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ABSTRACT 

 The aim of this paper is to develop evidence-informed best practices for improving the 

experiences of fathers present during childbirth. Historically, fathers were sometimes not present 

during the births of their children for several reasons. Fear of infection, detraction from physician 

autonomy, and the strong female support system during childbirth are all reasons why husbands 

were not traditionally involved in the child-birthing process. With the movement of childbirth 

into hospitals and the medicalization of childbirth, partners of pregnant women eventually were 

included during the labor and delivery of their children, which was found to promote better 

health outcomes for the mother, as well as neonatal growth and development (Brandao & 

Figueiredo, 2012; Leavitt, 2010; Poh, Lin Koh, Seow, & He, 2014). Unfortunately, many fathers 

report feeling out of place, uninvolved, uninformed, and without a clearly defined role (Brandao 

& Figueiredo, 2012; Inglis, Sharman, & Reed, 2016; Longworth & Kingdon, 2011). Thus, best 

practice recommendations for the inclusion of fathers in the child-birthing process should include 

male oriented antenatal education, labor and delivery staff support and encouragement, 

information provided to fathers about birth progress and complications, and the maintenance of 

the family unit.  
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Statement of Purpose 

The aim of this paper is to develop best practice recommendations for improving the 

experiences of fathers present during childbirth. Due to the lack of quantitative research 

regarding this topic, interventions for best practice are evidence-informed rather than evidence 

based. Information about current practices regarding the presence of fathers during childbirth 

will be presented, as well as information regarding the historical background of the father's 

presence during childbirth and its significance to nursing.  Using this information, best practice 

recommendations aimed to improve the experiences of fathers during labor and delivery will be 

developed and outlined within this paper. 

Historical Background 

Although there has been extensive research about the experiences of women undergoing 

childbirth, there has been much less research to date about the experiences of fathers witnessing 

this event, although no one can deny the importance of the father’s role in the childbearing and 

child rearing process.  

However, the presence of fathers during their partner’s labor and delivery is a relatively 

new trend, mostly seen in western countries (Johansson, Fenwick, & Premberg, 2015; Linn, 

Wilson, & Fako, 2015). In the past, childbirth was perceived as woman’s work and most fathers 

were not involved with the birthing process until around the 1960s after childbirth became a 

highly medicalized process (Linn et al., 2015). This may be because the presence of the father 

was seen as an inconvenience because observing the birth process may result in the father 

passing out, obstructing the care of the mother, and spreading infections. (Ledenfors & Bertero, 

2016). According to Leavitt (2010), most American women now deliver their children in 

hospitals, surrounded by family, friends, medical staff, and their male partners. This was 
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virtually unheard of before the twentieth century. Before that, men, usually physicians, only 

participated in labor when there were complications or stillborn children, and births were usually 

attended to at home by a trained midwife, as well as assorted female relatives and friends 

(Leavitt, 2010).   

In the eighteenth century, wealthier women who could afford medical care began 

utilizing male physicians in addition to midwives during their labor and deliveries because they 

believed doctors could improve their rates of survival and comfort, although these births still 

occurred at home (Leavitt, 2010). However, even in these cases, the power still belonged to 

midwives and the laboring mother, who ultimately made all the decisions.  

According to Leavitt (2010), childbirth moved to the hospitals for several reasons. For 

one, the worry about surviving pregnancy and childbirth was always present, especially with new 

information coming out about germs as the cause of disease. In addition, urbanization and 

industrialization caused women difficulty when it came to summoning women together to assist 

with a birth and childcare of older children. Finally, new medical techniques that promoted the 

survival of both mother and child, such as improvements on cesarean section surgeries and the 

development of analgesia, drew mothers to the hospitals, as well as the sterile and well-equipped 

environment and government funding for maternity care.  

However, despite the advantages that the hospital environment presented, women began 

to feel like less of an individual and lonely while hospitalized. Childbirth had been a previously 

social event, only to be replaced with the cold sterility of a hospital room, and women pleaded to 

have even just their husbands with them, a request that is in part due to emotionally closer 

marriages during this time (Leavitt, 2010). Their requests were denied, as the fathers were 

usually stationed in a father’s room that was physically separated from the labor and delivery 
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area. Hospital employees believed that fathers would get in the way, increase risk of infection, or 

challenge medical decisions if they were involved in the labor (Leavitt, 2010).  

As fathers waited in what was generally termed the “Stork’s Club,” they received very 

little information about their wives’ labors, although they received news when their child was 

born. In the “Stork’s Club,” smoking was a way for men to relieve anxiety and allowed for the 

men in these rooms to bond (Leavitt, 2010). Eventually, men were allowed into the labor rooms, 

although this was at first, reliant on socioeconomic status and physicians still had complete 

authority. The Dick-Read method of childbirth, which prevents patients in active labor from 

being left alone, was adopted by Yale’s Grace New Haven hospital and allowed fathers to be 

present during their partner’s birth (Leavitt, 2010). Word of the Dick-Read method’s success 

spread, and more fathers were allowed into the labor room, eventually leading to the current 

trend of most fathers being present during their child’s birth (Leavitt, 2010).  

Significance to Nursing 

Many studies have shown the benefits of involvement of the father during their partner’s 

childbirth. For one, it can promote better health outcomes of the mother during childbirth, and 

early contact with both parents can promote the growth and development of the neonate 

(Brandao & Figueiredo, 2012; Poh et al., 2014). These improved health outcomes include lower 

epidural rates, less labor pain, decreased use of pain medications, shorter duration of labor, fewer 

instrumental and operative deliveries, and a lower stress level (Eggermont, Beeckman, van 

Hecke, Delbaere, & Verhaeghe, 2016). On the other hand, some researchers feel that the anxiety 

of fathers can be sensed by laboring mothers and lead to more painful, complicated childbirths 

(Eggermont et al., 2016).  
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Unfortunately, most fathers report feeling in the way, oftentimes ignored, and without a 

clearly defined role; there can even be psychological damage on fathers witnessing childbirth, 

although research on this area is quite scarce (Brandao & Figueiredo, 2012; Inglis, Sharman, & 

Reed, 2016; Longworth & Kingdon, 2011). Psychological damage may also be more prevalent 

during this time because men are unable to be supported by their main support system, their 

partner (Eggermont et al., 2016).  

Summary 

 In summary, the purpose of this thesis is to formulate best practice recommendations 

aimed towards the improvement of fathers’ experiences during childbirth. The presence of 

fathers during the births of their children is popular, especially in western countries, and although 

research in this field of study is scarce, it is clear from what qualitative studies have been done 

that the experiences of fathers tend to be negative. There is little support from labor and delivery 

staff, the focus is on their partners, and fathers feel out of place and ignored. There is no denying 

that fathers play a large role in the upbringing of their children, and this is no different during the 

birthing process. The presence of fathers during childbirth has positive outcomes for the mother 

as well as the child (Brandao & Figueiredo, 2012; Poh et al., 2014). To enhance the experiences 

of fathers in the delivery room, it is necessary to create male-oriented educational classes and 

keep fathers informed about the progress of birth to meet informational needs of fathers. 

Furthermore, labor and delivery staff should provide support and encouragement to fathers 

during the birth and enhance their experience during the birth process.
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CHAPTER 2 

Review of Literature 

This literature review will focus on the needs of fathers during labor and delivery, the 

emotional and mental toll childbirth can have on fathers, the impact of birth position and 

instrumental deliveries, the effect of complicated or traumatic childbirths on fathers, and finally, 

appropriate interventions that can be used to help improve the experiences of fathers during the 

childbirth process. Search engines including EBSCO, CINAHL, and PubMed were used to 

identify the research articles analyzed in the literature review. Keywords such as “birth 

experience,” “fathers,” “traumatic childbirth,” “complicated childbirth” and “childbirth” were 

used to find relevant research in this field. Twenty-one articles were reviewed, published 

between 2011-2017, and included mainly qualitative and mixed methods studies. See Appendix 

A for more information.  

Needs of Fathers during Labor and Delivery 

 To improve the experiences of fathers who witness their partners’ childbirth, it is 

important to first identify what needs fathers have during the birth experience and whether those 

needs are being currently met or not. This section includes seven articles and demonstrates that 

fathers often feel ignored, left out, and without a significant role.  

 Longworth and Kingdon (2011) conducted a qualitative study with the aim of examining 

the importance and meaning that fathers placed on their involvement and presence during the 

birth of their children. The sample consisted of 11 fathers attending parentcraft sessions at a 

hospital in the northwest of England. The study utilized a Heideggerian phenomenological 

approach that collected data via in-depth, semi-structured interviews conducted both before and 
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after birth, and all interviews were conducted by one researcher who recorded and then 

transcribed word for word the interviews (Longworth & Kingdon, 2011).  

 The researchers identified four main themes throughout the course of their research. They 

found that fathers felt disconnected from their partner’s pregnancy and labor, were located on the 

edge during the delivery of their child, felt less involved in the decision-making process 

regarding the birth, and finally, believed that fatherhood begins at birth (Longworth & Kingdon, 

2011). Interestingly enough, fathers interviewed while their partners were still hospitalized 

described the childbirth experience using technical language whereas fathers interviewed after 

discharge often referred to their child in a more personal sense. The authors of the study believed 

that this use of technical language was a way of staying disconnected from the birth and child 

(Longworth and Kingdon, 2011).  

In addition, the sample consisted of couples that attended the hospital parenting classes, 

the majority of which were Caucasian, middle-class, and highly educated, making it difficult to 

generalize the results of the study to a wider population (Longworth & Kingdon, 2011). 

Furthermore, the time points at which the interviews were conducted were not consistent, and the 

authors even saw that the fathers utilized different language depending on the couple’s discharge 

status (Longworth & Kingdon, 2011).   

 Previous studies have shown that most fathers have poor experiences during the 

childbearing process. The goal of Eggermont et al.’s cross-sectional study (2016) was to identify 

needs of fathers during childbirth and to evaluate whether these needs were met by midwives. 

The study utilized a consecutive sampling method and included 72 fathers who had attended 

their child’s vaginal birth in two Belgium maternity wards. These fathers then answered a 

questionnaire about their experiences and needs during the birth (Eggermont et al., 2016). The 
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study utilized statistical analysis of the data but had a small sample size. It was also unclear 

whether partners helped fill out the questionnaire.  

 Most important to the fathers was their need for information. Some fathers received 

information that they did not feel was necessary, such as information about the process of birth, 

whereas many fathers felt they did not receive enough information about how to support their 

partner physically and emotionally (Eggermont et al., 2016). Overall, a need for information was 

more important than the need for experience of involvement. Married fathers fared better in this 

regard, as they needed less information on supporting their partner, and fathers with more 

education required less information than fathers with a lower educational status. In addition, 

multiparous fathers did not require a delivery room tour, whereas first-time fathers did 

(Eggermont et al., 2016). The information provided by this study is valuable because it identifies 

certain characteristics of fathers that may influence their needs during the laboring process and 

this data can be used to inform targeted interventions that can be implemented towards certain 

subsets of populations (Eggermont et al., 2016).  

 This phenomenological qualitative study conducted by Shibli-Kometiani and Brown 

(2012) involved eight first-time fathers located in Nazareth, Israel, which has a very diverse 

population composed of Arab, Muslim, Christian, Druze and Jewish groups. The study’s 

objective was to examine the role of first time fathers during labor and birth, in addition to 

examining the cultural perceptions that accompanied childbirth (Shibli-Kometiani & Brown, 

2012). The researchers conducted and recorded semi-structured in-person interviews in Hebrew 

or Arabic with each of the fathers that lasted 35-45 minutes. These transcripts were then 

translated into English (Shibli-Kometiani & Brown, 2012).  
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The researchers discovered five themes after these interviews. They determined that the 

father’s presence at the birth was necessary for the support of their partner, cultural and social 

values shaped the perceptions and experiences of the fathers, antenatal preparation helped 

promote a positive childbirth experience for the father, fathers tended to take either a witness, 

teammate, or coach role during the birth (or a combination of the three), and finally, that the 

fathers’ experience was significantly affected by the quality of care they received (Shibli-

Kometiani & Brown, 2012). Furthermore, fathers tended to experience fear and helplessness due 

to a lack of antepartum preparation and midwife guidance, and the researchers suggested the 

possibility of an antenatal class specifically geared towards fathers. In particular, the study noted 

midwives as a key contributor to either a positive or negative experience for fathers present at 

childbirth (Shibli-Kometiani & Brown, 2012). 

In combination with the findings from Brandao and Figueiredo’s study (2012), it can be 

concluded that midwives have a huge influence over how fathers interpret childbirth and are 

well-placed to improve the experiences of fathers, but an absence of instruction from midwives 

can negatively influence fathers as well (Shibli-Kometiani & Brown, 2012). Nazareth, Israel has 

a diverse cultural background, and the researchers dealt with this by accumulating as 

representative a sample as possible. However, nowhere in the study is there a mention of the 

hospital at which the study was conducted. While the researchers found that the different cultural 

backgrounds did not hugely affect the experiences of participants, the study does recommend 

further research exploring how cultural backgrounds may affect the experiences of fathers 

witnessing their partner’s delivery (Shibli-Kometiani & Brown, 2012).  

 Ledenfors and Bertero (2016) focused their study on new fathers and their experiences of 

childbirth. Using a qualitative design, the researchers recruited their sample using posters 
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displayed on maternity wards, child welfare centers, and open day nurseries in south east 

Sweden. They also utilized their Facebook accounts to garner participants as well, which was a 

weakness of the study, as was its small sample (Ledenfors & Bertero, 2016). Eight primiparous 

fathers whose children were delivered via unassisted vaginal delivery were interviewed during 

the study. Strengths of the study included the use of coding, but the sample size was quite small 

(Ledenfors & Bertero, 2016).  

 For the fathers, the childbirth was a transformative experience that changed their life. 

Despite having an internal picture of the birth prior to its occurrence, fathers felt vulnerable and 

fearful in the new situation, and the lack of sufficient information can make fathers feel like an 

outsider or inadequate. During the birth, the fathers do their best to support their partner and push 

their own needs to the sidelines (Ledenfors & Bertero, 2016). They required guidance from the 

midwife regarding their role and wanted to be actively involved in the birth but were unsure of 

how to do so. Also hindering their role was the intense communication between the laboring 

woman and the midwife that prevented fathers from coaching their partners to bear down 

(Ledenfors & Bertero, 2016).  

 Steen, Downe, Bamford, and Edozien’s meta-synthesis (2012) looks at studies examining 

the experiences of fathers regarding maternity care in “high resource settings,” (Steen et al., 

2012). This included 23 studies ranging in design, and from nine different countries: the United 

Kingdom, Australia, Sweden, the United States of America, Japan, Taiwan, South Africa, 

Finland, and New Zealand. Three of the study’s authors identified the studies using the following 

databases: CINAHL, MEDLINE, EMBASE, Mother & Infant Care & PsychInfo databases, and 

BNI (Steen et al., 2012). Studies utilizing phenomenological designs were most common, 

although some studies favored a mixed methods approach. However, the studies reviewed in the 
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meta-synthesis almost universally utilized interviews as a data collection method of choice 

(Steen et al., 2012). 

 The authors found that fathers felt a mixture of emotions regarding their children. On one 

hand, fathers were very conscious of the general risks related to pregnancy and birth, and they 

experienced uncertainty about pregnancy and birth norms, as well as fear and frustration related 

to the unknown (Steen et al., 2012). On the other hand, fathers noted changes as fatherhood 

approached, ranging from changes in personal relationships to expectations for their behavior. 

Furthermore, fathers felt excluded from the pregnancy and the birth, and they underwent a 

conflict between their expectations and the reality of life during pregnancy, childbirth, and 

fatherhood. The study also brought up issues of support, as fathers desired support and wished to 

support their partners as well. A general consensus among all but two studies was that fathers 

received little support from other fathers and from maternity staff (Steen et al., 2012).   

 This study recognized a fundamental issue that can be addressed by health care providers, 

and the researchers employed a grading system in order to assess for the quality of the studies 

included in the meta-synthesis. The researchers did not accept studies that received beneath a C+, 

which gave the meta-synthesis more credibility (Steen et al., 2012). However, not all of the 

studies utilized the same methods, which can lead to inconsistency in the results. In addition, the 

study noted that there were many more studies conducted from 2006-2010 than there were from 

2000-2005. The authors indicated that this may be due to an increasing interest in this topic 

(Steen et al., 2012). If true, this suggests that new research will shed light on specific 

interventions that can positively affect the experiences of fathers witnessing childbirth.  

 A descriptive qualitative study focusing on the experiences and needs of first-time fathers 

during childbirth was conducted in a tertiary hospital in Singapore by Poh, Lin Koh, Lydia Seow 
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and He (2014). Sixteen English-speaking fathers were included in the sample. The participants 

participated in semi-structured interviews three days postpartum, which were recorded and 

transcribed (Poh et al., 2014). A thematic analysis was used to identify themes that emerged from 

the interviews. The authors used bracketing and sampling techniques to ensure a representative 

sample. Limitations included the weak grasp of English on the part of the participants, as well as 

recall bias, since the fathers were interviewed after the birth (Poh et al., 2014).   

The researchers found that the fathers experienced emotional changes through the birth, 

both positive and negative. In addition, they noticed that the fathers adopted specific behaviors to 

help themselves through the birth and pregnancy – such as adopting cultural superstitions and 

adjusting their lives to meet the needs of their partners (Poh et al., 2014). Furthermore, fathers 

received support from multiple avenues, and they also had several recommendations for 

maternity care as a whole, some of which called for a review of the antenatal classes provided, 

more information regarding the childbirth, and more professional support (Poh et al., 2014).  

In particular, three out of the 16 fathers in this study attended antenatal classes because 

some fathers did not know about the classes or thought that the information could be easily found 

elsewhere. One father in particular found that the classes were “too theoretical,” (Poh et al., 

2014, p. 785) and that the information that was given was insufficient. The fathers specifically 

called for more information about exercises for their wives, complications of birth, labor 

progress, and coping mechanisms for dealing with the birth. 

 Johansson, Fenwick, and Premberg (2015) conducted a qualitative metasynthesis to gain 

a deeper understanding of the experiences of fathers during their partner’s labor.  The researchers 

searched the CINAHL, PubMed, Psych Info, and SCOPUS databases, and at the end, eight 

studies were chosen (Johansson, Fenwick, & Premberg, 2015). The combined samples of the 
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eight studies totaled 120 fathers from England, Malawi, Nepal, and Sweden, whose partners had 

a spontaneous vaginal, assisted or surgical birth were included in the sample.  

 For data analysis, the authors evaluated the papers by looking at the themes and 

relationships acknowledged in the studies. Ultimately, the researchers discovered that many 

fathers wanted to be involved in the birth whereas others were pushed into it via the expectations 

of others (Johansson, Fenwick, & Premberg, 2015). However, those that participated in the birth 

wished to be acknowledged and valued as the father of the baby. Fathers tended to grow more 

anxious if the mother was exhibiting signs of pain and had trouble controlling their emotions, 

especially if complications arose. Even the risk of complication worried fathers, but once the 

baby was born, their worries turned to positive emotions. Antenatal preparation, as well as prior 

experience with childbirth, was deemed helpful by the fathers and allowed them to better support 

their partners (Johansson, Fenwick, & Premberg, 2015).  

 Again, midwives were reported to be especially helpful during childbirth by providing 

suggestions and information to the fathers during the birth. Specifically, the suggestions that the 

fathers considered useful ranged from instructions on physical support techniques, breathing 

techniques, proper hydration of their partners, and the use of nitrous oxide (Johansson, Fenwick, 

& Premberg, 2015). With instruction from the midwives, the fathers were better able to support 

their partners while also feeling involved. Few of the studies used the same qualitative methods, 

which can make the analysis of the data results inconsistent, but the researchers did address this 

by stating that they utilized direct quotes from original source, descriptive tables, and analysis 

tables in order to increase the credibility of the meta-synthesis (Johansson, Fenwick & Premberg, 

2015). In addition, the meta-synthesis did examine the validity of the results from the studies 
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utilized in the meta-synthesis and even assessed the quality of the evidence (Johansson, Fenwick 

& Premberg, 2015).  

Paternal Mental Health Following Perceived Traumatic Childbirth 

 This section is limited by the fact that there are few quantitative studies studying the 

effect of the childbirth experience on the emotional and mental health of fathers. Qualitative 

studies and anecdotal evidence suggests that there can be a long-term effect of childbirth, 

especially traumatic childbirth, on psychosocial health. Some fathers report flashbacks and 

nightmares, while others report weight gain related to stress as well as a decline in the sexual 

relationship. One study found that higher paternal age was associated with post-traumatic stress 

disorder (PTSD) and depression symptoms, whereas pre-eclampsia and premature preterm 

rupture of membranes – which are often factors associated with a complicated childbirth –  was 

not correlated with PTSD and depression symptoms. Another study contradicts this by stating 

that stress during the childbirth was associated with PTSD symptoms afterwards.  

 The purpose of this study, conducted by Inglis, Sharman, and Reed (2016), was to 

examine the experiences of fathers after childbirth trauma. This was the second portion of a two 

part qualitative study, with an online survey – given to 87 fathers about their demographics, 

family relationship, psychosocial health, coping strategies, and descriptive birth assessments – 

serving as the first part (Inglis, Sharman, & Reed, 2016). From this first sample, 69 fathers 

answered the survey’s qualitative questions, and seven fathers were interviewed for the second 

portion of the study. Fathers included in both parts of the study had to speak English fluently and 

had to have observed a traumatic childbirth experience (Inglis, Sharman, & Reed, 2016).  

Overall, the participants felt like they were standing by the sidelines before, during, and 

after the childbirth. They felt unprepared and out of control, and they were not kept informed 
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about the progress of their partner and unborn child (Inglis, Sharman, & Reed, 2016). Even after 

the birth, the traumatic experience left a lasting impact, yet the focus for support was placed on 

the mothers. One father reported gaining weight due to stress, another reported a detrimental 

impact to his relationship with his partner, and one father even considered a vasectomy. The 

study’s authors recommend that antenatal classes prepare fathers for birth complications and 

routine interventions, a designated staff member stays with the birth partner during emergency 

situations, and fathers attend the 36-week midwifery appointment during pregnancy, as this is 

when birth planning occurs (Inglis, Sharman, & Reed, 2016).  

 The study did not define traumatic childbirth for its participants, which takes an element 

of control out of the study. It is hard to generalize the study’s findings to all fathers who have 

experienced a traumatic childbirth if the definition of a traumatic childbirth is unknown. In 

addition, fathers who had children years ago could participate, calling into question recall bias. 

However, there has been little research done on the mental health of fathers present during the 

birth of their children, and the study’s assertions that the fathers experienced little support from 

the hospital staff, family, and friends postpartum are of note, as this is a problem that can be 

addressed within healthcare facilities (Inglis, Sharman, & Reed, 2016). 

 The purpose of Stramrood et al.’s (2012) longitudinal study was to analyze factors that 

may contribute to the risk for PTSD and depression in fathers in attendance of pregnancies 

complicated by preterm preeclampsia and preterm premature rupture of membranes (PPROM). 

Stramrood et al. utilized a PTSD self-report questionnaire and a depression inventory to assess 

85 partners of females recruited from an obstetric clinic in the Netherlands. Thirty-four of these 

partners were part of the control group, whereas 51 were partners of patients with preeclampsia 

or PPROM (Stramrood et al., 2012).  
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 The researchers found no correlation between preeclampsia and PPROM and 

PTSD/depression symptoms. This was true for both the men and women who participated in the 

questionnaires postpartum (Stramrood et al., 2012). However, they did find that higher paternal 

age was correlated with these symptoms and that couples tended to respond the same way to the 

questionnaires. Limitations of the study included a lack of validation of the PTSD questionnaire 

and depression inventory in a non-pregnant population, a small sample size, and lack of a 

baseline measurement. Strengths of the study included the use of a population that has been 

rarely researched, a longitudinal research design, and statistical analysis of the data (Stramrood 

et al., 2012).  

 Zerach and Magal’s (2016) objective was to assess the PTSD and anxiety symptoms in 

men who were present for the birth of their first child. The study used a longitudinal design and 

the sample was made up of 171 Israeli men who were recruited over the internet. The study 

looked at anxiety sensitivity, which is composed of fear of physical catastrophe, fear of mental 

incapacitation, and fear of social concerns (Zerach & Magal, 2016).  

 Zerach and Magal (2016) found that stress during the birth and anxiety sensitivity had a 

correlation to PTSD following the birth. They also found that fathers whose partner experienced 

an emergency c-section reported more PTSD symptoms and assisted deliveries led to a higher 

level of anxiety symptoms (Zerach & Magal, 2016). An interesting finding from the study was 

that the fathers who had experienced negative life events prior to the birth felt less anxiety after 

the birth, suggesting the development of appropriate coping mechanisms due to prior negative 

experiences. The study utilized reliable measures, such as the Cronbach alpha test, but the 

sample was recruited over the internet, which may skew results. In addition, the sample was 

assessed for other traumatic life events to assess for a confounding factor, but there may also be a 
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social desirability bias, because men may not want to be seen as weak in front of others (Zerach 

& Magal, 2016).  

Birth Position and Instrumental Deliveries: Effect on Father's Experience 

 Birth position and the use of instruments such as forceps and vacuums have been found 

to affect fathers’ perceptions of childbirth. Instrumental and c-section deliveries are generally 

seen as more traumatic to fathers in comparison to spontaneous vaginal deliveries and contribute 

to a poorer birth experience on the part of both mothers and fathers. In addition, birth position 

can also contribute to a father’s perception of his child’s birth. An upright birth position, which is 

associated with more positive outcomes, is generally seen as more positive and an upright birth 

seat position, which is most common during spontaneous vaginal deliveries, allows fathers to 

participate in the birth. Horizontal positions, on the other hand, are perceived as more negative.  

 A mixed methods study conducted in northern Sweden by Johansson, Rubertsson, 

Radestad, & Hildingsson (2012) looked at factors related to a negative birth experience for 

fathers experiencing their child’s birth. The sample included 827 fathers who answered 2 

questionnaires about their birth experience – one during pregnancy weeks 17-19 and the other 

two months after birth. Expectant mothers at three hospitals in the area were sent information 

about the study and screened with an ultrasound examination to exclude pregnancies with a 

malformed fetus. A strength of the study was its use of extensive statistics to analyze the data, as 

well as the study’s large sample size. However, the questionnaire utilized did not have validated 

questions (Johansson et al., 2012).  

 Six hundred and four fathers reported a positive experience of childbirth, whereas 212 

reported a less positive experience. However, those with less positive experiences were more 

likely to have had an instrumental birth, an emergency c-section, a baby in need of the NICU, 
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poor staff professionalism, and a lack of information throughout the birth (Johansson et al., 

2012). Involvement in the birth was a key predictor of a positive childbirth experience, whereas 

understaffing led to poorer experiences. Instrumental and c-section births were rated as more 

traumatic than a spontaneous vaginal delivery, and fathers who rated their experiences as more 

positive were more likely to have had a spontaneous vaginal delivery (Johansson et al., 2012).  

 Johansson and Thies-Lagergren’s (2015) mixed method study utilized an online 

questionnaire to determine the impact of birth position on fathers during childbirth. The data 

from this study was gathered during a randomized controlled trial that looked at birth position in 

women. Two hundred and twenty-one fathers were included in the sample. An upright birth 

position has been associated with many positive health outcomes for the mother, and Johansson 

and Thies-Lagergren found that the most common position during a spontaneous vaginal 

delivery was the birth seat position, which fathers were more likely to consider positive in 

comparison to other birth positions (Johansson & Thies-Lagergren, 2015). An upright birth 

position was also seen by fathers as shortening the duration of the second stage of labor 

compared to horizontal birth positions. 

 Certain strains on the birth experience included the use of a horizontal birth position, 

prolonged duration of labor, labor pain, an instrumental birth, and birth complications. However, 

fathers witnessing a vacuum birth did state that they were grateful that the baby arrived in a 

“natural way,” (Johansson & Thies-Lagergren, 2015). Although rapid births were seen as 

positive by fathers, one father stated that it meant less time for discussions if needed. Although in 

general, fathers desired greater participation during the birth, they felt that the birth seat position 

allowed them to participate adequately during the birth (Johansson & Thies-Lagergren, 2015). 

Limitations of this study included its use of an online questionnaire and lack of generalizability 



EXPERIENCES OF FATHERS DURING CHILDBIRTH 23 

 

of data due to the low diversity of the population. However, the questionnaire was pre-tested and 

the researchers utilized statistical analysis of the data as well as coding techniques (Johansson & 

Thies-Lagergren, 2015).  

A study by Zwedberg, Bjerkan, Aspung, Ekeus, and Hielmstedt (2015) examined the 

experiences of fathers who witnessed vacuum extraction births. Ten fathers whose partners gave 

birth at two university hospitals in Stockholm, Sweden were included in the sample. The study 

used a qualitative semi-structured interview design and each father was interviewed one month 

after the vacuum extraction births (Zwedberg et al., 2015). The researchers concluded that 

fathers witnessing vacuum extraction birth were “affected but helpless.” Fathers who were 

involved in the birth prior to the vacuum extraction procedure felt like they had to become 

observers during the vacuum extraction procedure and while some fathers were kept informed of 

the progress of birth, medical professionals held back information, were not honest, or gave false 

hopes. In order to deal with the lack of information, fathers had to interpret the body language of 

providers (Zwedberg et al., 2015).   

The decision to pursue a vacuum extraction birth was made solely by medical 

professionals and despite the influx of staff into the room, fathers tried to stay calm for their 

partners. Although fathers felt that the vacuum extraction procedure was chaotic and violent, 

there was no lasting anxiety after the birth (Zwedberg et al., 2015). Fathers felt more concerned 

about pain management during the procedure rather than the procedure itself. The study also 

mentioned that proper pain management during vacuum extraction procedures is lacking. A 

strength of this study is its considerations of data saturation and coding techniques, but it did not 

utilize a specific sampling method. The researchers just called the first fathers on the list who 

met the requirements (Zwedberg et al., 2015).  
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 Like Zwedberg et al.’s study (2015), Hildingsson, Karlstrom and Nystedt’s study (2013) 

looked at couples who underwent a vacuum extraction birth. The study is part of a larger 

longitudinal cohort study and focused on a region in the middle-north area of Sweden. Couples 

from this study were sent letters prior to their ultrasound appointment at 17-19 weeks gestation. 

The couples were then asked to participate in person during their ultrasound appointments 

(Hildingsson, Thomas, Karlstrom, Engstrom-Olofsson & Nystedt, 2010).  

Swedish speaking couples with normal ultrasounds were given questionnaires once they 

agreed to participate in the study. Follow up questionnaires were then sent during weeks 32-34, 

two months after birth, and one year after birth (Hildingsson, Karlstrom, & Nystedt, 2013). For 

this paper, the researchers only utilized the data from the questionnaire that was given two 

months after birth, as well as socio-demographic data of the sample. 936/1242 mothers and 

827/1112 fathers were included in the sample (Hildingsson, Karlstrom, & Nystedt, 2013).  

The biggest factor that differed between mothers that underwent an instrumental vaginal 

birth as opposed to spontaneous vaginal births was parity. Primiparous mothers made up 81 

percent of the instrumental vaginal birth group (Hildingsson, Karlstrom, & Nystedt, 2013). 

Although mothers undergoing instrumental vaginal births tended to use epidurals more often 

than women in the spontaneous vaginal birth group, women in the instrumental vaginal group 

experienced labor pain more negatively although there were no differences in pain intensity 

(Hildingsson, Karlstrom, & Nystedt, 2013).  

In addition, couples in the instrumental vaginal birth group tended to have more mixed or 

negative feelings about the birth compared to parents in the spontaneous vaginal birth group. In 

contrast to those who experienced a spontaneous vaginal birth, those who experienced an 

instrumental vaginal birth were more likely to agree with the statement that they were frightened 
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the baby would be damaged during the birth and the statement that the birth made them decide 

not to have more children (Hildingsson, Karlstrom, & Nystedt, 2013). Fathers who experienced 

an instrumental birth, in particular, were more likely to agree with the statement, ‘I almost 

panicked as I didn’t know what was happening.’ This study is important, as it identifies a 

specific population of fathers who may require additional support following the delivery 

(Hildingsson, Karlstrom, & Nystedt, 2013).  

Father's Experiences of Complicated or Traumatic Childbirth  

 Many fathers have reported being shocked, surprised, and sometimes traumatized by 

complicated and traumatic childbirths. Some fathers even feel that the process of childbirth itself, 

even when it is a spontaneous vaginal delivery, can be viewed as traumatic. The nature of 

childbirth is one that is fraught with danger and oftentimes complications can arise. 

Complications of birth can include uterine ruptures, hemorrhages, placenta previas, placenta 

percretas, placental abruptions, amniotic fluid embolisms, pulmonary embolisms, preeclampsia, 

HELLP syndrome, and septicemia, although the list of complications that can occur during birth 

goes on and on. In an emergent situation, fathers need more support and information, but have 

found that support and information to be lacking from perinatal health professionals.  

 Many of the studies in this section refer to complicated or traumatic births as “near miss 

events." According to Hinton, Locock & Knight (2014), near miss events are defined as “severe 

life-threatening complications in pregnancy that require urgent medical intervention,” (Hinton, 

Locock & Knight, 2014, p. 1).  For health care professionals, a near miss event is often seen as a 

positive outcome, since the crisis was averted, and the patient was stabilized. However, these 

near miss events can significantly affect both mothers and fathers for a long time after the birth 

(Mbalinda et al., 2015).  
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 Elmir and Schmied’s meta-ethnographic synthesis looked at complicated and possibly 

traumatic births (2016). After searching through the CINAHL, Scopus, Pubmed, and PsycINFO 

with Full Text databases, the researchers identified eight qualitative studies with a total of 100 

participants. To be included in the study, the studies had to be either qualitative or mixed method 

studies and participants had to be 19-50 years old and had to have witnessed a complicated birth 

(either a c-section or other obstetric event).  

 The researchers identified four themes from the eight qualitative studies: ‘the unfolding 

crisis,’ ‘stripped of my role: powerless and helpless,’ ‘craving information,’ ‘scarring the 

relationship,’ and ‘unresolved feelings: I’ve had nightmares.’ Each father experienced an 

unexpected birth complication or adverse event that caused fathers to have a variety of emotions 

(Elmir & Schmied, 2016). The anxiety of fathers increased if asked to leave the room, but 

experienced relief when the c-section ended and the baby was born. In addition, fathers wanted 

to be actively involved in the birth but were relegated to the role of a passive observer. Any 

lifesaving decisions were made by health care staff rather than fathers (Elmir & Schmied, 2016).  

Fathers lacked information during the birth, and there were even miscommunications 

between the health care staff and fathers. After the birth, the relationship between the partners 

altered (Elmir & Schmied, 2016). Fathers felt emotionally distant from their partners, lacked 

support and there was even a decline in the sexual relationship. Lastly, many fathers experienced 

nightmares and flashbacks about the birth. There was little opportunity to discuss the birth and 

feelings were left unresolved (Elmir & Schmied, 2016).  

 Lindberg and Engstrom (2013) studied the experiences of fathers during complicated 

childbirths. They used a qualitative approach that utilized a semi-structured interview guide with 
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open ended questions. A purposeful sample of eight fathers were included in the study and the 

study took place in the ICU and maternity ward of a hospital in northern Sweden.  

 The study noted the effects the delivery staff had on fathers. If the delivery staff was 

frustrated, the fathers noticed it and became more fearful. In addition, the language used by 

medical staff had a huge impact on the experiences of fathers (Lindberg & Engstrom, 2013). 

Terms like “catastrophic cesarean section” alarmed fathers and many fathers whose partners 

were taken to the operating room (OR) were not invited to come. Fathers who were invited to the 

OR, on the other hand, felt better about being included (Lindberg & Engstrom, 2013).  

 A key component that fathers felt was lacking throughout the process was information, 

although this varied from father to father. Waiting for information from the OR was a stressful 

time, but some fathers did not want to be kept informed during the operation because they 

wanted all focus to be on their partner (Lindberg & Engstrom, 2013). Postoperatively, fathers 

still lacked information and were torn between their need to be with both their partner and child, 

who were often in different units. The post-operative units were not as supportive of parents as 

the maternity units and were often ignorant about breastfeeding (Lindberg & Engstrom, 2013).  

In addition, information about labor complications was not forthcoming for some fathers, 

leading fathers to request information about what had occurred. Fathers suggested follow-up 

meetings about the birth complications, access to medical records and a telephone number for 

answers to their questions (Lindberg & Engstrom, 2013). Fathers who were adequately informed 

by their midwives or obstetricians were satisfied with their care and did not feel the need for 

follow up visits, whereas one father whose partner had postoperative complications at home had 

to turn to the internet for information (Lingberg & Engstrom, 2013).  
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 Mbalinda et al. (2015) employs a phenomenological design using narrative interviews to 

inspect men’s perceptions of birth complications. Twenty-five male partners of women in rural 

Uganda with severe obstetric complications were included in the sample and spouses were 

identified through a previous study. Two interviews were conducted with each partner (Mbalinda 

et al., 2015). The first interview was conducted 4-12 months after obstetrical near miss events 

and the second was done 3-6 months after the first interview. The inconsistency in interviewing 

times is a limitation of the study. However, the researchers used maximum variation sampling to 

obtain a diverse sample of different ages, education levels, socioeconomic status and 

relationships (Mbalinda et al., 2015).  

 Men contributed financial losses, fears, death of newborns, and loss of time to the 

traumatic childbirth. On top of that, fathers felt powerless and excluded, since medical providers 

tended to make the decisions (Mbalinda et al., 2015). There was a lack of explanation from 

health care staff about the long-term effects of birth complications, the cost of the hospital stay, 

and cost of drugs. While fathers appreciated communication from the health care staff, it was not 

considered beneficial if it used medical jargon (Mbalinda et al., 2015).  

 Hinton, Locock, and Knight’s study (2014) on obstetrical “near miss events” examined 

the impact of these events on partners. Causes of these “near miss events” included uterine 

ruptures, hemorrhages, hemorrhages, hysterectomies, placenta previas, placenta percretas, 

placental abruptions, amniotic fluid embolisms, pulmonary embolisms, preeclampsia, HELLP 

syndrome, and septicemia (Hinton, Locock & Knight, 2014). The sample consisted of 35 

women, 10 male partners, and one lesbian partner that suffered a life-threatening “near miss 

event.” 
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 Like previous studies have shown, fathers felt powerless and excluded from the birth and 

support and clear communication from health care staff was deemed important (Hinton, Locock 

& Knight, 2014). One father appreciated it when medical staff ensured the father was not alone 

during the emergent situation whereas other fathers received little to no news. If information was 

given, it was highly medicalized (Hinton, Locock & Knight, 2014).  

For some fathers, there were long term emotional effects, such as depression, flashbacks, 

and post-traumatic stress disorder, months and years after the event. One father underwent a 

vasectomy to ensure that he never had to witness childbirth again. Another father, seeking help 

from his general practitioner, was told by his doctor to pull himself together since he was not the 

one who had experienced all the trauma (Hinton, Locock & Knight, 2014). The researchers 

recorded and transcribed interviews and even tried to reach out to a minority group via 

translation of recruitment packs into Bengali. However, the sample population consisted mostly 

of white British people and the interviews were conducted years after the near miss event, which 

could lead to recall bias (Hinton, Locock & Knight, 2014).  

 Snowdon, Elbourne, Forsey & Alfirevic (2012) conducted a qualitative study that utilized 

a phenomenological design with in-depth interviews of nine women who had experienced 

postpartum hemorrhage in two United Kingdom hospitals between 2000 and 2005 and six of 

their partners. The study recorded and transcribed their interviews, and some interviews with 

women were completed with their partners, whereas others were not. In addition, the researchers 

did not utilize bracketing, but did explain their reasoning behind the choice to eschew bracketing 

(Snowdon et al., 2012). The study found that both women and their partners wanted to 

understand what had happened but ran into issues with receiving this information from the staff, 

which was frustrating to them. Fathers felt forgotten and mothers did not understand what had 
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happened to them. Even when they did receive information, they were not in the right frame of 

mind to understand the information or needed assistance interpreting the information (Snowdon 

et al., 2012). One father stated that he would have appreciated a postpartum hemorrhage 

information sheet, asserting that it would not have taken any extra time for staff to do so. Lastly, 

many couples felt bullied and suspicious when they felt information was being withheld from 

them or like their caretakers were avoiding them (Snowdon et al., 2012).  

Interventions To Improve Father's Experiences During Labor and Delivery  

 As mentioned above, there is a lack of quantitative research that focuses on interventions 

that can be utilized to support fathers during the child birthing process. However, this section of 

the paper analyzes studies that study the impact of certain activities that may influence fathers 

present during the birth of their child, namely the umbilical cord cutting process and antenatal 

education classes.  

The umbilical cord cutting experience.  

A study conducted by Brandao and Figueiredo (2012) studied the impact of the umbilical 

cord cutting process on the emotional involvement of fathers. The study had a quasi-

experimental design that employed quantitative methodology through the use of two instruments: 

a Socio-Demographic Questionnaire and a Bonding Scale (Brandao & Figueiredo, 2012).  The 

study’s sample was a convenience sample of 105 fathers who attended their child’s birth. These 

fathers completed the two questionnaires upon admission to the hospital, one day postpartum, 

and one month postpartum (Brandao & Figueiredo, 2012).  

One month postpartum, fathers who participated in the umbilical cord cutting process 

described a greater emotional involvement than they did at previous time points. Fathers who did 

not participate in the umbilical cord cutting process reported an increase in emotional 
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involvement from before birth to after birth –  similar to the other fathers –  but a decrease in 

emotional involvement one month postpartum (Brandao & Figueiredo, 2012). Furthermore, the 

study stated that during deliveries with midwives, the fathers were more likely to be asked to cut 

the cord, which suggests that obstetricians are less likely to ask fathers to cut the umbilical cord 

(Brandao & Figueiredo, 2012).  

Antenatal education for fathers. 

 Smyth, Spence and Murray (2015) conducted a systematic review to analyze fathers’ 

opinions on antenatal education and its role in preparation for fatherhood. The study utilized the 

databases MEDLINE, Maternity and Infant Care, Cochrane Central Library of Controlled Trials, 

Embase, and CINAHL to complete its review and included 13 articles. Strengths of the review 

included the review of articles by two authors and use of thematic synthesis. However, there was 

no exclusion criteria, making it difficult to ascertain the population of study and generalizability 

(Smyth, Spence & Murray, 2015).  

 The findings of the study were that men felt outnumbered and uncomfortable raising 

concerns in coed antenatal classes because the focus was primarily on the female partner. Men 

tend to view antenatal courses as unhelpful because of this focus on the female partner. During 

male-only classes, men felt more satisfied with their birth experience in comparison with the 

control group (Smyth, Spence & Murray, 2015). For the most part, although the men were 

anxious about the birth and how they would cope with it, antenatal education reduced anxiety, 

increased confidence, and created a more positive experience. However, one study within the 

review found that antenatal education was unhelpful and did not prepare them. Even so, this 

insinuates that fathers who have not attended antenatal classes are even less prepared (Smyth, 

Spence & Murray, 2015). Information garnered from other sources, such as literature, the 
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internet, and their partners, were deemed as just as important as antenatal education courses in 

one study. In terms of content of antenatal education courses, the fathers found that they lacked 

information on possible birth complications and wanted more information on ways that that they 

could be active during the birth and afterwards. Lastly, calm, soothing qualities of the class 

leader were valued by fathers over being knowledgeable (Smyth, Spence & Murray, 2015).  

Summary 

 The studies summarized above are crucial in identifying issues regarding fathers who are 

present during their child’s birth. Specifically, fathers reported that they felt a disconnection and 

a lack of involvement during and before the birth, and that they do not receive enough 

information regarding childbirth, both before and during the birth (Inglis, Sharman, & Reed, 

2016; Longworth & Kingdon, 2011). Fathers were not kept informed about their partner’s 

condition during traumatic childbirths and subsequently felt an absence of control (Inglis, 

Sharman, & Reed, 2016). However, despite the barriers to fatherly participation during 

childbirth, there is no doubt that fathers play an important role during pregnancy, childbirth, and 

parenthood.  

In particular, Shibli-Kometiani and Brown’s study (2012) demonstrated that fathers 

support their partners during childbirth by taking on different roles and may change their 

lifestyles for the good of their partner, baby, and family, both before and after the birth (Steen et 

al., 2012; Poh et al., 2014).  An interesting theme identified in Longworth and Kingdon’s study 

(2011) was the belief that fatherhood begins at birth. This idea may be reinforced by the reports 

by fathers that they do not receive enough antenatal education and preparation for both childbirth 

and postpartum (Shibli-Kometiani & Brown, 2012).   
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Maternity staff, and in particular, midwives were identified as strong influences on the 

experiences of fathers present during labor and delivery (Shibli-Kometiani & Brown, 2012). 

Midwives can help fathers through the birthing process by providing information about the birth, 

suggesting techniques that can be used to support the mother, and involving the father in the 

umbilical cord cutting process (Inglis, Sharman & Reed, 2016; Brandao & Figueiredo, 2012). 

Obstetricians were statistically less likely to ask fathers to cut the umbilical cord of their child, 

and education to all maternity staff members about the needs of fathers could be a proper 

intervention to increase fatherly involvement (Brandao & Figueiredo, 2012).  

Birth position and complicated or traumatic childbirths were found to be determinants of 

how a father rated their birth experience. An upright birthing position, especially the birth seat 

position, because it allows fathers to be more involved with the birth (Johansson & Thies-

Lagergren, 2015). Complicated and traumatic childbirths were considered more negative by 

fathers, as were instrumental births (Johansson & Thies-Lagergren, 2015). 

In terms of how the childbirth experience affects the psychosocial health of fathers, there 

are inconsistent findings. Anecdotally, many fathers report long term effects of the perceived 

traumatic childbirth experience, such as nightmares, flashbacks, weight gain, and sexual decline 

(Elmir & Schmied, 2016). However, the two studies analyzed during this literature had 

conflicting results. One found that stress experienced during childbirth is associated with PTSD 

whereas the other looked at the relationship between complicated childbirth, specifically pre-

eclampsia and PPROM, and found that there was no correlation between pre-eclampsia and 

PPROM and PTSD symptoms, although higher paternal age was found to be a determinant. This 

is an area that requires more study in order to definitively define the effect of the childbirth 

experience on the psychosocial effect of fathers using quantitative studies.  
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Further research is needed in this area of study, because much of the research thus far has 

focused on looking at the experiences of fathers during childbirth using qualitative methods. In 

addition, another area of study should be focused upon the effectiveness of interventions 

designed to help improve the experiences of fathers during childbirth. Specifically, it is clear that 

fathers are clamoring for proper antenatal preparation courses, so research will be needed in this 

area as well, and research on antenatal preparation courses should look at what is currently 

working in these classes, what is not working, and possible changes to the courses. Lastly, 

research on how demographics affect fathers’ interpretations of childbirth is severely lacking and 

should be explored at some point.  
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CHAPTER 3 

Best Practice Recommendations: Improving the Experiences of Fathers during Childbirth 

 Using evidence discovered in the literature review in chapter two, best practice 

recommendations for improving the experiences of fathers during labor and delivery will be 

outlined in this chapter (see Table 1). These recommendations are evidence-informed rather than 

evidence-based due to the dearth of quantitative research in this field. Most of the studies 

analyzed were descriptive and qualitative studies rather than quantitative. Many basic needs were 

identified in chapter two by fathers who have experienced childbirth. Although the studies 

conducted differed in sample characteristics such as age, cultural background, educational 

background, and socioeconomic status, most fathers had the same basic needs that were either 

being met by health care staff or were, in many cases, not met sufficiently or at all.   

Intervention 1: Male Oriented Antenatal Education 

 Many fathers expressed a need for additional education prior to the childbirth. Men are 

more likely to pursue information about pregnancy, labor and delivery, and child care from the 

internet or male peers than women are (Linn et al., 2015). In addition, according to Smyth et al. 

(2015), many fathers felt that antenatal classes are unhelpful because of their focus on the female 

partner and that male partners feel excluded and outnumbered during traditional coed childbirth 

classes. According to Poh et al., (2014), many fathers did not attend antenatal classes because 

they did not know it was available or because they thought the information could be easily found 

elsewhere. For these reasons, men are less likely than women to attend a traditional childbirth 

class (Linn et al., 2015).  

Thus, antenatal classes solely for men would benefit fathers-to-be by focusing on the 

needs of fathers rather than the needs of mothers. In particular, fathers wanted information to 
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support their partners during childbirth, both physically and emotionally (Eggermont et al., 

2016), although married fathers needed less information about this. Another need identified by 

fathers was the need for information about birth complications and routine interventions for 

them, as well as labor progress, and coping mechanisms for dealing with the birth (Poh et al., 

2014). As mentioned before, child birth may leave lasting psychiatric effects on the father long 

term and coping mechanisms may assist in the prevention of PTSD and depression symptoms, as 

Zerach and Magal (2016) found that fathers with a history of negative life events are more likely 

to experience less anxiety after the birth in comparison to fathers without a history of negative 

life events.  

Information about birth complications and routine interventions, such as the use of 

vacuum extraction device or forceps, is especially important because fathers who experience 

birth complications, instrumental deliveries, and emergency c-sections are more likely to rate the 

experience as more negative (Johansson et al., 2012). In addition, after instrumental births, 

fathers were more likely to agree with the statement, ‘I almost panicked as I didn’t know what 

was happening.’ (Hildingsson, Karlstrom & Nystedt, 2013, p. 5). Perhaps prior experience and 

information via videos will make the experience less startling.  

One of the fathers in Poh et al.’s study (2014) thought that the classes he attended were 

too theoretical in nature and that information was insufficient. As there is quite a lot of material 

that can be included in an antenatal course, it is possible that time constraints are an issue. 

However, it is important that fathers feel like they have the adequate information and since 

fathers find that literature and the internet are valuable sources for information, childbirth 

courses should be providing appropriate and knowledgeable websites, pamphlets, and book 

recommendations for fathers who crave more information. In terms of being too theoretical, 
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perhaps what is needed in classes is the use of hands on demonstrations and models, as well as 

real live videos of childbirth and delivery room tours. Fathers in Johansson, Fenwick, & 

Premberg’s study (2015) said that prior experience of childbirth was beneficial, suggesting that 

simulations and childbirth videos may benefit fathers by providing prior experience of childbirth. 

The information provided to fathers needs to be relevant to them, which should help with the one 

father’s assertion about the classes being too theoretical. In addition, fathers valued calming and 

soothing qualities in the class instructor over knowledge, so this is an important consideration in 

antenatal education as well (source 9).  

Furthermore, information about birth positions for the mother should be included in male 

oriented antenatal courses, because it provides a way for fathers to assist the mother during birth. 

An upright birthing position is associated with positive health outcomes for mothers (Johansson 

& Thies-Lagergren, 2015), as it has been shown to shorten the duration of the second stage of 

labor, but it is also generally seen as positive by fathers as well. Fathers report having more 

negative experiences with horizontal birth positions and prolonged labor duration, which is why 

an upright position is seen as more appealing (Johansson & Thies-Lagergren, 2015). With an 

upright birthing position, the most common of which is the birth seat position, it allows the father 

to more effectively participate in the care of the mother, which should be taught to fathers during 

antenatal courses (Johansson & Thies-Lagergren, 2015).  

It is necessary to gear information towards the fathers, but also towards subpopulations of 

fathers. For example, first time fathers are more likely to desire a delivery room tour than fathers 

who had already had children (Eggermont et al., 2016). In addition, low income fathers have less 

social resources from which to draw on for support and require more education than highly 

educated fathers (Eggermont et al., 2016) and married fathers needed less information from 
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delivery staff about how to physically and emotionally support their partners (Eggermont et al., 

2016).  

The benefits of antenatal education are clear. Studies have shown that in fathers, it 

reduces anxiety, increases confidence, allowed fathers to better support their partners, and feel 

involved in the birth (Shibli-Kometiani & Brown, 2012; Johansson, Fenwick & Premberg, 2015). 

According to Longworth and Kingdon (2011), fathers felt less involved in the decision-making 

process. Antenatal education is a way that fathers can increase their knowledge and confidence 

so that they feel comfortable giving input during the decision-making process. Without antenatal 

preparation, fathers tend to feel helpless and fearful (Shibli-Kometiani & Brown, 2012).  

Intervention 2: Encouragement and Support by or from Labor and Delivery Staff  

A key predictor of a positive childbirth experience for fathers was the amount of support  

they received from labor and delivery staff, especially nurses and midwives (Johansson et al., 

2012). Fathers defined support from midwives as their presence within the room, providing 

instruction to both partners about issues like breastfeeding, etc., and being knowledgeable about 

equipment (Johansson et al., 2012). For fathers, instructions from midwives about how to 

support their partners was especially important and could include information about physical 

support techniques, breathing techniques, proper hydration of partners, and the use of nitrous 

oxide, which fathers were able to assist with. 

Furthermore, it was especially important for fathers to be acknowledged and valued as 

the father of the baby (Johansson, Fenwick & Premberg, 2015). Above all, fathers want to feel 

involved in the birth of their child (Johansson et al., 2012). This may include, as mentioned 

above, teaching fathers how to support their partner and allowing them to assist with care. 
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Postpartum, fathers felt there was a lack of emotional support from healthcare staff. The 

focus for emotional support was placed on the mothers, but there was little support available for 

fathers. Many fathers experienced detrimental effects following the birth. Some fathers gained 

weight due to stress, another pursued a vasectomy, and there were also detrimental effects on the 

relationship with the partner (Inglis, Sharman & Reed, 2016). The emotional health of fathers 

who have witnessed childbirth should be assessed along with the mother’s emotional health and 

appropriate resources, such as information about support groups, should be given to fathers who 

need it, especially those who have witnessed a complicated or traumatic childbirth. Populations 

that are especially important to assess for trauma after birth are fathers who have experienced 

instrumental or C-section births, as well as older fathers, because higher paternal age is 

associated with greater PTSD and depression symptoms (Stramrood et al., 2012).   

Intervention 3: Information about Progress of Labor 

 Providing updates to fathers about the progress of labor and birth is not only helpful to 

fathers who are in the delivery room but also to fathers who choose to stay outside the delivery 

room. Eggermont et al. (2016) states that fathers who chose not to be present during the delivery 

were more nervous in comparison with those who were present during their partners’ delivery. 

This was because those fathers were not kept informed about the progress of their partner’s birth.  

 Inglis, Sharman & Reed (2016) suggested that a staff person be designated to care for the 

birth partner during emergency situations. Although this may not always be possible due to 

understaffing, time constraints, and inconvenience, fathers appreciated it when the medical staff 

ensured that he was not alone during the emergent situation (Eggermont et al., 2016). When 

possible, fathers should be given the option to be present in the OR and the opportunity to be 

involved in the decision-making process because fathers tend to feel like a passive observer 
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during emergency situations instead of being actively involved (Elmir & Schmied, 2016). In 

addition, a father who participated in a study by Snowdon, Elbourne, Forsey & Alfirevic (2012) 

suggested that even an informational sheet or pamphlet about emergent situations such as 

postpartum hemorrhage could help keep fathers informed about the situation.  

 Even in situations where fathers were kept informed, some fathers reported that medical 

professionals held back information, were not honest, or gave false hopes (Zwedberg et al., 

2015). In situations like these, fathers relied on interpretation of body language and can become 

more fearful and anxious if they feel the delivery staff are anxious or frustrated (Lindberg & 

Engstrom, 2013). It is also important to note that updates to the father should not be highly 

medicalized or use medical jargon (Eggermont et al., 20161 and 12). Many fathers are not 

familiar with medical terminology and medical professionals should try to explain the situation 

in a way that any layperson could understand and with respect to how fathers may react to 

certain terminology. For example, a father in Lindberg & Engstrom’s (2013) study reacted 

poorly to the use of the term “catastrophic cesarean section” by a medical professional.  

 Lastly, although it is important to keep fathers informed during the birth, it is both 

equally important to touch base with the entire family after the emergent situation has stabilized. 

Many mothers and fathers reported difficulty receiving information about what specifically 

happened during their child birth and wanted to know about the long-term repercussions of the 

childbirth complications (Mbalinda et al., 2015). Many couples felt bullied and suspicious when 

they felt like information was being withheld from them (Eggermont et al., 20165). Some 

families may require follow up meetings, access to medical records, or even a telephone number 

to ask additional questions, but fathers who were kept adequately informed by midwives and 
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obstetricians did not feel the need for follow up visits (Lindberg & Engstrom, 2013). However, it 

is still important to offer these resources, should families feel they are necessary.  

Intervention 4: Keep Families Together 

 After emergent situations, many mothers are sent to postoperative units rather than the 

labor and delivery units that are well placed to care for new families and breast feeding mothers 

(Lindberg & Engstrom, 2013). In situations where a mom is on a postoperative unit and the baby 

is in the neonatal intensive care unit (NICU), this can be tough for fathers, who feel split between 

partner and child (Lindberg & Engstrom, 2013). To help alleviate the stress of separation, 

families should be kept together if possible and for those instances in which separation is the 

only option, a lactation consultant should be sent to the postoperative unit to assist the 

breastfeeding mother, should she need it (Lindberg & Engstrom, 2013). 

Summary 

In conclusion, there are several simple but effective interventions (see Table 1) that can 

be utilized to help improve the experiences of fathers who choose to be present during their 

partner’s childbirth. For one, it is important to alter and enhance current antenatal education 

practices to adapt it to fit the needs of the male population. Fathers require an antenatal 

preparation course that is suited to fit their needs and as such, should be comprised of solely 

male students. In addition, male partners require a hands-on approach to learning and should 

have access to resources outside of the classroom, such as literature, websites, and pamphlets, 

and they require more information about birth complications and techniques to support their 

pregnant partner. It may also be beneficial for fathers to receive instruction from male instructors 

who have been through the child birthing process before.  
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While in the labor and delivery room, the labor and delivery staff greatly affect the 

father’s perception of the childbirth. Labor and delivery staff should encourage the father to 

participate in the birth, address the entire family unit as the patient, and should instruct the father 

in ways to help their laboring partner. Should an emergent situation arise, fathers should be 

invited to the OR if possible, kept informed about the progress of the birth, and should be given a 

clear explanation of the emergent situation without any medical jargon or alarming terms such as 

“catastrophic cesarean section.” After the emergency ends, fathers and their partners should 

receive additional information about the emergency as they require it and fathers should be 

directed to additional emotional support resources, such as support groups, to allow them the 

chance to work through any unresolved emotions they may have. Lastly, every attempt should be 

made to ensure that the father’s partner and child are not kept separated. If separation is 

unavoidable, a lactation consultant or postpartum nurse should be sent to mothers on units other 

than the labor and delivery unit to assist with breastfeeding support.  
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Table 1 

Evidence Informed Best Practices Protocol for Improving Experiences of Fathers during 

Childbirth 
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CHAPTER 4 

Implementation and Evaluation 

 This chapter will outline the implementation of interventions that can help enhance the 

experiences of fathers during childbirth. These interventions include the use of computer-based 

modules for staff training, an informational factsheet for fathers, and a patient acuity tool for 

assessing women experiencing birth related complications warranting care outside of the 

maternity unit.  In addition, an evidence informed hospital protocol that addresses staff training, 

support and education for fathers, and keeping families together in situations where the mother 

experiences complications and is admitted to a non-maternity unit area, would be created. See 

table 2 for a concise explanation of each intervention. These interventions will be used to help 

provide fathers with labor and delivery staff support, information, cohesion of the family unit, 

and male-oriented antenatal education. Using the Plan, Do, Study, Act (PDSA) method, a plan 

for implementing these interventions will be detailed and evaluation will consist of comparison 

between pre-intervention and post-intervention data.  

PDSA Method 

 The method used to implement and evaluate the four interventions detailed in chapter 3 is 

the PDSA method. This method is useful for implementing and testing changes in a system. This 

technique includes four steps: plan, do, study, and act. It is a continuous cycle wherein small 

changes are tested and evaluated before repeating the cycle again after some changes are made 

(Institute for Healthcare Improvement, 2016).  

The planning phase is when an experiment is developed to test a hypothesis that 

researchers might have about a topic. The planning phase also includes planning what data 

should be collected and how it will be collected. The “do” phase is when the experiment is 
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actually implemented, usually on a smaller scale initially, and this part of the cycle is when any 

problems or unexpected observations should be noted, such as any hard or awkward steps to 

implement (Institute for Healthcare Improvement, 2016). During the “study” phase, researchers 

utilize this model and analyze the results of the model to determine whether the hypothesis was 

correct. Finally, the “act” phase is when any changes are made to the experiment’s design or 

hypothesis. After the “act” phase, the entire process is repeated (Institute for Healthcare 

Improvement, 2016).  

Plan: male-oriented antenatal education. The aim of this step in the initiative is to 

determine whether or not male-oriented antenatal education would increase satisfaction scores in 

fathers present at their partners’ childbirth. For this phase of the process, it would be beneficial to 

survey current childbirth educators in the area about issues that would prevent the successful 

implementation of male-oriented antenatal education. In addition, it would be useful to hear 

suggestions about implementation of such a program from childbirth educators as well as labor 

and delivery staff. This feedback could be very useful in deciding what curriculum might be 

considered useful for fathers and what information fathers might not need. Lastly, other facilities 

who have utilized such programs should be contacted for additional suggestions with 

implementation.   

Do: male-oriented antenatal education. Once feedback has been given from labor and 

delivery staff and other facilities, a curriculum for a male-oriented antenatal education course 

needs to be developed using previous traditional childbirth course curricula. As mentioned 

above, the elements of a male-oriented antenatal course should include 1) a soothing, preferably 

male instructor, 2) information on birth interventions and complications, 3) instruction on ways 

fathers can assist mothers, 4) outside resources such as websites and books, 5) shortened classes 
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with only pertinent information for fathers, and 6) the inclusion of an informational factsheet 

which will be detailed later on in this chapter. A two-day pilot program shall be launched, and 

feedback should be collected from the fathers about their experience in the program via recorded 

focus groups. The same researcher should be leading each focus group, should there be more 

than one, to allow for consistency across results. In addition, a survey utilizing a 5-point 

traditional Likert scale should be administered to fathers participating in the focus group.  A 

control group of fathers in traditional childbirth classes will also participate in focus groups and 

surveys in order to assess the effectiveness of the male-oriented antenatal course.  

Study: male-oriented antenatal education. Once the focus groups of both groups are 

completed, the focus group interviews should be transcribed and removed of any identifying 

information. Bracketing should be utilized to remove bias, and the transcripts of the focus groups 

should be analyzed using the technique of coding to identify major themes. Statistical analysis 

should be used to analyze the surveys of both groups and to compare the satisfaction of fathers in 

both courses. The hypothesis is that fathers will have higher satisfaction scores with the pilot 

program than with a traditional childbirth class. Once the data has been analyzed, appropriate 

changes, if deemed necessary by fathers participating in the pilot program, should be made to 

improve upon the course.  

Act: male-oriented antenatal education. If data analysis demonstrates that the pilot 

programs results in higher satisfaction scores, the traditional childbirth class should be modified 

to include more male-oriented antenatal courses. Perhaps the traditional childbirth class series 

could be modified to allow for certain classes to be conducted with solely fathers and mothers. If 

any issues are identified by fathers in the pilot program focus groups, the course should be 

modified to reflect this feedback. Once the appropriate changes are made to the curriculum and 
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the course itself, a new test should be repeated in order to ensure that participants are satisfied 

with the course and its teachings. If no changes are identified, the course should be offered on a 

regular basis to expectant fathers in the community. Furthermore, once the course is adopted and 

offered on a larger scale, fathers who completed the course should be surveyed and involved in 

focus groups after their partner delivers to evaluate the effect of the course on the fathers’ overall 

satisfaction with their birth experience. 

Plan: delivery staff support and information. The aim of this step is to determine 

whether increased labor and delivery staff support and increased information during the labor 

and delivery period will increase satisfaction of fathers who are experiencing their partner’s 

childbirth. For this phase of the process, it is important to receive feedback from labor and 

delivery staff about what practices they currently use to support fathers and keep them informed 

during childbirth. This information identifies areas of weakness and areas of strength regarding 

the amount of support and information that labor and delivery employees currently give to 

fathers in the delivery room. With this information, a brief computer-based training program can 

be developed in order to further educate the labor and delivery staff about the ways they can help 

support and keep fathers informed during their partners’ childbirth and why supporting fathers 

and keeping them informed during childbirth is important. Support techniques can include 1) 

spending more time in the delivery room, 2) providing education to fathers, 3) acknowledging 

fathers as part of the family unit, and 4) teaching fathers about ways they can help their partner 

or become more involved in the birth, such as assisting with positioning, breathing, and massage. 

Techniques that the labor and delivery staff, including physicians, can use to keep fathers 

informed include 1) inviting fathers to the operating room, 2) providing families with an 

informational factsheet and verbal information describing the emergent condition and possible 
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interventions that may be implemented, 3) providing or calling a support person for fathers who 

were not invited to the operating room, and 4) providing couples with a follow-up meeting to 

debrief about the emergent situation.  

 In addition, in order to ensure that fathers are receiving the necessary instruction they 

need, an informational factsheet detailing ways in which fathers can support their partners or be 

active in the birth should be provided to every father present during a delivery during a one 

month period within a hospital’s labor and delivery unit. Additionally, this factsheet should also 

contain information about common birth complications and the interventions that are performed 

to correct these complications, because an informational factsheet was recommended as a way to 

keep fathers informed about the progress of their partner’s birth, especially during emergent 

situations.  

Feedback about the development of this factsheet should be collected from labor and 

delivery staff and expectant fathers prior to creation in order to assess what information may be 

valuable to fathers and the support of charge nurses about the initiative should be received as 

well. Labor and delivery staff should be consulted for feedback regarding the development of 

this factsheet as well, because they have prior knowledge of what questions fathers usually ask 

during the labor and delivery process, especially when complications arise.  

When developing a factsheet, it is important to ensure that the factsheet is able to reach as 

wide an audience as possible. According to the Centers for Disease Control (CDC, 2014), 

approximately 50% of the United State’s adult population has an average or below literacy level. 

The CDC also suggests several techniques to ensure that the factsheet is easily understood by 

persons with low literacy levels.  
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The CDC recommends using shorter sentences, everyday language, and bulleted lists to 

reduce complexity. In addition, written health information should be organized; the main 

message of the factsheet should be identified early on, the purpose and key points should be 

mentioned in the beginning, and titles and headings should be short. Short chunks of information 

should be utilized so that readers do not feel overwhelmed. Furthermore, the CDC also 

recommends using short words, sentences, and paragraphs, and common, concrete words should 

be utilized in place of jargon and abstract ideas. Lastly, information in the factsheet should be 

explicit, especially any actions that the audience is recommended to take (CDC, 2014).  

After receiving this factsheet upon admission to the labor and delivery unit, fathers 

should be encouraged to fill out the unit patient satisfaction survey upon discharge. This unit 

patient satisfaction survey should be revised prior to beginning the intervention. Questions 

related to whether or not there were birth complications, whether or not labor and delivery staff 

provided both verbal and written information regarding the complication, if fathers felt 

appropriately supported during their labor and delivery experience, and whether or not labor and 

delivery staff delivered instruction on ways fathers could support their partners during the 

childbirth should be added to the survey and baseline data should be collected for one month 

prior to the implementation of the interventions in order to compare pre-intervention and post-

intervention satisfaction scores.   

Lastly, a focus group consisting of labor and delivery staff who completed the computer-

based training module should be formed in order to assess which interventions were 

implemented, the reactions to these interventions from fathers, and any barriers to the 

implementation to these interventions. 
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Do: delivery staff support and information. One hospital’s labor and delivery unit 

should trial the computer-based training for all labor and delivery staff about ways to support 

fathers and keep them informed during their partners’ childbirth. The staff should have a month 

to complete the training, which should take no longer than two hours at the most. The staff 

should be paid for their time spent completing the computer-based training.  

After the training is completed, for a one-month period at one hospital’s labor and 

delivery unit, all fathers should be given a factsheet upon admission that details ways they can 

support their partner and be active during their partner’s birthing process, as well as information 

regarding the most common birth complications and interventions used in these situations. 

During this time, any problems and unexpected observations should be documented, and 

information regarding costs associated with developing and producing the factsheet and 

computer-based training module should be assessed.  

Study: delivery staff support and information. After the two-month period that it takes 

to complete the training and trial the factsheet, the data gathered from fathers before and after the 

interventions via the unit patient satisfaction survey should be analyzed statistically to determine 

whether or not there was a difference in satisfaction scores between the two groups.  

Act: delivery staff support and information. After data analysis, any adaptations to the 

factsheet, computer-based training module, or test should be made and the test should be re-run. 

If no changes were indicated, the test should be implemented on a larger scale, unless there was 

not a statistically significant difference in satisfaction scores among fathers who received the 

pamphlet and fathers who did not. Adoption of the factsheet and computer-based training module 

on a larger scale should include translation of the factsheet into various languages for fathers 

who do not speak English. In addition, if the postpartum hemorrhage pamphlet was received 
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well, developing pamphlets about other emergent situations, such as labor dystocia, amniotic 

fluid embolism, placenta previas, etc., should be considered.  

Plan: keeping families together. The aim of this intervention is to determine whether or 

not keeping families in the same unit and providing breastfeeding support to new mothers off the 

postpartum unit because of birth related complications will lead to an increase in fatherly 

satisfaction during the antepartum, intrapartum, and postpartum periods. It is important during 

this planning phase to consider that keeping families together, while it might be easier on the 

fathers, may not be easier for hospitals or staffs to accomplish. That being said, it is important to 

keep in mind what is reasonable and accomplishable. Feedback from labor and delivery staff and 

other hospital personnel about what might be feasible for the hospital is important, as are 

statistics about the number of mother-baby couplets who are split between two units. After this 

feedback is received, individual hospitals should determine what works best for their labor and 

delivery and postpartum units. Some hospitals may benefit from the creation of a critical care 

obstetrical care room within the labor and delivery unit room staffed with a nurse cross trained in 

both critical care nursing and labor and delivery nursing. Others may find that their hospitals do 

not encounter this situation often enough to warrant the creation of such a room. 

 However, an intervention that is applicable to all hospitals is the development of a patient 

acuity tool to determine whether a mother assigned to a post-operative or intensive care room is 

stable enough to be transferred back to a postpartum unit. This tool could be utilized once a shift 

to allow for the reunion of the family unit as soon as possible. A committee of critical care and 

women’s services staff, which includes physician staff, should be formed in order to develop this 

tool, and it would be a tool that is ideally imbedded into the electronic health record. 
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Furthermore, alerts to complete this patient acuity tool could also be programmed into the 

electronic health record, which could ease the process of implementation.  

In addition to developing the tool, a computer-based training module designed to educate 

staff about the importance of keeping the family unit together should be developed and 

disseminated to the labor and delivery, postpartum, and critical care staff within the hospital. 

This computer-based training module will then be added to the previous computer-based training 

modules already developed in this chapter.  

Furthermore, mothers who are required to be separated from the postpartum units are 

often lacking adequate breastfeeding support. In order to address this problem, it would be 

beneficial for the hospital’s charting system to send an automatic consult to the hospital’s 

lactation consultant, ensuring that the patient will receive the breastfeeding support she needs. 

For those hospitals that do not staff lactation consultants, a postpartum nurse should be sent to 

the unit to which the patient is assigned or the phone number to a breastfeeding support line 

should be provided to the patient. Information regarding this new policy change and the benefits 

of providing breastfeeding support to these mothers should also be included in the computer-

based training module.  

Data collected should include baseline data gathered from fathers prior to the 

implementation of the patient acuity tool, the computer-based training for staff, and the change in 

provision of breastfeeding support to mothers off traditional women’s services units. This data 

should be in the form of the unit patient satisfaction survey that is routinely sent to patients 

following their discharge from the hospital unit. Prior to implementation of the computer-based 

training module and patient acuity tool, the unit satisfaction survey should be modified to include 

questions about whether or not the mother and neonate were separated from each other, whether 
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or not efforts were made to keep the family unit together, and whether or not breastfeeding 

support was provided to mothers located off the postpartum unit. This baseline data should be 

collected for one month prior to the implementation of both the computer-based training module 

and patient acuity tool.   

Do: keeping families together. Development of a patient-acuity tool that is feasible and 

evidence-based should take six months. At the same time, a computer-based training module 

should be developed and added to the previous computer-based training modules described 

previously in this chapter. Critical care, labor and delivery, and postpartum staff should trial the 

computer-based training. As mentioned before, staff should be given a month to complete the 

computer-based training module and should be paid for the time spent completing it. 

Additionally, a new hospital policy guideline relating the change in breastfeeding support 

provided to mothers stationed in units outside of the women’s services areas should be created 

during this same time as well. After that, a time period of six months should be dedicated 

towards the implementation of these interventions and all appropriate pre-intervention and post-

intervention data should be collected. During this time, any problems and unexpected 

observations should be documented, and information regarding costs associated with developing 

the computer-based module, the patient acuity tool, and the additional breastfeeding resources 

should be assessed.  

Study: keeping families together. After the completion of the implementation period, 

data from the unit patient satisfaction survey should be analyzed statistically to determine 

whether or not there was a difference in satisfaction scores between the two groups. 

Act: keeping families together. After data analysis, any adaptations to the patient acuity 

tool, computer-based training module, or new hospital guideline should be made, and data 
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collection should be continued. If no changes were indicated, the data collection should be 

implemented on a larger scale, unless there was not a statistically significant difference in 

satisfaction scores among fathers who received the interventions and fathers who did not. 

Adoption of the interventions on a larger scale should include permanent implementation of the 

breastfeeding support hospital guideline, as well as permanent use of the patient acuity tool.  

Strengths/Limitations and Recommendations for Future Research 

 Strengths of these evidence-informed best practices included a thorough review of the 

literature in this area of study, which did identify the needs of fathers during childbirth and areas 

that were lacking in current childbirth practices. However, it was limited by the lack of 

quantitative data regarding interventions that can be utilized to help improve the experiences of 

fathers during childbirth. Alternatively, it is not clear whether these proposed interventions are 

generalizable to the entire population of fathers, due to the scarcity of research. It is also hard to 

verify whether these proposed interventions are feasible, realistic, and effective to implement due 

to the lack of research in this area. In future, more research should be conducted on the long-term 

emotional impact of childbirth on fathers, the effectiveness of male-oriented antenatal education 

courses, and about factors surrounding childbirth that might impact fathers’ satisfaction with the 

experience.  

Summary 

 In summary, the purpose of this paper is to develop an evidence-informed best practice 

protocol for improving the experiences of fathers present during childbirth. Historically, fathers 

were sometimes not present during the births of their children for several reasons, some of which 

included fear of infection, detraction from physician autonomy, and the strong female support 

system during childbirth. However, childbirth moved into the hospitals and partners of pregnant 
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women eventually were included more often during the labor and delivery of their children 

(Leavitt, 2010). The father’s presence during childbirth was found to promote better health 

outcomes for both mother and child (Brandao & Figueiredo, 2012; Poh et al., 2014). Despite this 

benefit, many fathers report feeling out of place, uninvolved, uninformed, and without a clearly 

defined role (Brandao & Figueiredo, 2012; Inglis, Sharman, & Reed, 2016; Longworth & 

Kingdon, 2011). Thus, best practices for the inclusion of fathers in the child-birthing process 

should include male oriented antenatal education, the encouragement and support of labor and 

delivery staff, information provided to fathers about the progress of birth and long-term effects 

of birth complications, and the maintenance of the family unit when possible. 
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Table 2 

Summary of Recommendations 

 

Intervention 

 

 

Aspects 

 

 

Male-oriented 

antenatal 

education   

 

Includes a soothing, preferably male instructor that will provide 

information on birth complications, common interventions, and ways that 

fathers can assist their partners during childbirth. Outside resources such 

as websites and books will be provided, and classes will be shorter with 

information focusing on the needs of fathers.  

 

Computer-based 

training modules  

 

Will include modules about ways labor and delivery staff can support 

fathers, techniques providers can use to keep fathers informed, and 

information regarding the importance of keeping the family unit together 

and providing breastfeeding support to new mothers outside postpartum 

units. Support techniques for fathers 

 

 

Fact sheet  

 

Details ways fathers can support partners and includes brief information 

about birth complications and interventions 

 

 

Patient acuity 

tool  

 

Used once a shift for mothers who were transferred to post-operative or 

intensive care units following emergent situations during childbirth. 

Determines stability of mother’s condition for transfer. Allows for earlier 

reunion of the family unit 

 

 

Breastfeeding 

support  

 

Includes automatic breastfeeding consult for mothers outside postpartum 

units. Breastfeeding consult may include a visit from a lactation consultant 

or postpartum nurse or the provision of a phone number for a 

breastfeeding support line 
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Appendix A 

Table 3 

Table of Evidence 

 

Author(s) and 

Date 

 

 

Objective 

 

Design, sample, setting 

 

Findings 

 

Strengths and Weaknesses 

 

Level of 

Evidence 

 

Longworth & 

Kingdon 

(2011) 

 

To examine the 

importance and 

meaning that 

fathers placed on 

their involvement 

and presence 

during the birth of 

their children 

 

Design: qualitative 

design, Heideggerian 

phenomenological, in-

depth, semi-structured 

interviews  

Setting: England  

Sample: 11 fathers  

 

4 themes – 1) fathers felt 

disconnected from partner’s 

pregnancy and labor, 2) were located 

on the edge during the delivery, 3) 

felt less involved in the decision-

making process, 4) believed that 

fatherhood begins at birth. Technical 

language used while hospitalized, 

but more personal after discharge 

 

 

Strengths: recorded and transcribed 

interviews, conducted by one 

researcher  

Weaknesses: time points of 

interviews inconsistent, hard to 

generalize.  

 

VI 

 

Brandao & 

Figueiredo 

(2012) 

 

To study the 

impact of the 

umbilical cord 

cutting process on 

the emotional 

involvement of 

fathers  

Hypothesis: 

Fathers may have 

increased 

confidence from 

participating in 

umbilical cord 

cutting process.   

 

 

 

Design: quasi-

experimental study with a 

quantitative methodology 

Sample/Setting: a 

convenience sample of 

105 fathers from 

Maternity Public Hospital 

in an urban city in 

Portugal (Jan 2008-May 

2008) 

 

 

One month postpartum, fathers who 

participated in the umbilical cord 

cutting process described a greater 

emotional involvement than they did 

at previous time points. Fathers who 

did not participate in the umbilical 

cord cutting process reported an 

increase in emotional involvement 

from before birth to after birth –  

like the other fathers –  but a 

decrease in emotional involvement 

one month postpartum. During 

deliveries with midwives, the fathers 

were more likely to be asked to cut 

the cord, which suggests that 

obstetricians are less likely to ask 

 

Strength: power analysis – large 

enough sample, validated 

instruments/questionnaires, Cronbach 

alpha 

Weakness: fathers with low SES. In 

this hospital, father participation low 

in comparison to other areas.  

 

 

II 
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fathers to cut the umbilical cord. one 

month postpartum. Midwives are 

well placed to help improve fatherly 

involvement during birth.  

 

 

Johansson, 

Rubertsson, 

Radestad, 

Hildingsson 

(2012)  

 

To examine factor 

related to a 

negative birth 

experience for 

Swedish fathers  

 

Design: mixed methods 

study, part of a large 

prospective longitudinal 

cohort survey 

Setting: a county in 

northern Sweden (both 

rural and urban areas)  

Sample: 827 fathers  

 

About half first-time fathers and half 

not. Majority aged 25-35, cohabiting 

with partner, high school education, 

Swedish. Repeat fathers – less likely 

to experience instrumental vaginal 

birth or emergency C-section.  

Positive experiences by 604 fathers, 

less positive by 212 (these more 

likely to have instrumental birth, 

emergency C-section, or baby in 

need of NICU, poor professionalism 

of staff [midwife presence in room, 

giving support as needed, such as for 

breastfeeding, lack of knowledge 

about procedure/equipment], lack of 

information, being ignored by 

staff/lack of respect/empathy for 

father,). Involvement key predictor 

of positive experience. Understaffed 

= bad. Instrumental/C-section births 

= more traumatic.  

 

 

Strengths: statistical analysis (chi 

square, logistical analysis), coding, 

large sample size. Admitted to 

limitations of study. Questions used 

in previous studies with women.  

Weaknesses: restriction of study 

sample (only Swedish fluent). Not 

validated questions  

 

IV 

 

Shibli-

Kometiani & 

Brown (2012) 

 

To examine the 

role of first time 

fathers during 

labor and birth, in 

addition to 

examining the 

cultural 

perceptions that 

accompanied 

childbirth within 

 

Design: 

phenomenological 

quantitative study 

Sample: eight fathers  

Setting: Nazareth Israel 

 

 

 

 

 

 

 

Father’s presence necessary for 

support of partner, cultural/social 

values shaped 

perceptions/experiences, antenatal 

prep helped promote positive 

childbirth experience, fathers took 

witness, teammate, coach role (or 

combination), father’s experience 

was affected by quality of care, 

helplessness and fear due to lack of 

preparation and midwife instruction  

 

Strength: representative sample, use 

of themes, prolonged engagement 

with data, researcher understood 

group culture, peer debriefing 

Weakness: does not state name of 

hospital – completely skips over 

where the fathers come from and does 

not even describe the hospital/area, 

moves right into methods, no 

limitations of study 

 

VI 
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setting of 

Nazareth, Israel 

 

 

 

Snowdon, 

Elbourne, 

Forsey & 

Alfirevic 

(2012)  

 

 

To analyze how 

women and their 

partners perceive 

postpartum 

hemorrhage 

 

 

Design: qualitative; in 

depth interviews, 

interpretive 

phenomenological  

Setting: two UK hospitals 

between September 2006 

– January 2007 

Sample: 9 women and six 

partners who had suffered 

from PPH in the UK 

 

 

Both women and partners had a 

desire to understand what had 

happened. Communication 

difficulties (frustrating long term) 

and disempowerment and 

information-deprivation. PPH 

information sheet would have 

helped, according to one father. 

Fathers felt forgotten. Mothers did 

not understand what had happened 

to them.  

 

 

 

Strengths: obstetrician wrote to 

women who met the research criteria. 

Recorded and transcribed interviews.  

Weaknesses: some interviews on their 

own, some with male partners.  

 

 

VI 

 

Steen, Downe, 

Bamford, & 

Edozien 

(2012) 

 

To create a 

metasynthesis 

analyzing the 

experiences of 

fathers regarding 

maternity care in 

“high resource 

settings 

 

Design: qualitative 

metasynthesis 

Sample: 23 studies 

looking at the father’s 

experience with maternity 

care  

Setting: 9 countries (UK, 

Australia, Sweden, USA, 

Japan, Taiwan, South 

Africa, Finland, New 

Zealand).  

 

Fathers felt mixture of emotions – 

conscious of general risks of 

pregnancy/birth, uncertainty about 

norms of process, fear/frustration 

about unknown. Felt excluded from 

pregnancy/birth, underwent conflict 

between expectations and reality of 

life during this transition. Support 

issues – fathers desired support and 

wished to support partners. Little 

support from maternity staff/other 

fathers.   

 

Strengths: many articles in their 

review, lots of quotes to support their 

arguments/themes, most of their 

studies used similar qualitative 

methods (but not all similar, so this 

can be a weakness as well), clear 

tables, two stage approach to address 

quality (graded system), they 

addressed the fact that twice as many 

of their studies came in 2006-2010 

Weaknesses: they didn’t list any 

limitations of their research, the 

methods used in the studies are not all 

the same  

 

 

V 

 

Stramrood, 

Doornbos, 

Wessel, van 

Geenen, 

Aarnoudse, 

van den Berg, 

 

To analyze risk 

factors for PTSD 

and depression of 

fathers involved in 

pregnancies 

involving preterm 

 

Design: longitudinal 

study; questionnaires  

Setting: Females recruited 

from obstetric clinic of 

University hospital in the 

Netherlands (3-year 

 

Higher paternal age = correlated 

with more PTSD/depression 

symptoms  

No correlation between these two 

conditions and PTSD/depression. 

 

Strengths: detects limitations of other 

studies within this same field of 

research. Defined conditions (PE and 

PPROM). Statistical analysis of data. 

Longitudinal design, population that 

has not been often researched.  

 

IV 
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Schulz & van 

Pampus (2012)  

preeclampsia and 

preterm premature 

rupture of 

membranes 

(PPROM) 

period). Control group 

from community 

midwifery practice by 

means of posters.  

Sample: 85 partners; 34 

were control, 51 partners 

of patients with PE or 

PPROM.  

Similar rates among men and 

women postpartum.  

Primiparity and C-section more 

common with PE women than 

PPROM women. Within-couple 

response similar.  

Weaknesses: PTSD self-report 

questionnaire only validated in non-

pregnant population, as well as the 

depression inventory. Sample of 

partners small. Attrition rate could 

have skewed results because people 

who dropped out had more PTSD 

symptoms than partners who 

participated throughout the study. No 

baseline measurement. Did not use 

Edinburgh Depression scale 

(postnatal, postpartum scale) that is 

approved for use in males.  

 

 

Hildingsson, 

Karlstrom & 

Nystedt (2013) 

 

To compare 

instrumental 

vaginal births with 

spontaneous 

vaginal births with 

regards to birth 

outcomes and 

parents’ feelings  

 

Design: survey, 

questionnaires. One part 

of a longitudinal cohort 

study.  

Setting: region situated in 

the middle-north part of 

Sweden. Three hospitals 

in this region.  

Sample: letters sent to 

parents attending 

ultrasound examination at 

all three hospitals. 

936/1242 mothers and 

842/1112 fathers. 

Majority 25-35 yrs, 

cohabiting, Swedish 

origin. Women slightly 

more educated than men 

and slightly under half 

expecting first baby.  

 

81% of primiparous women in 

instrumental vaginal birth. Common 

reasons for instrumental birth = 

maternal exhaustion or dystocia or 

poor fetal positioning, fetal 

asphyxia. Women in this group, 

more often diagnosed with 

prolonged labor and more often 

“augmented” with Pitocin. More 

than twice likely to report 

complications -> perineal ruptures, 

bleeding complications, placenta 

removal. Experienced labor pain 

more negatively despite higher 

epidural use. Parents with this kind 

of birth = more likely to have 

mixed/negative feelings than SVD. 

Fathers = feelings of panic. Mothers 

considered not having additional 

kids. Chances of neg birth 

experience even higher with fathers. 

Harder for fathers to adopt teammate 

or coach role. Fathers found it more 

traumatic.  

 

 

Strengths: fairly large sample size, 

inclusion of both genders.  

Weaknesses: findings only limited to 

region. Exclusion of non-Swedish 

speaking parents. Observation design, 

wide confidence intervals. Bias due to 

attrition rate (because longitudinal 

study) 

 

IV 
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Lindberg & 

Engstrom 

(2013)  

 

To explore 

fathers’ 

experiences during 

complicated 

childbirths  

 

Design: qualitative 

approach consisting of 

individual interviews 

using a semi-structured 

interview guide with open 

ended questions  

Setting: ICU and 

maternity ward of 

hospital in northern 

Sweden 

Sample: purposive 

sample of eight fathers  

 

When invited to participate in care 

of partner and child, they felt like 

part of the family. Not feeling 

informed. Helplessness because they 

couldn’t do anything. Fathers took 

their cues from delivery staff; if 

delivery staff frustrated, fathers 

noticed. Delivery staff used term 

“catastrophic cesarean section” 

which alarmed fathers. Were not 

invited into OR and was left behind. 

Fathers who were kept informed 

experienced less stress and waiting 

for OR results was a stressful time. 

Fathers invited to OR felt better 

about being included. Some did not 

want to be informed during the 

operation because they wanted the 

staff to focus on their partner. 

Fathers torn between partner and 

child. Postop unit not very 

supportive and ignorant about 

breastfeeding. After discharge, 

wanted number or someone to call 

for additional info.  

 

 

Strengths: “Interviews rich in 

content.” Findings correlate with 

current research. Bracketing used. 

Use of quotes.  

Weaknesses: interviews occurred 1.5-

3 months after childbirth and ICU 

stay. Not all fathers were first time 

fathers.  

 

VI 

 

Hinton, 

Locock & 

Knight (2014)  

 

To explore “near 

miss events” and 

their impact on 

partners  

 

Design: qualitative study, 

narrative interviews 

Setting: United Kingdom  

Sample: 35 women, 10 

male partners, one lesbian 

partner that suffered a 

life-threatening obstetric 

emergency. Maximum 

variation sample.  

 

Powerlessness and exclusion on part 

of partners. Support important, as 

was clear communication. Long 

term emotional effects: depression, 

flashbacks, post-traumatic stress 

disorder months and years post-

event. Little support available. 

Shock of seeing partner in such an 

ill state (transferred to ICU) while 

also having to care for baby 

(splitting up time).  

 

Strengths: recorded and transcribed 

interviews. Focused on experiences of 

partners (which can be rare). Tried to 

reach minority group by translating 

recruitment packs into Bengali. Broad 

socio-economic diversity. Interview 

lasted between 1-3 hours. Thematic 

analysis. Lesbian partner included. 

Variety of years after near miss event 

(recently happened to years ago).   

Weaknesses: Partial info from 

interviews because women 
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Causes of events included: uterine 

rupture, hemorrhage, hemorrhage 

and hysterectomy, placenta previa, 

placenta percreta, placental 

abruption, amniotic fluid embolism, 

pulmonary embolism, pre-

eclampsia, HELLP syndrome, 

septicemia, other (appendicitis, 

failed intubation).   

Support from medical staff/family. 

Medical staff, in one case, made sure 

the partner was with someone during 

emergency. Comfort from medical 

staff important = stillborn baby. 

Oftentimes, fathers left without any 

news and if they received news, it 

was very medicalized. One father 

received a vasectomy to make sure 

he doesn’t go through it again 

(“most stress I’ve ever been under”). 

One father diagnosed with PTSD 

and depression but had a horrible 

response from his GP telling him to 

basically buck up.  

 

unconscious or partner not present 

during interventions/procedures. 

Interviews with sample conducted 

years after near miss event = recall 

bias. Mostly white British people.  

 

Li Poh, Lin 

Koh, Seow, & 

He (2014) 

 

To focus on the 

experiences and 

needs of first-time 

fathers during 

childbirth in 

Singapore 

 

Design: descriptive 

qualitative 

Setting: tertiary hospital 

in Singapore Sample: 

purposive sample of 16 

first time fathers aged 

>21 years old who 

accompanied their wives 

throughout pregnancy and 

childbirth were recruited 

1-3 days post birth.  

 

 

Emotional changes experienced 

(positive and negative), adoption of 

specific behaviors to help 

themselves through birth/pregnancy, 

support from multiple avenues, 

recommendations for maternity care 

(review of antenatal classes, more 

information regarding the birth, 

professional support)  

 

Strengths: mentions data saturation, 

codes, reflexivity of researcher, 

member checking, tried to have a 

representative sample, hypothesized 

about potential cultural difference 

Weaknesses: trouble understanding 

quotes – language barriers? Single 

site sample, all couples legally 

married, possible recall bias because 

their wives had already given birth,  
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Johansson, 

Fenwick, 

Premberg 

(2015).   

To gain a deeper 

understanding of 

the experiences of 

fathers during the 

birth of their child 

Design: Qualitative meta-

synthesis 

Sample: 120 fathers with 

experiences of their 

partner having a 

spontaneous vaginal, 

assisted, or surgical birth 

Setting: eight studies 

conducted in England, 

Malawi, Nepal, Sweden 

Many fathers wanted to be involved 

in birth, some pushed into 

involvement during birth, fathers 

wanted to be valued and 

acknowledged, fathers grew more 

anxious if mother exhibited signs of 

pain, fathers had trouble controlling 

emotions, especially if 

complications arose. Risk of 

complication worried fathers, but 

positive emotions came once baby 

was born. Antenatal preparation 

helped. Midwife suggestions helped.  

 

Weakness: Few of the studies used 

same qualitative methods. Looked at 

notion of validity mentioned in 

articles. Only studies in English used.   

Strength: Assessed for quality using 

criteria from Walter and Downe, used 

direct quotes for “rich description.” 

Descriptive tables of included studies 

and analysis tables to ensure 

trustworthiness and credibility. No 

“grey literature.”  

 

Johansson & 

Thies-

Lagergren 

(2015) 

 

To determine how 

birth position may 

affect the 

experiences of 

fathers during 

child birth 

 

Design: mixed method 

study; online 

questionnaire; nestled 

within RCT about birth 

position 

Setting: Sweden 

Sample: 221 Swedish 

fathers  

 

Most common birth position during 

spontaneous vaginal delivery was 

the birth seat position. Fathers with 

this birth position more likely to 

deem this birth position as positive 

as opposed to other birth positions. 

Upright positions were also deemed 

to be more positive, comfortable, 

and powerful compared to horizontal 

positions. Fathers with partners with 

upright birth positions also deemed 

the second stage of labor to be more 

rapid compared to horizontal birth 

positions.  

Important to receive info about birth 

process, felt more safe/secure. 

Presence of midwife appreciated. 

Changing of staff also commented 

by fathers. Some took it as a 

positive, others negatively since they 

did not have an opportunity to build 

trust in the new midwife. Strains on 

birth experience – horizontal birth 

position, instrumental birth, 

prolonged time for labor/birth, labor 

 

Strengths: pre-tested questionnaire for 

understanding; closed and open-ended 

questions; statistical analysis; coding 

of questionnaire 

Weaknesses: fathers responded to 

questionnaire online -> certain 

population will respond to this (study 

found that fathers more often aged 

25-35, living with spouse, 

elementary/high school education, 

planned pregnancy, Swedish origin). 

Long time span between birth of child 

and receiving questionnaire. Low 

response rate. Fathers not questioned 

about previous children.  
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pain, complications of birth. 

Vacuum births – fathers grateful that 

baby came “natural way.” Length of 

birth – prolonged bad because made 

fathers worried. Rapid births 

generally seen as more positive, 

although one father said less time for 

discussions. Labor pain = fathers 

helpless, tense, uncomfortable. 

Strain for fathers – labor dystocia, 

spouse lost blood after birth, 

newborn resuscitation. Prep 

involving relax/breathing necessary. 

Fathers wanted more involvement 

but good participation on birth seat.  

 

 

Mbalinda, 

Nakimuli, 

Nakubulwa, 

Kakaire, 

Osinde, 

Kakande & 

Kaye (2015)  

 

To document 

male’s perceptions 

of obstetric 

complications  

 

Design: 

phenomenological study; 

narrative interviews 

occurred 4-12 months 

after traumatic childbirth 

events  

Setting: rural Uganda  

Sample: 25 male partners 

of women with severe 

obstetric morbidity. 

Sample identified through 

spouses who were 

recruited in previous 

study. Maximum 

variation sampling to 

represent different 

demographical groups 

(age, education, SES, 

relationship).  

 

Partners of women who experience 

traumatic childbirth events are 

affected by the birth.  

Men reported losses r/t traumatic 

childbirth: finances, fears/worries, 

death of newborns, time. 

Expectations of the births did not 

meet with reality, leading to distress. 

Powerlessness, exclusion. Providers 

made decisions, not the fathers. 

Experience of baby in NICU and 

sick mom was the most distressing. 

Communication from health care 

staff appreciated, but not if it 

contained medical jargon. Acts of 

support from community. Lack of 

explanation from health care staff 

about the long-term effects of 

childbirth complications. Costs of 

hospital stay, drugs.  

 

 

Strengths: the interviews were 

conducted months after birth, when 

spouses not undergoing healthcare; 

interviews conducted more than once 

to assess for inconsistencies in 

perspectives  

Weaknesses: study design could have 

caused bias because the researchers 

were health care providers; interviews 

conducted months after birth (recall 

bias)  

Second interview 3-6 months after 

first interview. Recorded interviews. 

Thematic analysis.  
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Smyth, Spence 

& Murray 

(2015)  

To understand 

fatherly views on 

antenatal 

education and its 

effectiveness  

Design: systematic 

(literature) review  

Setting: setting unknown 

Sample: 13 papers 

included   

Databases used: 

MEDLINE, Maternity 

and Infant Care, 

Cochrane Library of 

Controlled Trials, 

Embase, CINAHL Plus  

Men outnumbered. Men 

uncomfortable raising concerns. 

Men only classes = men more 

satisfied. Intervention group (men 

only classes) more satisfied with 

birth experience compared to control 

group.  

Men on periphery because focus on 

women’s needs and physical 

disconnect with pregnancy. Men 

anxious about the birth experience 

and how they would cope, but 

antenatal education had reduced 

anxiety, increased confidence, more 

positive experience. One study 

showed that antenatal prep did not 

prepare them, so fathers w/o 

antenatal prep are even worse 

prepared. Possible complications of 

birth = education needed. Prep now 

is helpful but still not adequately 

prepared. Men receive info from 

partners/literature/internet -> seen as 

valuable as antenatal education 

class. No way to evaluate 

effectiveness of antenatal classes. 

Men want to practically support 

partner. Specifically asked for info 

on labor, birth, and infant care -> 

areas where they can be active. 

Calm, soothing qualities of class 

leader valued over knowledge  

 

Strengths: talked about the cost-

benefit analysis of men-only classes. 

Talked about implications for 

midwifes and midwifery research. 

Two author reviews, thematic 

synthesis.  

Weaknesses: Small sample of men 

who attended men only classes. Did 

not address demographical 

differences between sample. Don’t 

know where studies included in 

review were conducted.  

Possible intervention: assessment of 

men’s needs and preferred learning 

styles.  

 

Zwedberg, 

Bjerkan, 

Asplund, 

Ekeus & 

Hjelmstedt 

(2015) 

 

To analyze 

father’s 

experiences of a 

vacuum extraction 

birth.  

 

Design: qualitative semi-

structured interview study  

Setting: Stockholm, 

Sweden 

Sample: 10 fathers who 

witnessed their partners’ 

 

Main theme ‘affected but helpless’ = 

change in role to being involved to 

being an observer (due to being so 

strongly affected he couldn’t support 

his partner or the rapid nature of a 

VE birth).  

 

Strengths: talked about data 

saturation, coding  

Weaknesses: no specific sampling 

method – just called the first fathers 

on the list who met the requirements. 

Informal interviewing style – are they 
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vacuum extraction birth 

from two university 

hospitals in Stockholm, 

Sweden 

Some fathers were kept informed, 

but professionals held back info or 

were not honest or gave false hopes. 

Fathers resorted to interpreting body 

language of providers. The VE 

procedure decision was made solely 

by professionals and room became 

suddenly crowded with staff. Fathers 

tried to stay calm for mothers 

despite being anxious. Conflicting 

emotions about VE procedure and 

VE procedure felt chaotic. Felt 

traction was violent and were 

surprised by the marks by VE. No 

remaining anxiety after delivery. 

One father wanted a CS next time. 

Fathers had more concerns about the 

pain than the VE. Another Swedish 

study showed that adequate pain 

relief during VE is lacking. 

asking the same questions of the 

participants? All interviews 

conducted after one month of the 

delivery.  

 

Eggermont, 

Beeckman, 

Van Hecke, 

Delbaere, 

Verhaeghe 

(2016)  

 

To identify 

fatherly needs 

during childbirth, 

assess whether 

these needs were 

fulfilled by 

midwives and 

pinpoint variables 

related to these 

needs 

 

Design: cross-sectional 

study. Questionnaire  

Setting: two Belgium 

maternity wards 

(medical-led model as 

opposed to midwifery 

model)  

Sample: consecutive 

sampling; 72 fathers with 

newborns who had 

attended a vaginal birth 

within the two maternity 

wards  

 

Fathers had a need for information. 

Received some information that they 

didn’t need (like about the process 

of birth). Education played a role in 

predicting need for information 

about child birthing process. 

Multiparous fathers did not need 

tour of delivery room, but first-time 

fathers did. Married couples 

required less information about 

physical and emotional support 

whereas cohabiting couples did. 

Information needs are more 

important than experience or 

involvement. This questionnaire 

targeted general information 

regarding the beginning of labor, as 

compared to other studies.  

 

 

Strengths: identified the need for a 

study conducted in a medical-led 

model. Numerous statistics run. 

Divided sample into primiparous and 

multiparous.  

Weaknesses: small sample size, don’t 

know if partners helped complete the 

questionnaire, only surveyed vaginal 

birth fathers  
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Elmir & 

Schmied 

(2016) 

 

To conduct a 

meta-ethnographic 

synthesis of 

fatherly 

experiences of 

complicated, 

possibly traumatic 

births  

  

Design: meta-

ethnographic synthesis  

Setting: databases 

searched included 

CINAHL, Scopus, 

PubMed and PsycINFO 

with Full Text.  

Sample: eight qualitative 

studies (UK, Japan, New 

Zealand, Sweden) with a 

total of 100 participants 

ranging from 19-50 years 

old  

Inclusion criteria: men’s 

experiences of 

complicated births (C-

section or another 

obstetric event). 

Qualitative or mixed 

methods designs.  

 

 

4 themes identified. 

‘The unfolding crisis’ – unexpected 

birth complication or adverse event; 

men’s various emotions; anxiety 

increased if asked to leave the room; 

sense of relief when C-section over 

and baby born 

‘Stripped of my role: powerless and 

helpless’ – fathers wanted to be 

actively involved but were passive 

observers 

‘Craving information’ – lacked 

information, even 

miscommunications between health 

professionals and fathers, no live-

saving decisions given to father to 

decide 

‘Scarring the relationship’ – 

relationship with partner after birth. 

Hard to receive support from others 

and finger pointing amongst the 

couple about the birth. Decline on 

sexual relationship.  

‘Unresolved feelings: I’ve had 

nightmares’ – nightmares, 

flashbacks about the birth. No 

opportunity to talk about the birth 

and feelings unresolved.  

 

 

Strengths: defined birth trauma as “an 

event where the person experienced, 

witnessed, or was confronted with 

event or events that involved actual or 

threatened death or serious injury, or 

a threat to physical integrity of self or 

others.” Quality appraisal. Great use 

of outside sources for background 

information about fathers’ 

experiences during childbirth. 

Weaknesses: no mention of cultural 

influences on fathers’ experiences, 

despite the studies taking place in 

different countries.  

 

IV 

 

Inglis, 

Sharman & 

Reed (2016) 

 

To examine the 

experiences of 

fathers after 

witnessing 

childbirth trauma 

 

Design: qualitative 

methodology using semi-

structured interviews and 

reporting of qualitative 

questions administered in 

online survey 

Setting: Australian 

University or Skype 

 

Participants felt like they were on 

the sidelines during all aspects of 

birth, felt unprepared and out of 

control, fathers not kept informed 

about progress of partner/child, 

traumatic experience left lasting 

impact, focus for support on 

mothers, not on fathers.  

 

Strengths: validated questions, 

inclusion of specific questions used in 

appendix A, good way of preventing 

bias – researcher had no children of 

his own, coding, another person 

ensured validity of themes, identified 

key problems with midwives, citing a 

source, specific recommendations, 
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Sample: sixty-nine 

responded to survey and 

seven were interviewed 

(fathers) 

they listed it as a strength that they 

didn’t define trauma 

Weakness: fathers recruited on online 

social media forums and it was their 

own perception of whether or not it 

was traumatic, fathers could report at 

any time past child’s birth, even if it 

was years ago – recall bias, self-

reported demographic study (online – 

do they tell the truth?), fathers may 

not feel comfortable discussing sex 

lives with researchers, which could 

have been affected by the birth, 

unclear whether or not fathers were 

first time fathers or not, sample was 

same ethnicity, relatively same SES.  

 

 

Ledenfors & 

Bertero (2016)  

 

To describe new 

fathers’ 

experiences of 

childbirth  

 

Design: qualitative 

interview study using 

thematic analysis  

Setting: county located in 

middle of Sweden (both 

urban and rural)  

Sample: sample recruited 

via posters displayed on 

maternity wards, child 

welfare centers, open day 

nurseries in south east 

Sweden. Published on 

author’s Facebook pages.  

 

Main theme: transformative 

experience – new people, new 

experience, life will change 

Subthemes: preparing for childbirth 

– bags packed, hospital route, 

mental preparation, talking to others 

feeling vulnerable in a new situation 

– no frame of reference, insecurity 

about childbirth, not having 

sufficient info can feel like an 

outsider/inadequate, fear, being 

confirmed as part of a unit – try to 

be part of the process because they 

didn’t know how important they 

would be for their partners, own 

needs are set aside and they need 

something to do to assist, need 

guidance from midwife, meeting 

their child for the first time – 

stronger feelings than they could 

have ever imagined, experience 

could be different than they prepared 

 

Strengths: coding. Acknowledged 

weaknesses and identified future 

areas of study and suggestions for 

midwives.  

Weaknesses: shared on the internet. 

Small sample. Fathers went through 

birth at same hospital.  
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for, could be in shock, baby could 

look different than what they 

imagined (more dirty than they had 

imagined).  

 

 

 

Zerach & 

Magal (2016)  

 

 

To explore PTSD 

and anxiety 

symptoms in men 

who witnessed the 

birth of their first 

child 

 

 

Design: longitudinal 

study  

Setting: birth related 

websites and 

communities, Israel  

Sample: 171 Israeli men  

 

 

Stress during the birth and anxiety 

sensitivity were correlated with 

PTSD following the birth. Men with 

high anxiety symptoms may be more 

prone to PTSD postpartum.  

Anxiety sensitivity composed of fear 

of physical disease, fear of social 

concerns, and fear of mental 

incapacitation. The fathers whose 

partner had to undergo an 

emergency C-section reported more 

PTSD symptoms. Assisted deliveries 

= higher level of anxiety symptoms. 

Rates of postpartum PTSD in fathers 

are fairly low. Men who had 

negative life events before the birth 

experienced less anxiety symptoms 

after the birth.  

 

 

 

Strengths: assessed during third 

trimester and one month after birth. 

Tested reliability of the measures 

used – Cronbach alpha. Assessed for 

other traumatic life events for 

confounding factors.  

Weaknesses: recruited over the 

internet, from a university for 

fulfillment of research requirement. 

Time frame – PTSD may take some 

more time to arise than just one 

month postpartum. Social desirability 

bias since men don’t want to be week. 

No control group of fathers who were 

not present at birth.  
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Appendix B 

Table 4 

Levels of Evidence Defined 

Level of Evidence Definition  

 

I 

 

Evidence from a systematic review of meta-

analysis of all relevant randomized controlled 

trials (RCT) 

 

 

II 

 

 

Evidence obtained from well-designed RCTs 

 

III 

 

 

Evidence obtained from well-designed 

controlled trials without randomization 

 

 

IV 

 

 

Evidence obtained from well-designed case 

control and cohort studies 

 

 

V 

 

 

Evidence from systematic reviews of 

descriptive or qualitative studies  

 

 

VI 

 

 

Evidence from single descriptive or 

qualitative studies 

 

 

VII 

 

 

Evidence from the opinion of authorities 

and/or reports of expert committees 

  

Note: Table created from information from Guyatt, G. and Rennie, D. (2002) as cited by Melynk, 

B.M. & Fineout-Overholt, E. (2011).  


