional and leisure interests in line with women (4, 6, 7).

Becoming a parent is a major transition in life and entails a number of changes for
both sexes (8), including psychological changes, a shift in life focus, new roles and
an altered relationship with one’s partner (9–11). The purpose of pregnancy,
maternity and post-natal care and the child health centre is to help the parents
master and feel secure in the parental role (2).

Despite increasing involvement from fathers in caring for their own child, it is still
mainly mothers who accompany their children for consultations at the child health
centre (5, 12). Succeeding in making fathers more active and engaged will be best
for the children and the family as well as being in line with national and political
aims (2, 3).

The objective of the study is to describe how �rst-time fathers experience their
encounter with the healthcare services throughout pregnancy, childbirth and the
child’s �rst three months of life.

The article focuses on the following research question: How do �rst-time fathers
experience the encounter with the healthcare services (pregnancy and maternity
care, the maternity ward and the child health centre) during pregnancy, during the
birth and in the child’s �rst three months of life?

The study has a qualitative design using interviews as a data collection method.

Changed family pattern

Objective of the study

Method

Sample



The informants constitute a strategic sample (13). Public health nurses recruited
informants at four child health centres in a medium-sized municipality in
Southeast Norway. The public health nurses presented the study to the fathers on
home visits or at the six-week check-up. Altogether, 73 fathers with a new-born
infant who met the inclusion criteria during the project period were invited in turn
to participate in the study.

The inclusion criteria were as follows: they had to be �rst-time fathers and have a
satisfactory command of Norwegian. The child’s age had to be around three
months at the time of the interview.

We contacted the informants in turn after they had agreed to participate. We
obtained informed consent and set a date for the interviews. We discontinued
recruitment when no new factors emerged, i.e. when we reached data saturation
(13) after conducting nine interviews.

The informants had a mean age of 30.7 years. They were all ethnic Norwegians with
married or cohabiting civil status. Upper secondary school was the highest level of
education for three of the fathers, while six had a university or university college
education. On average, they had had a relationship with the child’s mother for �ve
years prior to the birth. The child’s age was 15 weeks on average at the time of the
interview.

All the informants had participated in one or more consultations with a midwife or
public health nurse. Three of the fathers had participated in all types of
consultation, i.e. home visits, six-week and three-month check-ups at the child
health centre. All the fathers had been present at the birth.

The �rst author conducted the interviews, which were based on a semi-structured
interview guide consisting of altogether six open-ended main questions with more
detailed follow-up questions (Table 1). All the main questions were based on the
research question (14).

Data collection and implementation

https://sykepleien.no/sites/default/files/styles/lightbox/public/forskning_eng_solberg_tabeller_og_figur_smf.png?itok=AksrVhYV


During the interviews, the informants spoke freely about the main questions.
Consequently, we used few of the follow-up questions. All interviews included
aspects relating to all the main questions.

We carried out a pilot interview to test the interview guide and to gain experience
of using the interview method. This did not result in any changes to the guide. The
main objective of the pilot interview was to test the interview guide, method and
technique. Since the focus was more on process and improvement than on content,
the pilot interview was not included in the study itself.

We carried out the interviews in the period from May to December 2016 and they
lasted between 45 and 75 minutes. We conducted them in a neutral, private room:
eight were carried out on the premises of the child health centre, and one at the
informant’s workplace. The interviews were audiotaped.

We transcribed the interviews on an ongoing basis. After transcription, we
reviewed the audiotapes and compared them again with the transcribed text to
ensure quality.

The informants received oral and written information about the study and its
objective. All participation was voluntary. The informants gave written consent and
had the opportunity to withdraw during the process. We anonymised the data and
processed them con�dentially. The authors did not take part in the recruitment nor
did they know the informants from earlier. The Norwegian Centre for Research
(NSD) approved the study (project number 47652), which was conducted in
accordance with research ethics guidelines (15).

The analysis adheres to Graneheim and Lundman’s qualitative content analysis
(16). The method is suited to analysing qualitative data with the purpose of
describing informants’ perceptions. The analysis method encompasses the data
material’s manifest and latent content, and employs an inductive approach. The
manifest content consists of the informants’ direct statements. The latent content
is what is said implicitly, allowing room for interpretation. The analysis is a �ve-
step process. We �rst read all the interviews and identi�ed meaning-bearing units,
and then condensed and coded these. We sorted and assembled the codes in sub-
categories and then categories (Table 2).

Privacy protection and ethics

Analysis



Analysis of the interview data resulted in two main categories describing the
fathers’ encounter with the healthcare services in pregnancy, during the birth and
at the child health centre (here referred to as ‘meetings with professionals’): being
on the outside and inclusion.

The main category ‘being on the outside’ encompasses two sub-categories:
‘exclusion’ and ‘being overridden’.

Results

Being on the outside
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In the encounter with all healthcare services, the fathers felt a sense of being on the
outside, both in the mother–child relationship and in the mother–health personnel
relationship. They often described themselves as only being physically present.
They took part in consultations but did not feel that they were included:

‘It isn’t hostile to Dads, but the greatest focus is on mother and baby.’

‘They ask kind of in passing: “How’s Daddy doing?” They asked little ‘by the way’
questions but 80 to 90 per cent is devoted to the mother. We get a chair that’s
placed behind her, and then we sit together.’

Mother and child are the focus of attention. The father felt himself to be the least
important person during meetings with professionals. The fathers described their
vulnerability in this setting. They wanted to be included but had no expectation of
this, however:

 ‘The times I was there, they didn’t address me. But maybe that’s quite natural?’

The fathers described their role with words like ‘spectator’, ‘conversational helper’,
‘co-pilot’, ‘observer’, ‘helper’ and ‘supporter’. All of them expressed a wish and a
need to be seen as having an independent role vis-à-vis the child:

‘It would be good if someone asked: “How are things?”

Nevertheless, the fathers felt that they had the opportunity to ask questions at
health check-ups, and they were asked for their opinions. Their involvement in
pregnancy care mostly concerned how the mother felt, and the child health
centre’s attention was primarily addressed to the child. Few fathers experienced
being asked about their own situation and feelings.

The fathers felt unprepared if they were asked direct questions and found it
di�cult both to answer and to ask questions in return. They also described feeling
that they did not really believe that their opinions were important.

‘I was given the opportunity to ask questions but this was so sudden that I was
almost unable to think of anything …’

Exclusion

Father (informant)

«It would be good if someone asked: “How are things?”»



The fathers found that the child health centre was not adapted for them and they
felt it was unnatural to take the initiative to visit the centre on their own. They
would attend consultations on their own if this was part of the established
programme. Attending consultations was just as much about giving the mother
support as for their own sake. They described the child health centre as a female-
dominated society:

‘I’m there mostly as a support for Mum when she needs it. She asks me if I can
come along when there are injections.’

The healthcare services are not a natural place to seek information. The internet
was the main source of knowledge, then the mother and �nally friends and family.
All these came before the health services:

‘I feel that I can check this out later, �nd out myself.’

The feeling of being excluded was also reinforced by the services being poorly
adapted to working fathers. Several fathers wanted more convenient opening
hours, for example in the evening. The fathers wanted to be invited to participate in
consultations and believed it was important that health personnel communicated
that the father was welcome to participate.

The fathers were uncertain of their own role during home visits. Several
experienced that the public health nurse was unclear about whether the father
should participate or not. A couple of fathers chose to carry out other tasks in the
house because they were unsure whether they should take part in the conversation
or not. 

Another factor in relation to being on the outside was the feeling of being
overridden by the health personnel. Several fathers described having a bad
conscience about not doing enough to help and support the women in the everyday
situation. One father felt that he had been designated a ‘scapegoat’ in relation to
the woman’s pregnancy problems.

The fathers described a certain degree of monitoring as to whether they did a good
enough job. They described their vulnerability to remarks that they perceived as
criticism. One father called this the health personnel’s ‘�nger pointing mentality’,
when someone from outside the family criticised his way of dealing with family
members. This criticism created distance to the support system. Trust in the
healthcare service was in general more dependent on relationships with individuals
than with the system:

Being overridden



‘It doesn’t matter if they are highly skilled if they don’t have the personal qualities
to build relationships.’

The fathers felt a sense of security if they had good chemistry with the health
personnel and if the health personnel exhibited solid professional competence.
They felt secure when they perceived that health personnel took their concerns
seriously, and when their own understanding of the situation corresponded with
that of the health personnel.

The main category ‘inclusion’ encompasses two sub-categories ‘participation’ and
‘adaptation’.

The fathers felt that speci�c, practical tasks, particularly in connection with
childbirth, gave them a sense of involvement and security. Having responsibility for
things such as cold compresses, food, drink, folding sheets and the like resulted in
security in an unknown situation:

‘They saw us both the whole time during the birth. Were attentive and gave me
tasks: “Now you can do that.” I felt that now I could do something. Finally!’

The fathers described some midwives as looking after them during the birth. They
made provision for the father to play a practical role, and also stood out as clear
and distinct.

‘I became midwife number two in a way.’

It was important that the fathers received information underway in the delivery
process, particularly when unexpected incidents arose. The fathers described that
they felt more included during the delivery itself than in the period before and
after. Having the opportunity to be together with mother and child in the maternity
ward, preferably in a family room, gave a feeling of inclusion: 

‘It’s important that I’m not just a third person sitting there, but that they ask a bit
about what we think. Otherwise I feel that there’s no point in being present.’

The degree to which fathers felt involved and were invited to participate in the
conversations determined whether they participated in further consultations.

Inclusion

Participation



All the fathers described the meetings with professionals as generally positive
despite experiencing being on the outside.

The fathers thought it was positive that check-ups had a good structure and a set
programme. They wanted speci�c, clear information and direct answers. They
speci�cally wished to be included more during pregnancy with a focus on their own
role, independent of the mother’s role.

The fathers wanted their own role to be a subject of discussion. Several suggested
separate consultations for fathers because they felt there was a need for such
consultations, both during pregnancy and in the post-natal period. These
consultations would deal with the father’s role, mental health and how best to
support mother and child. Several fathers felt that some topics, such as mental
health and daily challenges were di�cult to talk about when their partner was
present, and they thought they would get better support through individual
conversations.

 ‘Call it a father-child session if you like, to get some tips and advice, or simply to
‘get it o� your chest.’

Few of the fathers had experienced being asked directly about their own mental
health. When the mother faced challenges, the fathers found it di�cult to talk
when the mother was present:

‘It’s challenging and di�cult to broach topics related to this … what you feel.’

The fathers also wanted more Dad-friendly information on the internet, preferably
under the auspices of the child health centre. Several of them described mothers’
networks on Facebook, for example, and wanted to see similar forums for fathers
as well. However, no one would take the initiative to start such a group but
described it as a ‘useful place to take a look’.

Several had been invited to take part in fathers’ groups at the child health centre
and had considered this, but they were uncertain what it entailed, and therefore
they had all declined the o�er.

The fathers emphasised that inclusion in relation to healthcare personnel also
requires the fathers themselves to take the initiative themselves:

Adaptation

«The fathers wanted their own role to be a subject of
discussion.»



‘We must maybe become better at making room for ourselves.’

An active father’s role means involving oneself as a father in the existing range of
healthcare services.

The secondary role fathers described in their encounter with the healthcare
services made it di�cult for them to �nd their role in consultations, and led to
uncertainty about the relevance of their own participation. In a study of �rst-time
fathers, Premberg found that good, well-adapted information can reduce this kind
of uncertainty. Participating in forums where one meets other fathers-to-be and
can discuss the father’s role can lead to a sense of inclusion and empowerment. She
also found that a lack of inclusion may maintain and strengthen the secondary role
to some degree, create greater distance and complicate the transition to the
father’s role (6).

The fathers had few expectations regarding the content of the consultations but
later described their disappointment that their role had not been acknowledged.
This disappointment is also described in other studies (6, 17, 18).

The fathers felt most included in the maternity ward. Here they received practical,
speci�c and clear tasks, and the health personnel indicated that their presence was
vital. Other research also describes similar �ndings (19). A positive experience of
childbirth is crucial for a good start in the father’s role (6). There must therefore be
some correlation between expectation and experience.

Preparations for childbirth mainly focus on the normal delivery process, and
studies show that the fathers are not well prepared for any complications. Such
incidents create more uncertainty and distance than if complications had been
discussed in advance. This applies to Caesarean section deliveries in particular. The
father is then often aware of the anticipated procedure regarding the mother but
has little knowledge about his own role after the C-section (18).

Discussion
Father as a participant

«The fathers felt most included in the maternity ward.»



The fathers were uncertain how often they were to participate in check-ups at the
child health centre. They more often took part more to satisfy the mother’s need
for support than to meet their own needs. The purpose of the home visit, for
example, appeared unclear. Consequently, they often held back from participating.
Public health nurses should therefore be clear about the purpose of the child health
centres as early as the �rst contact with the family. The literature supports this
�nding, and consultations should involve both parents, who must be invited along
as equal status service users (12).

New national professional guidelines also emphasise user participation, whereby
service users’ experiences shall be used to improve and plan the activity (2).
Fathers as a service user group can therefore constitute a relevant reference group
in developing the range of services.

In the encounter with the healthcare services the fathers wanted there to be a
change in focus, with greater emphasis on the father as a carer. National guidelines
and political signals support the desire for more focus on the family, even though
the amount of attention they call to the father’s role as an independent function
varies (1–3). Few child health centres are practically adapted for working fathers.
When fathers are involved to a greater degree, it will strengthen the opportunity to
develop the father’s role, increase awareness of their independent function as
carers and provide security in their role as fathers (7).

Many child health centres have attempted to boost fathers’ participation by means
of fathers’ groups, family relations groups and theme days, for example. There is
little documentation on participation and there has been no systematic evaluation
of this type of measure (2, 7). Clear signals as to how to increase the father’s
participation and involvement are also absent in national guidelines (2, 3). Some
international studies stress that having dedicated discussion groups for men with
male group leaders is positive (6, 20).

The fathers in this study were o�ered the opportunity to participate in a fathers’
group. They stressed uncertainty about the content as one of the reasons for their
failure to participate. In this connection, the fathers themselves suggested that
o�ering individual sessions, in the evening if possible, would be attractive. Groups
might be of interest but their purpose would need clari�cation.

Changing and adapting practice

«Fathers want to play a more active role in pregnancy and
maternity care and at the child health centre.»



Service user studies from Bergen municipality show, however, that fathers prefer
individual consultations (12). The fathers in this study described the healthcare
services as a female-dominated society where they often felt like outsiders, and
they were uncertain what the child health centres could o�er them as a group. Here
too, the healthcare services appear to be have been unclear in communicating their
goals.  

Previously, a political proposal was put forward on inviting fathers in particular to
the eight-month check-up at the child health centre (21). The proposal has not
been implemented, and inviting fathers to all check-ups should be a natural part of
the child health centre’s programme.

It is a stated political goal to maintain the paternity quota. The aim is to pave the
way for greater involvement of fathers during infancy and early childhood.
Individual studies show that the paternity quota is a factor that increases the
father’s involvement generally, not just in early childhood but also as the child
grows older (22).

The fathers had di�culty distinguishing between the various professions and were
often uncertain about the professional groups with which they had been in contact.
Personal suitability and the ability to create good relationships with service users
were more important for how fathers felt they were looked after than professional
a�liation. A lack of clarity related to the role of health personnel and their
competence may lead to uncertainty about what is expected of fathers in the
various meetings with professionals. Clari�cation of this would help to create
realistic expectations.

Fägerskiöl stresses that satisfaction with the health service is re�ected in
professionals’ ability to include the service users (20). How satis�ed fathers are
depends more on the individual health worker’s suitability than on the support
system as a whole (24). Studies show that fathers have greater trust in the health
personnel who take their concerns seriously. In general they have greater trust in
female personnel, preferably with children of their own, than male personnel (20).
These descriptions also concur with the descriptions given by the fathers in our
study.

The role of health personnel



Despite the fathers’ descriptions of being on the outside, they were satis�ed with
the healthcare services for the most part. They felt that mother and child were well
cared for, which meant that they were also satis�ed. Here we can observe a certain
degree of ambivalence between what they would like to see o�ered and how
satis�ed they were with the actual range of services. The fathers also said that they
had to make more room for themselves, and be more proactive in order to ensure
greater inclusion by the services.

The study has its limitations. The �ndings are based on a small number of
informants, all with relatively similar backgrounds. The results are valid for this
group and thus cannot be generalised. Nonetheless, the results will give a picture of
the perceptions of a service user group and knowledge that may be transferrable to
the healthcare services generally.

First-time fathers were speci�cally chosen as informants because they have no
knowledge of the service beforehand and are therefore not in�uenced by earlier
experiences. This gives them a more similar point of departure.

The use of an interview guide ensures an identical approach. Open-ended
questions put emphasis on the informants’ own stories, and the �ndings are
strengthened by the participants having �rst-hand knowledge of the subject. The
interviewer was a public health nurse, which entails a degree of preconception (13)
that may a�ect the interviews even though neutrality was sought.

The study is limited to �rst-time fathers and their perceptions of the encounter
with the healthcare services in connection with pregnancy, childbirth and the
child’s �rst months of life. We know that fathers’ attendance at the child health
centre increases when paternity leave starts, and it may be a weakness that the
study does not also cover this period.

The study describes a healthcare service related to pregnancy, childbirth and
infancy that still focuses on mother and child, even though the objective is to have
a family perspective. The fathers found that their inclusion in the healthcare
services varied. They wanted to play a more active role and to be included during
pregnancy, childbirth and follow-up at the child health centre. This requires a
change of focus in the healthcare services, where greater emphasis is placed on
fathers as independent and equal carers. Moreover, provision should be made for
fathers to participate to a greater degree.

Strengths and limitations of the study

Conclusion



There is a need for further research on fathers’ participation in the encounter with
the healthcare services. Di�erent approaches to boost fathers’ participation should
be assessed and evaluated, and national guidelines can include fathers to a greater
degree. Research in this area should include fathers in di�erent types of families,
with a variety of orientations and cultural backgrounds in order to acquire an
overall picture of the father’s role today in the encounter with the healthcare
services.  
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