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OBJECTIVE: To explore how the fathers experience their role as a support for their partner and the relationship with them during
their preterm infant’s stay in the NICU.
STUDY DESIGN: Multi-method longitudinal study involving ethnographic observation, semi-structured interviews, self-report
questionnaires, and clinical information. Twenty fathers of preterm infants hospitalized in a level-III-NICU were included. Data were
analyzed using thematic continent analysis.
RESULTS: Three main themes were identified: support for mother (subthemes: putting mother’s and infant’s needs first; hiding
worries and negative emotions; counteracting the sense of guilt; fear that the mother would reject the child), mother’s care for the
infant (subthemes: observing mother engaged in caregiving; mother has “something extra”), and couple relationship (subthemes:
collaboration; bond).
CONCLUSION: Fathers supporting their partners during the stay in the NICU experience emotional distress and the need for being
supported that often are hidden. This demands a great deal of emotional and physical energy.
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INTRODUCTION
The preterm birth and subsequent admission of a child to the
neonatal intensive care unit (NICU) is a critical event for both
mothers and fathers [1, 2], even in the absence of medical risk and
injuries for the infant. Indeed, several studies have shown that
parents of these infants experience high levels of psychological
distress, with high fatigue, sleep disruption, and reduced general
wellbeing [3–5]. During the prenatal and postpartum periods
mothers’ and fathers’ emotional states have been found to be
significantly correlated [6], and parental mental health affects self-
efficacy [7] and influences the quality of both parent-infant
interaction [8–10] and parent–infant attachment [11]. It also can
harm the early neurobehavioural and socioemotional develop-
ment of the infant [12].

Background
Over recent decades, neonatal health care systems have
promoted the whole family’s wellbeing in a family-centered
approach to NICU care [13]. This approach aims to involve parents
in all aspects of their infant’s daily care. Consequent beneficial
effects in the infants include higher average daily weight [14] and
improved neurobehavioral profile [15]. In parents, O’Brian et al.
[14], found lower mean anxiety and stress scores than those in the
standard care group.
Although fathers’ and mothers’ experiences differ substantially

[3, 16], most research projects and current support programs in

infant prematurity focus mainly on infants and mothers. The few
studies that have also focused on fathers have recognized their
experience in the NICU [17, 18] and the crucial role they play in the
infant’s psychological and neurodevelopment development
[19, 20]. Even fewer studies have evaluated—and, to our
knowledge, a limited number of studies have specifically focused
on—fathers’ experiences of supporting and caring for their
partner and/or fathers’ perceptions of the quality of the couple’s
relationship during their preterm infant’s stay in the NICU. Some of
these few studies have found that mothers get most of their
psychological support from their partner [21, 22]. Regarding the
couple relationship, an important concept is that of couple bond,
i.e., mutual understanding of what partners provide and receive
from each other [23]. A good couple bond is characterized by a
reciprocal, not-hierarchical dependence that involves interdepen-
dence, personal enhancement, mutually supportive strength and
value [24]. It reflects the personalities of the two partners, and
their respective family histories and cultures, who may or not take
advantage of the resources and repair the deficiencies in
caretaking that each partner inevitably brings with him/her [24].

Objectives
The purpose of this study was to explore how the fathers view and
experience (a) their role as a support for their partner, and (b) the
relationship with their partner during their preterm infant’s stay in
the NICU. A secondary aim was to assess whether different profiles
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(clusters) of the fathers’ partnership experiences could be
identified from their narratives and whether these eventual
profiles could be explained by any characteristics of the fathers
and/or their partners. Identifying specific fathers’ and/or partners’
characteristics associated with different experiences might inform
screening and early intervention strategies to support parents
in NICU.

METHODS
Design
This study used a multi-method approach and a mixed-method research
design to provide a rich understanding of fathers’ experiences during their
preterm infants’ hospitalization in a Level III NICU and develop a
conceptual framework that could have clinical implications for healthcare
professionals and services. The study included ethnographic work [25] in
one NICU for 18 months (from September 2015 to March 2017), semi-
structured interviews with fathers, and self-report questionnaires com-
pleted by both fathers and mothers. The researcher (first author) was a
male psychologist–psychotherapists trained in infant observation and
clinical psychological assessment, not associated with the hospital. The
NICU staff introduced him as a psychologist and PhD student who was
studying the impact of prematurity on infants and their parents. The
mixed-method design was primarily qualitative with a quantitative
component (see Data analysis). A protocol of the larger research project
that includes this study was published [26]. The consolidated criteria for
reporting qualitative studies (COREQ) were followed in reporting this study
(see Supplementary File 1).

Study setting
The study took place in a Level III NICU at’Borgo Roma’ University
Hospital in Verona, northern Italy. In 2017 the unit was transferred to
another University Hospital (“Borgo Trento”) in the same town. The unit
had 20 beds, and each year it admitted approximately 450 neonates with
medical and/or surgical diseases. Most of the neonates hospitalized were
preterm infants (one-fifth with gestational age ≤32 weeks) requiring
medical treatment and technical support (e.g., use of incubator,
respirator, continuous positive airway pressure, and feeding tube), as
well as constant observing and monitoring in order to promptly
intervene in case of acute situations. The unit had two intensive-care
rooms (open heated cots under radiant warmers and incubators), one
sub-intensive-care (incubators), and one ordinary care room (open cots
and no breathing support). Parents were admitted in the intensive- and
sub-intensive-care rooms from 8:00 a.m. to 8:00 p.m. and in the ordinary
care room 24 h/day. The unit practiced family-centered care. The
program was based on providing parents with psychological support
and information on how approaching the preterm infant and then, as
soon as the infant could be moved out of the incubator, encouraging
daily skin-to-skin practice and the involvement of parents in infant care.

Participants
The participants were 20 Italian fathers of preterm infants born and
hospitalized in the NICU. The participants were enrolled through purposive
sampling until data saturation—i.e., when no new themes from the
interviews were identified by the researchers. Four fathers refused to join
the study. The criteria for inclusion were: (1) being the father of (an) alive
preterm infant(s) born before 34 weeks PMA [8, 27], (2) being Italian, (3)
being heterosexual, and (4) cohabiting with the infant’s mother. The
criteria for exclusion were: (1) psychiatric illness, (2) issues with drug or
substance abuse, (3) a partner with psychiatric illness, (4) a partner’s issues
with drug or substance abuse, and (5) being an adoptive parent.

Data collection
Ethnographic observation. First, the researcher conducted participant
observation with the parents in the NICU in order (1) to establish a working
relationship [28], and (2) to obtain rich qualitative data from informal talks
and direct observations of the fathers’ social interactions and emotional
responses in the NICU. The ethnographic observation was conducted twice
or more per week for the entire duration of the data collection. Field notes
were focused on the fathers’ verbal and nonverbal behaviors and were
written as soon as possible after the observation periods. As far as possible,
the notes were made so that they approximated to a word-for-word record

and represented non-verbal behaviors in relatively concrete, descriptive
terms. All field notes were included in the qualitative analysis.

Semi-structured interviews. Second, semi-structured interviews were con-
ducted with the fathers in a private hospital room after the infant’s medical
condition stabilized, that is, after a median length of 43.5 days (mean=
52.5, SD= 31.7) in NICU. The individual face-to-face interviews were audio-
recorded and lasted ~45min. No other person was present. The interview
consisted of 16 open-ended questions: seven questions on the fathers’
experiences of supporting their partners, hiding or sharing their worries,
emotional states and stress with them, feelings while observing maternal
caregiving, couple relationship during their preterm infant’s stay in the
NICU (findings from these questions are discussed in this study); three
background questions on their NICU experience; and six questions about
the fathers’ experiences with their preterm neonate(s), which were
reported in a separate peer-reviewed paper [29].

Self-report questionnaires. Thirdly, both fathers and mothers completed
(a) a questionnaire on socio-demographic information, (b) the Italian
version of the Center for Epidemiologic Studies Depression Scale (CED-S)
[30] to evaluate (roughly) depressive symptoms, and (c) the Italian version
of the Dyadic Adjustment Scale (DAS) [31] to evaluate the level of
satisfaction within the couple’s relationship. Data from all questionnaires
are presented in Table 1.

Ethical considerations. Ethical approval was granted by the Ethical
Committee for Clinical Trials of the Verona and Rovigo Provinces (reference
no. 569CESC). All participants provided written informed consent.

Data analysis
Qualitative analysis. Each interview was transcribed verbatim, and all
potential identifiers of person or place were anonymized. The interviewer
verified all transcripts by listening to the audio-recording and checking
their accuracy. At the end of each transcript, the interviewer added
information obtained through informal talks with the fathers during
participant observation in the NICU. Because this study aimed to
understand the participants’ lived experiences and how they made
sense of those experiences, a thematic content analysis [32] was applied
to the transcripts by two coders independent of the interviewer. The two
coders independently generated initial codes of interest from the
transcript of the first ten interviews. All codes were compared and
contrasted, and then examined and discussed with the involvement of
the first author so that potential themes could be identified. The
goodness of the themes was checked in relation to the initial codes. A
clear definition and a name for each theme were then generated. Then,
the coders analyzed the data within the defined themes. Data were
managed using NVivo 11 (QSR International, USA). Finally, the themes
emerging from the thematic content analysis of the interviews were
checked for consistency with the observations made during the
participant observation in NICU.

Quantitative analysis. A cluster analysis was applied to the themes that
emerged from the qualitative analysis of the fathers’ narratives to identify
possible profiles of fathers’ experiences with their partners after the
premature birth, during their infant’s stay in the NICU. The stability of the
identified clusters was verified by running the analysis several times with
records randomly sorted. Then, a set of simple categorical regressions with
optimal scaling (CATREG) was performed to examine any association
between “belonging to a given cluster” and “fathers’ and mothers’
characteristics” (see Table 1) as possible explanatory variables. All statistical
analyses were carried out using SPSS version 23.

Validity and reliability
A triangulation method was used in order to develop a comprehensive
understanding of the fathers’ experiences and to test validity [33].
Information from different sources was explored: the interviews which
were coded by independent coders, and the participant observation which
was conducted in the NICU by the main researcher. Inter-coder reliability
was calculated on 20% of the interviews: each time both of the two
independent coders attributed the same theme code—or did not attribute
any theme code—to the same sentence/paragraph of the transcript, it was
considered agreement; otherwise, it was considered disagreement. The
average agreement percentage was 85.
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RESULTS
Sample characteristics
Parents’ and infants’ characteristics are presented, respectively, in
Tables 1 and 2. The mean family socioeconomic status (SES) based
on the Pierrehumbert [34] four-point scoring system indicated‚ on
average‚ a middle-class family SES. Mothers’ mean CES-D score
suggested depressive symptoms and was higher than that of
fathers. Fathers’ and mothers’ DAS scores were consistent and
indicated high dyadic adjustment and absence of distress within
the couple relationship. No parent had prior experience of
children either admitted to NICU or affected by major health
problems.

Main themes identified from fathers’ interviews (aim 1)
Three main themes were identified. Table 3 provides illustrative
quotes for each theme that occurred. The quotes in Table 3 are
referred to by the father’s ID number in the text. The original
quotes were translated from Italian into English.

Support for mother
All the fathers mentioned that they had provided support to their
partner regardless of their worries about the infant’s medical
status. From the fathers’ statements, four subthemes emerged.

Putting mother’s and infant’s needs first. Seventeen fathers (85%)
said they had neglected or put aside their own needs for support
and relaxation to take care of their partner and infant (ID 5). When
the mother experienced postpartum complications (five cases),
fathers divided their worries and attentions almost equally
between partner and infant. These fathers spoke about the fear
of losing both partner and infant(s) and said they had been going
back and forth between them in the first hours and days after
birth (ID 16). In the other cases, fathers were more engaged with
the infant during the standard period of the mothers’ bed rest
consequent to cesarean section (ID 11). Four of these seventeen
fathers had revealed their own needs and worries to their partner
when the infant’s medical condition had improved and permission
to bring him/her home had been obtained (ID 7). The other fathers
had postponed this revelation after the baby’s discharge from the
NICU (ID 20). Only three fathers (15%) said they put their own
needs at the same level as their partner’s (ID 3).

Hiding worries and negative emotions. Eighteen fathers (90%)
said that from birth, in order to support their partner, they had
omitted to mention—and sometimes lied about—their worries
and fears about the infant’s health (ID 20). However, for four of
these fathers, their emotional experience was so intensethat they
broke down and cried in front of their partners during the
recovery period; two of them felt guilty because they thought this
behavior could burden the partner (ID 5). Only two fathers (10%)
reported having shared their negative feelings with their partner
from the beginning (ID 17).

Table 2. Infant characteristics.

Characteristics n (%)

Pregnancy

Singleton 12 (60%)

Twin (couples) 8 (40%)

Type of birth

Vaginal 1 (4%)

Cesarean 27 (96%)

Infant gender

Males 12 (42.9%)

Females 16 (57.1%)

M (SD)

Gestation at birth (weeks) 30+2 (3)

Range 23+4–33+5

Birth weight (kg) 1.389 (.455)

Range 0.610–2.185

Perinatal risk score (PERI)a 8.4 (6.2)

Range 1–21

Presence of major sequelae 17.9% (5)b

Length of NICU stay at the time of interview (days) 43.5c

Range 9–119
aThe perinatal risk score was calculated using the Perinatal Risk Inventory
(PERI; devised by Scheiner & Sexton, 1991 [56]).
b%(n).
cMedian.
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Table 3. Excerpts from the interviews with fathers (N= 20).

THEME ILLUSTRATIVE QUOTES (and father’s ID number)

Support for mother

Putting infant’s and mother’s needs first “I haven’t worried much about myself over the last period, I mean, if I am not at work I am here to be
close to my children, and even when I am home, where there are two small empty beds, my first
preoccupation is to try and support my wife” (ID 5).

“I was afraid of losing both my little baby and my wife because she too had had some [health] problems. I
spent those days going to see my wife on the lower floor and my child upstairs” (ID 16).

“Initially, the first two days, the attention was all on them, on their health, on their progress… I mean, I
was focused on them” (ID 11).

“Most of all because the father, in the children’s birth is basically not considered by anyone as a person
taking part in the trauma of birth, at least for what I have observed, in the sense that everyone you meet
asks how the baby is doing, how the mother is doing, but no one ever asks how the father is doing. The
dad needs to be supported, needs to unload, otherwise he experiences some difficulties… There is a
psychological trauma for the father too, I feel it and I have felt it directly… Indeed, I can even tell
everyone that it is the father who holds the psychological load, who [takes on] everything” (ID 3).

“Then I talked to my wife about this. After a month things had got better, the three of them were fine,
and I told her that it seemed to me she did not think I might have my needs too, and I told her ‘look, if
you don’t understand this the risk is that I can’t take it anymore’” (ID 7).

“I have supported and still support my wife because we are still not completely back to normal. Our
permanence in the neonatal intensive care unit is not over yet and I have to say that my wife starts
feeling the weight of these days which seem endless. We are near the end and so it is important for me to
be close to her, help her, support her, encourage her. I keep my needs to myself, we could say that in this
period my priorities are the three people I love the most: my children and my wife” (ID 20).

Suppression or hiding of worries, negative
emotions and needs

“I had my crises too, I had moments of discouragement or moments when I felt powerless, but I tried to
react, mostly for my wife’s sake, I absolutely could not show myself weak or discouraged to her, I have
always hidden my moments of weakness from her to encourage her, to support her, to let her regain her
good mood, her hopes, to reassure her that everything would be fine, that our children would be normal
and healthy like all the others” (ID 20).

“I was always telling my wife I was calm, that everything would be fine, I would not show my anxieties
and fears that [child’s name] would die. Only once did I burst out: we were home, when I entered the
bedroom she was watching a video of [child’s name] and when I saw his little face covered in tubes I
burst out crying. I later regretted it because I am afraid I charged her with yet another load rather than
support her” (ID 5).

“I think it is right to share everything about the little girl, starting from our emotions, both positive and
negative. If we are disheartened, we are disheartened together, and equally, we rejoice together” (ID 17).

Counteracting the sense of guilt “My girlfriend kept saying ‘I made him come to life too soon’ but I kept telling her ‘it wasn’t you, nature
wanted it to be like this, you did everything you could to prevent this from happening’” (ID 8).

“I had thoughts and feelings of guilt, I asked myself if I could do more or something different. Very simply,
I thought that instead of going to the amusement park with my son and pregnant wife I could have
stayed home… I still haven’t thought whether this would have changed anything, perhaps I am afraid of
thinking too much about it, because one blames oneself too much, even for something one is not
responsible for. I have been reassured by doctors and friends, and rationally I agree with them, but a
background noise still tells me that either I or my wife are responsible for this” (ID 15).

Fear that mother will reject the child “When she saw him, however, her reaction was positive, I was afraid it would be negative because of
what she had told me (the fear she would not feel him as her son) and because of the little tubes and
everything else, but I saw her smile instead. Not the first ten minutes, but then she reacted really well,
and this was a good thing, a very positive thing, I was very relieved” (ID 13).

“My wife has suffered and is still suffering very much, for several days she spent more time in the corridor
rather than in the [neonatal room] because she suffered too much when she saw him like that, sedated,
intubated… she couldn’t bear it. I told her that not feeling like seeing him was normal, that it was
because she loved him very much and seeing him like that was hard, but that little by little she would be
able to spend more time with him. But underneath I was afraid she couldn’t manage to be there. Luckily,
after a few days she slowly became able to spend more time with him, and I felt relieved, at least about
this” (ID 5).

“In the initial phase, when the mother rejected the baby and she was saying ‘take me away, I don’t want
to see him’ I was quite frightened because… my fear was that in the course of time she would reject him,
and I asked myself: ‘gosh, what will I do? What will happen to me?’. But then, seeing that she slowly
loosened up as days went by, I too regained more confidence and I became calmer” (ID 6).

Mother’s care for the infant

Observing mother engageed in caregiving “I am proud and happy to have a wife who knows how to be a mother, this makes me calm” (ID 1).

“When I saw her change the nappy I felt extremely happy, because I saw my wife’s glistening eyes while
she was changing her own girls, who were born after endless sacrifices. I always have to go back to the
fact that it was a difficult pregnancy, there is happiness now, knowing what has happened before. This
could seem banal or stupid, but having had a difficult pregnancy, seeing my wife changing the nappies of
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Counteracting the sense of guilt. Seven fathers (35%) reported
that their partners felt they were responsible for the infant’s
preterm birth and/or had feelings of failure about it, and that they
had tried to argue that there was no fault involved (ID 8).
However, two of these fathers shared their partners’ sense of
responsibility and/or failure: in one case, this was related to the
feeling they had transmitted a genetic defect; in the other case, it
was related to the feeling that the mother had not rested enough
during pregnancy. In both cases, the sense of responsibility was
believed to be irrational (ID 15).

Fear that the mother would reject the child. Five fathers (25%) said
that, initially, their partners expressed the fear of not being able to
look at their preterm infant or not recognizing him/her as her
child. The fathers’ common response was twofold: fear, and asking
themselves what they could do if she did reject the preterm infant.
In two cases, the fear vanished as soon as the mother saw the
infant (ID 13). In the three cases in which mothers had refused,
initially (1–5 days), to spend time with their infant, the fathers said
they had tried to reassure their partner about her reaction and
never forced her to see the infant (ID 5). Once the infant’s medical
condition improved, these fathers felt relieved of the enormous
weight of coping alone and felt more relaxed and confident about
the future (ID 6).

Mother’s care for the infant
Observing mother engaged in caregiving. Nineteen fathers (95%)
experienced positive feelings (joy, tenderness, pride, and serenity)
when seeing their partner caring for the infant (ID 1). Only one

father reported feeling less joyful because of the hospital situation.
For all the fathers, the positive feelings were heightened by their
awareness of the risks, difficulties and worries about their infant’s
health (ID 9). These positive feelings were not weakened by any
awkwardness or sense of fault that emerged during their partner’s
caregiving (ID 3). Ten fathers (50%) also said that watching their
partner engaged in caregiving routine had represented a sort of
return to normality, the achievement of a condition of complete-
ness in which they felt they were now a “normal” family (ID 15).

Mother has “something extra”. Six fathers (30%) explicitly said
that their partner had “something extra” in caring for the infant (ID
7) and described a special bond between mother and infant, a
bond built during pregnancy, “when the baby was in her mother’s
belly”. One of these fathers reported that it was more beautiful for
him to see the mother, rather than himself, holding their son (ID
7). Four fathers, though, described themselves as directly involved
in caregiving equally with the mother (ID 16), explaining that
saying “mother has something extra” did not mean that they
perceived themselves as less necessary for the infant’s develop-
ment or less involved than the mother, but that parents may have
different roles.

Couple relationship
Participants spoke about their relationship with their partner.

Collaboration. Nineteen fathers (95%) reported that their colla-
boration with their partner on the division of roles and tasks
between them was good (ID 15).

Table 3 continued

THEME ILLUSTRATIVE QUOTES (and father’s ID number)
babies who, according to some doctors, mightn’t even have been born, there is always joy. Joy for
everything, from breastfeeding to bottle-feeding” (ID 9).

“I was pleased because I saw that, after all, even if she had same difficulties that I had when it was the first
time for me to do several things, ‘she could finally take care of our children’” (ID 3).

“It was almost normal to see my wife take care of [child’s name] but not a banal normality, a normality
that relieved me in the sense that ‘she was changing our girl’s nappy, after all that we have been through,
we are feeding her’” (ID 15).

Mother has “something extra” “Mums are a different thing, you must be a bit blind not to see it, and I think you can see it here. It is not
only the man’s awkwardness compared to their almost natural spontaneity; I say almost because this is
not a natural context for the ladies, but these babies are part of them, and you can see it… it is more
beautiful to see your wife holding your baby than to think of yourself holding this bundle” (ID 7).

“We are a team, so one can do something and at the same time the other does something else. If she
needed to take her coffee I would stay and do what was needed, and vice versa. She comes here more
often, meaning every day, because I need to work, but we see ourselves as a team, so either one or the
other does it” (ID 16).

Couple relationship

Collaboration “My wife is excellent with the girl, so we preferred to maintain this balance, and not to interrupt
something that was working well. So, in this period I took care of the family, in the sense that I kept the
group together, because we have another girl and I went to take her from school, I cooked for her, I did
the shopping etc. My wife took more care of [child’s name] instead, because she showed to be more able
than me from this point of view. In my opinion, if we both concentrated on the same aspect we would
risk losing our family balance, this is how we felt like doing” (ID 15).

Bond “If I have to think today of how we were before, we are certainly closer one to the other, you can see now
that we are a family, while before everyone could go and mind his or her own business, but now we are a
family. But for me nothing would have changed even if they were born exactly on the ninth month”
(ID 14).

“We have always been united, we are as close as we used to be, no more no less” (ID 2).

“The situation as a couple is very difficult, you have to handle it in a certain way… paying attention to
everything, to how you speak, because of this particular period and because it is very critical. Tension is
extremely high, and consequently you can have a bit of confrontation, to put it like this. We also need to
carry on with our relationship as a couple and everything else, but it is very difficult, extremely difficult to
manage all the other nuances of a normal life when you have a situation of this kind, and so it is not easy”
(ID 18).
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Bond. Twelve fathers (60%) felt that the couple’s bond had been
strengthened by the experience of the preterm birth and the stay
in the NICU. However, these fathers did not exclude the possibility
that this strengthening would have happened with a full-term
birth (ID 14). Seven fathers felt no differences between the
couple’s bond before and after the preterm birth (ID 2). The
remaining father experienced a deterioration of the couple’s bond
(ID 18); it should be noted, however, that in this case the
newborn’s medical condition was extremely critical.

Clusters of fathers’ partnership experiences (aim 2)
Cluster analysis applied to themes that emerged from the
qualitative analysis of the interviews identified three clusters of
fathers based on their partnership experience; we named these
clusters “Protective partners” (10 fathers), “Defended partners” (7
fathers) and “Sharing partners” (3 fathers). Clusters were
characterized by the following predictors (in order of importance):
(1) putting mother’s needs first (1.00); (2) couple bond strength-
ened by the preterm birth (0.64); (3) hiding worries and negative
emotions (0.63); (4) strong emotional stress (which combines the
subthemes “counteracting the sense of guilt” and “fear that
mother will reject the child”) (0.32). Only the feeling of being “back
to normality” while observing the mother engaged in caregiving
did not distinguish any cluster (0.02).
The “protective partners” omitted to mention their own worries

and fears about the infant’s health and sometimes lied about
them, and neglected or put aside their own needs for support in
order to take care of their partner. Their couple bond was
strengthened by the difficult emotional experience of the preterm
birth and the subsequent stay in the NICU. These fathers may or
may not have experienced strong emotional stress due to their
own or their partners’ sense of responsibility and/or failure for the
preterm birth.
Similarly, the “defended partners” neglected or put aside their

worries and fears about the infant’s health and their own
emotional needs in order to support their partner. However,
unlike fathers in the first cluster, they experienced no differences
in the couple bond after the preterm birth or a bond weakening in
front of the difficulties of the NICU experience. Furthermore, the
majority of these fathers did not report having experienced any
strong emotional stress. Although both “protective” and
“defended” fathers shared little of their negative feelings with
their partners, the “defended” ones appeared to do this at the cost
of weakening the bond with their partners, suggesting that the
absence of sharing in this cluster was driven by self-defense and
self-protection from negative emotions.
In contrast, the “sharing partners” experienced strong emo-

tional stress and put their own needs and worries at the same
level as their partner’s. Indeed, most of them shared their
emotional states with their partner during the NICU stay, and
this sharing contributed to strengthening the bond
between them.
Then, a set of simple categorical regressions with optimal

scaling was applied in order to examine the relationship between
belonging to one of the three clusters as the response variable
and both fathers’ and mothers’ characteristics, including the family
SES and being first-time parents (see Table 1), as well as the
infant’s perinatal risk score (Table 2), as possible explanatory
variables. The regression analysis showed that belonging to a
given cluster of fathers’ partnership experiences during the
preterm infant’s stay in the NICU was significantly associated with
the fathers’ marital satisfaction (80 and 100% above the DAS cut-
off in “protective partners” and “sharing partners” clusters,
respectively, but only 43% above the cut-off in “defended
partners” cluster; β= 0.459, F(1)= 5.51, p= 0.031). No associations
were found between belonging to any of the three clusters and
any other variables explored.

DISCUSSION
This study had two aims: (1) to explore fathers’ experiences of
supporting their partner and of their relationship with their
partner during their preterm infant’s stay in the NICU, and (2) to
assess whether different profiles of the fathers’ partnership
experience could be identified from their interviews and
eventually associated with any characteristics of the fathers and/
or their partners. The results are very interesting and add to the
still scant literature on fathers’ experiences during their preterm
infants’ hospitalization in the NICU. However, our findings are from
one level III NICU located in Northern Italy and focused on a
specific population (i.e., preterm infants in typical Italian nuclear
families defined by a heterosexual parental couple); hence they
might not be generalizable to other settings or populations.
Most of the fathers interviewed believed they had the role of

protecting both the preterm infant and the mother, looking after
the family’s best interests; however, at the same time, they felt
that they themselves needed support. This finding is consistent
with previous studies [21, 35–38]. When the mothers presented
severe postpartum complications, the fathers were almost equally
concerned about mother and infant, which contrasts with a
Norwegian study [21] where the fathers were more concerned
about the mother. However, this might be explained by the fact
that in the Norwegian study, the interviews were performed
between 1 and 6 months after discharge from the NICU, which is
when infants were no longer at medical risk. In addition, possible
variations in family culture between the countries might have
contributed to the different finding.
The fathers’ most common way of protecting their partners from

further upheavals was to avoid showing—and, in some cases, to
hide—their own worries and feelings. However, all the fathers’
reports suggest that, behind their idealized role as the protector of
their partner, they might be hiding the deployment of defense
mechanisms protecting themselves from the reality of their own
inner experience. Indeed, we hypothesize that the fathers belong-
ing to the “defended partners” cluster were driven by defenses
against their worries and negative emotional states and stress,
whereas the “protective partners” were motivated by more purely
altruistic reasons. It follows that the real magnitude of the paternal
distress tends to be invisible not only to the partner and the NICU
staff, which is consistent with previous studies [21, 39, 40], but also
to the fathers themselves.
Several studies [41–43] have shown mothers’ feelings of guilt

and continual questioning of whether they could have prevented
the preterm birth. Some studies [44–46] have also revealed
maternal rejection of the infant. Similarly, about a third of our
participants reported these experiences on the part of their
partners, and that they tried to offer verbal reassurance and foster
the establishment of the mother–infant bond. We found that
observing the partner engaged in daily care routine for the infant
is important to fathers. They reported feeling satisfaction in being
involved in their infant’s care but also being happy to step
backand leave room for the partner’s caregiving and emotional
closeness to the infant.
Concerning the couple relationship, the fact that the degree of

collaboration between partners in the division of infant-care tasks
was regarded as good regardless of the quality of the couple bond
suggests that both parents put the baby’s wellbeing first.
Furthermore, in line with the studies on the couple relationship
after the death of a child [47, 48], our results suggest that preterm
birth can influence the couple relationship both positively and
negatively. Interestingly, marital satisfaction was the only expla-
natory variable for the fathers’ belonging to one of the three
identified clusters. The significant association between the level of
marital satisfaction and the different clusters allow us to
hypothesize that the quality of the couple relationship plays a
crucial role in increasing the fathers’ emotional awareness (which
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seems to be higher in the “protective partners” and “sharing
partners” clusters), and, probably, vice versa.
Previous studies [21, 38, 39, 49] have found that fathers try to

protect themselves and their partners from the emotional impact
of becoming a parent in a NICU by adopting stereotypical
masculine behaviors and emotional inexpression or withdrawal.
Our results, showing that the father’s needs, feelings, and
difficulties are often hidden and silent, are partially consistent
with the previous ones, but our findings also show that keeping
feelings silent demands a great deal of both physical and
emotional energy. So much that three participants were crying
during the interview, and they took some time to recover fully
before rejoining their partners. The fathers’ emotional illness is
more difficult to acknowledge than that of the mothers. All the
fathers reported spontaneously that speaking about their feelings
and worries was a positive experience, with possible beneficial
effects after the interview. For example, two of them mentioned
the improvement of the quality of their father–infant interaction,
and another reported an increase in the time spent in the NICU.
We might, therefore, regard interviews with fathers as a routine
assessment tool for reviewing the emotional health of fathers of
preterm infants admitted to a NICU, in line with other research
[50]. Better emotional conditions in fathers maypositively influ-
ence both the support provided to their partners and their
involvement with the infant. It may here be mentioned that the
Italian government has a national paid leave policy whereby
employed new mothers are entitled to have twenty weeks of
leave at 80% of their salary along with guaranteed job security.
Fathers are eligible for the same paid leave if the mother is not
available due to abandonment, illness, or death. None of the
fathers in our study took a paid leave.
Furthermore, it should be noted that the mean CES-D score

for fathers was 14.9 (SD= 7.7), which indicates that they, unlike
mothers, did not show depressive symptoms to a significant
extent. We believe that this reinforces the value of the themes
that emerged from the interviews because such themes seem
not to be dictated by negative emotional states. Fathers did not
experience the trauma of the preterm birth in their bodies and
were less physically close to the preterm infants in the
immediate postpartum period. These factors might contribute
to a possible greater “psychological distance” in fathers.
Nevertheless, it is also possible that for a subsample of fathers,
those in the “defended partners” cluster, some depressive
thoughts were inhibited by a predominant pattern of defense
mechanisms. In addition, some recent studies have suggested
that depressive symptoms in men may be milder and less clearly
defined than in women [51, 52].
Finally, the present study was conducted before the COVID-19

pandemic, which has been disrupting Italian perinatal health
services [53] and psychiatric and psychological intervention
services [54]. Concerning the NICU, family-centered care is
challenged by the ongoing global health emergency, and adverse
effects often experienced by parents following a preterm infant’s
hospitalization can be more severe and long-lasting because of a
cumulative effect [13]. Hence, nowadays, the fathers’ experiences
of supporting their partners during their child’s stay in the NICU
might differ.

Limitations and strengths
Our study has a number of limitations. First, it is based primarily on
fathers’ self-reports, which might reflect neither the actual support
they gave to their partners nor their partners’ perception of the
support received from the fathers. This potential problem is
reduced by the fact that ethnographic observations in the NICU
are broadly consistent with the information provided by the
fathers. Second, since note-taking during participant observation
in the NICU would be disruptive for fathers’ spontaneous

behaviors, field notes were written up as soon as possible after
the periods of observation. This entailed the risk of forgetting or
confusing meaningful episodes and, more generally, a potential
decrease in the quality of the notes. Third, the self-selection of
fathers who agreed to be interviewed could introduce a bias in the
themes that emerged from the interviews. In this regard, however,
it is important to note that more than three-quarters of fathers
agreed to be interviewed. Fourth, the timing of the interview in
relation to the infant’s NICU stay was quite variable, and this could
have influenced our findings. Finally, the findings may not be
generalizable to other preterm fathers, whose experiences may
differ along cultural lines [55] or as a function of the NICU staff
attitudes and visiting policies.
Our study also has a number of advantages: (a) its use of a

multi-method approach; (b) its use of a male interviewer (fathers
prefer to talk to a male researcher or health care provider) [49] not
associated with the hospital, because this may allow more open
and honest responses [22]; (c) a larger sample size than in other
studies based on in-depth interviews [18]; and (d) its implications
for family support in the NICU (cf. Conclusion).

CONCLUSION
This study makes an original contribution to the scant literature on
psychological aspects of fathers of premature infants. Our findings
may help healthcare professionals to better understand the
fathers’ experiences of supporting their partners during their
preterm infant’s stay in the NICU, showing that the magnitude of
the preterm fathers’ distress and their need to be supported tend
to be hidden. Thus, our findings suggest that it is vital to provide
these fathers with specific psychological support and that
interviews may be profitably used as a routine tool to this aim.
Supporting fathers may improve their emotional states and their
involvement in infant care in the NICU, hence be beneficial to
mothers and infants. Additionally, our study highlights the need
for regular and direct observation of fathers’ interactions with their
partner as an assessment for understanding the degree of their
ability to take care of themselves and their loved ones. Future
research must continue to explore the couple relationship
between fathers and mothers of preterm infants, as this appears
to be a crucial factor for the health status of preterm parents.
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