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ABSTRACT 
 

LINDA ANN MERRITT 

DETERMINING THE NEEDS OF FATHERS OF PREMATURE NEONATES 

MAY 2018 

Background: In order to practice true family-centered care in the NICU setting, a nurse 

needs to understand the perceptions and concerns of both parents of the neonate. 

Although research is emerging on fathers’ perceptions and experiences, researchers have 

not examined fathers’ needs with respect to sociodemographic factors and gestational age 

of neonates. The purpose of this study was to determine the needs of NICU fathers and if 

these needs differed based on sociodemographic factors and gestational age of neonates. 

Method: A quantitative, comparative, descriptive design was used to determine the needs 

of NICU fathers and to determine the needs of fathers with respect to differences in 

gestational age and type of hospital where the neonate was born. Additional analysis was 

conducted to determine if the needs differed based on education, income, gestational age, 

and whether the father preferred speaking English or Spanish and if these 

sociodemographic factors could predict needs. To determine these sociodemographic 

factors and needs, a demographic questionnaire and the NICU Family Needs Inventory 

was administered to 103 fathers who currently had a neonate one of six Level III NICUs 

in the Dallas/Fort Worth area. The final sample size was 99 fathers.  
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Results: Data were analyzed using independent sample t-test, one-way ANOVA, and 

multiple linear regression. The results showed that fathers reported a broad span of needs. 

In the written comments, fathers emphasized the importance of providing kangaroo care 

and receiving consistent information. Vulnerable populations ranked needs higher in 

assurance, proximity, and information as well as in most of the needs statements. 

Conclusions: These results emphasize the importance of the nurses’ role in assessing the 

needs of NICU fathers to practice true family-centered care. Further research on fathers 

and their needs is needed to support these findings.  
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CHAPTER I 

 
INTRODUCTION 

In the United States, 387, 805 neonates (9% of the total births) were born before 

37 weeks gestation in 2016 (Hamilton, Martin, Osterman, Driscoll, & Rossen, 2017). For 

these parents, the joy of having a child became a stressful experience when their child 

was admitted to the Neonatal Intensive Care Unit (NICU) (DeRouck & Leys, 2009; 

Hollywood & Hollywood, 2011; Lasiuk, Comeau, & Newborn-Cook, 2013; Linden, 

Paroli, & Doran, 2000). The parents are stressed over the appearance and behavior of the 

premature or sick neonate, the use of medical terminology and equipment, the potential 

their child may die, and the loss of control as a parent (Lefkowitz, Baxt, & Evans, 2010). 

Parents look to the NICU nurse for explanations about their child’s condition and any 

changes that may occur (Kowalski, Leef, Mackley, Spear, & Paul, 2006; Al Maghaireh, 

Abdullah, Chan, Piaw, & Kawafha, 2016; Reis, Rempel, Scott, Brady-Fryer, & Van 

Aerde, 2010). Nurses’ assumptions of NICU parent needs differ from what parents report 

their needs are, which can lead to increased parental stress and confusion (Aemi, Ahmadi, 

Reyhani, & Haghani, 2013; Latour, Hazelzet, Duivenvoorden, & van Goudoever, 2010; 

Vaškelyté & Butkevičiené, 2010; Ward, 2001). When nurses adapt to NICU parents’ 

needs, increases in parent-child interaction and bonding occur (Garfield, Lee, & Kim, 

2014; Guillaume et al., 2013). Interventions based on a philosophy, called family-
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centered care (FCC), can help nurses adapt to parental needs (Trajkovski, Schmied, 

Vickers, & Jackson, 2016). Family-centered care is defined as “an approach to healthcare 

that is respectful and responsive to individual families’ needs and values” (Davidson et 

al., 2016, p. 105). FCC has been shown to enhance parents’ knowledge of their child and 

decrease parental stress in the NICU (Brown & Talmi, 2005). However, to practice FCC, 

both parents need to be actively engaged in the daily care of their preterm neonate 

(Provenzi & Santoro, 2015).  

Problem of the Study 

Family-centered care interventions in the NICU are frequently based on 

incomplete information because the greater majority of the studies on parental needs 

focus more on the mothers’ experiences and needs than on fathers’ experiences and needs 

(DeRouck & Leys, 2009; Mahon, Health, Albersheim, & Holsti, 2015; Provenzi & 

Santoro, 2015; Provenzi et al., 2016; Walmsley & Jones, 2016). Among studies that 

examined parental needs in the NICU fathers comprise a small portion of the overall 

sample or they are not included (Alexander, 2011; Garten, Nazary, Metze, & Bührer, 

2013; Mahon et al., 2015). Researchers are starting to examine fathers’ experiences, but 

they are not identifying the perceptions and concerns that are important to fathers. Fathers 

represented in the literature on parental needs in the NICU are not from diverse 

socioeconomic, racial, and ethnic populations, causing a lack of ethnic and cultural 

diversity in the research (Mahon et al., 2015). Fathers’ perceptions and concerns may 

differ from the mothers (Mahon et al., 2015; Provenzi & Santoro, 2015) since research is 
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emerging that fathers and mothers have different experiences in the NICU and cope 

differently in the NICU environment (Candelori, Trumello, Babore, Keren, & Romanelli, 

2015; Hagen, Iversen, & Svindseth, 2016; Ionio et al., 2016; Provenzi et al., 2016; 

Walmsley & Jones, 2016). 

Fathers are often the first to visit the neonate in the NICU. The mother stays in the 

delivery room, regardless of the mode of delivery, to be closely monitored and recover 

from any complications of the birth (Arockiasamy, Holsti, & Albersheim, 2008; Kadivar 

& Mozafarinia, 2013; Martel, Millette, Bell, St Cyr-Tribble, & Payot, 2016). Often, the 

fathers accompany the neonate from the delivery room to the NICU (Martel et al., 2016; 

Provenzi & Santoro, 2015). Part of nursing care is to explain to the fathers what is being 

done to their neonate. At this critical time after birth, the father is worried about the 

recovering mother and his child’s condition and may not remember or comprehend the 

nurse’s teaching. In one study, fathers identified themselves as husband first instead of 

the father (Provenzi & Santoro, 2015). 

Research has shown that fathers can vividly recall the time their neonate spent in 

the NICU, calling this time traumatic and overwhelming (Alexander, 2011; Provenzi & 

Santoro, 2015; Thomas, Feeley, & Grier, 2009). They feel helpless, powerless, and 

overwhelmed by what is happening to their child (Lundqvist, Westas, & Hallström, 2007; 

Provenzi & Santoro, 2015). The loud and starling alarms frighten them, and they struggle 

to understand what all these alarms and machines mean (Pohlman, 2009). Fathers are also 
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scared of not only how their child looks but that they will harm their child just by their 

touch (Provenzi & Santoro, 2015; Sisson, Jones, Williams, & Lachanundis, 2015).  

Researchers have revealed that fathers of premature neonates may experience 

more stress than mothers (Mackley, Locke, Spear, & Joseph, 2010; Candelori et al., 

2015). However, in a primarily paternalistic culture, men are conditioned to show little 

emotion and maintain control under any circumstances (Pohlman, 2009; Kadivar & 

Mozafarinia, 2013). They tend to hide their feelings from the staff and the mother of their 

child, feeling that if they do show their emotions, it is not manly and will further upset 

the mother of their child (Pohlman, 2003; Candelori et al., 2015). They struggle with 

what they want to feel, what they are feeling, and what they perceive others are expecting 

their feelings and behaviors should be (Hugill, Letherby, Reid, & Lavender, 2013). 

Therefore, they may give the appearance of being in control and not physically stressed 

over the birth of their premature neonate. When the nurse does not assess their needs and 

assumes everything is okay, the nurse may not be cognizant of the fact that the father 

may be experiencing stress (Peterson, 2008). 

The majority of fathers return to work shortly after the neonate is born (Fidler, 

2002; Ireland, Khashu, Cescutti-Butler, van Teijlingen, & Hewitt-Taylor, 2016; Kadivar 

& Mozafarinia, 2013). Because of competing priorities, fathers may struggle to find a 

balance between work and their sick child. They feel they have to negotiate when they 

can visit their child, care for the family, and go to work (Kong, Cui, Qui, Han, Yu, & 

Guo, 2013; Sisson et al., 2015). When they do visit, fathers spend limited time at the 
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bedside due to these other obligations (Alexander, 2011; Peterson, 2008). On the other 

hand, fathers may actually welcome going to work because working is perceived as a 

source of relief from the stress of the NICU and allows them to regain their self-

confidence and competence (Provenzi & Santoro, 2015). Fathers have described the 

NICU as a hostile and unwelcoming environment for them (Marski, Custoido, Porto de 

Abreru, de Melo, & Wernet, 2016; Merritt, 2016). Fathers report that they feel like 

observers because the staff pays more attention to the mothers than to them (Sisson et al., 

2015; Marski et al., 2016; Merritt, 2016). This exclusion leads to distress and added 

feelings of isolation (Guillaume et al., 2013; Sisson et al., 2015). 

Fathers desire consistent information and explanations on their child’s condition 

so they can better understand the situation and participate in the role of the father (Marski 

et al., 2016; Pinelli, 2000; Provenzi & Santoro, 2015; Sisson et al., 2015). But during the 

day when the fathers are at work, they have to rely on updates and information from the 

mothers. When they visit in the evenings, the only healthcare professionals present on the 

unit are the nurses and healthcare providers on call who may not know their child’s plan. 

Hence, fathers may never have a chance to talk to the actual neonatologist or neonatal 

nurse practitioners who are coordinating the care and receive second-hand information 

(Ireland et al., 2016). If fathers feel they are not receiving support, their feelings of 

exclusion persist, which may lead to problems with bonding to the neonate and prolonged 

states of fear, anxiety, and exclusion (Provenzi & Santoro, 2015; Sisson et al., 2015; 

Walmsley & Jones, 2016). 
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Because of fathers’ unique needs, the NICU nurse needs to maximize the father’s 

time with his child and use appropriate support techniques so the father can have his 

needs met and bond with his child (Cockcroft, 2011; Merritt, 2016). Since fathers have 

needs that may vary per individual, a systemic way of assessing needs is needed 

(Cockcroft, 2011; Mahon et al., 2015). Understanding the needs of fathers will help 

nurses actively engage them in their care of their neonates (Provenzi & Santoro, 2015). 

By addressing the needs of fathers, the nurse will be able to treat the father with 

dignity and respect by honoring his perspectives and choices. The nurse can incorporate 

the father’s perspective and preferences into the neonate’s plan of care. Addressing 

fathers’ concerns may also help to address the mothers’ concerns as well and help the 

parents to function as a family by attending to the needs of all family members (Mahon et 

al., 2015; Provenzi & Santoro, 2015). 

Rationale for the Study 

Neglecting the needs of any parent in the NICU can have an impact on both the 

parents’ and the child’s future health. When parents feel the nurses are not addressing 

their needs, their level of stress and anxiety increase because they are unable to 

understand the NICU environment and participate in making decisions about their child’s 

care (Cleveland, 2008; Finlayson, Dixon, Smith, Dykes, & Flacking, 2014). The unmet 

needs and subsequent stress can lead parents to suffer long-term consequences, such as 

anxiety, depression, fatigue, sleep disturbances, and post-traumatic stress disorder (Busse, 

Stromgren, Thorngate, & Thomas, 2013; Kong et al., 2013; Lefkowitz et al., 2010; 
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Pinelli, 2000). This cluster of outcomes is now being called postintensive care syndrome 

(Davidson, Jones, & Bienvenu, 2012). However, when parental needs are met through a 

collaborative, nurturing relationship with the healthcare team, stress levels are reduced, 

and parents can interact with their child and bond with the child (Raiskila et al., 2016; 

Finlayson et al., 2014). Since the parents are able to interact with their child, they are 

more confident in parenting and become more knowledgeable about their child 

(Trajkovski et al., 2016). 

Premature neonates benefit from the parents being more confident and 

knowledgeable, not only in the NICU, but long–term as well (Bastani, Abdi, & Haghani, 

2015). Researchers have reported improvements in the overall health outcomes for 

neonates who had active parental involvement during the NICU stay (Trajkovski et al., 

2016). These outcomes include fewer behavioral stress cues, reduced length of stay, 

improved breastfeeding rates, and fewer neonatal hospitalizations (Bastani et al., 2015; 

Raiskila et al., 2016; Trajkovski et al., 2016; Umberger, Canvassar, & Hall, 2018). 

Researchers show that fathers also benefit from close interaction with their 

children. When fathers established the interaction early on, fathers became more familiar 

with their children and helped them to alleviate their worries (Fegran, Helseth, & 

Fagermoen, 2008). Fathers began to establish close relationships with their neonates, 

which increased fathers’ self-esteem and coping abilities. They began to feel valued and 

became more confident in interacting with their children (Fegran et al., 2008; Martel et 

al., 2016). The healthcare professional who is key to helping to establish this important 
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relationship is the bedside nurse. However, researchers have shown that nurses focus 

more on the mothers and marginalize the fathers’ role (Pohlman, 2009). But planning 

supportive interventions and welcoming fathers in the NICU increases their awareness 

and trust, thus reducing their stress and helping them to form a relationship with their 

children (Valizadeh, Mirlashari, Navab, Higman, & Ghorbani, 2018). For these benefits 

to occur, a better understanding of fathers’ needs is necessary, but research regarding the 

needs of fathers in the NICU is limited (Raiskila et al., 2016). 

Fathers being marginalized particularly by nurses is important because 

researchers have revealed that nurses are the parents’ best source of information about 

their neonates and are the ones who inform the parents about any important changes that 

occur (Franck & Axelin, 2013; Kowalski et al., 2006; Al Maghaireh et al., 2016; Reis et 

al., 2010). Thus, nurses are vital to providing the information parents need to be able to 

not only bond with their children but also to be able to participate in caring for their 

children (Griffin, 2006). An important component of sharing information is to recognize 

what parents need and respond appropriately to these needs (Cockcroft, 2011; Ward, 

2001). However, nurses are often focused on the clinical care of the neonate, and they 

neglect to assess or address the parents’ needs (Cleveland, 2008; Russell, 2011), 

particularly the fathers’ needs. Nurses can fail to understand what matters most to the 

parents, missing opportunities to establish their trust in the healthcare team and start 

building parents’ confidence in their abilities to take care of their children (Biasini, 

Fantini, Neri, Stella, & Arcangeli, 2012).  
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Nurses assume that they know what the needs of parents are, but researchers have 

shown nurses often interpret the needs of parents differently than the parents. There are 

often discrepancies regarding what nurses perceive parents need and what parents 

actually report as needs (Latour et al., 2010). When nurses fail to interpret what parents 

need, they fail to help parents meet these needs, which can interfere with parents’ abilities 

to learn how to care for their neonate (Ward, 2001). As previously mentioned, the 

majority of studies on parents in the NICU setting focus on mothers and their needs, and 

it is assumed that fathers have the same needs, even though their needs may be different 

than the mothers (Cockcroft, 2011; Mahon et al., 2015). Hence, fathers are not having 

their specific needs addressed. 

By assessing and addressing the needs of both parents, the NICU nurse 

establishes a trusting relationship with both parents, which leads to parental satisfaction 

(Butt, McGrath, Samra, & Gupta, 2013). Parental satisfaction is important to the financial 

security of the healthcare system. In 2012, the Centers for Medicare and Medicaid 

Services started reimbursing hospitals based on their scores of patients’ satisfaction, 

using the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAPS) 

survey, as benchmarks for reimbursement (Zamora, 2012). In 2013, hospitals started to 

receive incentive payments or bonuses based on how well they scored on various 

components of the HCAPS survey (U.S. Department of Health & Human Services 

(USDHHS) (2011). The survey includes questions relating to how well nurses 

communicate with patients and how responsive the staff of the hospital is to addressing 
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patient needs (USDHHS, 2011). Hence, it is imperative that the needs of fathers be 

addressed in the NICU setting, not only to improve neonatal outcomes and support the 

family, but also for the financial future of the healthcare system.  

Study Framework 

The framework guiding this proposed study will be the philosophy of family-

centered care (FCC). The philosophy of FCC is an approach to caring for an individual 

based on a partnership between the multidisciplinary team, the patient, and the patient’s 

family (Griffin, 2006; Institute for Patient and Family-Centered Care, n.d.; Malusky, 

2005). It consists of four core concepts. First, healthcare professionals treat families with 

dignity and respect by honoring the perspectives and choices of the family that is based 

on the family’s values, beliefs, and cultures. The families’ values and beliefs are then 

incorporated into delivering and planning care. Second, healthcare professionals share 

complete, accurate, and unbiased information with the family in a timely manner. Third, 

healthcare professionals encourage families to participate in the care of their family 

member at a level of their choosing and ability. Last, families collaborate with the 

multidisciplinary team, not only in the delivery of care of the patient, but also in 

developing policies and programs, designing facilities, and educating healthcare 

professionals (Dunn, Reilly, Johnston, Hoopes, & Abraham, 2006; Griffin, 2006; Griffin, 

2013). Researchers and consumers believe by implementing FCC that nurses can play an 

important role in improving patient care and outcomes because the family has played an 
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active role in providing emotional, social, and developmental support to the patient 

(Gooding, Cooper, Blaine, Franck, Howse, & Berns, 2011; Griffin, 2013).  

In the NICU, the patient is the neonate, but parents receive the information and 

make decisions about the neonate’s care. FCC, in the NICU, recognizes that the only 

constant in the neonate’s life is the parents; therefore, parents need to be equal partners in 

the neonate’s care (Cockcraft, 2011; Gardner, Voos & Hills, 2016a; Griffin, 2013; 

McGrath, 2005; McGrath, 2014). Care is shifted away from a task-oriented approach 

centering on the disease to one that is based on the neonate and parents in the context of 

empowering and advocating for the family (Gardner et al., 2016a; Gooding et al., 2011; 

McGrath, 2014). Nurses plan the care around the parents’ needs so that they can assume 

the role of being the sole and expert providers of their neonate’s care (Cockcroft, 2011; 

Gardner et al., 2016a; Griffin, 2013; McGrath, 2014). The aim is to help the parents cope 

with the anxiety of having a premature baby and promote parental well-being and self-

confidence in the parenting role (Cockcroft, 2011).  

When FCC is implemented in the NICU, parents experience a reduction in stress 

and have increased confidence in their ability as parents. They feel that the NICU 

environment is more welcoming and calming which allows them to feel comfortable to 

learn the skills they need to be their child’s advocate (McGrath, 2014). Parents feel more 

comfortable with their NICU experiences because nurses allow them to participate in 

their child’s care as well as have a say in the care their child receives. Also, the 
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attachment between the neonate and parents is enhanced, which results in better 

outcomes for them both (Dunn et al., 2006). 

However, with the research emphasis on mothers and their needs in the NICU 

setting, nurses can easily overlook the fathers and their needs (Lee, Wang, Lin, & Kao, 

2012; McGrath, 2014). When fathers feel the nurses are ignoring them, fathers think they 

are being left out of their children’s care, misunderstood by the nurses, and not receiving 

the support they need from the nurses (Cockcraft, 2011; McGrath, 2014; Pohlman, 2009). 

Fathers need to be given the opportunity to participate in the care of the neonate and be 

treated as an equal partner (Cockcroft, 2011). Research on fathers and their experiences 

in the NICU is increasing, but is still very limited, with homogeneous samples, and not 

based on gestational age (Mahon et al., 2015). A more in-depth understanding of fathers’ 

perceptions and concerns are needed in the NICU. By obtaining this understanding, the 

nurse will be able to provide true family-centered care in the NICU. The father will feel 

he has a voice and be able to care for and support the mother and child more effectively. 

Assumptions 

Polit and Beck (2017) define an assumption as “a principle that is accepted as being 

true based on logic or custom, without proof” (p. 720). The following assumptions have 

been identified for this study: (a) fathers experience stress when their child is born 

prematurely; (b) fathers’ experiences in the NICU setting differ from the mothers’ 

experience; (c) fathers want to participate in their child’s care; (d) Fathers want to be seen 

as equal partners in their child’s care; (e) fathers of premature neonates have different 
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needs than mothers of premature neonates; and (f) the needs of fathers need to be 

recognized in order to provide individualized care to fathers. 

Research Questions 

The purpose of this study was to determine what needs are important to NICU 

fathers and to determine the needs of fathers with respect to differences in gestational age 

and type of hospital where the neonate was born. Gestational age is grouped into two 

categories, 25 and 30 weeks (zero days) and 30 weeks (and one day) and 36 weeks. 

Hospitals are defined as publicly-funded hospitals and private hospitals. The research 

questions for this study were: (a) What needs are important to fathers in the NICU? (b) Is 

there a difference in the needs of fathers if the neonate is born between 25 to 30 weeks 

and zero days versus those born between 30 weeks and one day to 36 weeks gestation? 

(c) Is there a difference in the needs of fathers if the neonate is born in a publicly-funded 

versus a private hospital? I hypothesized that gestational age and type of hospital would 

affect the needs that fathers have because the more premature the infant is, the more 

critical the infant’s condition. Hospital type was identified as an important factor in 

assessing fathers’ needs because publicly-funded hospitals tend to serve lower-income 

patients who may have greater needs and fewer available resources. 
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 Table 1  

Definition of Terms 

Term Conceptual Definition Operational Definition 
Fathers’ Needs “an undesirable state of affairs, a necessity, and a 

deficit identified through a value judgment” (Endacott, 
1997, as cited in Ward, 2001) 

Fathers’ needs mean score calculated for each 
item and measured by using the NICU Family 
Needs Inventory (NFNI) scores. A mean score 
is calculated for each score. 
A mean score of 2.5 to 4 is considered 
important or very important (Nicholas, 2006; 
Ward, 1999). The top ten most important and 
ten least important statements are then 
examined for the number of needs identified 
per subscales of support, comfort, information, 
assurance, and proximity (Ward, 1999).  

Gestational age of 
neonate 

“number of weeks from the first day of the mother’s 
last menstrual period until the birth of the baby” 
(Campbell & Merritt, 2013, p.4) 

Gestational age of neonate as reported by 
father on the demographic sheet. Gestational 
age will be defined as between 25 and 30 
weeks (and zero days) and between 30 weeks 
(and one day) and 36 weeks (and six days) 
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Table 1  
 
Definition of Terms (cont.) 

 
Term Conceptual Definition Operational Definition 
Definition of 
Premature neonate 

World Health Organization (WHO) divided the preterm 
neonate into three groups. These groups are extremely 
preterm (less than 28 weeks), very preterm (28-32 
weeks) and moderate to late preterm (32 to 37 weeks) 
(WHO, 2017). The American Academy of Pediatrics 
(AAP) Committee on Fetus and Newborn further 
divides the moderate to late preterm into preterm (32-
33 weeks six days) and late preterm (34 to 36 weeks 
six days) (Engle, Tomashek, & Wallman, 2007). 

The neonate will be classified as premature 
based on the father’s report on the 
demographic sheet.  

Private Hospital “a facility that is funded through direct payments from 
patients and insurance providers and does not receive 
public money” (Wise Geek, 2015) 

Private hospital as reported on facility’s 
website 

Age “the amount of time during which a person has lived” 
(Age, n.d.) 

A father’s age as self- reported on the 
demographic sheet.  

Education “the knowledge, skill, and understanding that you get 
from attending a school, college, or university” 
(Education, n.d) 

A father’s educational level as self-reported on 
the demographic sheet. Level of education will 
be defined as less than 12 grade, 12th grade or 
GED, some college, College Degree or higher 
(Mundy, 2010; Nicholas, 2006; Ward, 1999). 

Ethnicity “a particular ethnic affiliation or group” (Ethnicity, 
n.d.) 

A father’s ethnicity as self-reported on the 
demographic sheet. Ethnicity will be defined as 
Caucasian, African-American, Hispanic, 
Native American, Asian, or Other (Mundy, 
2010; Nicholas, 2006; Ward, 2001). 
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Table 1  
 
Definition of Terms (cont.) 

 
Term Conceptual Definition Operational Definition 
Marital Status “a person’s state of being single, married, separated, 

divorced, or widowed” (Marital status, n.d) 
A father’s marital status as self-reported on the 
demographic sheet. Marital status will be 
single, married, divorced, or separated. 
(Mundy, 2010; Nicholas, 2006; Ward, 2001) 

Income “a gain or recurrent benefit usually measured in money 
that derives from capital or labor” (Income, n.d.) 

A father’s income level as self-reported on the 
demographic sheet.  Income levels will be 
defined as < $10,000/year, $10,000-
$20,000/year, $20,001-$30,000/year, $30,001-
$40,000/year, $40,001-$50,000/year, $50,001-
$60,000/year, >$70,000/year (Mundy, 2010; 
Nicholas, 2006; Ward, 2001) 

Previous Experience 
in the NICU 

previous experience of having a child in the NICU Father’s previous experience in the NICU as 
reported by father on the demographic sheet. 
Defined as yes or no (Mundy, 2010; Obeisat & 
Hweidi, 2014) 

Number of children the number of children a father has The father’s number of children as self-
reported on the demographic sheet 

Support group “a group of people with common experiences and 
concerns who provide emotional and moral support for 
one another” (Support Group, n.d.). 

Father’s report of a support group as reported 
by father on the demographic sheet 
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Table 1  
 
Definition of Terms (cont.) 
 
Term Conceptual Definition Operational Definition 
Open NICU “a multi-bed unit where a large number of infants 

receive care in a single room” (Stevens, Helseth, 
Thompson, Pottala, Akram Khan, & Munson, 2012, p. 
5) 

Open NICU as reported on facility’s website 

Closed NICU “rooms within the NICU analogous to private patient 
rooms elsewhere in the hospital that is designed to 
provide for the care of one or more infants from a 
single family” (Kohlberg, 2012 p. 11). 

Closed NICU as reported on  
 facility’s website 
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Limitations 

The factors that could be recognized as diminishing the generalizability and or 

conclusion of the study are described below. 

External Validity 

External validity refers to the degree that researchers can generalize the results 

beyond the sample of the study (Polit & Beck, 2017; Portney & Watkins, 2009). Threats 

to external validity could occur causing the researchers to draw incorrect inferences from 

the obtained data. The concern arises that over time and variations in population, settings, 

and conditions, the findings will not be true and they cannot be generalized (Polit & 

Beck, 2017). A threat to external validity in this study was reactivity of assessment. This 

threat may occur when participants are aware that they are being assessed and therefore, 

alter their responses. In different circumstances, their responses may have been different 

(Marczyk, DeMatteo, & Festinger, 2005). In this study, fathers may respond differently 

because they are being asked to rate their own needs, which is a novel experience for 

them. By having the fathers fill out the questionnaire anonymously, the researcher hoped 

to minimize this threat to external validity (Marczyk et al., 2005). 

Internal Validity 

Threats to internal validity are extraneous factors that have the potential to 

threaten the researcher’s ability to draw the correct conclusions about the data obtained in 

the study (Creswell, 2014). In this study, the internal threats are instrumentation, history, 

and selection. The first threat, the instrument, was not related to the characteristics of the 
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participants being studied but refers to the changes in the instrument that I made 

(Marczyk et al., 2005; Polit & Beck, 2017). The tool being used in this study was 

designed to meet the needs of NICU parents but was modified (with the author’s 

permission) to reflect the needs of NICU fathers more accurately. This modification 

could have affected the internal consistency of the tool. Therefore, a Cronbach’s alpha 

was computed, and the results are reported in the results section to acknowledge this 

threat to internal validity (Adams & Lawrence, 2015). 

History could have been a potential threat to internal validity as well. This threat 

can occur when events take place during the course of conducting research that might 

have an impact that is not foreseen on the study and may influence the responses of the 

fathers (Gray, Grove & Sutherland, 2017; Marczyk et al., 2005). I had no control over the 

NICU environment while the study was being conducted and what was happening on the 

individual units may have impacted the fathers’ responses. For example, the units may 

have been extremely busy, and the nurses may not have had the time to spend with the 

fathers, causing them to have more needs. On the other hand, the units may have been 

unusually slow, which allowed the nurses to spend more time with the fathers. In 

addition, premature neonates, due to their immaturity, can be stable one minute and then 

suddenly become unstable. A father could have witnessed this happening to another child 

or even have had it happen to his child, which could have affected his responses. Lastly, 

hospitals are concerned about the quality of care and patient satisfaction. Hence, hospitals 

may have been teaching staff about ways to improve patient satisfaction while the study 
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was being conducted. Therefore, I reported any changes that occurred in the facility or 

with the fathers during the study to acknowledge this threat to internal validity. 

Selection could be an additional threat to internal validity. This threat can occur 

when studies do not randomly assign participants to a group (Gray et al., 2017; Polit & 

Beck, 2017). In this study, a convenience sample was used with fathers. Since only one 

group is being studied and cannot be changed, the outcomes of the study could reflect 

differences in the group and therefore, not truly reflect the actual results (Marczyk et al., 

2005: Polit & Beck, 2017). This threat was minimized by obtaining samples from six 

different locations at various times (Adams & Lawrence, 2015). I obtained the sample 

from six different NICUs, over several months, in an attempt to minimize this threat to 

the study. In addition, I conducted statistical analysis to determine what may have caused 

the differences in my participants’ responses.  

Summary 

In summary, the birth of a premature neonate is a stressful event for any parent. 

The majority of studies on parental needs and experiences focused on mothers. Research 

is emerging that fathers have a different experience in the NICU than the mothers. 

Because research on fathers’ needs is limited, there is a gap in knowledge of the fathers’ 

perceptions and concerns. This lack of knowledge hinders nurses’ ability to incorporate 

fathers into the care of the child.  Research is needed to learn about fathers’ perceptions 

and concerns in the NICU. Differences in gestational age of the premature infant and 

socioeconomic status of the father may impact perceptions and concerns. The purpose of 
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this study was to determine the needs of fathers of premature neonates and the needs of 

fathers with respect to differences in gestational age and type of hospital where the 

neonate was born. The philosophy of family-centered care was the guiding framework for 

this study. 
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CHAPTER II 
 

REVIEW OF LITERATURE 

One in 10 neonates is born prematurely in the US The majority of these neonates 

are admitted to the neonatal intensive care unit (NICU) (Center for Disease Control and 

Prevention [CDC], 2017). The parents of these neonates enter a world that they never 

imagined existed (Pepper, Rempel, Austin, Ceci, & Henderson, 2012). Although 

numerous studies have been conducted on the parental experience in the NICU, the 

majority of studies focus on the mothers and their needs. Only recently has research 

begun to focus on the fathers; however, the focus has been their experiences of having a 

child in the NICU rather than the specific needs and concerns fathers have during their 

time in the NICU. This study intends to fill this gap that exists in the current literature. 

To understand the parental experience in the NICU, I will first define 

premature neonates and describe the complications that can occur as a result of premature 

birth. Then, I will present a brief overview of the NICU environment. I will compare a 

review of the literature on the parents' perceptions of their needs to nurses' perceptions of 

parents' needs. Lastly, I will discuss what is known about the experiences of the fathers in 

the NICU. 
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Premature Neonates 

A neonate is defined as a “newborn from birth through the first 28 days of life” 

(Campbell & Merritt, 2013, p.3). A premature neonate is one who is born before the 37th 

week of gestation, regardless of how much the neonate weighs (Campbell & Merritt, 

2013; Oshiro & Berns, 2011). When a neonate is born prematurely, the infant will require 

a prolonged hospitalization of weeks or months in the NICU (March of Dimes 

Foundation, 2017). The reason for this prolonged stay is a result of organ structures that 

are not completely formed and are not prepared to support the neonate in an extra-uterine 

environment (Behhram & Butler, 2007). For example, a neonate born between 28 and 30 

weeks lacks alveoli in the lungs and instead uses primitive alveoli and terminal 

bronchioles to breathe. Neonates born before 32 weeks lack surfactant, a substance 

secreted by the lungs that is necessary to keep the alveoli open (Behram & Butler, 2007; 

Gardner, Enzman-Hines, & Nyp, 2016b). The lack of these structures and substance 

cause problems in ventilation (Behram & Butler, 2007; Gardner et al., 2016b), which is 

defined as “the movement of air into the lungs” (Porth, 2015, p. 565). The problems with 

ventilation can lead to a condition called respiratory distress syndrome (Behram & 

Butler, 2007; Gardner et al., 2016b).  

To help premature neonates to breathe in the extra-uterine environment, various 

forms of mechanical ventilation may be used. These include: continuous positive pressure 

ventilation (CPAP), which improves lung compliance and helps the neonate breathe 

easier; conventional mechanical ventilation, which helps to correct problems in 
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oxygenation, alveolar ventilation, or respiratory effort; high-frequency ventilation, which 

uses smaller tidal volumes than conventional ventilators in order to minimize lung injury; 

and inhaled nitric oxide, which is a gas that acts as a selective pulmonary dilator, causing 

potent, selective, and sustained vasodilation of the pulmonary circulation (Gardner et al., 

2016b). Although these therapies can sustain the premature neonate’s life, they can also 

cause the complications. Ventilators can scar and injure the immature lungs, which can 

cause the neonate to develop a condition called bronchopulmonary dysplasia (BPD). BPD 

“is a chronic lung disease of pulmonary dysfunction, which is the cumulative result of 

premature birth, immature lungs, and damaged lung tissues” (Johnson, Lynch, Newberry, 

& Jnah, 2017, p. 340). The lungs on x-ray will show edema in the interstitial areas and 

alveoli, severe airway injury, and extensive disease in the small airways in combination 

with fibrosis and overinflation of the lungs (Johnson et al., 2017).   

When high concentrations of oxygen supplementation are used for extended 

periods of time, hyperoxia can result, which instigates suppression of vascular endothelial 

growth factor and insulin-like growth factor 1(Rubarth & Parker, 2014, p.456). These 

factors are responsible for the growth of the retinal blood vessels. This suppression 

results in the programmed cellular death of vascular endothelial cells, which in turn 

causes hyperoxia-induced vaso-obliteration and scarring of the vessels in the retina. 

Eventually, these factors are again triggered, causing new vessels to grow which leads to 

a condition called retinopathy of prematurity (Rubarth & Parker, 2014, p.456). 

Retinopathy of prematurity (ROP) is defined as an “abnormal vascularization of the 
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retina” (Kayton, Timoney, Vargo, & Perez, 2017, p. 3). ROP can lead to scarring in the 

peripheral retina, causing traction on the macula and reducing vision and if it progresses 

to the severe form, to retinal detachment and blindness (Rubarth & Parker, 2014). 

In addition, premature neonates could have a condition called patent ductus 

arteriosus. The ductus arteriosus is a tubular communication between the pulmonary 

artery and the descending aorta that allows blood to flow from the right ventricle to this 

artery and then the descending aorta, bypassing the lungs in the fetal circulation (Behram 

& Butler, 2007; Lott, 2014). This structure can fail to close in the premature neonate, 

which results in decreased pulmonary vascular resistance. The decrease in pulmonary 

vascular resistance results in blood being shunted from the left side of the heart to the 

right side and to reenter the pulmonary circulation. The increase in blood volume in the 

lungs leads to pulmonary congestion which decreases the compliance of the lungs, 

making them stiff. If the condition persists, it can prolong or increase the severity of 

respiratory distress syndrome (Lott, 2014; Premji, 2014). 

Another organ that is underdeveloped in the premature infant is the brain. In the 

brain, there is significant neuroblastic and glioblastic mitotic activity and migration that 

occurs, before 32 weeks gestation, in a transient structure, called the subependymal 

germinal matrix (Ditzenberger & Blackburn, 2014). The subependymal germinal matrix 

is a transient structure, located at the head of the caudate nucleus near the foramen of 

Monro and is highly vascular, containing thin, fragile, irregular, large vessels. Any 

fluctuation or alteration in the brain’s blood flow can cause these vessels to rupture and 
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bleed, resulting in an intraventricular hemorrhage (Behram & Butler, 2007; Ditzenberger 

& Blackburn, 2014). This hemorrhage can eventually rupture from the germinal matrix 

into the lateral ventricles and then into the third and fourth ventricles. A severe 

hemorrhage can eventually spread into the periventricular white matter, and lead to white 

matter injury and a condition called periventricular leukomalacia (PVL) (Ditzenberger & 

Blackburn, 2014). Depression of the central nervous system is a characterization of PVL 

during the first week of life and findings on the MRI of cysts with or without enlargement 

of the ventricles caused by cerebral atrophy (Hughes & Kahl, 2018). As the child grows, 

deficits to neurological and motor function will become apparent (Ditzenberger & 

Blackburn, 2014).  

The gastrointestinal tract (GI) tract of the premature neonate is as fragile as the 

structure of the brain. Any stress, such as insufficient oxygen or blood flow can easily 

injure the GI tract, causing a condition called necrotizing enterocolitis.  The injury can 

progress through the intestinal wall, causing it to perforate and spill into the abdomen, 

which can lead to peritonitis and sepsis (Behram & Butler, 2007).  

In addition to being fragile, the immature GI tract has problems digesting the food 

necessary for the premature neonate to grow and develop. Complicating this issue, the 

neonate born before 34-weeks lacks the coordination to suck, swallow and breathe during 

a feeding needing to be fed via a feeding tube (Anderson, 2014; Behram & Butler, 2007). 
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Lastly, the premature neonate’s immune system is not efficient in fighting 

infection. Neonates can contract an infection very easily from the mother during birth or 

afterward through the immature skin, lungs, and GI tract. Fungi, viruses, and bacteria can 

infiltrate these immature organs and cause infection. Once a premature neonate acquires 

an infection, they have difficulty confining the infection to the organ where it originated, 

and frequently develop sepsis. Common infections seen are pneumonia, meningitis, and 

urinary tract infections (Behram & Butler, 2007). 

Premature neonates have insufficient stores of brown and white adipose tissue and 

an insufficient concentration of hormones that are necessary to metabolize adipose tissue 

in response to heat loss. This coupled with their high body surface to body weight ratio 

results in an inability to generate heat when exposed to cold, making them extremely 

susceptible to hypothermia (Premji, 2014). When neonates experience hypothermia, they 

will increase their oxygen consumption and shift energy away from the vital organs to 

maintain thermogenesis in order to survive, requiring an isolette or incubator to assist in 

thermoregulation (Riley, Spencer, & Prater, 2014). 

A premature neonate must meet certain clinical criteria before being allowed to go 

home with the parents. The neonate must be able to tolerate bottle or breastfeeding 

sufficiently and safely to support proper growth. The neonate must be able to maintain 

normal body temperature in an open crib without heat being provided, and be able to 

provide sufficient, mature respiratory control (Boykova, Kenner, & Ellerbee, 2014).  To 

meet these criteria, the majority of neonates will remain in the NICU until 38 to 40-weeks 
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gestational age (Linden et al., 2000). A neonate born at 26-weeks gestation could spend 

approximately 14 weeks in the NICU if the infant does not develop any of the 

complications previously mentioned. 

NICU Environment 

This section will describe the NICU environment and the effects on the parents. 

The American Academy of Pediatrics (AAP), the Association of Women’s Health, 

Obstetrics and Neonatal Nurses (AWHONN), and the National Association of Neonatal 

Nurses (NANN) define four levels of neonatal care (American Nurses Association 

[ANA], 2013; Campbell & Merritt, 2013; Committee on Fetus & Newborn, 2012). These 

levels are basic care (Level I), specialty care or transitional care (Level II), and 

subspecialty intensive care (which are Level III and IV units). These levels were 

established to make sure that personnel and technology at each level are appropriate to 

meet patient needs and facilitate optimal outcomes (Committee on Fetus & Newborn, 

2004). 

Level I nurseries have the capability to provide care to healthy neonates born at 

full term (ANA, 2013). There, the full-term neonate is wrapped in blankets and placed in 

a bassinet. In some cases, the full-term neonate never leaves the mother’s room and care 

is provided alongside the mother. The full-term neonate is taken care of by nurses, 

pediatricians, family physicians, and advanced practice nurses (ANA, 2013; Campbell & 

Merritt, 2013). After a few days, most full-term neonates are discharged home with their 

mothers to a beautifully decorated nursery (Altimer & White, 2014; ANA, 2013). 
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In contrast, a neonate who is born prematurely is admitted to a Level II, III, or IV 

nursery. The Level II nursery is referred to as the special care or transition nursery (SCN) 

(ANA, 2013). The SCN can provide care to the neonate who is greater than 32 weeks 

gestation and weighs more than 1500 grams as long as any problems the infant may have 

been expected to resolve quickly.  The neonate must be in stable medical condition and 

not urgently need a subspecialty service, such as a pediatric surgeon, or a pediatric 

cardiologist. A Level II nursery can provide mechanical ventilation for 24 hours if needed 

and is also able to provide continuous positive airway pressure (CPAP) assisted 

ventilation. The neonates are cared for by the neonatal nurse, pediatrician, neonatal nurse 

practitioner, neonatologist, and pediatric hospitalist (ANA, 2013; Campbell & Merritt, 

2013; Committee on Fetus and Newborn, 2012). 

Neonates who are born at less than 32-weeks and/or 1500 grams, as well as those 

neonates born critically ill, requires a higher level of care than a Level I and II can 

provide and will be admitted to either a Level III or IV nursery, or the NICU. These two 

levels are very similar to what they provide, but there are some slight differences. Both 

units are qualified to provide care to the critically ill neonate by providing mechanical 

ventilation and CPAP for more than 24 hours, but they also have the capacity to provide 

high-frequency ventilation and nitric oxide. The facility where the unit is located 

provides medical and surgical subspecialties in neonatal and pediatric medicine as well as 

pediatric anesthesiologists and ophthalmologists. Level III units have these specialists 

readily available for consultation via telemedicine or on call, while Level IVs have them 
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directly on site. In addition, both units’ facilities have in place advanced imaging services 

such as computed tomography, magnetic resonance imaging, and echocardiography 

(ANA, 2013; Campbell & Merritt, 2013; Committee on Fetus & Newborn, 2012). Both 

levels have specialists who can perform surgery on the neonate, but the Level IV has 

specialists who can perform surgery on the most complex conditions such as congenital 

heart defects that require the neonate to be placed on cardiopulmonary bypass with or 

without extracorporeal membrane oxygenation (Committee on Fetus & Newborn, 2012). 

Neonates in the NICU are frequently fighting for their very survival. They lay in 

isolettes or radiant warmers, connected to various types of high tech machinery and are 

subjected to numerous, intrusive medical procedures that are necessary for their survival 

over a hospitalization that may last several months (Altimer & White, 2014; Hatfield, 

2009; Sullivan, 1999). Hospitals design NICUs to be welcoming to families with 

decorations on the wall and a recliner or rocker for the parents to sit by the bedside, but it 

is far different from the nursery the parents designed for their child at home. In fact, the 

NICU is considered a harsh environment with very little privacy (Altimer & White, 2014; 

Mazade, 2014).  These units often have six feet between beds. This space is filled with 

equipment such as monitors, intravenous poles, and ventilators (Mazade, 2014; White, 

Smith & Shepley, 2013). Parents are told when they can touch, feed, and/or hold their 

child and must follow the rules and protocols of the unit (Hatfield, 2009).  

Although parents understand that all the above is necessary for their child’s 

survival, researchers found that parents think of the NICU as strange and alien (Hall, 
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2005; Lasiuk et al., 2013; Pepper et al., 2012). In a qualitative study, using Van Manen’s 

phenomenological approach, Hall (2005) found parents described the NICU as a totally 

different world that was alien to what they knew and have ever experienced. This world 

had no landmarks, which left them feeling “inexperienced and insecure” (Hall, 2005, 

p.181). 

Admission to the NICU is generally unexpected for parents. Toral-Lopez et al. 

(2016) in a qualitative descriptive study, described parents stating the first days in the 

NICU were unanticipated. Parents expected to stay only a few days in the hospital and 

then go home with their new baby. Instead, their baby was admitted to the NICU, and the 

uncertainty of their neonate’s condition caused the parents to feel a sense of unreality. 

Abuidhail, Al-Motlaq, Mrayan and Salameh’s (2017 qualitative study found parents in 

their first days were shocked, worried, and anxious, especially on that very first visit to 

the NICU. The parents stated seeing their neonate in the NICU was the most difficult 

thing they had ever experienced. Pepper et al. (2012), in a qualitative interpretive study, 

described parents stating they experienced culture shock entering the NICU. There were 

so many foreign components and a totally different terminology they had to learn which 

left them “feeling overwhelmed and awestruck” (Pepper et al., 2012, p. 306). These 

feelings compounded the stress parents were experiencing due to the preterm birth. 

Parents could not “speak the language” so every alarm signaled a crisis to them (Lasiuk 

et al., 2013, p. 5). These feelings left parents feeling uncertain, horrified, and helpless. 

Eventually, parents adapted to the environment and began to discover how they could be 
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parents to their children in an environment that was frightening and strange (Lasiuk et al., 

2013). 

The NICU environment is dramatically different from the nursery experience that 

parents expect. Nurses have a unique opportunity to help parents during this difficult 

time. Before nurses can help parents, they must have a deeper understanding of parental 

needs in the NICU and how to address these needs (Cleveland, 2008). This deeper 

understanding of needs will help to guide nursing practice so interventions, based on 

family-centered care principles, can be developed to help parents cope with the NICU 

(Provenzi & Santoro, 2015). 

Needs of Parents 

This section focuses on the needs of both parents, in particular mothers, since the 

majority of NICU parent research samples had more mothers than fathers as participants 

(Mahon et al., 2015; Provenzi & Santoro, 2015).  Wang, He, and Fei (2016) conducted a 

study to assess parental needs in a NICU in China and to explore the demographic factors 

that may be associated with these needs. The demographic factors included: (a) gender, 

(b) age, (c) education, (d) NICU experience, (e) income, (f) religion, (g) area where they 

lived, (h) gestational age, (i) birth weight, and (j) medical diagnosis. Using a descriptive 

cross-sectional design, the researchers administered a questionnaire, called the Critical 

Care Family Needs Inventory (CCFNI) to 98 fathers and 100 mothers (mean age 30.25 

years of age). This questionnaire consists of 45 items divided into five subscales (support, 

comfort, information, proximity, and information) which measured the needs of patients’ 
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families in a critical care unit. Respondents were asked to rate these items on a 4-point 

Likert-type scale (scores ranged from 1 = not important to 4 = very important). Scores 

are then summed. The higher the score, the higher the need is to the respondent (Wang et 

al., 2016). 

Results were analyzed using descriptive statistics for demographics and perceived 

needs of parents. Wang et al. (2016) found that parents rated the need for assurance (M 

=3.8) followed by information (M = 3.56) and proximity (M = 3.48). Further analysis, 

using multiple linear regression, revealed there was a statistically significant difference in 

total needs between mothers and fathers (β = 0.43, t(186) = 7.85, p < 0.05) and previous 

NICU experience (β = -0.44, t(186) = -8.09, p < 0.05). The researchers concluded NICU 

staff need to assure parents the neonate is receiving the best care possible while providing 

family-centered care holistically and appropriately. Nursing care provided needs to 

include listening to the parents, allowing them to express their fears, and answering their 

questions honestly (Wang et al., 2016). Although this study included a large sample of 

fathers, fathers in the US may rank needs differently since practices in this country may 

differ from those in China. In addition, as Wang et al. (2016) stated the CCFNI was not 

specific to paternal needs in the NICU. Thus, further information may be gained from a 

study using a tool specific to NICU parental needs. 

Ward (1999) took the CCFNI and modified it to address the specific needs of the 

NICU families. The new tool, the NICU Family Needs Inventory (NFNI), consists of 52 

items divided into five subscales (support, comfort, information, assurance, and 
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proximity). Using a quantitative descriptive approach, Ward administered the NFNI to a 

convenience sample of 42 mothers and ten fathers of a 28 bed Level II/Level III NICU in 

the Midwestern region of the US The average age of the parents was 26.9 years (SD = 

6.68) and the average gestational age of the neonates was 34.67 weeks (SD = 3.75). The 

average length of stay was 6.57 days (SD = 6.45). 

The parents identified the items most important to them, using a 5-point Likert 

scale (scores ranging from 1= not important to 5 = not applicable). Using descriptive 

statistics, the researcher found that assurance, proximity, and information needs (mean 

scores ranging from 3.94–3.98 on 10 of the items) were the most important. Further 

analysis using one-way ANOVA revealed mothers ranked support, information and 

assurance more important than the fathers (p = 0.003, 0.004, and 0.007 respectively). The 

researcher concluded nurses need to keep parents informed of the neonate’s plan of care 

while answering the parents’ questions honestly. In addition, results indicated nurses 

need to listen to parents when they express their fear and expectations so nurses can assist 

them in understanding how the neonate was responding to being in the NICU and help 

parents meet their needs (Ward, 1999). Two limitations of this study were the small 

sample size of fathers and what the fathers considered important was not discussed. The 

findings from this proposed study could determine if fathers’ needs are similar to 

mothers, but also may offer information that fathers consider other needs as more 

important. Therefore, the results from this proposed study could provide nurses with 
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information on fathers’ needs and offer suggestions to help fathers become equal partners 

in the care of their child and cope better with having a child in the NICU. 

Park and Bang (2014) validated Ward’s findings, using the NFNI in a NICU in 

Korea. Using a descriptive correlational design, they surveyed a convenience sample of 

52 fathers and 69 mothers to determine the needs of parents and if these needs differed by 

demographics of the parents (i.e., age, occupation, income, education, previous NICU 

experience, time visiting, gestational age, birth weight, multiple births, birth order, and 

length of stay). The average age of parents was 34 years (SD = 4.43). The average 

gestational age of the neonates was 33.2 (SD = 4.51) with an average length of stay of 

30.2 days (SD = 49.74) 

Results were analyzed using descriptive statistics, t-test, and ANOVA. The 

researchers found the needs related to assurance (M = 3.81, SD = 0.24) followed by 

information (M = 3.81, SD = 0.24) and proximity (M = 3.61, SD = 0.38) as the most 

important to parents. Parents rated the needs related to support (M= 3.17, SD =0.40) and 

comfort (M = 3.16, SD = 0.50) as the lowest needs. Although there were statistically 

significant differences in scores between the mothers and fathers on all scores (t = -2.242, 

p = 0.028), there was no significant difference in scores according to demographics. The 

researchers concluded nurses need to provide assurance and information support by 

improving parental interventions (Park & Bang, 2014). This study did have a large 

sample size of fathers but was conducted in Korea. Fathers in the US may have different 
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needs due to cultural differences compared to fathers and the NICU environment in 

Korea.  

Researchers have found differences in the needs of parents based on demographic 

using the NFNI. For example, Obeisat and Hweidi (2014), in a descriptive correlational 

quantitative design, administered the NFNI to a convenience sample of 89 fathers and 81 

mothers in a Jordanian NICU to determine if the needs of parents differed by age, sex, 

experience with the NICU admission, and level of parents’ education. The average age of 

the parents was 35.2 years (SD = 8.82). The average gestational age of the neonate was 

35.12 weeks (SD = 3.7) with an average length of stay 34.76 days (SD = 23.3). 

Obeisat and Hweidi (2014) found that needs related to assurance (mean scores 

ranging from 3.53–3.78 on these items) were the most important to parents, followed by 

proximity needs (mean scores ranging from 3.14–3.76 on these items). Parents rated only 

one item within the comfort scale as important, and this was the assurance that it was 

okay to leave the neonate’s bedside (M = 3.55). The parents did not perceive the items 

related to support as measured by the items within the support subscale as their top 10 

needs (mean scores ranged from 1.44–2.14 on these items) (Obeisat & Hweidi, 2014).  

Using Pearson’s correlation for age and t-test for dichotomous variables (i.e., sex, 

previous experience with NICU admission, and level of parents’ education), Obeisat and 

Hweidi (2014) found there was a significant negative correlation between parental age 

and the total needs score (r = -0.275, p ≤ 0.005), as well as the subscales of support (r = -

.0345, p < 0.05) and information (r  = - 0.235, p < 0.05). The t-test revealed a significant 
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difference between mothers and fathers on the total needs score (t = - 4.32, df = 168, p = 

0.000) and on the subscales of support (t = - 4.79, df = 168, p = 0.001) and proximity (t = 

-2.85, df = 168, p = 0.005). Furthermore, those parents who had experience with the 

NICU had lower scores on their total needs and support scales than those who did not (t = 

-2.05, df = 168, p = 0.04 and t = -2.58, df = 168, p = 0.01 respectively). Obeisat and 

Hweidi (2014) concluded nurses need to establish trusting relationships with both the 

mothers and the fathers. To establish this trusting relationship, the nurses must be honest 

with the parents and present information about the neonate in a language the parents 

understood. Additionally, nurses needed to assure parents that their neonate was 

receiving quality care and provide psychological support to the parents (Obeisat & 

Hweidi, 2014). 

Amorin, Alves, Baia, and Silva (2015) validated Obeisat and Hweidi’s findings. 

Using a mixed method design, the researchers administered the NFNI to 120 mothers and 

91 fathers to assess parental needs in a Portuguese NICU and the associated factors of 

those needs. Amorin et al. then interviewed eight mothers and six fathers four months 

after the child was born. The results were analyzed using multiple regression and content 

analysis. 

Amorin et al. (2015) found parents rated assurance, proximity, and information as 

the most important. These needs were statistically significant when it came to the 

demographics of the parents. Women (p = 0.001) and those who had been previously 

pregnant (p = 0.053) were more likely to rate the needs for information more important. 
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Parents with less than 12 years of education rated the needs of support and comfort (p = 

0.033 and p = 0.003 respectively) as more important. Parents who had twins also rated 

the needs for comfort and support as more important (p = 0.041 and p = 0.014 

respectively). Even after Amorin et al. adjusted for sex, age, and other statistically 

significant variables, these results remained the same (2015). 

Content analysis of qualitative responses revealed that parents need more 

information about NICU procedures, rules, and routines, as well as their parental roles 

and prematurity issues. Parents also stated they needed more support from the healthcare 

team. Amorin et al.  concluded the needs for comfort and support depend on the parents’ 

sociodemographic characteristics. Hence, interventions based on family-centered care 

needed to be sensitive to these differences (2015). 

Alves, Severo, Amorim, Grande, and Silva (2016) used these findings to modify 

the NFNI and create a shorter version of the tool. This shorter version consisted of 22 

items and two subscales: parent-centered needs (support and comfort subscales from 

NFNI) and infant-centered needs (information, assurance, and proximity subscales from 

NFNI). To test the reliability of this shorter version, Alves et al. administered it to 120 

mothers and 91 fathers. Cronbach’s alpha was 0.77 for parent-centered needs and 0.76 for 

infant-centered needs, which according to Gray et al. (2017) is an acceptable range. Alves 

et al.  found that less educated and older parents felt parent-centered needs were more 

important while parents of multiples felt infant-centered needs were more important 

(Alves et al. 2016). The needs rated by the fathers was never discussed in either study. 



39 
 

Mundy (2010) surveyed 42 mothers and 17 fathers using the NFNI, in a NICU in 

the Southern region of the US over a five-month period. The average age of parents was 

25.78 years (SD = 6.91).  The average gestational age of neonates was 32.15 weeks (SD = 

4.73) with the average length of stay 46.37 days (SD = 35.14). Mundy (2010) found 

assurance, support, and information were important to parents, but there was not a 

significant difference (p = 0.11) between fathers and mothers, but there was a difference 

in NICU experience (p = 0.009). Using descriptive statistics, independent t-tests and one-

way ANOVA, the researcher found parents who had previous experience in the NICU 

rated their overall needs higher than parents who did not have previous experience 

(experience M = 3.38, no experience M = 3.30, p = 0.09, which is not statistically 

significant). Participants also rated the needs of comfort and support (p = 0.03 and p = 

0.05 respectively) as more important than assurance, information, and proximity. 

Regarding education, the researcher found that those with a 12th-grade education rated 

the overall needs higher than the groups that had less than a 12th- grade education or 

some college (p = 0.001). To the group with the 12th -grade education level, the needs in 

the subscales of support and information (p = 0.01 for both) were the most important. 

Mundy (2010) concluded that nurses could not assume to know the needs of parents from 

previous experiences. Each family must be looked at as an individual group with their 

own specific needs at different points in time. The nurse must identify these needs so they 

can be incorporated into the plan of care (Mundy, 2010).  



40 
 

   Nicholas (2006) found similar results. Nicholas surveyed a convenience sample of 

40 mothers, also using the NFNI, in a NICU of a mid-Atlantic hospital in the U.S over a 

two- month period. The average age of the mothers was 26.15 years (SD = 7.57). The 

average mean gestational age of the neonates was 33 weeks (SD = 4.13) with an average 

length of stay 18.14 days (SD = 17.21). Using multiple regression analysis to predict how 

the characteristics of the mother and neonate contributed to the mothers’ needs, the 

researcher discovered that mothers who had a higher level of income (which correlated to 

higher education) requested more information and explanation regarding the care their 

neonate was receiving in the NICU. Nicholas (2006) concluded that parents who have an 

abundance of resources (i.e., more education and income) to access information and 

knowledge, regarding the potential complications a premature neonate could face, may 

actually experience more stress and seek more support from nurses to help them deal with 

the experience of having a premature neonate. Therefore, nurses needed to assure parents 

by being open and honest and build trust with the parents. If this relationship did not 

occur, the parents did not develop confidence in their healthcare provider. When there 

was no confidence in the multidisciplinary team, parents will not seek information they 

need to care for the neonate after they go home, which could impact the child’s health in 

the future (Nicholas, 2006). Further research could help to identify if there are recurring 

themes similar to findings in Mundy (2010) and Nicholas (2006) and determine if the 

same issues are present with a sample composed strictly of fathers in the US  
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Researchers have shown parents feel nurses do not understand their emotional 

needs and concerns. Wigert, Dellenmark, and Bry (2013) used a mixed method design to 

survey 270 parents (not specified if mother or father filled out the survey) in a Level III 

NICU in Sweden to improve the understanding of parents’ needs regarding 

communication with healthcare staff in the NICU. Parents were asked to rate 16 items on 

a 5 to 6-point Likert scale. In addition, they could add a comment regarding their 

experiences to each item. Results were analyzed using Friedman’s test, a nonparametric 

version of ANOVA. The written responses were analyzed using qualitative manifest 

content analysis. Results revealed that parents felt something was missing in their 

conversations with nurses (27.2%) and physicians (21.2 %).  Parents felt that often 

conversations with nurses were often rushed and inconsistencies occurred between staff 

members. Parents felt in their interactions with the staff there was a lack of collaboration 

with the parents and a lack of encouragement for them to participate in their children’s 

care. These issues left the parents feeling the information they received was scant and 

infrequent, and hence, their needs were not met in the NICU environment (Wigert et al., 

2013).  

Poor communication can increase parental stress levels in the NICU, but parents 

report good communication alleviates the stress they are feeling. Bialoskurski, Cox, and 

Wiggins (2002) conducted a quantitative descriptive design of mothers of premature 

neonates in a NICU in the United Kingdom. Bialoskurski et al. surveyed 209 mothers, 

also using a modified version of the Critical Care Family Needs Inventory, entitled the 
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Critical Care Maternal Needs Inventory, which consisted of 39 items. The participants 

were asked to rate each item on a 4-point Likert scale with responses ranging from 1=not 

important to 4= very important. Using exploratory factor analysis and multidimensional 

scaling, the researchers discovered that the mothers need for accurate information was the 

highest priority for them in the study. Bialoskurski et al. (2002) concluded nurses’ views 

of what parents needed might not match the parents’ perceptions, causing problems in 

communication between nurses and parents. This, in turn, contributed to the stress 

parents were feeling already. 

This stress can cause problems to the parents’ health. Busse, Stromgren, 

Thorngate, and Thomas (2013) discovered highly stressed parents can experience 

anxiety, depression, fatigue, and sleep disruption. Using a quantitative descriptive design, 

Busse et al. administered questionnaires (Parental Stressor Scale: NICU, Parental Role 

Alteration, and the PROMIS questionnaire) to 22 mothers and eight fathers in a Level III 

NICU in Washington State. Using descriptive statistics, Busse et al. found that the main 

source of stress was the parents’ inability to carry out their role as parents. Busse et al. 

concluded that clear and careful explanations could help to alleviate stress (2013). 

In a cross-sectional design, Kong, Cui, Qui, Han, Yu, and Guo (2013) discovered 

parents had significantly higher scores for anxiety and depression than the normal 

population (p < 0.001) in China. Kong et al.’s study, 20% of fathers and 24% of mothers 

had anxiety symptoms, and 30.8% of fathers and 35% of mothers suffered from 
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depression. Kong et al. (2013) concluded that interventions, which include fathers are 

needed to alleviate stress in the NICU. 

In summary, researchers have shown that parents rate informational and 

assurance-type needs as the most important and those of comfort and support as less 

important (Aemi et al., 2013; Provenzi & Santoro, 2015; Mahon et al., 2015; Mundy, 

2010; Nicholas, 2006; Obeisat & Hweidi, 2014; Ward, 2001).  Age, gender, educational 

level, and previous experience influence parents’ perceptions of their needs (Aemi et al., 

2013; Mahon et al., 2015; Mundy, 2010; Nicholas, 2006; Obeisat & Hweidi, 2014; Ward, 

2001). Even though some of the studies described had large samples of fathers, fathers in 

the US may rank needs differently since cultures, and NICU environments and care may 

differ from those in other countries. It remains unclear if the needs of fathers differ with 

regard to socioeconomic status and gestational age of the baby in the US. The proposed 

study will allow for further development of family-centered care that is inclusive needs of 

fathers with regards to gestational age and socioeconomic status. When nurses adapt 

interventions to NICU parents’ needs, nurses can alleviate parental stress, increase 

parental-child interaction and bonding (Garfield, Lee, & Kim, 2014; Guillame et al., 

2013). Because the majority of these studies had a limited sample of fathers or were 

conducted with participants in countries outside the US, there is an even greater disparity 

addressing fathers’ needs.  Further research is needed to determine what fathers consider 

to be their most important needs with regard to gestational age and socioeconomic status. 

The findings from this research can be used to develop interventions that address the 
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needs of fathers which can alleviate the stress and promote family-centered care for of 

fathers in the NICU in the US 

Nurses’ Perceptions of Parental Needs 

Researchers have identified that nurses are the best source of parental information 

in the NICU because they communicate best with parents and are present most at the 

premature infant’s bedside (Gomes, Coehlo, Mota, de Souza, & de Oliviera, 2015; 

Kowalski, Leef, Mackley, Spear, & Paul, 2006; Franck & Axelin, 2013). Part of sharing 

this information is evaluating parents’ knowledge about the neonate’s condition and 

providing this information to the parents in an individualized manner (Hardy & McGrath, 

2008). The nurse must be able to assess parental needs and respond appropriately to these 

needs so parents can effectively learn about their child and adapt to the NICU 

environment. Because families have specific and individual needs, nurses must evaluate 

and provide information in an individualized manner (Baker & McGrath, 2012; 

Cockcroft, 2011; Ward, 2001). 

Researchers have found a significant difference between the perceptions of 

parents of what they believed they needed versus what the nurses perceived the parents’ 

needs were. Often, there are incongruencies on the part of the staff on recognizing the 

needs of parents in the NICU (Latour, Hazelzet, Duivenvoorden, & van Goudoever, 

2010). These incongruences are a source of stress for parents and have left parents feeling 

the staff did not understand what they were going through (Bialoskurski et al., 2002; 

Wigert et al., 2013). For example, Aemi, Ahmadi, Reyhani, and Haghani (2013) 
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conducted a cross-sectional study using the NFNI to compare the nurses’ and mothers’ 

perceptions of maternal needs in an Iranian NICU. Data were collected from 63 mothers 

and 63 nurses over a two- month period. Using a t-test, Aemi et al. (2013) found 

statistically significant differences between what the mothers thought was important and 

what the nurses thought was important (p < 0.05). The t-test revealed a significant 

difference between mothers and nurses on all the subscales (proximity- t = 1.24, df=4.39, 

p<0.001; assurance-t=6.47, df = 83.47, p < 0.001; information- t = 7.77, df = 95.56, p < 

0.001; support -t = 0.55, df = 124, p < 0.001; comfort- t = 2.15, df = 124, p < 0.033). The 

researchers concluded that instead of making subjective assumptions about what the 

mothers needed, the nurse needs to perform a maternal needs assessment to determine 

needs (Aemi et al., 2013). 

Using the NFNI questionnaire, Vaškelyté and Butkevičiené (2010) found similar 

results to Aiemi et al. (2013) in a quantitative descriptive correlational study comparing 

parents’ and nurses’ perception of parents’ needs in a Lithuanian NICU. Data were 

collected over one year from 181 parents (141 mother and 40 fathers) and 37 nurses. The 

average age of the mothers was 27.7 years (SD = 6.9) and for fathers was 31.2 years (SD 

= 6.4). The average of the nurses was 33.9 years (SD = 4.5) with a range of years of 

experience from one to 21 years (M = 9.5).  

Vaškelyté and Butkevičiené compared the parents’ needs as they were perceived 

by both parents and nurses using the Mann Whitney U rank test. A significant difference 

(p < 0.05) was found indicating that nurses and parents differed on what they perceived to 
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be important. Nurses (51.4%) perceived that parents needed opportunities to share their 

feelings, needed information about people who could help them through the NICU 

experience (43.2% nurses), and needed to have a place to breastfeed or pump (48.6% 

nurses) as most important to families. On the other hand, parents (93.4%), felt that their 

most important needs: (a) knowing their neonate’s prognosis (95% parents); (b) feeling 

assurance their neonate was getting the best possible care (98.9% parents); (c) being able 

to make decisions on the care of the neonate (81.2% parents); and (d) knowing why 

procedures were done (93.9% parents) (Vaškelyté & Butkevičiené, 2010). These findings 

indicated that nurses did not understand the needs that are important to families. In 

addition, the study sample consisted of only 40 fathers. Additional research is needed to 

determine what fathers consider more important, so that nurses will have a better 

understanding of fathers needs in the NICU setting.  

Other researchers reported similar results. For example, Franck and Axelin (2013) 

explored the perceptions of 227 parents (192 mothers and 35 fathers), 178 nurses, and 43 

physicians in a British NICU, using two versions of the questionnaire Nurse Parent 

Support Tool (NPST and NPST pro, developed for healthcare professionals), a 21-item 

self-reported scale, measuring parents’ perceptions of nursing support during their child’s 

hospitalizations.  Participants rate their perceptions of support using a 5-point Likert scale 

in the domains of emotional support, supportive communication and information giving, 

parental role esteem support and instrumental support. The results were analyzed using 

one-way ANOVA and two-sample t-test. Franck and Axelin found nurses rated the 
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frequency of their overall support as higher than parents perceived it to be (mean 

difference 0.64, 95% CI 0.53–0.76, p ≤ 0.001).  Of the four dimensions, the largest 

difference between parents’ and nurses’ perceptions of support was for the emotional 

support dimension (mean difference 0.82, 95% CI 0.67–0.97, p  ≤ 0.001). The only item 

on the tool parents and nurses agreed on was optimism in regard to the neonate (Franck & 

Axelin, 2013). 

Lantz and Ottosson (2014) explored the similarities and differences between 141 

parents (81 fathers and 58 mothers), 71 physicians, 372 nurses, 21-unit managers, and 19 

division managers in a Swedish NICU, using the questionnaire, Empowerment of Parents 

in the Intensive Care-Neonatology (EMPATHIC-N).  The EMPATHIC-N is a 92-item 

questionnaire on general neonatal care issues which are assessed using a 6-point Likert 

scale with responses ranging from completely unimportant to extremely important. Using 

ANOVA and post hoc analysis with pairwise t-tests with Bonferroni corrections, the 

results revealed significant differences between what parents thought was important and 

what healthcare professionals thought was important. Parents rated 54 of the items 

significantly less important than the nurses (p < 0.001). The researchers found that the 

lower the parents rated a specific item, the more likely it was that the healthcare 

professional thought that item was important (Lantz & Ottosson, 2014). 

These studies all indicate that nurses and parents’ perceptions of needs differ. 

Nurses perceive parents need support and comfort, while parents state they need 

proximity to their children and assurance (Aeimi et al., 2014; Franck & Axelin, 2013; 
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Lantz & Ottosson, 2014; Vaškelyté & Butkevičiené, 2010). Nurses were more likely to 

rate items as more important when parents felt these items were not very important 

(Lantz & Ottosson, 2014). These incongruences are a source of stress for parents and 

have left parents feeling like the staff did not understand what they were going through 

(Bialoskurski et al., 2002; Wigert et al., 2013). If nurses rely solely on their assumptions 

of what parents need, they may not be providing true family-centered care. Nurses are the 

best source of information for the parents, so they need to have a better understanding of 

parental needs, not only of mothers but fathers as well.  

The Experiences of NICU Fathers 

The focus of this section is the current literature on fathers’ experiences in the NICU. 

Studies based in the US. on parental experiences included a disproportionate number of 

mothers and fathers, making it seem fathers are forgotten parents (Cleveland, 2008; 

Cockcraft, 2011; Provenzi & Santoro, 2015). An extensive literature search was 

conducted using the databases CINHAL, Medline, Health Source: Nursing/Academic 

Edition, PubMed, Scopus, ProQuest, and Google Scholar. Search terms included: 

“fathers,” “neonates,” and “premature infants.” Articles were reviewed for relevance to 

the total NICU experience of fathers in the NICU setting with no emphasis on a particular 

experience, such as breastfeeding or kangaroo care. A total of 18 qualitative, seven 

quantitative, and one mixed method studies were obtained focusing exclusively on fathers 

and their experiences in the NICU setting.  Of these studies only eight were conducted in 

the US The other studies were conducted in Australia, Brazil, Canada, Denmark, 
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England, France, Germany, Ireland, Sweden, Taiwan, and Turkey. This proposed study 

will help with the development of intervention strategies to address NICU fathers’ needs 

in the US  

 Researchers have shown fathers experience a great deal of stress when their child 

is in the NICU. In a 2007 study, Joseph, Mackley, Davis, Spear, and Locke (2007) 

surveyed 22 fathers in a Level III NICU in the mid-Atlantic region of the US., utilized a 

quantitative descriptive design, to determine the fathers’ levels of stress. Joseph et al. 

used the tool, Parent Stressor Scale: Infant Hospitalization, to determine the fathers’ 

stress level. The tool consists of 22 items that evaluate parental stress via parental role 

alteration, infant appearance and behavior, and sights and sounds in the NICU. 

Participants rated each item on a 5-point Likert scale (1= less applicable to 5= the most 

applicable stressor). The maximum score a father could obtain was 110. Non-parametric 

and parametric statistical analysis demonstrated that fathers had stress scores of 45 or 

greater, regardless of the neonate’s diagnosis or length of stay (M = 73, SD = 16), which 

is considered a high level of stress. The fathers reported their highest sources of stress 

were the alteration of the parental role and the appearance of the neonates. The 

researchers concluded that a father’s stress is significant and should not be ignored. To 

promote parental emotional well-being and bonding, as well as promote family-centered 

care, healthcare professionals need to pay attention to the levels of fathers’ stress as well 

as the mothers’ (Joseph et al., 2007). 
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Feelings of stress may be compounded by a higher level of depression as reported by 

Mackley, Locke, Spear, and Joseph (2010). Using a quantitative descriptive design, they 

surveyed 35 fathers (mean age= 29 years, SD = 7.3) from a NICU also in the mid-

Atlantic region of the US to determine fathers’ levels of stress and signs of depression, 

using four instruments: Centers for Epidemiologic Studies-Depression Scale (CES-D), 

the Parent Stressor Scale: Infant Hospitalization, Score for Neonatal Acute Physiology, 

and a demographic questionnaire. Mixed linear regression analysis revealed that father’s 

stress was elevated and unchanged over the entire time the neonate was in the hospital 

and the stress was accompanied by symptoms of depression (CES-D≥16) not related to 

the severity of the neonate’s illness (p = 0.54), which was not statistically significant. 

Mackley et al. (2010) concluded the needs of fathers were not being met, which could 

have long-term consequences on the father’s bonding with his neonate. However, the 

study did not discuss or identify these needs. 

The stress and depression NICU fathers feel can lead to emotional exhaustion as 

reported by Sloan, Rowe, and Jones (2008) in a study of 21 fathers (M = 32.43 years, SD 

= 6.48), using a mixed method approach, in a Queensland, Australia NICU, when 

examining the fathers’ experience of stress during their neonate’s hospitalization. Fathers 

were surveyed using three questionnaires: Maslach Burnout Inventory (used to measure 

stress and emotional exhaustion), the Parenting Sense of Competence Scale (used to 

measure parental competence), and Cybernetic Coping Scale (used to measure coping). 

After completing the questionnaires, Sloan et al.  conducted semi-structured interviews 
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and asked the fathers to describe their experience in the NICU. Descriptive statistics and 

content analysis revealed fathers were experiencing moderate levels of exhaustion (M = 

11.19, SD = 4.14). The fathers reported they were shocked and lacked preparation for the 

birth of a premature baby, stress they were experiencing contributed to the stressful 

experience, and they were frustrated by inconsistent, contradictory, or insufficient 

information from nurses. Sloan et al. (2008) concluded, based on this data, “fathers may 

be experiencing clinical levels of psychological distress even beyond the acute phase of 

the birth and thus, are in need of support” (p. 112). The researchers concluded that 

healthcare professionals need to understand how fathers adjust to the NICU environment 

to help and support fathers in the NICU (Sloan et al., 2008).  

If fathers’ psychological stress is not addressed, there is a possibility fathers could 

develop symptoms of post-traumatic stress disorder (PTSD). In a quantitative design, 

Koliouli, Gaudron, and Raynaud (2016a) explored and analyzed the different patterns of 

stress, post-traumatic stress, and coping strategies of 48 fathers in a NICU in France. 

Koliouli et al. (2016a) found that 65.8% of fathers exhibited symptoms of post-traumatic 

stress symptoms during the NICU hospitalization. These symptoms included 

hypervigilance, loss of concentration, sleeping problems, and emotional liability. 

Kouliouli et al. (2016a) concluded that fathers experience signs of PTSD after the birth of 

a premature neonate. Therefore, interventions in the NICU need to take the experiences 

of fathers, as well as the mothers, into account. These new interventions would improve 
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professional practice in the NICU (Koliouli et al., 2016a). A limitation to this study was 

the needs of fathers were not addressed in this study.  

Fathers also reported high levels of anxiety, feeling helpless and fearing what they did 

not know. Hollywood and Hollywood (2011) reported these findings from their study of 

fathers NICU experiences in Dublin, Ireland. Hollywood and Hollywood, using a 

phenomenological approach, interviewed five fathers of premature infants who reported 

experiencing high levels of anxiety. The fathers all had neonates born between 24 and 32 

weeks gestation, and at the time of the interview, their neonates were greater than 34 

weeks but less than 42 weeks and were still patients in the NICU. Through Van Manen’s 

six-step phenomenological approach, three sub-themes emerged, which were anxiety, 

feeling of helplessness, and fear of the unknown. The fathers stated they felt unnerved by 

the prospect of having a child who was premature and felt that sharing of information 

from the multidisciplinary team had positive and negative effects on the way they were 

feeling. The fathers stated the information provided was not always consistent, which 

affected how they viewed their infants’ progress. The fathers also stated that the 

information provided should not be in medical terminology so they could understand 

what was being said and alleviate their fears (Hollywood & Hollywood, 2011). 

Similar results were reported by Gomes et al. (2015) in their qualitative descriptive 

study of seven fathers in a NICU in Brazil. Through thematic analysis, three sub-themes 

emerged which were paternal feelings about the NICU admission, difficulties expressed 

due to their child being hospitalized, and facilitating factors. Fathers stated they felt 
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shocked that their child was admitted to the NICU, which left them feeling powerless and 

fearful. They also felt torn because they wanted to stay with their child but felt they had 

to return to work to pay for the hospitalization and would be fired for not going to work. 

These feelings caused distress in the fathers, which led to changes in family dynamics 

and problems at work. However, the Gomes et al. found nurses were key to helping 

fathers cope. In this study, the fathers reported when they receive information from the 

nurses about their child, they felt valued and excited about being a father (Gomes et al., 

2015). 

 Koliouli, Gaudron, and Raynaud (2016b) supported these findings in a qualitative 

study exploring the experience of forty-eight fathers in a French NICU. Through semi-

structured interviews, the researchers discovered fathers experienced a wide range of 

emotions during the first days, which included awe, stress, fear, happiness, emptiness, 

and loss. The fathers felt supported by the staff but also frustrated at times because they 

often received conflicting information. The fathers expressed a desire to receive 

information from consistent healthcare providers (Koliouli et al., 2016b).  

Garten, Nazary, Metze, and Bührer (2013) designed a self-report questionnaire that 

was administered to 111 fathers in a Level III NICU in Berlin, Germany. Garten et al.  

discovered 48.1% of fathers were afraid to talk about their fears and worries because they 

did not want to upset their spouses. Approximately 65% of fathers stated they relied on 

the NICU staff for direct support, but 54.4% of the fathers felt the support was not 

specific to their needs. Garten et al. (2013) concluded that be more interventions specific 
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to fathers in the NICU should be developed. More research is needed to understand what 

needs the fathers consider important so interventions can be developed to address their 

specific needs.  

Additionally, fathers have expressed that they cannot express their emotions because 

of cultural customs and expectations. An ethnographic study by Hugill, Letherby, Reid, 

and Lavender (2013) explored the fathers’ experiences shortly after the birth of a 

premature neonate in a NICU in England over 33 months. Hugill et al.  collected data 

through participant observation, in-depth interviews with ten fathers, and an ethnographic 

survey which was distributed to 87 NICU staff members. Hugill et al.  started the in-

depth interview by asking the fathers to describe how they felt being a father to establish 

rapport and then the fathers were encouraged to discuss their experiences in the NICU. 

Data were analyzed using thematic networking techniques. Three themes emerged, which 

were emotional withdrawal, stereotyping, and mixed feelings.  

Fathers described losing control of their emotions but were reluctant to reveal this 

(Hugill et al., 2013). They described seeking privacy to cry. They sought to hide their 

feelings from the staff and their spouses and would retreat into gender-based behaviors 

they had learned to protect their emotions (i.e., seeking a private place to cry, hiding their 

emotions from people, pretending not to be afraid). All the fathers felt tension trying to 

reconcile the joy of their children being born with the anxiety about the welfare of their 

children and spouses. They also felt the tension as they tried to balance how they wanted 

to feel, how they actually felt, and how others were expecting them to feel and behave. 
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Hugill et al.  concluded the emotional work the fathers had to deal with was underplayed 

in the NICU in this study because healthcare professionals focused on how the father was 

behaving rather than what the father was actually feeling and experiencing (Hugill et al., 

2013). 

Researchers have discovered that fathers not only feel depressed, stressed, and 

anxious, but they also feel a loss of control. Lindberg, Axelsson, and Öhrling (2007) 

conducted narrative interviews where they asked eight fathers to describe their 

experiences of having a baby born prematurely in Northern Sweden. Through content 

analysis, three themes and eight subcategories emerged. The first theme Lindberg et al.  

identified was the unexpected nature of suddenly being in an unfamiliar environment. 

The fathers could not grasp what was happening, but at the same time, they needed to 

know what was happening. Participants stated they wanted to have readily available 

information presented to them openly and honestly and repeated as necessary, but also 

needed to have this information presented at suitable times (Lindberg et al., 2007). 

The second theme was putting mother and infant first. Fathers worried about both 

the mother and infant; however, fathers felt in order to support the mothers, they needed 

to put their own needs aside and not show how they were feeling. Fathers felt they were 

not included in their children’s care as well as decisions being made about their children 

as much as they wanted to be (Lindberg et al., 2007). 

The final theme was fathers’ need to be understood by their family members and 

the healthcare staff. Fathers expressed a desire for someone to notice, listen, and 
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understand what they were going through. Lindberg et al. (2007) concluded that fathers 

have their own needs that must be addressed. Therefore, nurses need to be open to 

listening to fathers to help them meet their needs (Lindberg et al., 2007). 

Arockiasamy, Holsti, and Albersheim (2008) reported similar results when they 

conducted semi-structured interviews, asking 16 fathers to freely describe their 

experience in a Level III NICU in Canada. Arockiasamy et al. transcribed and analyzed 

the interviews using the constant comparative method of content analysis. Through data 

analysis, a theme of lack of control emerged. Fathers stated they felt like they had lost 

control. They attempted to regain a sense of control by engaging in specific activities, 

including trying to gather and receive information on a consistent basis and 

communicating with the healthcare team. Fathers suggested receiving consistent, short 

written information pieces on infants’ condition was helpful in promoting a sense of 

control (Arockiasamy et al., 2008). 

Alexander (2011) found similar results in her phenomenological study of five 

fathers from a follow-up clinic in Texas for premature neonates after discharge. The 

fathers ranged in age from 31 to 39 years of age and had a neonate born between 24 and 

34 weeks who spend 1–12 weeks in the NICU. The researcher interviewed the 

participants three times over a four-month period, asking the fathers how they perceived 

the preterm birth, how they perceived their relationship with their children, and to 

describe the meaning of fatherhood, family, and work within the context of being a father 

to a premature neonate. The hermeneutic phenomenological approach by van Manen was 
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used to analyze the qualitative interview data. The fathers reported feeling a loss of 

control because they felt they were unable to protect their partners and their neonates. 

They also felt like outsiders in the NICU but hid these feelings of fear, frustration, and 

isolation from healthcare professionals (Alexander, 2011). 

The findings of feeling invisible in the NICU were reported by Fidler (2002) in 

his qualitative study of eight fathers in California. In this study, fathers ranged in age 

from 26–35 years of age and had neonates born between 30 and 34-weeks gestation who 

had a length of stay from 3–8 weeks in the NICU.  The fathers described in interviews 

that they felt the multidisciplinary team was more concerned about the mothers and 

overlooked what fathers needed. Fathers wanted to remain in control of the situation they 

were experiencing, so they hid their feelings from everyone and focused on how their 

wives were doing (Fidler, 2002). 

Deeney, Lohan, Spence, and Parkes (2012) reported in their qualitative, 

longitudinal follow-up study of 21 fathers from a NICU in Northern Ireland how nurses 

and other healthcare professionals shared information (i.e., monitors, ventilators) about 

the NICU technology related to the infants’ care, but the fathers felt this was not the best 

approach for them. Fathers actually felt overlooked by the nurses and outnumbered 

because the unit was designed with mothers in mind. Some fathers felt they had to wait 

for nurse’s permission to participate in their infants’ care (Deeney et al., 2012). Nurses 

need to help fathers feel that they are essential contributors to the care of their neonate 

and no longer have to assert themselves. 
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Pohlman (2003) discovered that fathers felt healthcare professionals overlooked 

them. In her interpretive phenomenological study of eight fathers from a NICU in the 

Midwestern region of the U.S, fathers felt they were invisible and ignored by nurses. 

When nurses did pay attention to fathers, the fathers perceived it as putting subtle 

pressure on them, or coercion, to participate in their neonates’ care when they were not 

ready or did not feel competent to provide care. Fathers felt threatened by this pressure or 

coercion and backed away from participating in the care of their neonates. The researcher 

concluded that nurses need to ascertain the individual needs of fathers (Pohlman, 2003).  

In a follow-up study, Pohlman (2005), using an interpretive phenomenological 

method, explored the primacy of work and how work played a role in the transition to 

being a father of a premature neonate. Pohlman interviewed nine Caucasian fathers 

(ranging from 22 to 40 years of age) of premature neonates (ranging from 25 to 32 weeks 

gestation) from 3 Midwestern hospitals in the US over a 6-month period. Through, data 

analysis, the theme, primacy of work in the fathers’ lives, emerged. Pohlman (2005) 

discovered that fathers returned to work shortly after the birth of their babies, not only to 

provide financially for the family but so they could feel like experts at work as opposed 

to feeling like a novice in the NICU. This feeling of being an expert at work was a source 

of comfort to them. 

Betty, Jette, Jesper, Poul-Erik, and Helle (2017) conducted a qualitative study of 

twelve fathers in a NICU in Denmark. Betty et al.  also found that fathers felt left out 

because the staff focuses on the mothers and neonates. The fathers who participated in 
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this study expressed the desire to participate more and wanted the staff to encourage them 

into taking care of their child. The fathers also stated when they received information, 

they felt not only in control but able to support and protect their spouses. However, 

inconsistencies among staff caused the fathers to feel confused and frustrated (Betty et 

al., 2017). 

However, Pohlman (2009) found that fathers hid these feelings of frustration, fear, 

and alienation from nurses. In this study, the researcher used interpretive 

phenomenological methods to interview nine fathers (ranging from 26–38 years of age) 

of premature neonates (ranging from 25–31 weeks gestation) over a 7-month period in 

the Midwestern region of the US Two themes emerged through data analysis. They were 

“the emotional cost of fathering in a technologically textured environment and the power 

differential between nurses and fathers” (Pohlman, 2009, p. E6). Pohlman found that 

fathers perceived a power struggle between the nurses and themselves, especially when it 

came to the rules of the NICU. Often these rules were inconsistent from one day to the 

next, depending on the nurse. This left the fathers feeling frustrated, but they hesitated to 

speak up or criticize the nurses because they felt the nurses were the experts (Pohlman, 

2009).   

Mitchell-Levy (2015) found similar results in a phenomenological qualitative 

study of twelve fathers in a NICU in Florida. The fathers ranged in age from 20 to 45 

years of age. Mitchell-Levy interviewed the participants, asking them to describe what it 

felt like to be a father of a child in the NICU with prompts that included the length of 
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stay, how often he visited, NICU environment, and relationship with spouse and staff. 

Using the van Manen’s analysis approach, the researchers identified four essential themes 

which were distressing, unknowing, reassuring, and life-changing. Fathers felt distressed 

because they could not take their child home and thus, had to miss work because of the 

hospital stay. The uncertainty and feeling that information was being withheld from them 

made them fear adverse outcomes for their premature infants. The fathers also stated if 

they were made to feel more comfortable in the NICU, they would visit more and be 

involved in their child’s care. They stated a need for comfortable chairs, more space in 

the NICU, and better communication from staff (Mitchell-Levy, 2015). Further studies 

like these could help to identify recurring themes like the ones identified in this study and 

help fathers feel more welcome in the NICU. 

Feeley, Waitzer, Sherrard, Boisvert, and Zelkowitz (2012) found that negative 

actions serve as barriers to fathers participating in the care of their premature neonate. 

Using a qualitative descriptive method, these researchers conducted semi-structured 

interviews with 18 fathers in two NICUs in Canada to determine fathers’ perceptions 

were with regards to facilitators and barriers to them participating in the care of the 

neonate. Fathers reported that nurses gave mixed messages on whether fathers should 

touch or handle the neonates. Fathers also stated they did not understand the information 

about the neonates’ medical condition which made them anxious about participating in 

care. Some fathers reported waiting for nurses to ask them to be involved in the care of 

the neonates and when nurses were supportive, the fathers felt comfortable to participate. 
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The fathers stated they looked to nurses for guidance on participating in the care of the 

neonates. Feeley et al. (2012) concluded that nurses need to find ways to help the fathers 

maximize the time they had with their infants and determine what the fathers needed to 

promote their involvement. 

Fathers have reported that they do not feel emotionally supported by nurses in the 

NICU, which is a barrier to participating in the care of their neonates. O’Brien and 

Warren (2014) conducted a quantitative descriptive study of 58 Irish fathers who had 

infants in the NICU. O’Brien and Warren investigated the perceptions of fathers with 

regard to support received from nurses, using the instrument Nurse Parent Support Tool, 

which consists of two sections. The first section consists of questions regarding 

demographic information about the father and the neonate. The second section consists of 

21 statements that are divided into four subscales, which are information, instrumental 

(caregiving), emotional, and appraisal (positive affirmation). The participants were asked 

to rate their responses on a 5-point Likert scale. Descriptive statistics revealed that 86% 

of the fathers felt they received a high level of support from the nurses overall but 

received the lowest support in the emotional domain. O’Brien and Warren concluded that 

nurses need to assess the unique needs of fathers, including emotional needs, while 

optimizing the father’s time at the bedside. Furthermore, the nurse needs to make sure 

both mother and father are equally involved in the care of the neonate (O’Brien & 

Warren, 2014). 
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Participating in care of their neonate helped fathers gain a sense of control.  

Lundqvist and Jakobsson (2003) conducted a cross-sectional descriptive study of eight 

fathers in a Swedish NICU. Lundqvist and Jakobsson found that fathers felt helpless, 

stressed, and concerned about their spouses and children, as in other studies, but the 

fathers in this study also felt secure, supported and happy. Through a semi-structured 

interview with questions used to elicit the fathers’ thoughts and feelings, the researchers 

discovered the fathers’ experiences were influenced by their ability to exert some control 

in the NICU environment. Fathers felt being given information they needed gave them 

some control and helped them to focus on their child. Being allowed to participate in the 

care of their neonate also gave them a sense of control. Lundqvist and Jakobsson 

concluded that fathers have different needs which need to be recognized and addressed. 

Nurses need to assess fathers’ needs and give the fathers opportunities to be close to their 

premature neonates. In addition, the nurse needs to help the father recognize he has an 

important role to play as the father to his child (Lundqvist & Jakobsson, 2003).  

Another way fathers felt they were in control was being able to understand their 

child’s condition. They were able to develop this understanding when they were provided 

concrete, up to date, timely and easy to understand information from the healthcare team. 

Modé, Mard, Nygvist, and Blomqvist (2014) conducted a qualitative, descriptive study 

with eight fathers in a NICU in Sweden. Fathers stated when information was not up to 

date or concrete, it gave them the impression that the healthcare provider was not 

knowledgeable, which in turn caused mistrust of the healthcare provider and increased 
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anxiety for the father.  Fathers felt the younger nurses were more knowledgeable and 

more educated than physicians because these nurses provided better information than 

physicians. Modé et al. (2014) concluded the NICU staff must provide accurate, clear, 

and timely information to help fathers feel secure and in control. 

Inconsistent information makes the fathers feel powerless, fearful and anxious 

because they feel they do not understand what is going on. Marski, Custodio, Porto de 

Abreru, de Melo, and Wernet (2016) conducted a qualitative study using symbolic 

interaction and narrative inquiry, exploring the experiences of eight fathers in a NICU in 

Brazil. Fathers felt they could be more involved in their child’s care if they understood 

the medical condition of the child. When the NICU provided inconsistent information, 

fathers felt less able to participate in the care of their child actively. Fathers reported they 

would often avoid visiting their child in the NICU when the staff made them feel 

unwelcome. Marski et al. (2016) concluded that NICU staff need to direct care and 

education to both parents to promote the involvement of both the mother and the father. 

Lundqvist, Westas, and Hallström (2007) reported results similar to those of 

Marski et al. (2016) from their hermeneutic phenomenological study of 13 fathers in a 

Level III NICU in Sweden. Lundqvist et al.  asked fathers to describe their experiences of 

caring for their premature neonates from delivery to the present. Results were analyzed 

using van Manen’s phenomenological method. 

Fathers described feeling like they were a spectator, watching what was 

happening to their child while feeling like they should be somewhere else. Since they 
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could not protect their children, fathers felt that they could not fulfill their role as the 

parent. They stated they wanted to play a more active part in the care provided to their 

children, but some NICU staff hindered this participation. The fathers spent a lot of time 

observing the actions of the staff. Some of the staff informed them about the care their 

children were receiving but did not involve them in the decision-making. Other staff 

helped them to understand what was going on and helped fathers deal with their chaotic 

feelings. When the NICU staff gave appropriate support, it helped the fathers feel like 

they participate in the care of their child. Lundqvist et al. (2007) concluded that 

healthcare professionals need to establish a two-way form of communication with fathers 

as early as possible. 

Lee, Wang, Lin, and Kao (2012) discovered that two-way communication is an 

efficient way to reduce paternal stress in the NICU environment. Lee et al. conducted a 

historical comparative study of 69 fathers in a NICU in Taiwan with the purpose of 

evaluating the effectiveness of an intervention designed to increase fathering ability and 

reduce parental stress after the birth of a premature neonate. A convenience sample of 35 

fathers was recruited to be part of the comparison group while 34 were recruited to be 

part of the group who received the intervention. The comparison group received routine 

care and information while the intervention group was given a booklet along with 

information on what to read. On the second day of the child’s admission, the intervention 

group received guidance from the nurses on what they should be reading (Lee et al., 

2012).  
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Four instruments were used to measure how effective the intervention was. The 

first two were the Parental Stressor Scale: Neonatal Intensive Care and Nurses Parent 

Support Tool (used to measure parents’ perceptions of support received by nurses using a 

5-point Likert scale). Lee et al. (2012) designed the other two instruments for the study. 

The first instrument was an 18-item questionnaire designed to test the fathering ability of 

the father. Participants were asked to rate their response using a 5-point Likert scale with 

responses ranging from 1 = never to 5 = always. The last instrument was a 10-item 

questionnaire consisting of a 5-point Likert scale to evaluate a booklet used in the study, 

which was designed for NICU fathers. The fathers in both groups filled out all the 

questionnaires before and after the intervention. Using independent t-tests and chi-square 

tests, the researchers discovered fathers in the intervention group (M = - 29.32) reported a 

significant difference in reduction of stress (t = -2.80, p = 0.007) compared to the 

comparison group (M = - 20.94). In addition, the intervention group reported significantly 

higher fathering ability (t = 8.77, p = 0.001) and a perceived higher level of support from 

the nurses (t = 10.57, p = 0.001). Lee et al. (2012) concluded creating a healthcare 

environment that was father-friendly and designing interventions to support fathers can 

empower a father and reduce paternal stress in the NICU (Lee et al., 2012).  

Özdemir and Alemdar (2017) also tested an intervention designed specifically for 

fathers to reduce their stress levels. Özdemir and Alemdar conducted a pretest-posttest 

quasi-experimental study in a NICU in Turkey to examine how the effects of supporting 

and visiting impacted stress levels of forty-seven fathers three days after a NICU 
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admission. The study was conducted in two phases. During the first phase, all fathers 

were asked to complete a demographic questionnaire and the Parental Stressor Scale: 

Neonatal Intensive Care Unit. The second phase of the study consisted of the fathers 

receiving a training session on the NICU environment and their child’s condition and 

treatment plan. Fathers were also given a booklet on prematurity to take home with them. 

After the training session, the fathers were allowed to visit their child for thirty minutes. 

After the neonate became stable, the fathers were asked to complete the Parental Stressor 

Scale: Neonatal Intensive Care Unit questionnaire again. Using paired samples t-test, the 

researchers analyzed the results. Results revealed a statistically significant difference 

between before and after the intervention (t = 6.248, p < 0.001). Özdemir & Alemdar, 

(2017) concluded that interventions to support the fathers in the NICU while visiting 

decreases stress levels. 

In conclusion, researchers have revealed fathers have different experiences than 

mothers in the NICU. Fathers have reported feeling stressed, depressed, overwhelmed, 

out of control, powerless, and emotionally exhausted (Gomes et al., 2015; Hollywood & 

Hollywood, 2011; Joseph et al., 2007; Koliouli et al., 2016a; Mackley et al., 2010; Sloan 

et al., 2008). Fathers struggle to find a balance between work and caring for their 

critically ill neonates. They feel they have to articulate and negotiate when they can visit 

their children, care for their family and go to work (Kong et al., 2013; Marski et al., 

2016). On the other hand, fathers may actually welcome going to work because work is 

seen as a source of relief from the stress of the NICU and allows them to regain their self-
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confidence and competence, since many fathers have reported that they perceive the 

NICU as a hostile and unwelcoming environment (Betty et al., 2017; Brown & Talmi, 

2005; Deeney et al., 2012; Fidler, 2002; Pohlman, 2003). But fathers tend to hide what 

they are feeling from staff and the mothers of their children due to cultural norms and not 

wanting to upset the mothers (Garten et al., 2013; Hugill et al., 2013; Pohlman, 2009). 

Interventions developed for fathers can alleviate some of these feelings, allowing fathers 

to gain control and play a more active role in their children’s care (Lundqvist et al., 2007; 

Lee et al., 2013; Özdemir & Alemdar, 2017). However, many interventions were 

developed by researchers based on assumptions of fathers’ needs rather than on actual 

needs expressed by the fathers. Healthcare professionals many times do not accurately 

predict what parents feel is important. The studies presented in this section focused more 

on fathers’ experiences and did not assess the needs of fathers in the NICU. 

Understanding father’s experiences in the NICU illuminates the need to focus more 

attention on fathers’ specific needs. Effective interventions to support fathers in the 

NICU must be based on their reported needs in order to promote family-centered care. 

Chapter Summary 

In summary, although it has been established the NICU is a stressful environment 

for parents, there is a limited amount of research on parental needs. Healthcare 

professionals often misinterpret what is important to parents and therefore, do not provide 

adequate support to parents (Aemi et al., 2013; Franck & Axelin, 2013; Lantz and 

Ottosson, 2014; Latour et al., 2010; Vaškelyté & Butkevičiené, 2010). 
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The majority of research on parental experiences and needs focuses on mothers 

and are predominantly from countries outside the US where different cultures and 

different NICU environments may impact fathers’ needs. Fathers have unique needs, and 

a different experience than mothers when their child is in the NICU and interventions to 

promote family-centered care in the NICU were designed on mothers’ needs (Garten et 

al., 2013; Lindberg et al., 2007; Lundqvist & Jakobsson, 2003). Not assessing or 

addressing the fathers’ needs compounds the stress and the anxiety they are experiencing 

(Joseph et al., 2007; Koliouli et al., 2016a). Interventions that were designed and tested 

specifically for fathers have been shown to help decrease the father’s stress level (Lee et 

al., 2013; Özdemir & Alemadar, 2017). Although researchers are have examined the 

experiences of fathers in the NICU, few studies have examined the actual needs of fathers 

in the NICU. Interventions that have been tested were designed by researchers based on 

assumptions of fathers’ needs rather than their reported needs. Thus, there is a gap in the 

literature. 

Furthermore, there is not enough research specific to US fathers’ needs using the 

NFNI to measure these needs. Studies using the NFNI did not analyze the impact of 

specific demographic factors on fathers’ needs such as education, income, and gestational 

age of the neonate. Fathers from lower socioeconomic status may have less access to 

resources (i.e., transportation, internet, cell phones) and may have more perceived needs. 

Also, the gestational age at birth of the premature infant may impact fathers’ needs 

because infants born extremely premature are less medically stable, at greater risk for 
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complications, and require more medical interventions (Anderson, 2014; Behhram & 

Butler, 2007; Ditzenberger & Blackburn, 2014; Gardner et al., 2016a; Kayton et al., 

2017; Johnson et al., 2017; Lott, 2014). Research is needed to identify the gaps in 

knowledge of fathers’ needs in the NICU in order to develop interventions specific to 

fathers, and thus help fathers feel they are true partners in the care of their child. 

In Chapter III, the methodology and procedures for this study will be presented. 

The setting, population, and sample will be discussed along with measures to ensure the 

protection of human subjects who agreed to participate in this study. The demographic 

questionnaire used to collect the demographics of the participants will be presented, 

designed for this study from some of the research presented in this chapter. The NFNI 

will be described, and the psychometric properties will be reported. Lastly, procedures 

for data collection and treatment will be explained, which will include the statistical 

techniques to be utilized in this study. 
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CHAPTER III 
 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Unmet needs are a source of stress for parents in the neonatal intensive care unit 

(NICU) (Ward, 2001). Although studies are beginning to explore parental needs, they 

focus predominantly on mothers, contain small sample sizes of fathers, and are conducted 

in other countries (Aemi, Ahmadi, Reyhani, & Haghani, 2013; Mundy, 2010; Nicholas, 

2006; Obeisat & Hweidi, 2014; Vaškelyté & Butkevičiené, 2010; Ward, 2001; Wigert, 

Dellenmark, & Bry, 2013). Practices in the US may actually differ from other countries 

(Alexander, 2011). Thus, fathers of children in NICUs in the US may have different 

needs. Research is needed in the US to explore the needs of fathers in order for 

interventions to be developed to meet their needs and help alleviate paternal stress in the 

NICU. This study used a non-experimental, quantitative, comparative descriptive design 

to determine what needs are important to NICU fathers and determine the needs of 

fathers with respect to differences in gestational age and type of hospital where the 

neonate was born. Gestational age is grouped into two categories, 25 and 30 weeks (zero 

days) and 30 weeks (and one day) and 36 weeks. Hospitals are defined as publicly-

funded hospitals and private hospitals. At the time of data analysis, additional pertinent 

questions regarding fathers’ support needs were identified. These questions were the 

following: (a) is there a difference in the needs of fathers based on the definition of 

prematurity from the World Health Organization and American Academy of Pediatrics? 
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(b) is there a difference in the needs of fathers if they preferred the English version of the 

NICU Family Needs Inventory (NFNI) versus if they preferred the Spanish version (c) is 

there a difference in the needs of fathers based on income level? (d) is there a difference 

in the needs of fathers based on the level of education? and (d) can sociodemographic 

factors predict a father’s need? 

This chapter will describe the methodology and procedures used in this study. The 

setting, population, and sample will be described along with the measures taken to ensure 

the protection of human subjects who agree to participate in this study. The demographic 

questionnaire and NICU Family Needs Inventory (NFNI) questionnaire used to collect 

data for this study will be described, and the psychometric properties of the NFNI will be 

reported. Lastly, procedures for data collection and treatment will be explained, which 

will include the statistical techniques to be utilized in this study. 

Methodology 

For this study, a quantitative comparative descriptive design was desirable to 

gather objective, detailed information about what needs were important to fathers of 

premature neonates in the NICU and to compare those needs based on the fathers’ 

sociodemographic factors (Adams & Lawrence, 2015; Gray et al., 2017; LoBiondo-

Wood & Haber, 2018; Polit & Beck, 2017; Sousa, Driessnack, & Mendes, 2007). The 

aim of this study was to report these needs and the differences of fathers’ needs based on 

specific sociodemographic factors, not the degrees of these relationships, such as in a 

correlational design (Gray et al., 2017). Thus, a comparative descriptive design was used.  
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A comparative descriptive design is used when a researcher wants to describe 

concepts and identify differences in two or more groups (Gray et al., 2017; LoBiondo-

Wood & Haber, 2018; Polit & Beck, 2017; Portney & Watkins, 2009). In this study, the 

needs of fathers were examined based on: (a) the neonate’s gestational age; (b) type of 

hospital in which the premature neonate was born; (c) fathers’ educational level; (d) level 

of income; (e) marital status; (f) ethnicity; and (g) whether he preferred the English or 

Spanish version of the NFNI. Using this approach provided sound data on the specific 

needs of fathers of premature neonates in the NICU. The data obtained from this study 

can be used to develop nursing interventions in the NICU to help fathers become equal 

partners with mothers and the healthcare staff in the care of their children (Gray et al., 

2017; LoBiondo-Wood & Haber, 2018; Polit & Beck, 2017). 

Setting 

The setting for this proposed study was six Level III NICUs in the Dallas/Fort 

Worth area.  These hospitals are located in an area of approximately 6,526,566 people 

with a median age of approximately 33.7 years and a median household income of 

$57,984 (Evans, 2017). In this urban area, one in eight neonates per year is born 

prematurely (Dallas-Fort Worth Hospital Council, 2013). 

These facilities were chosen because they were receptive to my research. When 

contacted, the educators and managers were very receptive and eager to participate. Each 

facility was a Level III NICU whose population consisted of neonates from 23-weeks 

gestation to full term neonates that are either born at the facility or transported from 
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outlying hospitals, which was important because potential subjects would meet the 

inclusion criteria. The private hospitals were an open design consisting of pods while the 

publicly-funded hospitals consisted of private rooms.   

Population and Sample 

The population of interest for this study was fathers of premature neonates in the 

NICU. Through convenience sampling, participants were recruited to participate in the 

study. This type of sampling was selected because it entails using subjects that are readily 

accessible and convenient to the researcher (Gray et al., 2017; LoBiondo-Wood & Haber, 

2018; Polit & Beck, 2012; Portney & Watkins, 2009). Since fathers are not always 

present at the bedside, it is very difficult to recruit them to participate in a study. By using 

convenience sampling, I was able to obtain participants who were readily available 

because they were visiting their babies at the bedside when I was visiting the NICUs and 

were willing to participate in this study (Adams & Lawrence, 2015; Gray et al., 2017). I 

recruited fathers meeting the inclusion criteria until the desired sample size of 102 was 

reached (Gray et al., 2017; Polit & Beck, 2012; Portney & Watkins, 2009).  

Fathers who met the following criteria were asked to participate in the study: (a) 

the father had a neonate currently a patient on the unit, (b) the father’s neonate had no 

congenital anomalies and was born between 25 and 36-weeks gestation, c) the father was 

able to read and speak either English or Spanish. All materials provided to fathers were 

translated into Spanish, using the translation company Teneo Linguistic Company, prior 

to Institutional Review Boards (IRBs) submission and subsequent participant recruitment 
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and participation. Exclusion criteria included any father: (a) whose neonate had a 

congenital anomaly, (b) whose neonate was under 25-weeks or over 36- weeks gestation, 

or (c) who cannot read or speak either English or Spanish. Once the data was obtained on 

the fathers meeting the inclusion criteria, the data were grouped into either the group 25 

to 30-weeks (zero days) or 30-weeks (one day) to 36-weeks, depending on the gestational 

age of the neonate at birth. The data were also grouped into either publicly-funded or 

private hospital group depending on the hospital from which the father was recruited.  

Power Analysis and Sample Size 

An essential step in research design is determining sample size. An appropriate 

size sample is essential for researchers to have so they can infer with confidence that the 

sample obtained in the study is reflective of the population being studied. In addition, an 

adequate sample size, along with appropriate sampling techniques, produces results 

which are more valid, reliable and generalizable (Suresh & Chandrashekara, 2012). The 

deciding factor in determining whether a sample size is adequate is power (Gray et al., 

2017). Power is defined as “the capacity of the study to detect differences or relationships 

that actually exist in the population” (Gray et al., 2017, p.347). To determine the sample 

size needed to ensure sufficient power, a power analysis is performed (Gray et al., 2017). 

The power analysis consists of the power, significance criterion, and effect size, which is 

the magnitude of the difference between groups (Polit & Beck, 2017).  Since a pilot study 

was not conducted, none of these criteria were known, so they had to be estimated using 
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previous research on parental needs (Gray et al., 2017, Grove & Cipher, 2017; Sullivan & 

Feinn, 2012). 

The sample size for this study was conducted using a priori analysis. Previous 

research on parental needs reported a power of 0.80 at a significance level of 0.05 

(Nicholas, 2006; Ward, 2001), which according to Cohen (1992) and Grove and Cipher 

(2017) is appropriate to use. Previous research on parental needs reported effect sizes 

ranging from 0.35 to 0.46 (Obeisat & Hweidi, 2014; Ward, 2001), which according to 

Cohen (1992) is a medium effect. Effect size is important because it helps the researcher 

to calculate the number of subjects needed to avoid a Type II error, which is the 

probability of not detecting a true relationship (Sullivan & Feinn, 2012; Polit & Beck, 

2017). Thus, for this study, the effect size was increased to 0.5, which is still considered a 

medium effect (Cohen, 1992) to ensure I would have enough participants to detect the 

magnitude of a difference between my groups. 

The sample size was calculated using the software program, G*Power 3.1 for the 

independent sample t-test (Faul, Erdfelder, Lang, & Buchner, 2007) with significant 

criterion power = 0.80, α = 0.05, and effect size of 0.5 to calculate 102 participants for 

this study, 51 participants for each group from the two different hospital types. Hospital 

types were used over the gestational age of the neonate since I could not control 

gestational age. Data were collected until the minimal sample size was reached. 
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Protection of Human Subjects 

Approval for this study was sought concurrently from the institutional review 

board (IRB) of Texas Woman’s University and the six sites prior to data collection (see 

Appendix A). Signed informed consent was not required by the IRBs because the survey 

did not contain questions of a sensitive nature. In lieu of a signed consent form, the 

questionnaire packet included a cover letter in addition to the survey (see Appendix B). 

Completing and returning the questionnaires indicated consent to participate in the study. 

The cover letter provided information on the study and served as the information sheet. 

The cover letter also explained the risks and benefits of the study. The potential benefits 

of participating in this study included allowing fathers to voice their opinions on what 

needs are important to them, help healthcare professionals understand the needs of NICU 

fathers, and help develop nursing interventions specific to fathers’ needs in the NICU; 

however, there were no direct benefits to participants.  The potential risks of participating 

in this study included: fatigue, loss of time, coercion, loss of confidentiality, and loss of 

anonymity. 

There was a potential risk for fatigue and loss of time. The participants were 

informed the questionnaire would take approximately 45 minutes to one hour to complete 

but did not have to be completed all at once. They could take it at a time convenient for 

them and put it down as often as they liked. 

Another risk was emotional discomfort. Participants were told that I would try to 

prevent any problems that could happen because of them participating in the study. I 
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provided them with my contact information in the cover letter so they could notify me if 

they needed help. In addition, I provided them with resources if they did experience 

emotional discomfort which included the American Psychologist locator (to help them 

find a specialist) and websites for peer support (HandtoHold.org, BabyFirst.com, 

NICUhelpinghands.org, and MarchofDimes.org/baby/the-NICU-family-support-

program.aspx). 

There was a potential risk for coercion. Participants were informed no 

compensation was being offered to participate in this study. They were also informed that 

regardless of their participation, the care of their child would not be affected. Lastly, they 

were informed they could withdraw from the study at any time. 

Other possible risks of participating in this study included loss of confidentiality 

and anonymity. Fathers were approached by me while they were visiting their child at the 

bedside to ask if they would be willing to participate in the study. If the father expressed 

interest and gave verbal consent, the survey packet (which consists of the cover letter, a 

demographic questionnaire (see Appendix C), and the NICU Family Needs Inventory 

was left with him (see Appendix D). Questionnaires were coded to maintain 

confidentiality. Participants were instructed not to write their names anywhere on the 

questionnaire. Participants who did not wish to participate could return the blank 

questionnaire.  

The completed or uncompleted surveys were dropped in a secure, locked box on 

the units of the research sites that were only accessible to me. I collected the surveys 
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from this locked box bi-weekly and then, secured them in a locked file cabinet in my 

home. Only I had access to this file cabinet. All fathers who participated were reassured 

the information they provided was kept confidential. No individual names or other 

identifying factors were used in data collection. Results were reported as group data only. 

Fathers who wished to receive a copy of the findings were instructed to email the 

researcher with an address to send the findings and to place in the subject heading 

Neonatal Fathers Needs Study, but not to include their names. A statement was added to 

the cover letter that was a potential risk of confidentiality in all email, downloading, and 

internet transactions. 

Instruments 

This study utilized two instruments: a demographic questionnaire and the NICU 

Family Needs Inventory (NFNI). The demographic questionnaire was used to determine 

specific information on the NICU fathers and the data obtained was used to describe the 

sample and to determine if there were differences in fathers’ needs. The NFNI was used 

to determine what needs are important to the fathers. A comparison was then conducted 

to determine if these needs differ based on the two groups specifically: if the neonate was 

born between 25-weeks to 30-weeks zero days gestation versus 30-weeks one day to 36- 

weeks gestation, or if neonate was born in a publicly-funded versus a private hospital. 

Due to a lack of research on sociodemographic factors of NICU fathers, further analysis 

was conducted to determine if fathers’ needs differed based on the sociodemographic 
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factors reported by the fathers or their needs could be predicted on sociodemographic 

factors. A description of each instrument follows. 

Demographic Questionnaire 

The demographic questionnaire, developed by this researcher and supported by 

the literature, was administered to the NICU fathers (see Appendix C). The tool consists 

of fill in the blanks regarding specific questions and checkboxes. Fathers filled in their 

responses for their (a) current age, (b) number of children, (c) gestational age of neonate 

at birth and time of survey, and (d) number of days in the hospital (length of stay). The 

fathers put a check mark next to a yes/no response for the prior experience of having a 

child in the NICU and presence of a support group. They then put a check mark in the 

checkbox for the following categories: (a) marital status, (b) ethnicity, (c)level of 

education, (d) income, and (e) type of NICU (open or closed). Each category is described 

below. 

Marital status for the demographic questionnaire was defined as: (a) single, (b) 

married, (c) divorced, or (d) separated. These categories were chosen because they were 

used in previous studies (Mundy, 2010; Nicholas, 2006; Ward, 1999). Mundy (2010) 

reported that single parents ranked needs differently than the others. 

On the demographic questionnaire, ethnicity was defined as: (a) Caucasian, (b) 

African-American, (c) Hispanic, (d) Native American, (e) Asian, or (f) Other. These 

categories were chosen because they were used in previous studies, which did not report 

any differences in the categories of needs (Mundy, 2010; Nicholas, 2006; Ward, 2001).  
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Level of education for the demographic questionnaire was defined as: (a) less than 

12th grade, (b) 12th grade or GED, (c) some college, (d) College Degree or higher. These 

categories were chosen because they were used in previous studies (Mundy, 2010; 

Nicholas, 2006; Ward, 2001). Mundy (2010) and Nicholas (2006) reported that parents 

with a higher education rated needs as more important overall than those who had a lower 

education. 

Income on the demographic questionnaire was defined as: (a) < $10,000/year, (b) 

$10,000–$20,000/year, (c) $20,001–$30,000/year, (d) $30,001–$40,000/year, (e) 

$40,001–$50,000/year, (f) $50,001–$60,000/year, (g) >$70,000/year. Previous studies 

using the NFNI used only the range less than $10,000 year to greater than $40,000/year 

on their demographic sheets. (Mundy, 2010; Ward, 2001). One study used the range to 

greater than $70,000/year (Nicholas, 2006). Nicholas (2006) reported that there was a 

positive correlational relationship between the mother’s annual income and the needs in 

the area of support.  In her study, as the annual income increased, the support needs of 

mothers also increased. Since the yearly median household income in the suburban area 

where this study will be conducted is $56,954 (City of Dallas, 2014), use of the higher 

ranges was included on the demographic questionnaire. 

Support group for the demographic questionnaire was defined as “a group of 

people with common experiences and concerns who provide emotional and moral support 

for one another” (Support Group, n.d.). This variable was chosen to determine if a 
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presence of a support group influenced the needs of fathers in the NICU since some of 

the hospitals have this feature in place. 

On the demographic questionnaire, an open unit was defined as “a multi-bed unit 

where a large number of infants receive care in a single room” (Stevens, Helseth, 

Thompson, Pottala, Akram Khan, & Munson, 2012, p.5). A closed NICU will be defined 

as “rooms within the NICU analogous to private patient rooms elsewhere in the hospital 

that is designed to provide for the care of one or more infants from a single family” 

(Kohlberg, 2012, p. 11). This variable was chosen to determine if the design of the unit 

influences the needs of fathers in the NICU since some of the hospitals have this feature 

in place. A problem arose in the very beginning where fathers did not understand the 

difference so a definition was added to the demographic sheet so fathers could understand 

what a closed and open unit was. Since fathers did not understand this variable, it is not 

reliable and was not used in the statistical analysis. 

NICU Family Needs Inventory (NFNI) Questionnaire 

The needs of fathers were assessed using the NFNI, which is a tool modified and 

developed by Ward from an instrument, called the Critical Care Family Needs Inventory 

(CFNI). CFNI is used by researchers to identify the needs of patients’ family members in 

the adult ICU (Touilatos, Perlmutter, & Holden, 2001). Although the NICU is considered 

to be an intensive care environment, Ward (1999) felt the statements in the CFNI did not 

accurately measure the needs of parents with a child in the NICU, so she modified this 



82 
 

instrument to what she believed more adequately reflected the needs of NICU parents 

(Nicholas, 2006; Ward, 1999). 

The NFNI, as modified and used by Ward (1999), consists of 56 items which take 

the form of a phrase focusing on a different potential need of a parent with a child in the 

NICU which are distributed over five subscales. These subscales are: (a) need for 

support, (b) need for comfort, (c) need for information, (d) need for assurance, and (e) 

need for proximity. The statements are designed to measure how important the potential 

need is to the parent filling out the survey. The parent is asked to indicate how important 

the need is to him using a 5-point Likert scale (1 = not important, 2 = slightly important, 

3 = important, 4 = very important, 5 = not applicable). Ward (1999) added an additional 

open-ended item where a parent could write in a need that the parent felt was important 

that was not covered by the tool; the open-ended item was included on the instrument for 

this study. For this study, item number 17 was modified, with permission from the author 

(see Appendix E), to from I have a private place to breastfeed or use a breast pump to 

have a private place for my wife to breastfeed or use a breast pump. 

The NFNI is scored by calculating the mean scores of each need. For this study, 

the “Not Applicable” response was coded as zero because rating “Not Applicable” as a 

five could result in a need being scored abnormally high and potentially skew the data.  

The mean score is reported for each of the fathers’ needs statements and then ranked 

from most important to least important (Ward, 1999). A mean score is important to a 

father if the mean score is 2.5 to 4 since 95% of the items in her study were rated 2.5 and 
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above (Ward, 1999). The 10 most important and the 10 least important were then 

examined for the number of needs identified per the subscales of support, comfort, 

information, assurance, and proximity (see Appendix F) (Ward, 1999).  

Validity and reliability. Content validity was established by Ward (1999) by 

obtaining the expert opinion of 11 neonatal nurses who had experience with parents to 

review the CFNI and make suggestions on which items adequately reflected parental 

needs and if items need to be added or removed. Based on review, Ward (1999) changed 

the term patient to neonate, removed some statements that did not reflect the needs of 

parents in the NICU, and added more items that more accurately described the needs of 

parents in the NICU.  

To further establish face validity, Ward (1999) approached five parents, who 

currently had a child in the NICU and asked them to review her tool to assess if these 

items were essential needs of parents with children in the NICU. The consensus was that 

the NFNI adequately addressed parental needs (Ward, 1999). The final tools consisted of 

56 items, with an additional space for participants to write a need not covered by the tool. 

Lastly, Ward (1999) conducted a pilot study of 52 parents, with a response rate of 96%. 

She reported a Cronbach’s alpha of 0.91 of internal consistency for the overall scale in 

this study and a factor analysis which revealed some inclusive findings and a lack of 

variation on some of the scores that she contributed to a small sample size. But, the 

additional need statements that were added to the NFNI factored into the existing CFNI 

subscales (Ward, 1999). Ward did not analyze Cronbach’s alpha for each subscale. 
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Since its development, the NFNI has been used in six studies, including (a) those 

with mothers of neonates in the NICU (Nicholas, 2006), (b) those comparing mothers and 

fathers in the NICU (Mundy, 2010; Obeisat & Hweidi, 2014, Ward, 1999), and (c) those 

comparing perceived needs of parents and nurses’ perceptions (Aemi, et al., 2013; 

Vaškelyté and Butkevičiené, 2010). Cronbach’s alpha coefficients for internal 

consistency have been reported for the NFNI to be 0.83–0.94 (Mundy, 2010; Nicholas, 

2006; Obeisat & Hweidi, 2014; Vaškelyté and Butkevičiené, 2010; Ward, 2001). 

Nicholas (2006) reported Cronbach’s alpha for each of the subscales as follows: support 

(0.869), comfort (0.747), information (0.782), proximity (0.613), and assurance (0.63) 

According to Gray et al. (2017), a score of 0.80 or greater is considered to have a high 

degree of reliability and scores from 0.6–0.79 have a moderate degree of reliability. 

Overall the NFNI has demonstrated an acceptable estimate of reliability. 

Data Collection 

After obtaining IRB approval for all institutions, subjects were recruited in three 

ways. First, I visited each NICU bi-weekly to recruit fathers who were at the bedside 

visiting their child in the NICU. I provided a brief description and the purpose of the 

study to the fathers and asked about willingness to participate. I used a certified Spanish 

translator provided by the hospital to recruit Spanish speaking fathers. If the father 

provided verbal consent, I left a packet with him which contained the cover letter with 

my contact information, demographic questionnaire, and the NFNI with instructions on 

how to complete the documents. Fathers were instructed that returning the questionnaire 
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implied consent to participate in the study. Fathers were instructed the surveys would 

take approximately 45 minutes to 1 hour to complete, did not have to be completed in one 

sitting, and they could ask questions about this study at any time by contacting the 

researcher. They were instructed to place the completed or not completed surveys in a 

locked box on the units. I checked these boxes bi-weekly to retrieve the completed 

surveys. 

In addition, subjects were recruited via flyers displayed on all the units (see 

Appendix G). The flyer contained information about the study and my contact 

information. Interested parties contacted me for more information about the study. I met 

the potential participants on the unit to verify eligibility, answer questions, and give the 

research packet to them. They were instructed returning the surveys indicated consent to 

participate. They were instructed to return the completed and uncompleted surveys to a 

locked box on the units which only the researcher would have access. 

Midway through the study, a unit secretary, at one of the publicly-funded 

hospitals, reported to me that fathers who did not have access to email and computers 

were looking for a copy of the surveys to complete. Hence, IRB approval was sought and 

obtained to leave a display with blank surveys for fathers who were interested to 

complete at the two publicly-funded hospitals. 

Data collection was conducted until the minimum number of subjects (102) had 

been reached over a 20-month period. Fathers were instructed in the cover letter that they 
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could withdraw from the study at any time. All completed surveys were kept in a locked 

file cabinet in my home office. 

Treatment of Data 

Prior to analysis, I coded and entered data into SPSS Premium Statistics 25.0. The 

data were checked for missing data and cleaned for analysis. Any item that was missing 

was coded as 999. (Polit, 2010). Next, I ran queries on variability. I checked the data to 

see if any participants only answered partial questions. I determined the 50% cutoff or 

midpoint for an item was item #27 and the 65% cutoff was item #36 on the NFNI (Polit, 

2010). Next, a query was run to determine if any participants had three or more pages 

where all the questions were the same unit of measurement. This is called zero variance 

or lack of variance, meaning all answers are the same. When this occurs, it has the 

potential to not accurately predict an adequate description of the differences between 

groups (Arminger, Clogg, & Sobel, 1995).  

Descriptive statistics were analyzed for (a) age, (b) education, (c) level of income, 

(d) marital status, (e) number of children, (f) experience with the NICU, (g) gestational 

age of neonate, (h) neonate’s length of stay, (i) presence of a support group, and (j) type 

of NICU (open or closed). An exploratory analysis was conducted to examine the data for 

distribution, central tendency, homogeneity, skewness, and outliers. After this 

exploratory analysis, I constructed frequency histograms and scatterplots to look for 

patterns, assess for the shape of the data’s distribution, and identify gaps or outliers 
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(Portney & Watkins, 2009).  This step helped to determine if the data could be completed 

to test the study questions.  

The demographic questionnaire served to describe the sample and was treated on 

the nominal (ethnicity, marital status, type of NICU, gestational age group, hospital type, 

previous NICU experience, and support group) and interval levels (age of father, 

educational level, income level, number of children, gestational age of neonate at birth 

and time of survey, and length of stay). NFNI was constructed using the Likert scale, and 

for this study, the data obtained was treated on the ordinal level. 

In this study, 31 fathers wrote comments or starred items, emphasizing how 

important these items were to them. Using the method of content analysis, I looked for 

repeated ideas or patterns of thought. Similar phrases and statements were grouped into 

content to help form categories (Graneheim & Lundman, 2004; Gray et al., 2017).  

Research Questions and Statistical Tests 

There were three research questions. At the time of data analysis, additional 

pertinent questions regarding fathers’ support needs were identified.   This section will 

explain the statistical test for each question. The selected statistical test is the 

independent-sample t-test.  This test was used to examine and compare the difference in 

the data set. 
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Research Question #1 

What needs are important to fathers in the NICU? 

The needs of fathers were described using descriptive statistics. I analyzed the 

survey responses descriptively to categorize and order fathers’ responses regarding levels 

of need (Gray et al., 2017). This was accomplished through measures of central tendency 

and dispersion. Mean scores and standard deviations were used for each of the need 

statements found on the NFNI (Ward, 1999). 

The scores were then explored. A score of 2.5 to 4 was considered as important to 

NICU fathers. Scores below 2.5 were considered unimportant to them. This cutoff was 

selected due to the research from Ward (1999) who suggested a need rated less than 2.5 

was not important to fathers. Scores were examined to determine what the fathers thought 

were the most important and least important needs. 

Research Question #2 

Is there a difference in the needs of fathers if the neonate is born between 25 

to 30-weeks and zero days gestation versus those born between 30-weeks and one 

day to 36-weeks gestation? 

Gestational age of the neonate is defined as “number of weeks from the first day 

of the mother’s last menstrual period until the birth of the baby” (Campbell & Merritt, 

2013, p.4). For the purpose of this study, gestational age was determined by the 

gestational age of the neonate as reported by the father on the demographic sheet. Once 

data were obtained, I categorized the data into either the group 25 to 30-weeks zero days 
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or 30-weeks one day to 36- weeks gestation based on the gestational age of the neonate as 

reported by the father. Since there are two groups, an independent-sample t-test was used 

to determine if the needs of fathers differed if the neonate is born between 25–30-weeks 

zero days gestation versus 30-weeks one day to 36-weeks gestation. 

Research Question #3 

Is there a difference in the needs of fathers if the neonate is born in a 

publicly-funded versus private hospital? 

A publicly-funded hospital is defined as “a facility that is owned by the 

government and provides care to patients who have limited access to care elsewhere” 

(Fraze, Elixhauser, Holmquist, & Johann, 2010, p.1). A private hospital is defined as “a 

facility that is funded through direct payments from patients and insurance providers and 

does not receive public money” (Wise Geek, 2015). Once data was obtained, I 

categorized the data according to hospital type based on the hospital from which the 

father was recruited. Since there are two groups, an independent-sample t-test was used 

to determine if the needs of fathers differed if the neonate was born in a publicly-funded 

versus private hospital. 

Research Question #4 

Is there a difference in the needs of fathers based on the WHO/American 

Academy of Pediatrics definitions of prematurity? 

The World Health Organization (WHO) divided the preterm neonate into three 

groups. These groups are extremely preterm (less than 28-weeks), very preterm (28 to 32- 
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weeks) and moderate to late preterm (32 to 37-weeks) (WHO, 2017). The American 

Academy of Pediatrics (AAP) Committee on Fetus and Newborn further divides the 

moderate to late preterm into preterm (32 to 33-weeks 6 days) and late preterm (34 to 36 

weeks 6 days) (Engle, Tomashek, & Wallman, 2007). Since there were more than two 

groups, a one-way ANOVA was used to determine if the needs of fathers differed based 

on the WHO/AAP definitions of prematurity. 

Research Question #5 

Is there a difference in the needs of fathers if they preferred the English 

version of the NFNI versus if they preferred the Spanish version? 

Since this was the first time the NFNI was translated into Spanish, an analysis 

was done to determine if the needs of fathers differed based on language spoken. Since 

there were two groups, an independent-sample t-test was used to determine if the needs 

of fathers differ based on language spoken. 

Research Question #6 

Is there a difference in the needs of fathers based on income level? 

To conduct this analysis, the fathers were first split into two groups, those that 

make above $40,000 per year and those that make $40,000 or less. The rationale for these 

groups was that almost half or 44 (54%) of the respondents make $40,000 or less and 38 

(46%) make over $40,000. This split ensured the sample size for each group is large 

enough to be statistically significant and also to aid in conducting a regression analysis to 

predict fathers’ needs based on sociodemographic factors, which was also conducted. An 
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independent-sample t-test was also used to determine if the needs of fathers differ based 

on the level of income. 

Research Question #7 

Is there a difference in the needs of fathers based on their level of education? 

To conduct this analysis, the fathers were first split into two groups, those who 

had no college education and those who had a college education. The rationale for this 

split was over half or 62 (63%) of the respondents had a college education, and 36 (37%) 

had no college education. This split ensured the sample size for each group is large 

enough to be statistically significant and also to aid in conducting a regression analysis to 

predict fathers’ needs based on sociodemographic factors. An independent-sample t-test 

was also used to determine if the needs of fathers differ based on level of education. 

Research Question #8 

Can sociodemographic factors predict a father’s need? 

A multiple linear regression was calculated based on fathers’ sociodemographic 

factors of age, number of children, education, level of income, presence of a support 

group, and language version of survey to determine if needs differ base on 

sociodemographic factors of the fathers. 

Chapter Summary 

In this chapter, I described the rationale for using a quantitative, comparative, 

descriptive design to explore the needs of fathers with children in the NICU. The setting, 

population, and sample were described along with the measures taken to ensure the 
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protection of human subjects who agree to participate in this study. The demographic 

questionnaire and the NICU Family Needs Inventory questionnaire were described, and 

the psychometric properties of the NFNI were reported. Procedures for data collection 

and treatment were explained, which included the statistical techniques to be utilized in 

this study. Chapter IV will discuss the findings of the study. 
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CHAPTER IV 
 

ANALYSIS OF DATA 

 Research is emerging that fathers have a different experience in the neonatal 

intensive care unit (NICU) than mothers. However, there is a lack of knowledge of what 

fathers’ needs are in the NICU. This study used a non-experimental, quantitative 

comparative, descriptive design to determine what needs are important to NICU fathers 

and to determine the needs of fathers with respect to differences in gestational age and 

type of hospital where the neonate was born. Gestational age is grouped into two 

categories: 25 and 30-weeks (and zero days) and 30 weeks (and one day) and 36-weeks. 

Hospitals are defined as publicly-funded and private hospitals. At the time of data 

analysis, additional pertinent questions regarding fathers’ needs were identified. These 

questions were the following: (a) Is there a difference in the needs of fathers based on the 

definition of prematurity from the World Health Organization (WHO) and American 

Academy of Pediatrics? (b) Is there a difference in the needs of fathers if they preferred 

the English version of the NICU Family Needs Inventory (NFNI) versus if they preferred 

the Spanish version (c) Is there a difference in the needs of fathers based on income 

level? (d) Is there a difference in the needs of fathers based on their level of education? 

and (e) Can sociodemographic factors predict a father’s need?  To determine these needs, 

fathers were asked to complete a demographic survey and a questionnaire, called the 

NICU Family Needs Inventory (NFNI). Both instruments were also translated into 
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Spanish by the language translation company, Teneo Linguistics Company, for those 

fathers who preferred to read in Spanish. This chapter will discuss the findings of this 

study. 

Description of the Sample 

 This section describes the demographics of the fathers and neonates as well as the 

fathers’ perceptions of the hospitals. The data was collected from six urban hospitals, 

four private hospitals and two publicly-funded hospitals, in the Dallas/Fort Worth area of 

the United States over a 20 month period. The publicly-funded hospitals were all private 

rooms, and the private hospitals had an open design. Three of the private hospitals and 

one of the publicly-funded hospitals had support groups.  

 During data collection, I kept a field journal of how many questionnaires were 

distributed. I approached 260 fathers, either while they were visiting their neonate in the 

NICU or the NICU waiting room. Seven fathers chose not to participate. The remainder 

of fathers expressed an interest and were provided the surveys to complete. Five fathers 

received surveys from nurses who identified to me that the fathers would be interested 

but were not present when I was in that particular unit. Four fathers contacted me after 

seeing the recruitment flyers, expressing interest in the study, and after determining 

eligibility, I provided them with surveys to complete. An additional two fathers were 

recruited via the display of blank surveys on the publicly-funded hospitals’ units, which 

made the total number of potential participants 271. Of these 264 surveys distributed to 

fathers, 110 were returned for a response rate of 42%. Seven of these participants had to 
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be discarded because they did not meet the inclusion criteria for the following reasons: 

two only completed the demographics, one just completed the NFNI to Question 13 and 

left the demographic survey blank, three had neonates over 36 weeks (37, 40, and 41 

weeks respectively), and one was only 17 years of age. 

 I then coded and entered the data into SPSS Premium Statistics 25.0. Any item 

missing a response was coded as 999 (Polit, 2010). Next, I ran queries on variability. I 

checked the data to see if any participants only answered partial questions. I determined 

the 50% cutoff or midpoint for an item was item #27 and the 65% cutoff was item #36 on 

the NFNI (Polit, 2010). The query revealed one participant did not complete a 

demographic survey and another participant confused gestational age dates. All fathers 

had completed the survey past the cutoffs.  Next, a query was run to determine if any 

participants had three or more pages where all the questions were the same unit of 

measurement. This is called zero variance or lack of variance, meaning all answers are 

the same. Zero variance in survey responses are typically not representative of the 

participant’s actual beliefs and could skew the data analysis by inaccurately predicting 

the difference between groups (Arminger, Clogg, & Sobel, 1995). Four participants were 

noted to have a lack of variance on the NFNI and removed from the sample, which 

reduced the final sample size to 99. Using G*Power 3.1 for power analysis, the power for 

the new sample size was calculated to be 0.79 (Faul, Erdfelder, Lang, & Buchner, 2007), 

which is still considered acceptable (Cohen, 1992; Grove & Cipher, 2017). Of this 

sample size, the majority of fathers completed the English version of the survey (N = 81). 
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 The demographic data of the fathers and their neonates were reported on the 

demographic survey by the participants. The information collected revealed the ages of 

the fathers ranged from 18-53 years (M = 32.93, SD = 7.096). The majority of fathers 

reported the neonate was their first or second child (N = 43, 35 respectively) and had no 

previous experience in the NICU (N = 79). The fathers reported the mean gestational age 

of the neonate at birth to be 31.2 weeks gestation (SD = 21.12) and the neonate’s 

gestational age at the time of survey to be 33.8 weeks gestation (SD = 17.94). Fathers 

reported the neonate’s length of stay to range from 3 to 96 days (M = 18.3, SD = 17.40). 

The fathers also reported that five were fathers of twins and one was a father of triplets. 

For marital status, ethnicity, level of education, and level of income see Table 2. 
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Table 2 
 
Demographics of the Fathers 
 

Note. (N=99) 

 

Characteristic Frequency Percentage 
Marital Status   
Single 22 22.2 
Married 75 75.8 
Divorced 1 1 
Missing 1 1 
   
Ethnicity   
other (Hawaiian) 1 1 
Caucasian 45 45.5 
African American 14 14.1 
Hispanic 34 34.3 
Asian 4 4 
Total 98 99 
Missing 1 1 
   
Highest Level of Education   
less than 12th grade 23 23.2 
12th grade or GED 13 13.1 
some college 29 29.3 
college degree or higher 33 33.3 
Missing 1 1 
 
Income Level   
less than $10,000 per year 4 4 
$10,000 to $20,000 per year 13 13.1 
$20,001 to $30,000 per year 17 17.2 
$30,001 to $40,000 per year 10 10.1 
$40,001 to $50,000 per year 4 4 
$50,001 to $60,000 per year 12 12.1 
greater than $70,000 per year 30 30.3 
Missing 9 9.1 
Total 99 100 
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The fathers were asked if their neonates were in an open or closed NICU and 

whether there was a support group for parents sponsored by the NICU. The publicly-

funded hospitals were all private rooms (closed NICU), and the private hospitals 

consisted of an open design with pods (open NICU). Three of the private hospitals and 

one of the publicly-funded hospitals had a support group. As shown by the responses 

listed in Table 2, the majority of fathers did not know the difference in the two types of 

units (64%) and thought there was a support group (67%) when there was a possibility of 

not being one. Thus, these variables could not accurately predict fathers’ needs and were 

not used in data analysis to predict needs.  The breakdown of results is shown in Table 3. 

Table 3 
 
Fathers’ Perceptions of Hospital Characteristics 
 

 Frequency Percent 
Type of Unit   
Open 64 64.6 
Closed 33 33.3 
Missing 2 2 
Total 99 100 
   
Presence of Support Group   
No 28 28.3 
Yes 67 67.7 
Total 95 96 
Missing 4 4 
Total 99 100 

 
 Crosstabulation was conducted to determine fathers’ level of education and 

income level based on the hospital type (see Table 4). The results revealed the majority of 

fathers in the publicly-funded hospitals had not completed college (N = 37) and made less 
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than $40,000 per year (N = 31). The majority of fathers in the private hospitals had some 

college or a college degree (N = 39) and made more than $50,000 per year (N = 32). An 

independent sample t-test revealed a statistically significant difference in annual income 

between fathers in the publicly-funded and private hospitals (t = 5.258, df = 88, p = 

0.000) with an effect size of 1, meaning that the difference in annual income between 

publicly-funded and private hospitals meaning the results are measurable enough to be 

clinically relevant (Polit & Beck, 2017).  This is significant because, in the area where 

this study took place, over half of the households make less than $50,000 per year 

(Simek, 2016). Results are shown in Table 4. 

Table 4  

Income and Education Based on Hospital Type 
 
 Private (N =52) Public (N=47) 
Income Level   
less than $10,000 per year 2 2 
$10,000 to $20,000 per year 1 12 
$20,001 to $30,000 per year 5 12 
$30,001 to $40,000 per year 5 5 
$40,001 to $50,000 per year 4 0 
$50,001 to $60,000 per year 8 4 
greater than $70,000 per year 24 6 
Missing 5 4 
Total 52 47 
   
Highest Level of Education   
less than 12th grade 8 15 
12th grade or GED 4 9 
some college 16 13 
college degree or higher 23 10 
Missing 1  
Total 52 47 
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Findings 

 There were three original research questions for this study. This section will 

describe the finding for each of these questions. 

Research Question #1 

What needs are important to fathers in the NICU? 

 To answer the question, the NFNI was administered to each participant in the 

study. The NFNI consists of 56 items, divided into five subscales (assurance, comfort, 

proximity, support, and information). Fathers can write an additional need not covered in 

the tool (Ward, 2001). The assurance subscale addresses the needs of fathers to feel 

confident, secure and hopeful about the outcome of the neonate. The comfort subscale 

addresses the physical and personal comforts that may be important to the father during 

the neonate’s hospitalization. The proximity scale addresses the needs of the fathers to 

remain close to the neonate, both emotionally and physically. The support subscale refers 

to the resources, systems, and structures that the father feels is needed to meet his 

emotional needs. Information subscale refers to the father’s need to obtain realistic 

information, be involved in the care of his child, and be able to contact healthcare 

providers involved in the care of his child (Nicholas, 2006; Ward, 1999). 

 Once the results were obtained from administering the NFNI to the participants, 

an analysis of the scores was conducted to determine the instrument’s level of 

consistency for both the English and Spanish versions. The Cronbach’s alpha for each 
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subscale and the total subscale are shown in Table 5. Overall, the total internal 

consistency was 0.874 for the English version and 0.92 for the Spanish version, which 

indicates a high degree of reliability for each of the versions (Gray et al., 2017; Grove & 

Cipher, 2017). The majority of the subscales had a moderate internal consistency, which 

means only a moderate degree of reliability. One subscale on the English version had a 

Cronbach’s alpha of 0.42, which is a limited amount of consistency and could have 

contributed to a high random error in the data analysis (Gray et al., 2017; Grove & 

Cipher, 2017). 

Table 5 

Cronbach’s Alpha for all Subscales 

Subscale English Spanish 
Assurance 0.535 0.787 
Comfort 0.732 0.787 
Proximity 0.42 0.729 
Support 0.784 0.783 
Information 0.728 0.802 
Total 0.874 0.92 

 

The mean scores and standard deviations were calculated for each of the 56 items 

and ranked to determine which needs were considered more important to the fathers. The 

Likert scale used in this study was as follows: 0 = not applicable, 1 = not important, 2 = 

somewhat important, 3 = important, and 4 = very important.  

 Ward (1999) stated a score below 2.5 was considered not important to fathers 

based on her analysis. Examining the means and standard deviation for this study, it was 

noted 43 statements had mean scores over 2.5, which is 77% of the statements. The 
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fathers ranked the statements to have questions about my infant answered honestly and to 

be assured that the best care possible is being given to my infant as their most important 

needs (M = 3.97, SD = 0.22; M = 3.97, SD = 0.17 respectively). The fathers ranked the 

statements to receive help in responding to the reaction of my infant’s siblings and to be 

allowed to have my infant’s siblings visit as their least important. (M = 1.81, SD = 1.82; 

M = 2.06, SD = 1.66 respectively). Table 6 list the least important need statements. Table 

7 lists all the needs statements from most important to least important. 

Table 6 
 
Least Important Needs  
   
 M SD 
To feel it is alright to cry. 2.49 1.215 
To have someone concerned with my health. 2.48 1.096 
To have another person with me when visiting 
the NICU. 

2.42 1.221 

To have someone to help with transportation. 2.31 1.314 
To have telephone in the waiting room. 2.28 1.229 
To be able to talk to other parents whose infant 
is in the NICU or has a similar situation. 

2.23 1.053 

To have pastor, clergy, or other person from my 
church visit. 

2.22 1.141 

To have a support group of other families 
available. 

2.19 1.085 

To be allowed to have my infant’s siblings visit. 2.06 1.815 
To receive help in responding to the reactions of 
my infant’s siblings.  

1.81 1.66 

Note. (N=99) 
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Table 7 
 
Means and Standard Deviations of all Needs Statements (Most Important to Least Important)  
 

 M SD 
To have questions answered honestly. 3.97 0.224 
To be assured best possible care being given. 3.97 0.172 
To know how my infant is being treated medically. 3.96 0.198 
To know the expected outcome for my infant. 3.95 0.221 
To feel that the hospital personnel care about infant. 3.94 0.24 
To be able to visit any time. 3.94 0.279 
To know specific facts concerning progress. 3.93 0.258 
To know how that my infant is being handled gently by HCP. 3.88 0.359 
To see infant frequently. 3.86 0.495 
To know what is exactly being done for infant. 3.86 0.378 
To know why things were done for infant. 3.84 0.422 
To hold my infant in my arms and against my skin as soon as I can. 3.84 0.445 
To be called at home when important changes in condition. 3.84 0.634 
To see NICU staff provide comfort to infant. 3.83 0.453 
To feel there is hope. 3.82 0.54 
To receive information at least once a day. 3.79 0.48 
To be given directions on providing care. 3.75 0.521 
To have explanations given that are understandable. 3.74 0.507 
To be allowed to help with infant physical care. 3.72 0.59 
To know infant being treated for pain. 3.71 0.773 
To know which staff members will give information. 3.63 0.564 
To be told about transfer plans while being made. 3.63 0.738 

Note. (N=99) 
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Means and Standard Deviations of all Needs Statements (Most Important to Least Important) (cont.) 
 

 M SD 
To talk to the doctor caring for infant every day. 3.59 0.67 
To be recognized as important in recovery. 3.54 0.675 
To help make decisions about plan of care. 3.52 0.705 
To feel free to choose to stay or leave during painful procedures. 3.44 0.95 
To have the neonatal unit quiet and lights dimmed at regular times. 3.41 0.823 
To have private place for wife to feed or pump. 3.41 0.821 
To have explanations of the environment before admission. 3.37 0.84 
To have friends/family nearby for support. 3.34 0.871 
To be given reading material concerning infant medical needs. 3.3 0.826 
To have comfortable chairs at bedside. 3.28 0.809 
To have a specific staff member to call when unable to visit. 3.28 0.881 
To feel accepted by the hospital staff. 3.2 0.892 
To have classes about premature infants and special needs. 3.11 0.868 
To have a place to sleep near NICU. 3.1 1.111 
To be given info about individuals that could help with problems. 3.05 0.908 
To talk about possibility of infant death. 3.04 1.308 
To have the waiting room near NICU. 3.04 0.919 
To have a waiting room. 3.04 0.962 
To have a bathroom near waiting room. 3.01 0.942 
To be assured it is alright to leave hospital for a while. 2.99 1.07 
To have a place to be alone while in hospital. 2.84 1.037 
To talk to the same nurse most of the time. 2.83 0.937 
To have comfortable furniture in waiting room. 2.81 1.007 
To share my feelings about what happened. 2.54 1.155 

Note. (N=99) 
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Means and Standard Deviations of all Needs Statements (Most Important to Least Important) (cont.) 
 

 M SD 
To feel it is alright to cry. 2.49 1.215 
To have someone concerned with my health. 2.48 1.096 
To have another person with me when visiting. 2.42 1.221 
To have someone help with transportation. 2.31 1.314 
To have telephone in waiting room. 2.28 1.229 
To be able to talk to other parents whose infant in NICU or similar 
situation. 

2.23 1.053 

To have pastor or other person from church visit. 2.22 1.141 
To have a support group available. 2.19 1.085 
To be allowed to have siblings visit. 2.06 1.815 
To receive help in response to sibling reaction. 1.81 1.66 

Note. (N=99) 
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The mean scores per subscale were calculated to determine which subscales were 

important to fathers (see Appendix F). The findings revealed that fathers viewed the 

needs in the assurance subscales as the most important (M = 3.77, SD = 0.24) and the 

needs in the support subscale as the least important (M = 2.71, SD = 0.58). Results are 

displayed in Table 8. 

Table 8 
 
Most Important Needs Based on Subscales 
 
 M SD 
Assurance  3.7675 0.23653 
Comfort  3.0756 0.53268 
Proximity  3.5963 0.30778 
Support  2.7144 0.57711 
Information  3.4812 0.38334 
Note. (N=99) 

 
Additional needs statement by fathers.  In addition, 31 fathers wrote comments 

or starred items, emphasizing how important these items were to them. These statements 

and comments were analyzed line by line and carefully analyzed. Using the method of 

simple content analysis, I looked for repeated ideas or patterns of thought Similar phrases 

and statements were grouped into content to help form categories (Graneheim & 

Lundman, 2004; Gray et al., 2017). Six categories emerged. These categories were: (a) 

forming a relationship with the staff, (b) clear communication between staff and fathers, 

(c) consistency among caregivers, (d) proximity to his child, (e) quality of care as 

perceived by the father, and (f) the environment of the NICU. 
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 Forming a relationship with staff. The first category to emerge was forming a 

relationship with the staff. Fathers at three hospitals described the NICU staff as 

exceptional. One father described the nurses as “being awesome interim mothers for his 

child.” Another father described how he and his wife were able to bond with the nurses 

because they took the time to get to know his family and their needs. A second time 

NICU father stated how amazed he was on the progress in the way parents and the 

medical staff communicated from the last time he had a child in the NICU.  

 However, not all fathers felt they had a good relationship with the staff but 

wanted this relationship. For example, one father stated he wanted to build a relationship 

with the nurses but felt he could not communicate openly and honestly with them or the 

doctors without fearing there would be reprisals. Another father stated how important it 

was to him to have an understanding and caring staff. One father expressed a desire for 

the staff to treat him and his family like their family. Another father felt that physicians 

should speak to fathers daily, depending on how critical their child was. One father felt 

the system marginalized men. He described feeling shocked, disappointed, overlooked, 

and ignored. He said “I feel this way because the majority of the doctors do not make eye 

contact or speak to me unless I asked a direct question. Instead, they always spoke 

directly to my son’s mother.” 

 Clear communication between staff and fathers. Several fathers expressed a 

need to have clear communication between caregivers and families because the fathers 

stated this did not always occur. One father stated he did not always know what was 
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being done exactly to his child. Another father described how nurses were not always 

able to give him accurate information about his child and how he could not always talk to 

a physician. One father stated, “the staff uses too many acronyms when communicating 

to parents.” He also described how nurses did not notify parents of what was going to 

happen to their child before a procedure and would transfer the neonates without 

notifying the parents beforehand. A different father stated how the nurses failed to 

explain skin to skin care to him and its benefits so he could understand it. Another father 

felt the staff did not give him honest evaluations and therefore, he was lacking the ability 

to make decisions about his daughter. 

 Some fathers had suggestions on how communication could be enhanced through 

technology. Two fathers praised the NIC View System available in one of the publicly-

funded hospitals, calling it an amazing tool and helped them to feel better about the care 

their children were being given. Others suggested ways to provide them with updates on 

their children. One father stated, “I want updates and to be called at home for life-

threatening information.” A father suggested the nurses should provide bedside updates 

to fathers on how the child had done during the day. One father, from one of the publicly-

funded hospitals, recommended a board to be developed that would have a scale (from 

one to ten) on how his baby was doing in regard to sleep movement, nippling/sucking, 

bowel movements, weights, etc. He stated this scale would have helped to ease his mind 

by seeing for himself how his baby was doing without having to ask all the time. He also 

suggested that the hospital needed a video feed or at least send him a text to his phone 
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one or twice a day with updates. A father, from one of the private hospitals, suggested an 

app for the phone needed to be developed like the Domino’s pizza tracker. He stated, 

“this app could allow a father to follow his neonate from admission to discharge.” 

 Lack of consistency among caregivers. The third theme to emerge was 

consistency among staff. One felt the consistency he was given by his sons’ nurses was a 

tremendous support to him and his wife. This statement was supported by one more 

father, but others described a lack of consistency. One father described how new nurses 

were unaware of his child’s recent history during shift change, which he felt was 

extremely important to know. Two fathers felt it was very important to talk to the same 

nurse every day. Another father felt that talking to the same nurse every day would really 

help with continuity of care because he witnessed multiple issues with consistency. He 

described how notes were not turned over accurately, which led to confusion. He also 

stated, “nurses failed to pass off information to each other, like my child needing lotion 

after a bath to prevent ashy skin.” One father described how staff failed to communicate 

that volunteers could not hold certain neonates. Two fathers, in one of the publicly-

funded hospitals, stated that staff was not always consistent with telling others to do hand 

hygiene, so hand hygiene was inconsistent. 

 Proximity to his child.  The fourth theme to emerge was proximity to his child. 

One father stated, “it is important was being able to hold my daughter ASAP against my 

skin.”  Another father also emphasized how important this was to him by placing two Xs 

next to this statement on the NFNI. One father stated, “I wanted to be present when my 
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child was having a painful procedure done, but the staff made me leave, which I hated.”    

Another father stated it was important to him that he could visit whenever he wanted.  

 Quality of care perceived by the father. The fifth theme to emerge was the 

quality of care perceived by the father. One father emphasized the need to feel there is 

hope by placing four stars next to this statement on the NFNI. Another father stated “it 

helped me to know other fathers had gone through the NICU experience and all was well. 

However, I feel the mother was the one who needed the bonding with the neonate at first, 

and the father came in later.”  One father stated he was aware of a support group but had 

never been contacted by anyone from the support group.  

 Fathers also expressed a need for their child to be provided comfort. A father in a 

publicly-funded hospital suggested: “the nurses needed to provide care more carefully.”  

Another father in this same hospital felt the nurses were neglectful to his child’s needs 

and needed to check on his child more frequently for diaper changes and to offer a 

pacifier. A father in a private hospital expressed the need to feel the hospital personnel 

cared about his child. From another private hospital, a father emphasized the statement on 

the NFNI the statement to see the NICU staff proving comfort to the infant, talking softly, 

offering a pacifier, and containing the infant. 

 The environment of the NICU. The final theme that emerged was in regard to the 

environment and technology in the NICU. Some of the fathers commented on the need 

for privacy. A father in one private hospital stated: “privacy for his wife to have a place 

to breastfeed was not an issue because she did not care if someone saw her and would do 
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it wherever was needed for their child.” However, another father in this same hospital 

stated he felt there was not enough privacy to do skin to skin with his infant.  

 Others offered suggestions on how to improve the NICU environment. One 

father, in a private hospital, recommended the installation of an automatic door plate to 

the NICU waiting room since mothers were often in wheelchairs and could not open the 

doors. Another father from this same hospital recommended showers in the special care 

nursery for the parents. Three fathers (two from a private hospital and one from a 

publicly-funded hospital) stated the sleeping conditions needed to be improved because 

the ones provided were uncomfortable. Another father, from a publicly-funded hospital, 

suggested “allowing music or sounds to be played to comfort him and his child.” 

Research Question #2  

Is there a difference in the needs of fathers if the neonate is born between 25 

to 30-weeks and zero days versus those born between 30-weeks and one day to 36-

weeks gestation? 

 Gestational age is defined as “number of weeks from the first day of the mother’s 

last menstrual period until the birth of the baby” (Campbell & Merritt, 2013, p.4). For the 

purpose of this study, the neonate’s gestational age was determined by the information 

provided by the father on the demographic sheet. Once the data was obtained, I 

categorized the data into either the group 25 to 30-weeks zero days or 30-weeks one day 

to 36-weeks based on the gestational age of the neonate as reported by the father. The 

majority of the neonates were in the group 30-weeks (one day) to 36-weeks gestation 
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(65.7%, N=65). Thirty-two (32.3%) of the neonates were in the group 25 to 30-weeks 0 

days group. 

 An independent sample t-test was conducted to compare the means for each of the 

subscales of fathers who had a neonate born between 25-weeks and 30-weeks (zero days) 

to the means of fathers who had a neonate born between 30-weeks (one day) and 36- 

weeks. As shown in Table 9, results revealed that fathers’ need scores did not differ 

significantly based on gestational age group. 

Table 9 
 
Means and Standard Deviations for Needs Subscales by Prematurity Group (2 Groups) 
 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

As shown in Table 9, effect sizes for the subscales comfort, and information were 

0.33 and 0.35 respectively, which according to Gray et al. (2017) is a medium effect size, 

meaning the difference is measurable enough to be clinically relevant. The subscales of 

assurance, proximity and support had effect sizes of 0.29, 0.2 and 0.17 respectively, 

which according to Gray et al. (2017) is a small effect size and means the differences are 

 M (SD) M (SD)     

Subscale 

25-
300weeks 
Group 
(N=32) 

301-36 
weeks 
Group 
(N=65) t df 

Sig. (2-
tailed) 

Effect 
Size 

assurance  3.81 (0.2)  3.74 (0.25) 1.271 95 0.207 0.29 
comfort  3.91 (0.51) 3.02 (0.53) 1.507 95 0.135 0.33 
proximity 3.63 (0.3) 3.57 (0.31) 0.931 95 0.361 0.2 
support  2.78 (0.59) 2.67 (0.57) 0.8 95 0.426 0.17 
information 3.57 (0.37) 3.43 (0.39) 1.589 95 0.115 0.35 
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so small they cannot be detected.  In this analysis, the Levene’s test was not statistically 

significant, meaning the groups have similar variance, which means the assumption of 

equal variance was met. The Levene’s test is testing assumptions of normal variance 

(Adams & Lawrence, 2015). The test statistic in the SPSS output for equal variance was 

reported. If these statistics were not used, there was a possibility of accepting there was 

no difference when in reality there was, creating a Type I error (Gray et al., 2017). 

Research Question#3 

Is there a difference in the needs of fathers if the neonate is born in a 

publicly-funded hospital versus a private hospital? 

 A publicly-funded hospital is defined as “a facility that is owned by the 

government and provides care to patients who have limited access to care elsewhere” 

(Fraze et al., 2010, p.1). A private hospital is defined as “a facility that is funded through 

direct payments from patients and insurance providers and does not receive public 

money” (WiseGeek, 2015). For this study, there were two hospitals considered publicly-

funded and four hospitals considered private. Once data was obtained, I categorized the 

data according to hospital type based on the hospital from which the father was recruited. 

The final sample consisted of 47 fathers from publicly-funded hospitals and 52 fathers 

from private hospitals. 

An independent sample t-test was conducted to compare the means of the fathers’ 

needs based on each subscale of the NFNI for fathers who had a neonate born in a 

publicly-funded hospital to the means of fathers who had a neonate born in a private 
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hospital. Results revealed there was a statistically significant difference (p < 0.05) in all 

of the subscales except proximity (see Table 10). Fathers at publicly-funded hospitals 

reported greater levels of needs in all subscales than fathers at private hospitals. As 

shown in Table 10, effect sizes for the subscales assurance, comfort, support, and 

information were 0.45, 0.5, 0.44, and 0.4 respectively is a medium effect size meaning 

the results are measurable enough to be clinically relevant (Polit & Beck, 2017). In this 

analysis, the Levene’s test was not statistically significant, meaning the groups have 

similar variance, which means the assumption of equal variance was met. The Levene’s 

test is testing assumptions of normal variance (Adams & Lawrence, 2015). The test 

statistic in the SPSS output for equal variance was reported. If homogeneity of variance is 

violated, there is a possibility of committing a Type I error (Gray et al., 2017). 

Table 10  

Means and Standard Deviations for Needs Subscales by Hospital Type (2 Groups) 
 
 M (SD) M (SD)     

Subscale 
Private 
(N=52) 

Public 
(N=47) t df Sig. (2-tailed) 

Effect 
Size 

Assurance  3.72(0.26) 3.82(0.2) -2.239 94.389 0.027 0.45 
Comfort  2.95(0.56) 3.21(0.48) -2.489 97 0.015 0.5 
Proximity  3.57(0.33) 3.62(0.28) -0.798 97 0.427 0.16 
Support  2.6(0.54) 2.85(0.6) -2.185 97 0.031 0.44 
Information  3.4(0.38) 3.57(0.37) -2.204 96.451 0.03 0.44 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

 When an independent t-test was conducted to determine if the individual needs of 

the fathers differed based on the hospital type, there was a statistically significant 

difference on eight of the needs statements (p < 0.5) The fathers from public hospitals 
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reported higher levels of needs in all eight statements. See Table 11 for these statements.  

See Table 12 for all means and standard deviations for all need statements based on 

hospital-type. As noted above, the effect sizes for these eight statements is 0.48-0.61, 

which according to Gray et al. (2017) is a medium effect size meaning the results are 

measurable enough to be clinically relevant (Polit & Beck, 2017). These results are 

similar to the analysis of the subscales. In this analysis, the Levene’s test was not 

statistically significant for all but two items, meaning the groups have similar variance. 

The test statistic in the SPSS output for equal variance was reported. For the two items 

where the Levene’s test was statistically significant, meaning the groups had different 

variance, a more stringent t-test was needed, and the test statistic in the SPSS for not 

equal variance was reported (Adams & Lawrence, 2015). If homogeneity of variance is 

violated, there is a possibility of committing a Type I error (Gray et al., 2017).
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Table 11 
Significant Needs Statements Based on Hospital Types 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

To have someone to help with transportation. 
(s) 

1.96 2.7 1.22 1.317 -2.904 97 0.005 0.58 

To have classes about premature infants and 
their special needs. (i) 

2.87 3.38 0.886 0.768 -3.091 97 0.003 0.62 

To have telephone near the waiting room. (c) 1.96 2.66 1.188 1.18 -2.876 94 0.005 0.59 
To receive help in responding to the reactions 
of my infant’s siblings. (s) 

1.35 2.33 1.57 1.62 -3.037 96 0.003 0.61 

To have a place to sleep near the neonatal 
intensive care unit. (s) 

2.83 3.4 1.184 0.948 -2.661 97 0.009 0.53 

To have a bathroom near the waiting room. 
(c) 

2.79 3.27 1.054 0.736 -2.574 92.517 0.012 0.53 

To be given reading material concerning my 
infant’s medical needs. (i) 

3.08 3.55 0.926 0.619 -3.035 89.618 0.003 0.51 

To be allowed to have my infant’s siblings 
visit. (s) 

1.69 2.48 1.853 1.696 -2.192 95.878 0.031 0.44 

 c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale 
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Table 12 
 
Means and Standard Deviations for all Hospital Types  
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

To know the expected outcome for my infant. 3.94 3.96 0.235 0.206 0.316 96 0.753 0.09 
To have explanations of the environment 
before going into the neonatal intensive care 
unit (NICU) for the first time. 

3.29 3.47 0.871 0.804 -1.063 97 0.29 0.21 

To be able to visit my infant at any time. 3.94 3.94 0.308 0.247 0.109 97 0.914 0.28 
To have questions about my infant answered 
honestly. 

3.98 3.96 0.139 0.292 0.516 97 0.607 0.09 

To have friends/family nearby for support. 3.29 3.4 0.936 0.798 -0.664 97 0.512 0.13 
To have a waiting room for the neonatal unit.  2.86 3.23 0.98 0.914 -1.935 96 0.56 0.39 
To have someone to help with transportation. 1.96 2.7 1.22 1.317 -2.904 97 0.005 0.58 
To be given directions about how I can 
provide care to my infant in the NICU. 

3.69 3.82 0.506 0.535 -1.228 95 0.223 0.25 

To know which staff members could give 
information about my infant’s health and 
general well-being.  

3.58 3.68 0.572 0.556 -0.915 97 0.363 0.18 

To share my feelings about what has 
happened. 

2.38 2.7 1.14 1.159 -1.373 97 0.173 0.28 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
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Means and Standard Deviations for all Hospital Types (cont.) 
 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

To have a specific staff member to call at the 
hospital when unable to visit. 

3.37 3.19 0.793 0.97 0.98 97 0.329 0.23 

To be assured that the best possible care is 
being given to my infant.  

3.96 3.98 0.194 0.146 -0.494 97 
 

0.623 0.12 

To have a support group of other families 
available. 

2.25 2.13 1.027 1.154 0.558 97 0.578 0.11 

To have classes about premature infants and 
their special needs. 

2.87 3.38 0.886 0.768 -3.091 97 0.003 0.62 

To have a private place for my wife to 
breastfeed or use a breast pump.  

3.42 3.4 0.801 0.851 0.113 97 0.91 0.03 

To help make decisions about my infant’s 
plan of care. 

3.44 3.6 0.669 0.742 -1.082 97 0.282 0.23 

To have a pastor, clergy, or other person from 
my church visit. 

2.1 2.37 1.089 1.199 -1.134 91 0.26 0.24 

To be assured it is alright to leave the hospital 
for a while. 

2.87 3.13 1.067 1.067 -1.227 96 0.223 0.24 

To have telephone near the waiting room. 1.96 2.66 1.188 1.18 -2.876 94 0.005 0.59 
To feel it is alright to cry. 2.33 2.68 1.232 1.181 -1.455 97 0.149 0.29 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
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Means and Standard Deviations for all Hospital Types (cont.) 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

To be given information about individuals 
that could help with problems concerning my 
situation. 

3.1 3 0.891 0.933 0.524 97 0.601 0.11 

To have someone concerned with my health.  2.35 2.63 1.064 1.123 -1.286 96 0.202 0.26 
To talk to the same nurse most of the time. 2.87 2.79 0.886 0.995 0.413 97 0.681 0.08 
To talk about the possibility of my infant’s 
death.  

3.1 2.98 1.159 1.468 0.444 96 0.658 0.09 

To be allowed to help with my infant’s 
physical care. 

3.67 3.77 0.678 0.476 -0.781 97 0.437 0.17 

To be told about transfer plans while they are 
being made. 

3.61 3.66 0.75 0.731 -0.345 96 0.731 0.06 

To receive information about my infant at 
least once a day. 

3.81 3.77 0.487 0.476 0.431 97 0.668 0.08 

To know specific facts concerning my 
infant’s progress. 

3.92 3.94 0.269 0.247 -0.252 97 0.802 0.08 

To have the waiting room near the NICU. 2.98 3.11 0.98 0.849 -0686 96 0.494 0.14 
To receive help in responding to the reactions 
of my infant’s siblings. 

1.35 2.33 1.57 1.62 -3.037 96 0.003 0.61 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
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Means and Standard Deviations for all Hospital Types (cont.) 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

 
To be able to talk to other parents whose 
infant is in the NICU or has had a similar 
situation. 

2.1 2.39 1.089 1 -1.391 96 0.167 0.28 

To feel free to choose to stay or leave when 
my infant is experiencing painful procedures. 

3.38 3.51 0.993 0.906 -0.657 97 0.513 0.14 

To have a place to sleep near the neonatal 
intensive care unit.  

2.83 3.4 1.184 0.948 -2.661 97 0.009 0.53 

To hold my infant in my arms and against my 
skin as soon as I can. 

3.83 3.85 0.474 0.416 -0.268 97 0.789 0.04 

To be allowed to help with my infant’s 
physical care. 

3.67 3.77 0.678 0.476 -0.781 97 0.437 0.17 

To be told about transfer plans while they are 
being made. 

3.61 3.66 0.75 0.731 -0.345 96 0.731 0.06 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
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Means and Standard Deviations for All Hospital Types (cont.) 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 

    

To talk to the doctor caring for my infant every 
day. 

3.48 3.7 0.754 0.548 -1.682 92.893 .096 0.33 

To feel there is hope. 3.77 3.89 0.675 0.318 -1.141 74.794 0.258 0.22 
To know what is exactly being done for my infant. 3.9 3.81 0.298 0.449 1.231 78.61 0.222 0.24 
To feel accepted by the hospital staff. 3.19 3.21 0.908 0.883 -0.114 96.472 0.91 0.02 
To have a bathroom near the waiting room. 2.79 3.27 1.054 0.736 -2.574 92.517 0.012 0.53 
To be given reading material concerning my 
infant’s medical needs. 

3.08 3.55 0.926 0.619 -3.035 89.618 0.003 0.51 

To see my infant frequently. 3.81 3.91 0.627 0.282 -1.114 72.346 0.269 0.21 
To be recognized as important in my infant’s 
recovery 

3.42 3.66 0.75 0.562 -1.785 93.903 0.077 0.36 

To be allowed to have my infant’s siblings visit.  1.69 2.48 1.853 1.696 -2.192 95.878 0.031 0.44 
To know why things were done for my infant. 3.79 3.89 0.498 0.312 -1.271 86.677 0.207 0.24 
To be called at home when important changes in 
my infant’s condition. 

3.75 3.94 0.837 0.247 -1.531 60.678 0.131 0.31 

To know that my infant is being treated for pain. 3.6 3.85 0.995 0.363 -1.7 65.817 0.094 0.33 
To have a place to be alone while in the hospital. 2.94 2.72 0.958 1.117 1.041 91.162 0.301 0.21 
To know that my infant is being handled gently by 
healthcare providers. 

3.83 3.93 0.43 0.25 -1.538 83.495 0.128 0.28 

To know how my infant is being treated medically. 3.92 4 0.269 0 -2.062 51 0.044 0.39 
Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
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Means and Standard Deviations for All Hospital Types (cont.) 
 

To have the neonatal unit quiet and lights dimmed 
at regular times to let my infant sleep. 

3.29 3.54 0.915 0.69 -1.568 93.743 0.12 0.31 

To see NICU staff provide comfort to my infant, 
such as giving my infant a pacifier, using blankets 
to support my infant’s body and talking softly to 
my infant.  

3.77 3.89 0.546 0.312 -1.408 82.469 0.163 0.27 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 
 
 
 
 
 
 
 
 
 
 
 
 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 

 
Private 
(N=52) 

Public 
(N=47) Private Public 
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Further Analysis 

 Due to lack of research on sociodemographic factors of NICU fathers, further 

analysis was conducted to determine if fathers’ needs differed based on the 

sociodemographic factors reported by the fathers on the demographic sheet to see if there 

was a difference or if their needs could be predicted based on these factors. This section 

presents these results. 

Research Question #4 

Is there a difference in the needs of fathers based on the WHO/American 

Academy of Pediatrics definitions of prematurity? 

First, WHO divided gestational ages of the preterm neonates into three groups. 

These groups are extremely preterm (less than 28 weeks), very preterm (28 to 32 weeks) 

and moderate to late preterm (32 to 37 weeks) (WHO, 2017). The American Academy of 

Pediatrics (AAP) Committee on Fetus and Newborn further divides the moderate to late 

preterm into preterm (32 to 33 weeks six days) and late preterm (34 to 36 weeks six days) 

(Engle, Tomashek, & Wallman, 2007). Based on this definition, the majority of the 

neonates in this study were 32 to 34 weeks (N = 48).  

To see if the needs of fathers based on the subscales varied based on these groups, 

a one-way ANOVA was conducted. No significant difference was found for each of the 

subscales (see Table 13).   
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Table 13        
        
Means and Standard Deviations for Needs Subscales Based on Prematurity Definitions 
 
Subscales  N M SD F Sig. r2 

Assurance      1.402 0.247 0.043 

 
Extreme 
Preterm 22 3.7649 0.21803   

 

 Very Preterm 19 3.856 0.20387    
 Preterm 48 3.7269 0.26242    
 Late Preterm 8 3.7955 0.16657    
        
Comfort      0.847 0.472 0.027 

 
Extreme 
Preterm 22 3.0796 0.48808   

 

 Very Preterm 19 3.2412 0.46739    
 Preterm 48 3.0139 0.59357    
 Late Preterm 8 3.0417 0.29659    
        
Proximity      0.503 0.681 0.016 

 
Extreme 
Preterm 22 3.5909 0.33448   

 

 Very Preterm 19 3.6645 0.33347    
 Preterm 48 3.5737 0.30742    
 Late Preterm 8 3.5313 0.16022    
        
Support      0.083 0.969 0.003 

 
Extreme 
Preterm 22 2.7013 0.56099   

 

 Very Preterm 19 2.7243 0.64429    
 Preterm 48 2.7147 0.58022    
 Late Preterm 8 2.6094 0.49184    
        
Information      0.219 0.883 0.007 

 
Extreme 
Preterm 22 3.5083 0.39642   

 

 Very Preterm 19 3.5263 0.39111    
 Preterm 48 3.4508 0.3938    

 
Late Preterm 8 3.4659 0.36827 
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Research Question #5 

Is there a difference in the needs of fathers if they preferred the English 

version of the NFNI versus if they preferred the Spanish version? 

Since this was the first time the NFNI was translated into Spanish, an analysis 

was done to determine if the needs of fathers differ based on the language spoken. The 

NFNI was translated by the translation company, Teneo Linguistic Company. An 

independent sample t-test was conducted to compare the means of participants’ needs 

who preferred the English version of the NFNI based on each subscale to the means of 

the participants who preferred the Spanish version. The results revealed there was a 

significant difference (p < 0.05) in all of the subscales except assurance (see Table 14).  

Fathers who took the Spanish version reported higher levels of needs for proximity, 

support, and information, while fathers who took the English version reported higher 

levels for comfort. As shown in Table 14, the effect size for assurance was 0.05, which 

according to Gray et al. (2017) is a small effect size. The effect sizes for proximity, 

comfort, support, and information were 0.59, 0.59, 0.79, and 0.60 respectively, which 

according to Gray et al. (2017) is a large effect size, meaning the results are sufficiently 

large enough to be measurable to be clinically relevant (Polit & Beck, 2017). In this 

analysis, the Levene’s test was not statistically significant, meaning the groups have 

similar variance, which means the assumption of variance was met (Adams & Lawrence, 

2015). The test statistic in the SPSS output for equal variance was reported. If 
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homogeneity of variance is violated, there is a possibility of committing a Type I error 

(Gray et al., 2017). 

Table 14  

Means and Standard Deviations for Needs Subscales by English & Spanish Versions (2 
groups) 
 

 
English 
(N=81) 

Spanish 
(N=18)   

 
 

Subscale M (SD) M (SD) t df 
Sig. (2-
tailed) 

Effect 
Size 

Assurance  3.77(0.23) 3.78(0.27) -0.186 23.047 0.854 0.05 
Comfort  3.78(0.51) 3.34(0.55) -2.235 23.966 0.035 0.59 
Proximity  3.56(0.3) 3.74(0.3) -2.319 25.558 0.029 0.59 
Support  2.63(0.57) 3.06(0.5) -3.193 27.885 0.03 0.78 
Information  3.44(0.38) 3.67(0.35) -2.52 26.738 0.018 0.64 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

When an independent sample t-test was conducted to determine if the individual 

needs of the fathers differed if they preferred English or Spanish, there was a statistically 

significant difference on eleven of the needs statements (p < 0.5). The fathers who 

preferred the Spanish version reported higher levels of needs in all eleven statements. See 

Table 15 for these statements. See Table 16 for the means and standard deviations for all 

statements for the language version of the tool. As noted above, the effect sizes ranged 

from 0.39 to 1.9, which according to Gray et al. (2017) is a medium to large effect size, 

meaning the results are measurable enough to be clinically relevant (Polit & Beck, 2017). 

These results are similar to the results obtained from the subscales. In this analysis, the 

Levene’s test was not statistically significant for all but five items, meaning the groups 

have similar variance. The test statistic in the SPSS output for equal variance was 
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reported. For the five items where the Levene’s test was statistically significant, meaning 

the groups had different variance, a more stringent t-test was needed, and the test statistic 

in the SPSS for not equal variance was reported (Adams & Lawrence, 2015). If 

homogeneity of variance is violated, there is a possibility of committing a Type I error 

(Gray et al., 2017). 
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Table 15 
 
Significant Statements for English and Spanish Versions of NFNI 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To have someone to help with transportation. (s) 2.19 2.89 1.276 1.367 2.09 97 0.039 0.53 
To have classes about premature infants and their 
special needs. (i) 

3 3.61 0.894 0.502 -2.795 97 0.006 0.84 

To have telephone near the waiting room. (c) 2.13 3.06 1.216 0.998 -2.892 94 0.005 0.84 
To have a waiting room near the NICU. (c) 2.94 3.5 0.946 0.618 -2.405 96 0.018 0.7 
To have a place to sleep near the neonatal intensive 
care unit. (s) 

3 3.56 1.151 0.784 -1.946 97 0.055 0.56 

To know the expected outcome for my infant. (a) 3.94 4 0.242 0 -2.294 80 0.024 0 
To be able to visit my infant at any time. (p) 3.93 4 0.307 0 -2.189 80 0.033 0 
To have comfortable furniture in the waiting room. 
(c) 

2.72 3.22 1.052 0.647 -2.635 39.915 0.012 0.57 

To have a pastor, clergy or other person from my 
church visit. (s) 

2.12 2.83 1.177 0.577 -3.351 27.283 0.002 0.77 

To be given reading material concerning my 
infant’s medical needs. (i) 

3.2 3.78 0.858 0.428 -4.182 52.095 0 0.86 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale  
 
 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Significant Statements for English and Spanish Versions of NFNI (cont.) 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

        

To receive help in responding to the reactions of my 
infant’s siblings. (s)  

1.51 3.24 1.613 1.033 -5.614 34.772 0 1.9 

To be allowed to have my infant’s siblings visit. (s) 1.81 3.24 1.81 1.348 -3.701 29.568 0.001 0.9 
To know how my infant is being treated medically (i) 3.95 4 0.218 0 -2.039 80 0.045 0 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale  
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Table 16 
 
Means and Standard Deviations for English and Spanish Versions  
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To have explanations of the environment before 
going into the neonatal intensive care unit (NICU) 
for the first time.  

3.33 3.56 0.866 0.705 -1.015 97 0.313 0.29 

To feel there is hope. 3.81 3.88 0.573 0.342 -4.05 95 0.686 0.14 
To have friends/family nearby for support. 3.3 3.56 0.901 0.705 -1.144 97 0.255 0.32 
To have a waiting room for the neonatal unit. 2.96 3.39 0.974 0.85 -1.715 96 0.09 0.47 
To have someone to help with transportation. 2.19 2.89 1.276 1.367 2.09 97 0.039 0.53 
To be given directions about how I can provide 
care to my infant in the NICU. 

3.74 3.81 0.543 0.403 -0.501 95 0.617 0.14 

To share my feelings about what has happened. 2.49 2.72 1.163 1.127 -0.758 97 0.451 0.2 
To have a specific staff person to call at the hospital 
when unable to visit. 

3.25 3.44 0.888 0.856 -0.859 97 0.392 0.22 

To have classes about premature infants and their 
special needs. 

3 3.61 0.894 0.502 -2.795 97 0.006 0.84 

To have a private place for my wife to breastfeed or 
use a breast pump.  

3.41 3.44 0.833 0.784 -0.172 97 0.864 0.04 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations for English and Spanish Versions (cont.) 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To have another person with me when visiting the 
NICU. 

2.35 2.78 1.226 1.166 -1.364 97 0.176 0.36 

To be assured it is alright to leave the hospital for a 
while. 

3.05 2.71 1.036 1.213 1.207 96 0.231 0.3 

To have telephone near the waiting room. 2.13 3.06 1.216 0.998 -2.892 94 0.005 0.84 
To feel accepted by the hospital staff. 3.19 3.28 0.838 1.127 -0.397 97 0.692 0.09 
To feel it is alright to cry. 2.44 2.72 1.194 1.32 -0.876 97 0.383 0.22 
To be given information about individuals that 
could help with problems concerning my situation. 

3.01 3.22 0.955 0.647 -0.886 97 0.378 0.26 

To have someone be concerned with my health. 2.44 2.65 1.084 1.169 -0.691 96 0.491 0.19 
To talk to the same nurse most of the time. 2.77 3.11 0.912 1.023 -1.423 97 0.158 0.35 
To have a bathroom near the waiting room. 2.93 3.39 0.946 0.85 -1.911 97 0.059 0.51 
To talk about the possibility of my infant’s death. 3.1 2.76 1.231 1.64 0.957 96 0.341 0.23 
To have comfortable chairs at my infant’s bedside. 3.25 3.44 0.83 0.705 -0.937 97 0.351 0.25 
To have explanations given that are understandable. 3.73 3.78 0.525 0.428 -0.372 97 0.71 0.1 
To be allowed to help with my infant’s physical 
care.  

3.69 3.83 0.625 0.383 -0.923 97 0.358 0.27 

To be told about transfer plans while they are being 
made. 

3.6 3.78 0.789 0.428 -0.812 97 0.419 0.28 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations for English and Spanish Versions (cont.) 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To receive information about my infant at least 
once a day. 

3.78 3.83 0.5 0.383 -0.443 97 0.659 0.11 

To see my infant frequently. 3.84 3.94 0.535 0.236 -0.812 97 0.419 0.24 
To know specific facts concerning my infant’s 
progress. 

3.91 4 0.283 0 -1.292 97 0.086 0.42 

To have a waiting room near the NICU. 2.94 3.5 0.946 0.618 -2.405 96 0.018 0.7 
To be able to talk to other parents whose infant is in 
the NICU or has had a similar situation.  

2.17 2.53 1.046 1.068 -1.273 96 0.206 0.34 

To feel free to choose to stay or leave when my 
infant is experiencing painful procedures. 

3.43 3.5 0.948 0.985 -0.273 97 0.785 0.07 

To have a place to sleep near the neonatal intensive 
care unit. 

3 3.56 1.151 0.784 -1.946 97 0.055 0.56 

To be called at home about important changes in 
my infant’s condition. 

3.83 3.89 0.685 0.323 -0.372 97 0.711 0.11 

To have a place to be alone while in the NICU. 2.81 2.94 1.038 1.056 -0.478 97 0.634 0.12 
To know that my infant is being handled gently by 
healthcare providers. 

3.88 3.88 0.367 0.332 -0.06 96 0.949 0 

To hold my infant in my arms and against my skin 
as soon as I can. 

3.83 3.89 0.469 0.323 -0.53 97 0.597 0.15 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations for English and Spanish Versions (cont.) 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To see that the NICU staff provide comfort to my 
infant, such as giving my infant a pacifier, using 
blankets to support my infant’s body, and talking 
softly to my infant.  

3.81 3.89 0.477 0.323 -0.626 97 0.533 0.2 

To know the expected outcome for my infant. 3.94 4 0.242 0 -2.294 80 0.024 0 
To be able to visit my infant at any time. 3.93 4 0.307 0 -2.189 80 0.033 0 
To talk to the doctor caring for my infant every 
day. 

3.54 3.78 0.708 0.428 -1.834 40.78 0.074 0.41 

To have questions about my infant answered 
honestly. 

3.99 3.89 0.111 0.471 0.883 17.422 0.389 0.29 

To know which staff members could give 
information about my infant’s health and general 
wellbeing.  

3.59 3.78 0.587 0.428 -1.542 32.969 0.133 0.37 

To be assured that the best care possible is being 
given to my infant.  

3.96 4 0.19 0 -1.754 80 0.083 0 

To have a support group of other families available. 2.23 2 1.121 0.907 0.948 29.758 0.351 0.23 
To help make decisions about my infant’s plan of 
care. 

3.47 3.72 0.743 0.461 -1.855 39.511 0.071 0.4 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 
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Means and Standard Deviations for English and Spanish Versions (cont.) 
 

 English 
(N=81) 

Spanish 
(N=18) 

English Spanish     

To know what is exactly being done for my infant. 3.88 3.78 0.331 0.548 0.735 19.837 0.471 0.22 
To have comfortable furniture in the waiting room. 2.72 3.22 1.052 0.647 -2.635 39.915 0.012 0.57 
To have a pastor, clergy or other person from my 
church visit. 

2.12 2.83 1.177 0.577 -3.351 27.283 0.002 0.77 

To be given reading material concerning my 
infant’s medical needs. 

3.2 3.78 0.858 0.428 -4.182 52.095 0 0.86 

To feel that the hospital personnel care about my 
infant.  

3.96 3.83 0.19 0.383 -1.245 40.055 0.22 0.43 

To receive help in responding to the reactions of 
my infant’s siblings.  

1.51 3.24 1.613 1.033 -5.614 34.772 0 1.9 

To be allowed to have my infant’s siblings visit. 1.81 3.24 1.81 1.348 -3.701 29.568 0.001 0.9 
To know why things were done for my infant. 3.81 3.94 0.45 0.236 -1.734 48.923 0.089 0.36 
To know that my infant is being treated for pain. 3.68 3.89 0.839 0.323 -1.77 71.924 0.81 0.33 
To know how my infant is being treated medically 3.95 4 0.218 0 -2.039 80 0.045 0 
To have the neonatal unit quiet and lights dimmed 
at regular times to let my infant rest. 

3.36 3.65 0.856 0.606 -1.65 31.096 0.109 0.39 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 
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Research Question #6 

Is there a difference in the needs of fathers based on income level? 

An independent sample t-test was conducted to determine if the fathers’ needs 

differed based on income. To run this analysis, the fathers were first split into two groups, 

those that make above $40,000 per year and those that make $40,000 or less. The 

rationale for these groups was that almost half or 44 (54%) of the respondents make 

$40,000 or less and 38 (46%) make over $40,000. This split ensured the sample size for 

each group was large enough to be statistically significant and allowed for a regression 

analysis to predict fathers’ needs based on sociodemographic factors, which will be 

discussed later. An independent sample t-test was conducted to compare the means of 

fathers who make $40,000 or less in each of the subscales to fathers who make more than 

$40,000. There was a statistically significant difference (p < 0.05) in the subscales of 

support, comfort, and information (see Table 17). Fathers who make less than $40,000 

annually reported higher levels of needs for all the subscales compared to the fathers who 

make more than $40,000. The effect size for assurance is 0.3, which according to Gray et 

al. (2017) is a medium effect size, meaning the results are clinically relevant (Polit & 

Beck, 2017). The effect sizes for comfort, support and information are 0.61, 1.06, and 

0.64 respectively, which according to Gray et al. (2017) is a large effect size, meaning the 

results are measurable enough to be clinically relevant (Polit & Beck, 2017). In this 

analysis, the Levene’s test was not statistically significant, meaning the groups have 

similar variance. The test statistic in the SPSS output for equal variance was reported 
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(Adams & Lawrence, 2015). If homogeneity of variance is violated, there is a possibility 

of committing a Type I error (Gray et al., 2017).  

Table 17  

Means and Standard Deviations of all Subscales Based on Income (2 Groups) 

 
≤$40,000 
(N=34) 

>$40,000 
(N=38)    

 

 M (SD) M (SD) t df Sig. (2-tailed) Effect size 
Assurance  3.81 (0.22) 3.72 (0.26) 1.827 88 0.071 0.39 
Comfort  3.23 (0.51) 2.91(0.51) 2.885 88 0.005 0.61 
Proximity 3.64 (0.27) 3.56 (0.33) 1.338 88 0.184 0.28 
Support 2.97 (0.53) 2.44 (0.47) 5.014 88 0 1.06 
Information 3.61 (0.33) 3.38 (0.39) 3.046 88 0.003 0.64 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

An independent t-test was conducted on each of the individual needs statements. 

There was a statistically significant difference on twenty statements (p < 0.05). Fathers 

who made less than $40,000 per year reported higher levels of needs in all these 

statements compared to fathers who made more than $40,000 per year. See Table 18 for 

these statements. See Table 19 for all the needs statements. Effect sizes ranged from 0.41 

to 0.99, which according to Gray et al. (2017) is a medium to large effect size, meaning 

the results are measurable enough to be clinically relevant (Polit & Beck, 2017). These 

results are similar to the results obtained from the subscales. In this analysis, the Levene’s 

test was not statistically significant for all but seven items, meaning the groups have 

similar variance. The test statistic in the SPSS output for equal variance was used. For the 

seven items where the Levene’s test was statistically significant, a more stringent t-test 

was needed and, the test statistic in the SPSS output for not equal variance was reported 
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(Adams & Lawrence, 2015). If homogeneity of variance is violated, there is a possibility 

of committing a Type I error (Gray et al., 2017). 
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Table 18 
 
Significant Needs Statements Based on Income Level (2 Groups) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To have explanations of the environment 
before getting into the neonatal intensive care 
unit (NICU) for the first time. (s) 

3.55 3.2 0.73 0.885 2.041 88 0.044 0.43 

To have a waiting room for the neonatal unit. 
(c) 

3.25 2.82 0.839 1.051 2.12 87 0.037 0.45 

To share my feelings about what has 
happened. (s) 

2.86 2.22 1.069 1.172 2.727 88 0.008 0.57 

To have another person with me when visiting 
the NICU. (s) 

2.7 2.2 1.153 1.24 2.014 88 0.047 0.42 

To have a telephone near the waiting room. 
(c) 

2.67 1.83 1.128 1.141 3.524 87 0.001 0.74 

To be given information about individuals 
that could help with problems concerning my 
situation. (s) 

3.25 2.85 0.811 0.988 2.106 88 0.038 0.44 

To be able to talk to other parents whose 
infant is in the NICU or has had a similar 
situation. (s) 

2.5 1.87 1.045 0.909 3.056 88 0.003 0.64 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Significant Needs Statements Based on Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To have the neonatal unit quiet and 
lights dimmed at regular times to let my 
infant rest. (s) 

3.58 3.24 0.763 0.874 1.962 87 0.053 0.41 

To have someone to help with 
transportation. (s) 

2.8 1.8 1.407 1.025 3.805 78.399 0 0.81 

To help make decisions about my 
infant’s plan of care. (i) 

3.68 3.39 0.601 0.802 1.95 83.309 0.055 0.43 

To have a bathroom near the waiting 
room. (c) 

3.25 2.74 0.811 1.063 2.57 83.887 0.012 0.54 

To talk about the possibility of my 
infant’s death. (s) 

3.34 2.7 1.119 1.443 2.376 84.447 0.02 0.5 

To be given reading material concerning 
my infant’s medical needs. (i) 

3.61 2.98 0.579 0.954 3.837 74.746 0 0.8 

To be recognized as important in my 
infant’s recovery. (a) 

3.68 3.39 0.601 0.745 2.04 85.62 0.044 0.43 

To receive help in responding to the 
reactions of my infant’s siblings. (s) 

2.52 1.04 1.517 1.46 4.71 87.393 0 0.99 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale 
 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 
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Significant Needs Statements Based on Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To be allowed to have my infant’s 
siblings visit. (s) 

2.66 1.46 1.599 1.858 3.296 87.041 0.001 0.69 

To have a place to sleep near the 
neonatal intensive care unit. (s) 

3.41 2.78 0.897 1.263 2.721 81.321 0.008 0.58 

To know that my infant is being treated 
for pain. (a) 

3.91 3.54 0.291 1.048 2.277 52.184 0.027 0.48 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale 
 
 

  

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 
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Table 19 
 
Means and Standard Deviations Income Level (2 Groups) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To know the expected outcome for my infant. 3.95 3.96 0.211 0.206 -0.045 88 0.964 0.05 
To have explanations of the environment 
before getting into the neonatal intensive care 
unit (NICU) for the first time. 

3.55 3.2 0.73 0.885 2.041 88 0.044 0.43 

To be able to visit my infant at any time.  3.95 3.91 0.211 0.354 0.671 88 0.504 0.14 
To have questions about my infant answered 
honestly. 

3.95 3.98 0.302 0.147 -0.477 88 0.634 0.12 

To feel there is hope. 3.86 3.76 0.351 0.705 0.835 87 0.406 0.18 
To have friends/family nearby for support. 3.43 3.3 0.873 0.84 0.706 88 0.482 0.15 
To have a waiting room for the neonatal unit. 3.25 2.82 0.839 1.051 2.12 87 0.037 0.45 
To be given directions about how I can 
provide care to my infant in the NICU. 

3.88 3.67 0.324 0.519 2.269 87 0.026 0.49 

To know which staff members could give 
information about my infant’s health and 
general well-being. 

3.68 3.57 0.561 0.583 0.966 88 0.337 0.19 

To share my feelings about what has 
happened.  

2.86 2.22 1.069 1.172 2.727 88 0.008 0.57 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To have a specific staff person to call at 
the hospital when unable to visit.  

3.23 3.39 0.859 0.881 -0.894 88 0.374 0.18 

To have a support group of other 
families available. 

2.34 1.96 1.18 0.965 1.695 88 0.094 0.35 

To have classes about premature infants 
and their special care needs. 

3.52 2.72 0.698 0.807 5.051 88 0 0 

To have a private place for my wife to 
breastfeed or use a breast pump. 

3.36 3.48 0.892 0.781 -0.649 88 0.518 0.14 

To have another person with me when 
visiting the NICU. 

2.7 2.2 1.153 1.24 2.014 88 0.047 0.42 

To know exactly what is being done for 
my infant. 

3.91 3.87 0.291 0.341 0.591 88 0.556 0.13 

To have comfortable furniture in the 
waiting room.  

2.93 2.67 0.95 1.055 1.217 88 0.227 0.26 

To have a pastor, clergy, or other person 
from my church visit.  

2.26 2.13 1.131 1.166 0.526 82 0.6 0.11 

To be assured it is alright to leave the 
hospital for a while. 

3.05 2.93 1.045 1.143 0.48 87 0.632 0.11 

To have a telephone near the waiting 
room.  

2.67 1.83 1.128 1.141 3.524 87 0.001 0.74 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 

 M SD t df 

Sig. 
(2-
tailed) 

Effect 
Size 
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Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To feel accepted by the hospital staff. 3.36 3.09 0.81 0.939 1.494 88 0.139 0.31 
To feel it is alright to cry. 2.77 2.37 1.097 1.271 1.608 88 0.111 0.34 
To be given information about individuals 
that could help with problems concerning 
my situation. 

3.25 2.85 0.811 0.988 2.106 88 0.038 0.44 

To have someone be concerned with my 
health. 

2.63 2.33 1.113 1.097 1.288 87 0.201 0.27 

To talk to the same nurse most of the time. 2.84 2.78 0.987 0.892 0.294 88 0.769 0.06 
To have comfortable chairs at my infant’s 
bedside. 

3.14 3.35 0.93 0.706 -1.218 88 0.226 0.25 

To have explanations given that are 
understandable. 

3.8 3.7 0.462 0.553 0.928 88 0.356 0.2 

To see my infant frequently. 3.89 3.83 0.321 0.643 0.559 88 0.578 0.12 
To know specific facts concerning my 
infant’s progress. 

3.93 3.96 0.255 0.206 0.506 88 0.614 0.13 

To have the waiting room near the NICU. 3.12 2.91 0.823 1.05 1.011 97 0.315 0.22 
Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     
 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 

        

To be able to talk to other parents whose 
infant is in the NICU or has had a similar 
situation. 

2.5 1.87 1.045 0.909 3.056 88 0.003 0.64 

To feel free to choose to stay or leave when 
my infant is experiencing painful 
procedures. 

3.55 3.33 0.791 1.136 1.058 88 0.293 0.22 

To know why things were done for my 
infant. 

3.86 3.85 0.347 0.42 0.194 88 0.846 0.03 

To have a place to be alone while in the 
hospital. 

2.82 2.83 1.126 1.018 -0.035 88 0.972 0.01 

To know how my infant is being treated 
medically. 

3.98 3.93 0.151 0.25 0.972 88 0.335 0.24 

To have the neonatal unit quiet and lights 
dimmed at regular times to let my infant 
rest.  

3.58 3.24 0.763 0.874 1.962 87 0.053 0.41 

To hold my infant in my arms and against 
my skin as soon as I can. 

3.89 3.87 0.387 0.341 0.219 88 0.827 0.05 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
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Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To talk to the doctor caring for my 
infant every day. 

3.68 3.43 0.561 0.779 1.732 81.866 0.087 0.37 

To have someone to help with 
transportation. 

2.8 1.8 1.407 1.025 3.805 78.399 0 0.81 

To be assured that the best care possible 
is being given to my infant. 

4 3.93 0 0.25 1.772 45 0.083 0 

To help make decisions about my 
infant’s plan of care 

3.68 3.39 0.601 0.802 1.95 83.309 0.055 0.43 

To have a bathroom near the waiting 
room.  

3.25 2.74 0.811 1.063 2.57 83.887 0.012 0.54 

To talk about the possibility of my 
infant’s death. 

3.34 2.7 1.119 1.443 2.376 84.447 0.02 0.5 

To be given reading material concerning 
my infant’s medical needs. 

3.61 2.98 0.579 0.954 3.837 74.746 0 0.8 

To feel that the hospital personnel care 
about my infant. 

3.91 3.98 0.291 0.147 -1.414 63.101 0.162 0.3 

To be allowed to help with my infant’s 
physical care. 

3.8 3.65 0.408 0.706 1.185 72.641 0.24 0.26 

To be told about transfer plans while 
they are being made. 

3.79 3.52 0.412 0.937 1.773 62.65 0.081 0.37 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To receive information about my infant 
at least once a day. 

3.73 3.87 0.499 0.4 -1.487 82.379 0.141 0.31 

To be recognized as important in my 
infant’s recovery. 

3.68 3.39 0.601 0.745 2.04 85.62 0.044 0.43 

To receive help in responding to the 
reactions of my infant’s siblings. 

2.52 1.04 1.517 1.46 4.71 87.393 0 0.99 

To be allowed to have my infant’s 
siblings visit. 

2.66 1.46 1.599 1.858 3.296 87.041 0.001 0.69 

To have a place to sleep near the 
neonatal intensive care unit. 

3.41 2.78 0.897 1.263 2.721 81.321 0.008 0.58 

To be called at home about important 
changes in my infant’s condition. 

3.93 3.76 0.255 0.874 1.271 52.927 0.209 0.26 

To know that my infant is being treated 
for pain. 

3.91 3.54 0.291 1.048 2.277 52.184 0.027 0.48 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 

 

 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 



147 
 

Means and Standard Deviations Income Level (2 Groups) (cont.) 
 

 ≤$40,000 
(N=44) 

>$40,000 
(N=46) 

≤$40,000 >$40,000     

To know that my infant is being handled 
gently by healthcare providers. 

3.91 3.83 0.294 0.437 1.03 79.179 0.306 0.21 

To see that the NICU staff provide 
comfort to my infant, such as giving a 
pacifier, using blankets to support my 
infant’s body, and talking softly to my 
infant. 

3.91 3.74 0.291 0.575 1.781 67.263 0.079 0.37 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 

 M SD t df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Research Question #7 

Is there a difference in the needs of fathers based on their level of education? 

An analysis was done to see if the needs of fathers differed based on their level of 

education. The fathers were first split into two groups, those who had no college 

education and those who had a college education. The rationale for this split was over 

half or 62 (63%) of the respondents had a college education, and 36 (37%) had no college 

education. This split ensured the sample size for each group was large enough to be 

statistically significant and allowed for a regression analysis to predict fathers’ needs 

based on sociodemographic factors, which will be discussed later. An independent 

sample t-test was conducted to compare the means of fathers who had no college 

education on each of the subscales to fathers who had a college education. There was a 

statistically significant difference (p < 0.05) in the subscales of comfort and support. The 

effect sizes for comfort, information, and support ranged from 0.38–0.76, which is a 

medium to large effect (Gray et al., 2017), meaning the results are clinically relevant 

(Polit & Beck, 2017). In this analysis, the Levene’s test was not statistically significant, 

meaning the groups have similar variance, which means the assumption of equal variance 

was met (Adams & Lawrence, 2015). The test statistic in the SPSS output for equal 

variance was reported. If homogeneity of variance is violated, there is a possibility of 

committing a Type I error (Gray et al., 2017). 
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Table 20  

Means and Standard Deviations of all Subscales Based on Education (2 Groups) 

 
No College 
(N=36) 

College 
(N=62)    

 

 
M (SD) M (SD) 

t df 
Sig. (2-
tailed) 

Effect size 

Assurance  3.77 (0.23) 3.76 (0.24) 0.162 96 0.872 0.03 
Comfort  3.21(0.49) 2.99 (0.54) 2.015 96 0.047 0.43 
Proximity 3.61(0.33) 3.58(0.29) 0.488 96 0.627 0.1 
Support 2.96 (0.53) 2.55 (0.54) 3.616 96 0 0.76 
Information 3.57 (0.34) 3.42 (0.4) 1.786 96 0.077 0.38 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
  An independent t-test was then conducted on each of the individual needs 

statements. Results revealed there was a statistically significant difference on ten 

statements (p < 0.05).  The fathers with no college education reported higher levels of 

needs in all these statements compared to the fathers who had a college education. See 

Table 21 for these statements. See Table 22 for all the needs statements. The effect sizes 

0.4-0.99, is a medium to large effect (Gray et al., 2017), meaning the results are clinically 

relevant (Polit & Beck, 2017).  In this analysis, the Levene’s test was not statistically 

significant for all but three items, meaning the groups have similar variance. The test 

statistic in the SPSS output for equal variance was reported. For the three items where the 

Levene’s test was statistically significant, meaning the groups had different variance, a 

more stringent t-test was needed, and the test statistic in the SPSS for not equal variance 
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was reported (Adams & Lawrence, 2015). If homogeneity of variance is violated, there is 

a possibility of committing a Type I error (Gray et al., 2017).
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Table 21 
 
Significant Needs Statements Based on Education Level (2 Groups) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To have a waiting room for the neonatal unit. 
(p) 

3.42 2.8 0.77 0.997 3.173 95 0.002 0.7 

To have someone to help with transportation. 
(s) 

2.67 2.15 1.414 1.199 1.942 96 0.055 0.4 

To have classes about premature infants and 
their special care needs. (i) 

3.47 2.89 0.736 0.87 3.389 96 0.001 0.72 

To have another person with me when visiting 
the NICU. (s) 

2.75 2.21 1.18 1.203 2.158 96 0.033 0.45 

To be given information about individuals 
that could help with problems concerning my 
situation. (s) 

3.28 2.9 0.849 0.918 2.001 96 0.048 0.43 

To know which staff members could give 
information about my infant’s health and 
general well- being. (i) 

3.78 3.53 0.485 0.593 2.223 85.286 0.029 0.46 

To feel that the hospital personnel care about 
my infant. (a) 

3.86 3.98 0.351 0.127 -2.024 40.398 0.05 0.45 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Significant Needs Statements Based on Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To receive help in responding to the reactions 
of my infant’s siblings. (s) 

2.66 1.29 1.349 1.613 4.458 81.462 0 0.92 

To be allowed to have my infant’s siblings 
visit. (s) 

2.89 1.56 1.471 1.825 3.887 83.604 0 0.8 

To know how my infant is being treated 
medically. (i) 

4 3.94 0 0.248 2.051 61 0.045 0 

c= comfort subscale, s=support subscale, i=information subscale, a=assurance subscale, p=proximity subscale  
  

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Table 22 
 
Means and Standard Deviations Education Level (2 Groups) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To know the expected outcome for my infant. 3.94 3.95 0.236 0.216 -0.185 95 0.853 0.04 
To be able to visit my infant at any time.  3.97 3.92 0.167 0.329 0.899 96 0.371 0.19 
To have questions about my infant answered 
honestly. 

3.94 3.98 0.333 0.127 -0.835 96 0.406 0.16 

To have friends/family nearby for support. 3.5 3.24 0.811 0.9 1.418 96 0.159 0.3 
To have a waiting room for the neonatal unit. 3.42 2.8 0.77 0.997 3.173 95 0.002 0.7 
To have someone to help with transportation. 2.67 2.15 1.414 1.199 1.942 96 0.055 0.4 
To be given directions about how I can 
provide care to my infant in the NICU. 

3.79 3.73 0.41 0.577 0.61 94 0.543 0.12 

To share my feelings about what has 
happened. 

2.78 2.39 1.198 1.121 1.691 96 0.108 0.34 

To have a specific staff person to call at the 
hospital when unable to visit.  

3.14 3.35 0.961 0.832 -1.17 96 0.245 0.23 

To have a support group of other families 
available. 

2.42 2.03 1.131 1.024 1.724 96 0.088 0.36 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College 
(N=64)  

No 
College 

College      

To have classes about premature infants and 
their special care needs. 

3.47 2.89 0.736 0.87 3.389 96 0.001 0.72 

To have a private place for my wife to 
breastfeed or use a breast pump. 

3.53 3.34 0.696 0.886 1.098 96 0.275 0.24 

To have another person with me when visiting 
the NICU. 

2.75 2.21 1.18 1.203 2.158 96 0.033 0.45 

To know exactly what is being done for my 
infant. 

3.83 3.87 0.447 0.338 -0.471 96 0.639 0.1 

To have comfortable furniture in the waiting 
room.  

2.94 2.71 0.924 1.046 1.117 96 0.267 0.23 

To have a pastor, clergy, or other person from 
my church visit.  

2.19 2.2 1.108 1.152 -0.013 90 0.99 0.01 

To be assured it is alright to leave the hospital 
for a while. 

2.91 3.02 1.147 1.032 -0.448 95 0.655 0.1 

To have a telephone near the waiting room. 2.74 2 1.163 1.183 2.921 93 0.004 0.63 
To feel accepted by the hospital staff.  3.25 3.18 0.967 0.859 0.385 96 0.701 0.08 
To feel it is alright to cry. 2.56 2.5 1.252 1.17 0.221 96 0.826 0.05 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College 
(N=62)  

No 
College 

College      

To be given information about individuals 
that could help with problems concerning my 
situation. 

3.28 2.9 0.849 0.918 2.001 96 0.048 0.43 

To have someone be concerned with my 
health. 

2.54 2.44 1.146 1.081 0.46 95 0.647 0.09 

To talk to the same nurse most of the time. 2.86 2.79 0.899 0.96 0.36 96 0.72 0.08 
To have comfortable chairs at my infant’s 
bedside. 

3.17 3.34 0.941 0.723 -1.014 96 0.313 0.2 

To be given reading material concerning my 
infant’s medical needs.  

3.5 3.19 0.655 0.902 1.782 96 0.078 0.39 

To have explanations given that are 
understandable. 

3.67 3.77 0.535 0.493 -1.009 96 0.316 0.19 

To be allowed to help with my infant’s 
physical care. 

3.78 3.68 0.485 0.647 0.808 96 0.421 0.17 

To be told about transfer plans while they are 
being made. 

3.69 3.6 0.758 0.735 0.566 95 0.573 0.12 

To receive information about my infant at 
least once a day. 

3.75 3.81 0.5 0.474 -0.557 96 0.579 0.12 

To see my infant frequently. 3.86 3.85 0.351 0.568 0.06 96 0.952 0.02 
Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To know specific facts concerning my 
infant’s progress.  

3.92 3.94 0.28 0.248 -0.345 96 0.731 0.08 

To have the waiting room near the NICU. 3.09 3 0.818 0.975 0.44 95 0.661 0.1 
To be recognized as important in my infant’s 
recovery.  

3.64 3.47 0.723 0.646 1.21 96 0.229 0.25 

To feel free to choose to stay or leave when 
my infant is experiencing painful procedures.  

3.56 3.37 0.773 1.044 0.923 96 0.358 0.21 

To have a place to sleep near the intensive 
care unit.  

3.33 2.95 1.014 1.151 1.651 96 0.102 0.35 

To know why things were done for my infant. 3.83 3.84 0.447 0.413 -0.06 96 0.952 0.02 
To be called at home about important changes 
in my infant’ condition. 

3.78 3.87 0.722 0.586 -0.696 96 0.488 0.14 

To know that my infant is being treated for 
pain.  

3.75 3.69 0.732 0.807 0.375 95 0.709 0.08 

To have a place to be alone while in the 
hospital.  

2.78 2.85 1.045 1.038 -0.353 96 0.725 0.07 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To know that my infant is being handled 
gently by healthcare providers.  

3.91 3.85 0.284 0.399 0.777 95 0.439 0.17 

To have the neonatal unit quiet and lights 
dimmed at regular times to let my infant rest.  

3.42 3.39 0.841 0.822 0.133 95 0.894 0.04 

To hold my infant in my arms and against my 
skin as soon as I can.  

3.89 3.81 0.398 0.474 0.879 96 0.382 0.18 

Note. (Equal Variance Assumed, Levine’s F Test not statistically significant (p > 0.05)) 
 
 
 
 
 
 
 
 
 

 
 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College  
(N=62) 

No 
College 

College      

To have explanations of the environment 
before going into the neonatal intensive care 
unit (NICU) for the first time.  

3.53 3.27 0.654 0.926 1.581 92.224 0.117 0.32 

To talk to the doctor caring for my infant 
every day. 

3.72 3.5 0.513 0.741 1.747 92.904 0.084 0.35 

To feel there is hope. 3.91 3.77 0.288 0.638 1.45 91.409 0.151 0.28 
To know which staff members could give 
information about my infant’s health and 
general well- being.  

3.78 3.53 0.485 0.593 2.223 85.286 0.029 0.46 

To be assured that the best care possible is 
being given to my infant.  

4 3.95 0 0.216 1.761 61 0.083 0 

To help make decisions about my infant’s 
plan of care 

3.67 3.42 0.478 0.801 1.915 95.895 0.059 0.38 

To have a bathroom near the waiting room. 3.17 2.9 0.737 1.036 1.464 91.939 0.147 0.3 
To feel that the hospital personnel care about 
my infant.  

3.86 3.98 0.351 0.127 -2.024 40.398 0.05 0.45 

To receive help in responding to the reactions 
of my infant’s siblings.  

2.66 1.29 1.349 1.613 4.458 81.462 0 0.92 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Means and Standard Deviations Education Level (2 Groups) (cont.) 
 

 No 
College 
(N=36) 

College 
(N=62)  

No 
College 

College      

To be able to talk to other parents whose 
infant is in the NICU or has had a similar 
situation.  

2.4 2.11 1.218 0.925 1.212 56.435 0.231 0.27 

To be allowed to have my infant’s siblings 
visit. 

2.89 1.56 1.471 1.825 3.887 83.604 0 0.8 

To know how my infant is being treated 
medically. 

4 3.94 0 0.248 2.051 61 0.045 0 

To see that the NICU staff provide comfort to 
my infant, such as giving my infant a pacifier, 
using blankets to support my infant’s body, 
and talking softly to my infant.  

3.89 3.79 0.319 0.517 1.168 95.591 0.246 0.23 

Note. (Equal Variance Not Assumed, Levine’s F Test statistically significant (p > 0.05)) 
 
 
  

 M SD            t                    df 

Sig. 
(2-

tailed) 
Effect 
Size 
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Research Question #8 

Can sociodemographic factors predict a father’s need? 

Multiple linear regression was performed to predict fathers’ needs based on their 

sociodemographic information. As previously mentioned, income and education were 

divided into two groups to ensure the sample size for each group was large enough to be 

statistically significant. An appropriate sample was essential to make sure the sample size 

was reflective of the population (Suresh & Chandrashekara, 2012).  

Multiple linear regression was performed with version of tool (1 = English, 0 = 

Spanish), father’s age, number of children, neonate’s gestational age group (0= 25–360-

weeks gestation, 1= 301–36 weeks),hospital type (0 = public, 1= private) presence of 

support group (1 = yes, 0 = no), education (1 = college, 0 = no college), and income (0 = 

$40,000 or less, 1 = more than $40,000) as the predictors and the needs subscales of 

assurance, comfort, proximity, support, and information as the dependent variables. The 

regression equation was not significant for the subscales of assurance, comfort, 

proximity, and information (F (8,77) = 1.686, p > 0.05, R2 = 0.386; F (8,77) = 2.367, p > 

0.05, R2 = 0.197; F (8,77) = 0.1.144, p > 0.05, R2= 0.106; F (8,77) = 2.458, p > 0.005, R2 

= 0.203respectively). Neither language version of tool preferred by father, father’s age, 

number of children, neonate’s gestational age group, hospital type and level of income or 

education is a significant predictor of the needs of assurance, comfort, proximity, and 

information. However, income was a significant predictor of support needs. Lower 

income of fathers significantly predicted more support needs (β = -0.35, p = 0.01). The 
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lower the income, the more fathers’ support needs increased. Income was a significant 

predictor of support needs (see Table 23). 

 
Table 23 

Multiple Linear Predicting Needs Based on Subscales 

 b SE β t p 
Assurance      
Predictor      
Constant 3.988 0.216  18.472 0 
Version -0.4 0.88 -0.058 -0.454 0.651 
Father's Age -0.02 0.004 -0.56 -0.454 0.657 
# of children -0.026 0.25 -0.12 -1.062 0.292 
Gestational 
Age  

-0.082 0.058 -0.154 -1.412 0.162 

Hospital Type  0.104 0.63 0.212 1.662 0.101 
Presence of 
Support 
Group 

-0.77 0.057 -0.144 -1.345 0.182 

Education 0.021 0.068 0.041 0.31 0.757 
Income -0.058 0.07 -0.119 -0.823 0.413 
 
Comfort      
Predictor      
Constant 2.951 0.457  6.46 0 
Version 0.187 0.185 0.125 1.008 0.317 
Father's Age 0.001 0.009 0.011 0.086 0.932 
# of children -0.065 0.052 -0.136 -1.238 0.220 
Gestational 
Age  

-0.17 0.123 -0.146 -1.381 0.171 

Hospital Type  0.223 0.133 0.208 1.685 0.096 
Presence of 
Support 
Group 

0.131 0.121 0.113 1.082 0.283 

Education -0.88 0.145 -0.078 -0.608 0.545 
Income -0.132 0.15 -0.123 -0.876 0.383 

Note. (N = 99) 
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Multiple Linear Predicting Needs Based on Subscales(cont.) 

 
 b SE β t p 
Predictor 
Proximity      
Constant 3.713 0.279  13.324 0 
Version 0.202 0.113 0.235 1.790 0.077 
Father's Age -0.004 0.006 -0.84 -0.654 0.515 
# of children -0.049 0.032 -0.177 -1.529 0.13 
Gestational 
age  

-0.083 0.075 -0.124 -1.109 0.271 

Hospital Type  0.001 0.081 0.001 0.011 0.991 
Presence of 
Support 
Group 

0.001 0.074 0.001 0.012 0.99 

Education 0.017 0.088 0.027 0.198 0.844 
Income -0.015 0.092 -0.024 -0.165 0.87 
      
Support      
Predictor      
Constant 2.828 0.46  6.115 0 
Version 0.065 0.187 0.041 0.34 0.732 
Father's Age -0.01 0.01 -0.007 -0.06 0.952 
# of children 0.044 0.053 0.086 0.826 0.411 
Gestational 
Age 

-0.045 0.125 -0.36 -0.36 0.72 

Hospital Type 0.054 0.134 0.047 0.402 0.689 
Presence of 
Support 
Group 

-0.091 0.123 0.074 0.742 0.46 

Education -0.2 0.146 -0.167 -1.375 0.173 
Income -0.404 0.152 -0.355 -2.656 0.01 

Note. (N = 99) 

 

 

 



163 
 

Multiple Linear Predicting Needs Based on Subscales(cont.) 

 
 b SE β t p 
Information      
Predictor      
Constant 3.853 0.329  11.72 0 
Version 0.143 0.133 0.133 1.074 0.286 
Father's Age -0.008 0.007 -0.141 -1.157 0.251 
# of children -0.015 0.038 -0.043 -0.394 0.695 
Gestational 
Age 

0.161 0.089 -0.192 -1.813 0.074 

Hospital Type 0.094 0.095 0.121 0.984 0.328 
Presence of 
Support group 

-0.032 0.087 -0.038 -0.363 0.718 

Education -0.071 0.104 -0.86 -0.677 0.5 
Income -0.076 0.108 -0.099 -0.705 0.483 

Note. (N = 99) 

Summary of Findings 

 The sample of 99 fathers was comprised of predominantly married, Caucasian and 

Hispanic men with an average age of 33 years old. The majority of the sample reported 

some college or a college degree and made $40,000 or less per year. The majority of 

fathers had no previous NICU experience and were first-time fathers. 

 The purpose of this study was to determine the needs of fathers and to see if their 

needs were different based on the gestational age of the neonate at birth and the type of 

hospital where the neonate was born. Although the needs of fathers did not differ based 

on the neonate’s gestational age, there was a statistically significant difference (p<0.05) 

on the needs of fathers in publicly-funded versus private hospitals. Further analysis 

revealed a statistically significant difference based on the level of income, level of 
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education and preference for the English version of the NFNI versus preference for the 

Spanish version (p < 0.05). A regression analysis revealed that income was a predictor of 

support needs. In the next chapter, a summary of the findings will be presented. 
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CHAPTER V 
 

SUMMARY OF THE STUDY 

 NICU fathers have unique needs and a different experience than mothers when 

their child is in the NICU and interventions to promote family-centered care in the NICU 

was designed based on mothers’ needs and studies examining the fathers’ experiences 

(Garten et al., 2013; Lee et al., 2013; Lindberg et al., 2007; Lundqvist & Jakobsson, 

2003; Özdemir & Alemdar, 2017). Assessing the experiences of fathers is different than 

assessing needs. The NICU Family Needs Inventory (NFNI) can be used to measure 

fathers’ needs and analyze the impact of fathers’ needs on such factors as 

sociodemographic and gestational age of the neonate. In the U.S, fathers from lower 

socioeconomic status may have less access to resources and may have more perceived 

needs. Also, the gestational age at birth of the premature infant may impact fathers’ needs 

because infants born extremely premature are less medically stable, at greater risk for 

complications, and require more medical interventions (Anderson, 2014; Behram & 

Butler, 2007; Ditzenberger & Blackburn, 2014; Garten et al., 2016; Kayton et al., 2017; 

Johnson et al., 2017; Lott, 2014). 

 The purpose of this non-experimental, quantitative, comparative, descriptive study 

was to determine what needs were important to NICU fathers and whether these needs 

differed based on the neonate’s gestational age and the type of hospital where the neonate 

was born. To determine the needs of fathers in this study, the following three research 

questions were asked: (a) What needs are important to fathers? (b) Is there a difference in 
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the needs of fathers if the neonate is born between 25 to 30-weeks and zero days versus 

those born between 30-weeks one day to 36-weeks? (c) Is there a difference in the needs 

of fathers if the neonate is born in a publicly-funded hospital versus a private hospital?  

At the time of data analysis, further questions were asked to determine if these 

needs differed based on certain sociodemographic factors. These questions were the 

following: (a) Is there a difference in the needs of fathers based on the definition of 

prematurity from the World Health Organization (WHO) and the American Academy of 

Pediatrics? (b) Is there a difference in the needs of fathers if they preferred the English 

version of the NFNI versus if they preferred the Spanish version? (c) Is there a difference 

in the needs of fathers based on income level? (d) Is there a difference in the needs of 

fathers based on their level of education? (e) Can sociodemographic factors predict a 

father’s need? To explore the answers to these questions, the NFNI and a demographic 

survey were administered to 103 fathers who currently had a neonate in one of six Level 

III NICUs in a Southern urban area of the United States, but data were used from 99 

fathers. This chapter will discuss the results and findings in relation to the current 

literature on parental needs and the conceptual framework of family-centered care. In 

addition, the conclusion, nursing implications, limitations, and recommendations for 

future research will be presented. 

Discussion of the Findings 

 In general, fathers reported a high level of importance for most needs. Twenty-

five of the 56 statements or 44% were identified as important or very important by 

fathers. These results are consistent with the findings on mothers’ needs reported by 
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Nicholas (2006) who found mothers rated 42% of the needs statements as important or 

very important. These findings suggest fathers may have a hard time distinguishing 

between the needs they want healthcare providers to address and other sources of support  

(Nicholas, 2006). Therefore, nurses need to recognize fathers have individual needs that 

need to be assessed to provide appropriate interventions to promote family-centered care 

that is individualized to specific fathers’ needs. 

 When examining the needs subscale result in this study, a significant finding is 

the means of all subscales were above 2.5. Ward (1999) reported a need of 2.5 or greater 

is considered important to a parent. These findings are consistent with Nicholas (2006) 

who reported scores ranging from 3.26–3.85 on mother’s needs and Mundy (2010) who 

reported mean scores ranging from 3.55–3.9 on a sample consisting mostly of mothers. 

However, in one study, which consisted of a large sample of mothers and fathers, the 

means scores ranged from 2.34–3.65 (Obesiet & Hweidi, 2014). These findings 

emphasize the importance of assessing mothers and fathers separately in order to provide 

appropriate interventions to promote family-centered care that is individualized to meet 

both mothers’ and fathers’ needs. 

 A surprising result of this study was there was no statistically significant 

difference in fathers’ needs based on gestational age. These findings are consistent with 

Park & Bang (2014) who also found no difference based on gestational age. These results 

emphasize the importance of not assuming the needs of fathers based on the medical 

condition or degree of prematurity of the neonate. In this study, the effect sizes for all 

subscales ranged from 0.17 to 0.33 for the gestational age (2 groups) and 0.003 to 0.043 
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for the WHO definition of prematurity, meaning the differences were so small they could 

not be detected (Gray et al., 2017). Therefore, these results suggest a NICU nurse should 

never assume paternal needs based on gestational age and must perform an individual 

assessment of a father’s needs to provide family-centered care interventions, based on the 

father’s individual needs. 

 Another surprising result was there was a statistically significant difference on 

fathers’ needs based on hospital type, especially since all the hospitals in this study stated 

they provided family-centered care. Fathers in publicly-funded hospitals rated needs 

higher in all the needs subscales than fathers in private hospitals. On the individual needs 

statements, fathers from publicly-funded hospitals reported higher levels of needs in eight 

of the statements, with effect sizes ranging from 0.48–0.61, which indicates significant 

differences in reported needs between the two groups. Since there has never been a study 

conducted comparing hospital types and parental needs, this finding needs to be explored 

further. However, the results may be explained by the designs of the NICUs. The private 

hospitals all consisted of an open design with pods while the publicly-funded hospitals 

consisted of all private rooms. Further exploration and research are needed to determine 

if these conditions influence parental needs.  

An interesting finding was that fathers in publicly-funded hospitals rated a place 

to sleep near the NICU higher than the fathers in private hospitals (t = -2.661, df = 97, p = 

0.009, effect size 0.53). The publicly-funded hospitals were relatively new units and 

provided a place for parents to sleep in the room. These results suggest that fathers may 

not feel comfortable sleeping in the room with the infant, but still desire to be near their 
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infants. Parents’ needs need to be assessed and not assumed when designing the 

environment of a family-centered care NICU. 

The fathers in the publicly-funded hospitals reported lower incomes than fathers 

in the privately-funded hospitals. These findings were significant because fathers who 

made less than $40,000 per year reported higher needs than those fathers who made more 

than $40,000 per year on all needs subscales. The effect sizes ranged from 0.28–1.06 

indicating significant differences in reported needs between these two groups. On the 

individual needs statements, fathers who made less than $40,000 per year reported higher 

needs on eighteen of these statements, with effect sizes ranging from 0.41–0.99, 

indicating significant differences between these two groups. Studies that were done on 

only mothers (Nicholas, 2006) and other countries on mothers and fathers do not support 

these findings (Park & Bang, 2014). Nicholas (2006) found mothers with higher income 

had more needs, while Park & Bang (2014) found no statistically significant difference 

on parental needs based on income. These findings emphasize the importance of 

assessing both mothers and fathers’ needs and taking cultural and socioeconomic 

differences into account when developing interventions based on research. 

Another explanation for the differences in hospital types could be fathers in 

publicly-funded hospitals reported less college education than fathers in private hospitals. 

Fathers who had no college education reported higher needs in all the needs subscales 

than fathers with some college. The most significant in needs was on the subscales of 

comfort and support (t = 2.015, df = 96, p = 0.047; t = 3.616, df = 96, p < 0.05 

respectively), with effect sizes ranging from 0.4–0.92, indicating a significant difference 
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in reported needs between the two groups. Studies examining parental needs, conducted 

here in the US, that contained only mothers or mostly mothers did not support these 

findings and stated that parents with higher education had more needs (Nicholas, 2006; 

Mundy, 2010). Studies examining needs, conducted in other countries, that contained a 

large sample of fathers reported no difference in parental needs based on education levels 

(Obeisat & Hweidi, 2014; Park & Bang, 2014). These results emphasize the importance 

of considering the educational level of fathers when assessing and addressing needs. 

I hypothesized that sociodemographic characteristics would predict fathers’ needs. 

However, income was the only significant predictor of the need for support. Income level 

was a significant predictor of support among the sociodemographic factors of age, 

number of children, gestational age (2 groups), hospital type, presence of support group, 

income, and education. Participants who made less than $40,000 per year have a higher 

need for support than fathers who make more than $40,000 per year. These findings are 

not consistent with a study of mothers conducted by Nicholas (2006), who reported 

mothers with higher income had more support needs. The researcher postulated parents 

with higher incomes had more access to information and knowledge; thus, easily 

becoming more overwhelmed and needing more emotional support. On the other hand, 

the lower income mothers were spending more time trying to obtain medical benefits, 

find better employment, and improve their home environment and were not worried about 

the emotional support because they knew their children were being provided for in the 

NICU (Nicholas, 2006). In this current study, fathers of low income emphasized more 

needs in information and assurance subscales when the individual needs statements were 
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analyzed, with effect sizes ranging from 0.53–1.9, indicating significant differences 

between the two groups. These differences in the findings from this study and Nicholas 

(2006) emphasize that mothers and fathers have different needs based on socioeconomic 

factors. Nurse need to assess each father’s needs to provide individualized, family-

centered care interventions. 

An additional, surprising result in this current study was there was a statistically 

significant difference between participants who took the English version and the 

participants who took the Spanish version of the NFNI. Participants who took the Spanish 

version rated the subscales of comfort, proximity, support, and information higher than 

those who took the English version. The effect sizes ranged from 0.59–0.78, indicating 

significant differences in reported needs between the two groups. On the individual needs 

statements, the participants who took the Spanish version rated thirteen items higher than 

those who took the English version, with effect sizes ranging from 0.53–1.9, indicating 

significant differences in reported needs between the two groups. Fathers who took the 

Spanish version rated the individual needs statements higher in the needs of support, 

information, and comfort. These findings emphasize the importance of assessing each 

father’s needs individually and not assuming all fathers have the same needs. Fathers 

from different cultural backgrounds may have different needs, which need to be assessed 

and addressed in order to provide true family-centered care in the NICU. 

The results of this study are important in regard to the philosophy of family-

centered care. Nurses implement family-centered care (FCC) in the NICU to support and 

educate parents so the parents can become more comfortable and competent in providing 
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as much of their child’s care as possible while in the NICU. The first step in FCC should 

be assessing mothers’ and fathers’ needs so the nurse can tailor education and support 

specific to each family member (Cockcraft, 2011; Gardner et al., 2016a; Griffin, 2013; 

McGrath, 2005; McGrath, 2014). However, studies have revealed nurses view support 

needs (as compared to comfort, assurance, information, and proximity), as more 

important than parents actually do (Aemi et al., 2013; Franck & Axelin, 2013; Lantz & 

Öttosson, 2014; Vaškelyté & Butkevičiené, 2010). The results from this study support 

these findings since fathers rated the needs of support as the least important. The findings 

from this study actually show fathers have a broad span of needs and fathers from more 

vulnerable populations may have greater needs in certain areas. Nurses could be 

providing inadequate FCC if they are basing their interventions and education on their 

assumptions than on the actual needs of individual fathers, thus hindering the fathers 

from playing a more active role in the child’s care (Sisson et al., 2015).  

Conclusions and Implications 

 The results of this current study have shown that fathers report a broad span of 

needs. When nurses fail to assess the needs of fathers adequately, the nurses could be 

adding stress and distress to fathers, which can lead to long-term consequences such as 

depression, stress, fatigue, exhaustion, and not being able to bond with their child (Busse 

et al., 2013; Mackley et al., 2010; Sloane et al., 2008). The needs of fathers must be 

assessed in order to provide individualized FCC and promote father involvement in the 

care of the neonate (Martel et al., 2016). 
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 In the written comments of the study, fathers emphasized the importance of 

providing skin to skin to their child and seeking consistent information. The individual 

needs statements reported by fathers also reflected how important these needs are to 

fathers. Therefore, nurses could use a scale, such as the NFNI, to assess a father’s need 

and tailor the care to meet those needs (Provenzi & Santoro, 2015). For example, if a 

father desired to be contacted once a day and to talk to a physician or nurse practitioner, a 

time could be arranged every day to contact the father at a time convenient for him. If 

another father stated placing his child skin to skin was the most important for him, 

feeding and touch times could be scheduled around the father’s work schedule to allow 

this opportunity more frequently. 

 In addition, it appears fathers from more vulnerable populations report higher 

levels of needs in assurance, proximity, and information. These fathers also reported 

higher levels of needs in most of the needs statements with a significant difference in 

means. These results emphasize the importance of nurses needing to assess the needs of 

fathers on an individual basis, especially when it comes to vulnerable populations. 

Limitations 

 This study had several limitations. The first limitation was the NFNI tool itself. 

This was the first time the NFNI had been converted to Spanish. However, mistakes in 

translation were found after the tool had been given to fathers. At the start, the company 

did not align the lines with all the questions correctly, and the tool had to be returned to 

correct after it had been administered to some fathers. Then, they failed to place a line for 

the item #23 resulting in the item being missed by several Spanish-speaking fathers and 
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thus, may have caused this item to be scored abnormally low by these fathers. This 

mistake was not noticed until several had been returned. These surveys were not 

eliminated from the study due to the limited amount of participants who took this version 

so the inaccuracies in the translated version could have impacted the results. 

 In addition, the NFNI consists of 56 items, making it a very long tool. One of the 

fathers told me, he had difficulty filling it out due to a learning disability. A nurse 

reported to me that some of the fathers had expressed to her how cumbersome the NFNI 

was and the fathers had trouble comprehending the questions being asked. 

 Another limitation was the changes in the units that occurred during the study. 

One unit lost their manager. The new manager could have made changes in policies on 

the unit that could have influenced the responses of participants from this facility. 

Another unit not only lost their manager but had a reduction bed size and laid off nurses 

during the study. These changes could have influenced the results of the study since the 

fathers were probably aware of these changes, and thus, may have responded differently 

in their responses. 

 In addition to these changes, the actual environment of the units could have 

influenced the study results. The two publicly-funded hospitals were all private beds 

while the private ones were all open designs. These differences in designs may have led 

to the differences in this study’s outcomes. In the private hospitals, the nurses were 

readily available to answer questions and respond to fathers’ needs because they were 

sitting near the bedside most of the time, due to the open design. In the publicly-funded 



175 
 

hospital, the nurses sat in the hallway and only entered the neonate’s room when needed 

or to perform a task. This may have influenced fathers’ perceptions of their needs.  

 An additional limitation was this study took place in an urban area of the Southern 

part of the United States. The sample consisted of mostly Caucasian and Hispanic fathers, 

which limits the generalizability of these findings. Fathers of different ethnicity and from 

other parts of this country may rate their needs differently.  

 Lastly, another limitation of this study was the small sample size of participants 

who took the Spanish version of the NFNI. Only 18 fathers returned their surveys out of 

83 Spanish versions being distributed. An increase in illegal immigrant arrests and 

deportations in Texas during the time of the study could have impacted the Spanish 

response rate. Some fathers may have been afraid to complete the survey because of their 

immigration status. 

Recommendations for Further Study 

 This study was one of the first to use the NFNI entirely on fathers and to be 

translated into Spanish. Further studies are needed to see if similar results are obtained. A 

suggestion for future research would be to use the shorter version of the NFNI developed 

by Alves et al. (2016) and offer it online instead. Since fathers often return to work and 

have limited time at the bedside, a shorter version offered online may help with 

recruitment and retention. Another suggestion would be conducting a study comparing 

nurses’ perceptions of fathers’ needs and fathers’ reported needs to determine if there 

really is a difference in nurses’ and fathers’ perceptions. 
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Researchers should consider using a Spanish translator for all Spanish speaking 

participants. In this study, I had to rely on the hospitals’ translation systems to translate 

and provide information about the study to potential participants. Often, when using the 

language line, it would seem the information was not being translated accurately. I would 

say a sentence that was a second long and the interpreter would talk for over a minute. 

Other times, even the nurses could not get through to an interpreter when they needed 

one, resulting in nurses not being able to communicate to the fathers. This issue could 

also have influenced these results and may account for the differences in the results of 

Spanish speaking fathers. Using a Spanish translator for all Spanish-speaking participants 

would allow researchers to know what exactly was being said to potential participants, 

and hence, increase enrollment of Spanish-speaking fathers to determine their particular 

needs.  

 Further research is also needed to determine the needs of fathers who have 

neonates less than 25 weeks and greater than 36 weeks gestation. By including these 

fathers, nurses can also develop an understanding of what fathers need and provide more 

effective family-centered care. 

Chapter Summary 

 It has been established that the NICU is a stressful environment for parents. 

Family-centered care has been shown not only to decrease parental stress in the NICU but 

enhance parents’ knowledge of their child (Brown & Talmi, 2005). But to truly practice 

family-centered care, both parents need to be actively engaged in their child’s care. 

Fathers want to be actively engaged in their child’s care (Martel et al., 2016) but have 
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different experiences and stressors than mothers in the NICU (Ireland et al., 2016). This 

study revealed not only do fathers have different experiences and stressors than mothers, 

but they also have different needs, which also differ base on sociodemographic factors. 

Nurses need to recognize the importance of fathers in the NICU setting and address 

fathers’ need to truly practice family-centered care (Martel et al., 2016). Using a tool like 

the NFNI, nurses could assess fathers’ needs and use the information to design specific 

interventions for fathers to decrease fathers’ stress levels and promote family-centered, 

individualized care in the NICU (Lee et al., 2013; Martel et al., 2016; Özdemir & 

Alemdar, 2017).  

 This study has shed some light on the needs of NICU fathers, but further research 

is needed to explore these findings. Further research is suggested to explore the needs of 

Spanish-speaking fathers using the NFNI since in this study there was a very small 

sample size, making it hard to generalize the findings. Additional research suggested is to 

conduct a study online to explore fathers’ needs to increase response rates and to explore 

the needs of fathers who have neonates less than 25-weeks and greater than 36-weeks 

gestation to see if their needs differ from what was reported in this study. The results 

from these studies may provide healthcare professionals a better understanding of NICU 

fathers’ unique needs.  
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Determining the Needs of Fathers of Premature Neonate 

Principal Investigator: XXXX 
Co-Investigator: Linda Merritt 
Linda Merritt’s Research Advisor: Dr. Vicki Zeigler 

XXXX 
XXXX Hospital Fort Worth 

 
I, Linda Merritt, am a Ph.D. nursing student at Texas Woman’s University and I am 
conducting a research project on the needs of fathers of premature babies and would 
appreciate you taking part in this project. This research project is intended to determine 
what needs are important to fathers. You have been selected to be in this research study 
because you have a premature baby in the neonatal intensive care unit (NICU) and over 
the age of 18. 

 
I am asking you complete two surveys. The first survey contains twelve questions on 
information about you. The second survey contains 56 questions that will ask you to rate 
how important this item is to you on a scale of “not important” to “very important.” If 
the item does not apply, simply choose “not applicable.” This should only take about 45 
minutes to one hour to complete. It does not need to be completed all at once. You can 
put it down and return to it as often as you like. Do not write your name on the survey. I 
do not need to know who you are. Results will be reported as a group with no names or 
other ways to identify someone. The results of this project will be reported in scientific 
magazines and at national nursing organizations’ conferences to help nurses in the future 
take better care of fathers like you. 

 
Potential risks of taking part in this study include emotional discomfort due to the 
nature of the questions, loss of time, and fatigue taking this survey. If you experience 
emotional discomfort during this study, the following website could assist you with 
locating a specialist: locator.apa.org (American Psychologist locator that can connect 
you with a psychologist in your area). In addition, the following websites could help 
you with finding peer support: HandtoHold.org; BabyFirst.com; 
NICUhelpinghands.org; and MarchofDimes.org/baby/the-NICU-family-support- 
program.aspx. There is also the risk of accidental disclosure of survey responses before 
the survey is turned in to the researchers, which can lead to loss of confidentiality and 
anonymity. To minimize this risk, please complete the survey in a private place and 
return it in the envelope provided. Lastly, there is a potential risk of coercion. No 
compensation is being offered to participate and regardless of participation, the care of 
your baby will not be affected. 

 
The co-investigator will try to prevent any problem that could happen because of this 
study. You should let the co- investigator know if this happens and she will help you. 
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There are no direct benefits to you taking part in this study. Your answers will help 
nurses in the future to take better care of fathers like you. 

 
Your participation in this research project is completely voluntary. You may end 
participation at any time without penalty or loss of benefits to which you are 
otherwise entitled. 

 
If you have any questions about this project, please contact Linda Merritt at 972-xxx- 
xxxx or her research advisor, Vicki Zeigler at 940-898-2433. If you have any 
questions about your rights as a research subject or the way this study has been 
conducted, you can contact the XXXX (IRB) at 682- xxx-xxxx or via e-mail at 
irb@xxx.org. You may also contact the Texas Woman's University Office of 
Research and Sponsored Programs at 940-898-3379 or via e-mail at IRB@twu.edu. 

 
Thank you for your interest in this project and I hope you will take a few 
minutes to complete this survey and to return it to the locked box on the unit. 
Without the help of people like you, this important research would not be 
conducted. If you would like to know the results of this study, please email the 
researcher at xxxx@twu.edu where you want the results to be sent. In subject 
heading, put Neonatal Fathers Needs Study and include an e-mail or address 
where you want the results sent. Please no names. However, there is a potential 
risk of confidentiality in all email, downloading, and internet transactions. 

mailto:t%20irb@xxx.org.
mailto:t%20irb@xxx.org.
mailto:IRB@twu.edu
mailto:%20xxxx@twu.edu
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Spanish Example 
 

Determinación de las necesidades de los papás de neonatos prematuros  

Investigadora principal:  
Coinvestigadora: Linda Merritt 
Asesora de investigaciones de Linda Merritt: Dra. Vicki Zeigler 

XXXX 
XXXX Hospital Fort Worth 

 
Yo, Linda Merritt, soy estudiante de Doctorado en Enfermería de Texas Woman’s 
University y estoy llevando a cabo un proyecto de investigación sobre las 
necesidades de los papás de bebés prematuros, y le agradecería participar en este 
proyecto. El objetivo de este proyecto es determinar cuáles son las necesidades 
importantes que tienen los papás. Lo seleccionaron para participar en esta 
investigación porque tiene un bebé prematuro en la Unidad de Cuidados Intensivos 
Neonatales (NICU) y es mayor de 18 años. 

 
Lo invito a completar dos encuestas. La primera encuesta contiene doce preguntas 
sobre información acerca de usted. La segunda encuesta contiene 56 preguntas en 
las que se le pedirá que califique la importancia que un elemento tiene para usted 
con una escala que va de "no importante" a "muy importante". Si el elemento no es 
aplicable, simplemente debe elegir "no aplicable". Completarlas le llevará de 45 
minutos a una hora. No es necesario que las complete en todo de una vez. Puede 
dejarlas y luego retomarlas todas las veces que quiera. No escriba su nombre en la 
encuesta. No necesito saber su identidad. Los resultados se publicarán en forma 
grupal, sin inclusión de nombres u otras formas de identificación personal. Los 
resultados de este proyecto se publicarán en revistas científicas y en conferencias de 
organizaciones de enfermería nacionales con el objetivo de ayudar a las enfermeras 
a que brinden una mejor atención en el futuro a los papás como usted. 

 
Los riesgos por participar en este estudio incluyen malestar emocional debido a la 
naturaleza de las preguntas, pérdida de tiempo y cansancio al realizar la encuesta. 
Si sufre malestar emocional durante el estudio, puede encontrar un especialista 
mediante el siguiente sitio web: locator.apa.org (es un localizador de psicólogos 
estadounidenses que puede conectarlo con un psicólogo en su área). Además, los 
siguientes sitios web pueden ser útiles para encontrar el apoyo de pares: 
HandtoHold.org, BabyFirst.com, NICUhelpinghands.org y 
MarchofDimes.org/baby/the-NICU-family-support-program.aspx. Además, existe 
el riesgo de divulgación accidental de las respuestas de las encuestas antes de que 
sean entregadas a los investigadores, lo que podría causar una pérdida de 
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confidencialidad y de anonimato. Para minimizar este riesgo, complete la encuesta 
en un lugar privado y devuélvala en el sobre provisto. Por último, existe un riesgo 
de coerción. No se ofrece ningún tipo de compensación por participar en el 
estudio, e independientemente de si decide participar o no, la atención de su bebé 
no se verá afectada. 

 
La coinvestigadora tratará de evitar cualquier problema que pueda producirse 
debido al estudio. Si esto sucede, debe informárselo a la coinvestigadora, y ella lo 
ayudará. 

 
No existen beneficios directos para usted por participar en el estudio. Sus respuestas 
ayudarán a que, en el futuro, el personal de enfermería cuide mejor a los papás como 
usted. 

 
Su participación en este proyecto de investigación es completamente voluntaria. 
Puede poner fin a su participación en cualquier momento sin sufrir sanciones o la 
pérdida de beneficios a los cuales tenga derecho. 

 
Si tiene alguna pregunta acerca de este proyecto, comuníquese con Linda Merritt al 
972-xxx-xxxx o con su asesora de investigaciones, Vicki Zeigler, al 940-898-2433. 
Si tiene alguna pregunta acerca de sus derechos como participante de una 
investigación o la forma en que se lleva a cabo este estudio, comuníquese con la 
Junta de Revisión Institucional (IRB) de XXX al 682-xxx-xxxx o por correo 
electrónico a irb@xxx.org. También puede comunicarse con la Oficina de 
Programas Patrocinados e Investigación de Texas Woman's University al 940-898-
3379 o por correo electrónico a IRB@twu.edu. 

 
Gracias por su interés en este proyecto y esperamos que se tome algunos 
minutos para completar las encuestas y entregarlas en la caja cerrada que se 
encuentra en la unidad. Sin la colaboración de personas como usted, no 
podría llevarse a cabo este importante estudio. Si quiere conocer los 
resultados del estudio, envíe un correo electrónico a la investigadora a 
xxx@twu.edu e indique dónde quiere que le envíe los resultados. En el 
asunto, escriba Neonatal Fathers Needs Study (Estudio de las necesidades 
de los papás de neonatos) e incluya un correo electrónico o una dirección 
donde quiera recibir los resultados. Por favor, no indique ningún nombre. 
No obstante, tenga en cuenta que existe un riesgo potencial de 
confidencialidad en todos los correos electrónicos y todas las descargas y 
transacciones de Internet. 

mailto:irb@texashealth.org
mailto:IRB@twu.edu
mailto:xxx@twu.edu
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Demographic Survey 

Instructions:  Please provide the following information. Fill in the blank or check (√) the 
answer that applies to you. 

 
1. Age_________ 

2. Marital Status: 
a. Single_______ 
b. Married_________ 
c. Divorced___________ 
d. Separated_________ 

 
3. Ethnicity: 

a. Caucasian______ 
b. African American____________ 
c. Hispanic___________ 
d. Native American_____________ 
e. Asian__________ 
f. Other (please specify)_____________ 

 
4.  Highest Level of Education: 

a. < 12th Grade__________ 
b. 12th Grade or GED__________ 
c. Some college___________ 
d. College Degree or Higher______ 

 
5. Income Level 

a. <$10,000/year __________ 
b. $10,000- $20,000/year__________ 
c. $20,001-$30,000/year___________ 
d. $30,001-$40,000/year____________ 
e. $40,001-$50,000/year____________ 
f. $50,001-60,000/year___________ 
g. >$70,000/year_________ 

 
6. Previous experience with the NICU environment _____Yes   _____No 
 
7. Number of children __________ 
 
8. My baby was born at ________ weeks. 
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9. Age of child at time of survey____________ 
 
10. Number of days in NICU______ 
 
11. Type of NICU: Open (pods or open room)____ 
         Closed (private rooms and no pods) ____ 
 
12. Presence of Support Group ______Yes   ________No 
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Spanish Version 
Encuesta de datos demográficos 

Instrucciones:  Por favor, proporcione la siguiente información. Llene el espacio en 
blanco o marque con (√) la respuesta que le corresponda. 
 
1. Edad ________ 

2. Estado civil: 
e. Soltero ________ 
f. Casado ________ 
g. Divorciado ________ 
h. Separado _________ 

 
3. Grupo étnico: 

g. Caucásico _________ 
h. Afroamericano _______ 
i. Hispano _________ 
j. Indio estadounidense ________ 
k. Asiático _________ 
l. Otro (especifique) _________ 

 
4.  Nivel de educación más alto que alcanzó: 

e. 12° Grado o inferior __________ 
f. 12° Grado o GED (Examen de Desarrollo de Educación General)________ 
g. Universitario incompleto________ 
h. Titulo universitario o superior ________ 

 
5. Nivel de ingresos 

h. Inferiores a $10,000/al año _________ 
i. Entre $10,000 y $20,000/al año ________ 
j. Entre $20,001 y $30,000/al año ________ 
k. Entre $30,001 y $40,000/al año ________ 
l. Entre $40,001 y $50,000/al año ________ 
m. Entre $50,001 y $60,000/al año _________ 
n. Superiores a $70,000/al año _________ 

 
6. Experiencia previa con el entorno de la NICU ________ Sí ________ No 
 
7. Cantidad de hijos ________ 
 
8. Mi bebé nació a las _________ semanas. 
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9. Edad del niño al momento del estudio ________ 
 
10. Cantidad de días en la NICU _________ 
 
11. Tipo de NICU: Abierto (cubículos o habitaciones abiertas)________ 
         Cerrado (habitaciones privadas sin cubículos) ________ 
 
12. Presencia de grupo de apoyo _______ Sí ________ No 
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APPENDIX D 
 

NICU Family Needs Inventory 
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NICU Family Needs Inventory 
     

 
 

 
 
 
 
 
 
 
Please Check (X) how        Not       Slightly      Important        Very        Not              
IMPORTANT each of the Important      Important                    Important     Applicable                  
following needs is to you. 
 
1. To know the expected 
    outcome for  my infant.    ______          _______        _______      _______      ___ 
2. To have explanations of the 
    environment before going 
    into the neonatal intensive 
    care unit (NICU) for the  
    first time.                 _______      _______      _______      _______      _____ 
3. To be able to visit my  
    infant at any time.                   _______      _______      _______      _______      _____ 
4. To talk to the doctor caring 
    for my infant every day.           _______      _______      _______      _______      _____ 
5. To have questions about my 
    infant answered honestly. _______      _______      ______       _______       _______ 
6. To feel there is hope.            _______      _______      _______      _______      _______ 
7. To have friends/family 
    nearby for support.        _______     _______       _______      _______      _______ 
8.To have a waiting room 
   for the neonatal unit. _______     _______       _______       _______       _______  
9.To have someone to help 
   with transportation.  _______      _______      ________     _______      _______ 
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Please Check (X) how        Not       Slightly      Important        Very        Not              
IMPORTANT each of the Important      Important                    Important     Applicable                  
following needs is to you. 
 
10. To be given directions 
      about how I can provide care 
      to my infant in the NICU. _______      _______      _______      ________     _______ 
11.To know which staff  
     members could give  
     information about my infant’s 
     health and general wellbeing  _______      _______      _______   _______  _______ 
12.To share my feelings 
     about what has happened. _______      _______      _______      _______      ________ 
13.To have a specific staff 
    person to call at the hospital 
    when unable to visit. ______       _______      _______      _______       _______ 
14.To be assured that the best 
     care possible is being given 
     to my infant.  _______      _______      _______      _______      _______ 
15.To have a support group of 
     other families available. _______      _______      _______      _______      _______ 
16.To have classes about  
     premature infants and their 
     special care needs.  _______      _______      _______      _______      _______ 
17.To have a private place for  
     my wife to breastfeed or  
     use a breast pump                ______        ______      _______    ________     ________ 
18.To help make decisions about 
     my infant’s plan of care. _______      _______      _______      _______      _______ 
19.To have another person with  
     me when visiting the NICU._______      _______      _______      _______     _______ 
20.To know exactly what is  
     being done for my infant. _______      _______      _______      _______      _______ 
21.To have comfortable furniture 
     in the waiting room. _______      _______      _______      _______      _______ 
22. To have a pastor, clergy,or 
      other person from my churc 
visit.                                _______      _______      _______      _______  ______ 

  



 

216 
 

Please Check (X) how        Not       Slightly      Important        Very        Not              
IMPORTANT each of the Important      Important                    Important     Applicable                  
following needs is to you. 
 
23.To be assured it is alright to 
     leave the hospital for awhile. _______    _______     _______    _______  _____ 
24.To have a telephone near the 
     waiting room.  _______      _______      _______      _______      _______ 
25.To feel accepted by the  
     hospital staff.  _______      _______      _______      _______      _______ 
26.To feel it is alright to cry. _______      _______      _______      _______      _______ 
27.To be given information about 
     individuals that could help with 
     problems concerning my  
    situation.                 _______      _______     _______      _______      _______ 
28.To have someone be  
     concerned with my health. _______      _______      _______      ________     _______ 
29.To talk to the same nurse 
     most of the time.  _______      _______      _______      _______      _______ 
30.To have a bathroom near the 
     waiting room.  _______      _______      _______      _______      _______ 
31.To talk about the possibility  
     of my infant’s death. _______      _______      _______      _______      _______ 
32.To have comfortable chairs 
     at my infant’s bedside. _______      _______      _______      _______      _______ 
33.To be given reading material 
     concerning my infant’s  
     medical needs.  _______      _______      _______      _______      _______ 
34.To have explanations given 
     that are understandable. _______      _______      _______      _______      _______ 
35.To feel that the hospital 
     personnel care about my  
     infant.   _______      _______      _______      _______      _______ 
36.To be allowed to help with  
     my infant’s physical care. _______      _______      _______      _______      _______ 
37.To be told about transfer 
     plans while they are being 
     made.   _______      _______      _______      _______      _______ 
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Please Check (X) how        Not       Slightly      Important        Very        Not              
IMPORTANT each of the Important      Important                    Important     Applicable                  
following needs is to you. 

      
38.To receive information about  
     my infant at least once a day _______      _______      _______    _______      _______ 
39.To see my infant frequently  _______      _______      _______     _______      ______ 
40.To know specific facts  
     concerning my infant’s  
     progress.          _______      _______      _______      _______      _______ 
41.To have the waiting room 
     near the NICU.  _______      _______      _______      _______      _______ 
42.To be recognized as important 
     in my infant’s recovery. _______      _______      _______      _______      _______ 
43.To receive help in responding  
     to the reactions of my infant’s 
     siblings.  _______      _______      _______      _______      _______ 
44.To be able to talk to other 
     parents whose infant is in the 
     NICU or has had a similar 
     situation.  _______      _______      _______      _______      _______ 
45.To be allowed to have my 
     infant’s siblings visit. _______      _______      ________     _______      _______ 
46.To feel free to choose to stay   
     or leave when my infant is   
     experiencing painful  
     procedures.  _______      _______      _______      _______      _______ 
47.To have a place to sleep 
     near the neonatal intensive 
     care unit.  _______      _______      _______      _______      _______ 
48.To know why things were 
     done for my infant.  _______      _______      _______      _______      _______ 
49.To be called at home about 
     important changes in my 
     infant’s condition.  _______      _______      _______      _______      _______ 
50.To know that my infant is 
     being treated for pain. _______      _______      _______      _______      _______ 
51.To have a place to be alone  
     while in the hospital. _______      _______      _______      _______      _______ 
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Please Check (X) how        Not       Slightly      Important        Very        Not              
IMPORTANT each of the Important      Important                    Important     Applicable                  
following needs is to you. 
 
52.To know that my infant is 
     being handled gently by 
     healthcare providers. _______       _______     _______      _______      _______  
53.To know how my infant is 
     being treated medically. _______      _______      _______     _______      _______ 
54.To have the neonatal unit 
     quiet and lights dimmed at 
     regular times to let my infant 
     rest.     _______      ______     _______     _____     ______ 
            
55.To hold my infant in my arms 
     and against my skin as soon 
     as I can.   _______      ________      _______      ______     _______ 
56.To see that the NICU staff 
     provide comfort to my infant, 
     such as giving my infant a  
     pacifier, using blankets to  
     support my infant’s body,  
     and talking softly to my infant._______       ________     ________    ______  ______ 
  
57.Other _______________________________________________  
 
________________________________________________________________________ 
 
_________________________________________________________________ 
 
    THANK YOU!!! 
 
NICU FAMILY NEEDS INVENTORY 
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NFNI Questionnaire Subscales 
Subscale Item Number 
Assurance 1, 5, 6, 14, 23, 34, 40, 42, 46, 50, 52 
Comfort 8, 21, 24, 25, 28, 30, 32, 56 

Proximity 3, 29, 37, 38, 39, 41, 49, 55 
Support 2, 7, 9, 19, 12, 15, 17, 19, 22, 27, 31, 43, 

44, 45, 47, 51, 54 
Information 4, 11, 13, 16, 18, 20, 26, 33, 36, 48, 53 
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Recruitment Flyers 
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English Version 
 
 
 
 
 
 
 
 
 
 
 
 
 

Are you a father of a child currently in the 
NICU? You may be able to participate in 
a research study asking what your needs 
are. 

 
To Participate You Must: 
• Be 18 or Older 
• Be Able to Read and Speak English or Spanish 
• Have a Preemie Born Between 25 and 36 Weeks’ 

Gestation with No Congenital Anomalies 
Total time commitment will be about 45 minutes to 1 hour 
to complete a survey. Participation is voluntary and may be 
discontinued at any time. 
Contact Linda Merritt at xxxx@twu.edu for more 
information. 

 
 

mailto:xxxx@twu.edu
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Spanish Version 
 
 

 

Es usted padre de un niño que se 
encuentra actualmente en la NCIU? 
Usted podría participar en un estudio 
de investigación donde le formularán 
preguntas sobre sus necesidades. 

 
 
Para participar, debe: 

• Ser mayor de 18 años 

• Ser capaz de leer y hablar en inglés o español 

• Ser padre de un recién nacido prematuro de entre 25 y 36 semanas de gestación 

sin anomalías congénitas 
 
El tiempo total que requiere llenar una encuesta es de 60 minutos. La 
participación es voluntaria y puede interrumpirla en cualquier momento. 

 
Para mayor información, comuníquese con Linda Merritt at xxx@twu.edu 
AVISO: En todo correo electrónico, descarga de archivos y operaciones 
en Internet existe un riesgo de pérdida de la confidencialidad. 

mailto:xxx@twu.edu
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INVENTARIO 
 DE LAS NECESIDADES DE 
  LA FAMILIA EN LA NICU 

 

 
 
 
 

 
 
 

¡¡GRACIAS!! 
 
 
 

¡POR DEDICAR TIEMPO PARA 
COMPLETAR ESTE CUSTIONARIO! 
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Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

1. Conocer el pronóstico 
esperado de mi bebé. 

          

2. Recibir explicaciones 
acerca del entorno antes 
de ingresar a la unidad 
de cuidados intensivos 
neonatales (NICU, por 
sus siglas en inglés) por 
primera vez. 

          

3. Poder visitar a mi bebé 
en cualquier momento. 

          

4. Hablar con el médico 
que atiende a mi bebé 
todos los días. 

          

5. Formular preguntas 
sobre mi bebé y que me 
respondan con 
honestidad. 

          

6. Sentir que hay 
esperanza. 

          

7. Contar con amigos o 
familiares cercanos para 
recibir apoyo. 

          

8. Contar con una sala de 
espera en la unidad 
neonatal. 

          

9. Tener a alguien que me 
ayude con el transporte. 

          

10. Recibir indicaciones 
acerca de cómo puedo 
cuidar a mi bebé en la 
NICU. 

          

11. Saber qué miembros del 
personal podrían 
brindarme información 
sobre la salud y el 
bienestar general de mi 
bebé. 

          

Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

12. Compartir mis 
sentimientos sobre lo 
que ha sucedido. 

          

13. Contar con un miembro 
específico del personal a 
quien pueda llamar en el 
hospital cuando no 
puedo hacer una visita. 

          

14. Tener la seguridad de 
que mi bebé está 
recibiendo la mejor 
atención posible. 

          

15. Contar con un grupo de 
apoyo conformado por 
otras familias. 

          

16. Recibir clases sobre los 
bebés prematuros y sus 
necesidades especiales 
de atención. 

          

17. Contar con un lugar 
privado para que mi 
esposa pueda 
amamantar o usar un 
extractor de leche. 

          

18. Ayudar a tomar 
decisiones sobre el plan 
de atención de mi bebé. 

          

19. Contar con otra persona 
a mi lado cuando visito 
la NICU. 

          

20. Saber exactamente qué 
se está haciendo por mi 
bebé. 

          

21. Contar con muebles 
cómodos en la sala de 
espera. 

          

22. Recibir la visita de un 
pastor, sacerdote u otra 
persona de mi iglesia. 
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Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

23. Tener la seguridad de 
que es aceptable 
abandonar el hospital 
por un momento. 

          

 

24. Tener un teléfono cerca 
de la sala de espera. 

          

25. Sentir que el personal 
del hospital me acepta. 

          

26. Sentir que está bien 
llorar. 

          

27. Recibir información 
sobre las personas que 
me podrían ayudar con 
los problemas relativos a 
mi situación. 

          

28. Contar con alguien que 
se preocupe por mi 
salud. 

          

29. Hablar con la misma 
enfermera la mayoría de 
las veces. 

          

30. Tener un baño cerca a la 
sala de espera. 

          

31. Hablar sobre la 
posibilidad de la muerte 
de mi bebé. 

          

32. Tener sillas cómodas al 
lado de la cama de mi 
bebé. 

          

33. Recibir material de 
lectura sobre las 
necesidades médicas de 
mi bebé. 

          

34. Recibir explicaciones que 
se puedan comprender. 

          

Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

35. Sentir que el personal 
del hospital se preocupa 
por mi bebé. 

          

36. Permitirme ayudar con 
el cuidado físico de mi 
bebé. 

          

37. Ser informado sobre los 
planes de traslado en el 
momento en que se 
estén realizando. 

          

38. Recibir información 
sobre mi bebé por lo 
menos una vez al día. 

          

39. Ver a mi bebé con 
frecuencia.  

          

40. Conocer datos concretos 
sobre la evolución de mi 
bebé. 

          

41. Contar con una sala de 
espera cerca de la NICU. 

          

42. Ser reconocido como 
alguien importante en la 
recuperación de mi 
bebé. 

          

43. Recibir ayuda para poder 
responder ante las 
reacciones de los 
hermanos de mi bebé. 

          

44. Poder hablar con otros 
padres cuyos bebés 
están en la NICU o que 
han pasado por una 
situación similar. 

          

45. Obtener autorización 
para que los hermanos 
de mi bebé puedan 
visitarlo. 
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Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

46. Elegir libremente 
quedarme o irme 
cuando estén 
sometiendo a mi bebé a 
tratamientos dolorosos. 

          

47. Tener un lugar para 
dormir cerca de la 
unidad de cuidados 
intensivos neonatales. 

          

48. Saber por qué se 
hicieron determinadas 
cosas para la salud de mi 
bebé. 

          

49. Llamarme a mi hogar 
para informarme sobre 
cambios importantes en 
la afección de mi bebé. 

          

50. Saber que mi bebé está 
recibiendo tratamiento 
para el dolor. 

          

51. Tener un lugar para 
estar solo cuando visito 
el hospital. 

          

52. Saber que los 
proveedores sanitarios 
tratan a mi bebé con 
delicadeza. 

          

53. Saber cómo están 
tratando médicamente a 
mi bebé. 

          

54. Contar con una unidad 
para neonatos tranquila 
y con las luces tenues en 
horarios regulares para 
que mi bebé pueda 
descansar. 

          

Marque (X) qué tan 
IMPORTANTE es para usted 
cada una de las siguientes 
necesidades. 

 Sin 
importancia 

 Un poco 
importante 

 Importante  Muy 
importante 

 No 
corresponde 

55. Tener a mi bebé en mis 
brazos y en contacto con 
mi piel apenas pueda 
hacerlo. 

          

56. Ver que el personal de la 
NICU le brinda 
comodidad a mi bebé, 
por ejemplo, dándole un 
chupete, usando mantas 
para apoyar su cuerpo y 
hablándole con 
suavidad. 

          

57. Otros:           

           

           

 
¡¡GRACIAS!! 
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INVENTARIO DE LAS NECESIDADES 
DE LA FAMILIA EN LA NICU 
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