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Fathering Premature Infants and
the Technological Imperative of
the Neonatal Intensive Care Unit
An Interpretive Inquiry

Shawn Pohlman, PhD, RN

The experiences of 9 fathers of premature infants in the technological environment of the
neonatal intensive care unit were examined using interpretive methods. Fathers were inter-
viewed 6 to 8 times each. Findings revealed emotional costs for fathers as technology often
took precedence. Fathers’ feelings of frustration, fear, and alienation were hidden from nurses,
as fathers were silent and silenced. Fathers perceived a power dynamic between themselves
and nurses, which may be due, in part, to a complex interplay between the technological im-
perative and gender dynamics. Two exemplars illustrated how fathers forged emotional con-
nections with their babies despite the technological imperative. Key words: family-centered
care, fathering, fathers, infants (premature), interpretive phenomenology, neonatal inten-
sive care, parenting, qualitative research, technology

Everybody wanted to go in the NICU and see her

[his 1 pound, 10 ounce daughter] and I was like

“No, nobody’s going in there but family” . . . . She’s

not a freak show. You just can’t have everybody

come up and see her. She’s not just something to

see, she’s something to care about and love. And

that’s just the way I feel. If they don’t [feel the

same], they don’t need to see her.

These are the words of a young father, Larry
(F03), who was frustrated with visitors and
some neonatal intensive care unit (NICU) staff
members, particularly nurses, who he felt
focused more on the technology surround-
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ing his daughter than on her tiny sentient
body. He felt alienated from those who over-
looked the fact that she was a human being
who, above all, deserved love and respect.
Unquestionably, neonatal intensive care rep-
resents a triumph of sophisticated technol-
ogy that has dramatically improved the sur-
vival of premature infants.1 Yet, our under-
standing of parenting, particularly fathering,
within a technologically textured environ-
ment is quite limited. In fact, there is a paucity
of research on fathers of preterm infants as a
whole.

After a premature birth, fathers must relin-
quish their authority to the skilled healthcare
workers who tend to the machines, wires,
and tubes attached to their fragile sons and
daughters. Although Larry was grateful for the
technology saving his daughter’s life, I felt that
it was this tension that gave rise to the frus-
trated “tone” embedded in his opening nar-
rative. One possible reason for his frustration
is that fathers desire to protect their children
from harm, a drive that may be stronger when
a child is impaired in any way.2

Having a premature infant is stressful for
fathers, who have reported feelings of fear,
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anxiety, anger, guilt, and helplessness.3,4 To
complicate matters, fathers may keep these
emotions tucked inside to appear strong and
resilient in support of their partners.4,5 This
pattern is reinforced by deeply engrained cul-
tural and societal parental norms that place
the needs of babies and mothers ahead of fa-
thers, a precedent that is naturally exagger-
ated in the NICU where babies and mothers
(at least initially) are the patients.

A stark contrast exists between fathering in
a technologically textured environment and
in the privacy of one’s home, which may put
the relationship between the father and the
preterm infant at risk from the beginning.
Parents’ circumstances, including their own
mental health, exert a powerful influence
on their parenting ability.6 Because fathers
of premature infants embark on parenting
in a complex and intimidating environment,2

with infants who may be irritable, less re-
sponsive, and suffer from a host of physi-
cal and mental/behavioral problems,7 fathers’
ability to form healthy relationships could be
jeopardized. In turn, a child’s development—
what they learn, how they react to events
and people, and what they expect from
themselves and others—is greatly affected
by their relationships with parents and the
environment. Researchers have recently dis-
covered that healthy infants have rich emo-
tional/psychological lives and can suffer in
ways that are quite significant yet poorly
understood.6 NICU nurses are in a pivotal po-
sition to nurture and coach fathers so that
they form healthy relationships with their in-
fants; but to do so effectively, a better under-
standing of fathers’ experiences is needed.

BACKGROUND

Philosophy of technology

The philosophy of technology, a philo-
sophic domain originating just 200 years ago,
assumes that technology goes beyond the ma-
terial presence of the machines; technology is
directly associated with historical, scientific,
philosophical, and social tenets that are em-

bodied in our culture, politics, language, ed-
ucation, knowledge, and skills.8 Heidegger,
a German philosopher of the 20th century,
warned that technology, in its seeming “re-
moteness,” actually will bring about a pro-
found distancing of ourselves from the things
around us and from the world, preventing us
from really seeing and relating to each other
and to things in their entirety.9 This tech-
nological self-understanding is the imperative
because it takes precedence in the world to-
day. It is important to understand that this
technological self-understanding or impera-
tive is embodied in our practices in ways that
are often outside our conscious awareness
and control.10

Philosophy of technology and nursing

The philosophy of technology and nursing
focuses on the experiences, meanings, and
implications of technology for nursing prac-
tice. In the past, scholars tended to demo-
nize technology and its influence on nursing,
which resulted in a conceptual and practi-
cal impasse8,11 because, in reality, such a po-
larizing approach was not reflective of the
way nurses and technology comingle in a
space highlighted with more shades of gray
than black or white. In practice, nurses dwell
in a muddy middle ground with technology.
Technology brings nurses closer by increas-
ing their ability to better monitor the patient’s
physiological status while the demands to be
technologically competent may devalue their
authentic intention to know persons in their
wholeness.11 Scholars have called for a more
complex reexamination of the interface be-
tween technology and nursing to capture the
full context—the meanings ascribed to the
machines, the way the embodied patient is
handled, or the choices made about what is
humane and dignified care.8,11,12 To do so, we
must examine an important, but often over-
looked, part of this picture—the patient and
the nurse-patient relationship.11

Recently, Almerud et al13 explored the im-
pact of technology on caregiving in an adult
intensive care unit (ICU) from the perspective
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of 9 patients, utilizing a phenomenological ap-
proach. They concluded that the roar of tech-
nology silenced patient’s voices and rendered
them invisible. Contradiction and ambiva-
lence characterized most caregiving interac-
tions. As embodied patients, they felt trapped
and wanted to escape but had no choice due
to the insistence of the machines, the regi-
mens, and the routines. Although caregivers
did take some time to talk to patients, conver-
sations centered on everyday, more trivial is-
sues. Patients reported that staff shied away
from patient stories that might reveal deep
concerns or innermost needs, which served
to further exacerbate their anxieties.

Turning toward the caregivers, Almerud
et al14 embarked on a study of 8 nurses and
2 physicians who work in an adult ICU. Care-
givers’ narratives highlighted the demanding,
luring presence of technology, from which
emerged this hierarchy: The caregiver sits
on the top rung; the patient sits on the
bottom. This arrangement was costly inso-
far that technology drove treatment, depleted
time, and shaped caregiving attitudes, which
then eroded the possibility of close, meaning-
ful caregiver-patient encounters. Caregivers
seemed vaguely aware that something had
gone awry.

Upon “hyperreflection” of both studies,
Almerud et al12 noted that although technol-
ogy is part of the ICU staff’s daily life, technol-
ogy can never replace the empathy of the hu-
man touch and connection. They suggested
that ICU staff build in spaces to promote dis-
closure, trust, and solace. The challenge for
caregivers is to know when to raise the im-
portance of the measurable dimensions that
technology contributes and when to mag-
nify the patient’s lived experience and to
learn to live and deal with the ambiguity of
it all.

The NICU and power relations

With technology comes power, which is of-
ten granted to healthcare providers, but not
to patients.14,15 In NICU settings, the balance
of power favors the doctors and nurses. Be-

cause nurses spend so much time at infants’
besides, they may find themselves unwillingly
at the center of power struggles with parents.
Several studies underscore the fact that nurse-
mother relations are complex and although
these relationships may appear harmonious
on the exterior, sometimes nurses and/or
mothers may be harboring negative feelings
on the inside.16,17 One prevailing theme from
these studies was the imbalance of power be-
tween mother and nurse: Mothers struggled
to be the “mother” while nurses attempted
to maintain their “expert”status. In one study
that included nurses, findings suggested that
nurses attempted to position themselves as
“teachers and monitors of parents,” “protec-
tors of the infants,”and “experts”by virtue of
their training and experience.17 Interestingly,
the nurses were adamant that the relationship
they shared with the mother did not affect the
infant’s care.

Little is known about fathers and power
relations in the NICU. Findings from a study
of German fathers revealed that fathers were
very aware of a power differential between
themselves and healthcare providers and
feared confrontation with them.18 “Fathers
know that one had better not be openly crit-
ical of them [health caregivers] lest they take
it out on the baby (a common ever-present
fear).”18(p238) A qualitative study of the emo-
tional world of Australian parents revealed
that some fathers were quite distressed by
their inability to protect their infants from
the NICU.2 One father, Jack, described feel-
ing very threatened as his infant was “wired
up” because he was unable to function as his
baby’s protector.4 Initially, he reacted by try-
ing to be a sort of human shield or “human hu-
midicrib,” providing continuity of care to his
wife and baby. Over time, he felt angry and re-
sentful because his son had been taken over
by the medical system and was “their patient”
rather than “his son.”Another father, Michael,
initially fled to safer ground, his work, be-
cause his idealized role of protector was dis-
torted and his ability to achieve fatherhood
was fraught with guilt and fear. In this setting,
the joy of fathering was elusive.19
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In summary, the technological imperative
of the NICU goes well beyond the machin-
ery; this technological self-understanding is
embodied in the practices of the nurses and
other healthcare providers as a result of a
complex interplay of historical, scientific,
philosophical, and social forces in ways that
are largely outside their conscious awareness.
To better understand this dynamic, a closer
look at the interaction between the techno-
logical imperative and the nurse-patient re-
lationship is needed. This is particularly im-
portant in the NICU, as those who prescribe
and monitor the technology (the doctors and
nurses) often assume positions of power and
authority, whereas the parents may remain rel-
atively powerless. The purpose of this arti-
cle is to explore fathering and the technolog-
ical imperative of the NICU, which was one
theme that emerged from a broader interpre-
tive study of fathers and preterm infants.20

The overall study aims were designed to (1)
reveal the stressful episodes and coping prac-
tices of fathers, (2) examine fathers’ resources
and barriers as they develop a relationship
with their infants, (3) describe how fathers
learn practical infant caregiving skills, and (4)
discover how fathers own personal meanings
of self, family, fatherhood, and work shape his
caregiving practices.

METHODS

The methodology used for the study was
interpretive phenomenology, which is based
on a philosophic framework that assumes that
humans dwell in a meaningful world. The
researcher strives to uncover the meaning
that a particular situation, action, demand, or
prospect has for the participant21 to better
“understand world, self, and other.”22(p99)

Participants

Nine fathers of preterm infants were re-
cruited from 3 Midwestern hospitals over a
7-month period. Enrollment criteria were as
follows: English speaking white fathers of sin-
gleton infants born at less than 33 weeks’

gestation without congenital disabilities. Fa-
thers had to be 22 years of age, be sharing
a home with the infant’s mother, and be en-
rolled within 1 month after their infant’s birth.
At enrollment, each father agreed to partici-
pate in 8 interviews. Seven fathers completed
all 8 interviews; 1 father (F02) withdrew af-
ter 6 interviews because he suddenly left his
wife, and another father (Larry, F03) with-
drew after 1 interview for unknown reasons,
although he was young, was newly married,
and his daughter was quite ill. Although I in-
terviewed him only once, our conversation
was very rich and compelling as he was un-
employed at the time and spent inordinate
amounts of time in the NICU. As a result, he
provided detailed descriptions of his daugh-
ter and the healthcare providers who cared
for her, which is why I included his narratives
in the analysis. In total, 63 interviews were
completed. The institutional review board ap-
proved the study and consent was obtained.

Demographic characteristics of the sam-
ple are presented in Table 1. All fathers ex-
cept 1 were married; 8 were first-time fa-
thers. Eight fathers were employed full-time;
3 were manual laborers, and 5 had technical/
administrative jobs. Their infants were diag-
nosed with respiratory distress syndrome, re-
quiring varying amounts of respiratory sup-
port after birth.

Data collection

During hospitalization, interviews took
place in the hospital and were conducted
every 2 to 3 weeks. After discharge, inter-
views occurred every 4 to 5 weeks in the
home. Interviews lasted 60 to 90 minutes and
were tape-recorded and professionally tran-
scribed verbatim, resulting in more than 2000
pages of transcribed text. The sequence of
the interviews (1st to 8th) and the interview
guides used in each interview are presented in
Table 2. Interview guides were used only to
initiate conversation and encourage dialogue.
Probing, clarifying questions grew from our
conversations, which helped fathers provide
detailed narratives of what they did, thought,
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Table 1. Father/infant demographic characteristics

Father Infant

Adjusted age

Yearly Gestational Birth Age at first at last

Age, y income, $ Education age at wk weight, g interview, wk interview, wk

F01 26 46 000–

60 000

College 27 915 29 12

F02 23 <10 000 <HS 29 1722 31 7

F03 22 Unemployed <HS 25 808 28 28

F04 23 21 000–

30 000

HS 32 2196 33 16

F05 39 11 000–

20 000

<HS 25 933 27 12

F06 36 >100 000 College 31 1479 33 16

F07 37 61 000–

75 000

College 25 515 27 10

F08 38 76 000–

100 000

College 28 1018 29 18

F09 30 61 000–

75 000

College 26 706 28 18

Abbreviation: HS, high school.

and felt about specific situations, reflecting
their practical understanding of the world.

Data analysis

The interviews were analyzed using the
interpretive or hermeneutic approach,10 and
the transcribed text and detailed field notes

Table 2. Interview guides and sequencea

Interview sequence

Interview guide titles 1st 2nd 3rd 4th 5th 6th 7th 8th

Coping
√ √ √ √ √ √ √ √

Meanings of pregnancy
√

Getting to know your baby
√ √ √ √ √ √ √ √

Work history
√

Work meanings
√

History of fatherhood
√

Meanings of fatherhood
√

Family rituals
√

Demographic form
√ √

a√ denotes the use of that interview guide during the interview.

were treated as meaningful text.22 Hermeneu-
tic analysis involves a systematic, circular pro-
cess that evolves as the researcher’s provi-
sional understanding of the text deepens from
successive readings, detailed analysis, and
consensual validation from other readers.23

Analysis began with the scholarly reading
of the narrative text, followed by coding of
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excerpts that reflected the study aims. I then
created interpretive files for each participant
that included a broad description of each fa-
ther, followed by descriptive headings that
emerged from coding of the data. Blocks of
the coded data were then transferred into the
interpretive file, in support of the descriptive
headings, followed by my interpretive com-
mentary. This systematic approach resulted in
detailed interpretive files, often, 50 pages in
length and single-spaced, which became the
basis for my deepening understanding of in-
dividual fathers as well as for my uncover-
ing similarities and differences in family pro-
cesses and meanings across all of the fathers.
The interpretive files provided an audit trail
of changes in understanding and my position
in relation to the narrative text.24 An expert
interpretive researcher and several doctoral
students, who were also conducting interpre-
tive studies, read selected transcripts and pro-
vided a critique and consensual validation of
study findings. Multiple interviews with each
father provided the opportunity to clarify in-
formation that was left unexamined in prior
interviews.

FINDINGS

The theme, fathering and the technologi-
cal imperative of the NICU, will be presented
in 2 subthemes: the emotional costs of father-
ing in a technologically textured environment
and the power differential between nurses
and fathers. In addition, 2 exemplars illus-
trate how fathers forged emotional connec-
tions with their babies despite the technolog-
ical imperative.

The emotional costs of fathering in a
technologically textured environment

Nurses caring for premature infants spend
much time and energy monitoring the ma-
chines, which may take precedence over
tending to the emotional needs of fathers.
A story that Larry (F03) told illustrates this
point. Larry was unemployed at the time of
our interview, so he had ample time to visit

the NICU and knew his daughter intimately
as a result. He amazed me with his descriptors
of his daughter’s emerging personality, which
were more elaborate than other fathers. He
was also an astute observer of the nurses.
Our conversation began with a description of
his second, skin-to-skin holding experience,
which did not go as well as the first.

Larry: The nurse . . . was all right, but she wasn’t

too good about it. . . . She didn’t get the drape and

put it around us and she just gave us the rocking

chair and said, “Take off your shirt and sit down

there.”We didn’t like it too much. The other nurse,

she was really cool about it.

Interviewer (I): Oh, so it varies by nurse.

Larry: Yeah. . . . Like the nurse out there today, she’s

a real nice woman. She’s really caring about the

baby and stuff. . . . I like the nurses that care about

the baby, see who they are and that they’re a baby,

that they’re a premature baby, not just go over

there, do your job, pull the tubes, you know, suc-

tion them out, do this, do that, hurry up and get

it done with the baby. . . . You know, it’s not really

being nice to her, it’s just trying to take your time.

I: So you can tell that pretty quickly about a nurse

do you think?

Larry: Yeah, pretty much. Almost every day there’s

a different nurse in there. Maybe once or twice you

get the same nurse, but almost every day there’s a

new nurse up there. And I can tell just by how the

nurse acts and everything whether she’s gonna be

gentle with her or whatever. Usually they are pretty

rough and I just get nervous. It’s not that she don’t

care about the baby or anything, it’s just that she

wants to get her job done. That’s how I feel. She

just wants to hurry and get her job done.

Larry was disturbed by the abruptness of
the nurse, who seemed hurried and less care-
ful. Larry certainly did not feel emotionally
nurtured during this interaction. Later, he
elaborated even more on his feelings: “I don’t
like her being in the NICU around people
who don’t care about her—it’s not their baby,
so they don’t know how it feels to be close
to her like I am.” This quote gets to the
heart of his frustration: “Whose baby is it any-
way?” Although it is hard to ascertain exactly
why the nurse was rushed, there are several
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possible factors at work. There is no doubt
that nurses today are feeling the pressure to
do more with less, which is the result of the
trickling down of the technological impera-
tive. The broader culture, as a result of polit-
ical, scientific, and social forces, places more
emphasis on the acquisition and use of so-
phisticated machines than on the human re-
sources needed to monitor the machinery. As
a nurse educator, it is clear to me that our
curriculum designs favor biomedical content
over socioemotional content—a priority that
new nurses (who eventually become precep-
tors) may carry with them to the bedside.
And last, because nurses in technologically
textured environments must bear witness to
the bodily wrath that the machines, tubes,
and wires impose on a daily basis, placing dis-
tance between themselves and their patients/
families may help them cope with difficult
emotional situations that arise (for which they
have little training).

Another father, Jeff (F07), recalled being
initially troubled when nurses handled his
tiny daughter like a “rag doll.” He described
a diaper change this way:

Jeff: The nurse just grabbed her legs and pulled

them up. And I’m like “don’t pull them off.” They

just move her over and move her head.

I: It scares you huh?

Jeff: Yeah, they just kind of move her around just

like she’s a little rag doll. . . . Not that bad, but ap-

parently they’ve worked with them more and they

know more of what they can do and that the ba-

bies are not gonna fall apart. . . . We looked at each

other like “wow!”

Although Jeff couches his comment about
the rag doll with “not that bad,” describing
his daughter like a doll has a poignant con-
notation: Dolls are small and limp like all
very preterm infants, but differ in one im-
portant way—they are lifeless. Jeff seems to
understand that nurses have a great level of
comfort when it comes to maneuvering pre-
emies (which I can attest to as an experi-
enced neonatal nurse), but nonetheless his
initial reaction was one of fear. Again, the
reasons why nurses sometimes handle pre-

mature infants somewhat cavalierly are com-
plex. Perhaps the work of Foucault, a noted
philosopher, may add an important insight.
It was Foucault who first labeled the notion
of a “medical gaze,” which involves “seeing
a ‘case ’ or a ‘condition ’ rather than a hu-
man being.”15(p311) He traced this objectified,
medical gaze to 18th century French physi-
cians who agreed to treat and help their
poor, impoverished patients in exchange for
the opportunity to display their bodies for
the purposes of educational advancement.25

Although this practice improved the under-
standing of diseases, Foucault contended that
it changed medicine and reflected a different
relationship of man to himself: “Man allowed
himself, for the first time, to be constituted
as an object of science.”25(p197) Nurses han-
dling infants as if they were handling dolls is
not done with the conscious intent to inflict
harm, but this practice may, in part, be reflec-
tive of the historical forces that have shaped
the technological imperative.

I think it is important to note that Larry and
Jeff, like all the fathers in the study, watched
the nurses with a careful eye but kept very
quiet. They kept their thoughts and feelings
hidden despite experiencing a whole host of
emotions. Kenny (F05) spoke openly about
this dilemma in relation to his son’s quite typ-
ical roller coaster medical course:

Kenny: It’s just a touch-and-go thing. He’s, like, sit-

ting at a yellow light and you’re wanting to know:

Should I go on through it or should I stop?

I: Every day you probably have that feeling.

Kenny: Every day, the emotions, stress. . . . Not to

say that I don’t cry, because I do and I feel better. I

try not to do it around my wife.

Fathers kept quiet to protect their partners
who were more overtly distressed and expres-
sive emotionally. Again, Kenny’s story illus-
trates this point well:

I don’t need my wife to be upset. I know that

after giving birth to a baby that a woman goes

through the postpartum blues and it was real hard

on her. . . . Being at home every day and not be-

ing in the NICU and when she gets in the NICU
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she don’t want to leave, which I don’t either, but I

know I have to. It’s real hard.

What Kenny failed to mention is that he
struggled with clinical depression, which was
diagnosed after the baby went home. Three
of the 9 fathers were under the care of psy-
chiatrists; 2 were diagnosed after their in-
fant’s birth (F05: depression; F08: panic dis-
order). Toward the end of the interview pro-
cess, several fathers commented on my role
as their “psychologist”or “counselor,”lending
credence to their need to express thoughts
and feelings to an outsider.

Building rapport, and therefore trust (what
would seem to be an essential ingredient
to feeling emotionally supported), was dif-
ficult when fathers saw a new face almost
every day. The lack of consistent caregivers
was on the minds of several fathers and they
found this “discomforting.” One father (F08)
described what was difficult about having so
many nurses:

You get a rapport with somebody and it’s hard to

switch because you can’t just assume you can talk

to this person about the same subject and they’re

going to understand how you’re talking to them or

what you’re talking about or what you mean.

He recalled a nurse who knew him well in
this way: “She knows what we want to do or
whatever. Some of the other ones just take
charge and do it.” He felt that having consis-
tent nurses also allowed him the opportunity
to get to know the nurses “a little bit better . . .

which made it easier to talk with them, makes
it easier for you to think ‘well, what can I ask
this person’?”It appears that providing infants
and families with consistent caregivers has
taken a back seat to various scheduling pres-
sures, which emphasize quantity over quality,
product over process. Perhaps Heidegger’s
notion of the “distancing”associated with the
technological imperative underpins this prac-
tice. When nurses do care for the same pa-
tients, they quite naturally get to know them
better, which may take more time as conver-
sations lengthen and emotions emerge.

The power differential between nurses
and fathers

Fathers quickly perceived a power differ-
ential between themselves and the nurses.
They refrained from criticizing nurses, how-
ever, choosing instead to keep quiet, but with
a watchful eye. For example, when I asked a
father (F08) to describe his participation in
his son’s care, he noted:

She [his wife] . . . has changed his diapers a couple

of times. It depends on the nurse, we don’t push,

you know. I don’t like to get on the bad side of a

nurse that’s watching my kid and she’s the same

way. . . . If they say “do you want to change his dia-

per,” she’ll change his diaper.

Dan (F09) recalled several situations where
he was frustrated by the nurses’ actions but
was reluctant to confront them. For example,
he did not fully understand why the nurses
were so nonchalant about monitor alarms. He
had to learn for himself that many of the beeps
and buzzers were false alarms, but only after a
few frightening experiences. Although he be-
came accustomed to the alarms over time, in
our second interview, he still felt uneasy, yet
remained silent:

They go off and sometimes it doesn’t feel like she

gets enough attention. I’m not sure why things are

going on, like her saturation was dropping down

and it keeps dropping down. It is like “hold on,

something’s going on, somebody do something.”

Nobody seems to get excited. It’s . . . tough to see

because I’m sure they know what they’re doing,

but it’s my baby.

When I asked him for more details, he
noted that he “can’t really tell the nurses how
to do their job and stuff, but if it’s bothering
me that much, then I’ll say something.”He ac-
knowledged that he was “walking a fine line”
in the NICU. On the one hand, he wanted to
say something to the nurses, but that could
upset them. On the other hand, staying silent
could potentially cause harm to his daughter.
Dan did become much more assertive at the
end of his daughter’s NICU stay because he
yearned to get her home. He recalled: “I’m
pushing the nurses to try her down on her
oxygen. We want to get her home, let’s go,
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you know.”Dan was one of the most educated
fathers and very self-confident during inter-
views.

Fathers sometimes felt frustrated because
the nurses did not fully inform them as to
what they could or could not do with their
infants during visits. Dan described the prob-
lem like this:

We didn’t feel as informed as we could have about

our boundaries. I mean it was like our own child,

but we didn’t know what we could do with her.

It’s kind of a strange feeling where she’s yours,

but you have to ask permission to do things. We

weren’t sure where the boundaries were and what

we should do.

Another father (F06) discovered that
nurses sometimes enforced certain “rules”
with caregiving. He recalled an episode
where he “was coerced by the nurses” to
change a diaper:

I was in there by myself and they said “do you want

to hold him?” And I said “yes,” and they said “have

you changed his diaper?” And I said “no,” and they

said “oh, if you don’t change the diaper, you can’t

hold him. That’s a rule.”It sounds like we’re making

these rules up as we go along. So they all got a big

kick out of that.

Although these rules may seem innocent
at first glance, they reflect a complicated,
taken-for-granted nurse/father and female/
male power dynamic.

At times, fathers felt ignored by nurses
when visiting the NICU, and they had little
authority to change that dynamic. Dan (F09)
recalled: “Sometimes when you’d come in, I
[wondered] ‘Why aren’t they coming to tell us
things?’ I know they saw us come in.” When
his presence was not acknowledged, even
though the nurse didn’t appear busy, he be-
came frustrated. This was significant because
his usual routine when visiting was to “sit
down and start watching her and usually just
wait for the nurse to come in and give us kind
of a report. We then try to get her out and
hold her.” He described a good father-nurse
partnership this way:

[The nurses would] come up and tell you every-

thing . . . . They saw you come in and, as soon as

they got a chance, they would come over and fill

you in on what’s going on with your baby, if any-

thing changed. They’d ask you if you want to do

this with her. A lot of times we didn’t know we

could do that. So then we’d know we should’ve

been doing this.

Fathering despite the technological
imperative

Exemplars of 2 fathers, Kenny (F05) and
Larry (F03), are presented, as they are illus-
trative of how fathers developed intimate re-
lationships with their infants in spite of the
technological imperative.

Kenny’s coaching voice

Kenny was a 40-year-old father whose wife,
Denise, gave birth to a son at 25-weeks’ ges-
tation. Kenny had only an 8th-grade educa-
tion but was so attuned to the pregnancy that
he experienced severe morning sickness. Be-
cause of an incompetent cervix, she had a
cerclage placed and eventually went on com-
plete bed rest. Kenny initiated conversations
with his unborn son from early on with a def-
inite purpose in mind: to keep him inside the
womb.

I’ve been telling him “come up here, son”because

I knew we had time. She was on bed rest, so I kept

telling him, talking to her belly, “come up here,

son, come up here.”So he really did . . . . She started

having pain and stuff in her ribs and she said that

was because the baby was up there, probably kick-

ing her in the ribs.

I discovered that the reason Kenny kept
telling his son to “come up here” was to pre-
vent his son from somehow “kicking that
stitch and breaking it.”

Once Denise was in active premature la-
bor, the doctors discovered that the baby was
positioned at a very high station. This news
prompted new instructions:

When she was dilated in there [labor and delivery],

they couldn’t get him out because he was way up

there. So . . . I’d talk down low to her belly and I said

“come down here son, it’s time, come on out, don’t

worry, daddy’ll catch you.”And then . . . I went out
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and smoked a cigarette. As soon as I got back, they

was on their way to get me. The baby was already

down there and ready to go.

When asked if he felt he had something to
do with his son’s sudden descent, he noted:

Kenny: Basically, yeah. Probably. I would talk to

him all the time when she was pregnant. Talk to

her belly. He was moving and flipping around. Ev-

ery once in a while, you could feel him kick but he

was so tiny still, you know.

I: So, you talked to him every day.

Kenny: Oh yeah, every day, every night.

I: What did you say to him?

Kenny: Just that “daddy loves him, keep growing,

hang in there, stay in there.”Basically after that cer-

clage was in, I said “stay in there” and “come up

here, son.”

Whether his words influenced the deliv-
ery outcome or not, there is no doubt that
this father had established a powerful connec-
tion with his son. This strong tie continued in
the NICU because Kenny’s son recognized his
father’s voice more than his mother’s voice,
which drew Kenny quite close to his son. As
a caveat, I recall being amazed at how many
of the fathers used their voices when describ-
ing interactions with their newborns. Many
fathers were fearful of holding and touching,
and talking was simple, safe, and distinct—
men’s voices are instrumentally different than
women’s voices—a perfect fit.26

Larry’s intuitive stance

Larry’s narratives touched me in a special
way. I sensed that this little girl filled a void
in his life created by a turbulent past within
his own family. He gallantly struggled to push
back the technological imperative and con-
nect with his daughter:

Larry: I try to get her used to my voice. That’s pretty

much what I do. I just talk stupid stuff to her, you

know, just like you normally do to a baby . . . . She

knows her mom’s voice real well.

I: Is there anything in particular that you . . . do just

to see if Leah can learn that you’re the dad?

Larry: I get really close to her, by her face, and talk

to her, not real deep or anything . . . . You know,

cause all the other nurses are standing back and

she hears their voices but it’s a loud voice when

the nurses are talking to us . . . . I know none of the

nurses get real close to her and try to talk real sweet

to her or anything, but that’s what I mainly try to do

. . . . Yeah, she knows her mom’s voice. I know she

pretty much knows my voice but you know, she

just doesn’t react to it as well. But that’s all right.

I’ll stick my mouth through that [isolette porthole]

and “oooh” like that and try to get her used to my

vocal cords or whatever. And talk to her like that,

sticking my mouth to her so that she can feel the

vibration.

I was especially taken by his descrip-
tion of creating his own signature “vibration”
through the Plexiglas isolette. He was not
about to let a plastic box stop him from build-
ing a relationship with his daughter. He also
had no intentions of allowing a nurse’s sci-
entific explanation of his daughter’s emerg-
ing smile dampen his own understanding, as
depicted in this excerpt: “I think I seen her
smile, but the nurses say it’s some kind of re-
action in her face that might make her look
like she’s smiling and stuff. But, I don’t care. I
still think she’s smiling.”

DISCUSSION

An interesting paradox seems to exist in the
NICU (see Fig 1, which artistically explores
the paradox of the technological imperative
of the NICU). The startling, loud alarms of
the high-tech machinery demand the immedi-
ate attention of the nurses, while, at the same
time, fathers sit quietly at the bedside—often
demanding little but quite possibly needing
more. The possible reasons for this dynamic
are complex and intertwined.

For one thing, study fathers tended to keep
their emotions hidden so that they appeared
strong on the outside for their families, con-
firming previous findings on men and fathers
in a variety of contexts.3,18,27,28 In addition,
they found it more difficult to open up with
me during the first few interviews, which
makes sense in light of previous literature
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Figure 1. Painting that artistically explores the para-
dox of the technological imperative of the NICU.

noting that men typically do not cope with
stress by talking and sharing feelings.29,30 Men
grow up learning to be emotionally stoic, so
they are often, to some degree, emotionally
unaware.31,32 Because men are less in tune
with their emotions, they tend to rely more
on their cognition and logically deduce how
they should feel. As Levant noted, “They can-
not do what is so easy for most women: sim-
ply sense inward, feel the feeling, and let
the verbal description come to mind.”31(p145)

Nurses, on the other hand, being primarily fe-
males, are typically more emotionally aware
and therefore may assume that those of the

opposite sex are as well—because we all see
the world through our own gendered lens. In
other words, nurses assume that fathers are
doing OK emotionally because, after all, they
“look”fine, right? Well, at least in some cases,
probably not.

The bottom line is this: The complex para-
dox that I have described above makes it chal-
lenging for nurses to know what is really go-
ing on in the hearts of fathers. When nurses
are unable to be attuned to the emotional
needs of fathers, those needs may go unmet—
which can potentially be harmful. This is es-
pecially true if the baby is critically ill.

If . . . parents are not helped to work through

the double grief, that is, the loss of the full-term

healthy infant they were expecting and the antici-

patory grief as they realize that they may lose the

baby who has arrived, it is hard for them to re-

sume the relationship with this baby and avoid

depression.27(p217)

Recently, researchers have discovered that
fathers suffer from depression more than orig-
inally suspected, with overall prevalence rates
ranging from 4% to 28% as compared with
that of mothers33–35 at 6% to 31%. Although re-
search on depression in fathers of preterm in-
fants is very scarce, 1 study that included both
mothers and fathers in the sample reported
that 33% of parents were depressed.36 The fa-
ther’s pattern of emotional concealment de-
spite feeling very stressed may offer insight
into why some fathers become depressed. Al-
though I did not measure depression, the fa-
thers in this study were indeed stressed and
expressed many negative emotions, including
frustration, fear, anxiety, and sadness, which
supports previous literature2–5 and may have
contributed to the mental illnesses of 2
fathers.

Although emotionally vulnerable, fathers
tended to keep fairly quiet. Only 1 father re-
ported assertive interactions with the nurses
(Dan, who urged nurses to lower oxygen
levels to speed up the discharge date). He
was the most confident of the fathers, both
with me interpersonally and in his interac-
tions with his daughter. Although she was the
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smallest infant and was temperamentally dif-
ficult, he quickly became comfortable caring
for her, despite the fact he had no previous
experience with babies. His own father’s de-
pendable presence and calm demeanor may
have enabled him to feel secure enough to at-
tempt caregiving, despite feeling scared. Re-
searchers have repeatedly noted that a father’s
childhood experience with his own father,
which is linked to self-esteem,39 significantly
shape his fathering practices.37,38 Addition-
ally, fatherhood often awakens any past re-
lationship issues.4,19,40 Of note, in my study,
only 2 fathers viewed their fathers positively.

Some fathers reported interactions with
nurses that were unsatisfactory, either be-
cause the nurses seemed avoidant (although
not appearing busy) or they provided hasty,
abrupt care. These fathers seemed frustrated
by the tension between wanting to be protec-
tive yet having little authority, a finding that
has been noted by other researchers.2,4 It is
impossible to ascertain exactly what was go-
ing on with the nurses during these interac-
tions because my focus was on the fathers,
who were interviewed outside of the NICU
proper. A complex dynamic, coined the “am-
biguity duplex”by Almerud and colleagues,14

may provide some insight here. They noted
that a simple ambiguity results from the in-
sistence of technology, which whittles away
time or space for intimate dialogue. A dou-
ble ambiguity emerges as caregivers realize
that failing to talk about emotional issues with
patients aggravates a new anxiety: Feelings
of insecurity if patients express emotions for
which caregivers feel ill-prepared to handle,
thus compromising their professional iden-
tity. The highest price tag unfolds when care-
givers cannot tolerate this ambiguity, become
ambivalent, and align with the machines as
they have a higher status and constitute the
modern day interpretation of the “real work”
of nursing.

Nearly all fathers in this study expressed
discontent over inconsistent caregivers. A
similar dissatisfaction was noted by a father
who chronicled his experiences with his pre-
mature daughter in a book he authored:

More concerning than anything else at the time . . .

was the consistency of Josie’s nursing care. The

fact that her primary nurse worked weekends put

us at a bit of a disadvantage during the week . . . .

We started to notice that Josie was being taken care

of by a different nurse practically every time we

visited or called—this in a place that tries to em-

phasize “consistency of care”. . . . Our concern was

that they didn’t know our daughter, didn’t under-

stand her likes and dislikes—for example . . . how

she loved to listen to the tape I made for her of

quiet folk and country songs.41(p156)

Fathers in this study yearned for caregivers
who knew them and their infants more inti-
mately. Interestingly, nurses’ discourse about
knowing the patient was a prominent theme
that emerged from Tanner and associates’
interpretive phenomenological study of 130
neonatal, adult, and pediatric critical care
nurses.42 Nurses’ narratives revealed that
knowing the patient meant knowing the pa-
tient’s typical response pattern and knowing
the patient as a person, and this knowing
was essential to skilled clinical judgment, re-
quired involvement, and set up the possibil-
ity for patient and family advocacy. When de-
scribing their caring for patients and families,
their narratives included instances of both in-
volved, attached stances and uninvolved, de-
tached stances. The authors noted that “the
detached stance is a common moral position.
It allows clinical decisions that are based upon
external interpretations, not upon meanings
as constituted by the patient.”42(p277) Nurs-
ing care provided by inconsistent caregivers
would give rise to such a detached uninvolved
stance, which is a by-product of the techno-
logical imperative.

Fathers’ narratives revealed a power dy-
namic between themselves and the nurses,
shedding new light on previous studies that
examined the complexity of the relationships
between mothers and nurses.16,17 There may
be several factors in play as to why fathers
kept quiet, despite feeling uneasy with the
nursing care they witnessed. Early on, fathers
may simply not be as attached to their in-
fants as are mothers. In a study of fathers of
preterm infants, fathers reported not feeling
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attachment until between 4 and 14 weeks
after birth.43 Because fathers may feel like
novices in the NICU as compared with their
expert status at work, they may feel intimi-
dated by their lack of knowledge, fearful of
making a mistake.5 Fathers are in a precarious
position. They are very aware that nurses are
the experts in this primarily female arena—a
notion they accept, but not without trepida-
tion. At the same time, they are legally fathers
with the rights and responsibilities inherent
to that role, but they must put those rights
on hold, in part because they are marginalized
by the technological imperative. Hence, they
struggle to find a comfortable place to try on
parenting despite feeling like outsiders.

Two fathers, Kenny and Larry, created
meaningful connections with their infants ir-
respective of the technological imperative.
They focused more on their practical knowl-
edge, which is defined as “knowledge gained
through directly practicing skills and tak-
ing up cultural practices.”44(p569) Both fathers
had little formal education but were quite
intuitive, relying on their own “gut” sense
over more technologic, rational explanations.
My purpose in including the excerpt about
Larry’s daughter’s “smile” is not to wrangle
with the validity of the nurse’s explanation,
but to discuss the emotional implications of
her response. The nurse overlooked the most
important aspect of their interaction: Larry
was seeking positive affirmation. By offering
a “technical” rebuttal of his observation, the
nurse disregarded the validity of his relational
knowledge. When nurses automatically ac-
cept the superiority of research-based knowl-
edge, other types of knowledge (intuitive, eth-
ical, and personal) are devalued.45 Nurses are
in a pivotal position to influence parental
perceptions, and they maybe unaware of the
power their words and actions may hold. In
order to “push back”the technological imper-
ative, nurses and others have to know their
patients, follow the body’s lead, and honor
life.46

In conclusion, this study provides insight
into the experiences of fathers beginning par-
enthood in a highly technologic environment.

There were emotional costs for fathers as the
technological imperative often took prece-
dence. Fathers experienced feelings of frus-
tration, fear, and alienation, yet these emo-
tions were often hidden from the nurses as fa-
thers kept quiet. Fathers quickly perceived a
power dynamic between themselves and the
nurses, which is partly the result of a complex
interplay between the technological impera-
tive and gender dynamics. Fathers were hes-
itant to criticize nurses who are the experts
in this primarily female-dominated arena. Two
fathers managed to put technology aside and
became emotionally attuned to their infants
despite the technological imperative.

RESEARCH AND CLINICAL
IMPLICATIONS

Family-centered caregiving in the NICU
implies a threesome—baby, mother, and
father—yet our understanding of fathering
is quite limited. More research is needed in
this area from the perspectives of the fathers
themselves. The strengths of this study in-
clude the longitudinal, repeated interview de-
sign that enabled me to build rapport and re-
ally get to know my participants. As the study
progressed, fathers’ interviews got longer (a
finding my transcriptionist confirmed) and in-
cluded narratives revealing their emotions. Al-
though this study provided the fathers’ side
of the story, it would be beneficial to include
their partners/wives in both joint and individ-
ual interviews to deepen our understanding.
To ascertain a more comprehensive picture
of NICU dynamics, researchers must include
nurses and other healthcare workers in their
samples. A limitation of the study is the lack
of racial diversity; studies that include ethnic
and racial diversity are much needed.

It is important for nurses to be aware that,
beneath the surface, fathers of premature in-
fants may be feeling emotionally vulnerable
but appear strong on the outside. As a result,
fathers would benefit enormously from con-
sistent caregiving, which would help build
rapport and trust with nurses and promote
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disclosure. It is imperative that nurses know
the parents if they are to feel cared for and
about.42 NICU management teams must em-
brace this notion on a philosophical level
and then infuse this conceptual framework
into all aspects of care delivery. Although I
am unaware of any research supporting my
next claim, I believe that a consistent care-
giver approach would save time and money
in the long run. Nurses would likely be more
attuned to nuanced changes within their
patients/families of patients, which may pre-
vent potential problems from arising, and
nurses may experience less burnout because
their work would be more meaningful, result-
ing in less staff turnover.

As a result of the complex, emotionally
charged nature of the NICU, parents would
benefit from debriefing sessions facilitated by
trained professionals as well as depression
screenings. Because of limited research in this
area, knowing when to screen for depres-
sion is unclear. Nurses might also benefit from
these same interventions, and it is striking
that this notion has been overlooked both
clinically and empirically.

Benner reminds us of the importance of
telling stories, particularly of breakdown and
suffering because therein lies our most val-
ued notions of good patient care.44 She noted
that, ultimately, it is the development of a re-
lationship with another person that sets up

the possibility of comforting. Fathers’ narra-
tives revealed their emotional vulnerability
and I sensed that they, too, needed comfort-
ing. When nurses connect emotionally with
patients and families, they are able to trans-
mit a comforting ethic, which is embodied in
their stances of closeness, distance, gesture,
gentleness, roughness, attentiveness, careful-
ness, or carelessness.44

Given the invisibility of the technolog-
ical imperative surrounding us, how does
one become more aware? Dreyfus, a mod-
ern philosopher, proposed that we can re-
sist this imperative “in the name of what Hei-
degger calls the saving power of the humble
things.”47(p324) He advised us to cultivate our
skills and sensitivities in order to be tuned
to our technological world when appropri-
ate, but without losing our capacity to dis-
close other worlds as well. As one example,
recently I have become much attuned to birds
in my feeder outside my kitchen window. I
have watched male cardinals feed seeds to
their female companions during the spring
nesting season, which has opened up a whole
new world—a world that was previously in-
visible to me because I was not looking. I am
convinced that awakening my senses to the
small things has enhanced my understanding
of humanity and positively impacted my prac-
tice as a nurse educator. I urge other nurses
to give this notion a try.
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