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NCT Briefing:
Involving Fathers in Maternity Care

This briefing sets out the NCT policy on involving fathers in maternity care. It includes
recognition of the role and needs of fathers, as an individual, as a partner and in relation to
their child. It addresses involvement during pregna ncy, birth and the early weeks of
parenthood, access to services, provision of inform ation and personalised support.

NCT policy

1.

Professionals and voluntary bodies working with families should actively engage
with expectant fathers, recognising their role, con tribution and needs during
pregnancy, childbirth and the postnatal period.

Professionals and voluntary bodies should acknow ledge that parents sometimes
live in separate households and some families invol ve same-sex parents and/or
stepparents. Positive involvement of fathers livi ng separate to the mother should
be encouraged wherever appropriate.

All men expecting a new baby, as well as all pre  gnhant women, should be able to
attend an antenatal class that will address theirn  eeds as a father, as well as their
needs as a couple. The classes should be accessibl e and welcoming, offering the
chance to meet other expectant fathers and couples, to share experiences and
ideas, get information about what influences differ ent kinds of birth and feeding,
and what the consequences may be.

Innovative schemes to embed learning and acquisi  tion of information into antenatal
care should be developed. Group-based sessions invo Iving discussion and sharing
of information, which seem likely to be valued by p arents and cost effective, should
be tested with government support for both developm ent and rigorous qualitative
and quantitative evaluation.

Maternity services should address the health beh  aviour of both parents as part of
their routine engagement with the expectant mother. Fathers should be given
information and support about smoking, alcohol/drug use and mental health.

Transition to parenthood courses, drop-in sessio ns, buddying schemes and
helplines which offer support to expectant fathers should involve more experienced
fathers as positive role models. Both mothers and f athers should feel able to share
their feelings, experiences and ideas about becomin g a parent and their changing
relationship in a safe environment. Single-gender o r single-role support / sessions
should be made available.

All hospitals and birth centres should provide a n environment for birth where the
mother and father feel valued, and the facilities a  re comfortable and clean,



providing privacy and security. Provision should b e made for fathers to stay
overnight where possible. Visiting hours should be flexible to allow fathers to stay
with their partner and baby for a period after the birth, and to enable them to be
present when information is given about postnatal h ealth and baby care.

8. Birth centres, which specialise in normal birth, are an ideal setting for developing
family-friendly policies and additional services to fully involve fathers and other
family members, such as over-night accommodation, d ouble beds, kitchen facilities
where brought-in food and drinks can be prepared, a  nd play areas for older,
supervised children.

9. Midwives and health visitors providing postnatal care should ensure that fathers are
involved and given opportunities to discuss any que stions or concerns they may
have, making them welcome and ensuring that both pa  rents and have their contact
details so that they also have the flexibility to m ake contact separately.

10. Any fears expressed by mothers, grandparents or others regarding a father’s
involvement must be taken seriously. When there are concerns about a child’s
safety, decision-making about parental access and i nvolvement should take into
consideration individual circumstances so that when ever it is appropriate, fathers
are supported to be involved in their child’s life. In this context we back projects
that provide support for ‘vulnerable’ father to hel p them maintain a caring
relationship and make a contribution to their child 's development.

Introduction and background

The birth of a first child marks a fundamental change in life involving new responsibilities,
changing roles and relationships. The changes for men when they become fathers have been
paid relatively little attention by policy-makers and service providers, compared with the focus on
women as mothers, and the impact and importance of motherhood. There is still a strong cultural
sense that being a parent is more central to women’s lives than to men’s, whereas the role of
breadwinner is still paramount for men.

Despite this tendency, the role of fathers has been changing. Many men anticipating becoming a
dad for the first time want to be a different kind of dad from the one their own father was, including
being more involved with their children’s day to day lives and emotional needs." A literature
review found that generally men felt very positive about having a child and the new identity that it
gave them. They wanted to spend time with their family and be actively involved in caring for their
baby. % However, the review highlighted that men experience a lack of positive role models and a
lack of support for their role as a father.® Some studies suggested they felt less confident than
their partner in carrying out practical childcare tasks, an issue that has been explored by Lewis,
who highlighted how men could be actively excluded by their wives,* and Burgess, who
emphasised the double standard whereby fathers are expected to be involved but not
autonomous or challenging of the mother’s way of doing things.”

Burgess referred to the Cowans’ work which showed that fathers who were given space to find
their own way of doing things were less likely to be depressed than other fathers and also
developed a strong connection to their baby.® Other studies have shown reluctance on the part of
some men to get fully involved. One study showed that men tended to see childcare as primarily
the woman'’s responsibility® and another found that 1 in 5 fathers were hostile to their partner's
pregnancy, seeing more disadvantages of having children than benefits, including disruption,
more demands and additional costs.’

Fathers’ involvement in the earliest months of a child’s life is thought to influence later child
outcomes. There is strong evidence that early involvement of fathers has significant benefits for
children’s social, emotional and intellectual development and wellbeing. Children who have



‘secure, supportive, reciprocal and sensitive’ relationships with their fathers and mothers are more
likely to be psychologically well adjusted than children who have less satisfying relationships with
one or both of their parents.” They are also likely to do better at school, to engage in less
antisocial behaviour and have more successful intimate relationships.’®

This briefing provides information on ways that health and social care professionals and NCT
specialist workers can acknowledge the experiences and needs of fathers during pregnancy, birth
and the postnatal period, and how we can all plan services to include fathers fully and take their
perspectives into account.

1. Professionals and voluntary bodies working with families should actively engage with
expectant fathers, recognising their role, contribu tion and needs during pregnancy,
childbirth and the postnatal period.

Both statutory and voluntary services have an important role in supporting parents-to-be. Use of
the health services and parents’ desire for information and support during pregnancy and
afterwards means that the perinatal period provides a unique opportunity for engaging with fathers
as well as mothers. The health and wellbeing of the mother and baby are the central priorities of
the maternity services. Working with fathers can be supportive for the whole family.” Fathers’
behaviour during pregnancy and after the birth is known to have a powerful influence on mothers’
and babies’ health and wellbeing. Fathers need to feel valued and that they have the necessary
knowledge and skills to support their partner and take care of their baby. The opportunity to spend
time with babies, and involvement in baby care, is likely to improve men’s confidence as a father.’

The time of birth is described by the Fragile Families and Wellbeing Study (FFCWB) as a “magic
moment” for intervention.® During pregnancy, fathers, like mothers, are more receptive to giving
and receiving information, advice and support. When fathers are confident and informed, they
are found to be more supportive to their partner, resulting in a better birth experience for the
mother. Both mother and baby tend to have better health and emotional outcomes when the
father is involved perinatally.®*

Government, the NHS and voluntary sector services have been criticised for paying lip service to
fathers’ needs and experiences by referring to ‘parents’ or the importance of being ‘family
friendly’ when often services, information or attitudes really apply only to mothers.***°

Research has shown there is a lack of awareness among health professionals and parent
educators on the value of fathers’ active involvement in pregnancy and birth, the issues men face
during the antenatal and postnatal period and their experiences and feelings about birth and baby
care.™ A review of fathers’ engagement with public services relating to children and young
people’s health found that fathers were often the invisible parent, not actively contacted or
engaged by services.*?

In 1998 the NCT carried out a major piece of research on new parents’ experiences and views,
including their access to information and support during pregnancy and when their baby was a few
months old. Known as the Access project, the study involved a broadly representative sample of
expectant fathers (N=817) recruited via their pregnant partner whose name was on a large commercial
database. Ninety-four percent were white, two thirds were aged between 25 and 34, and around 60%
were expecting their first child. The analysis looked in particular at men who were first-time fathers, and
those who were aged under 20 years (n=16), from ethnic minority groups or from social classes IV and
V. About 3-5 months after their baby was born 463 out of the same sample returned a follow-up
questionnaire.*®

Two thirds of the men felt involved ‘completely’ or ‘quite a lot’ in their partner’s pregnancy and
pregnancy care (71% of first-time fathers). Two thirds felt they were involved about the right amount,
however, a third would have liked more involvement. Only two men wanted less involvement. Men who
would have liked more involvement most frequently cited the barriers as being appointments at
inconvenient times coupled with difficulties taking time of work, and feeing uncertain about whether



they would be welcome. Of those who had been to appointments with a midwife, obstetrician or family
doctor around half to two thirds felt that they were made to feel welcome and fully included in the
discussion. A third felt the conversation was centred mainly around their partner rather than including
them and a quarter said that the doctors didn't listen to them or encourage them to ask all their
questions. Ratings for midwives were a little more positive.™® The study concluded that men played a
key role in supporting their partner, as well as having their own needs, yet they felt uncertain about
whether they would be welcome at antenatal appointments.* Further research is needed to show how
the extent to which behaviour of health professionals providing maternity care, and the attitudes of
expectant and new fathers, have changed in the last decade.

In a non-systematic review, Burgess made a strong case for the argument that men’s attitudes
and behaviour in relation to their children and ‘family work’ have changed significantly in recent
years.™ She quoted work by Fisher et al, 1999 which suggested that care of infants and young
children by fathers in Britain ‘rose 800% between 1975 and 1997, from 15 minutes to two hours
on the average working day’.'® Interestingly, the time mothers spent on childcare also increased
significantly (400%) indicating that looking after children is becoming a more conscious focus of
activity."® As a proportion of all childcare, fathers in the UK are estimated to carry out 25% of the
work during the week and one third at the weekend, though this increases to one third across the
week where both parents work full-time.*°

It is important that those providing services are responsive to shifting cultural patterns and use
opportunities for involving men right from the start of their children’s lives in a positive way.

2. Professionals and voluntary bodies should acknow ledge that parents sometimes live in
separate households and some families involve same-  sex parents and/or stepparents.
Positive involvement of fathers living separate to the mother should be encouraged
wherever appropriate.

Fifteen per cent of babies in The Millennium Cohort Study were born to parents who were not co-
resident.” This is more likely when the parents are very young or the baby was not planned. Two
thirds of these fathers are described as ‘friends’ or ‘romantically involved’ by mothers. Almost a
third of those who are not living together at the time of the birth have moved in together by the
baby’s first birthday.*” These findings support Parke’s finding that many unmarried parents are
strongly connected to each other; mothers want the assistance of fathers in raising their children
and fathers want to be part of their children’s lives.®

One qualitative study of the views and experiences of young parents’ from poor and
disadvantaged backgrounds who ‘planned’ a baby showed that young fathers, like young
mothers, had positive hopes for their child’s life and a desire to compensate for difficulties in their
own up-bringing including, for young dads, their own lack of a ‘father figure' and wanting to be
there for their child. However, they had less input in the ‘planning’, and also more likely to regret
the decision to become a father.’® The Fatherhood Institute emphasises that evidence is growing
that non-resident fathers are becoming more involved with their children, and that ‘a key question
for policy makers is the extent to which the (non resident) father-child relationship should be
supported.”™ The NCT agrees that it is a priority to identify the circumstances in which non—
resident father-child relationships can flourish and contribute positively to the child’s well-being.
The evidence is growing on the father’s role in supporting their children’s educational performance
and good behaviour, and the potential for men to contribute towards (or impede) improved
mother-child relationships.™

Studies suggest that when fathers who live separately are involved in maternity and postnatal
care they are more involved as a parent. For example, non-resident fathers who attended the birth
have higher involvement with their children than those who do not.”® The Family Nurse
Partnership Programme has demonstrated success in engaging teenage fathers, in caring for
their babies and adopting healthier lifestyles for themselves and their children.?*



3. All men expecting a new baby, as well as all pre  gnant women, should be able to attend
an antenatal class that will address their needs as a father, as well as their needs as a
couple. The classes should be accessible and welco  ming, offering the chance to meet
other expectant fathers and couples, to share exper  iences and ideas, get information
about what influences different kinds of birth and feeding, and what the consequences
may be.

Fathers attending antenatal classes are shown to be more knowledgeable and better prepared for
the birth and decisions about baby feeding choices. Fathers who have been prepared in ways of
supporting their partner during labour and birth tend to be more active participants, and their
partner’s birth experience tends to be better.?® Evidence suggests that women whose birth
companions, including male partners, know about ways of coping with pain have shorter labours
and are less likely to have epidurals.®* In a study of 121 couples, Chan and Paterson-Brown
reported that most fathers found the experience of supporting their partner during labour and birth
rewarding and enjoyable, though they found operative births more traumatic. Men underestimated
the extent to which their partners found their presence helpful and women underestimated their
partner’s sense of it being a positive experience.” Even where men have had only a minimum of
preparation, studies suggests that both partners value having shared the experience of labour and
birth.” Fathers’ attendance at antenatal classes is associated with improved marital adjustment
post-birth with mothers feeling better supported in terms of housework and babycare.?¢?"?%
Fathers are shown to influence a mother’s decision whether to initiate and/or sustain
breastfeeding.?** Studies have shown that being involved in the decision to breastfeed the baby,
and being knowledgeable about the benefits of breastfeeding increases the likelihood of a positive
attitude towards breastfeeding and mothers feeling more supported.** However consultations with
parents about antenatal education found that parents thought the quality and consistency of
education could be improved. In particular young parents and fathers reported feeling excluded
by antenatal services.”? An Australian study found that antenatal classes focussed on the medical
aspects of birth and not enough on the social-emotional aspects, such as relationships, attitudes
towards work and the male identity and coping with stress.™

Forty-four percent of men who responded to the NCT Access survey (54% of first-time fathers) were
attending antenatal classes (40% run by a midwife or health visitor, 2% by NCT and 2% other). On the
whole men who attended classes rated them fairly favourably, with half saying the information and
learning about labour was ‘very good'. However, almost a quarter said they were ‘poor’ on learning how
to look after a new baby and a fifth rated them ‘poor’ for meeting new parents. Like women, many men
attending NHS classes during the 1990s and more recently, would have liked a longer course with
scope for more discussion and activities.”*** Men’s feedback in 1998 included a desire for more in-put
from experienced parents, more discussion of men’s concerns, more on practical birth preparation
such as trying out birth positions, and more on aspects of baby care like bathing and changing. When
their partner was around 34 weeks pregnant, more than two fifths of men still wanted to find out more
about:

« Maternity care choices

» Reasons for, and what to expect with an assisted delivery or caesarean
» Self-help methods for coping with pain during labour

» Postnatal depression

e Money and benefits

e Coping with lack of sleep

» Coping with the baby and other children, and

« The effect of having a baby on their relationship with their partner.*?

The antenatal and postnatal questionnaires were also sent to men who attended NCT antenatal
classes during May 1998 with additional questions about their views and experiences of NCT



classes. They rated NCT teachers’ top three attributes as friendly, good at listening and
knowledgeable and felt that the classes made them feel more confident about labour and birth
(92%). They would have liked more focus on preparing for life after birth and looking after the
baby.* Evaluation of antenatal classes led by NCT-trained workers for the NHS in Birmingham
was highly positive. Looking back after the birth, eight out of ten parents said that the Preparation
for Birth course had helped them feel more confident during labour. Attending an NCT-led course
may also have encourage more parents to aspire to breastfeed exclusively for longer, rather than
mixing breastfeeding and formula feeding. After the course, eight in ten intended to breastfeed,
rather than mix breastfeeding and formula, compared with six in ten before.*

4. Innovative schemes to embed learning and acquisi  tion of information into antenatal
care should be developed. Group-based sessions invo Iving discussion and sharing of
information, which seem likely to be valued by pare nts and cost effective, should be
tested with government support for both development and rigorous qualitative and
guantitative evaluation.

The NCT believes that group work with expectant and new parents can be an effective way for
parents to extend their social networks and make new friends. It can also provide opportunities for
them to learn about aspects of pregnancy, birth, relationship changes and childcare, and to
develop effective communication skills that make them more self-confident and better able to
negotiate the challenges ahead. However, it is vital that groups are facilitated by practitioners with
appropriate training. As well as needing knowledge and experience in physiological processes,
service options, and the psychology of new motherhood and fatherhood, it is vital to have
competencies in adult learning, listening and group facilitation skills, diversity awareness, and in
accessing and evaluating evidence-based information.?*** By being in an informal, respectful,
supportive learning environment with a group of other parents who meet regularly, expectant
mothers and fathers can learn about themselves, and different ways of going about things. By
interacting with others going through the same life-course phase, sharing stories, concerns and
ways of coping, parents can become more self-aware and more resourceful. Sessions for
separate gender groups are frequently used by NCT teachers and group discussion leaders and
found to be a useful opportunity. However, realising the potential benefits of group work is
dependent upon groups being small enough for all the parents to get to know each other, and on
having adequate time for discussion. All too frequently antenatal courses provided by the NHS
involve large numbers of parents and too few sessions.* There is an urgent need for different
models of group work with parents to be funded and for evaluation using qualitative as well as
quantitative methodologies in order to capture the essence of what really makes a difference.
Currently, attendance at antenatal classes is predicted by social class.*®** If there were more
opportunities for learning and participating in groups with other parents of a similar age and
background as a standard part of antenatal care, it seems likely that more expectant fathers and
mothers would participate. One third of first-time fathers (37%) responding to the NCT national
survey were not planning to attend antenatal classes, yet, many wanted more information,
particularly younger men, those from ethnic minority groups and first-time fathers. The most
common reason for not attending was that their partner was not planning to go to classes.*® In
addition, many could not get time off work (21%), so sessions should be offered at different times
of the day, including in the evening and at weekends. Younger men also felt that they would be
embarrassed and not ‘fit in’. Groups designed for younger parents should be regarded as a
priority to pilot and evaluate.

The Child Health Strategy outlines plans to develop a new antenatal and preparation for
parenthood programme to help engage all parents.? It will seek to improve access to high quality
antenatal education and support to help prepare parents for parenthood from early pregnancy
onwards. A web based tool for fathers is currently in development, based on the success of the
NHS Early Years Lifecheck tool, which gives parents easy to understand information and advice
on area such as feeding, sleeping, babies’ health and playing and learning. Fathers Direct have
highlighted fathers’ dissatisfaction with the kind of antenatal classes offered and information made
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available to them.? To ensure programmes and services developed meet fathers’ needs, fathers
should be included from the outset. Research and evaluation of services must involve fathers as
well as mothers.

5. Maternity services should address the health beh  aviour of both parents as part of their
routine engagement with the expectant mother. Fath  ers should be given information
and support about smoking, alcohol / drug use and m ental health.

Pregnancy is a good opportunity to help mothers and fathers achieve better health for themselves
and the health of their baby. Itis a time in parents’ lives where they are open to making positive
changes to their behaviour.”'® Educating fathers as well as mothers on healthy behaviour during
pregnancy and encouraging joint decision making in this area, seems likely to yield the greatest
net impact on family health.

The dangers of expectant mothers’ smoking are well publicised yet paternal smoking carries
health risks to the baby, both in the womb and after birth. Heavy paternal smoking is associated
with increased risk of early pregnancy loss, respiratory disease in babies and low birth-weight.3¢=°
Itis also directly linked with Sudden Infant Death Syndrome (SIDS) and contributes to ear
infections.® Heavy smoking by either parent is associated with fussiness/colic in newborns. A
Dutch national study found that excessive infant crying was found to occur more frequently among
babies whose fathers (but not mothers) smoked 15+ cigarettes daily. *° Fathers’ smoking has also
been identified as a risk factor for stopping breastfeeding independent of mothers smoking and
other factors.** Growing up, children are significantly more likely to become smokers themselves
if their parents smoke, perpetuating health inequalities caused by tobacco.?

Men, particularly those from lower socioeconomic groups are poorly motivated by mainstream
smoking cessation programmes. However it is found that ‘significant life events’ can be a time of
increased desire to stop smoking. Preparing to become a father is associated with spontaneous
quitting and men who have become fathers are more likely to have quit preceding childbirth and
still be abstinent one year thereafter.*> A randomized controlled study of an intervention designed
to reduce smoking in expectant fathers resulted in a 15% quit rate when the fathers were
approached directly (5% when the mothers were addressed alone).*® Similarly a US study** and
Hong Kong study* focusing on expectant fathers and reduction in smoking both found double the
quit rate in the intervention group compared with controls.

As with smoking, the dangers of excessive alcohol consumption by expectant mothers to the
unborn baby are widely publicised. However excessive paternal drinking carries risks to both the
mother and baby. Expectant mothers are four times more likely to have consumed alcohol if the
father has a drink problem* and fathers who are opposed to the mother’s intention to stop
drinking influences her ability to stop.*” Heavy alcohol use by fathers is associated with negative
feelings and less sensitivity towards the baby*? and poor bonding between the mother and baby.*®

The impact of substance misuse on children and families can be significant and long-lasting, but
has previously been underestimated. Parental drug use limits the capacity for effective parenting
as well as causing children a wide range of health and developmental problems. Children of
parents who have problems with substance misuse can suffer from specific harms such as abuse
or neglect, emotional insecurity, behavioural problems and long-term developmental problems;
separation from parents, including removal to local authority care which occurs in 60% of cases.*
To reduce prenatal harm to children, the Government is encouraging closer working between
substance misuse treatment services and maternity services to provide better support to pregnant
women and their partners.*

6. Transition to parenthood courses, drop in sessio ns, buddying schemes and helplines
which offer support to expectant fathers should inv olve more experienced fathers, as
positive role models. Both mothers and fathers sho uld feel able to share their feelings,



experiences and ideas about becoming a parentandt  heir changing relationship in a
safe environment. Single-gender or single-role supp  ort / sessions should be made
available.

It is important to provide fathers with information and support after the birth of their child.*® A
study looking at postnatal support found that fathers attending classes before discharge and
immediately after experienced significantly lower child related, parent related and total stress
twelve months on.**

However a study on postnatal services for fathers found that postnatal classes and support
services did not address fathers needs or experiences, and that there was a lack of appropriate
role models for fathers to identify with.** Similarly, a review of children’s centres found that
although fathers believed the centres were an important source of support in raising their children,
many felt there were fewer opportunities for fathers to engage than mothers.>

Having the opportunity to discuss concerns about life with a baby is important to men and women. Just
over half of all the fathers in the NCT Access study felt that they provided, and also received, good or
excellent support from their partner. However, almost half said that they did not really talk about their
concerns a great deal with their partner. Their wider family was the next most important source of
support for men. Men aged under 20 years were less likely than others to say they got support from
friends, whereas men form ethnic minority groups and lower social class groups were more likely than
others to say their friends supported them.*

7. All hospitals and birth centres should provide a n environment for birth where the
mother and father feel valued, and the facilities a  re comfortable and clean, providing
privacy and security. Provision should be made for fathers to stay overnight where
possible. Visiting hours should be flexible to all ow fathers to stay with their partner
and baby for a period after the birth, and to enabl e them to be present when information
is given about postnatal health and baby care.

Research by the Department of Health has highlighted the importance of engaging fathers in
maternity services, particularly during labour and birth and in the immediate postnatal period.*
The Millennium Cohort Study found that almost all fathers attend the births of their children.
Among the 85% of couples living at the same address, 93% of the fathers were present at the
birth. AImost half of the 15% of fathers who were not living with their babies at the time attended
the birth.>* However, considerable variation was found by geographic area, social class and
ethnicity. Fathers’ non-attendance at the birth seems to be an indicator of social disadvantaged
Whicrz_)4carries potential implications for family functioning and child development over the longer
term.

A study by Hayward and Chalmers found that obstetricians greatly underestimate the
psychological boost fathers give to their partners during delivery, as well as the practical support
they provide during labour and post-birth.>> Research by the Fatherhood Institute found that 70%
of men and women agreed that fathers should be able to stay overnight in hospital with their
partner when their baby is born. In many parts of England maternity services are being
encouraged to find ways to allow fathers to stay in hospitals when their partners are on the labour
wards.'® The Government has recently updated best practice guidance to state that maternity
unitssﬁshould have overnight facilities for partners of women in labour provided within or near the
unit.

Fathers taught the skills of caring for a newborn tend to be closer to their babies at the time and
also later.” Fathers of four week old babies who were given brief training in baby massage were
found to be more involved with their babies than a comparison group of fathers two months on.
Also their babies greeted their fathers with more eye contact, vocalising, reaching and orientating
responses, and showed fewer avoidance behaviours. *’ Fathers play an important role in
breastfeeding initiation. A study found that when fathers were present for the preliminary feeding,



mothers rated them highly as a source of support and felt it helped to initiate successful
breastfeeding.58

8. Birth centres, which specialise in normal birth, are an ideal setting for developing
family-friendly policies and additional services to fully involve fathers and other family
members, such as over-night accommodation, double b eds, kitchen facilities where
brought-in food and drinks can be prepared; and pla  y areas for older, supervised
children.

The NCT fully supports the Government’'s commitment that by the end of 2009 women in England
will have a guaranteed choice of place of birth, including the opportunity to plan for a home birth,
birth in a midwife-led facility or in a hospital obstetric unit.>® Throughout the UK, since the change
in policy focus in the early 1990s, there has been growing political support for the idea that
women at low risk of complications should have their maternity care both provided and managed
by midwives, and midwife-led birth centres have been one setting for midwife-led care.>*°%1%2
Birth centres aim to provide safe, welcoming and personalised care, with fewer medical
procedures. Hospital labour wards, where many women and babies have a higher risk of needing
medical care and more develop complications, understandably focus considerable attention on
identifying potential problems and either preventing them or treating them. It is vital that specialist
medical services are available for those who need them, and care should be as personalised and
respectful in busy hospitals as possible. In contrast, birth centres are able to focus considerable
attention of the social and emotional needs of families as well as providing high quality clinical
care for healthy women with a straightforward pregnancy.

The NCT would like to see the development of more birth centres with individual family rooms,
double beds, kitchen facilities and domestic furnishing, so that men can spend as much time with
their partner and new baby as they choose. The revised Health Building Note (HB21), which is
due for publication shortly, has drawn on the NCT Better Birth Environment surveys and checklist
and should be a useful lever for improving antenatal, birth and postnatal facilities in all settings.®®

9. Midwives and health visitors providing postnatal care should ensure that fathers are
involved and given opportunities to discuss any que stions or concerns they may have,
making them welcome and ensuring that both parents and have their contact details so

that they also have the flexibility to make contact separately.

It is known that impaired maternal mental health, including depression in the post partum period is
detrimental to the baby’s emotional, social and cognitive development. Similarly maternal mental
health problems can have a negative impact on the couple relationship.'® Fathers support is
crucial to the mental health wellbeing of new mothers. A randomized controlled trial in Canada
found that where depressed women'’s partners participated in 4 out of 7 psycho-educational visits,
the women displayed a significant decrease in depressive and other psychotic symptoms.®*
Studi?g, have shown that fathers can ‘buffer’ the negative affects of mother’'s depression on their
baby.

Father’s depression is increasingly recognised as a cause for concern, with depression rates in
new fathers estimated at around 7-30%.°> A Danish study found that new fathers’ depression
rates were double the national average for men in the same group.®® Paternal depression is linked
to feelings of a lack of support from the mother, the quality of the couple relationship,
disagreement about the pregnancy and infant related problems.®*®"%® Professionals working with
families therefore have a role in fostering the father-baby relationship and working with couples to
reduce the risk of relationship breakdown.

10. Any fears expressed by mothers, grandparents or others regarding a father’s
involvement must be taken seriously. When there are concerns about a child’'s safety,



decision-making about parental access and involveme nt should take into consideration
individual circumstances so that whenever it is app ropriate, fathers are supported to be
involved in their child’s life. In this context we back projects that provide support for
‘vulnerable’ father to help them maintain a caring relationship and make a contribution
to their child’s development.

There is a perception of men as a threat to children, particularly non-resident fathers. This is an
issue which must be taken seriously, particularly when mothers have concerns that their children
may not be safe. There are also child safety concerns in families affected by domestic abuse.
Domestic abuse has significant implications for the safety and wellbeing of both children and their
mothers, particularly given that it is common for domestic abuse to begin or escalate during
pregnancy and the postnatal period.®*’*"* This topic is addressed in a separate NCT Policy
Research Briefing.! Yet it is important to note here that in addition to the physical, psychological,
behavioural and developmental impacts that exposure to domestic abuse can have for children
and babies, men who are abusive to their partners are also more likely to abuse their
children,%7273.74

The Fatherhood Institute believes that in addition to identifying the positive impact that fathers can
have on child development, ‘it is every bit as important to identify where father involvement has
negative consequences for children and/or their mothers’.*> However, their perspective, which
might be seen to include a fathers’ rights perspective, as well as addressing the impact fathers
have on children and the need for ‘adequate provision for mothers and children’, leads them to
turn the question around and discuss the issue of ‘vulnerable fathers’. They say that fathers who
are a known or perceived threat often have one or more of the following factors: a negative life
history, current environmental stressors, personality difficulties including mental health deficits,
young age at becoming a father, belong to a minority cultural group, low social support, non-
residence with their children, substance misuse, low intelligence, disability, poor communication
competence, low educational attainment and skills deficits, imprisonment, unemployment and
feelings of failure as a breadwinner’.'® This shows the strong association between relationship
breakdown, social inequalities and deprivation. As children have a lot to gain from a secure
relationship with a responsive father interventions designed to encourage and maintain fathers’
involvement from birth should be funded and evaluated.

References
1. Wild J. New fathers, work and parenthood. RCM Midwives Journal 2005;8(5):226-7.

2. Twenge JM, Campbell WK, Foster CA. Parenthood and marital satisfaction: a meta-analytic review.
Journal of Marriage and Family 2003;65(3):574-83.

3. Nystrom K, Ohrling K. Parenthood experiences during the child's first year: literature review. J Adv
Nurs 2004;46(3):319-30.

4. Lewis C. Becoming a father. Milton Keynes: Open University Press; 1986.
5. Burgess A. Fatherhood reclaimed: the making of the modern father. London: vermilion; 1997.
6. Hall WA. New fatherhood: myths and realities. Public Health Nursing 1994;11(4):219-28.

7. Lamb ME editor. The role of the father in child development. 4th edition New Jersey: John Wiley;
2004.

8. One Plus One. The transition to parenthood - the "magic moment". Becoming parents - a vulnerable
time for partners. iCOR information sheet 1.
Available from: http://www.oneplusone.org.uk/ICOR/TopicPageMain.php?Page=Parenthood

L An NCT Policy Briefing on Domestic abuse during pregnancy and the postnatal period (HI1) is available from the
NCT Campaigns and Public Policy Team, please email: |_cunningham@nct.org.uk

10



9. Burgess A. Maternal and infant health in the perinatal period: the father's role. Abergavenny:
Fatherhood Institute; 2008.
Available from: http://www.fatherhoodinstitute.org/index.php?id=2&cID=736

10. Fatherhood Institute. The dad deficit: the missing piece in the maternity jigsaw. Abergavenny: The
Fatherhood Institute; 2008.
Available from: www.fatherhoodinstitute.org

11. Fletcher R, Silberberg S, and Baxter R. Fathers' access to family-related services: research report.
NSW, Australia: Family Action Centre, The University of Newcastle; 2001.
Available from: http://www.newcastle.edu.au/centre/fac/efathers/papers/Fathers access.DOC

12. Page J, Whitting G, and Mclean C. A review of how fathers can be better recognised and supported
through DCSF policy. London: Department for Children, Schools and Families; 2008.
Available from: http://www.dcsf.gov.uk/research/data/uploadfiles/DCSF-RR040.pdf

13. Singh D, Newburn M. Becoming a father: men's access to information and support about pregnancy,
birth, and life with a new baby. London: National Childbirth Trust and Fathers Direct; 2000.

14. Singh D, Newburn M. What men think of midwives. RCM Midwives Journal 2003;6(2):70-4.

15. Burgess A. Costs and benefits of active fatherhood: evidence and insights to inform the development
of policy and practice. A paper prepared by

Fathers Direct to inform the DfES/HM Treasury Joint Policy Review on Children and Young People.
London: Fathers Direct; 2007.

Available from: http://www.fathersdirect.com/index.php?id=0&cID=586

16. Hurrell K, Davies K. Time use and childcare. London : Equal Opportunities Commission; 2005.
Available from: http://www.fatherhoodinstitute.org/download.php?pID=501

17. Kiernan K. Non-residential fatherhood and child involvement: evidence from the Millennium Cohort
Study. London: Centre for Analysis of Social Exclusion, London School of Economics; 2005.
Available from: http://sticerd.|se.ac.uk/publications/casepapers.asp

18. Parke M. Who are "fragile families" and what do we know about them? Couples and Marriage Series
Brief No 4. Washington, DC.: Center for Law and Social Policy (CLASP); 2004.
Available from: www.clasp.org/publications/Marriage Brief4.pdf

19. Cater S, Coleman L. 'Planned' teenage pregnancy: perspectives of young parents from
disadvantaged backgrounds. Bristol: The Policy Press; 2006.

20. Kiernan K. Non-residential fatherhood and child involvement: Evidence from the Millenium Cohort
Study. Journal of Social Policy 2006;35(4):1-19.

21. Barnes J, Ball M, Meadows P et al. Nurse-family partnership programme: first year pilot sites
implementation in England. Pregnancy and the post-partum period. London: Department for Children,
Schools and Families; 2008.

Available from: http://www.dcsf.gov.uk/rsgateway/DB/RRP/u015497/index.shtml

22. Department of Health, Department for Children SaF. Healthy lives, brighter futures: the strategy for
children and young people's health . London: Department of Health; Department for Children, Schools
and Families; 2009.

Available from:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH 0
94400

23. Fathers Direct. Family-Friendly Practice: including fathers. A midwifery module for preregistration
training with special reference to young fathers. Fathers Direct; 2007.
Available from: http://www.fathersdirect.com/index.php?id=2&cID=626

24. Enkin M, Keirse MJ, Renfrew M et al. A guide to effective care in pregnancy and childbirth. 2nd
edition Oxford: Oxford University Press; 1995.

11



25.

26.

27.

28.

29.

30.

31.

Chan KKL, Paterson-Brown S. How do fathers feel after accompanying their partners in labour and
delivery? Journal of Obstetrics and Gynaecology 2002;22(1):11-5.

Enkin M, Keirse MJ, Neilson J et al. A guide to effective care in pregnancy and childbirth. 3rd edition
edition Oxford: Oxford University Press; 2000.

Matthey S, Kavanagh DJ, Howie P, et al. Prevention of postnatal distress or depression: an
evaluation of an intervention at preparation for parenthood classes. Journal of Affective Disorders
2004;79:113-26.

Diemer GA. Expectant fathers: influence of perinatal education on stress, coping, and spousal
relations. Res.Nurs Health 1997;20(4):281-93.

Bar-Yam NBDL. Fathers and breastfeeding: a review of the literature. J Hum Lact 1997; 13((1)):45-
50.

Wolfberg AJ, Michels KB, Shields W, et al. Dads as breastfeeding advocates: results from a
randomized controlled trial of an educational intervention. Am.J Obstet.Gynecol. 2004;191(3):708-12.

Fatherhood Institute. Fatherhood Institute research summary: fathers and breastfeeding.

Available from: http://www.fatherhoodinstitute.org/index.php?id=2&cID=581

32.

33.

34.

35.

36.

37.

National Childbirth Trust. Preparing for birth: what do parents think of antenatal education at
Birmingham Women's Hospital? London: National Childbirth Trust; 2007.

Smith N, Burbidge R, Newburn M, et al. Men attending NCT antenatal classes: a report from the
Access project. New Digest 2000;(6):16-7.

Priest J, Schott J. Leading antenatal classes: a practical guide. London: Butterworth Heinemann;
1991.

Schott J, Henley A. Culture, religion and childbearing in a multiracial society: a handbook for health
professionals. Oxford: Butterworth Heinemann; 1996.

Nolan ML. A comparison of attenders at antenatal classes in the voluntary and statutory sectors:
education and organisational implications. Midwifery 1995;11(3):138-45.

Barlow J, McMillan AS, Kirkpatrick S et al. Health-led parenting interventions in pregnancy and early
years. Department for Children, Schools and Families; 2008.

Available from: http://www.dcsf.gov.uk/research/data/uploadfiles/DCSF-RWO070.pdf

38.

39.

Venners SA, Wang X, Chen C, et al. Paternal smoking and pregnancy loss: a prospective study using
a biomarker of pregnancy. Am J Epidemiol 2004;159(10):993-1001.

Health Education Authority. Smoking and pregnancy: a survey of knowledge, attitudes and behaviour,
1992-1999. London: Health Education Agency; 1999.

Available from: www.nice.org.uk/niceMedia/documents/smoking _and_pregnancy.pdf

40.

41.

42.

43.

44,

Reijneveld SA, Lanting Cl, Crone MR, et al. Exposure to tobacco smoke and infant crying. Acta
Paediatr 2005;94(2):217-21.

McLeod D, Pullon S, Cookson T. Factors influencing continuation of breastfeeding in a cohort of
women. J Hum.Lact. 2002;18(4):335-43.

Brenner H, Mielck A. Children's exposure to parental smoking in West Germany. Int J Epidemiol.
1993;22(5):818-23.

McBride CM, Baucom DH, Peterson BL, et al. Prenatal and postpartum smoking abstinence a
partner-assisted approach. Am.J.Prev.Med. 2004;27(3):232-8.

Stanton WR, Lowe JB, Moffatt J, et al. Randomised control trial of a smoking cessation intervention
directed at men whose partners are pregnant. Prev.Med. 2004;38(1):6-9.

12



45.  Abdullah AS, Mak YW, Loke AY, et al. Smoking cessation intervention in parents of young children: a
randomised controlled trial. Addiction 2005;100(11):1731-40.

46. Teitler JO. Father involvement, child health and maternal health behavior. Children and Youth
Services Review 2001;23(4-5):403-25.

47. Astley SJ, Bailey D, Talbot C, et al. Fetal alcohol syndrome (FAS) primary prevention through fas
diagnosis: Il. A comprehensive profile of 80 birth mothers of children with FAS. Alcohol and
Alcoholism 2000;35(5):509-19.

48. Eiden RD, Leonard KE. Paternal alcoholism, parental psychopathology, and aggravation with infants.
J Subst.Abuse 2000;11(1):17-29.

49. Home Office. Drugs: protecting families and communities. Action Plan 2008-2011. Home Office;
20009.

Available from: http:/drugs.homeoffice.gov.uk/publication-search/drug-strategy/drug-action-plan-2008-
2011?view=Standard&publD=531708

50. Fathers Direct. Fathers and postnatal depression: messages from research. Non-NCT briefing 8.
2007.

51. Kaaresen PI, Ronning JA, Ulvund SE, et al. A randomized, controlled trial of the effectiveness of an
early-intervention program in reducing parenting stress after preterm birth. Pediatrics 2006;118(1):e9-
el9.

52. Ofsted. How well are they doing? The impact of children's centres and extended schools. London:
Ofsted; 2008.

Available from: http://www.ofsted.gov.uk/Ofsted-home/Publications-and-research/Browse-all-
by/Education/Pre-school-learning/How-well-are-they-doing/(language)/eng-GB

53. Department of Health. Maternity matters: choice, access and continuity of care in a safe service.
London: Department of Health; 2007.

Available from:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_0
73312

54. Kiernan K, Smith K. Unmarried parenthood: new insights from the Millennium Cohort Study.
Population Trends 2003;(114):27-33.

55. Hayward J, Chalmers B. Obstetricians' and mothers' perceptions of obstetric events.
J.Pyschosom.Obstet.Gynaecol. 1990;11:57-71.

56. Department of Health E&FD. Health Building note 09-02: maternity care facilities. London: TSO;
2008.
Available from: http://www.estatesknowledge.dh.gov.uk [Go to publications, then Health Building Notes]

57. Scholtz K, Samuels CA. Neonatal bathing and massage intervention with fathers, behavioural effects
12 weeks after birth of the first baby: the Sunraysia Australia Intervention Project. International
Journal of Behavioral Development 1992;15(1):67-81.

58. Bar-Yam NBDL. Fathers and breastfeeding: a review of the literature. J Hum Lact 1997;13(1):45-50.

59. Department of Health. National Service Framework for Children, Young People and Maternity
Services. London: Department of Health; Department for Education and Skills; 2004.

Available from:
http://www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ChildrenServices/ChildrenServ
icesInformation/fs/en

60. Welsh Assembly Government. National Service Framework for Children, Young People and Maternity
Services in Wales. Cardiff: Welsh Assembly Government; 2005.
Available from: http://www.wales.nhs.uk/sites/page.cfm?orgid=441&pid=10614

13



61. NHS Quality Improvement Scotland. Clinical standards - maternity services. Edinburgh: NHS Quality
Improvement Scotland; 2005.
Available from: www.nhsqis.org.uk/nhsqis/2228.html

62. Northern Ireland Department of Health SSaPS. Developing better services: modernising hospitals
and reforming structures. Belfast: Northern Ireland Department of Health,Social Services and Public
Safety; 2002.

Available from: http://www.dhsspsni.gov.uk/show_publications?txtid=14434

63. Newburn M, Singh D. Creating a better birth environment: women's views about the design and
facilities in maternity units: a national survey. An audit toolkit. London: National Childbirth Trust;
2003.

64. Misri S, Kostaras X, Fox D, et al. The impact of partner support in the treatment of postpartum
depression. Can.J.Psychiatry 2000;45(6):554-8.

65. Huang C-C, Warner LA. Relationship characteristics and depression among fathers with newborns.
Social Service Review 2005;79(1):95-118.

66. Madsen SA, Juhl T. Paternal depression in the postnatal period assessed with traditional and male
depression scales. Journal of Men's Health & Gender 2007;4(1):26-31.

67. Dudley M, Roy K, Kelk N, et al. Psychological correlates of depression in fathers and mothers in the
first postnatal year. Journal of Reproductive and Infant Psychology 2001;19(3):187-202.

68. Matthey S, Morgan M, Healey L, et al. Postpartum issues for expectant mothers and fathers. J Obstet
Gynecol.Neonatal Nurs. 2002;31(4):428-35.

69. Department of Health. Responding to domestic abuse: a handbook for health professionals. London:
Department of Health; 2005.

Available from:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsP
olicyAndGuidanceArticle/fs/en?CONTENT 1D=4126161&chk=MeQJT5

70. James-Hanman J. Domestic violence: breaking the silence. Community Pract 1998;71(12):404-7.

71. Hedin LW, Janson PO. Domestic violence during pregnancy. The prevalence of physical injuries,
substance use, abortions and miscarriages. Acta Obstet Gynecol Scand. 2000;79(8):625-30.

72. Domestic violence factsheet. London: Government Equalities Office; 2008.
Available from: http://www.equalities.gov.uk/publications/7825-TSO-
Domestic%20Violence%20FACTSHEET.pdf

73. Taft A. Violence against women in pregnancy and after childbirth: current knowledge and issues in
health care responses. Sydney: Australian Domestic and Family Violence Clearing House; 2002.
Available from: http://www.austdvclearinghouse.unsw.edu.au/PDF%20files/Issuespaper6.pdf

74. Worral A, Boylan J, and Roberts J. Children's and young people's experiences of domestic violence
involving adults in a parenting role. London: Social Care Institute for Excellence; 2008.
Available from: http://www.scie.org.uk/publications/briefings/briefing25/index.asp

Date to be reviewed: March 2010

The NCT wants all parents to have an experience of pregnancy, birth and early parenthood that enriches their lives and gives them confidence
in being a parent.

Donations to support our work are welcome.

Registered No. 2370573 (England) ¢ Registered Office: Alexandra House, Oldham Terrace, London W3 6NH « Registered Charity No. 801395

14



