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When the baby is premature: experiences of parenthood and getting support
via videoconferencing
Birgitta Lindberg, Division of Nursing, Department of Health Science, Luleå University of
Technology, Luleå, Sweden
ABSTRACT
The overall aim of this doctoral thesis was to describe parents’ experiences of having an infant
born prematurely and experiences on the use of real-time videoconferencing in providing
support to parents of preterm born infants at home. A descriptive qualitative method was
chosen to achieve the overall goal of this thesis. Qualitative research interviews were used for
data collection and qualitative content analysis was used for data analysis. All studies included in
this thesis were conducted in collaboration with a neonatal intensive care unit (NICU) in the
northern part of Sweden.
This thesis describes parents’ reaction to the preterm birth as unexpected; they were not
ready or prepared for it. The initial time after the birth felt surreal and it was hard to feel like a
mother or a father. Parenting was experienced with anxiety as well as with a lot of stressors.
Parents were unacquainted with and had a great need for knowledge about preterm birth. The
lack of knowledge was straining, as parents wanted to understand what was happening. Parents
were worried about the infant getting ill, injured, and being affected for life, or not even
surviving. Being close to their infant was vital. Fathers also wanted to be with their partner as
they were protective over both mother and infant. The preterm birth made it possible for
fathers to spend time with their infant and they thought that they had a stronger bond with
their baby compared with those who had full-term children.
Taking their infant home was experienced with mixed feelings, but this made it possible for
the whole family to be together. The experience with most staff was regarded as positive as
parents felt they were well treated. The opposite was also described̛not being involved in the
infant’s care and in making decisions to the extent that they wanted. To be able to cope and
feel confidence about caring for their infants, parents needed support, both at the NICU and
after going home. Parents must be given the opportunity to share their experiences of having
an infant born prematurely with others, especially the partner, nursing staff, and parents with
children born prematurely.
Having access to staff at all hours by videoconferencing was supportive and gave parents
confidence in their new situation. However, the need to control the use of videoconferencing
was expressed. The videoconference meetings were comparable with the meetings parents and
certified pediatric nurses (CPNs) had at the NICU. Videoconferencing enabled CPNs to meet
the whole family and to assess the overall situation at home; security could be provided to the
family. The use of the equipment made them reflect on continuing and developing the use of
videoconferencing, but it takes time to implement changes. Videoconferencing can be a way
to offer support to families after bringing their preterm infant home. This implies a change in
traditional nursing care in order to avail of perceived benefits using technology.
The results in this thesis have implications for nursing staff meeting families with a child born
prematurely as well as for parents with prematurely born infants. Understanding the specific
needs of parents is of outmost importance for nursing staff to enable them to provide support
and facilitate parenting. Meeting parents with openness and listening to their experiences can
help them both as individuals and as a whole family.
Keywords: prematurely born, premature, preterm, infant, parents, parenthood, mothers,
fathers, pediatric nurses, neonatal nursing, NICU, videoconferencing, e-health, support,
interviews, qualitative content analysis
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DEFINITIONS AND ABBREVIATIONS
Premature

Refers to something that occurs prior to the expected
or normal time.

Preterm/prematurely The birth of an infant occurring earlier than 37
born
completed weeks of pregnancy (WHO [World Health
Organization], 2004).
Very preterm infants

Born before 32 weeks’ gestation (Tucker & McGuire,
2004).

Extremely preterm
infants

Born before 28 weeks’ gestation (Tucker & McGuire,
2004).

Term

Born from 37 to less than 42 completed weeks (259 to
293 days) (WHO, 2004).

Gestational age

The duration of gestation is measured from the first
day of the last normal menstrual period. Gestational
age is expressed in completed days or completed weeks
(e.g. events occurring 280 to 286 days after the onset
of the normal menstrual period are considered to have
occurred at 40 weeks of gestation) (WHO, 2004).

CPN

Certified Pediatric Nurse. A registered nurse with a
certificate in pediatric nursing.

ICT

Information and Communication Technology.

KMC

Kangaroo Mother Care.

NICU

Neonatal Intensive Care Unit.

NIDCAP

Newborn Individualized Developmental Care and
Assessment Program.
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INTRODUCTION
This doctoral thesis focuses on the experiences of having an infant born
prematurely, as viewed from parents’ perspective (I-III). It also focuses on
experiences on the use of real-time videoconferencing between families of
preterm born infants at home and the neonatal intensive care unit (NICU), from
the perspective of parents (IV) and certified pediatric nurses (CPNs) (V).
Although there are similarities between having a term and a preterm infant, there
are also differences that are critical to describe. On basis of my knowledge of the
existing field of research and as a specialist in pediatric nursing with experience
working within the field of neonatal care, my belief is that deepening the
understanding about the specific experiences of parents of preterm infants is
crucial in determining the best care and support that they need. To reach the
overall aim as well as aims in each study, a qualitative descriptive design was used
to describe and increase the knowledge for better understanding of parents of
preterm born and thereby improve nursing care.

Prematurely born infants and their parents
Babies born earlier than 37 completed weeks of pregnancy are defined
“premature” (WHO, 2004). According to Behrman and Stith Butler (2006)
premature born children are at greater risk for a variety of health and
developmental problems that arise as newborn health complications, with some
leading to lifetime disabilities. The infants’ organs may not be mature enough to
function without special help. Therefore, many premature infants require care at
a neonatal unit, for weeks or sometimes months, with specialized medical and
nursing staff and equipment that can deal with problems faced by premature
infants.
Having a preterm infant often means the acute termination of the pregnancy at a
time when parents are not prepared for the childbirth (Affonso et al., 1992;
Jackson, Ternestedt & Schollin, 2003; Leonard & Mayers, 2008; SydnorGreenberg & Dokken, 2000). Couples who make preparations for the realities of
life with a new child and adapt to the changes that will occur, create conditions
for growing a healthier relationship (Brotherson, 2007), but preterm birth means
not having the time to get ready. Parents are exposed to a lot of strain and having
an infant born preterm makes it more complicated (Behrman & Stith Butler,
2006; Broedsgaard & Wagner, 2005). It may take longer for parents to adjust to
the demands of a preterm birth and it is therefore important to improve support
given to these families even after hospital discharge (Hummel, 2003). Providing
competent and sensitive nursing care to the infant as well as emotional support,
attention, encouragement, and respect for parents (Wereszczak, Miles &
Holditch-Davis, 1997) and assuring them that their infant is getting the best care
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possible, are vital (Ward, 2001). Interaction with parents can be the most
challenging part of nurses’ job at a NICU (Fegran & Helseth, 2008).
Premature birth and care of the infant
The rate of preterm birth in Europe and most other developed countries are
generally 5-9%; the rate has increased in many locations (Goldenberg, Culhane,
Iams & Romero, 2008). About 6 percent of all pregnancies end preterm in
Sweden (Socialstyrelsen, 2009). Several factors such as multiple births, greater use
of assisted reproduction techniques, and more obstetrics interventions have
contributed to the overall rise in the incidence of preterm birth. Most of the
preterm births follow spontaneous, unexplained preterm labor, or spontaneous
preterm labor rupture of the amniotic membranes. A history of preterm birth or
poor socioeconomic background of the mother is the most important predictor
of spontaneous preterm delivery (Johansson, 2008; Tucker & McGuire, 2004).
Maternal or fetal complications of pregnancy cause about 15–25% of preterm
birth (Tucker & McGuire, 2004).
Neonatal care: A developing area of specialization
Neonatalogy is a specialization that provides care for sick and premature infants.
Historically, the care of prematurely born infant is a rather new medical specialty
compared to other areas, but in recent decades, neonatal care has been
developing strongly (Davis, Mohay & Edwards, 2003). Advances in technology
and medical management have resulted in increasing survival rates even for
extremely preterm infants and the decline in neonatal mortality has been
attributed to the improvements in neonatal care (Hack & Fanaroff, 1999;
Richardson et al., 1998; Rozé & Bréart, 2004; Socialstyrelsen, 2004; Stoelhorst et
al., 2005). The advances such as high frequency oscillation and new ways of
treatment, administration of glucocorticosteroids antenatally and surfactant
therapy has resulted in improved outcome for infants (Rijken et al., 2003;
Stoelhorst et al., 2005). Since 1995, no additional improvements in mortality and
morbidity have been seen, ending a decade-long trend of improving outcomes
for very low birth weight infants (Horbar et al., 2002).
According to Rozé and Bréart (2004) it does not seem likely that the progress
made over the last 15 years will be observed in the next 10 years. While the
improvement in mortality rate will stabilize, the limit of viability will not change.
Progress in the quality of neonatal and post discharge care must be the goal to
improve the long-term outcome of very preterm infants. Nevertheless, advances
in technology and medical management, and nursing care are conditions for
survival and decreased risk of lasting injuries for infants born preterm
(Socialstyrelsen, 2004).
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Optimal care technology and medical management must be combined with
advanced nursing care. Being skillful as a professional means having medicaltechnical skills as well as nursing skills (Wigert, Hellström & Berg, 2008).
Neonatal nursing has undergone remarkable changes in the past years. Neonatal
nurses have become more cognizant of more immature infants and their
associated problems. They also have more knowledge of the impact the NICU
environment has on the infants. All of these changes are impacting parents and
nurses; thereby they both gain by coping with these changes (Betz & Kenner,
1998). Newborn Individualized Developmental Care and Assessment Program
(NIDCAP) is a program that takes a comprehensive approach to care that is
developmentally supportive and individualized to an infant's needs and level of
stability. Using a detailed observational tool, an infant's behavioral patterns can be
interpreted as steady and relaxed, or as representing stress or discomfort with
aspects of the care environment, including light, sound, human touch and parent
engagement. By observing and then interpreting behaviors of infants and
reactions to the care they receive, developmental care plans can be created with
the caregiving team that best support infants in the newborn intensive care
environment (Als et al., 1986). NIDCAP is premised on the recognition that a
premature infant needs a great deal of support and a specially designed
environment to thrive and develop in the best way possible. NIDCAP is a shift
in the medical practice from a profession-centered approach to an approach
involving shared decision making and responsibility in care giving. This shared
approach is also seen to contribute to the improvement in parents’ perceived
support and satisfaction (Wielenga, Smit & Unk, 2006). An important objective
of the NIDCAP is to help all the caregiver, including parents, to become more
sensitive and responsive to the infants cues, thus enhancing mutual interactions
(Kleberg, Westrup, Stjernqvist & Lagercrantz, 2002; Sizun & Westrup, 2004).
This indicate the value of Kangaroo mother care (KMC), which is care of
preterm infants carried skin-to-skin with parents, a method easy to use to
promote the health and well-being of infants (WHO, 2003). KMC offers a wide
range of benefits for the infants and the parents, as psychological, physiological,
clinical and cost benefits (Hall & Kirsten, 2008), and is an effective way to meet
baby’s needs for warmth, breastfeeding, protection from infection, stimulation,
safety and love (WHO, 2003).
Preterm born children’s life and health
Even as the number of surviving preterm born infants has increased, nonetheless,
increased numbers of morbidity and disability have also been observed (Rijken et
al., 2003; Saigal & Doyle, 2008; Stoelhorst et al., 2005). Still, the vast majority of
all preterm infants is free from major disabilities and will probably live fairly
normal lives (Hack & Fanaroff, 2000). However, mortality and morbidity
remains high for the smallest infants (Lemons et al., 2001), where a progressive
increase in illness has been observed to develop in very low birth weight infants
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over time (Paul et al., 2006). This is contrary to reports that the improvement in
survival is not associated with an increase in major morbidities (Lemons et al.,
2001). On the other hand, preterm infants born at or after 32 weeks’ gestation
have comparable outcomes with infants born to term (Tucker & McGuire,
2004), on the condition that they get advanced medical, technical and nursing
care.
Prematurely born infants can have a wide range of physical and developmental
outcomes, the most serious problems occur in very preterm infants born before
32 weeks’ gestation and particularly with the extremely preterm infants born
before 28 weeks’ gestation (Tucker & McGuire, 2004). Children born preterm
are at increased risk for newborn health complications, and lasting disabilities,
such as cerebral palsy, lung and gastrointestinal problems, mental retardation,
vision and hearing loss, and even death (Behrman & Stith Butler, 2006). The
preterm baby’s health and quality of life depends on an optimal home
environment with parents who can effectively respond to the infant’s needs.
Intensive caring by the preterm infant’s family through strategies that reduce
family stress and foster optimal coping helps to ensure the preterm infant’s longterm development (Howland, 2007).
In short, research shows that the number of surviving preterm birth has increased.
For optimal care, technical and medical management must be combined with
advanced nursing care. These are conditions for survival and for decreased risk of
long-lasting injuries to preterm infants. For the best interest of the child, parents
must be considered important sources of the best possible care.
Parenthood
With premature birth, parents deal with all the issues confronted by parents with
any child, along with specific issues related to their preterm born infant (Stern &
Bruschweiler-Stern, 1998). Knowledge about parenthood in general, is
significant to have in understanding the parents of premature infant, from a
broader perspective. The birth of an infant is a developmental stage of the family
life cycle associated with changes and challenges (Deave, Johnson & Ingram,
2008; McCourt, 2006) from the stress (Priel & Besser, 2002; Stephenson, 1999)
and the joy of parenthood (McCourt, 2006). The moment an infant is born, a
new relationship is created between the man and the woman: the parent relation,
which results in changes in their previous relationship as a couple (Barclay &
Lupton, 1999; Delmore-Ko, Pancer, Hunsberger & Pratt, 2000; Martell, 2001).
Nothing changes a person’s life and a couple’s relationship like bringing a child
into the world (Brotherson, 2007). Becoming a parent can cause anxiety because
of the change of one’s role from being a non-parent and being responsible only
for one’s self to that of being responsible for caring for the infant (Leahy Warren,
2005). Being a parent is a time of major adjustment and major life changes, as
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they have to alter their lifestyle and relationships to accommodate a new family
member (McCourt, 2006). This period may be described as living in a new and
overwhelming world (Nyström & Öhrling, 2004).
Transition to parenthood is well studied and it is one of the most common
developmental crises (Schumacher & Meleis, 1994). With the everyday life
changes, parents have less time for each other and feel less free as individuals.
With the baby as the focus of attention, parents have positive feelings about and
experience pride over being a parent (Ahlborg & Strandmark, 2001). Parents’
reports of marital satisfaction were strongly related to each other, suggesting that
mothers and fathers viewed their relation in similar ways (Elek, Hudson &
Bouffard, 2003). A study (Delmore-Ko et al., 2000) has shown that both men
and women experience less satisfaction with the quality of their marital
relationship. Deave et al. (2008) stress the importance of being prepared for
changes in their relationship, as parents experience the paucity of preparation for
parenthood. Nevertheless, while men and women cope with parenthood in
different ways (Hudson, Elek & Fleck, 2001; Matthey, Barnett, Ungerer &
Waters, 2000; Nyström & Öhrling, 2004; White, Wilson, Elander & Persson,
1999), there are also many similarities (Delmore-Ko et al., 2000).
Elek, Hudson and Fleck (2002) found that majority of couples experience
increased fatigue and decreased marital satisfaction following the birth of their
child. Matthey et al. (2000) found that fathers have lower rates of clinically
significant distress or depression than mothers in the first postpartum year,
although the authors of the study indicate the findings to be preliminary. A
healthy transition to parenthood is a key health promotion issue with prospective
parents. Stability in family dynamics across the transition to parenthood is a sign
that most families can negotiate parenthood without difficulty (White et al.,
1999). Also, after the arrival of the baby, family relations with their own parents
and families of origin increased (Premberg, Hellström & Berg, 2008).
Fatherhood
New fatherhood is a time of great change, stress and transition. Nevertheless,
there are a few studies on the impact of new fatherhood and limited
understanding of the fathers’ perspectives of their experiences (St John, Cameron
& McVeigh, 2005). During the past decades, fatherhood has changed in many
ways, as fathers and children interact more with each other (Plantin, 2001;
Pruett, 1998). Fathers in Sweden nowadays take an active part in caring for their
children (Fägerskiöld, 2006).
Depending on the relations and circumstances affecting family life, men are
greatly influenced in their construction of fatherhood (Plantin, 2001). Although
fathers were excited, they felt unprepared for becoming a father, feelings of being
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a bystander and apprehension about caring for the baby was experienced (Deave
& Johnson, 2008). One reason why men felt ill-prepared was that most of the
focus was on the delivery and on the woman (Barclay, Donovan & Genovese,
1996; Fägerskiöld, 2008; Premberg et al., 2008). First-time fathers experience a
change of life; men leave the bachelor’s life and become responsible for a child.
Their relations to their partner also undergo changes; men often experience a
deeper relationship (Fägerskiöld, 2008; Premberg et al., 2008). Nyström and
Öhrling (2004) show that while fathers describe feelings of confidence both as a
father and as a partner, they also feel the strain in trying to live up to new
demands. As described by Draper (2003) immediately after delivery, many fathers
experience a kind of dislocation between two worlds, the new or sacred world
which now included the new baby, and the old or profane world which did not.
First-time fathers were concerned with their new role as a father, their new
dynamics with their partner and their new identity as men (Barclay et al., 1996).
Motherhood
According to Mercer (2004; 2006), four stages of the process of becoming a
mother have been identified in nursing research reports. The first stage involves
commitment, attachment, and preparation for an infant during pregnancy. The
second stage is acquantance with increasing attachment to the infant, learning
how to care for the infant, and physical restoration during the early weeks
following birth. The third stage is moving toward a new normal in the first 4
months. The last stage is achievement of a maternal identity around the 4th
month. According to Martell (2001), women experience the early postpartum
period as ‘heading toward the new normal’ where they began to reorganize their
lives and orient themselves as mothers during the 3 weeks following birth.
A woman establishes her maternal identity as she becomes a mother through her
commitment to and involvement in defining her new self. Maternal personality
continues to evolve as the child’s developmental challenges and life realities lead
to disruptions in the mother’s feelings of competence and self-confidence
(Mercer, 2004). According to Martell (2001), it is a challenge for a mother to
develop confidence in caring for her infant without assistance, and she could feel
very anxious about being alone with her newborn infant. Indeed, a much higher
percentage of women than men were fearful about parenthood (Delmore-Ko et
al., 2000). On the other hand, women had more self-efficacy than men in
relation to infant care task, and more satifaction with parenting during the first
four months after childbirth (Hudson et al., 2001). Börjesson, Paperin and Lindell
(2004) emphasizes the importance of affirmation in the mothering role, where
social support is the most important factor influencing maternal role development
in a childbearing woman (Emmanuel, Creedy, St John, Gamble & Brown, 2008).
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In short, becoming a parent is a major transition, which implies new or changed
relationship and new roles for both mother and the father. Even with premature
birth, parent deals with all other concerns families with any child are confronted.
Mothers and fathers experience parenthood differently; further understanding is
deemed necessary. Therefore, knowledge about parenthood is vital to
understanding parents of prematurely born infants in a wider context.
Parents’ experiences of preterm born infants
The birth of a child causes anxiety, and having to cope with a premature birth
makes it much more difficult (Behrman & Stith Butler, 2006; Broedsgaard &
Wagner, 2005). The transition to parenthood may be strained by the preterm
birth (Rimmerman & Sheran, 2001). Parenting a small, critically ill newborn can
be described as like being in an alien world, one that is filled with suffering and
concerns, and where parents try to cope through presence, vigilance and hope
(Hall, 2005). Even if the parents are experienced and have other children, it is a
new and frightening situation (Sydnor-Greenberg & Dokken, 2000). Parents are
not prepared psychologically, physically and emotionally for having a prematurely
born infant and becoming a parent is hard to understand, because everything
happens so fast and unexpectedly (Affonso et al., 1992; Jackson et al., 2003;
Padden & Glenn, 1997). Preterm birth means terminating the pregnancy, at a
time when the parents are not yet prepared for the birth (Sydnor-Greenberg &
Dokken, 2000). Thus, they can feel a sense of failure because of not being able to
complete the pregnancy (Griffin, Wishba & Kavanaugh, 1998).
The birth of a premature infant means loss of the “ideal” baby (SydnorGreenberg & Dokken, 2000) and parents can also feel loss of the anticipated
delivery of a healthy infant (Bruschweiler-Stern, 1998). The preterm infants’
appearance and behavioral alteration can be experienced as a strain for the parents
(Bass, 1991; Franck, Cox, Allen & Winter, 2005; Hughes, McCollum, Sheftel &
Sanchez, 1994; Miles, 1989; Perehudoff, 1990; Shields-Poe & Pinelli, 1997).
Further, parents can experience uncertainty in their children's survival and
outcomes (Holditch-Davis & Miles, 2000; Jackson et al., 2003; Padden & Glenn,
1997; Wereszczak et al., 1997). The parenting role is different for parents of
premature infants (Fegran & Helseth, 2008) and parents are faced with great
uncertainty about their own parental roles (Franck et al., 2005; Holditch-Davis &
Miles, 2000; Wereszczak et al., 1997).
Premature infants can result in disequilibrium for the family, particularly if the
child needs intensive care and is hospitalized for a long time (Howland, 2007).
Experiences of having their baby in the NICU are frightening (Hall, 2005;
Sydnor-Greenberg & Dokken, 2000) and being separated from their infant causes
a lot of stress for the parents (Affonso et al., 1992; Hughes et al., 1994; Leonard
& Mayers, 2008; Padden & Glenn, 1997). The high technology environment at
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the NICU is often experienced as a stressor for parents (Bass, 1991; Miles, 1989;
Perehudoff, 1990; Shields-Poe & Pinelli, 1997) and the high-tech equipment can
be a barrier to the infant (Leonard & Mayers, 2008). Feelings of sorrow and loss
are sometimes so intense that it can be difficult to handle having a preterm infant
(Bracht, Ardal, Bot & Cheng, 1998). Parents of preterm infants mention setbacks
and medical complications of their infants as the major negative events they have
experienced (Wielenga et al., 2006).
A critical illness of newborn infants affects the family and the child for years after
the discharge from hospital, even when the medical outcome is good (Rautava,
Lehtonen, Helenius & Sillanpää, 2003). It is important to be aware that mother
and father differ in their experiences of having an infant born preterm (Deeney,
Lohan, Parkes & Spence, 2009; Doucette & Pinelli, 2004; Feeley, Gottlieb &
Zelkowitz, 2007). Van der Pal et al. (2007) reported that mothers experience
more stress compared to fathers after having an infant born preterm. Shaw et al.
(2006) stated that parents of infants who are in NICU exhibit acute stress
disorder symptoms related to their coping style which did not significantly differ
between mothers and fathers. No statistical significance was found when
comparing mothers and fathers of preterm infants, regarding their perceived stress
and their assessments of the child at age 18 months (Jackson, Ternestedt,
Magnuson & Schollin, 2007).
As shown by Lundqvist, Hellström Westas and Hallström (2007) fathers were
worried for the infant, but they also had concerns for the mother as they felt that
the situation was more difficult for her. It is important to note that the fathers’
stressors often lie outside the NICU, and are attributed to the juggling of time for
hospital visits, activities at home and work. Thus, fathers’ stressors are often not
visible to the personnel at the unit (Pohlman, 2005). Doucette and Pinelli (2004)
found that adjustments after having an infant at the NICU improved over time
for the mothers, but not for the fathers. Consequently, special attention should
be given to support men. Nonetheless, it is noteworthy that nearly half of the
mothers had concerns about their child’s health and development that endured
into the preschool years (Miles, Holditch-Davis & Shepherd, 1998).
Parent-baby attachment in premature infants
The theory of attachment is embedded in the concept that when an infant signals
its needs and adults respond appropriately, a secure infant-parent attachment
ensues (Bowlby, 1994). An attachment can be defined as a unique relationship
between two people that are specific and endures through time (Klaus &
Kennell, 1976). The establishment of parent-infant relationship is one of the most
important issues of early parenting. The opening up of the couple to include the
baby is an obvious potential source of reorganization of the relationship, with an
impact on family dynamics as a whole (Bell et al., 2007).
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The process of parent-infant attachment may be problematic when the infant is
hospitalized in the NICU and the isolation of the infants from the parents affects
the attachment process (Bialoskurski, Cox & Hayes, 1999). Initially, parents of
preterm born can fear bonding to the infant as they are afraid that the infant
might not survive. However, as the infant’s condition improves, the parent-infant
bonding becomes stronger (Leonard & Mayers, 2008). All the strain related to
having a child born prematurely can affect the parents’ capability to notice their
infants’ signals and their ability to interact with the infant (Griffin et al., 1998). It
is important that parents become sensitive to the infants’ signal for mutual
attachment to develop. Otherwise, if the parents are not sensitive, difficulties in
their relationship may be encountered (Bowlby, 1994). Having an infant born
preterm, has long lasting influence on maternal-child interaction behavior
(Muller-Nix et al., 2004). When comparing attachment process in mothers and
fathers of preterm infants’ within the first days after the birth, a striking contrast is
observed. Mothers experience surrealism, while the fathers experience the birth
as a shock, but an increased possibility to be involved immediately after the
child’s birth (Fegran, Helseth & Fagermoen, 2008). Thereby, it is of importance
to be aware of the parents’ different starting points after the preterm birth.
To develop a mutual attachment, parents need to be close to their infant.
Thereby, it is of significance for professionals to promote parental participation
which focuses on the unique relationship between parent and child (Just, 2005).
Parents of preterm infants face particular challenges in forming a relationship and
feeling attached to their infant, kangaroo care facilitate to have a strong
connection to their child (Leonard & Mayers, 2008). Increased skin-to-skin
contact with the infant, enhanced mothers attachment behavioral pattern, and it
is suggest that close mother-infant contact during the first two days after birth is
optimal to produce a major change in a mother’s sense of competence toward
their infant (Tessier et al., 1998).
Several studies show that parents experienced frustration when they were
separated from their newborn infant (Calam, Lambrenos, Cox & Weindling,
1999; Erlandsson & Fagerberg, 2005; Hall, 2005; Hughes et al., 1994; Lupton &
Fenwick, 2001; Nyström & Axelsson, 2002). According to other studies
(Redshaw & Harris, 1995; Wereszczak et al., 1997), the most painful experience
for mothers of preterm infant was being separated from their infants. Lundqvist
and Jakobsson (2003) found that fathers experience feelings of helplessness when
they are separated from their partner and preterm infant. Further, a loving
relationship between parents and their infants supports the emotional well-being
of both of them (Goulet, Bell, St-Cyr Tribble, Paul & Lang, 1998). Thereby, it is
important to create the necessary condition for making it possible for parents to
be close to their infant.
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Parental support
Having support is essential for parents in managing a prematurely born infant
(Hughes et al., 1994; Wereszczak et al., 1997) and an important priority for
neonatal nurses is to facilitate parenting after the premature birth (Fegran &
Helseth, 2008; Fenwick, Barclay & Schmied, 1999). Further, parents need to feel
supported as the transition to role of parenthood and decisions made will have
long-term impacts (Cone, 2007). Support has been described as multidimensional, and can be material, emotional, informational or comparison
support (Davis, Logsdon & Birkmer, 1996). Social support consists of
information about needed resources (informational support), appropriate
reinforcement of parent’s perspectives or behaviors (affirmation) and listening and
responding to parents (emotional support) (Letourneau et al., 2001). A literature
review (Cleveland, 2008) showed that emotional support was highly important
for parents. Providing emotional support, attention, encouragement, and respect
for parents, as well as providing competent and sensitive nursing care to the
infant are important (Wereszczak et al., 1997).
A developmentally supportive environment of the NICU includes helping
parents to become competent in understanding their infants’ capabilities and
behaviors based on the infants’ neurobehavioral functioning. This supports
parents to participate in care and promotes a positive parent-infant interaction
and infant development (Lawhon, 2002). It is important for nurses to help
parents to adjust to their new role of identifying potential problems and
interventions needed so that parents receive the support they need to stay
connected to each other and their child (Elek et al., 2003). Mothers developed
confidence in taking care of their newborn child admitted to a NICU, when
they received help and support (Wigert, Johansson, Berg & Hellström, 2006).
According to Ward (2001), the perceived needs of parents of critically ill infants
in a NICU include information about the infants’ treatment plan and procedure.
Parents also want to have questions honestly answered and someone who actively
listens to their fears and expectations. Parents also need assistance in
understanding the infants’ responses to hospitalization, and assurance that the
infant is getting the best care possible. Caregivers have to demonstrate genuine
concern for the whole family, handling the infant gently, and providing comfort
measures to the infant. Hynan (2005) stated that after having a prematurely born
infant, a parent might temporarily be unable to process the information and be
insensitive to caring and support. Knowledge about the parents’ needs enable
nurses to incorporate essential interventions that can help meet parental needs
(Ward, 2001). Parents stated that they often perceive their role during their
child’s hospitalization differently from how the staffs perceive them. Parental
stress can be attributed to the lack of health care workers’ understanding of the
true experience of parents; experiences that are influenced by subjective factors in
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the parents’ lives (i.e., feelings, stressors and support needs) (Newton, 2000).
Knowledge about the specific needs of the mothers and fathers are of utmost
importance for personnel who are engaged with parents of preterm infants, so
that they will be able to support and facilitate parenting.
Family-centered care
Family-centered care is a model of patient care delivery that encourages the
inclusion of the family in the planning and provision of care (Galvin et al., 2000).
At the very heart of family-centered care is the recognition that the family is the
source of constants in a child’s life, and for that reason, family-centered care is
based on a partnership between families and professionals (Cone, 2007). It is
always encouraged that parents work in partnership with professionals (McGurk
et al., 2007). Family-centered care means that parents are acknowledged as
central to their child’s existence and therefore, parents’ values and belief are seen
as a priority during the planning of the child’s care (Ahmann, 1994). The core
concepts of family-centered care are described as: dignity and respect,
information sharing, family participation in care, and family collaboration
(Conway et al., 2006; Griffin, 2006).
Although demonstrating benefits, family-centered care has been difficult to
implement (Galvin et al., 2000; Just, 2005). Pediatric nurses, especially in critical
care environments, have difficulties integrating this philosophy in their care (Just,
2005). There is a lack of consensus among pediatric nurses about what form
parental participation should take and how far that should extend. There are
differences between what parents felt they were expected to participate in and
what nurses expected them to participate in (Blower & Morgan, 2000). Wigert et
al. (2008) showed that there is a tangible need in NICU to optimize conditions
for parents to be present and involved in the care of their child. Van Riper,
(2001) pointed out that mothers who believed that they had positive familycentered relationships with providers, were more satisfied with the received care
and they reported higher levels of psychological well-being. This is an argument
for the importance of family-centered care in the NICU.
Homecoming with their baby
Transition from hospital to home can be moments of great expectations for the
family (Rabelo, Chaves, Cardoso & Sherlock, 2007), but it can also be an
anxious time for parents of preterm infants (Broedsgaard & Wagner, 2005;
Holditch-Davis & Miles, 1997; Jackson et al., 2003; Kenner & Lott, 1990). As
stated by Verma, Sridhar and Spitzer (2003), even if the infant may be sufficiently
stable at time of discharge, to be cared for by parents in the home setting, the
infant will often have a variety of ongoing medical problems. Jackson, Schollin,
Bodin and Ternestedt (2001) showed that preterm born children need more
medical care compared to children who are born to term. The timing of
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discharge should be based on objective physiological criteria and the parents’
readiness to provide care at home. Parents must be included in determining the
time of discharge (Griffin & Abraham, 2006). The length of stay at the NICU is
influenced by several factors, but most strongly affected by gestational age and
birth weight (Rawlings & Scott, 1996). According to Örtenstrand, Waldenström
and Winbladh (1999) early discharge of preterm infants can be based on
physiologic stability, regardless of weight and mode of feeding. Nevertheless, as
shown in a study (Eichenwald et al., 2001) the length of stay at hospital varies
widely between different NICU. Profit et al. (2007) found a significant
correlation between unit census and likelihood of discharge, if unit census was
low, families were less likely to be discharged and the opposite was found when
unit census was high.
Nurses have an essential role in working with families to create family-centered
discharge processes (Griffin & Abraham, 2006). Preparing and teaching parents is
vital for the successful transition from hospital to home (Costello & Chapman,
1998; Scherf & Reid, 2006). According to Jackson et al. (2003), mothers and
fathers of small preterm infants felt unprepared to care for their infant, and this
feeling was still apparent after six months. The infants’ stability is only one aspect
of discharge preparations, but the family and the community must also be
prepared (Merritt, Pillers & Prows, 2003). Another aspect of readiness was the
parents’ belief that their infant seems stable and ready for discharge (Costello &
Chapman, 1998). Merritt et al. (2003) stated that each of the successful early
discharge programs for premature infants involves extensive parent preparation
and extensive post discharge home nursing by skilled neonatal nurses, with care
guide by neonatologists. The discharge of healthy preterm infants to competent
and motivated parents presents less difficulty at discharge.
After homecoming, the preterm baby’s health and quality of life depends on an
optimal home environment with parents who can effectively respond to the
infant’s needs (Howland, 2007). According to Flacking, Ewald and Starrin (2007)
mothers of preterm infants experience ambivalent feelings about being at home,
with pendulous swings of emotional exhaustion and feelings of relief. It is of
value for nurses to be aware that parents can remain anxious for some time after
coming home with their infants. Parents still need support after homecoming
(Feeley et al., 2007). The lack of qualified support is one of the most difficult
issues faced by families during the first year of life of their prematurely born
infant (Mai & Wagner, 2005). Therefore, it is of significance to improve support
to families with preterm born infant after homecoming (Hummel, 2003).
In short, the parenting role is in part different for parents of premature infants.
Parents are not prepared and are exposed to a lot of strain related to the birth of
their infant. The process of attachment between parent-infant can be
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problematic. To develop mutual attachment, parents need to be close to their
infant. Parents of prematurely born infants are in great need of support and can
experience anxiety from this lack of support after coming home with their infant.
Consequently, support to families with preterm born infants must be improved.
Awareness of parents’ different experiences after having an infant born
prematurely is crucial.
E-health: A tool for parental support
The term e-health came in to use in the year 2000, but has since then become
widely prevalent (Pagliari et al., 2005). WHO (2005) defines the term as follows:
“Ehealth is the use, in the health sector, of digital data – transmitted, stored and
retrieved electronically – in support of health care, both at the local site and at a
distance” (p. 2). According to Olsson and Jarlman (2004) the term telemedicine
has previous been used in Sweden, and it stands for a broad interpretation of
remote service in healthcare. The terms telemedicine and distance bridging care
is not clearly defined, but a uniform international definitions would be beneficial
(Socialdepartementet, 2002:2). Home telecare covers a wide spectrum of
telemedicine applications, from the use of the internet to the use of videotelemedicine communication (Wootton et al., 1998). The extensive widening of
applications which enter the domains of public health, and cover almost all parts
of health-care services, open up possibilities for the use of an umbrella term,
thereby eHealth has come into recent use (Olsson & Jarlman, 2004;
Socialdepartementet, 2002:2). Henceforth in this thesis, when describing from
my own research, I use the concept eHealth, when referring to other authors, I
use concepts and terms used by them in each article.
There is a need for studies that examine the linkage between consumers’
appraisals and specific health outcomes (Liss, Glueckauf & Ecklund-Johnson,
2002). Telehomecare introduce significant changes in the organization of health
care service delivery, which are difficult to anticipate and manage within a shortterm perspective (Gagnon, Lamothe, Hebert, Chanliau & Fortin, 2006). Lack of
information technology skills and the low penetration rate of information and
communication technology (ICT) in health care institutions are limiting factors
in the implementation of eHealth. Project managers often underestimate the
amount of time required to implement telehomecare and the importance of
involving all actors affected by the project (Gagnon et al., 2006). Thereby it is
important to develop plans and include ICT in the list of priorities (WHO,
2005). In a study concerning critical success factors relating to healthcare
adoption of new technology, Leonard (2004) argues that when it comes to
evolving technology, user acceptance can never be overstated. Demiris, Edison
and Schopp (2004), found that professionals generally find the technology to be
acceptable and easy to integrate in the care delivery process. Technology used in
telehomecare could provide an alternative, cost-effective method to deliver access
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and reduce travel (Finkelstein et al., 2004; Siden, Young, Starr & Tredwell,
2001). Expanding telemedicine applications from data and voice transmission, to
videoconferencing, allows the caregiver to observe the patient during a virtual
visit, eliminating the need for the patient to travel to the care center or for the
caregiver to visit the patient. There are several challenges that must be addressed
before widespread diffusion of technology: first, telemedicine should be both
clinically and cost effective; second, quality virtual visits can be achieved regularly
with little patient effort; and last, that both patients and caregiver are satisfied
with virtual visits replacing face-to-face encounters (Finkelstein et al., 2004).
Technology solutions that acknowledge the unique needs of different groups
need to be further developed. Nevertheless it is important for pediatric care to
take into account special consideration that addresses the needs of the whole
family (Shiffman, Spooner, Kwiatkowski & Brennan, 2001). Having access to
distance-spanning health care can contribute to improved infant care, in spite of
the long distances between home and hospital. Lindberg, Christensson and
Öhrling (2007a) show that parents can experience support through the use of
videoconferencing in early discharge after childbirth. Other studies (Nyström &
Öhrling, 2006; Nyström & Öhrling, 2008) show that through electronic
encounters, parents are able to gain support during their child’s first year. Within
neonatal care, a program has been developed called “Baby CareLink”. This
allows families to have increased access to their infant and educational
information during hospitalization and post- discharge. The project provides the
opportunity to have videoconferences between the NICU and the family at
home, which allows parents to see their infant and receive teaching and support
from the staff (Gray et al., 2000; Phillips, 1999). CareLink improves family
satisfaction during the infant’s hospitalization and lowers costs associated with
hospital to hospital transfer (Gray et al., 2000). Videoconferencing technique was
used to relay images of the infant in intensive care to relatives in remote locations
and also educational programs in neonatology were provided for staff at rural
hospitals (Whitehall, Bliganault, French, Carson & Patole, 1998). The videosessions were conducted between hospitals. Videoconferencing was rated as
beneficial 96% of the time, compared to telephone consultations which were
found to be beneficial 65% of the time, in a study on the hospital-to-home
transition of children with major congenital heart disease (McCrossan et al.,
2007). Simpson (2004) stresses that while nurses provide care and compassion
that cannot be matched even by the most advanced technology, but technology
can assist nurses to give the best care possible.
In short, e-health must be taken into account in developing future care. It is a
challenge to use different kinds of ICT and to take advantage of the benefits.
This must be based though on individual needs, with the intent to give optimal
care.
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RATIONALE
The literature review shows that parents of infants born prematurely have to face
many stressors related to the preterm birth and its long-term impact on them. To
be able to manage and feel confident about bonding to and caring for their
infants, parents have a great need for various kinds of support. Parents need to be
supported by skilled personnel, with expert knowledge in medical, technical and
nursing care. Previous research indicates that these needs of support are not
always met, which could depend on incongruity between parents’ own
experiences and the nursing staff’s perception of how parents experience their
situation. It is therefore important to gain more knowledge about fathers of
premature infants as they are underrepresented in research today; with only a few
studies focusing on the fathers’ experiences. Nor was any study found describing
experiences of mothers of preterm born in the northern part of Sweden. The
results of previous studies may be unique to the study area, for instance, the
northern location with large land area and sparse population creates certain
conditions for this region and thereby further research is needed. This region
provides a unique possibility for health professionals to use technology in
supporting parents in remote locations. Thus, it is vital to gain more knowledge
about parents’ experiences of having an infant born prematurely and experiences
in the use of real-time videoconferencing, in providing support to parents of
preterm born infants at home. Intensive knowledge provides the opportunity to
improve nursing care and support to the infant and parents as individuals, as well
as the family as an entity.
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THE AIM OF THE DOCTORAL THESIS
The overall aim of this doctoral thesis was twofold. Firstly, the aim was to
describe parents’ experiences of having an infant born prematurely. Secondly, it
was to describe experiences on the use of real-time videoconferencing in
providing support to parents of preterm born infants at home, from the
perspective of parents and CPNs.
The aim of the respective papers was to describe:
Experiences of the birth of premature infants from the fathers’ perspective
(Paper I) and experiences of being a father to a prematurely born infant (Paper
II).
Mothers’ experience of having a prematurely born infant, with the focus on
the birth itself and during the time immediately following the birth (Paper
III).
Experiences of parents of preterm infants on the use of real-time videoconferencing between their home and the NICU (Paper IV).
Experience of CPNs with the use of videoconferencing between the NICU
and the families’ home (Paper V).
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METHODS
This thesis is conducted within the naturalistic paradigm, where research takes
place in a real world setting (Patton, 2004). It is a construction of the individual
participants in the research, reality exists within a context and many constructions
are possible (Polit & Beck, 2008). Qualitative research involves an interpretative,
naturalistic approach to the world and it consists of a set of interpretative,
material practices that makes the world visible (Denzin & Lincoln, 2008).

Context
The choice of settings for all the studies included in this doctoral thesis was based
upon their specific focus on neonatal care. The studies were conducted in
collaboration with a NICU in the northern part of Sweden, Norrbotten, the
largest and the northernmost county in Sweden. The northern location, the large
land area and the sparsely population creates certain condition for this region.
The NICU provides care for infants from 28 weeks gestation and a total of 14
infants can be cared for, which includes intensive care for four infants. The
NICU runs NIDCAP where the parents are involved in their infant’s care at an
early stage. Swedish settings provide good opportunities for both the mothers and
the fathers to be with their prematurely born infant during the hospital stay, as
parents can receive economic compensation for loss of income through the
national social insurance agency.

Design
Qualitative descriptive design
To describe parents’ experiences of having an infant born prematurely (I-III) and
to describe experiences on the use of real-time videoconferencing in providing
support to parents of preterm born infants at home (IV-V), a qualitative
descriptive design was used. The qualitative approach which has been chosen
seemed to be most suitable for achieving the overall aim, and the aim of each
study of this doctoral thesis. The intention with qualitative research is to
approach the world ‘out there’ and to understand, describe and sometimes
explain social phenomena ‘from the inside’ in a number of different ways (Flick,
2007). According to Sandelowski (2000) it is a method of choice for straight
description of an event or a phenomenon, which offer a comprehensive summary
of an event in the everyday terms of those events.
Participants and procedure
The participants in the studies included in this thesis were all chosen by using
purposeful sampling. Criteria for inclusion were related to describe experiences in
focus in each study. Therefore it is likely to get participant who are well
informed. When using purposeful sampling strategies, it is important as a
researcher to have some knowledge about the setting in which the study take
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place (Polit & Beck, 2008). The logic and power of purposeful sampling derive
from the emphasis on in-depth understanding (Patton, 2004) and the ultimate
goal is to obtain cases considered information-rich for the purposes of studies
(Sandelowski, 2004).
Paper I and II
In studies I and II, the criteria for inclusion were: being a father of a premature
infant born below gestation week 36, whose infant must have been cared for at a
NICU. The head nurse at the NICU helped to locate potential fathers and
contacted them through phone, gave information about the study and invited
them to participate. The names of the fathers, who agreed to further contact and
gave their consent, were forwarded to me. Then I sent written information and
after about a week, I contacted the fathers by phone and gave further information
about the study. All of the contacted fathers agreed to participate. Thereafter,
arrangements for the interviews were made. A sample of eight fathers of preterm
infants participated. The fathers’ ages ranged from 22 to 37 years (median=30.5).
All of the fathers were married or had common-law wives. The infants were
born with a gestational age between 25 and 34 weeks (median=30). Six of the
fathers were first-time fathers.
Paper III
In this study (III), criteria for inclusion were: being a mother of a premature
infant born below gestation week 36, whose infant must have been cared for at a
NICU about three years ago. The intention was to document the mothers’
experiences on hindsight. The participants were selected from documents by the
head nurse at the NICU. The head nurse at the NICU contacted the participant
by phone and gave brief information about the study. Names of mothers who
were interested in participating were forwarded to me and I sent them written
information. About a week thereafter, I contacted the mothers by phone and
gave more detailed information about the study. All of the contacted mothers
agreed to participate, and appointments for the interviews were made. A sample
of six mothers of preterm infants participated. Mothers in study III and fathers in
study I and II were not from the same couples. The mothers ranged in age
between 25 and 35 years (median=29.5). All of the mothers were married or had
common-law husbands when the infant was born, but at the time of the data
collection, one of the mothers was divorced. The children were born with a
gestational age between 28 and 34 weeks (median=30.5). This was the first birth
for four mothers and subsequent birth for two mothers.
Paper IV
In study IV, the criteria for inclusion were based on: being parents to a
premature infant born below gestation week 34, and thereby the infants had been
cared for at a NICU before being put on leave. Further, the couple must have
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both agreed to participate and they must have access to broadband or ADSL from
their home. Parents received information about the study from pediatric nurses at
the NICU, both verbal and through written information (brochure). Due to
having solely one videoconference equipment for lending out during the first
nine months and thereafter two, it was not possible to invite all the families to
participate. Couples who were interested in participating and fulfilled the
inclusion criteria, received added information, both verbal and written, from
CPNs and from me. They were also shown the videoconference equipment and
how to use it. After acceptance of participation, I contacted them to set an
appointment. The first meeting with most of the parents was at the NICU before
going home with their infant, which was a valuable opportunity to get to know
the family prior to data collection. However, it was not possible to have a
personal meeting with all the parents, such that for some, the first contact was
instead by telephone.
A total of 10 couples participated, but 13 couples were interested in participating
and fulfilled the criteria for inclusion. One couple had a technical problem with
the firewall. In another couple, the father had reservations about participating.
Further, one infant was discharged instead of being on leave. None of the parents
in this study participated in study I, II or III. The fathers’ ages ranged from 29 to
44 years (median=37.5) and the mothers’ ages ranged from 28 to 39 years
(median=33.5). All of the couples were married or lived in a common-law
marriage. The infants were born with a gestational age between 24 and 33 weeks
(median=31.5). At the time when the families first went home, the infants ranged
in gestational age between 34 and 39 weeks (median=36). Six of the couples
were first-time parents.
Paper V
In study V, the criteria for participation were: being a registered nurse with
specialist training in pediatric nursing, having experienced working within
neonatal intensive care and having personal experiences in the use of
videoconferencing between the NICU and the families’ home. Information
about the study was given through both verbal and written communication to all
staff at the NICU. CPNs who fulfilled the criteria for inclusion, were invited to
participate and share their experiences in the use of videoconferencing. Those
who were willing to be interviewed were requested to contact the head nurse or
me. After voluntary acceptance of participation, I contacted them and we agreed
on the time and place for the interviews to be made. A total of ten CPNs (all
women) participated. The CPNs ages ranged from 32 to 58 years (median=49)
and they had been working as a CPN within neonatology for 1 to 33 years
(median=7.5).
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Intervention
The intervention study (IV, V) (Figure 1) was conducted in collaboration with a
NICU in the northern part of Sweden, where the large land area and the sparse
population do not make neonatal home nursing care feasible. The development
of the intervention was based on experiences and findings from related research
(cf. Lindberg et al., 2007a; Lindberg, Öhrling & Christensson, 2007b; Nyström &
Öhrling, 2006; Nyström & Öhrling, 2008), and specific needs for families with
preterm born infant after homecoming. The intervention was designed to be an
addition to the already existing care whereby the foremost intention was to
provide parents with enlarged support, and not for other purposes, such as earlier
discharge of the infant or any financial gains. The expectation was that this
intervention will be implemented as a normal part in the work at the NICU, if
the results were proven to be beneficial. Throughout the whole research process,
every possible effort was made to follow ethical guidelines in the planning and in
the implementation of the intervention.

Figure 1. Timeline of the intervention study.

The intervention using real-time videoconferencing was carried out between the
NICU and the families’ home. The criteria for arriving at the choice of the
videoconferencing system were: good quality of sound and picture, and also user
friendliness, to make the system accessible regardless of previous knowledge.
Further, the equipment must be in accordance with the used system in the
County Council. With guidance from IT- technicians from the County Council
and the head nurse at the NICU, a videoconferencing system, Polycom VSX
3000, was found to be the most appropriate. It is a completely integrated, all-inone videoconferencing system including camera, display, stereo speakers and
microphones (Figure 2). The same type of equipment was used both at the
NICU and in the families’ home. Before the intervention started, together with
my supervisor, we gave all CPNs, detailed information repeatedly. They were
shown the videoconference equipment and trained on its use by IT- technicians
from the County Council. We considered it to be of significance to include
nurses from the NICU as partners throughout the planning and the
implementation of the intervention, as they can advocate their specific needs.
Two CPNs voluntarily notified their interest, and during the intervention, they
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took an active part in informing and
supporting their colleagues at the
NICU. They were also central in the
intervention, providing a linkage between me and the NICU staff.
The intervention took place over a
period of one year, and lasted from
September 2006 until September 2007.
After spending a long time at the NICU
with their infant, most of the parents go
home with their infant on leave, before
the infant is finally discharged from the
unit. The length of that leave varies
from a few days to several weeks, and
depends on the infants’ medical
Figure 2. The all-in-one videoconferencing
condition and the parents’ compliance
system used in the intervention study.
of being at home with the infant. Using
(Reprinted with permission from Polycom Inc.)
the telephone for communicating with
parents is the common practice during families’ initial stay at home. As an
alternative to telephone communication, the intervention gave the parents access
to real-time videoconferencing from their home, to have contact via direct link
(both planned and non-planned) day and night, with the NICU staff. To
preserve the families’ integrity, the videoconferencing was placed in a separate
room at the NICU.
Parents had the videoconference system cost-free on loan, and they were trained
how to use the system prior to going home. It was easily installed by the parents
themselves, by just connecting to the electric supply and broadband network.
Parents must have broadband or ADSL, with 512 kbps speed for both parties, to
ensure high quality. It was advantageous
to have a public IP-address through
DHCP, otherwise an IT technician was
on call for support, by telephone or
house visit, to give them an IP-address.
Technical support were provided by IT
technicians from the County Council.
Three of the families needed technical
support due to not having a dynamic
IP-address; however this was easily
Figure 3. Videoconferencing between the
solved
by
IT-technicians
via
family in their home and staff at the NICU.
consultation
by
telephone.
We
(Photo credit: Birgitta Lindberg, reprinted with
permission)
recommended all families to bring the
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equipment home prior to bringing home their infant, to ensure that the
videoconferencing system was working well. Parents were encouraged to feel
free to use the access day and night, whenever they needed or wanted. Contact
was initiated and planned according to the families’ individual needs and wishes.
The total amount of contacts varied a lot between the families, from 2 to about
30; most of the meetings were planned (Figure 3).

Data collection
Qualitative research interviews were chosen for data collection in the studies
included in this thesis. This is a specific form of conversational technique in
which knowledge is constructed through the interaction of interviewer and
interviewee (Kvale, 1997). In the naturalist paradigm inquirer and objects of
inquiry interact to influence one another; knower and known are inseparable
(Lincoln & Guba, 1985). Doing narrative interviews means asking the
interviewees to tell the story of their experiences, instead of interrupting them to
answer questions (Flick, 2007). By using narrative interviews, researchers can get
insight in how people comprehend their lives (Mishler, 1986; Sandelowski,
1991). To facilitate the sharing of experiences it is good practice to conduct the
interviews at a time and at a place that is most comfortable and convenient for
the participants. The more comfortable they are the more likely it is that they
will share important information (Speziale & Carpenter, 2007).
Narrative interviews were conducted with fathers (I, II), mothers (III), sets of
parents (IV) and CPNs (V). The intention with the interviews was to flesh out
the participants’ stories about their experiences corresponding to the aim of each
study: fathers experiences of the preterm birth (I) and experiences of being a
father to an infant born prematurely (II), mothers experiences of having a
prematurely born infant, focusing on the birth itself and during the time
immediately following the birth (III), parents experiences on the use of real-time
videoconferencing between their home and the NICU (IV) and experiences of
CPNs with the use of videoconferencing between the NICU and the families’
home (V). In study I-III and V, the interviews were conducted individually. In
study IV, the parents were together during the interview situation, and they gave
a shared story of their experiences. All the interviews were performed face-toface and I conducted all of them by myself. The interviews started with an openended broad question: “Please tell me about your experiences….” The
participants were encouraged to talk freely about their own experiences related to
the aim of each study. When needed, the narration was supported by clarifying
questions. Time and place for the interviews were decided in agreement with the
parents’ (I-IV) and CPNs’ (V) wishes, with all interviews taking place in a private
and quiet room. The interviews varied in content and length, from 25 to 90
minutes. The interviews were recorded and later transcribed verbatim by me.
Because of practical issues for the fathers, only the mothers from two of the
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couples participated in interviews for study IV. Data from fathers were collected
through note taking, which was an addition to the interviews with the two
mothers.

Data analysis
Bearing in mind the specific aims of the studies, a method appropriate for best
meeting the aims were chosen. According to Sandelowski (2000; 2004)
qualitative content analysis is the analysis strategy of choice in qualitative
descriptive studies. A qualitative content analysis (Baxter, 1991; Burnard, 1991;
1996; Cantanzaro, 1988) was used to analyze the interviews in the studies (I-V).
The historical origins of content analysis are from communication, journalism,
sociology, psychology, and business. The various techniques that make up the
methodology of content analysis have been growing in usage and variety
(Neuendorf, 2002). The analysis involves breaking down data into smaller units,
coding and naming the units according to the content they represent, and
grouping coded material based on shared concepts (Polit & Beck, 2008).
The following steps were taken during the analysis in each study presented in
Paper I-V. All texts from the interviews (I-V) and notes (IV) were included in
the analysis. Each of the interviews and the notes were read several times to
comprehend the content. Then, the whole text was read to identify meaning
units as guided by the aim of each study. In the analyses, meaning units were
condensed and then grouped into categories in several steps, with the intention
of reducing the number of categories by subsuming similar categories into
broader categories. Once the final categories were determined, the meaning units
were re-read and compared with the categories. Study III ended up and consisted
of categories. In studies I-II, IV-V, the categories were later in the analysis
process related to each other and subsumed into themes. Themes are threads of
meaning that appeared in every category (Baxter, 1991), creating themes is a way
to link the underlying meanings together in categories (Graneheim & Lundman,
2004). Together with my supervisors, we checked and reached agreement on the
categories and themes (I-V). In study I and II, the same data collection was used.
In an early stage of the analysis, it became obvious that fathers described having
an infant born prematurely, as two distinct experiences, namely, the birth of the
premature infant and their experiences of being a father. To do justice to the rich
data, the data was split into two different parts and analyzed separately.

Ethical considerations
Ethical guidelines and rules were continually and carefully considered from the
early stages of this research project, with the intension to do good and prevent
harm or risks (cf. Oliver, 2003). A researcher must carefully weigh risk and
benefit ratio in deciding to conduct a study or not. In this case we valued the
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beneficial consequences to be higher than the risks, the necessity of research
within this area are a prerequisite for families with prematurely born infants.
The participants who were interested in participating were provided with
relevant and adequate verbal and written information about the studies. The
information stated that participation was voluntary and that they could withdraw
from the study at any time without explanation and without detriment on care or
working situation. They were also reassured that the presentation of the findings
will be performed in such a way that no one of them as individuals or as family
could be recognized by any other, except by themselves or me. Informed consent
was obtained both through verbal and written communication. To ensure and
preserve anonymity in the presentation of the findings, we decided to exclude
any leading information of parents and infants in study IV.
In the planning and in the implementation of the intervention (IV, V) ethical
issues were in focus throughout the research process and discussed with staff at
the NICU. Staff took into account that they were virtually visiting the families’
home. To preserve the families’ integrity, the videoconferencing was placed in a
separate room at the NICU and it was only the parents who could initiate
contact. Parents were also advised to carefully consider where to place their
equipment, with respect to their privacy.
A potential risk for the participating parents was that they might find it distressing
to talk about their experiences. During the interviews, I tried to be open-minded
and as receptive as possible to signs indicating that the participants were
uncomfortable with the interview situation so that they could be offered the
opportunity to decide whether to continue or not, the need never arose. After
the interviews, all the participants were given time to reflect on their experiences
to ensure the emotional wellbeing of participants. They were also informed of
the welcome opportunity to discuss any concerns after or arising from the
interview; in case the interview had awakened strong feelings and they wanted to
talk to someone about it. None of the participants expressed any need for further
contact. It became apparent that the parents were grateful for having the
opportunity to tell their story and for having somebody listen to them. The
interview may be one of few opportunities they have to discuss their experiences
with someone else. Even as the foremost purpose of the interview was to gather
data, the sharing may prove positive for the participants. It is worth bearing in
mind that the foremost purpose with interviews is to gather data not change
people (Patton, 2004).
The interviews were situated in mutual respect, and according to Kvale (1997),
research interviews are not a conversation between equal partners; it is a specific
power asymmetry, where researchers define and control the situation and use the
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outcomes for their own purposes. This was important for me as an interviewer to
bear in mind and therefore act in a sensitive manner and be respectful to those I
was interviewing.
The heads of the neonatal unit gave their permission for performing the studies
(I-V). Approval for carrying out the studies was granted by the Regional Ethical
Review Board in Umeå (Dnr. 05-085M) (I, II, IV, V) and the Ethics Committee
at Luleå University of Technology (III).
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Going through change as a person
Strengthening the relationship by undergoing
strain
Feeling fortunate despite all

Describe the experiences of being
a father to a prematurely born
infant

II

Gains from the stressful situation

Needing to be noticed every now and then
Needing to share experiences with someone
who can understand

Needing to be understood

Getting to know the infant
Growing emotions for the infant
Becoming more confident as a father

Guarding for mother and infant
Being worried about the infant
Wishing to be with both the mother and the
infant
Wishing to be seen as a natural part in the
care

Putting mother and infant first

Takes time to feel like a real
father

Not grasping the situation
Needing to know

Suddenly being in a situation
never reflected on

Describe the experiences of the
birth of premature infants from
the fathers’ perspective

I

Category

Theme

Paper Aim

Table 1: Overview of aims, themes (n=7) and categories (n=27) in Paper I-V

Describe the mothers’ experience
of having a prematurely born
infant, with the focus on the birth
itself and during the time
immediately following the birth

Describe the experiences of
Feeling strengthened by having a
parents of preterm infants on the
link between the home and the
use of real-time videoNICU
conferencing between their home
and the NICU

Describe the experience of CPNs Smoothing the transition of
with the use of videoconferencing infants from the neonatal unit to
between the NICU and the
the families’ home
families’ home

IV

V

Theme

III

Paper Aim

Enabling meetings with the whole family
Facilitating assessment of the overall situation
at home
Providing security to the family
Difficulties with continued use and
development

Security provided by access to the staff
Face-to-face supportive meetings
Need for control over the use of
videoconferencing
Other possible uses of videoconferencing

Being a mother without being prepared
Being in a situation filled with anxiety
Struggling to feel close to the infant
Effects on family life
Being able to handle the situation

Category

Cont. Table 1: Overview of aims, themes (n=7) and categories (n=27) in Paper I-V
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FINDINGS
The themes and categories in each paper are presented in Table 1. The results
from the five papers are presented separately.

Paper I
The birth of premature infants: Experiences from the fathers’
perspective
Fathers had no previous experiences of having prematurely born infants; it was
something totally new and unexpected. Efforts to prepare mentally for the
infant’s birth were described, but it was difficult as they hardly understood how it
was to become a father. Initially after the birth, everything felt surreal and they
were not able to grasp the situation. Being in control over the situation of their
child and knowing what was happening was important. Although a lot of
information and explanations were given, lack of knowledge about premature
births led to a lot of questions. Available information was not always easy to
comprehend, due to concerns for the mother and the infant. Fathers wanted to
know what might happen and how the preterm birth could affect their child in
the future. They wanted open and honest information, and appreciated updated
and repeated explanations.
Fathers guarded both mother and infant and provided for their needs first, which
made them neglect their own needs. Fathers strove to support the mother and
did not want to expose her to any additional strain; for this reason, they tried to
conceal their own feelings. They understood the staffs’ working conditions, but
still wanted their family to be prioritized. The birth was experienced as full of
anxiety and worry; thoughts about how it would turn out and if the infants
would survive was described. Awareness of improved medical care, made them
more optimistic. Although the birth was experienced as stressful and
overwhelming, happiness was also experienced.
Immediately after the delivery, they felt caught in between mother and infant, as
they wanted to be with both at the same time; they became a link between the
mother and the infant. It was important for them to be close to and being able to
touch or hold the infant. Stress was related to not knowing if they could stay at
the NICU. Fathers were not always given the opportunity to be involved in care
and in decisions, as much as they wanted. Sometimes decisions had to be handed
over to professionals, because of not having enough knowledge to make them.
Being included in the care made fathers feel in control, and not being involved
was described as losing control. Fathers wanted to be noticed and to talk to
somebody who was ready to listen to them and could understand what they were
going through. To handle the situation, it was essential for them to share their
experiences with the partner and talking with the staff at the NICU.
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Paper II
Adjusting to being a father to an infant born prematurely:
Experiences from Swedish fathers
It took time to feel like a real father, even though the preterm birth made it
possible to be involved in care and to be with their infant during the hospital
stay. Fathers expressed being well cared for and having positive experiences from
the unit. They were taught well by professionals in taking care of their child,
which prepared them for the discharge. Compared to fathers who had babies
born to term, they saw themselves as more skilled and they felt that they knew
their infant better. Still, some experienced strain when they compared their child
with babies born full term. However, they tried to think of the positive side of
being a father to a preterm baby.
Fathers described growing emotions and attachment to the infant over time.
Compared to their friends with children, fathers thought they may have a
stronger bond to their infant. They had not understood the influence of having
an infant and could never imagine how much it could affect them. As time
passed, they were more confident and secure in their role as a father. Taking
responsibility for their infant was important, but sometimes fathers experienced
being forced to take over too soon and not yet being ready for it. Even if fathers
were able to manage, they still needed support from the staff. Going home with
their infant was anxiety-filled and they had a sense of unreality. They derived a
sense of security in knowing that they could get in touch with the unit. When
the family was finally home, life started to be more normal and the real sense of
being a father was experienced.
Even with the stressful situation, they experienced gains. Their values remained
the same, but they were in a way, changed as a person. Life was experienced as
being more complete and more in harmony. They were strengthened in the
relationship by trying to work through the stressful situation together with their
partner. Fathers knew that it also could have been a crisis in their relationship.
Despite all the strains, they felt fortunate and as time passed, life normalized.

Paper III
Experiences of having a prematurely born infant from the
perspective of mothers in Northern Sweden
Having an infant born preterm was shocking, and it was a very special situation.
It took time to realize and accept that their infant was born, and initially it was
not easy to feel like a mother. Being a mother did not turn out like they
expected it to be and they missed the initial sense of happiness. They thought
about why it happened and why they were not able to complete the pregnancy.
The created picture of the baby did not match their infant. Mother described
difficulty in understanding the given information about their child and the care.
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Feelings of anxiety and strain dominated the initial time after the infants’ birth.
Mothers feared that the infant might be ill or injured and affected for life, or not
even survive and were worried about not being there if something happened to
the infant. They were afraid to hurt the child when they handled or held the
infant.
Mothers wanted to feel close to their infant, which made feelings of motherhood
grow. They described longing for holding their infant and not being able to hold
the infant was difficult for them. It was emotionally stressful to be separated from
their infants. They consider this as the most stressful part of having a preterm
baby. Being able to see or hold the infant for a brief moment after the delivery
was important. ‘Kangaroo care’ was seen as valuable and when mothers could
nurse their infant, a sense of closeness was experienced. By being close and
spending time with their infant, feelings were soothed. Having an infant born
preterm had effects on family life, and the family could not spend time together.
Mothers were longing for the rest of the family and they felt loneliness. After the
condition was stabilized for the infant, it was important for the family to be
together. For mothers with children at home, they faced the dilemma of wanting
to be with their infant, while at same time, not wanting to be away from the
other children.
Mothers described being able to handle the situation in spite of the stress. The
hope that the infant will survive gave them strength to cope with the situation,
leading to feelings of personal growth. Having support from the father, staff or
other people of importance enabled them to handle the situation. They needed
to learn more about preterm birth as their knowledge was limited. Mothers
wanted to have information related to their unique situations, which they did not
always have. Support and assistance was of importance, as they wanted to care for
their infant in a safe way. Mothers wanted to decide how much they wished to
be involved in their infant’s care. They did not want to ask for permission to
participate in their own infant’s care, because it resulted in feelings that the infant
belonged to the staff. Mothers expressed concerns about whether their role as a
mother had been affected or diminished. Some stated that it did not, but some
mothers were negatively influenced with the preterm birth.

Paper IV
Taking care of their baby at home but with nursing staff as support:
The use of videoconferencing in providing neonatal support to
parents of preterm infants
Parents felt secure in having a direct 24-hour link to the staff through the video
and sound equipment. The access to more than the actual use of the
videoconferencing system was of importance to them. They could consult staff if
they needed advice, had any thought or just wanted to chat. By knowing that the
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staff could easily make an appraisal of the situation, they felt secure. Parents
needed to feel ready to bring the infant home, and the technology could make
them receptive and open to bringing the infant home. On the other hand, some
parents were not quite sure if they should use the videoconferencing or not. The
use of videoconferences was not as extensive as they thought it would have been
if the infant had not been well or they had problems related to infant care. But
by the time they were home, they had less need of the technology. The parents
said that they would not hesitate to use the equipment if given another chance.
Videoconferencing allowed face-to-face supportive meetings despite the distance
and it was experienced as being next to meeting the staff in person. Parents
appreciated the online presence of the staff, stating the importance of body
language. The videoconferencing made it possible for both the parents to be
together in the conversation, and thereby support each other. They could also
talk with a number of staff at the same time. The meeting was better if the staff
and parents knew each other; but if they not had met before, videoconferencing
could facilitate the communication. Technology was mostly well functioning,
except during technical problems when the meetings were less fruitful. The
online meetings were enjoyable for the whole family and they appreciated seeing
the staff again. Videoconferencing was a fantastic support system, as supplement
to the conventional care. The use of videoconferences must be adjusted to the
family’s unique needs and wishes. Families wanted to handle it the
videoconferencing by themselves and not be dependent on the staff. The
videoconference system was user-friendly and quick to install. Parents wanted the
staff to reserve time for the meetings. They felt dependent on the staff’’ attitude
and wanted staff to be at the forefront and to be more willing to use the
technology. Some of the staff were a bit apprehensive; when it was as a natural
part in the work, parents felt more secure. Parents wanted to decide when to
hand over the equipment, and not be bound to return it when the infant was
discharged.
Parents had thought about how videoconference can be a connection between
the unit and the home. They suggested that after completing the rounds, the staff
can contact parents at home. The technology opens up other opportunities for
use, for example, establish contact with child health services, and contact
between hospitals. It can also be a support system for families caring for children
with chronic illness at home. Some use the equipment to communicate from the
NICU with their family at home. A more convenient system such as a laptop and
a web camera were suggested instead of the equipment used.
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Paper V
Experience with videoconferencing between a neonatal unit and the
families’ home from the perspective of certified paediatric nurses
Videoconferencing made it possible for the family and the staff to meet face-toface, and it was likened to meeting them in person. At times, a level of
detachment was experienced; and human contact cannot be totally replaced. It
was a joyful experience for both the family and the staff to see each other.
Videoconferencing enabled siblings to be a part of the community, which was
important. The risk of mistakes related to communication was reduced, since
everyone present hear another simultaneously. Meetings may be affected if the
staffs were unfamiliar with the family, but usually someone who knows the
family was on duty. Videoconferencing could be demanding, as the CPNs were
obliged to be present. CPNs experienced occasional feelings of being observed
by the parents and some disliked being visible on video as this made them
conscious and unable to act in a natural manner. In time, the CPNs were able to
get used to videoconferencing.
CPNs could observe the family, and thereby assess the situation and relationship
between parents and infant. By both seeing and hearing, another dimension was
provided and body language could be observed. A relaxed atmosphere indicated
that parents could manage taking care of the baby. They could notice if parents
were worried or if the infants did not appear to be well. Giving instructions and
information was made easy because the understanding and carrying out of
instructions can be monitored real-time. Videoconferencing allowed for joint
decisions to be facilitated because of the joint attendance of parents and staff. It
was not always necessary to use videoconferencing; some assessments could be
made by just talking with the parents. Contact with the families was generally
based on personal conversation; which seemed to be significant for the parents.
Problems raised were mostly common issues, such as feeding problems, which
often could be solved together with the family.
While the access to videoconferencing made some parents willing to take the
step to go home, going home was not always easy. Parents need to feel ready and
prepared to take their infant home. During the last period at the NICU, parents
usually manage to take care of their infant, needing only minimal supervision;
something which can be made possible at home through videoconferencing.
Having access to staff at all hours was essential for the parents, giving them a
sense of security.
CPNs could virtually visit the family, thereby the distance between the unit and
the families’ home was reduced. The utmost focus of using videoconferencing
was the individual families’ needs and wishes, with staff adjusting accordingly.
When CPNs were busy, they set an appointment with the parents, but parents
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were prioritized in urgent cases. At the NICU, parents sometimes had to wait,
while at home, the family could plan and not have to adapt to the staff and
current practice.
Videoconferencing did not ease the work, but facilitated providing support to the
family. It was generally considered to be a positive tool in improving nursing
care. CPNs were willing to extend its application, for example, to children
needing extra care, children with heart diseases, and children with cramps or just
needing extra control. They were convinced that videoconferencing must be a
part of the upcoming care and a new standard within neonatal care.
Videoconference system was easy to use and was mostly well-functioning,
assuming no technical problems are encountered. Initially, some CPNs expressed
fear and reservation in using the technology, but they overcame their reservations
after such use.
A common opinion was that videoconferencing was not utilized to its full
potential. The optimal use of videoconferencing was seen in parallel with reforms
needed in the current practices of neonatal care. Technology must be introduced
earlier and taken into discussion as a normal element of what can be offered.
Cooperation among different professional groups and making plans for families
who return home are important. CPNs emphasize that before videoconferencing
can be mainstreamed to neonatal practice, time is needed to incorporate the
changes.
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DISCUSSION
The overall aim of this doctoral thesis was to describe parents’ experiences of
having an infant born prematurely and experiences on the use of real-time
videoconferencing in providing support to parents of preterm born infants at
home.

Becoming the parent of an infant born preterm
The initial time after the preterm infants’ birth was described as difficult time to
feel like a mother or a father (I-III). Parents needed time to “become a parent,”
and it was not until they came home with their infant that the true feeling of
being a parent came about (II-IV). The significance of the parent being ready for
the task before going home was emphasized (II, IV, V). Motherhood does not
mean giving birth to a human being; it means giving birth to a new identity: the
sense of being a mother, which does not take place in one moment but rather
emerges gradually over a series of months (Stern & Bruschweiler-Stern, 1998).
By that time, parents become adjusted to the situation of being a parent to a
prematurely born infant (II-IV). The meaning of the concept ‘parents needed
time to feel like a father or a mother’ (I-IV) could be seen as a process or a
transition. According to Chick and Meleis (1986), transition can be defined as “a
passage or movement from one state, condition, or place to another” (p. 239).
Transitions are periods between fairly stable states, and completion of a transition
implies that the persons have reached a period of greater stability because of what
had been experienced before (Chick & Meleis, 1986). An aspect in the nature of
the transition process is a pattern indicating that the individuals involved are
experiencing an increase in their level of confidence (Meleis, Sawyer, Im, Messias
& Schumacher, 2000). This is in congruence with the results found, as parents
clearly expressed feelings of confidence gradually as time passed (II-IV).
The findings show that both mothers and fathers described the preterm birth as
unexpected and something they not were ready or prepared for (I, III). Parenting
was experienced with anxiety as well as with a lot of stressors (I-V) and the initial
time after birth felt ‘surreal’ (I, III). According to Nelson (2003), certain
circumstances, such as the admission of a newborn into an intensive care unit,
can cause a period of disruption in the transition to motherhood. Consequently,
it must be assumed that fathers of preterm infants also have a disruption. Parents
were unacquainted with and had a great need for knowledge about having an
infant prematurely born. Not having the knowledge about preterm birth was
stressful, as parents wanted to know what was going on (I, III). On the other
hand, it was not always easy to understand the given information under stressful
situations (I, III); and it was a complicated process to grasp the new situation (I).
Meleis et al. (2000) highlighted the importance of preparation and gaining
knowledge to facilitate the transition experience. According to Hudson et al.
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(2001) nurses can develop interventions to assist parents during their transition to
parenthood.
Parents with preterm born infants worried about what would happen to the
infant̛would he or she be ill, injured, and affected for life? Would he/she even
survive (I-III)? Not being together with their infant, as well as not being together
with the rest of the family, was associated with strain (I, III). Further taking their
infant home was experienced with stress (II, IV); on the positive side though, it
made it possible for the whole family to be together (II, IV, V). By understanding
how situations can be experienced by others, nurses can have a better ability to
help and support in stressful situations (Edwards, 2001). The findings (I-III)
provide some insights on the similarities and differences between mothers’ and
fathers’ experiences of a caring relationship. Nevertheless, little is known about
the fathers’ experiences, which can explain why most of the focus on neonatal
care is on the mother, there is simply scanty knowledge about fathers of
prematurely born infants. A recent study (Deeney et al., 2009) only identified
seven papers that reported primary research on experiences of fathers of babies in
intensive care. This indicates the need to do further research on the fathers of
infants born prematurely.
Being together and feeling a certain closeness to the infant was of great
importance to both mothers and fathers (I-III). Mothers described being
separated from their child as the worst aspect of being a parent to a preterm born
(III). Parents stated the significance of holding or just touching their baby; in
other words, being together with their infant (I-III). In other studies (Hall, 2005;
Schroeder & Pridham, 2006), parents expressed the significance of developing a
relationship with the infant; being with their baby, getting to know their baby,
and understanding what is going on. According to Roller (2005) kangaroo care,
skin-to-skin contact of mother and their preterm infants, can facilitate mother’s
getting to know all about their infant and developing the feeling that their babies
know them. Leonard and Mayers (2008) emphasize that kangaroo care help
fathers to be part of their child life and feel closer, it enable to feel that they have
a parenting role. Nurses’ plays important roles in initiating parent-infant to
develop a strong connection by enhance parents to be close their infant. A
practical guide from WHO (2003) presents advice on when and how the KMC
method best can be applied. The guide is intended for health professional
responsible for the care of low-birth-weight and preterm infants, it provides
guidance on how to organize services at the referral level and on what is needed
to provide effective KMC. A study (Chia, Sellick & Gan, 2006) confirms that
neonatal nurses support the use of kangaroo care in the NICU, but they
identified a number of issues as infant safety, implementation of kangaroo care,
practical constrains and the need for parents and staff education.
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Dissimilarities were found between parents. Fathers were striving to be with both
mother and infant; they wanted to stay at the unit as much as possible, which was
frustrating when they could not (I). In contrast, mothers were initially so focused
on their infant that they did not even mention their partner (III). Several studies
(e.g. Hughes et al., 1994; Nyström & Axelsson, 2002; Redshaw & Harris, 1995)
discussed the mothers’ experiences of being separated from their infant but not
how they felt about not being able to be with their partner. The divergence
between mothers’ and fathers’ experiences of closeness cannot be explained; what
was highlighted is the need to create conditions to enable both mother and father
to be close to their infant.
Result showed that fathers were aware that the preterm birth made it possible for
them to spend more time with their infant and to be more involved in their
baby’s care (I, II). As time passed, parents valued being together as a family (IIV), and when CPNs virtually visited the family, they could all be together, with
other siblings also being there in the meeting (IV, V). Parents with other children
felt insufficiency toward caring for the sibling (III); therefore professionals must
be aware of this feeling and support parents in a family-centered way, which
include giving attention to the siblings. This brings to focus the value of familycentered care, a philosophy of caregiving in which the pivotal role of the family
in the lives of children is recognized and respected. Families are supported in
their natural care-giving and decision-making roles by building on their strengths
both as people and as families (McGrath, 2000).

Parents of prematurely born infants and nursing staff relationship
Findings indicated that the meeting between parents of prematurely born infants
and the staff was a challenging situation (I-V). Fathers experienced not being fully
understood, wanting to be noticed by the staff now and then (I); they felt that
the staff did not have enough time and therefore they felt being left alone (II).
Mothers described disappointment when no one listened to their thoughts or
desires (III). Parents were dependent on the staff’s attitude when using
videoconferencing and if the staff were uncomfortable with the technology,
parents were influenced in a negative way too (IV). On the other hand, CPNs
expressed difficulty in being natural, which might have affected their manners.
Consequently, parents were affected (V). According to the Danish philosopher,
Løgstrup (1997), the demand, which is present in any human relationship, is
unspoken and is not to be equated with a person’s expressed wish or request. It is
not expressed in his spoken or implied expectations. Any correspondence
between the spoken and the unspoken demand is purely accidental; usually they
are not at all alike. Silfverberg (2005) stated that we are always responsible for our
attitude toward other people and by reflecting over our actions, we can do good.
The concept of virtue is characterized by the presence of constant doubts of
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doing the right thing and is related to practical wisdom and development of one’s
own character. This might explain the parents’ experience with most of the staff
as being positive, while it may not appear that way (I, II). A study (Jackson,
Ternestedt, Magnusson & Schollin, 2006) showed that parents, overall, gave both
neonatal unit and child health care good ratings as far as being taken care of is
concerned. Being met with respect, commitment, and empathy by nurses and
doctors were considered very important by the parents. Identified as crucial by
parents in the relationship with neonatal nurses were confidentiality, a trusting
relationship, professionalism, and competence (Herbst & Maree, 2006).
Nevertheless, changes still need to be made, both during and after the period at
the hospital, to improve the quality of care of preterm born infants and their
families.
In most cases, parents had been treated well by the nursing staff, and the former
had positive experiences about meetings with the latter (I-IV). For example, the
virtual meetings were experienced as joyful as they could meet the staff again
(IV), similar to what was experienced by CPNs when they met the family (V).
Contrasting experiences were also described: for example, parents’ needs were
not always met to the extent that they desired (I-IV). Studies (Bruce & Ritchie,
1997; Shields, Kristensson-Hallström & O'Callaghan, 2003) confirm differences
between nurses and parents in terms of how they understand the caring
relationship and in their perceptions of the degree to which parents’ needs are
met. It is possible that nurses believe the parents’ needs have been better satisfied
than parents themselves think. Fenwick, Barclay and Schmeid (2000), in a
research examining nurse-family relationships, said that health care professionals
have insufficient insights on what matters most for parents and on how the
relationship has an impact on the experience of being there in the unit. To be
able to cope and feel confidence about caring for their infants, parents needed
support in several ways, both at the NICU (I-III) and after coming home with
their infant (II-V). As parents were oscillating between hope and hopelessness,
the staff’s hopeful attitude was meaningful and comforting for the parents (Hall,
2005). According to Madjar and Walton (1999), nurses often assume that they
know what patients are experiencing or what they need in order to feel
comforted, supported, or cared for. The assumptions do not have to be wrong as
they are based on clinical judgment, but they are assumptions nevertheless.

Parental presence and participation in infant care
Parents were not able to take part in their child’s care to the extent that they
wanted (I, III); now and then, they felt that their infant belonged to the staff (I,
III). Health care providers must assist parents in caring for their child by giving
them power and they have to be careful not to take over the parental role (Just,
2005). Aagaard and Hall (2008) raise a question: are nurses willing to be open in
developing a relationship based on trust and to give parents the responsibility of
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becoming partners to the degree that they desire? In a field study (Wigert et al.,
2008) about conditions for parent’s participation in the care of their child in
neonatal intensive care, there were many instances in the meeting between staff
and parents that the manner of the staff stood out, the staff listened and gave
support, but there were also shortcomings with respect to flexibility to the
parents. The parents in this study desired to be actively involved in decisions
concerning their child, although they were not always involved in decisions to
the extent they wanted (I, III). This finding is supported by research from other
studies (Mok & Leung, 2006; Raines, 1998) that showed that parents wanting to
take part in making decisions concerning their own child. Whenever possible,
health care providers need to actively engage parents in the decision-making
process (Sudia-Robinson & Freeman, 2000). Making decisions requires extensive
knowledge; being left without support in decisions concerning their child and
then having to cope with it can be complex. Autonomy must be discussed with
clarity in terms of self-determination and participation, further being in control of
one’s own choices and actions by having the necessary knowledge (cf.
Beauchamp & Childress, 2009). In a crisis, support in decision making is
necessary and autonomy is thereby strengthened. This is important to bear in
mind, that parents initially do not understand that the infant is born and they
experience a lack of knowledge about preterm birth (I, III). As stated by Owens
(2001) “When a baby is born prematurely, we all work toward the same goal: to
preserve and maintain the quality of life that each baby deserves. Although no
one can erase the inherent trauma that a premature birth causes a family, we can
work together to soften the blow to those who must endure it” (p. 69). It is
therefore important to prepare parents in dealing with the expected psychological
reactions after hospitalization and also support them during transition at home
(Shaw et al., 2006). Conversely, it is important for healthcare professionals to
have adequate knowledge about the parents’ personal experiences with the
premature birth to enable them to give appropriate nursing care and emotional
support.
Although parents of preterm babies wanted to take part in the care, they
expressed being forced to take responsibility for the infant before they are ready
to do it (II); feeling ready to take full care of the baby was considered important
(II, IV, V). To make decisions, we must know something about a person’s
expectations and how these may be realized (Løgstrup, 1997). It is shown in
studies (Lindberg, Christensson & Öhrling, 2005; Wigert, Berg & Hellström,
2007) that health care professionals consider themselves as experts. Staff at the
NICU wanted to decide when parents were ready to participate in the infants’
care; setting limits is a form of excising power (Wigert et al., 2007). This is in
accordance with observations where parents had to ask for permission to
participate in the child’s care (I, III). Instead of viewing themselves as the only
experts, nurses must alter their perception of the relationship, seeing the parents
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as the ultimate experts in their child’s well-being; however the nurse is still a
valuable member in the partnership. The pediatric nurse becomes the consultant
and provider of education, support, and assistance to the empowered family
(Newton, 2000). Nonetheless, parents also felt that the staff were approachable
and had knowledge which they shared with them (I-III).
In time, parents became more and more confident in the care of their infant (II,
III, IV). The results showed that parents felt confident in taking responsibility for
their infant, but at the same time, they had the staff to lean on (II, IV). Parents
described feeling confident by having access to the staff, although by time they
were at home, they had less need for the technology (IV). This result is
supported by research showing that, after the first 2–3 weeks of being at home,
majority of the parents of preterm infants felt ready to take on full responsibility
and they also felt confident to manage alone (Bissell & Long, 2003). This can be
interpreted as feelings of alienation and responsibility gradually changing into
increased confidence and familiarity (Jackson et al., 2003). Empowerment is a
process of helping people to assert control over the factors that affect their lives
(Gibson, 1991). The ideology of empowerment is based on the premise that all
people have existing strengths and capabilities; moreover, that all people have the
capacity to grow and become more competent (Dunst & Trivette, 1996).
Empowerment is characterized by families taking control of the decisionmaking
process and basic service must be related to the family’s individual needs.
Empowerment leads families to feel competence and foster their abilities to meet
their needs and fulfill their desires independently (Thurman, 1991). From this
perspective, parental support via videoconference can be one way to facilitate the
process of parents taking own responsibility of their infant (cf. IV, V).
By being involved in the care, parents felt being in control; not being involved
was described as losing control (I). It was important to feel responsible for their
own child (I-III), which they in a way were able to do after coming home (IIIV). Parents felt being more in control when coming home, as the use of
videoconferencing was adjusted to the families’ needs and wishes (IV, V). Hulme
(1999) presents family empowerment as a nursing intervention designed to
optimize the power of the family, thus enhancing the ability to effectively care
for the child and sustain family life. It is worth mentioning that Rowe, Gardner
and Gardner (2005) have shown that parents did not believe that their parenting
skills or lay wisdom were highly valued by healthcare staff. As shown in a study
(Erlandsson & Fagerberg, 2005) mothers who experienced co-care felt that they
were seen and taken into consideration, which gave them confidence and a sense
of control over the situation. Nevertheless, parents need consistent
encouragement, ongoing reassurance, and positive feedback regarding their
competence to cope with the situation.
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Parental support for understanding and making sense
Findings in this thesis showed that the presence of the nursing staff seemed to be
of significance for parents of preterm born (I-IV). It is noteworthy that parents
and nurses expressed being more present in the virtual meeting and it was similar
to having a meeting in the same room (IV, V). According to Cone (2007), it is
essential to establish an environment that facilitates communication, where it is
imperative that staff is present and attentive to the parents’ needs. Gilje (1992)
stated the importance of awareness as a concept in nursing practice. While nurses
have shared meaningful experiences with patients, these are usually achieved on
an unconscious level of awareness. Positive negotiation begins with a mutual
understanding of parent and nursing roles (Newton, 2000), but lack of
negotiation resulted in parents often feeling the inability to express their desired
level of participation (Blower & Morgan, 2000).
Parents of preterm infants experienced a lot of strain, as for example, when faced
with the unexpected birth, due to being unaware of preterm-born children (I,
III), concerns for the infant, worries about the outcome (I-III), and uncertainty
about being close to the infant (I, III). Further concerns included their initial
inability to feel like a parent (I-III) and anxiety when taking their infant home
(II, IV). For these reasons, healthcare professionals need to have adequate
knowledge about parents’ experiences after having an infant born prematurely.
According to Robinson (1996), being a curious listener, compassionate stranger,
non-judgmental collaborator, and mirror for family strengths is a significant
intervention that invites healing. Nevertheless, a low level of empathy has been
reported among helping professions (Reynolds & Scott, 2000), which indicates
that many professionals are not as helpful as they ought to be. Probably, this
result can be applicable to professionals within neonatal care. It was found that
parents and nurses could more easily work with each other to share in child care
when rapport was established, which resulted in individualized care. Parents often
mentioned constancy of staff as a positive aspect of the care, specifically repeated
contacts with a small group of nurses was of importance in fostering a climate
conductive to establish rapport (Espezel & Canam, 2003). Furthermore,
negotiation between parents and/or children and hospital staff was often the key
to a successful interaction during a child’s hospital stay (Shields, Pratt & Hunter,
2006). Helping parents to be present and involved right from the beginning can
allay their feelings of loss of control and loss of confidence in their parenting skills
(Pearson & Andersen, 2001). According to Wigert et al. (2007), it is a central task
for personnel to face and receive parents’ worry, both hidden and openly shown;
but often, they had difficulties in meeting worried parents. One result showed
that fathers tried to hide their feelings (I), which is a challenge for staff to find out
to enable them to give support. In every encounter between human beings, there
is an unarticulated demand, irrespective of the circumstances in which the
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encounter takes place and irrespective of the nature of the encounter (Løgstrup,
1997).
Despite results showing that parents were able to cope with preterm birth (I-V),
this event can represent a crisis and, according to Stjernqvist (1992), most parents
of preterm infants go through a crisis. When a certain life situation is difficult to
handle, people can temporarily lose their foothold, and consequently, views
about life gain significance, as a lot of existential questions are brought up
(Kallenberg & Larsson, 2004). Parents had many existential thoughts related to
having an infant born prematurely (I-III). They tried to find meaning in what
they had lived through, even though it had been stressful (I-III), and tried to lift
up positive experiences (I-IV). Parents talked about gains as growing as a person
(II, III) and being strengthened in their relationship to their partner (II).
Antonovsky (1991; 1996) stated that, when confronted with a stressor, a person
with a strong sense of coherence would be motivated to cope; believing that the
challenge is understood and that resources to cope are available. From that point,
it can be assumed that a strong sense of coherence can help a parent to handle the
situation of having a preterm infant and give meaning to it. However, it is of
importance that nursing staff help parents to see some meaning in what is
happening and to instill hope (Hall, 2005). Parents also emphasized that they had
not wanted it any other way than having their baby (II). Nevertheless, parents
stressed that they had no choice but try to handle it (II, III). To cope with
changes in adjusting positively to being a parent and without experiencing undue
distress, people need opportunities to make sense of what is happening and to
integrate new identities and experiences with previous ones so as maintain a sense
of order in their lives (McCourt, 2006).
Consequently, parents must be given opportunities to share their experiences of
having an infant born prematurely with others, an activity that they wanted to
engage in (I-IV). Parents appreciated the personal conversations with staff at the
NICU (I-IV), which was noticed by CPNs to have positive effects on parents
(V). Staff were valued as crucial to parents (I-IV). Parents experienced being able
to cope with the preterm birth, but they needed support (I-IV) and after coming
home, access to staff at all hours was essential and gave a sense of safety (IV, V).
In a study (Miles, Carlson & Funk, 1996), parents identified nurses in particular
to have helped them cope with having their infant in the neonatal unit.
According to studies (Cescutti-Butler & Galvin, 2003; Cleveland, 2008), nurses
are central as a key factor to parents’ experiences in the NICU stay. As
highlighted by Wigert et al. (2008), being a skillful professional “carer” means
having not only the medical-technical skills but also nursing skills, including
creating good relations with parents. The staff should be sensitive to and treat the
parents’ individual needs, which only is possible if the staff get to know the
parents and a non-threatening, trusting relationship is established (Herbst &
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Maree, 2006). Trust is produced in a climate that induces honesty, openness,
consistency and respect (Ohlinger, Brown, Laudert, Swanson & Fofah, 2003).
According to Løgstrup (1997), fundamental trust is essential to every
conversation; we deliver ourselves over into the hands of another. On the other
hand, we usually trust one another with great reservation. We do not allow
ourselves completely to trust one another, not even in an emergency situation
when we desperately need help. Nursing care is based on relationships, meetings
between people, and means to meet people as a whole, and to ensure the needs
of families. Health professionals must know that people are affected in different
ways, depending on what is important in human life.
According to Fredriksson and Eriksson (2003), the focus on communication must
shift to conversation. Emphasis must be on the relational meeting in a
conversation instead of exchange of information in communication. Further
listening can be a first step to connect with the patient or enter the world of the
patient (Fredriksson, 1999). This might be an explanation to some difficulties in
understanding given information, which also was found (I, III). However, as
described by CPNs, videoconferencing facilitated parents’ access to information
while at home (V). Still, a question remains: why are there problems with the
information given at the unit? The stressful situation is one aspect; parents were
not able to take in everything, and parents stated the importance of getting
information repeatedly and at a suitable time (I, III). A study (Jones, Woodhouse
& Rowe, 2007) examining effective nurse-parent communication showed that
overall effective communication was accommodative and ineffective
communication was not. Parents valued communication that was two-way and
that involved informal chatting, as well as more formal discussions. This is in
accordance with the results in this thesis (I-V). Everyday talk was significant for
parents; they also could talk about problems (IV); and CPNs call on parents just
to chat (V). According to Jones et al. (2007), nurses need to develop an increased
awareness of adapting their communication style to the differing preferences of
mothers and fathers. Interpersonal communication needs to be viewed as an
either-way communication and attentive listening for understanding is in
particular important and is not a skill that many people typically possess (Ohlinger
et al., 2003). However, it is evident that aspects of staff-parent communication
are important sources of support for parents (I-V) (cf. Reid, Bramwell, Booth &
Weindling, 2007). According to Cone (2007), learning to communicate with
families as true partners in the care of their infant is not easy or intuitive. To
teach caregivers how to listen and communicate more effectively is not
uncomplicated, it involves a paradigm shift affecting changes in management
philosophies and mentoring.
Sharing experiences with other families with similar experiences was important as
parents could identify with them, which was not easy when talking to parents
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with children born full-term (I, III). Studies (Nyström & Öhrling, 2006;
Nyström & Öhrling, 2008) used electronic encounters in facilitating the sharing
of their experiences with other parents during their child’s first year. This could
most likely be supportive for parents of prematurely born infants, making it
possible for them to meet other families with similar experiences. The
intervention study (IV, V) showed that using videoconferencing was mostly
positive for both parents and CPNs and they experienced the virtual meeting to
be similar to those they had at the unit. The technology provided possibilities of
supporting families, even though they were in a remote location. This is
supported by other researchers̛as stated in a study (Haux, Ammenwerth, Herzog
& Knaup, 2002), our society is continuously influenced by modern ICT, and
health care has greatly profited by this development. Advances in computer and
telecommunication technologies are now allowing nurses to provide nursing care
to patients in alternate care sites and remote geographic areas (SchlachtaFairchild, 2001). Results showed that virtual homecare visits are of interest, as
nurses felt that most visits would not have been significantly better if performed
in person (Demiris, Speedie & Finkelstein, 2001). This emphasizes the
importance of videoconferencing as a tool to improve nursing care at home; the
CPNs were convinced that it must be a part of the upcoming care (V).

Gender perspective on parents of prematurely born infants
Differences between the roles of men and women in everyday family life are still
associated with the gender perspective, and it is clear that traditional power
structures influence male parenthood (Plantin, 2001). According to previous
research, a father’s involvement may increase when a child is prematurely born
and, in such cases, these fathers become better adjusted to fatherhood (HolditchDavis & Miles, 1997). Those results may be congruent to findings that describe
fathers of preterm infants spending a lot of time at the hospital together with their
infant and their partner (I, II). As findings showed, fathers talked about being part
in a way not possible if the infant were born full-term (I, II). Moreover, they saw
themselves as skilled fathers who knew their infant much better compared with
fathers of infants born at term (I) and who had a stronger bond with their child
(II). Spending time with their infant made them more secure in their role as a
father (II). These findings highlight the importance of the fathers’ involvement in
the care of the infant. According to Deutsch (2001), it is interesting to speculate
if the preterm birth provides opportunities for fathers to experience equal
parenting. In some families today, fathers are every bit as involved in the day-today care of children as mothers. These fathers have gone far beyond helping their
wives; they take equal responsibility for parenting. Rather than seeking causes,
researchers need to pay attention to how mothers and fathers actively create equal
parenting to better understand it (Deutsch, 2001). This raises new questions of
research.
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On the other hand, results showed that parents also took the traditional gender
role as the father being the provider of the family (I-III). As cited by Walzer
(1998), “Gender, marriage, motherhood and fatherhood are constructed within
and between people - we do it. We identify in particular ways, we interact in
particular ways, and our society is systematized in particular ways that generate
and perpetuate particular forms of difference between men and woman. This way
of conceptualizing gender is often referred to as the ‘doing gender’ perspective”
(p. 8). Fathers felt responsible for the family, even though the mother could be
responsible for herself (I). Further, mothers talked about support from the infants’
father (III), when fathers talked about sharing the experiences and working
through the situation together with their partner (I, II). Traditionally, the father
often has the roles of protector and provider of the family (Nyström & Öhrling,
2004; Plantin, 2001; St John et al., 2005). Men are generally still expected to
participate fully in the economic sphere, to act as provider for the family, and
they are encouraged to construct their self-identities as masculine subjects
through their work role (Lupton & Barclay, 1997). Couples who share equally
from the start resist conventional images of motherhood and fatherhood
(Deutsch, 2001). Consequently, health care professionals have to act in way so as
not to reinforce traditional gender roles, but instead to consider both mother and
father as necessary for their infants’ best interest
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METHODOLOGICAL CONSIDERATIONS
When the studies (I-V) were conducted, I had a pre-understanding of many years
as a registered nurse, with a Certificate in Pediatric Nursing, with experiences of
working at a neonatal unit and experiences as a doctoral student in nursing. My
knowledge about concepts within neonatal care and the context helped me in
the research process. Throughout the whole process I tried to be aware of this
pre-understanding of clinical experience. I consider it as a strength that I was
familiar with caring and the complex environment at the NICU; nevertheless, it
is of significance to reflect on how this might have influenced the research
process. During the interviews and analysis, I tried to be as open-minded as
possible, to avoid influencing the interpretations. Cappleman (2004) stated that it
might be a risk conducting research within one’s own area, but according to
Turrill (2003), is it an advantage for the researcher to have knowledge and
experiences from the research area. My pre-understanding has been helpful in
conducting the interviews, as previous experiences and knowledge of meeting
parents of preterm infants and CPNs facilitated in creating a safe atmosphere and
establishing rapport with the participants.
Graneheim and Lundman (2004) explain that a text always involves multiple
meanings and there is always some degree of interpretation when approaching it.
Further, this is an essential issue, when discussing the trustworthiness of findings
in qualitative content analysis. One limitation could be the size of the sample in
the studies (I-V). The results might have been different if there had been more
participants. Qualitative inquiry focuses in depth on a relatively small sample
selected purposefully, so there are no criteria or rules for sample size, it depends
on what you want to know, the purpose of the research, what is at stake, what
will be useful, what will have credibility, and what can be done with available
time and resources (Patton, 2004). However, the sample size should be large
enough to achieve variation of experiences, but small enough to permit a deep
analysis of the data (Sandelowski, 1995). Another limitation could be that the
purposive sample was done only from one hospital. The intervention study (IV,
V) is initial and gives limited experiences due to the fact that all families and
CPNs were recruited from the same NICU. This intervention makes nursing
work more visible and accessible to other nurses and significant others (cf.
Sandelowski, 1996). The fact that the samples not were homogeneous would
certainly have an impact on the results, but the most important factor was that
participant had experiences related to the aim of each study and that they could
share these experiences. All the participants were interested and willing to share
their experiences, although this might have influenced the results to be positive.
One reason for their willingness to participate might be the opportunity to talk
about their experiences and having someone willing to listen to them. Another
reason might be that the use of videoconference was an addition to already
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existing care, and thereby parents were provided with greater support. This
might have influenced the result to be positive.
The interviews were conducted with fathers (I, II) from a few weeks until
months after discharge and with mothers (III) about 3 years after the child was
born. Parents participating in the intervention (IV) were interviewed within a
few weeks after discharge. Interviews with CPNs (V) were all conducted within
a few weeks after the project was ended. Despite differences in time, all the
participants remembered and could clearly talk and narrate with richness their
experiences. Morse (1991) stated that while interviewees have to be willing to
share their experiences, it is also important that they have the ability to reflect
critically on their own experiences. My own experience from the interviews was
that I managed in a manner similar to what Kvale (1997) writes: that a qualitative
research interview attempts to understand the world from the subjects’ point of
view, to unfold the meaning of peoples’ experiences, and to uncover their lived
world prior to scientific explanations.
Throughout the whole research process, I have attempted to describe the process
accurately. To increase trustworthiness, all the steps in the research process must
be described as clearly as possible (Lincoln & Guba, 1985). Credibility was a
consideration in the selected data collection and the data analysis method. To
achieve credibility, the research was conducted in such a manner that
participants’ experiences were described faithfully. Together with another
researcher, the analysis in each study was discussed to ensure assessment and to
reach an agreement on the categories and themes. Representative quotations
from the transcribed text were chosen as a way to increase the credibility of the
results (cf. Sandelowski, 1994). Findings from studies (I-V) included in this thesis
are contextual and cannot be generalized, and this is not the goal of qualitative
research, but the results from this context can most likely have meaning to others
in similar situations, as new knowledge is created in the studied field.
Transferability means that it is the readers’ decision if the findings are transferable
to other contexts (Graneheim & Lundman, 2004). Transferability involved
presenting an accurate description of the interpretation of the inquired
experiences with the view that future parents of preterm infants and CPNs who
have had a similar experience may recognize the description. The findings from
this thesis can constitute the basis for the continued development of future
neonatal nursing care.
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CONCLUDING REMARKS AND CLINICAL IMPLICATIONS
The findings from this thesis indicate that parents of prematurely born infants are
exposed to specific experiences related to the preterm birth. Parents were
unprepared and unknowing about their new situation, and thereby being
confronted by a lot of stressors; they were in need of support in various ways. It
is essential for parents to feel supported as well as to have the knowledge that will
facilitate and create the necessary conditions for them to handle a prematurely
born infant. Nursing care must be on the basis of knowledge about similarities, as
well as dissimilarities, between mothers and fathers in terms of how they
experience having an infant born preterm. Being together with their infant and
being part of the care giving process enable parents to gradually adjust into being
a mother or a father.
Parents are in a changeover from being at the NICU with staff available all the
time and coming home and taking full responsibility for their infant; therefore,
parents should not be left alone without support. Findings in this thesis showed
that accessibility to staff by videoconferencing was experienced to be supportive
and gave parents confidence. Videoconferencing appears to be one among many
possible ways to support families after returning home with their preterm infant.
From that point, is it of significance to change traditional nursing care and to be
open-minded to perceived benefits when using ICT. After the project was
completed, videoconference has been permanently used as a new standard in the
care at the NICU. Regardless of whether families are at NICU or in their own
home, parents must be empowered. They must realize that they are the ones
who are most acquainted with the infant and they are competent enough to take
care of the infant on their own.
The results from this thesis have implications for families with prematurely born
infants and those who are meeting them. This knowledge about specific
experiences of mothers and fathers are of outmost importance for nursing staff
who are engaged in families with infants born preterm, to enable them to support
and facilitate parenting on more complex levels of understanding of their unique
experiences. It is essential to meet parents and listen to their experiences, notice
their different needs, and give them attention as individuals, as a couple, and as a
whole family. To succeed, it is vital to stay aware of the need to maintain
parents’ perspectives and to be sensitive to their experiences of how nurses’
attitudes and actions affect them.
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SUMMARY IN SWEDISH - SVENSK SAMMANFATTNING
När barnet är fött för tidigt: Upplevelse av föräldraskap och av
stöd via videokonferensteknik
Introduktion
Att få ett barn som är fött för tidigt har en stor påverkan på upplevelsen av att bli
förälder. Blivande föräldrar har förväntningar och förbereder sig inför barnets
ankomst, samt skapar sig en bild över hur situationen förväntas att bli. Att bli
förälder till ett barn som föds för tidigt innebär att förväntningarna inte uppfylls.
Den normala föräldraprocessen och den känslomässiga förberedelsen av
föräldraskapet avbryts när barnet föds för tidigt. Föräldrarna har inte hunnit
förbereda sig psykologiskt och är inte heller fysiskt eller emotionellt förberedda
inför barnets ankomst. Genom att födelsen sker så snabbt och överrumplande kan
det vara svårt att förstå och känna att man har blivit förälder. Barn som är födda
för tidigt kräver vanligtvis vård på en neonatalavdelning under flera veckor eller
månader. För att kunna bedriva kvalificerad neonatal omvårdnad krävs
omfattande kunskaper. Medicinsk och teknisk kunskap kombinerat med
omvårdnad kan möjliggöra att barn som är födda mycket för tidigt kan räddas
och få en normal uppväxt. Det har skett stora förbättringar inom neonatal vård
och omvårdnad. Trots det så finns ett fortsatt behov av att förbättra omvårdnaden
och vara uppmärksam på att föräldrar har egna behov som uppstått genom att
barnet är fött för tidigt.
Syfte
Det övergripande syftet med denna doktorsavhandling var att beskriva föräldrars
upplevelse av att få ett barn som var fött för tidigt, samt beskriva upplevelsen av
att använda videokonferensteknik mellan familjens hem och neonatalavdelningen
för att ge stöd till föräldrarna.
Specifika syften för de fem delstudier som avhandlingen består av var att beskriva:
- Pappors upplevelse av barnets födelse (delstudie I).
- Upplevelsen att vara pappa till ett barn som är fött för tidigt (delstudie II).
- Mödrars upplevelse av att få ett barn som är fött för tidigt med fokus på
födelsen och den första tiden som följer därefter (delstudie III).
- Föräldrars upplevelse av att använda videokonferensteknik mellan deras hem
och neonatalavdelningen (delstudie IV).
- Barnsjuksköterskors upplevelser av att använda videokonferensteknik mellan
neonatalavdelningen och familjens hem (delstudie V).
Metod
I delstudie I och II ingick åtta män och i delstudie III ingick sex kvinnor som
hade blivit föräldrar till barn som var födda för tidigt. Kriterier för att få delta i
studierna (I-III) var att vara förälder till ett barn som var fött för tidigt och som
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därigenom varit i behov av vård på en neonatalavdelning, samt att barnet skulle
vara fött senast graviditetsvecka 36. Delstudierna IV och V var interventionsstudier där videokonferensteknik har används för att förmedla stöd till familjen
efter de åkt hem med sitt barn. Föräldrarna hade möjlighet att använda tekniken
dygnet runt och hade på så sätt direktkontakt, genom ljud och bild, med personal
på neonatalavdelningen. I delstudie IV ingick tio föräldrapar. Kriterier för att få
delta var att vara förälder till ett barn som var fött senast graviditetsvecka 34 och
därigenom hade vårdats på en neonatalavdelning. Båda föräldrarna måste vara
villiga att delta, samt att familjen hade tillgång till bredband eller ADSL från sitt
hem. I delstudie V deltog tio barnssjuksköterskor, och kriterierna för att få delta
var att vara legitimerad sjuksköterska med en specialistutbildning till
barnsjuksköterska. Vidare så skulle de ha erfarenhet av att arbeta inom
neonatalvård, samt ha erfarenhet av att använda videokonferensteknik i kontakt
med familjer efter hemgång med barnet. I alla delstudierna har kvalitativa
forskningsintervjuer använts som datainsamlingsmetod. Deltagarna ombads fritt
berätta om sina egna upplevelser relaterat till syftet med respektive studie.
Intervjuerna spelades in på ljudfil och skrevs ut ordagrant. Utifrån syftet valdes
kvalitativ innehållsanalys som metod för att analysera intervjutexterna.
Resultat
Delstudie I
Resultatet visade att barnets födelse kom helt oväntad och beskrevs av papporna
som att de plötslig befann sig i en situation de aldrig tidigare hade reflekterat över
skulle kunna hända. Det var svårt att förstå vad som hände, eftersom allt gick så
snabbt och från början var det inte lätt att hantera situationen. Bristen på egen
kunskap medförde att en mängd frågor uppstod. Att få veta vad som skedde och
att få information beskrevs som nödvändigt och var en förutsättning för att
minska oron. Det ansågs som viktigt att sätta mor och barn i första hand,
papporna kände sig ansvariga för dem och vaktade för familjens bästa.
Fokuseringen på mor och barn gjorde att deras egna känslor sattes åt sidan och
deras egna behov glömdes bort. Oro över att barnet inte skulle överleva, eller att
barnet hade fått skador, samt hur barnet skulle påverkas i framtiden framkom.
Trots allt så upplevdes lycka och det var överväldigande att bli pappa. Männen
ville vara nära och mycket av stressen som upplevdes relaterades till att inte få
vara tillsammans med mor och barn. Initialt så fungerade papporna som en länk
mellan mor och barn. De ville vara en naturlig del i vården, men beskrev att de
inte alltid fick vara involverade i den utsträckning som önskades. Männen
utryckte att de hade egna behov och ville ha någon att prata med och någon som
lyssnade på dem. Att få prata gjorde att det var lättare att bearbeta det som de
hade gått igenom.
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Delstudie II
Det tog tid innan att männen riktigt kunde känna sig som pappa, de blev dock
med tiden mer trygga i sin roll som pappa, men kände trots det behov av stöd.
När familjen slutligen kom hem kunde de uppleva den riktiga känslan av att vara
pappa. Det framkom även det som hade varit positivt med att barnet föddes för
tidigt, som exempelvis att få utökad tid för att lära känna sitt barn och att
känslorna för barnet växte hela tiden. Den tidiga födelsen medförde en möjlighet
att vara med barnet och att vara involverade i vården. Männen upplevde sig vara
utbildade av professionella i att ta hand om sitt barn. Trots att det var förenat med
mycket stress och påfrestningar så upplevdes vinster av det som de hade gått
igenom, som att växa som människa och värdera livet på ett annorlunda sätt.
Relationen till partnern hade stärkts, samtidigt som medvetenhet fanns om att det
hade kunna leda till en kris i förhållandet. Allt eftersom tiden gick så upplevde
männen att livet mer och mer återgick till det normala, barnet utvecklades och de
tänkte mer sällan på att barnet var fött för tidigt.
Delstudie III
Att få ett för tidigt fött barn var chockerande och kvinnorna upplevde det som en
mycket speciell situation. Det tog tid att inse och att acceptera att barnet var fött,
initialt var det inte lätt att känna sig som en mamma. Det blev inte alls som väntat
och den första känslan av lycka kunde inte upplevas. Kvinnorna funderade över
varför det hade hänt och varför de inte hade kunnat fullfölja en graviditet.
Svårigheter att förstå den givna informationen om sitt barn och vården beskrevs.
Känslor av oro och stress dominerade den första tiden efter barnets födelse.
Mödrar befarade att barnet skulle bli sjukt, skadat och påverkas för livet, eller inte
ens överleva. Känslomässigt var det jobbigt att vara separerad från sitt barn och
mödrarna ville känna närhet till barnet, vilket medförde att moderskapskänslan
växte. Genom att få vara nära och att tillbringa tid med barnet mildrades
känslorna. Att få ett barn som är fött för tidigt påverkar hela familjelivet eftersom
det inte var möjligt att vara tillsammans hela familjen. När barnets tillstånd
stabiliserades så var det viktigt att få möjlighet hela familjen kunde vara
tillsammans. Kvinnor som hade barn sen tidigare kände att de drogs mellan att
vara på neonatalavdelningen med det lilla barnet och att vara hemma med
syskonen. Trots allt så upplevde de att kunna hantera situationen. Vetskapen att
barnet skulle överleva gav styrka att kämpa vidare, vilket även ledde till att de
växte som människa. Det var viktigt att känna stöd från partnern, personal på
avdelningen och andra viktiga personer. Att få stöd och assistans i vården av
barnet var av vikt eftersom de ville sköta sitt barn på ett säkert sätt. Att få
bestämma själv över sitt deltagande i vården var viktigt och de vill inte känna att
de måste be om lov för att få vara delaktiga. Kvinnor utryckte funderingar över
att deras modersroll hade påverkats, vilket även vissa av dem tyckte.
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Delstudie IV
Genom att kunna ha direkt kontakt med personal på neonatalavdelningen dygnet
runt via videokonferensteknik upplevde föräldrarna trygghet. Uppkoppling
kunde ske om de behövde råd, hade funderingar, eller bara ville prata. Det
viktigaste var att ha denna möjlighet och inte hur många gånger det användes.
Genom vetskapen att personal lättare kunde bedöma situationen hemma blev
föräldrarna lugnare. Att känna sig redo att ta hem sitt barn var betydelsefullt, men
videokonferenstekniken gjorde att de kände sig mer öppna inför att åka hem, de
var dock inte säkra på om tekniken skulle användas. Om barnet hade haft stora
problem så trodde föräldrarna att tekniken skulle ha använts i större utsträckning.
Med tiden hemma blev behovet av teknik allt mindre, men föräldrarna skulle
absolut inte tveka att använda videkonferensteknik om en ny möjlighet gavs.
Videokonferenstekniken förbättrade möjligheten till stöd trots distansen och det
kunde upplevas som att mötas i samma rum. Föräldrarna upplevde att personalen
var mer närvarande i mötet och påpekade betydelsen av kroppsspråk. Båda
föräldrarna kunde vara med i samtalet, vilket gjorde att de kunde stödja varandra.
Mötet kunde upplevas bättre om de redan kände varandra, men även om
föräldrarna inte hade mött personalen tidigare så underlättades kommunikationen.
Möten via videokonferensteknik upplevdes som positiva för hela familjen och det
var roligt att träffa personalen igen. Så länge som det var ett komplement till den
ordinarie vården så var det bra, men den får inte ta över den ordinarie vården.
Användningen av videokonferensteknik måste vara anpassat utifrån familjen
behov och önskningar. Tekniken fungerade mestadels bra och var
användarvänlig, men vid tekniska problem upplevdes mötet mindre givande.
Föräldrarna ville hantera tekniken själv och inte vara beroende av andra för att
klara av det. Föräldrarna hade tankar om att tekniken kunde vara en
”förlängning” mellan avdelningen och hemmet, exempelvis efter ronden kunde
kontakt tas med familjen som var hemma. Tekniken öppnar upp för andra
möjligheter som att etablera kontakt med barnhälsovården och ha kontakt mellan
olika sjukhus. En del föräldrar använde tekniken för att kommunicera med resten
av familjen som var hemma.
Delstudie V
Videokonferensteknik gjorde det möjligt för barnsjuksköterskorna att möta hela
familjen och det var nästan som att mötas i verkligheten. Ibland kunde dock viss
distans upplevas, så mänsklig kontakt kan inte helt ersättas. Eftersom alla hörde
samma sak så minskades risken för kommunikationsmissar. Möten kunde
möjligen påverkas om personalen inte sen tidigare kände familjen, men oftast var
det någon som arbetade som hade träffat familjen tidigare. Att använda teknik
kunde vara krävande, ibland fanns känslan av att bli observerad av föräldrarna.
Vissa av barnsjuksköterskorna tyckte att det var jobbigt att vara synlig i bild och
att det kunde vara svårt att vara naturlig, men med tiden skulle de vänja sig.
Familjen kunde observeras, att kunna se och höra gav en helt annan dimension,
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och därmed kunde situationen hemma bedömas på ett bättre sätt. Genom att
iaktta en avspänd stämning så antogs att föräldrarna hanterade det bra, men det
gick också att uppfatta om föräldrarna var oroliga eller om barnet inte såg ut att
må bra. Att ge information och instruktion underlättades, genom att få visuell
bekräftelse om föräldrarna förstod eller inte. Fattade beslut underlättades av att det
var möjligt att diskutera tillsammans. Det framkom även åsikter om att det inte
alltid var nödvändigt med videokonferens, vissa bedömningar kunde göras genom
att bara prata med föräldrarna. Kommunikation med föräldrarna baserades på
”småprat”, vilket verkade vara av stor betydelse för föräldrarna. Problem som
framkom var ofta vanligt förekommande, som exempelvis bekymmer med
matning, som oftast kunde lösas tillsammans med familjen. Att ha tillgänglighet
till personal via direktkontakt bedömdes som att vissa föräldrar lättare tog steget
att åka hem. Familjen kunde besökas virtuellt och därmed minskade distansen
mellan familjens hem och avdelningen. Det var viktigt att utgå från familjens
behov och personalen måste anpassa sig utifrån det. Ibland så tvingades man att ge
en ny tid för mötet, men om det verkade vara akut så prioriterades det. Att
använda videokonferensteknik förenklade inte arbetet, men det gav möjligheter
att förbättra stöd till familjen och det var ett viktigt redskap för att förbättra
omvårdnaden. Barnsjuksköterskorna var villiga att utöka användningen och ansåg
att det måste vara en del av framtidens vård. Tekniken ansågs vara användarvänlig
och fungerade för det mesta bra. En vanlig uppfattning var att tekniken inte
användes i den utsträckning som den egentligen borde användas, men för att
utvecklas måste arbetssättet till viss del förändras och även samarbetet med andra
yrkesgrupper. Förändringar som görs måste få ta tid och det gäller även detta.
Avslutande reflektion
Resultaten från denna avhandling har implikationer för familjer med för tidigt
födda barn och för alla som möter dem. Trots att det finns likheter mellan att få
ett barn som föds i fullgången tid och att få ett barn som föds för tidigt, så är det
av stor vikt att ha kunskap och förståelse för de specifika upplevelser som föräldrar
till för tidigt födda barn kan ha. Det är även betydelsefullt att se till de skillnader
som kan finnas mellan mäns och kvinnors olika upplevelser efter att ha blivit
föräldrar till ett barn som är fött för tidigt. Kunskap om specifika upplevelser är av
yttersta vikt för vårdpersonal som möter föräldrar med barn som är födda för
tidigt, för att kunna stödja och underlätta föräldraskap på en mer komplex nivå av
förståelse för deras unika upplevelser. Det är viktigt att lyssna till föräldrars
erfarenheter och att uppmärksamma deras olika behov som individer, som ett par,
liksom som en hel familj. Det är av stor betydelse att förbättra och skapa
möjligheter att ge kvalificerat stöd till föräldrar som har fått ett barn som är fött
för tidigt. För att lyckas med detta är det viktigt att utgå från föräldrarnas
perspektiv och se dem som individer i behov av olika sorters stöd och hjälp.
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Abstract Aim: The aim of this study was to describe the experiences from the
birth of premature infants in the fathers’ perspective.
Methods: Eight fathers participated; their infants were born prematurely and
thereby needed care in a neonatal intensive care unit. Narrative interviews were
conducted and a thematic content analysis was used to analyze the interviews.
Results and conclusion: Fathers described their experiences of having a preterm infant, as getting into the midst of something never previously reﬂected on. It was
important to have information and to know what was going on, but it was difﬁcult
to understand what was happening. The fathers were protective over the mother
and infant. They wanted to be with both the mother and the infant as much as possible and wished to be seen as a natural part in the care. However, fathers had their
own needs and, therefore, needed to be cared for as well.
ª 2007 Neonatal Nurses Association. Published by Elsevier Ltd. All rights reserved.

Introduction
The birth of a premature infant is considered
stressful to the parents and affects the parente
infant relationship (Holditch-Davis and Miles, 2000;
Hughes et al., 1994; Thomas et al., 2004; Younger
et al., 1997). When an infant is born premature,
the normal parental process and the mental preparation of parenthood are interrupted (Als, 1986).
* Corresponding author. Tel.: þ46 920 493856; fax: þ46 920
493850.
E-mail address: birgitta.lindberg@ltu.se (B. Lindberg).

Parents are not prepared psychologically, physically, and emotionally for the preterm birth.
Becoming a parent to a preterm infant is not
easy because everything happens so fast and
comes unexpectedly (Affonso et al., 1992; Jackson
et al., 2003). Feelings of sorrow and loss for not
completing the pregnancy or not having a healthy
baby (Sydnor-Greenberg and Dokken, 2000) are
sometimes so intense, which make situations difﬁcult to handle (Bracht et al., 1998).
Men ﬁnd their participation in childbirth much
more demanding than what was expected because
they were not prepared for the unpredictable

1355-1841/$ - see front matter ª 2007 Neonatal Nurses Association. Published by Elsevier Ltd. All rights reserved.
doi:10.1016/j.jnn.2007.05.004
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process and experiences over time, pain, and
woman’s reactions (Hallgren et al., 1999). Fathers
of preterm infants had never imagined how emotional the experience of delivery will be for
them; this indicates that it is not enough to be prepared to become a father, but it is also important
to feel mature for fatherhood (Plantin, 2001).
Thus, it must be of interest to increase knowledge
about the fathers’ experiences in having a preterm
infant.
Fatherhood is a challenge for most men because
their sense of ‘‘being in control’’, is challenged by
the loss of control associated with distress, frustration, and anxiety about dealing physically with
a tiny infant. Likewise, being part of the family
unit and taking responsibility for a child is experienced by fathers as a source of pleasure (Lupton
and Barclay, 1997).
Fatherhood could be experienced as a disappointment and a frustration. For fathers who
expected to be more involved in infant care and
underestimated the impact of having a preterm
infant, fatherhood was experienced as more difﬁcult and distressing than what was expected
before the infants’ birth (Barclay and Lupton,
1999).
Increased knowledge about fathers’ experiences of the postpartum period will facilitate
the nurses’ role in supporting and responding to
the fathers’ needs (de Montigny and Lacharite,
2004). A better understanding of the initiation
to fatherhood may promote a more appropriate
family-centred care. Health professionals must
adjust to the challenge of fatherhood and be
more helpful by taking a supportive approach
to facilitate the fathers’ participation in their
new role (St John et al., 2005). However, it is
crucial for neonatal nurses to increase knowledge
about the experiences of fathers with preterm
infants, to have the ability to meet the fathers’
needs.
Previous research has been focused on mothers’
experiences with little known about the fathers’
experiences of having an infant (Barclay and Lupton, 1999; Finnbogadóttir et al., 2003; Nystrom
and Ohrling, 2004; St John et al., 2005). Thus,
the aim of this study was to describe the experiences of the birth of premature infants from the
fathers’ perspective.

Methods
A qualitative design and a thematic content
analysis were used to achieve the aim of the
study.
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Participants and procedure
Eight fathers of preterm infants participated in the
study. The infants had been cared for in a neonatal
intensive care unit (NICU) in the northern part of
Sweden. The criteria for inclusion were: the
participant had to be a father of a premature
infant born below gestation week 36 and the infant
must have been cared for at a NICU. The participants who fulﬁlled the criteria were selected by
the head nurse at the NICU. The fathers’ ages
ranged from 22 to 37 years. All fathers lived
together with the child’s mother during the interviews. The children were born with a gestational
age between 25 and 34 weeks. Six fathers were
ﬁrst-time fathers. The head nurse contacted the
participants by telephone, briefed them about
the study and informed them that their participation in the study was entirely voluntary and that
they could withdraw from the study at any time.
Fathers who were interested to participate were
sent written information. The ﬁrst author contacted the fathers through phone after they
received the written information. More information about the study was provided and appointments for the interviews were made. The
participants were also guaranteed conﬁdentiality
and anonymity in the presentation of the results.
The study was approved by the Regional Ethical
Board in Umeå (Dnr. 05-085M).

Data collection
Narrative interviews (cf. Sandelowski, 1991) were
conducted with the fathers after the infants’ discharge from the neonatal unit. The intention was
to hear the fathers’ stories about their experiences
of having preterm born infants. The ﬁrst author conducted the interviews. The interview started with
the question: ‘‘Please tell me about your experiences of having a prematurely born infant’’. The
narration was supported by questions such as,
‘‘How did you feel then?’’ ‘‘Can you explain
more?’’ ‘‘What did you think then?’’ The fathers
were encouraged to talk freely about their own experiences of having a prematurely born infant. The
interviews took the form of a conversation, where
silence was also a part of the interview, to facilitate
active listening (cf. Kvale, 1997). Interviews were
conducted at a time and place convenient to the
fathers; however, all interviews were conducted
in a quiet room. The average length of each interview was 50 min. The interviews were recorded
and transcribed verbatim; the transcriptions were
reviewed for accuracy by the ﬁrst author.
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Data analysis
A qualitative content analysis (Baxter, 1991;
Cantanzaro, 1988) was used to analyze the interviews. All texts from the interviews were included
in the analysis, which in the present paper focuses
on fathers’ narratives related to their experiences
at the birth of preterm infants. Each interview was
read through several times to comprehend the
content. Then, the whole text was read to identify
the meaning units guided by the aim of the study.
Before the material was revised, the authors read
some parts to judge the credibility. The ﬁrst analysis was made by creating a memorandum to bring
out the character of the text. Consensus about the
essence of the material was reached by the authors. The meaning units were condensed and
then grouped into categories. During the analysis,
the intension was to reduce the number of categories by subsuming similar categories into broader
categories. Finally, the meaning units were
re-read and compared with the categories. The
categories were then related to each other and
subsumed into themes, which are threads of meaning that appeared in every category (Baxter, 1991).
The authors independently checked and reached
agreement on the categories and themes. Quotations were chosen from every category of the
text to support the credibility.

Results
The themes and categories are presented in
Table 1.

Suddenly being in a situation never
reﬂected on
Not grasping the situation
Having a prematurely born infant was described by
fathers as something never previously thought
about. Fathers did not have any experiences
having prematurely born infant; it was something
totally new and unexpected. Suddenly, fathers
were confronted with the imminent delivery.
Some fathers described it as shocking. Fathers
made efforts to prepare mentally for the infant
birth, but it was experienced with difﬁculty because they hardly understood how it was to
become a father. Some of the fathers had denied
the imminent delivery and expressed: ‘‘it is not yet
time for the infant birth, it is too early’’. Initially,
everything went by quickly with the fathers hardly
realizing that they had become fathers. As a father
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Table 1 Overview of themes (n ¼ 3) and categories
(n ¼ 8) constructed from the analysis of the interviews with fathers of preterm born infants
Theme

Category

Suddenly being in
a situation never
reﬂected on
Putting mother
and infant ﬁrst

Not grasping the situation
Needing to know

Needing to be
understood

Guarding for mother and
infant
Being worried about the
infant
Wishing to be with both the
mother and the infant
Wishing to be seen as
a natural part in the care
Needing to be noticed every
now and then
Needing to share experiences
with someone who can
understand

explained ‘‘I didn’t know what to do after the
delivery, so I ran after the paediatrician in the
NICU’’. Fathers described the ﬁrst days of being
a father as difﬁcult, where everything felt surreal.
Some of the fathers had not realized that the
infant needed to stay at the hospital for weeks or
months; it was described as not being able to
understand the present situation.
Needing to know
Fathers wanted to be in control over the situation
of their child, and to a greatest extent possible,
they had to know what was happening. As a father
expressed ‘‘this is my child and I have the right to
know’’. Fathers experienced lack of knowledge
about premature births which led to having a lot of
questions. Even though fathers got information
and explanations about what was going on, it was
only a few days after the birth that all the
questions and thoughts came. Fathers experienced
being answered by staff in a positive way. One of
the fathers said that the staff always had answers
on all the questions. Fathers wanted to have open,
honest, and readily available information, appreciating the updates and repeated explanations.
Fathers also described as not always receiving the
information they wanted. As a father said: ‘‘in the
beginning, the staff did not tell me anything, I
knew nothing’’. Available information was not
always easy to comprehend because all the concerns are for the mother and the infant. Sometimes, it was too much information given and
fathers described it as important to have information at the suitable time. All the given information
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made the fathers aware of what might happen and
how the preterm birth could affect the infant in
the future.
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something they would not wish for others to
experience. Although being a father was experienced as overwhelming, happiness was also felt by
the fathers.

Putting mother and infant ﬁrst
Guarding for mother and infant
The fathers emphasized to provide the mother’s
and the infant’s needs ﬁrst, and to choose the best
for the family. Fathers felt responsible for them,
even though the mother can be responsible for
herself. As a father said ‘‘you have to be egoistical, that helps you to handle the whole situation,
mostly, it is no big thing, but it is important to see
from your point of view’’. Fathers gave priority to
the mother initially because they felt that the
infant was cared for by professionals. Fathers also
expressed anxiety about the mothers’ health and
how she might cope with the present situation.
Realizing that the mothers’ condition had improved, it made the fathers feel less distressed.
Fathers strived to support the mothers by putting
themselves aside and trying to conceal their own
feelings.
Fathers understood the staff’s working conditions, but they still wanted their family to be
prioritized ﬁrst. Focusing on the mother and infant
caused the fathers to neglect their own needs and
to almost forget the technical environment and
the other infants at the NICU. As a father stated
‘‘I am extremely focused on my wife and child’’.
Being worried about the infant
Fathers described their worries about the injured
infant and they had thoughts about how the infant
will turn out. Fathers were not prepared for the
acute care needed right after the infants’ birth, or
for the needed care at the neonatal unit, which
was initially experienced as stressful. They tried to
think that everything would turn out for the best
because they were aware that medical care has
improved and that most preterm infants grow up
without disabilities.
Although the fathers were told that the care
was just a routine, they still could not stop
worrying that something was not normal with the
infant. Attempts to convince themselves like ‘‘it is
not as bad, because the baby is alive and is feeling
well, it could have been worse’’ was expressed by
fathers. They felt anxious whenever a procedure
would be done on the infant without their full
knowledge and understanding. Fathers described
the fear from the risks involved and the fear that
the infants would not survive. Having a preterm
infant was experienced as anxiety-ﬁlled and as

Wishing to be with both the mother and the
infant
Fathers expressed the value of being together with
the mother. Leaving her at the maternity ward was
initially experienced as very stressful, more stressful than leaving the infant. The feeling of being
caught in between mother and infant was common, immediately after the delivery, because the
fathers wanted to be with both the mother and the
infant at the same time. One father described
it ‘‘as the worse part of a father’s experience
because of the sense of always being at the wrong
place’’. Being with the infant made fathers feel
like failing the mother and vice versa, they were
divided between experiencing the stress of running
to and from the mother and from the infant.
Fathers described being deeply touched upon ﬁrst
sight of the infant together with the mother. They
felt like ‘‘this is something just the two of us has to
cope with’’. Fathers described how at ﬁrst, they
had to tell the mother about the infant and what
was going on, and they became the link between
mother and infant. Fathers described the importance of being close to the infant and also being
able to touch or hold the infant. As a father said
‘‘I want to sit next to the incubator and just hold
a hand on the baby, just touching him’’. A lot of
stress was experienced by fathers who did not
know if they could stay at the NICU or not. As
a father expressed ‘‘I had to ﬁght for having a room
at the NICU’’.
Wishing to be seen as a natural part in the care
Fathers described feelings of not having the
ability to be involved in the care and in the
decisions, as much as they wanted to be. One
father expressed ‘‘sometimes the staff gave me
the feeling that the infant was not ours, we just
have her on loan’’. Fathers knew that the child
was theirs, but as a father said ‘‘I cannot make
decisions and I have to ask for permission to do
anything with my baby’’. Fathers had to hand
over decisions to others who are more knowledgeable because they did not have enough knowledge to make decisions by themselves; all for the
infant’s best interests. It was a difﬁcult experience not to be involved with infant care as much
as they had wanted. One father expressed ‘‘I
want to be as active as I can in the care and I
want to do as much as possible’’. Being included
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in the care made the fathers feel in control and it
was described as signiﬁcant. Losing control was
also described by fathers, as not being involved in
the care of the infant or when they have to leave
the NICU. As a father stated ‘‘I hate to leave the
infant when I have to go home, it is a kind of
losing control’’.

Needing to be understood
Needing to be noticed every now and then
Although it was obvious for fathers to prioritize
ﬁrst the mother and the infant; fathers expressed
wishes to be noticed by somebody sometimes.
They wanted someone to talk to about the
situation and somebody who were ready to listen
to them. Such conversation conﬁrmed fathers as
having normal thoughts, as a father said ‘‘I
wanted to hear this is a normal reaction and you
are going to handle it, but nobody spoke to me’’.
Another father said ‘‘The staff asked how it was
going on and they could notice if something was
not ok’’. Other fathers said that there was no
need for support and were sure that should they
need care, they will also be given support. For
some, it was important that part of the routine
included how to take care of fathers in the acute
phase. Fathers believed that the staff had knowledge about the importance of fathers’ presence at
the NICU.
Needing to share experiences with someone
who can understand
Fathers valued sharing the experiences with the
mother, stating that at an early stage, they have
decided together to talk about everything because
it was imperative in being able to handle the
situation well. There was a need to talk with
someone with similar experiences because of the
sense of being understood. Fathers described the
feeling of not being understood when talking to
somebody who has not had a preterm infant. Most
fathers expressed that there was no need for talk
with an almoner, but it was of necessity to talk
with the staff at the NICU. As a father said ‘‘I just
wanted some of the staff to sit down and talk to
me, maybe just sit down and have a cup of
coffee’’. Fathers observed the personnel’s lack of
time due to their infant care duties, and they ﬁnd
this as the reason as to why the staff did not chat
as much as they wanted. Another said that the
staff was excellent because they took time for
talking. As a father said ‘‘I could have all the time
as I needed just for talking, it was great’’. Fathers
also described the closer relationship developed
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with some of the personnel and appreciated having
even just a few people to talk to.

Discussion
The aim of this study was to describe the experiences from the birth of premature infants in the
fathers’ perspective. The result shows that fathers
experienced everything as surreal, ﬁnding it difﬁcult to grapple with the experience and not
realizing that they have indeed become fathers.
The ﬁrst difﬁculty for fathers: understanding the
infant’s need for care at the NICU. According to
Donovan (1995), the gains during pregnancy are
difﬁcult to realize for men, especially in the ﬁrst
half of the pregnancy when the baby is not yet experienced as real. Having a preterm infant is inﬂuenced by the short pregnancy and, therefore, it is
difﬁcult for a father to realize that the baby is
born and he has become a father. In the traditional
Swedish maternity welfare, often, it is only the
woman who visits the maternity clinic during the
ﬁrst six or seven months of pregnancy (Plantin,
2001). Fathers of preterm infant have usually not
had any contact with the maternity clinic, which
might be a possible explanation to the fathers’
lack of knowledge, because they had not yet
understood what it entails to become a father.
The fathers in this study emphasized the importance of knowing what was going on and of having
information. Moreover, they wanted to have the
information repeated and to be made available at
the appropriate times. Furthermore, fathers
stated that the information must be open and
honest. Even though they were given a lot of
information; it was not always easy for fathers to
understand what was told them. Hynan (2005)
stated that after having a prematurely born infant,
a parent might temporarily be unable to process
the information and be insensitive to caring and
support. Therefore, it is important for nurses to
be aware of the importance of repeating information. According to Calam et al. (1999), it is not
clearly understood how much information mothers
of preterm infants can grasp. Those results may be
similar to those of the fathers of preterm infants.
There is a gap between perceived and received
support; according to Mok and Leung (2006)
mothers of preterm infants desire more information and supportive communication. Most parents
do not want to have extensive and complex explanation. Parents just want to be informed and be
able to ask questions, which make them feel
included (Gordin and Johnson, 1999). More research is needed to understand the process by
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which given information is understood and how it
must be relayed to make the information
comprehensible.
The fathers who participated did not talk much
about the high technology environment at the
NICU, but they saw the technology as important
for giving the infant the best care as possible. This
assumption must however be treated with caution,
since it is contrary to several studies (e.g. Bass,
1991; Miles, 1989; Perehudoff, 1990; Shields-Poe
and Pinelli, 1997; Shields et al., 2003) which
show that the environment at the NICU is experienced as a stressor for parents of preterm infants.
According to Miles et al. (1992), mothers experienced the environment as more stressful than did
fathers. This can be seen as a possible explanation
that fathers did not talk much about the environment. Gordin and Johnson (1999) stated the importance of focusing on the patients and to consider
technology as the mere support. Caregivers need
to be aware of parents different reactions on
machinery and technology used in the NICU.
Fathers in this study consider themselves as
responsible for both the mother and the infant,
guarding the family’s best interests. They prioritize the mothers and infants ﬁrst and as a result,
fathers almost forget their own needs. According
to St. John et al. (2005), most of the fathers
undertake the ‘‘provider’’ role of the family and
the need to provide for the family becomes a major
focus. Hallstrom et al. (2002) stated that the basic
needs were not the ﬁrst priority for the parents
when the child was hospitalized. Parents found it
easier to identify the infant’s needs rather than
their own needs. Fathers who participated strived
to be a support for the mothers and tried not to
show their own feelings. Pohlman (2005) discussed
paternal stress as invisible for the health care provider, because most of the stress is related to
experiences outside the NICU.
Fathers who participated in this study were
worried about the infant and they did not even
know if the infant would survive. They also tried to
convince themselves that everything would turn
out for the best. The anxiety of the fathers in the
present study was apparent, and it is imperative
that emotional support be provided to them.
According to Edwards (2001), nurses have to ﬁnd
out what the individual person is bothered about
and what is most important for them, to have ability to support and provide resources to handle the
stressful situation.
Results of this study show the father’s need to
be with the mother and infant. Lundqvist and
Jakobsson (2003) shows that when fathers are separated from their partner and preterm infant, they
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experience feelings of helplessness. According to
Sullivan (1999), fathers are satisﬁed when they
are given the opportunity to be with the baby, despite the difﬁculties of interacting with the baby in
the neonatal environment. The ability to hold the
baby in their arms as soon as possible was of great
importance for the feelings of attachment to the
infant (Jackson et al., 2003; Sullivan, 1999). Several studies (e.g. Hughes et al., 1994; Nystrom
and Axelsson, 2002; Redshaw and Harris, 1995) discussed the mothers’ experiences of being separated from their infant as very stressful, but they
never mentioned not being able to be with their
partner. This is not congruent with the results in
this study where the fathers emphasize the desire
to be with both mother and infant, as fathers expressed, struggling to be with both at the same
time. The present study cannot give an answer to
the divergence between the mothers’ and fathers’
experiences of closeness; instead this study highlights the importance for fathers to be close to
the mother and infant. Nurses must play an important role in learning how to support parents while
caring for the infant (Lee et al., 2006). Parents
spend a lot of time with their infant and, therefore, staff should be involved in the experiences
of the parents (Brinchmann et al., 2002). Nursing
care can be seen as a mutual dependence between
parents and staff. Nurses have to be attentive to
the parents’ needs, and also see parents as important to create necessary conditions for giving the
infant the best care as possible.
The results indicate that fathers want to be
involved in the care and they also want to be part
of the decision making. On the other hand, fathers
also want that the decision about the infants be
made by professionals with knowledge. According
to Vehvilainen-Julkunen and Liukkonen (1998) it is
both a duty and of great importance in a man’s
process of becoming a father to be present in the
care, immediately after the child is born. Mok
and Leung (2006) and Raines (1998) highlighted
that mothers should be involved in the daily decision related to the infant’s care. The results in
this study indicate the importance of the fathers’
participation in such decision making. It is important to communicate with the fathers of preterm
infants to make them aware of their important
role as a caregiver at the NICU (Hynan, 2005). Furthermore, nurses must encourage parents to participate in the infant care and also see mother
and fathers as individuals. According to previous
studies (Hedberg-Nyqvist and Hjelm-Karlsson,
1997; Kussano and Maehara, 1998), parents
should be supported and encouraged to take an active part in the care of the child from the start,
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with the goal of taking over more and more
responsibilities.
Results show that fathers wanted to be noticed;
they needed someone to talk to and someone
who could listen. Maybe similar ‘‘small-talk’’ or
‘‘everyday-chat’’, which Fenwick et al. (2001) found
to be an important tool for nurses on NICU to be
able to support mothers, can be useful also for fathers. Fathers participating in the study wanted to
be understood as being normal in their reactions.
To make it possible for fathers to express their
own feelings and be understood, a trust-ﬁlled relationship should be created. According to Løgstrup
(1994), we normally meet one another with natural
trust; however, trusting in others is to lay ourselves
open, which might be risky. When you trust others
you also expect them to fulﬁl your expectations.
Therefore, nurses have to be open to the fathers’
need of being noticed and also be aware when fathers express their need to share their experiences
with someone who can understand them.
The fathers talked about how important the
communication with their partner was, but they
also appreciated the easiness of talking to other
parents who have a preterm infant and could
understand them. According to Hughes et al.
(1994), fathers often coped with the situation by
communicating with others and also by seeking social support, while the mothers talked with their
spouses and described it as emotional and psychological support. Nevertheless, nurses’ support to
parents can never be overestimated (Grifﬁn
et al., 1998) and parents desire more nursing support than they receive (Mok and Leung, 2006).

Conclusion
Compared to having an infant born full-term,
fathers of preterm infants do not have the same
opportunity to prepare for the infant’s birth,
which indicates that their experiences of being
a father can be more difﬁcult. Having a prematurely born infant is more stressful when fathers
cannot be together with the rest of the family. This
study shows how important it is for the fathers to
be close to their partner and to the infant, as well
as to be involved in the infants’ care. Also,
personnel support and available knowledge facilitate and create the necessary conditions for
fathers to handle a prematurely born infant. The
authors claim that it is signiﬁcant for nurses to pay
attention to the responses and needs of the
parents as individuals and as a parental couple.
Furthermore, nurses who are meeting fathers must
be aware of the impact of the birth of preterm

85

infant on them; therefore, nurses must be open to
meet and listen to fathers’ experiences of having
a prematurely born infant.
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Technology. The authors are grateful to the fathers
who participated in this study.

References
Affonso, D.D., Hurst, I., Mayberry, L.J., Haller, L., Yost, K.,
Lynch, M.E., 1992. Stressors reported by mothers of hospitalized premature infants. Neonatal Network 11 (6), 63e70.
Als, H., 1986. A synactive model of neonatal behavioural organization: Framework for the assessment of the neurobehavioral development in the premature infant and for
support of infants and parents in the neonatal intensive
care unit environment. Physical and Occupational Therapy
in Pediatrics 6, 3e55.
Barclay, L., Lupton, D., 1999. The experiences of new fatherhood: a socio-cultural analysis. Journal of Advanced Nursing
29 (4), 1013e1020.
Bass, L.S., 1991. What do parents need when their infant is a patient in the NICU? Neonatal Network 10 (4), 25e33.
Baxter, L.A., 1991. Content analysis. In: Montgomery, B.M.,
Duck, S. (Eds.), Studying Interpersonal Interactions. Guilford
Press, New York, London, pp. 239e254.
Bracht, M., Ardal, F., Bot, A., Cheng, C.M., 1998. Initiation and
maintenance of a hospital-based parent group for parents of
premature infants: key factors for success. Neonatal Network 17 (3), 33e37.
Brinchmann, B.S., Forde, R., Nortvedt, P., 2002. What matters
to the parents? A qualitative study of parents’ experiences
with life-and-death decisions concerning their premature infants. Nursing Ethics 9 (4), 388e404.
Calam, R., Lambrenos, K., Cox, A., Weindling, A., 1999. Maternal appraisal of information given around the time of preterm delivery. Journal of Reproductive and Infant
Psychology 17 (3), 267e280.
Cantanzaro, M., 1988. Using qualitative analytic techniques. In:
Woods, N.F., Cantanzaro, M. (Eds.), Nursing Research. Theory and Practice. Mosby, St. Louis, MO, pp. 437e456.
de Montigny, F., Lacharite, C., 2004. Fathers’ perceptions of the
immediate postpartal period. Journal of Obstetric, Gynecologic and Neonatal Nursing 33 (3), 328e339.
Donovan, J., 1995. The process of analysis during a grounded
theory study of men during their partners’ pregnancies.
Journal of Advanced Nursing 21 (4), 708e715.
Edwards, S.D., 2001. Philosophy of Nursing. An Introduction.
Palgrave, Basingstoke.
Fenwick, J., Barclay, L., Schmied, V., 2001. ‘Chatting’: an important clinical tool in facilitating mothering in neonatal
nurseries. Journal of Advanced Nursing 33 (5), 583e593.
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Adjusting to being a father to an infant born
prematurely: experiences from Swedish fathers
The aim of this study was to describe the experiences of
being a father to a prematurely born infant. Eight fathers of
prematurely born children were interviewed using a narrative approach, and a thematic content analysis was used
to analyse the interviews. The fathers described that the
preterm birth gave them the chance to get to know their
infant as they had to spend time at the intensive care unit.
They also felt better educated by professionals who helped
them take care of their infant. Their feelings and attachment for their infant increased over time and the fathers
felt that they had a stronger bond with their child compared with friends who had babies born at term. As time
passed, they became more conﬁdent as a father. In spite of
the strain, the experience made them change as a person

Introduction
The moment an infant is born, a new relationship is created between the man and the woman: the parent relation. This new relation implies something else, and
something more, than their previous relation as a couple
(1, 2). Parenthood is developed by a mutual relationship
between the parents and the child; it often means an indepth relation, but also an addition of new and difﬁcult
tasks (2). Becoming a parent is a time of major adjustment,
when the parents experience living in a new and overwhelming world with changes in their life during the
child’s ﬁrst year (3). Transition to parenthood and integration of an infant into the family can be experienced as a
time of not just developmental changes but also stress (4).
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E-mail: birgitta.lindberg@ltu.se

and they expressed having different values. The relationship with their partner was strengthened as they handled
this situation together as a couple. However, the fathers
felt fortunate despite everything and described having
managed a prematurely born infant rather well. Although
there are similarities between being a father to a child born
at term and to one born preterm, it is signiﬁcant to gain
further knowledge about the speciﬁc experiences of fathers
of prematurely born infants. The results of this study have
implications for nurses working with families who have
children born prematurely.
Keywords: preterm born, premature, infant, fathers’
experiences, fatherhood, parenthood, neonatal nursing,
thematic content analysis.
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By tradition, fathers used to be the breadwinner of the
family and mothers took care of the children and the
household. Being a father has in many ways changed
during the past decades as men and women are more
equal: fathers and children have more to do with each
other, as fathers spend more time together with their
children (5, 6), and fathers nowadays, unlike their own
fathers before them, experience taking an active part in
caring for their child (7). However, differences between
the roles of men and women in everyday family life are
still associated with the gender perspective, and it is clear
that traditional power structures still have inﬂuences on
male parenthood (6). Traditionally the father often has the
role of protector and provider of the family (3, 6, 8).
Depending on the relations and circumstances affecting
family life, men are greatly inﬂuenced in their construction of fatherhood (6). Despite all knowledge about
fatherhood, many men still enter into it with little
awareness of what the new role of a father is and how it
might affect their own life (9).
Most infants are born healthy, and having a medically
fragile newborn means a more complex transition to
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parenthood wherein parents have to cope with issues
related to having a medically fragile infant needing care at
a critical-care unit (10). Parents of prematurely born
infants are interrupted in their process of becoming
parents; in many ways, they can be seen as being as premature as their infant (11). Being a new family causes
worries, but the experience becomes much more difﬁcult
when one has to cope with being a parent to a preterm
infant (12). Critical illness in a newborn has long-lasting
effects on the family and the family experiences less
adjustment and the need for more support during the ﬁrst
year after the child’s birth (13). Furthermore, results from
a quantitative study (13) shows that fathers seem to be
more affected than mothers are by the critical illness of
their newborn. The fathers reported maladaptation to their
infant and needed more help and support during the ﬁrst
year. This indicates the importance of gaining awareness
about the various kinds of experiences of being a father,
and implies new challenges for healthcare professionals
working in parental support.
New fatherhood is known as a time of great change,
stress and transition. Despite this, there are few studies on
the impact and implications of new fatherhood, and limited understanding of fathers’ perspectives of their experiences and needs in the initial period after their infant’s
birth (8). Even less is known about how fathers of preterm
born babies experience their situation.

Table 1 Characteristics of the fathers (n = 8) and of the preterm
born infants in the study

The fathers
Age ranged between 22 and 37 years (median = 30.5)
First-time fathers (n = 6)
Permanent job (n = 8)
Married (n = 1) or cohabitating (n = 7) with the child’s mother
Type of dwelling, one family house (n = 6) and blocks of ﬂats (n = 2)
The preterm infants
Gestational age at birth ranged between 25 and 34 weeks (median = 30)
At the time of the interviews age ranged between 1.5 and 12 months
(median = 3)

more information; all of them were interested in participating. Later on, appointments for interviews were made.

Data collection

A qualitative design and a thematic content analysis were
chosen to achieve the aim of this study.

After the infants were discharged from the NICU, narrative
interviews (14) were conducted with the intention of
obtaining the fathers’ stories about having a preterm born
infant. All of the interviews were carried out during the
child’s ﬁrst year, which varied from a few weeks to months
after discharge. The interview started with the question:
‘Please tell me about your experiences of having a prematurely born infant’. The narration was supported by
questions such as, ‘How did you feel then?’, ‘Can you
explain more?’, ‘What did you think then?’. The fathers
were encouraged to talk freely about their own experiences of having a preterm born infant, and of being a father (15). Interviews were conducted in a quiet room in
the fathers home (n = 2) or in an ofﬁce at the working
place (n = 6) at time and place in accordance to the participants’ wishes. The average length of each interview was
50 minutes. The interviews were recorded and transcribed
verbatim; the transcriptions were reviewed for accuracy.

Participants and procedure

Ethical considerations

Eight fathers whose preterm infants had been cared for in a
neonatal intensive care unit (NICU) in the northern part of
Sweden participated in the study (Table 1). The criteria for
inclusion were: being a father to a premature infant born
below gestation week 36, and the infant must have been
cared for at an NICU. The head nurse at the unit selected
participants who fulﬁlled the criteria. The participants
ranged in age between 22 and 37 years. At the time of the
interviews, all of the fathers lived together with the child’s
mother. The children were born with a gestational age
between 25 and 34 weeks. Six of the participants were
ﬁrst-time fathers. The head nurse contacted the participants by phone and informed them about the study and if
they were interested, written information was sent.
Thereafter, one of the researchers contacted them and gave

The study was approved by the Regional Ethical Review
Board in Umeå (Dnr. 05-085M). The participants were
provided with both verbal and written information about
the study. The information stated that participation was
voluntary and that participants could withdraw from the
study at any time. They were also guaranteed conﬁdentiality and anonymity in the presentation of the results.

Aim
The aim of this study was to describe the experiences of
being a father to a prematurely born infant.

Method

Data analysis
Qualitative thematic content analysis (16, 17) was used to
analyse the interviews. All texts from the interviews were
included in the analysis. Each interview was reviewed
several times so that the researchers could gain a sense of
the content (18).
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Table 2 Overview of themes (n = 2) and categories (n = 6) constructed from the analysis of the interviews with fathers of preterm
born infants
Theme

Category

Takes time to feel like
a real father

Getting to know the infant
Growing emotions for the infant
Becoming more conﬁdent
as a father
Going through change as a person
Strengthening the relationship
by undergoing strain
Feeling fortunate despite all

Gains from the stressful
situation

81

Fathers reported being more sensitive to their child’s
development and noticing every progress made by their
child. Still, they admitted to experiencing strain as they
compared their child with babies born full term. As one
father said: ‘Sometimes I think about I wanted the baby to
be born full term and I wish that the delivery have been
normal’. Other fathers were not worried that their infant
had not had the same progress as other children, instead
they tried to think of the positive side of being a father to a
prematurely born infant.
Growing emotions for the infant. Fathers recounted that their
feelings for their infant grew stronger and their attachment
increased over time. They described longing for the infant
when they were away and wanting to be back as soon as
possible. Fathers talked about maybe having a stronger
bond with their infant compared with friends with children born at term. One father stated: ‘When I compare to
my friends, I think that I have a stronger sense for my
baby’. However, they also described the difﬁculty of feeling
like a father right after their baby’s birth.
Fathers stated that they had never previously understood the inﬂuence of having an infant, and that they
never could imagine how the child should affect them.
Some of the fathers said that there was no limit to what
they wanted to do for their child. It became apparent that
the fathers felt the need to protect their child and sometimes saw themselves as overprotecting. One father said:
‘I’m so afraid that he (the infant) will get ill’. Another
father stated: ‘I’m sure having a baby born preterm has
affected me in my paternity, from the beginning I was
extremely careful, I handled the baby as he was made of
crystal’. Fathers thought that as their child got older, their
anxiety would decrease. Even so, they still did not want
things to be any other way and wanted the infant to be just
as it was.

The whole text was then re-read to identify meaning
units, guided by the aim of the study. The meaning units
were condensed and thereafter grouped into categories.
During the analysis, the intention was to reduce the number
of categories by subsuming similar categories into broader
categories. Then the ﬁnal six categories were related to each
other and subsumed into two themes, i.e. threads of
meaning that appeared in category after category (16).

Results
The themes and categories (Table 2) are presented in the
following text and illustrated with quotations from the
interview text.

Takes time to feel like a real father
Getting to know the infant. The preterm birth made it possible for the fathers to be more involved in their baby’s care
and to be with their infant for a longer time. Fathers were
encouraged by the staff to see their time at the unit as a
way to become familiar with their child and to learn how
to take care of the infant. One father said: ‘Compared to
my friends with children born in fulltime I really think that
I have had chance to be together with my child much more
and thereby getting to know him’. Being at the unit for an
extended period allowed the fathers to see and observe
their infant. At the same time, fathers felt they were in safe
hands because the staff was close by also watching over
their infant. Fathers spoke of being well cared for and
having positive experiences from the unit, but as one
father stated: ‘It was positive, but I think that it could have
been better’. Fathers described being taught well by professionals about taking care of their own child, which
prepared them for the time when they can take the infant
home. Compared with fathers who had babies born at
term, they saw themselves as more skilled and believed
that they knew their infant much better. From this point of
view, they considered their stay at the hospital as a positive
experience.

Becoming more conﬁdent as a father. After having spent time
caring for their infant at the NICU, fathers described
becoming more secure in their role as a father. As time
passed and the parents were supposed to take more and
more responsibility for their infant, the fathers considered
this as an important step, but sometimes they had the
feeling of being forced to take over too soon and of being
not yet ready for it. One father said: ‘You’re being left
alone, that’s exactly the feeling, but maybe it was a strategy just before discharge’. Another father related: ‘You got
a sense that when the infant is getting healthier, the staff
hasn’t time for us anymore’. Fathers knew that they were
able to manage, but they still needed support from the
staff. Some of the fathers described being pushed by the
staff to go home, but as a father explained: ‘It was because
the staff knew that we had to let go from the unit’.
When the time came to take the infant home, fathers
expressed being a little worried and had a sense that it was
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so unreal to ﬁnally go home. One father said: ‘It’s important to go home at the right time, not too early, because
you have to feel safe when taking care of your child on
your own’. Fathers explained that it helped to know that
they could still get in touch with the unit if they were in
need or had any questions. When the family was ﬁnally
home, life started to become more normal. Fathers revealed that it was only after coming home with the family
that the real sense of being a father came to them. One
father stated: ‘It took time to feel like a father, about a
week after discharge I could feel like a real father’. Coming
home with the infant and taking responsibility on one’s
own resulted in their being more conﬁdent as a father.
Aside from this, it was really nice to come home and just
be alone together with the family.

Gains from the stressful situation
Going through change as a person. Fathers described how the
experience of fatherhood led to their development as a
person and to a change in their values. Each one valued
the experiences and strain they felt in different ways. Their
deeper values remained the same, but they were changed
in some ways. Fathers spoke about not being affected as
much by trivialities and not taking things as seriously as
they used to do. Furthermore, fathers spoke of life as being
more complete and more in harmony. On the other hand,
life was not the same as before. As a father stated: ‘You
haven’t the time to do things as you used to do before the
baby was born’. Fathers recounted being busy taking care
of the child, although they thought of the experience as
exciting and fun.
Strengthening the relationship by undergoing strain. Fathers
stated that having a good relationship with their partner
was of great importance in managing a family with a
preterm born infant. Talking about everything with the
partner was essential. Their relation was strengthened by
trying to work through the situation together. One father
said: ‘I think that our relationship has grown into a more
adult relation. We are much closer in our relationship and
feel more secure together’. Fathers expressed that, with
partners supporting each other, they could deal better with
the happiness and sorrows of having a prematurely born
infant. One father related: ‘It’s really great to share the
experience of having a baby with your partner’. On the
other hand, fathers also admitted to having some form of
crisis in their relation. One father said: ‘This has brought us
closer together, but it could have been the opposite, that
we could have had a real crisis in our relation’.
Feeling fortunate despite all. Time passed and the fathers
found life with their infant normalised, as most of the time,
everything went well despite the fact that some of the
infants had been in severe health conditions. Fathers felt

lucky because their child developed as expected. They also
reported that, as things turned out better, they did not
think so much about the fact that their infant was born
premature. One father said: ‘Everything is great and turns
out well; the baby was just born too early’. When comparing their child with babies born full term, some of the
fathers worried that their infant had not had the same
progress. However, when they compared their own child
to some other preterm infants who were critically ill and
with disabilities, fathers felt fortunate to have such a strong
and healthy infant. Meeting other parents with seriously ill
children made the fathers calm down; they did not want to
tell the other parents about their child, and they felt guilty
in front of those parents who had a child not as healthy as
their own.
Initially, after the child was born, fathers took it 1 day at
a time, but after a while, they tried to look forward. Fathers
described how they tried not to think too much about
what could happen. As a father said: ‘Regardless of what’s
happening you have no other choice, we just keep going
on and try to handle whatever it is’.
Fathers thought about whether the preterm birth would
affect their child later on. Some of the fathers said that they
would probably worry about their infant having disabilities
for a long time, or that there might be delays in the child’s
development. They had thoughts about how they would
handle it if their infant had any injuries or should not
develop as expected. On the other hand, they also realised
that the life of the child was most important.

Discussion
The results show that fathers of a preterm infant experienced opportunity to get to know their infant by virtue of
the time they spent at the NICU. When parents get to
know their infant, can read their behaviour and adjust to
their care, a great partnership develops. As the relationship
progresses, parents can feel competent in their ability to
care for the child and feel satisfaction with their relationship to the infant (19). Parents need to notice the infant’s
attempt to establish contact, which will enable them to
acquire a better understanding of their child (20). Fathers
who are highly involved in their infant’s care are more
likely to be rooming in and to report positive interactions
with both their infant and their partner (21). Those results
may be congruent to fathers of preterm infants in this
study who did, to a great extent, spend a lot of time at the
hospital together with their infant and their partner. This
ﬁnding highlights the importance of the fathers’ attendance in the care of the infant.
The results also show that the fathers involved in this
study felt themselves to be well cared for and considered
themselves as being well taught by professionals to take
care of their own child. Moreover, they saw themselves
as skilled fathers who knew their infant much better
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compared with fathers of infants born at term. According
to previous research (22), a father’s involvement may increase when a child is prematurely born and in such cases,
these fathers become better adjusted to fatherhood. Most
ﬁrst-time fathers return to work within 7 days after their
infants’ birth, which results in their having fewer opportunities when compared with mothers for experiences and
encouragement with infant care (23). It should be noted
that the social security system in Sweden (24) allows fathers to obtain leave from their job, with leave policies
stipulating that parents can receive compensation equivalent to 80% of their salary while they are taking care of a
sick child. This makes it easier for fathers of preterm infants
to stay at the NICU with their infant and creates certain
frames for mothers and fathers in Sweden to deal with
having a prematurely born infant together.
Another result shown here is that, although it took time
for the fathers of preterm babies to ﬁnally feel like a father,
they nevertheless experienced growing emotional attachment for the infant that increased over time. A great
number of fathers of preterm infants do have not real
feelings for the infant in its ﬁrst month of birth and, consequently, their attachment to the infant is delayed (25).
Attachment theory is embedded in the concept that when
an infant signals its needs and adults respond appropriately, a secure infant–parent attachment ensues (26). Fathers in this study considered themselves as maybe having
a stronger sense for the infant, compared with their friends
with children born at term. A possible explanation might
be found in the results indicating that the preterm birth
made it possible for the fathers to be more involved in the
infant’s care and to be together more often with the infant,
which led them to get to know the infant better. Father–
infant bonding is further facilitated by the development of
fathering skills and involvement in infant care. Therefore,
the extent of a father’s involvement in the care of an infant
is related to the depth of his feelings of attachment to the
infant. Nevertheless, feelings of love for the infant can still
be delayed even when the infant is born at term (27).
Fathers need to be reassured that their relationship with
their infant may evolve more slowly than the mother–
infant relationship (28). Nurses can develop early interventions to assist parents adjusting to parenthood through
assessment of parents’ needs (23).
Fathers in this study became more conﬁdent in their role
as a father, although at the NICU they sometimes felt
forced to take more responsibility than they were ready to
do. Being on leave with the infant before discharge was
seen as a positive experience. Transition to parenthood
does not become a reality until the parents take the infant
home, but the care-by-parents experience provides a positive transition from hospital to home for mothers of
preterm infants (29). This seems to be similar for fathers
according to the ﬁndings in the present study. Further, it is
important to create conditions for parents to have con-

tinued communication with staff after discharge from the
NICU.
Although the fathers longed to go home, their infant’s
discharge was met with mixed feelings of excitement and
anxiety, because they were soon to take full responsibility
for the infant. Similar results were found in a study about
maternal concerns about infants’ discharge (22). When the
family was ﬁnally at home, life started to normalise and
they felt like a real family. Fathers expressed their ﬁrst real
sense of being a father after coming home with the family.
At the birth of the premature infant, the re-establishing of
the family should begin and it is important to provide
ongoing support for the bonding process and parenthood
in the transition time from the neonatal unit to home.
Transition to home is experienced differently by families:
for some, it is a short transition from being a normally
functioning family; for others it takes a longer time (12).
After the ﬁrst 2–3 weeks of being at home, the majority of
parents of preterm infants felt ready to take on full
responsibility and they also felt conﬁdent to manage alone
(30). This states the importance of the need for support by
professionals in the transition from hospital to home. On
the other hand, the fathers emphasised that after coming
home they could feel like a real family again. This is congruent to a study (31) where the parents of preterm born
did not feel like a family at the hospital, although after
discharge they gradually felt more and more like a family.
The effectiveness of nursing interventions to promote
parenting in the NICU is indicated by the strength of the
parent–infant relationship at the time of discharge from
the hospital (32). Empowerment is a process of helping
people to assert control over the factors that affect their
lives (33). It is the author’s claim that parents need to be
strengthened and encouraged to become more independent. Nurses must empower parents to have the ability and
the intention, with support and aid, of being competent to
take care of their own child, and in time taking over more
and more responsibility, with the goal of taking full
responsibility in due time.
Fathers in this study described themselves as having
grown as a person and valuing life as being more complete.
However, their focus was on the infant and they had less
time to do things for themselves. A study about the intimate
relationship of ﬁrst-time parents shows that the focus of
attention shifted to the infant and the relationship was
thereby inﬂuenced by the existence of the infant (34).
Nevertheless, there must be a balance in the relationship
between partners as they undergo the process of parenthood, and it is equally important to devote time to this
relationship (35). Both men and women demonstrated a
signiﬁcant increase in the complexity of their thinking about
the impact of becoming a parent. An explanation for this
might be that with the birth imminent, parents devoted
more time to thinking about the baby and seeking information about it (36). It would be interesting to hypothesise
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how this might inﬂuence parents of preterm born, who are
all of a sudden faced with the unexpected birth of the infant.
The results show that fathers thought the relationship
with their partner was signiﬁcant in enabling them to handle having an infant born preterm. Furthermore, they emphasised that the relation had been strengthened by
undergoing strain as they worked through their infant’s
situation together. Their mutual concerns for the infant and
the common responsibility gave life a new meaning, and
being a family created a feeling of togetherness, but the same
situation can also be something that could separate parents
in their relationship (34). The crisis parents experience
when their infant needs care at an intensive care unit
challenges not only the mother and the father as individuals
but also their well-being as a couple (37). A preterm infant
often requires prolonged hospitalisation and this means a lot
of strain for the family, strain that can affect the parents’
relationship. Breakdown is more common in couples during
the ﬁrst months after having a prematurely born infant (38).
Marital happiness has been shown to be lower among couples with preterm babies, although if the parents are prepared during pregnancy, they can handle the situation with
the changed roles as a couple after the birth more easily (39).
It must be said, however, that as having a preterm born
infant means the birth was unexpected, therefore it would
not be possible to be physically, psychologically or emotionally prepared for the birth during pregnancy. According
to a study, a previous investigation is needed for preparing
fathers for fatherhood and improving support provisions
(40), but how it can be possible for fathers of preterm infants
to be prepared for fatherhood is not suggested.
Despite the fact that some of the infants had had severe
health conditions, the results show that the fathers
mostly thought their experiences with their infant went
well, they felt fortunate and did not want life to be any
different. However, they did think about how they should
have managed if the child were to have disabilities or if
something else went wrong. It is common for mothers to
think about how it would be like if something were
wrong with the infant and if they should have the
strength to give what the infant needs (41). Those results
may be similar to the results of the fathers participating in
this study, who were confronted with issues related to
not knowing how the preterm birth should effect the
child later on, as it is often not until the child is a few
years older that the outcome of their premature birth
could be fully identiﬁed. It is, however, important to be
aware of the long-term impacts and to treat parents with
prematurely born infants with full respect and openness
in listening to their experiences.

more than eight participants. Although in qualitative research there are no criteria or rules for sample size (42),
still, it should be large enough to achieve variation of
experiences, but small enough to permit a deep analysis of
the data (43). The results from this study cannot be generalised, and this is not the goal of qualitative research
(44), but the result in one context can nevertheless be
transferred to similar situations. Two of the researchers had
a preunderstanding as paediatric nurses, which we tried to
disregard when conducting interviews and during the
analysis (44).

Conclusions
This study reveals that it takes time to feel like a real
father after having an infant born prematurely. However,
fathers did have more chances to be together with their
infant, thereby getting to know the infant better and
developing an attachment that increased over time. By
learning from professionals, they became more skilled in
taking care of their infant. Being a father to a preterm
born means a lot of strain; on the other hand, they also
felt they had gained a lot by their experiences. Although
there are a lot of similarities between being a father to a
child born at term and one born preterm, it is of the
utmost importance to also have an understanding about
the speciﬁc experiences of fathers of prematurely born
infants. The results of this study have implications for
nurses working with families that have children born
prematurely.
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ABSTRACT
Objectives. The aim of this study was to describe the mothers’ experience of having a prematurely
born infant, with the focus on the birth itself and during the time immediately following the birth.
Study design. A qualitative design was chosen to achieve the aim of this study.
Methods. Six mothers, whose infants were born prematurely and thereby needed care on a neonatal
intensive care unit (NICU), participated in the study. Narrative interviews were conducted and the
mothers were encouraged to freely narrate their experiences of having an infant born preterm.
A qualitative content analysis was used to analyse the interviews.
Results. The results show that mothers were not prepared for having prematurely born infants
and that initially they had difﬁculties feeling like a mother. Having an infant born preterm was
dominated by feelings of anxiety. Feeling closeness to the child was important, and separation
from the child was a very stressful experience. Family life was affected, but mothers felt they
were able to handle the situation if they received support from their partner and hospital staff, and
if they were equipped with knowledge regarding the birth and care of a premature infant. Furthermore, it was important for the mothers to be involved in their infants’ care.
Conclusions. Support and knowledge made it possible for mothers to handle having a premature
infant. Mothers’ situations could be facilitated if nurses had increased knowledge and understanding about how mothers experience this situation.
(Int J Circumpolar Health 2008; 67(5):461-471)
Keywords: preterm infant, premature, mothers’ experiences, neonatal nursing care, qualitative
content analysis
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INTRODUCTION
The experience of having a prematurely
born infant can have a long term impact
on the parents’ experiences of having a
baby and on the parent–infant relationship.
When an infant is premature, the normal
parental process and the mental preparation
of parenthood are interrupted (1). Parents
are not prepared psychologically, physically
and emotionally for this event. Becoming a
parent is hard to understand, because everything happens so quickly and unexpectedly
(2–4). Having a preterm infant can be a
shock; feelings of sorrow and loss are sometimes so intense that it can be difﬁcult to
handle the situation (5). Parents experience
many stressful situations in connection with
a preterm birth, which affects the possibility
of them noticing their child’s signals and
their ability to interact with the infant (6).
If parents do not experience early moments
together with their child, they may have feelings of not having a normal connection to
their child or believe that something might
be missing in their future relationship (7).
Mothers of preterm infants often experience strain and depression in the early stages
following the birth of the infants (8–11). At
the same time, feelings of disappointment
(12) and failure are often experienced, based
on the fact that the mothers were unable to
complete the pregnancy (6). Most of the
mothers of high-risk premature infants
experienced emotional responses similar
to post-traumatic stress disorder 6 months
after their child’s expected birth date (13).
Transition to motherhood is a normal developmental process, but mothers of preterm
infants can have difﬁculties keeping these
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normal processes under control (11). Mothers
of preterm infants experience a process of
bonding similar to full-term mothers, except
for the fact that the identity recognition of
their newborn is relatively delayed (14).
Neonatal nurses have a pivotal role in
facilitating the early mother–infant relationship, (15) and it is of great importance for
nurses to consider the mothers’ individual
needs, as these are essential to their sense
of well-being (16). As an important part
of that process, parents should be actively
involved in the care of their child. They must
be supported and encouraged to take an
active part in the care of the child from the
start, with the goal of eventually taking full
responsibility (1,17,18).
According to Jackson (4), most of the
research with a focus on parents’ experiences of having a prematurely born infant
has been done in the U.S., and there is a lack
of research with a Scandinavian perspective. The social security system in Sweden
allows parents to obtain a leave of absence
from their job, with policies stipulating that
parents can receive compensation equivalent to 80% of their income while they are
taking care of a sick child (19). This makes
it possible for both parents to stay at the
neonatal intensive care unit (NICU) with
their infant, which creates a certain framework for mothers and fathers in Sweden to
deal with having a prematurely born infant
together. Therefore, existing research is not
always transferable to conditions in Sweden,
so further research is needed. However, it
would be of interest to know whether the
parents being together at the NICU might
inﬂuence the mothers’ experiences of having
an infant born preterm.
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MATERIAL AND METHODS
A descriptive qualitative method was chosen
for the study. The study took the form of interviews with qualitative content analysis.
Context
This study was conducted in collaboration
with a neonatal intensive care unit (NICU) in
the county of Norrbotten, the largest and most
northerly county in Sweden. Norrbotten covers
one-quarter (98,249 km2) of the country’s
surface area. The county is sparsely settled,
with most of the population of 250,000 living
near the coast (20). The study included mothers
of preterm infants who had been cared of in a
Level 3 NICU. A Level 3 unit cares for infants
born as early as 28 weeks in the gestation period,
and can provide sustained life support with
conventional mechanical ventilation. Minor
surgical procedures may also be performed,
such as the placement of central venous catheters. A total of 14 infants can be cared for in
the unit, which includes intensive care space for
4 infants. The NICU runs a Newborn Individualized Developmental Care and Assessment
Programme (NIDCAP), based on the idea that
premature infants need a great deal of support
and a specially designed environment in order
to thrive and develop as normally as possible.
The rooms in the unit are designed to provide
peaceful surroundings. Parents are involved in
their infants care at an early stage (21). However,
it is not possible for all parents to stay at the unit
overnight, as there are only a few family rooms,
with a total of 6 beds.
Participants and procedure
A purposive sample of 6 mothers of preterm
infants participated in the study. The criteria

for inclusion were twofold: the participant
had to be a mother of a premature infant born
before gestation week 36, and the infant must
have been cared for at a NICU approximately
3 years ago, as the intention was to acquire the
mothers’ reﬂected experiences. The participants who fulﬁlled the criteria were selected
from documents by the head nurse at the NICU.
There were no exclusion criteria. The mothers
were between 25 and 35 years of age. All of the
mothers lived with the child’s father when the
infant was born, but at time of the interviews
one of the mothers was divorced. Four of the
mothers were primiparae and two were multiparae. The children were born at gestational ages
between 28 and 34 weeks and had been cared
for at the NICU for at least one week, but most
of the children had been at the NICU for several
weeks. The children had developed normally
up until their preterm birth; however, it is not
possible to speculate if the preterm births will
inﬂuence the children’s development in any
way as they continue to grow. The head nurse at
the NICU contacted the participants by phone
and provided some information about the study.
It was made clear that participation in the study
was entirely voluntary and that participants
could withdraw from the study at any time.
Mothers who were interested in participating
were sent written information, outlining the
study in greater detail. The ﬁrst author (BL)
contacted the mothers by phone about a week
after they received the written information and
provided more information about the nature of
the study. At this point, appointments for the
interviews were made. The participants were
also guaranteed conﬁdentiality and anonymity
in the presentation of the results. The Ethics
Committee at Luleå University of Technology
approved the study.
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sions. The ﬁrst analysis was made by creating
a memorandum to bring out the character of
the text as a help to do the analysis. Consensus
was reached about the fundamental qualities of
the material by the two authors. The meaning
units were condensed and thereafter grouped
into categories. The analysis progressed by
reducing the number of categories through a
process of combining similar categories into
broader categories. Finally, the meaning units
were reread and compared with the categories.
The two authors independently checked and
reached agreement on the categories. Quotations were chosen from the complete text to
increase the credibility of our conclusions.

Data collection
Narrative interviews (22) were conducted with
the mothers three years after the children’s
birth. The intention was to have the mothers
describe the experience of having a preterm
infant from the time of the birth to the period
immediately following it. The ﬁrst author
(BL) performed all the interviews. The interview started with the question: “Please tell me
about your experience of having a prematurely
born infant with the focus at the birth and
initially after the infant’s birth?” The narration was supported by questions such as, “How
did you feel then?” “Can you explain more?”
“What did you think then?” The mothers were
encouraged to talk freely about their experiences of being the mother of a prematurely
born infant. The interviews took the form of
a conversation, and the interviewer used active
listening skills in the process (23). The time
and place for the interviews was chosen by the
mothers. All of the interviews were conducted
in a quiet room, ﬁve in the mothers’ home, and
one in the ﬁrst authors’ ofﬁce. Each interview
lasted approximately 25 to 50 minutes. The
interviews were tape recorded, transcribed
verbatim and the transcriptions were reviewed
for accuracy by the ﬁrst author (BL).

RESULTS
The analysis resulted in 5 categories (Table I),
which are presented in the text below and illustrated with quotations from the interview texts.
Table I. Categories (n=5) of mothers’ experiences of
having a prematurely born infant, with the focus on the
birth and the period initially following.

Categories
Being a mother without being prepared
Being in a situation ﬁlled with anxiety
Struggling to feel close to the infant
Effects on family life
Being able to handle the situation

Data analysis
A qualitative content analysis inspired by
Burnard (24,25) was used to analyse the interviews, described as follows. All texts from
the interviews were included in the analysis.
Each interview was read through several times
to gain a sense of the content. The whole text
was then read to identify meaning units guided
by the aim of the study. Before the material
was revised further, the second author (KÖ)
read parts to judge the credibility of the revi-
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Being a mother without being prepared
All the mothers described having an infant
born prematurely as a shocking experience.
They were not prepared for the birth of the
child so early, and having a tiny infant was
experienced as a very special situation. To
realize that the infant was born and to fully
accept that they had become mothers took
several days, but even after the initial shock,
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they described having lingering feelings of
detachment, a sense of not being the infant’s
mother. At the time of the birth, when motherhood normally begins, all experienced difﬁculty feeling like a mother. They also described
a sense of unpreparedness for having an infant
who was ill or underdeveloped.
She was born on a Thursday and I remember
that on both Friday and Saturday, I spoke
with the child’s father and I said to him, I
might as well go home from the hospital; it
was just as nothing has happened, it was as
if it was so unreal…
The women all had expectations about
becoming a mother, but motherhood did not
turn out to be what they had expected. All of
the mothers missed the initial sense of happiness of having a baby. They also reﬂected on
“why only they” had to have a preterm infant.
After their infants’ birth, they initially avoided
meeting mothers whose infants were born full
term. Feelings of being “robbed” emerged
constantly in the days following the birth, as
well as feelings of disappointment and sadness
because they had not been able to complete
preparations before the birth of the infant.
During the pregnancy, the mothers had created
an image in their minds of how the baby would
look upon arrival, which did not match the
real infant. When they saw their child, their
ﬁrst impression was that the baby was so tiny.
Mothers described a sense of incomprehension regarding the information given about the
infant and how to care for him/her because
of the situation. Their opinion was that the
information was likely adequate but that it was
given at the wrong point in time. Nevertheless,
all believed that it was important to have the
information.

Being in a situation ﬁlled with anxiety
For the women in the study, having a preterm
infant was dominated by feelings of anxiety.
All the mothers feared the infant might be ill
or injured, or that it would not survive. They
were also worried that the infant might have
a defect, or would be affected for life because
he/she was born premature. As one mother
said: “Yes, the fact that the child might not
survive and just like…Even though they do
survive they might have injuries…most of all I
was afraid of that she not might survive…”
To realize that the infant was weak and
underdeveloped and to have the impression
that the infant might be ill were factors that
created an unwanted stressful situation. Once
their infant’s condition was stabilized and the
mothers were able to see him/her, their anxiety
decreased. It was hard to believe that the infant
was in good health because the anxiety was so
strong. They described the worry of not being
present if something happened. Mothers also
feared hurting the infant when they handled or
held her/him.
Struggling to feel close to the infant
Mothers described a need to be with the infant
as much as possible. Spending time with and
being close to the infant made “feelings of
motherhood” grow. All the mothers found that
not being able to hold the infant was hard, and
they described a longing to hold their infant.
They could also feel close by being near the
infant and touching him/her.
I thought that it was really great the ﬁrst
time I could touch her you know…I tried
to have her with me as much as possible
and when she came from the incubator I
wanted to stay with her by myself without
being disturbed…
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Being separated from the infant was
emotionally stressful, and was described as the
most stressful part of having a preterm baby.
Mothers wanted to stay close by, which was
not always possible when the infant was in the
NICU. Being able to see or hold the infant for
a brief moment after the delivery was important, even if it was only for a few seconds.
Seeing the infant as soon as possible was of
great importance, and it was also valuable
for the mother to have a picture of the infant,
especially when her condition made it impossible for her to go to the NICU. Kangaroo care,
where parents are permitted to hold the infant
using skin-to-skin contact, was also described
as very important. When they could breastfeed
their infant, a sense of closeness was experienced. Mothers also wanted to take care of
the infant as much as possible. Feelings were
soothed by being close by and spending time
with the infant.

Then I thought they (the staff) know how
to take care of him much better than I, so
I stayed with him four hours, that’s enough
for me, because I can’t do any more. I was
torn: when I was at home I wanted to be at
the unit and when I was there I wanted to
go home, and then I felt guilty. Oh God, he
needs his mother.
Being able to handle the situation
When the infant needed care in the NICU it
was, in the end, described as a positive experience. Mothers had to handle the situation,
because they knew they had no other alternative. The realization that the infant might
survive also gave them the strength to cope
with the situation, which provided them with
a feeling of personal growth. One factor that
enabled mothers to handle the situation was
having support from the hospital staff, the
infant’s father and other people of importance.
It also was important to learn about preterm
birth during the situation, as experience and
knowledge of having a prematurely born infant
born were limited prior to the early delivery.
As one mother said: “I had some knowledge
because it wasn’t my ﬁrst child, which I was
happy to have...”
Feeling support from and having the opportunity to talk to the staff resulted in less worry.
Being received by the staff with kindness was
of great importance, and by receiving support
from them, mothers felt that the infant was
well taken care of. Mothers described it as
important to receive information speciﬁc to
their experience and related to their unique
situations, which they didn’t always have. A
sense of disappointment was felt when nobody
listened to their thoughts and desires. The
mothers described that support could come

Effects on family life
Family life was affected in many different
ways by having an infant born preterm. Families could not spend time together, which
resulted in mothers longing for the rest of the
family and experiencing a sense of loneliness.
When the whole family was at the NICU and
the infant’s condition was stable, it was important for the family to be together without being
disturbed by staff or others. The mothers who
had children at home described a longing for
their older children, stating that it was hard
to be away from them. They wanted to be at
home yet at the same time they wanted to be
with the infant at the NICU. It was especially
difﬁcult for mothers when their other children
could not understand why their mum could not
be at home.
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from the infant’s father and by being able
to talk about their experiences with other
mothers. It was important to have support and
assistance when caring for the infant and to
have someone show and explain how to take
care of him/her safely. It was also of great
importance for mothers to decide how much
they wished to be involved in the infant’s
care. When mothers had to ask for permission to participate in their own infant’s care,
it resulted in feelings that the infant belonged
to the staff. Mothers expressed concerns
about whether their role as a mother had been
affected by their early experiences of having a
preterm infant. Some mothers stated that it did
not have any inﬂuence on the way they treated
their infant, but some mothers were negatively
inﬂuenced by having a preterm infant. As one
mother said: “…but I thought, and so did
some other people, that I was going to be an
overprotecting mum because he was so tiny,
but it isn’t like that…”. Mothers also stated
that it had been a stressful start having a baby
born prematurely and that might be a reason
they were more worried and anxious.

DISCUSSION
The results of this study show that mothers
described having a preterm infant as a unique
experience. They had not been able to complete
normal preparations before the infant’s birth,
which made it difﬁcult initially to feel like
a mother after the infant’s birth. Having a
prematurely born infant meant the transition
to parenthood was difﬁcult, since the infant
in the beginning was too weak to send strong
signals and could not as clearly communicate
his/her needs to the parents (26).

The results indicate that mothers had developed expectations about having a baby which
did not correspond with reality. Mothers
described expectations of the preparations
they wanted to make before the infant’s birth
and also expectations about the initial time
after the infant’s birth. Unfulﬁlled expectations made mothers feel both disappointment
and sadness. The clash between expectation
and reality might be a factor that makes it more
difﬁcult for mothers to be ﬁlled by love for the
infant (27). According to Sydnor-Greenberg,
Dokken and Ahman, the birth of a preterm
infant can be experienced as the loss of a
perfect baby, because the ideal picture of the
infant disappears (28). Mothers who participated in this study described the ﬁrst sight of
the infant and the infant’s size as a shocking
experience, which is similar to the results
found in another study (29). In spite of that, it
was of great importance for the mother to see
the infant as soon as possible.
In the present study, mothers experienced
difﬁculties understanding the given information, as they were in shock, which meant
that they were not open to the information
they received. Calam, Lambrenos, Cox and
Weindling pointed out that it is not clearly
understood how much information mothers of
preterm infants can absorb at the time of the
birth (30). More research is needed to fully
comprehend the process of how the given
information is understood, and to determine
the best ways the information should be given.
The results of this study show that the
mothers of preterm infants were in a situation
ﬁlled with stress and anxiety. It also shows that
mothers initially felt unhappiness about the
outcome of the pregnancy, and were concerned
for the infant’s health and life. A great number
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After the premature birth, mothers in this
study struggled to feel close to the infant;
being involved in the care of the infant and
spending time with him/her made the sense
of motherhood grow. Mothers wanted to get
to know their babies by seeing, holding and
touching them, but the process of getting to
know the newborn baby was often interrupted
because the infant was preterm (34). Mothers
wanted to be close to the infant and hold him/
her as soon as possible after the birth, and they
explained that their desire to hold the infant
came much earlier than the opportunity to do
so. According to Neu, skin-to-skin contact
(kangaroo-care) was experienced as positive,
and parents expressed a longing to hold the
infant as soon as possible (37).
Mothers experienced that the whole family
was affected by the preterm birth. Mothers
who already had children felt torn between
being at home with their elder children and
being at the NICU with the infant. According
to studies (28,29,38,39), it is very important
to create and develop neonatal family-centred
care. The whole family should play a part in
the infant’s care (40), which was not the case
for mothers in the present study.
The results show that having a preterm
infant was experienced by mothers as especially strenuous, but most of the situation could
be handled with support from the hospital
staff, the infant’s father and by obtaining
knowledge about preterm born infants. “Smalltalk” or “everyday-chat” is an important tool
for nurses in the NICU to support mothers.
Verbal communication between nurses and
mothers helped the mothers feel conﬁdence in
the nurses and the care they were giving their
infants (41). The results indicate that mothers
felt positive support from the staff. According

of mothers initially did not feel happy about
their preterm infants; the ﬁrst days were
chaotic and memories are blurred (30). Mothers
expressed worry about the infant being ill or
injured and worried that it might not survive.
Having a preterm infant prevents women from
being confronted with the apprehension during
the pregnancy that the infant is ill or not might
survive, it is important that women during the
pregnancy are confronted with this apprehension (27). However, this is complicated as the
mothers of preterm infants are interrupted in
their preparations and therefore do not get as far
as going through the phase of anxiety over their
unborn child’s health during the pregnancy.
Separation from the infant was experienced
as the most stressful part of having a preterm
birth and mothers in this study wanted to be
close to the infant as much as possible. Many
studies (2,31–33) show that mothers experience
frustration when separated from their newborn
infant. When separation occurs, mothers and
their infants have no opportunity to experience mutual bonding and recognition. There
might be a delay in the process of maternal
role identity, and this process must be initiated as soon as possible (34). Nurses’ attitudes
towards and treatment of mothers are found to
be integral in the development of the relationship between mothers and their infants (35). It
is interesting to note that mothers talked about
the stress related to being separated from the
child, but never mentioned the effect this may
have on their partner. However, this is not in
accordance with a study (36) about fathers of
prematurely born infants. Fathers also ﬁnd it
stressful when they are unable to be with both
the partner and the infant. Initially after the
infant’s birth, it is even more stressful to be
separated from their partner.
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to previous research (29,31), that sense of
support is important in order for parents to
handle the situation of having a preterm infant
who needs care in a neonatal unit. When the
infant’s condition is stabilized, parents of a
preterm infant have more time and psychological space for their own emotions. Some
parents needed to meet professionals to
receive help with their own feelings after the
birth (42).
The results show that it was of great importance to participate in the infant’s care. Being
a mother means having the utmost responsibility to make decisions about the care of the
infant, but mothers in this study felt a lack
of that responsibility. Being involved in the
infant’s care contributed to the sense of being a
mother (14). With the hospital staff providing
support and aid, parents are empowered and
know that they have the ability and competence to take care of their child independently.
Empowerment is a process of helping people
to assert control over the factors that affect
their lives (43). Family empowerment can be
a nursing intervention intended to optimize
the power of the family, and increasing the
skills of the parents to effectively care for the
child and sustain family life (44).
Conclusions
Mothers of preterm infants are not prepared
for the infant’s birth, which makes feeling like
a mother initially difﬁcult. Mothers experience a situation ﬁlled with stress and anxiety.
Having a premature infant affects the whole
family, and mothers feel strain when they
cannot be with the rest of the family. This
study shows how important it was for the
mothers to be close to the infant and also to
be involved in the infant’s care. It is essential

for mothers to feel supported by the infant’s
father and the hospital staff, as well as being
provided with the knowledge that facilitates
and creates the necessary conditions for
mothers to handle a prematurely born infant.
The fact that the partner was mentioned as an
important part of being able to handle having
an infant born preterm, might be different
from other studies where the partner was not
speciﬁcally discussed (e.g., 45–47). It seems
that mothers in this study could have experienced greater support if the partner had been
present at the NICU, which could have more
positively inﬂuenced their experiences of
having a prematurely born infant. However,
it is not possible to come to a speciﬁc conclusion. This study cannot provide an answer on
whether both parents in Sweden staying at
the unit inﬂuenced the mother’s experience
of having a prematurely born infant. Further
research about this is needed.
The results of the study have implications
for nurses caring for families with a child
born prematurely. They must be willing to
listen to the mothers’ experiences of being
a parent. It is essential to remember that the
results state there are powerful memories
of becoming a mother of a preterm infant,
memories that almost certainly are going
to last for a long time. The interviews were
conducted approximately 3 years after the
child’s birth, yet despite this fact, all the
mothers remembered and could clearly
narrate their experiences, which indicates the
importance of sharing their experiences of
being a mother to a preterm infant. However,
this ﬁnding could have inﬂuenced the results.
Increased knowledge of parents’ experiences
of having a prematurely born infant entails
a challenge to further develop and improve
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nursing care, with the possibility of having
to work on strengthening the relationship
between parents and infants. Developing of
parental support after having a prematurely
born infant is of great importance. It is therefore of great interest to continue to follow and
study parental support in neonatal care.
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Division of Nursing, Department of Health Science, Luleå University of Technology, SE-97187 Luleå,
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Abstract The aim was to describe the experiences of parents of preterm infants
on the use of real-time videoconferencing between their home and the Neonatal
Intensive Care Unit (NICU). Ten couples participated in the study. After taking their
infant home, parents had access, via video and sound in real-time, to the staff at
the NICU. Data were collected by notes and interviews with the parent; thereafter
a thematic content analysis was used to analyze the texts. The analysis revealed
four categories: security provided by access to the staff; face-to-face supportive
meetings; need for control over the use of videoconferencing; other possible uses
of videoconferencing. The identiﬁed theme was ‘feeling strengthened by having
a link between the home and the NICU’. Parents experienced videoconferencing
as positive, which empowered them and gave them conﬁdence in their new situation of being at home with their infant.
ª 2009 Neonatal Nurses Association. Published by Elsevier Ltd. All rights reserved.

Having a preterm born infant has a long-term
impact on parents’ experiences of having a baby
and on parenteinfant relationship. Premature
born infants require varying degrees of neonatal
intensive care, and because of the problems

associated with prematurity, hospital care is often
long and complex. Furthermore, when it is time for
the parents to go home with their infant, new
demands and increased parental responsibility are
created, thereby parents need support.

* Corresponding author. Tel.: þ46 920 493856; fax: þ46 920 493850.
E-mail address: birgitta.lindberg@ltu.se (B. Lindberg).
1355-1841/$ - see front matter ª 2009 Neonatal Nurses Association. Published by Elsevier Ltd. All rights reserved.
doi:10.1016/j.jnn.2009.01.004

113

48

B. Lindberg et al.

Background
Being a new family causes anxiety, but having to
cope with a prematurely born infant makes it much
more difﬁcult (Broedsgaard and Wagner, 2005), as
the transition to parenthood may be strained by
the preterm birth (Rimmerman and Sheran, 2001).
Family adjustment among parents of preterm
infant is a time dependent process (Doucette and
Pinelli, 2004). According to Whitﬁeld (2003),
parents describe their time at the NICU as the
worst major life event they have experienced.
Therefore, a key aspect during the hospital stay is
to prepare the parents to take care of their infant
(Boonmee and Pickler, 2005; Broedsgaard and
Wagner, 2005; Costello and Chapman, 1998; Pearson and Andersen, 2001).
Being discharged from the hospital presents
a new set of challenges for parents of preterm
infants (Broedsgaard and Wagner, 2005; Davis
et al., 1996; Holditch-Davis and Miles, 1997;
Jackson et al., 2003; Kenner and Lott, 1990).
Discharge is often experienced with mixed feelings, excitement and happiness, but on the other
hand anxiety and insecurity (Boonmee and Pickler,
2005; Flacking et al., 2007; McHafﬁe, 1990; Miles
and Holditch-Davis, 1997; Rabelo et al., 2007;
Scherf and Reid, 2006). Studies (Flacking et al.,
2007; B. Lindberg et al., 2008) show that it is not
until the parents are ﬁnally at home with their
infant that they experience the real sense of being
a mother and a father. Thereby, while it is
imperative to create conditions for the parents to
go home with the infant as soon as the infant’s
condition makes it possible, the parents must also
feel ready in taking their infant home. In this
manner, support is essential for parents in caring
for a prematurely born infant (Hughes et al., 1994;
B. Lindberg et al., 2007; B. Lindberg and Öhrling,
2008; Wereszczak et al., 1997). Support is needed
to prepare parents to make a successful transition
at home (Boonmee and Pickler, 2005). Further,
according to Kelly (2006), depending on parents
NICU experiences and perception of the infant’s
health, the parents may ﬁxate on or negate the
premature infants needs after discharge. While
several studies (Boonmee and Pickler, 2005; Costello and Chapman, 1998; Merritt et al., 2003;
Scherf and Reid, 2006) describe the importance of
preparing the parents in taking their preterm
infant home, Cappleman (2004) notes that the
discharge criteria appear to be based on infants’
health and less on maternal readiness.
NICU staff have been identiﬁed as important in
supporting the parents of preterm infants
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(B. Lindberg et al., 2007; B. Lindberg and Öhrling,
2008; Miles et al., 1996; Miles and Holditch-Davis,
1997; Shields-Poe and Pinelli, 1997). As stated by
Grifﬁn et al. (1998), nurses’ support to parents in
the NICU can never be overestimated. For that
reason, NICU staff have an important role in
helping parents to cope with the situation
(B. Lindberg et al., 2008; Miles et al., 1996; Scherf
and Reid, 2006). Parents of preterm infants can
experience lack of support the ﬁrst weeks after
coming home with their infant (Örtenstrand et al.,
2001), specialized support from neonatal nurses is
desirable (Cappleman, 2004). Where parents need
such support, consequently the question was
raised if real-time videoconferencing can be used
as a way to support parents of preterm born infant
after coming home from the neonatal unit. Having
access to distance-spanning health care can
contribute to improved conditions, in spite of
the long distances between home and hospital.
I. Lindberg et al. (2007) shows that parents can
experience support through the use of videoconferencing in early discharge after childbirth. Other
studies (Nyström and Öhrling, 2006, 2008) show
that through electronic encounters, parents are
able to gain support during their child’s ﬁrst year.
However, no study was found describing support to
parents of preterm infants by having direct access
by video and sound in real-time, to staff at the
NICU. Thus, the aim of this study was to describe
the experiences of parents of preterm infants on
the use of real-time videoconferencing between
their home and the NICU.

Methods
Design
A qualitative approach and a thematic content
analysis were chosen to achieve the aim of the
study. This study is one part of a larger intervention study aiming to describe experiences on the
use of videoconferencing between the NICU and
parents of preterm born infants’ home, before and
after use, from both the parents and the paediatrics nurses perspectives. However, the present
study deals only with the parents’ experiences
after using the videoconferencing.

The intervention
The study was conducted in collaboration with
a NICU in Norrbotten, the largest and northernmost county in Sweden, where the large land area

The use of videoconferencing in providing neonatal support
and the sparsely population do not make neonatal
home nursing care feasible.
The intervention using real-time videoconferencing was carried out between the NICU and the
families’ home. The criteria for arriving at the
choice of the videoconferencing system were good
quality of sound and picture, and also userfriendliness, to make the system accessible
regardless of previous knowledge. Further, the
equipment must be in accordance with the used
system in the County Council. A videoconferencing
system, Polycom VSX 3000, was found to be the
most appropriate. It is a completely integrated,
all-in-one videoconferencing system including
camera, display, stereo speakers and microphones. The same type of equipment was used
both at the NICU and in the families’ home.
The intervention took place over a period of one
year, and lasted from September 2006 until
September 2007. After spending a long time at the
NICU with the infant, most of the parents go home
with their infant on leave, before the infant is ﬁnally
discharged from the unit. The length of that leave
varies from a few days until several weeks, and
depends on the infants’ medical condition and the
parents’ compliance of being at home with the
infant. The common practice in giving information
and communicating with parents during their initial
stay at home is by telephone. It is during this stay at
home, that parents are given access to and use of the
videoconference system from their home to have
contact (both planned and non-planned) with staff at
the NICU, via direct link, throughout twenty-four
hours. The foremost intention with the intervention
was to offer parents support, a supplement to the
ordinary care, and not for other purposes such as
earlier discharge of the infant or any ﬁnancial gains.
Parents had the videoconference system on loan,
cost-free, and were trained how to use it previous to
going home. It was easily installed by the parents
themselves, by just connecting to the electric supply
and broadband network. If needed, technical
support could be provided by IT-technicians from the
County Council. Parents were encouraged to feel
free to use the access day and night, whenever they
needed or wanted. Contact was initiated and planned from families’ individual needs and wishes.
The total amount of contacts varied a lot between
the parents, from 2 to about 30; but in common the
majority of the meetings were planned.

Participants and procedure
A total of ten couples of parents, (ten mothers and
ten fathers), participated in this study. The
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criteria for inclusion were, being parents to
a preterm infant born below gestation week 34 and
thereby needing care at a NICU. Further, both of
the parents in the couple must agree to participate. They must also have access to broadband or
ADSL from their home. The fathers’ ages ranged
from 29 to 44 years (median ¼ 37.5) and the
mothers’ ages ranged from 28 to 39 years
(median ¼ 33.5). All of the parents were married
or lived in a common-law marriage. Six of the
couples were ﬁrst-time parents. The infants were
born with a gestational age between 24 and 33
weeks. At the time when the families ﬁrst went
home, the infants ranged in gestational age
between 34 and 39 weeks. The period they were
on leave with the infant varied from 6 days to 22
days. Parents who had their infant at the NICU got
information from paediatric nurses about the
study, both verbal and written in form of an
information brochure. The parents who fulﬁlled
the criteria and were interested in participating
received extended information and an information
letter. They were also shown the videoconference
equipment and how to use it. After voluntary
acceptance of participation, they were contacted
by the ﬁrst authors.
Thirteen couples of parents fulﬁlled the criteria
for inclusion and were asked to participate,
however it was not possible to invite all the
parents to participate, because of limitations of
having only one equipment for lending out during
the ﬁrst nine months and thereafter two. However,
one couple had a technical problem with the ﬁrewall, which not could be solved, and in another
couple, the father hesitated to participate, and in
a further case, one infant was discharged instead
of being on leave. This resulted ﬁnally in ten
couples of parents participating.

Data collection
Data were collected by interviews and notes.
Narrative interviews (Mishler, 1986; Sandelowski,
1991) were conducted with the parents after they
had used the videoconference system. The ﬁrst
meeting with most of the parents was at the NICU
before returning home on leave. The time spent
with them was also an opportunity to get to know
the family, which was of relevance for the interviews. However when it was not possible to have
a personal meeting with the parents, the ﬁrst
contact was initiated by telephone. Owing to
privacy concerns, one of the couples was not
interviewed afterwards. The intention with the
data collection was to gather the parents’ experiences on the use of videoconferencing. All the
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interviews were conducted by the ﬁrst author and
the parents were both together in the interview
situation. In two of the couples, only the mothers
participated in the interviews, data from the
fathers were collected by notes from them. The
interview started with the question: ‘‘Please tell
me about your experiences on the use of videoconferencing. The parents were encouraged to
talk freely about their own experiences on the use.
When needed, the narration was supported by
follow-up or clarifying questions. Interviews were
conducted at a time and place convenient to the
parents; in the families’ home (n ¼ 8) and at on
ofﬁce at the hospital (n ¼ 1). The interviews lasted
approximately 30e60 min. The interviews were
recorded and later on transcribed verbatim.

Data analysis
A qualitative thematic content analysis was used in
order to describe the manifest and latent content
of the text (cf. Baxter, 1991; Cantanzaro, 1988).
All texts from the interviews and notes were
included in the analysis. Each interview was read
several times to obtain a sense of the content.
Then, the whole text was read to identify meaning
units guided by the aim of the study. Meaning
units were condensed and then grouped into
categories in several steps, by subsuming similar
categories into broader categories. Once the ﬁnal
categories were determined, the meaning units
were re-read and compared with the categories.
The categories were then related to each other
and subsumed into themes, i.e., threads of
meaning that appeared in several categories
(Baxter, 1991). The authors checked and reached
agreement on the categories and theme.

Ethical considerations
Before the start of the intervention all involved,
staff as well as parents, were informed. The
parents were provided with both verbal and
written information about the study. The information stated that participation was voluntary and
that they could withdraw from the study at any
time, without declaring the reason. They were also
guaranteed conﬁdentiality and anonymity in the
presentation of the results. Parents need to be
comfortable with all aspects of the interventions
study and be given the choice to accept or decline
participation in the study. However, all the parents
gave their informed consent to participate in this
study. Leading information/characteristics of
parents and infants were excluded to preserve
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families’ anonymity in the presentation of the
results. The study was approved by the Regional
Ethical Review Board in Umeå, Sweden (Dnr. 05085M) and from the divisional head of medical
specialties, the heads of the paediatric clinic and
the neonatal unit.

Results
The analysis revealed four categories: security
provided by access to the staff; face-to-face
supportive meetings; need for control over the use
of videoconferencing; other possible uses of
videoconferencing. The theme identiﬁed was
‘feeling strengthened by having a link between the
home and the NICU’. By having this real-time link
with video and sound to staff, parents felt
empowered and were given support and conﬁdence
after the initial homecoming. The categories are
presented in the text that follows and illustrated
with quotations from the interview text.

Security provided by access to the staff
The experience of parents being all by themselves
with the infant was a complete changeover from
having the staff available at all times. However,
videoconferencing made it possible to have
contact with the staff day and night if needed.
Parents expressed feelings of security just by
having this access, which was the most essential
for them, regardless of how often they actually
used the equipment. Parents described having the
staff to consult if they had any thought or needed
advice, or just wanted to chat. They felt secure
knowing that the staff could, by both listening to
and seeing them and their infant, easily make an
appraisal of the situation. As one father expressed
‘‘It’s kind of taking full responsibility for our baby
but you still have the staff to lean on’’. Having the
technology made the parents more receptive and
open to bringing the infant home even if the infant
still needed special care. Nevertheless, parents
felt the need to feel ready return home instead of
being sent home with the infant too early.
We were on leave and came back to the unit for
a control then they started to talk about discharge
but I didn’t feel ready for it because she (the
infant) hadn’t increased her weight so I said we
don’t want to be discharged. But it felt great going
back home on leave and knowing that you have this
access. (Mother)
Parents revealed that it was a great experience
to be part of the project, but prior to this they
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were unsure if they should use videoconferencing
or not.
We were skeptic from the beginning, but then we
thought may be we should try, and we can always
take it back to the unit. Now I recommend all
parents to take the chance if they get it, because
it is by no doubt a security to have it. (Mother)
Parents described the infant as well and developing normally, therefore the need of using
videoconferences was not as much as they thought
it would have been if the infant had not been well
or if they had more problems related to care of the
infant. By the time at home parents experienced
having less need of the technology.
At the end of the leave we used the equipment
now and then, we didn’t have the same need
compared to the earlier days, may be because we
felt more conﬁdent at that time, but having this
contact still provided us security. (Father)
Having experienced this access as valuable and
supportive, parents also emphasized that if they
should get a chance to use the equipment another
time, they would not hesitate to use it. While
parents noted the disadvantage of having to use
the phone for non-planned contact to establish
contact with the staff; this was not experienced as
a major problem.

Face-to-face supportive meetings
Videoconferencing improved the conditions for
having a conversation despite the limitation of
distance, as experienced in telephone calls.
I think that the greatest advantage is that we are
able to look at each other instead of just be a oneon-one telephone chat, enabling a full interactive
discussion to follow. (Mother)
Parents said that in some way, the meetings felt
real, or just like having the staff at home. The
staff becomes more present and parents are able
to read the staff’s body language. Parents stated
that the body language means a lot more than just
the spoken word. Further, seeing each other
provided another dimension to the interaction.
You feel safer when you can see the one you are
talking to and they (staff) can read me off and
readily calm me down if there was anything
bothering me. (Mother)
Parents appreciated the fact that the videoconference makes it possible for them both to talk
to the staff like they used to do during their stay at
the unit. This enabled them to support each other
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as they both could be part of the discussion at the
same time. Some found discussions to be better if
the parents and the NICU staff already know each
other; others relate that even if the parents and
NICU staff have not met before, the videoconferences facilitated the communication. Another
advantage was that parents could talk together
with a number of staff at the same time; much like
a group conversation, something that is not
possible by telephone. Others felt that it was more
like a meeting such as the ones they used to have
back at the unit. While the technology was functioning well most of the time, the technical problems (i.e., quality of the picture) some
experienced, made the meetings less fruitful.
Parents experienced the meeting on-line as an
enjoyable occasion where the whole family was
together. They said that it was really nice to see
the staff again. However parents stressed that it
must be a supplement to the conventional care
and not a substitute to personalized care, something which was not replaceable. Parents
expressed that as long as it was a supplement the
technology had no disadvantages, and was
a fantastic support system.

Need for control over the use of
videoconferencing
Parents stated that the use of videoconferences
must be adjusted to their individual needs and
wishes. They wanted to be in control, such as
deciding over how often and when to be on-line.
Parents did not want to be dependent on staffs’
knowledge and directions about how to use the
technology. They wanted to be able to handle it by
themselves, otherwise it may prove to be
a hindrance instead of being a support. Parents
described the videoconference system as being
easy to use and quick to install, otherwise they
said they would not have used it at all.
You only have to read the instruction, you can’t
miss it and I’m rather non-technical. (Father)
Further on, a condition for the set up was that
staff’s reserved time for the meeting, at least the
ﬁrst days after they came back home. By having
these booked times, questions are addressed
during the meeting. As expressed by parents,
deciding by yourself how to use videoconferencing
is a cofactor of safety. Parents felt dependent on
the attitude of the staffs’ towards videoconferencing, when the case should be, that the staff are
at the forefront of technology, and more than
willing to use the technique. When nurses used the
videoconference as a natural part in their work
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and appeared comfortable with it, parents felt
more secure, otherwise they were inﬂuenced in
a negative way.
The worse is if they forget and you try to establish
contact but nobody at the unit is answering.
(Mother)
Parents expressed that some of the staff were
a bit apprehensive in using the videoconference
system. On the other hand, some parents understood that the staff may be insecure with the
technology only at the beginning. Also, parents
were aware that the staff’s work conditions prevented them from prioritizing videoconferences
and sometimes they are left with no time to handle
the videoconferencing unit.
Parents expressed wanting to decide by themselves when to hand over the equipment and not
be bound return it when the infant was discharged.
Parents expressed that they still had a lot of
thoughts and questions after discharge, so it could
have provided vital support to still have this access
and thereafter decide when to return it.
It would have meant a lot just knowing that you
could still have the possibility to use the videoconference after discharge if needed, and there is
no risk for misusing it, just an extra support.
(Father)
One family experienced being asked to pass
over the equipment to another family, who was
about to go on leave with their infant; an experience that caused strain as nobody wanted
a change in the status quo.

Other possible uses of videoconferencing
Parents recognized how the technology opens up
other opportunities for use, such as for example,
using the technique to establish contact with child
health services before the infant is discharged
from the unit. Parents also talked about using
videoconferences in the contact between hospitals, in cases where the infant needed care at
another hospital. The videoconference is viewed
as easing the process for the family, as they can
initiate contact with the unit before changing
hospitals. Others also saw it as a great support for
families who care for children with chronic illness
at home. Some of the families also used the
equipment to communicate from the NICU with
their family at home, before they went on leave
with the infant.
It would have been ideal if you have had this
access to communicate with the other children at
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home when you were at the unit with the baby.
(Mother)
Further, parents had also thought about how
videoconference can be a connection between the
unit and the home when the infant is not yet discharged from the unit. For example, when after
completing the rounds, the staff can have contact
with the parents at home. Some parents suggested
a more convenient system such as the use of
a laptop and a web camera instead, or one’s own
computer, a web camera on loan, and then just
installing the software on the computer.

Discussion
This study describes the experiences of parents of
preterm infants on the use of videoconferencing
between their home and the NICU as valuable,
supportive and helpful upon their homecoming with
their preterm born infant. Coming home with their
preterm infant is a change from being at the NICU,
where parents have staff access throughout their
stay. However, the results in this study indicate that
the videoconference system made parents feel safe
by the possibility to have direct access, via video
and sound, to staff at the NICU at all hours if needed.
As the homecoming with the preterm infant is
experienced as stressful, parents want to have
someone whom they can contact with questions and
problems (Herbst and Maree, 2006); there is a great
need of getting in touch with staff with specialist
skills (Sandberg and Sjöqvist, 2000). A study
(McCrossan et al., 2007) about using videoconferencing for children with major congenital heart
disease and their family in transition from hospital
to home, have similarities with the present study, as
taking the child home is experienced as very
stressful and a source of great anxiety. The videoconference was rated as beneﬁcial 96% of the time,
compared to telephone consultations which were
found to be beneﬁcial 65% of the time. The telephone cannot offer support in the same extension as
videoconferencing. Örtenstrand et al. (1999)
observed that in the early discharge of preterm
infants still needing special care, the number of
non-scheduled interventions was rather low
considering that all infants still needed special care.
This is in line with the ﬁndings in this study, which
shows that parents felt security by the mere
awareness of having the equipment if needed, how
many times they actually made use of it was of less
signiﬁcance for them.
The parents in the present study emphasized
that in some way, they experienced the

The use of videoconferencing in providing neonatal support
consultations as real-time meetings where the
conversation was eased by having this access via
video and sound. Another advantage is that both
parents are together when communicating with
the staff, as they were used to at the unit. It is
worth mentioning that Swedish settings provide
opportunities for both of the parents to be with
their prematurely born infant during the infants
hospital stay, as the social security system allows
each parent to obtain leave from their job
(Swedish Social Insurance Agency, 2008). Studies
(Hughes et al., 1994; Miles et al., 1996; Shields-Poe
and Pinelli, 1997) have reported parents as identifying each other as the most essential source of
emotional support. It is important to note that
parents of preterm infants want to talk about their
experiences of the premature delivery and daily
living following the infants birth, however their
own social network do not fully understand this
need (Broedsgaard and Wagner, 2005; B. Lindberg
et al., 2007; Woodwell, 2002). This highlights the
importance of creating possibilities for parents of
preterm infants to share their experiences. Thus,
videoconferencing can provide a possible avenue
for parents to narrate their experiences henceforth, after the family returns home. As shown in
studies about parental support during child’s ﬁrst
year (Nyström and Öhrling, 2006, 2008) parents
can experience electronic encounters in real-time
as supportive. However, communication can be
described as a source of both weakness and
strength in helping support parents. Non-verbal
cues are really important, as well as being open
and receptive, taking time to listen (Rowe and
Jones, 2008). This is congruent to results shown
that seeing each other meant being able to read of
the body language where parents expressed that
you have to be present in the meeting. This might
be a possible explanation to the fact that parents
are able to establish a relationship in the meetings
despite the distance. Further, according to Cone
(2007) it is essential to establish an environment
that facilitates communication; where it is
imperative that staff be present and attentive to
the parents needs. Gilje (1992) stated the importance of awareness as a concept in nursing practice. While nurses have shared meaningful
experiences with patients, these are usually achieved on an unconscious level of awareness. Sanden Eriksson and Pehrsson (2002) argue that when
the infant’s conditions stabilizes, the parents get
more space for letting their own emotional feelings to pass and therefore parents should have the
opportunity to meet professionals, a trained
hospital social worker or a nurse. However, parents
stated that they foremost wanted to talk to the
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staff at the unit (B. Lindberg et al., 2007). Support
from the nurses was viewed as particular important (Wereszczak et al., 1997). Moreover, nurses’
language acts as a powerful clinical tool that can
be used to assist parents in gaining conﬁdence in
caring for their infants (Fenwick et al., 2001).
Communication in NICU is a vital part, however it is
notable as showed by Reid et al. (2007) that
parents tend to perceive communication as more
negative over time. As parents move towards being
more active and participating in the infants’ care,
medical and information and interpersonal support
are increasingly sought and the perceived lack of
support is highlighted to be more negative. It is
vital that this be recognized, as having a preterm
born infant has a long-term impact on parents, and
creates the imperative for parents to feel well
supported over time.
The results show that videoconferencing was
seen to be helpful as supplement to ordinary care,
but that personal contact was deemed irreplaceable by meetings conducted through distance. The
non-exchangeable of personal contact is in line
with ﬁndings in another study (I. Lindberg et al.,
2007). As emphasized by Jenkins and White (2001),
telemedicine must be considered as a complement
to already existing health care system and not
a substitute. By further developing distancespanning health care, extended accessibility can
be offered.
The present study described the parents’ needs
of adjusting the use to their individual need and the
importance for the parents to be in own control over
how to use videoconferencing. Parents want to have
control and to be on their own and not to become
dependent on staff. In another study (I. Lindberg
et al., 2007), when the participants were in control
over the videoconference sessions, they felt in
control of their personal sphere and of their situation. As pointed out by Thurman (1991), all families
have power but they must be enabled to use that
power. Gann (1998) stated that information and
communication technology (ICT) shifts the power
relations between patients and health professionals, because patients become more informed
and assertive.
The results showed that user-friendliness was of
importance, both from the perspective of the
parents and the staffs’ ability to use it. It cannot be
overemphasized that homecoming with the infant is
stressful for parents, and thus videoconferencing
should be nothing but a support and not a source of
extra strain. Parents in the present study described
being dependent on the staff attitude on the use of
videoconferencing and the importance of the staff
taking it seriously, as it should be viewed as a natural
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part of their job. This underlines the imperative for
the staff to take videoconferences seriously, to
reserve time for those meetings and to focus on the
family. A study (Sävenstedt et al., 2003), describing
family members experiences of communicating via
video-phone with patients with dementia, shows
that family members were dependent on the assistance from the staff, where sometimes they felt
that it was difﬁcult to make the staff understand
just how important the video-phone calls were for
them. There may be an incongruity between
parents and staff on the importance of needing
support after returning home. In the present study,
the use of technology was experienced as
supportive and valuable for the parents. Further
research on staff experiences of using videoconferencing in those settings is thereby of great
importance and will be presented elsewhere.
In the study, parents also saw other possibilities
of use. As stressed by the parents in this study,
using videoconferencing between the units and
getting acquainted with the new staff before
transferring the infant, reduces the stress that
parents experiences. While the transfers of infants
between neonatal nurseries are experienced as
stressful for parents of preterm infants, these
cases have received little attention (Rowe and
Jones, 2008). Parents saw the value of using
videoconferencing in initiating contact with the
child health service before returning home.
According to Wootton (2001), in the past decade,
there has been considerable interest in the possibility of using telemedicine as an aid in home
nursing. Telemedicine holds the promise of
improving access to health care and of reducing
costs, especially in areas with geographic barriers.
Finch et al. (2008) state that telehealth care
developments often fail to progress beyond the
trial stage and does not become part of routine
service. According to Wootton (2001), the main
problem in telemedicine is the organisational
problem of knowing how to take advantage of the
technology. Hardin and Langford (2001) pointed
out the importance of nursing take responsibility
for creatively applying technology in the nursing
practice.

Conclusion
The present study demonstrated how parents had
positive experiences on the use of videoconferences, empowering them and giving them conﬁdence in their new situation at home with the
infant. The technology provided a unique possibility of letting the parents experience the support
from the staff even though they were in a remote
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location. According to Haux et al. (2002), it is
worth bearing in mind that our society is continuously inﬂuenced by modern ICT, and health care
has greatly proﬁted by this development. The
authors subscribe to the videoconferencing as one
among possible ways to support parents after
returning home with their preterm infant.
However, NICU staff must be aware of meeting
with parents to understand their individual needs.
The results of this study have implications for staff
working with families in the context of neonatal
care. After the project was completed, videoconference has been permanently used as a new
standard in the neonatal care.
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Lakartidningen 97, 3489e3491 (in Swedish).
Sandelowski, M., 1991. Telling stories: narrative approaches in
qualitative research. Image J. Nurs. Sch. 23, 161e166.
Sanden Eriksson, B., Pehrsson, G., 2002. Evaluation of psychosocial support to parents with an infant born preterm.
J. Child Health Care 6, 19e33.
Scherf, R.F., Reid, K.W., 2006. Going home: what NICU
nurses need to know about home care. Neonatal Netw.
25, 421e425.
Shields-Poe, D., Pinelli, J., 1997. Variables associated with
parental stress in neonatal intensive care units. Neonatal
Netw. 16, 29e37.
Swedish Social Insurance Agency, 2008. Försäkringskassan
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Summary
3DUHQWVRISUHWHUPERUQLQIDQWVQHHGVXSSRUWDIWHUUHWXUQLQJWRWKHLUKRPHVZLWKWKHLUEDE\
:HVWXGLHGWKHH[SHULHQFHRIFHUWLILHGSDHGLDWULFQXUVHV &31V ZLWKWKHXVHRI
YLGHRFRQIHUHQFLQJEHWZHHQWKHQHRQDWDOFDUHLQWHQVLYHXQLWDQGWKHIDPLOLHV¶KRPH)DPLOLHV
ZHUHJLYHQDFFHVVWRYLGHRFRQIHUHQFLQJIURPWKHLUKRPHWRKDYHFRQWDFWZLWKWKHVWDIIDWWKH
QHRQDWDOXQLWGD\DQGQLJKW2YHUDSHULRGRIPRQWKVWHQIDPLOLHVXVHGWKH
YLGHRFRQIHUHQFLQJHTXLSPHQW)DPLOLHVPDGHDPHGLDQRIWHOHPHGLFLQHFDOOVHDFK UDQJH
 1DUUDWLYHLQWHUYLHZVZHUHSHUIRUPHGZLWK&31VDIWHUWKHVWXG\HQGHG4XDOLWDWLYH
WKHPDWLFFRQWHQWDQDO\VLVZDVDSSOLHGWRWKHLQWHUYLHZGDWDDQGRQHWKHPHZDVLGHQWLILHG
VPRRWKLQJWKHWUDQVLWLRQRILQIDQWVIURPWKHQHRQDWDOXQLWWRWKHIDPLOLHV¶KRPH7KH&31V
IRXQGWKDWYLGHRFRQIHUHQFLQJKHOSHGWKHPWRDVVHVVWKHRYHUDOOVLWXDWLRQDWKRPHDQG
IDFLOLWDWHGWKHUHODWLRQVKLSEHWZHHQSDUHQWVDQGWKHLQIDQW7KH&31VIHOWWKDWWKH\ZHUHDEOH
WRSURYLGHVHFXULW\WRWKHIDPLO\7KHXVHRIYLGHRFRQIHUHQFLQJZDVFRQVLGHUHGDVDJHQHUDOO\
SRVLWLYHH[SHULHQFHDQGDVDWRROWRLPSURYHQXUVLQJFDUHDWKRPH


Introduction
7KHUHLVDQLQFUHDVHGDZDUHQHVVDPRQJWKHKHDOWKSURIHVVLRQDOVUHJDUGLQJWKHSUHVVXUHWKDW
WKHSDUHQWVRIWKHSUHWHUPERUQLQIDQWVDUHH[SRVHGWR%HLQJGLVFKDUJHGIURPWKHQHRQDWDO
XQLWLVFKDOOHQJLQJIRUWKHSDUHQWVRIWKHSUHWHUPERUQLQIDQWV>±@ZKRH[SHULHQFH
H[FLWHPHQWDQGKDSSLQHVVDVZHOODVDQ[LHW\DQGLQVHFXULW\>±@$IWHUKRPHFRPLQJZLWK
WKHLUSUHWHUPERUQLQIDQWSDUHQWVJHQHUDOO\ZDQWWRKDYHVRPHRQHZKRPWKH\FDQFRQWDFW
ZLWKWKHLUTXHVWLRQVDQGSUREOHPVDERXWUDLVLQJWKHLQIDQW>@6XFKVXSSRUWLQFOXGHV
SURYLGLQJH[SODQDWLRQVDQGNHHSLQJWKHOLQHVRIFRPPXQLFDWLRQRSHQ>@,QWKH86D
SURJUDPPHFDOOHG%DE\&DUH/LQNSURYLGHVYLGHRFRQIHUHQFHVEHWZHHQWKH1,&8DQGWKH
IDPLO\DWKRPHZKLFKDOORZVSDUHQWVWRVHHWKHLULQIDQWDQGUHFHLYHWHDFKLQJDQGVXSSRUW
IURPWKHVWDII>@+RZHYHULWLVLPSRUWDQWWRFODULI\WKHIRUPRIVXSSRUWWKDWWKHIDPLOLHV
QHHG)XUWKHUUHVHDUFKLVDOVRQHHGHGDERXWKRZIDPLOLHVFDQEHVWEHVXSSRUWHGDIWHU
UHWXUQLQJKRPHZLWKWKHLUSUHWHUPERUQLQIDQW>@

7KHQRUWKHUQSDUWRI6ZHGHQKDVDODUJHODQGDUHDDQGVSDUVHSRSXODWLRQ7KLVFUHDWHVFHUWDLQ
OLPLWDWLRQVPDNLQJLWLPSRVVLEOHWRREWDLQQHRQDWDOKRPHQXUVLQJFDUH&RQVHTXHQWO\WKH
TXHVWLRQDULVHVZKHWKHUYLGHRFRQIHUHQFLQJFRXOGEHXVHGIRUVXSSRUWLQJSDUHQWVRISUHWHUP
ERUQLQIDQWVDIWHUKRPHFRPLQJ:HKDYHWKHUHIRUHVWXGLHGWKHXVHRIYLGHRFRQIHUHQFLQJWR
VXSSRUWSDUHQWVRISUHWHUPERUQLQIDQWVDWKRPH7KHDLPRIWKHVWXG\ZDVWRGHVFULEHWKH
H[SHULHQFHRIFHUWLILHGSDHGLDWULFQXUVHV &31V ZLWKWKHXVHRIYLGHRFRQIHUHQFLQJEHWZHHQ
WKHQHRQDWDOFDUHLQWHQVLYHXQLW 1,&8 DQGWKHIDPLOLHV¶KRPH

Videoconferencing
$VSDUWRIDODUJHUVWXG\YLGHRFRQIHUHQFLQJZDVFDUULHGRXWEHWZHHQWKH1,&8DQGIDPLO\
KRPHV7KHVWXG\ODVWHGIURP6HSWHPEHUWR6HSWHPEHU7KHYLGHRFRQIHUHQFLQJ
V\VWHPV 96;3RO\FRP ZHUHDOOLQRQHXQLWVLQFOXGLQJFDPHUDGLVSOD\VWHUHR
VSHDNHUVDQGPLFURSKRQHVVHH)LJXUH7KHIDPLOLHVZHUHUHTXLUHGWRKDYHDKLJKTXDOLW\
EURDGEDQGFRQQHFWLRQDOORZLQJNELWVWUDQVPLVVLRQLQERWKGLUHFWLRQV$WWKHKRVSLWDOWKH
GDWDQHWZRUNUXQE\WKH&RXQW\&RXQFLOZDVXVHGDOWKRXJKZLWKWKHQHFHVVDU\VHFXULW\
FOHDUDQFH7KHVDPHW\SHRIYLGHRFRQIHUHQFHHTXLSPHQWZDVXVHGDWWKH1,&8DQGLQWKH
IDPLOLHV¶KRPH)LJXUH
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%HIRUHDQLQIDQWLVILQDOO\GLVFKDUJHGIURPKRVSLWDOPRVWSDUHQWVJRKRPHZLWKWKHLULQIDQWRQ
OHDYH7KHOHQJWKRIWKDWOHDYHYDULHVIURPDIHZGD\VWRVHYHUDOZHHNVDQGGHSHQGVRQWKH
LQIDQWV¶PHGLFDOFRQGLWLRQDQGWKHSDUHQWV¶FRPSOLDQFHRIEHLQJDWKRPHZLWKWKHLQIDQW
'XULQJWKHIDPLOLHV¶LQLWLDOVWD\DWKRPHFRPPRQSUDFWLFHLVIRUSDUHQWVWRKDYHFRQWDFWZLWK
WKH&31VE\WHOHSKRQH,QWKHSUHVHQWVWXG\WKH\ZHUHJLYHQWKHRSWLRQRIXVLQJWKH
YLGHRFRQIHUHQFHV\VWHPWRFRQWDFWWKHVWDIIDWWKH1,&87KHLQWHQWLRQZDVWRRIIHUVXSSRUW
WRWKHSDUHQWVDVDVXSSOHPHQWWRXVXDOFDUHDQGQRWIRURWKHUSXUSRVHVVXFKDVHDUOLHU
GLVFKDUJHRIWKHLQIDQWRUWRUHGXFHFRVWV

$OOWKH&31VZHUHJLYHQGHWDLOHGLQIRUPDWLRQUHSHDWHGO\DQGZHUHVKRZQWKH
YLGHRFRQIHUHQFHHTXLSPHQWDQGWUDLQHGKRZWRXVHLW7ZR&31VIURPWKH1,&8ZHUH
LQYROYHGWKURXJKRXWWKHSODQQLQJDQGLPSOHPHQWDWLRQDQGWRRNDQDFWLYHSDUWLQLQIRUPLQJ
DQGVXSSRUWLQJWKHLUFROOHDJXHVDWWKH1,&87KH\DOVRDFWHGDVDOLQNDJHEHWZHHQWKH
UHVHDUFKHUDQGWKHVWDIIDWWKHXQLW,WZDVGHVLUDEOHWRLQFOXGHWKHQXUVHVLQWKHHDUO\VWDJHVRI
WKHSURMHFWVRWKDWWKH\FRXOGDGYRFDWHWKHLUVSHFLILFQHHGV>@2YHUDSHULRGRIPRQWKV
WHQIDPLOLHVXVHGWKHYLGHRFRQIHUHQFLQJHTXLSPHQWVHH7DEOH


Methods
$TXDOLWDWLYHPHWKRGZDVFKRVHQLQRUGHUWRGHVFULEHWKHH[SHULHQFHVRI&31VRIWKHXVHRI
YLGHRFRQIHUHQFLQJEHWZHHQWKH1,&8DQGWKHIDPLOLHV¶KRPH

Participants and procedure
$WRWDORI&31VDOOZRPHQSDUWLFLSDWHGLQWKHVWXG\7KHFULWHULDIRUSDUWLFLSDWLRQZHUH
EHLQJDUHJLVWHUHGQXUVHZLWKVSHFLDOLVWWUDLQLQJLQSDHGLDWULFQXUVLQJH[SHULHQFHRIZRUNLQJ
LQWKH1,&8DQGH[SHULHQFHLQWKHXVHRIYLGHRFRQIHUHQFLQJEHWZHHQWKH1,&8DQGIDPLOLHV¶
KRPHV7KHSDUWLFLSDQWVZHUHDJHG\HDUV PHGLDQ  DQGWKH\KDGEHHQZRUNLQJDVD
&31LQQHRQDWRORJ\IRU±\HDUV PHGLDQ  

7KHVWXG\ZDVDSSURYHGE\WKHDSSURSULDWHHWKLFVFRPPLWWHH7KH&31VZHUHDVVXUHGWKDW
WKHLUSDUWLFLSDWLRQZDVYROXQWDU\DQGWKDWWKH\FRXOGZLWKGUDZDWDQ\WLPHZLWKRXWGHFODULQJ
WKHUHDVRQ7KH\ZHUHDOVRJXDUDQWHHGFRQILGHQWLDOLW\DQGDQRQ\PLW\LQWKHSUHVHQWDWLRQRI
WKHUHVXOWV

Data collection
3HUVRQDOLQWHUYLHZVXVLQJDQDUUDWLYHDSSURDFK>@ZHUHFRQGXFWHGZLWKWKH&31VZLWKLQD
PRQWKDIWHUWKHYLGHRFRQIHUHQFLQJVWRSSHG$OOWKHLQWHUYLHZVZHUHFRQGXFWHGE\WKHVDPH
SHUVRQ7KHLQWHUYLHZVZHUHJXLGHGE\TXHVWLRQVWRFRYHUWKH&31V H[SHULHQFHZLWKWKHXVH
RIYLGHRFRQIHUHQFLQJ7KHLQWHUYLHZVWDUWHGZLWKWKHOHDGLQJTXHVWLRQ³3OHDVHWHOOPHDERXW
\RXUH[SHULHQFHVZLWKWKHXVHRIYLGHRFRQIHUHQFLQJ´:KHQQHHGHGIROORZXSRUFODULI\LQJ
TXHVWLRQVZHUHDVNHG>@,QWHUYLHZVZHUHFRQGXFWHGDWWKH&31V¶ZRUNSODFHDWDWLPH
FRQYHQLHQWIRUWKHP7KHUHFRUGHGLQWHUYLHZVODVWHGIRU±PLQDQGZHUHWUDQVFULEHG
YHUEDWLPDQGFURVVFKHFNHGIRUDFFXUDF\

Data analysis
$TXDOLWDWLYHWKHPDWLFFRQWHQWDQDO\VLV>@ZDVXVHGWRGHVFULEHWKHPDQLIHVWDQGODWHQW
FRQWHQWRIWKHWH[W$OOWKHLQWHUYLHZWH[WVZHUHLQFOXGHGLQWKHDQDO\VLV7RREWDLQDVHQVHRI
WKHFRQWHQWWKHLQWHUYLHZVZHUHUHDGVHYHUDOWLPHV*XLGHGE\WKHDLPRIWKHVWXG\WKH
PHDQLQJXQLWVZHUHLGHQWLILHGDQGWKHQFRQGHQVHGDQGJURXSHGLQWRFDWHJRULHVLQVHYHUDO
VWHSVE\VXEVXPLQJVLPLODUFRQWHQWLQWREURDGHUFDWHJRULHV$IWHUGHWHUPLQLQJWKHILQDO
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FDWHJRULHVWKHPHDQLQJXQLWVZHUHUHUHDGDQGFRPSDUHGZLWKWKHFDWHJRULHV7KHFDWHJRULHV
ZHUHWKHQUHODWHGWRHDFKRWKHUDQGVXEVXPHGLQWRDWKHPHLHWKUHDGVRIPHDQLQJWKDW
DSSHDUHGLQVHYHUDOFDWHJRULHV>@7KHDXWKRUVFKHFNHGDQGUHDFKHGDJUHHPHQWRQWKHWKHPH
DQGFDWHJRULHV


Results
7KHWKHPHWKDWHPHUJHGZDVVPRRWKLQJWKHWUDQVLWLRQRILQIDQWVIURPWKHQHRQDWDOXQLWWRWKH
IDPLOLHV¶KRPH:LWKLQWKLVWKHPHWKHIRXUFDWHJRULHVZHUH

 HQDEOLQJPHHWLQJVZLWKWKHZKROHIDPLO\
 IDFLOLWDWLQJDVVHVVPHQWRIWKHRYHUDOOVLWXDWLRQDWKRPH
 SURYLGLQJVHFXULW\WRWKHIDPLO\
 GLIILFXOWLHVZLWKFRQWLQXHGXVHDQGGHYHORSPHQW


Enabling meetings with the whole family
7KH&31VIHOWWKDWWKHXVHRIYLGHRFRQIHUHQFLQJPDGHLWSRVVLEOHIRUWKHPWRIDFHWKHIDPLO\
DQGLWZDVDOPRVWOLNHPHHWLQJWKHPLQWKHVDPHURRP7KH\H[SHULHQFHGYLGHRFRQIHUHQFLQJ
OLNHDFRQYHQWLRQDOPHHWLQJZLWKWKHIDPLOLHVDWWKHXQLW+RZHYHUWKHUDSSRUWIHOWLQWKRVH
PHHWLQJVZDVQRWH[SHULHQFHGZKHQXVLQJWKHWHOHSKRQH1HYHUWKHOHVVWKH&31VHPSKDVL]HG
WKDWDWWLPHVWKH\H[SHULHQFHGVRPHGLVWDQFHZKHQXVLQJYLGHRFRQIHUHQFLQJWKXV
KLJKOLJKWLQJWKDWKXPDQFRQWDFWFRXOGQRWEHWRWDOO\UHSODFHG7KH&31VGHVFULEHGWKHMR\
WKDWWKHSDUHQWVVKRZHGRQVHHLQJWKHPZKLFKZDVH[SHULHQFHGDVVKDUHGKDSSLQHVV$QRWKHU
RSSRUWXQLW\ZLWKYLGHRFRQIHUHQFLQJZDVWKDWWKHVLEOLQJZDVDQDWXUDOSDUWRIWKHPHHWLQJDQG
LWZDVDOVRLPSRUWDQWWRSD\DWWHQWLRQWRWKHLQIDQW)XUWKHUPRUHDVERWKWKHVWDIIDQGSDUHQWV
FRXOGKHDUWKHVDPHFRPPXQLFDWLRQWKHULVNRIPLVWDNHVUHODWHGWRFRPPXQLFDWLRQZDV
UHGXFHG7KH&31VVWDWHGWKDWPHHWLQJZLWKWKHIDPLOLHVZRXOGEHDGYHUVHO\DIIHFWHGLIWKH\
GLGQRWNQRZWKHIDPLO\PHPEHUV+RZHYHUXVXDOO\WKHUHZDVVRPHRQHRQGXW\ZKRKDG
PHWWKHIDPLO\EHIRUH

7KHXVHRIYLGHRFRQIHUHQFLQJFRXOGEHGHPDQGLQJ7KH&31VIHOWWKHLUSUHVHQFHPRUHGXULQJ
WKHPHHWLQJDVLWZDVQRWSRVVLEOHIRUWKHPWRKLGHOLNHZKHQXVLQJWKHWHOHSKRQH7KH\
GHVFULEHGRFFDVLRQDOIHHOLQJVRIEHLQJREVHUYHGE\WKHSDUHQWV2WKHURSLQLRQVZHUHWKH
GLVOLNHRIEHLQJYLVLEOHLQDSLFWXUHDOWKRXJKIRUVRPHWKLVGLGQRWPDWWHUDWDOO6RPH&31V
H[SUHVVHGWKHLUGLIILFXOW\LQEHLQJQDWXUDODQGIHOWWKDWWKHLUPDQQHULQDZD\ZDVDIIHFWHG
2QWKHRWKHUKDQGWKH\DOVRIHOWWKDWWKH\ZRXOGJHWXVHGWRYLGHRFRQIHUHQFLQJLQGXHFRXUVH

Facilitating assessment of the overall situation at home
%\XVLQJYLGHRFRQIHUHQFLQJWKH&31VZHUHDEOHWRREVHUYHWKHIDPLO\DQGWKHUHE\DVVHVVWKH
VLWXDWLRQDWKRPHDQGWKHUHODWLRQVKLSEHWZHHQWKHSDUHQWVDQGLQIDQW:KHQFRPSDUHGZLWK
XVLQJWKHWHOHSKRQHERWKVHHLQJDQGKHDULQJSURYLGHGDQRWKHUGLPHQVLRQDVWKHERG\
ODQJXDJHFRXOGEHREVHUYHG7KH&31VH[SUHVVHGWKRXJKWVDERXWQRWSUHYLRXVO\EHLQJIXOO\
DZDUHRIWKHLPSRUWDQFHRIQRQYHUEDOFRPPXQLFDWLRQ$UHOD[HGDWPRVSKHUHDWKRPH
REVHUYHGWKURXJKYLGHRFRQIHUHQFLQJLQGLFDWHGWKDWWKHSDUHQWVFRXOGPDQDJHORRNLQJDIWHU
WKHEDE\2QWKHRWKHUKDQGLWZDVDOVRSRVVLEOHWRQRWLFHIRUH[DPSOHLIWKHSDUHQWVZHUH
ZRUULHGRULIWKHLQIDQWVHHPHGWREHXQZHOO*LYLQJLQVWUXFWLRQVDQGLQIRUPDWLRQWRSDUHQWV
ZDVHDVHGE\VHHLQJDQGLWZDVSRVVLEOHWRREWDLQFRQILUPDWLRQDERXWZKHWKHUWKH\
XQGHUVWRRGRUQRW7KHXVHRIYLGHRFRQIHUHQFLQJZDVDOVRIRXQGWRHQDEOHGLVFXVVLRQRQHDFK
RWKHU¶VGHFLVLRQVDVWKHUHZDVRIWHQPRUHWKDQRQHPHPEHUGXULQJWKHYLGHRFRQIHUHQFLQJ
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VLPLODUWRWKH1,&8HQYLURQPHQW2QWKHRWKHUKDQGVRPH&31VIHOWWKDWLWZDVQRWDOZD\V
QHFHVVDU\WRXVHYLGHRFRQIHUHQFLQJDQGWKDWVRPHWLPHVDVVHVVPHQWVFRXOGEHPDGHE\MXVW
WDONLQJZLWKWKHSDUHQWVE\WHOHSKRQH7KH&31VHPSKDVL]HGWKDWFRQWDFWZLWKWKHIDPLOLHV
JHQHUDOO\ZDVEDVHGRQSHUVRQDOFRQYHUVDWLRQQHYHUWKHOHVVVPDOOWDONVHHPHGWREHRI
VLJQLILFDQFHIRUWKHSDUHQWV+RZHYHUWKHSUREOHPVWKDWSDUHQWVUDLVHGZHUHWKHFRPPRQ
GLIILFXOWLHVVXFKDVIHHGLQJSUREOHPVZKLFKLQPRVWFDVHVFRXOGEHVROYHGWKHPVHOYHV

Providing security to the family
7KH&31VIRXQGWKDWDFFHVVWRVWDIIWKURXJKYLGHRFRQIHUHQFLQJPDGHVRPHSDUHQWVZLOOLQJWR
WDNHWKHVWHSWRJRKRPHVRPHWLPHVDWDQHDUOLHUVWDJHDQGVWLOOEHFRQILGHQW+RZHYHULW
ZDVQRWDOZD\VHDV\IRUWKHSDUHQWVWRJRKRPHGHVSLWHRIIHULQJWKHPWKLVDFFHVV7KH&31V
VWUHVVHGWKDWSDUHQWVQHHGWRIHHOUHDG\DQGSUHSDUHGWRWDNHWKHLQIDQWKRPHDQGVKRXOGQRW
EHIRUFHGWRJRKRPH6RPH&31VZHUHQRWFRQYLQFHGWKDWLWZDVIHDVLEOHWROHWWKHIDPLO\JR
KRPHHDUOLHUWKDQXVXDORZLQJWRWKHDYDLODELOLW\RIYLGHRFRQIHUHQFLQJ+RZHYHUWRZDUGV
WKHHQGRIWKHLUSHULRGDWWKH1,&8SDUHQWVXVXDOO\PDQDJHWRWDNHFDUHRIWKHLULQIDQWDQG
RQO\QHHGVRPHRQHZKRFDQVXSHUYLVHWKHPZKLFK&31VHPSKDVL]HGZDVSRVVLEOHWKURXJK
YLGHRFRQIHUHQFLQJ7KH&31VUHIOHFWHGWKDWWKHSDUHQWVFRXOGEHJLYHQFRQILGHQFHE\PDNLQJ
WKHPDZDUHRIWKHIDFWWKDWWKH\FRXOGKDYHYLGHRFRQWDFWZLWKWKHVWDIIDWWKH1,&87KH
&31VWKRXJKWWKDWLWZDVLPSRUWDQWIRUWKHIDPLOLHVWRKDYHDFFHVVWRWKHVWDIIDWDOOKRXUV
ZKLFKWKH\VDLGZDVSHUFHLYHGE\SDUHQWVDVDIHHOLQJRIVDIHW\7KH&31VDOVRVDLGWKDWWKH
XVHRIYLGHRFRQIHUHQFLQJJDYHDVHQVHRIVHFXULW\WRWKHIDPLO\DIWHUUHWXUQLQJKRPHZLWKWKH
LQIDQW

7KH&31VIHOWWKDWWKHGLVWDQFHEHWZHHQWKHXQLWDQGWKHIDPLOLHV¶KRPHZDVUHGXFHGDVE\
XVLQJYLGHRFRQIHUHQFLQJWKH\FRXOGPDNHYLUWXDOYLVLWVWRWKHIDPLO\1HYHUWKHOHVVDIWHU
FRPLQJKRPHSDUHQWVZHUHDEOHWRWDNHFRQWURORYHUWKHLURZQVLWXDWLRQDVLWZDVWKHSDUHQWV
ZKRLQLWLDWHGWKHXVHRIYLGHRFRQIHUHQFLQJ+RZHYHU&31VH[SUHVVHGWKDWWKHIRFXVRIXVLQJ
YLGHRFRQIHUHQFLQJZDVWKHLQGLYLGXDOIDPLOLHV¶QHHGVDQGZLVKHV6WDIIKDGWRDGMXVWWRWKH
IDPLOLHVDQGGHFLGHRQWKHWLPHWRFRPPXQLFDWHEDVHGRQWKHSDUHQWV¶VFKHGXOH6RPHWLPHV
ZKHQWKH&31VZHUHEXV\WKH\KDGWRJLYHSDUHQWVDWLPHIRUDQHZDSSRLQWPHQWEXWLILW
VHHPHGWREHDQHPHUJHQF\WKH\KDGWRSULRULWL]HLW7KH&31VGHVFULEHGWKDWZKHQVWD\LQJDW
WKH1,&8WKHSDUHQWVVRPHWLPHVKDGWRZDLWEXWZKHQWKH\ZHQWEDFNKRPHWKHFRQGLWLRQ
ZDVUHYHUVHG²WKHIDPLO\FRXOGSODQDQGGLGQRWKDYHWRDGDSWWRWKHVWDIIDQGFXUUHQW
SUDFWLFH7KH&31VDOVRVWUHVVHGWKDWIDPLOLHV¶ZLWKWKHH[SHULHQFHRIXVLQJ
YLGHRFRQIHUHQFLQJZHOFRPHGLWVXVHDQGKHQFHFRQVLGHUHGLWPRUHDGYDQWDJHRXVWRRIIHUWKLV
RSSRUWXQLW\WRRWKHUIDPLOLHV7KH\DOVRVWDWHGWKDWSDUHQWVGLVFXVVHGWKHLUSRVLWLYH
H[SHULHQFHVRIXVLQJYLGHRFRQIHUHQFLQJZKLFKPDGHRWKHUSDUHQWVLQWHUHVWHGLQKDYLQJWKLV
IDFLOLW\DIWHUKRPHFRPLQJ9LGHRFRQIHUHQFLQJGLGQRWHDVHWKHZRUNRIDQXUVHEXWPDGHLW
HDVLHUWRSURYLGHVXSSRUWWRWKHIDPLO\6RPH&31VVWDWHGWKDWWKHXVHRIYLGHRFRQIHUHQFLQJ
VKRXOGEHFRQWLQXHGDVWKH\IHOWWKDWLWZDVVXSSRUWLYHIRUWKHSDUHQWV

Difficulties with continued use and development
7KHXVHRIYLGHRFRQIHUHQFLQJZDVFRQVLGHUHGDVDJHQHUDOO\SRVLWLYHH[SHULHQFHDQGDVDWRRO
WRLPSURYHQXUVLQJFDUHDWKRPH7KH&31VXQGHUOLQHGWKDWLWZDVH[FLWLQJWREHDSDUWRIWKH
SURMHFW+RZHYHUVRPHRIWKHPDOVRIHOWWKDWWKH\KDGOHVVH[SHULHQFHLQXVLQJ
YLGHRFRQIHUHQFLQJ7KH&31VH[SUHVVHGWKHLUZLOOLQJQHVVWRZLGHQWKHXVHDQGUHIOHFWHGRQ
PXOWLSOHXVHVIRUH[DPSOHIRUFKLOGUHQQHHGLQJH[WUDFDUHFKLOGUHQZLWKKHDUWGLVHDVH
FKLOGUHQZLWKFUDPSRUMXVWQHHGLQJH[WUDFRQWURO7KH&31VZHUHFRQYLQFHGWKDWWKHXVHRI
YLGHRFRQIHUHQFLQJVKRXOGEHDSDUWRIFRQWLQXLQJFDUHEHFDXVHSDUHQWVDUHXVHGWR
LQIRUPDWLRQDQGFRPPXQLFDWLRQWHFKQRORJ\DQGDQWLFLSDWHWKDWLWVXVHZRXOGEHDQHZ
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VWDQGDUGZLWKLQQHRQDWDOFDUH+RZHYHUWKHLUSRVLWLYHH[SHULHQFHVRQWKHXVHDQGXVHU
IULHQGOLQHVVZHUHVHHQDVSUHFRQGLWLRQVIRUIXUWKHUXVH7KHYLGHRFRQIHUHQFHV\VWHPZDVYHU\
HDV\WRXVHDQGZDVPRVWO\ZHOOIXQFWLRQLQJ&RQYHUVHO\RFFDVLRQDOWHFKQLFDOSUREOHPPDGH
WKHXVHGLIILFXOWIRUH[DPSOHZKHQWKHSLFWXUHZDVUDWKHUGDUNRUHYHQZRUVHZKHQWKHUHZDV
DSUREOHPZLWKWKHFRQQHFWLRQ7KH&31VIHOWWKDWZKHQWKHWHFKQRORJ\IDLOHGWRZRUNWKH
SDUHQWVPLJKWJHWIULJKWHQHGWRXVHYLGHRFRQIHUHQFLQJ1HYHUWKHOHVVEHIRUHWKH\KDGXVHG
WKHHTXLSPHQWVRPH&31VH[SUHVVHGIHDUDOWKRXJKWKLVZDVQRWDSUREOHPDIWHUWKH\KDG
XVHGLWDQGNQHZWKDWWKH\FRXOGKDQGOHLW$QRWKHUGUDZEDFNZDVWKHEDJLQZKLFKWKH
HTXLSPHQWZDVWUDQVSRUWHGZKLFKZDVWRRELJDQGFOXPV\

$FRPPRQRSLQLRQZDVWKDWYLGHRFRQIHUHQFLQJZDVQRWXWLOL]HGWRLWVIXOOSRWHQWLDOZKLFK
ZRXOGUHTXLUHWKH&31VWRFKDQJHWKHLUZD\RIZRUNLQJ7RSURYLGHWKHRSSRUWXQLW\IRUWKH
IDPLO\WRJRKRPHHDUOLHUWKHWHFKQRORJ\ZRXOGQHHGWREHLQWURGXFHGHDUOLHU6RPH&31V
VDLGWKDWLWZDVDWDYHU\ODWHVWDJHQRWORQJEHIRUHWKHIDPLO\ZDVDERXWWRJRRQOHDYHWKDW
WKH\ZHUHWROGDERXWWKHRSSRUWXQLW\WRKDYHDFFHVVWRWKHVWDIIDWWKH1,&8E\XVLQJ
YLGHRFRQIHUHQFLQJ$OWKRXJKDOOIDPLOLHVPD\QRWEHLQWHUHVWHGLQKDYLQJWKLVDFFHVVDWOHDVW
WKH\PXVWEHLQIRUPHGDERXWWKHSRVVLELOLW\)RURSWLPXPXVHRIYLGHRFRQIHUHQFLQJ
FRRSHUDWLRQDPRQJGLIIHUHQWSURIHVVLRQDOJURXSVDQGSODQQLQJIRUIDPLOLHVZKRUHWXUQKRPH
DUHLPSRUWDQWDQGLQGLYLGXDOGLVFXVVLRQVDERXWZKHQLWLVOLNHO\IRUWKHIDPLO\WRJRKRPHDUH
VLJQLILFDQW+RZHYHUWKH&31VVWUHVVHGWKDWSURIHVVLRQDOFKDQJHVQHHGVRPHWLPHWREHFRPH
DQDWXUDOSDUWRIZRUN


Discussion
7KHSUHVHQWVWXG\GHVFULEHGWKHH[SHULHQFHRI&31VZLWKWKHXVHRIYLGHRFRQIHUHQFLQJ
EHWZHHQWKH1,&8DQGIDPLO\KRPHV7KHVWXG\KDGFHUWDLQOLPLWDWLRQVVXFKDVWKHUHODWLYHO\
VPDOOVDPSOHVL]HDQGWKHIDFWWKDWSDUWLFLSDWLRQZDVEDVHGRQWKRVHZKRZHUHLQWHUHVWHG
+RZHYHUWKHUHVXOWVVKRZHGWKDWYLGHRFRQIHUHQFLQJKDGIDFLOLWDWHGWKHWUDQVLWLRQRISUHWHUP
LQIDQWVIURPWKHQHRQDWDOXQLWWRWKHIDPLOLHV¶KRPHV,WZDVFRQVLGHUHGWREHDWRROIRU&31V
WRLPSURYHQXUVLQJFDUHIRUWKHIDPLO\DIWHUUHWXUQLQJKRPHZLWKWKHLULQIDQW)XUWKHUPRUH
WKH&31VZHUHDEOHWRPHHWWKHZKROHIDPLO\DQGWKHUHE\KDYHDFRUGLDOUHODWLRQVKLS
$GYDQFHVLQWHFKQRORJ\QRZDOORZQXUVHVWRSURYLGHQXUVLQJFDUHWRSDWLHQWVLQDOWHUQDWHFDUH
VLWHVDQGUHPRWHJHRJUDSKLFDODUHDV>@$VWXG\LQFKLOGUHQZLWKVXEDFXWHKHDOWKFDUHQHHGV
VKRZHGWKDWYLGHRSOD\HGDQLPSRUWDQWUROHGXULQJWKHHDUO\VWDJHVDWKRPHHQDEOLQJSDUHQWV
WREHFRPHFRQILGHQWLQFDULQJIRUWKHLUFKLOGDQGKHOSLQJWKHPWRHVWDEOLVKDVWURQJUDSSRUW
ZLWKWKHKHDOWKFDUHSURYLGHUV>@$OWKRXJKYLGHRFRQIHUHQFLQJJDYHDIHHORIPHHWLQJWKH
IDPLO\LWFDQQRWWRWDOO\UHSODFHIDFHWRIDFHYLVLWV>@,WLVLPSRUWDQWWREHDULQPLQGWKDWLI
WHOHPHGLFLQHZDVXVHGDVDUHSODFHPHQWIRUVWDQGDUGFDUHLQVWHDGRIEHLQJXVHGMXVWDVDQ
DGMXQFWWKHQWKHSRVLWLYHUHVXOWVPLJKWQRWEHUHSOLFDWHG>@2QWKHRWKHUKDQGDVVKRZQLQ
DVWXG\RIYLUWXDOKRPHFDUHYLVLWV>@QXUVHVIHOWWKDWPRVWYLVLWVZRXOGQRWKDYHEHHQ
VLJQLILFDQWO\EHWWHULISHUIRUPHGLQSHUVRQ

7KHSUHVHQWVWXG\VKRZHGWKDWWKH&31VIHOWWKDWYLGHRDQGVRXQGKHOSHGWKHPWRDVVHVVWKH
RYHUDOOVLWXDWLRQDWKRPH²WKH\FRXOGREVHUYHWKHIDPLO\DQGVWXG\WKHSDUHQWV¶ERG\
ODQJXDJH7KXVYLGHRFRQIHUHQFLQJDOORZHGUHPRWHDVVHVVPHQWZKLOHVXSSRUWLQJSDUHQWVDW
KRPH>@&RPPXQLFDWLRQFDQEHGHVFULEHGE\QXUVHVDVDVRXUFHRIERWKZHDNQHVVDQG
VWUHQJWKLQKHOSLQJWRVXSSRUWSDUHQWV+RZHYHUQRQYHUEDOFXHVZHUHGHVFULEHGDV
LPSRUWDQW>@7KHLPSRUWDQFHRIIDFLOLWDWLQJHIIHFWLYHFRPPXQLFDWLRQWKURXJKDFWLYH
OLVWHQLQJDQGWKHVNLOOHGXVHRIQRQYHUEDOFRPPXQLFDWLRQLVFOHDUDQGVKRXOGQRWEH
XQGHUUDWHG>@
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7KHSUHVHQWVWXG\VKRZHGWKDWWKH&31VIHOWWKDWWKH\FRXOGSURYLGHVHFXULW\WRWKHIDPLO\E\
RIIHULQJSDUHQWVDFFHVVWRYLGHRFRQIHUHQFLQJGD\DQGQLJKW3DUHQWVQHHGFRQVLVWHQW
HQFRXUDJHPHQWRQJRLQJUHDVVXUDQFHDQGSRVLWLYHIHHGEDFNUHJDUGLQJWKHLUFRPSHWHQF\WR
FRSHZLWKWKHVLWXDWLRQ>@,WLVDOVRLPSRUWDQWWRUHFRJQLVHWKDWDFFHVVWRVWDIIE\
YLGHRFRQIHUHQFHPD\QRWEHSHUFHLYHGDVVXSSRUWLYHIRUDOOSDUHQWVVRLWVXVHPXVWEH
DGMXVWHGDFFRUGLQJWRWKHLQGLYLGXDOIDPLOLHV¶QHHGV2QWKHRWKHUKDQGWKHVWXG\
GHPRQVWUDWHGWKDWDIWHUFRPLQJKRPHSDUHQWVZHUHDEOHWRWDNHFRQWURORIWKHLURZQVLWXDWLRQ
DQGWKHUHE\WKHXVHRIYLGHRFRQIHUHQFLQJ,QDVWXG\FRQFHUQLQJFDUHRIFKLOGUHQZLWK
FRPSOH[KHDOWKFDUHQHHGVSURIHVVLRQDOVIHOWWKDWSDUHQWVZHUHDEOHWRH[HUFLVHDJUHDWHU
GHJUHHRISRZHULQWKHLUKRPHWKDQWKHKRVSLWDOHQYLURQPHQW>@&DVH\VSHFXODWHGWKDWWKH
EDODQFHRISRZHUVKLIWVZKHQWKHUHODWLYHLVRQKRPHWHUULWRU\DQGWKHQXUVHLVWKH
VWUDQJHU>@)XUWKHUPRUHLQVWHDGRIYLHZLQJWKHPVHOYHVDVH[SHUWVQXUVHVPXVWDOWHUWKHLU
SHUFHSWLRQRIWKHUHODWLRQVKLSDQGUHJDUGSDUHQWVDVWKHXOWLPDWHH[SHUWVLQWKHLURZQFKLOG¶V
ZHOOEHLQJKRZHYHUQXUVHVDUHVWLOOYDOXDEOHLQWKHSDUWQHUVKLS7KHUROHRIQXUVHVGRHVQRW
FKDQJHLQWKHWHOHKHDOWKDQGRQO\WKHZD\LQZKLFKLWLVGHOLYHUHGDQGWKHORFDWLRQVGLIIHU>@

7KHH[SHULHQFHUHSRUWHGLQWKHSUHVHQWVWXG\ZDVJHQHUDOO\SRVLWLYHDQGWKH&31VUHIOHFWHGRQ
FRQWLQXLQJDQGHYHQGHYHORSLQJWKHXVHRIYLGHRFRQIHUHQFLQJ3URIHVVLRQDOVZKRDUH
FRQGXFWLQJWHOHKHDOWKLQWHUYHQWLRQVPD\QHHGIXUWKHUH[SHULHQFHLQXVLQJWKHWHFKQRORJ\WR
IHHOFRPIRUWDEOHZLWKWKHDSSURDFK>@ZKLFKDFFRUGVZLWKRXUILQGLQJV(YHQWKRVH
SDUWLFLSDQWVZKRDUHXQIDPLOLDUZLWKWKHWHFKQRORJ\DUHDEOHWRXVHLWZLWKOLWWOHWUDLQLQJDQG
JOHDQEHQHILWV>@1HYHUWKHOHVVRXUUHVXOWVVKRZHGWKDWXVHUIULHQGOLQHVVZDVRIJUHDW
VLJQLILFDQFH

7KH&31VLQWKHSUHVHQWVWXG\VWDWHGWKDWYLGHRFRQIHUHQFLQJZDVQRWXWLOL]HGWRLWVIXOO
SRWHQWLDO+RZHYHUWKLVZRXOGUHTXLUHWKH&31VWRFKDQJHWKHLUZD\RIRUJDQL]LQJWKHLU
ZRUN,ISHRSOHFRQWLQXHWRZRUNLQWKHVDPHZD\HYHQDIWHULQWURGXFLQJQHZWHFKQRORJ\
WKHQWKH\PD\QRWUHDOLVHWKHSRWHQWLDOLPSURYHPHQWVLQSURFHVVDQGRXWFRPH>@$FHQWUDO
SUREOHPLQWHOHPHGLFLQHLVWKHRUJDQL]DWLRQDOSUREOHPRINQRZLQJKRZEHVWWRWDNHDGYDQWDJH
RIWKHWHFKQRORJ\>@+RZHYHULWLVQRWDEOHWKDWWHOHPHGLFLQHLQLWLDWHVFKDQJHVLQKHDOWKFDUH
VHUYLFHGHOLYHU\WRWKHKRPHWKDWDUHGLIILFXOWWRDQWLFLSDWHDQGPDQDJH>@

'HVSLWHWKHSHUFHLYHGEHQHILWVWKHTXHVWLRQRIZKHWKHUWKHQXUVHVZRXOGDFFHSWQHZ
WHFKQRORJLHVVWLOOQHHGVWREHDGGUHVVHG$FFHSWDQFHDQGXVHRILQIRUPDWLRQWHFKQRORJ\
JUHDWO\GHSHQGVRQSHUVRQDOWHFKQLFDOVNLOOVZRUNSODFHFXOWXUHDQGWKHSHUFHLYHGEHQHILWVRI
WKHQHZV\VWHP>@7KHUHVXOWVRIRXUVWXG\VKRZHGWKDWQXUVHVVDZWKHXVHRIWHFKQRORJ\DV
DQDWXUDOSDUWRIKHDOWKFDUHLQWKHIXWXUH$VKLJKOLJKWHGE\6LPSVRQQXUVHVSURYLGHFDUHDQG
FRPSDVVLRQWKDWFDQQRWEHPDWFKHGHYHQE\WKHPRVWDGYDQFHGWHFKQRORJ\>@$OWKRXJK
WHFKQRORJ\FDQKHOSQXUVHVWRFDUHEHWWHUWKLVGRHVQRWHOLPLQDWHWKHQHHGIRUQXUVH
SURIHVVLRQDOV

7KHUHVXOWVRIWKHSUHVHQWVWXG\KDYHLPSOLFDWLRQVIRUVWDIIZRUNLQJZLWKIDPLOLHVLQWKH
FRQWH[WRIQHRQDWDOFDUH$IWHUWKHSURMHFWZDVFRPSOHWHGYLGHRFRQIHUHQFLQJEHFDPH
SHUPDQHQWO\LQFRUSRUDWHGLQWRDQHZVWDQGDUGRIQHRQDWDOFDUHLQWKHFRXQW\RI1RUUERWWHQ
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