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Introduction 
 

Neglected by theorists and researchers, fatherhood research has taken a back seat 
to motherhood research (1). However, fathering deserves to be studied as fathers play 
significant roles, such as being companions, care providers, spouses, protectors, models, 
moral guides, teachers, and breadwinners (see (2)). In fact, much like sensitive 
mothering, sensitive fathering—when fathers respond to, talk to, scaffold, teach, and 
encourage their children—predicts children’s socio-emotional, cognitive, and linguistic 
achievements (2). Fathers do deliver significant and unique contributions, above and 
beyond maternal involvement, such as improving the child's social, emotional, 
behavioral, language, and educational development (2-5). More specifically, father 
involvement improves child behavior problems (5), reduces the likelihood of criminal 
behaviors (6), helps children build peer relationships (4), and improves children’s 
cognitive (6) and language abilities (4, 7, 8). Although the gender of the parent is less 
important than the characteristics a particular parent possesses (2), it is important to 
understand if those characteristics are encouraged and bolstered through social parenting 
services.   
 

A Brief Overview of Father Involvement Research 
 

 
 

During the 1960s and 1970s, fatherhood research, typically on father-absence (9, 
10), found a resurgence (11), mainly due to Lamb’s (12) critique that fathers were the 
“forgotten contributors to child development”. By the 1980s, fatherhood research moved 
beyond the absent father, as Lamb and Sherrod (13) described fathers as important 
contributors in their own right to improving children’s development, especially in their 
cognitive, social, and moral abilities. Over the next two decades, fatherhood research 
focused namely on the quantity of time mothers and fathers spent with their children (11). 
Then in the early 2000s, the quality of the father-child relationship took precedence over 
quantity-related research, due mainly to familial and societal changes that emphasized the 
father-child relationship (14-17).  

With the changing norms of parenting in the 21st Century, several societal and 
policy changes throughout the industrialized countries, especially in Sweden (18), 
regarding the promotion of father involvement in children’s lives, were created. 
However, these policy changes may not have been enough to embolden fathers as equal 
partners in the coparental relationship (19). Doherty, Kouneski, & Erickson (20) 
adamantly argue that this is because fathers, considerably more than mothers, are affected 

Father	  Absence	  
Research	  

(1960s	  -‐	  1970s)	  

Quantity	  of	  Time	  
Research	  

(1980s	  -‐	  1990s)	  

Quality	  of	  Father-‐Child	  
Relationship	  

(2000s	  –	  Present)	  



	   5	  

by contextual factors, such as maternal and societal expectations, economic factors, and 
institutional practices, which create barriers and limitations towards fathers’ involvement. 
In other words, in order to increase father involvement, fathers may need different and 
additional social support compared to mothers, in order to fulfill modern societal and 
familial expectations. 

 

Swedish Family Policies and Father Involvement 
 

Parents in Sweden receive social support through 
family policies that encourage involved parenting via 
harmonizing the societal and familial expectations. In order to 
reconcile the work-family paradigm, policies such as parental 
leave, the right to work part-time when children 
are young, and the right for parents to take time 
off from work to care for their sick children have 
been implemented (21, 22) (for a list of Swedish 
family policies see (18)). These family policies 
aim to support the individual rather than a whole 
family-unit, thus generating a more gender-equal society. Swedish 
family policies have prompted these changes, and today both 
genders participate in the paid workforce in near equal numbers (23, 24). Additionally, 
although women do more housework than men, men are doing more than ever before 
(24). In other words, both the wage-gap (25) and the house work-gap (24) are closing. 

The most infamous Swedish family policy is the parental leave policy, which is 
viewed as the pinnacle of promoting parenting in Sweden (26-28). Designed to support 
parents, the parental leave policy also helps to further a gender equal society, expand 
individual freedoms, and balance the family-work paradox (29, 30). Swedish parental 
leave was introduced in 1974, making Sweden the first country in the world to allow both 
parents to take time off of work to care for their child. Swedish parental leave permits the 
parents to take a maximum of 480 days off from work, while receiving 80 percent of their 
salary during the first 390 days and receive a low flat rate for the last 90 days of leave 
(31) (see Study 0 (28) and Wells & Bergnehr (18) for more information on Swedish 
parental leave). The government is trying new ideas to encourage fathers to use more 
parental leave (18, 31), such age the gender equity bonus, where families can receive 50 
SEK per day after the non-transferrable 2 months that fathers receive, when using their 
first 390 days of parental leave. Currently 90 percent of Swedish fathers use some 
parental leave (32). However, mothers take about 77-79 percent of all parental leave days 
(32, 33). Nyman and Pettersson (34) note that this translates to fathers taking one to two 
months of leave, while mothers use about a year of parental leave. Therefore, the gender 
equity bonus has yet to be successful (35).  

In addition to parental leave, two other family policies are of note: reducing 
parents’ work when they have young children and the parents’ right to leave work if their 
child is sick. Swedish parents, since 1979, are entitled to decrease their work by 25 
percent until their child is 8 years old, with one parent being compensated for their 

Swedish	  
Family	  
Policies	  

Parental	  
Leave	   Take	  time	  

off	  Work	  
for	  Sick	  
Child	  

Work	  
Part-‐
Time	  
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reduced work hours through the National Insurance Agency (Försäkringskassan). This 
reform helps parents balance the duties of everyday life; that is, the work-family 
paradigm. About half of the mothers with preschool children decrease their working 
hours in paid labor due to this reform, while only a small percentage of fathers do (36); 
therefore, we can still see a gender difference despite the program being open to both 
parents.  

Unlike parental leave and reducing ones working hours, mothers and fathers 
equally share time off from work to take care of their sick child (37). To sum up, fathers 
spend less time than mothers in preventative childcare, but equal amounts when their 
child is actually unhealthy.  

Although there are several ideas for why mothers may take more parental leave 
compared to fathers, there are two main barriers that limit the equity of parental leave for 
fathers:  

1) Mothers are gatekeepers (38), regulating who will use parental leave, reduce 
their working hours or be home when the child is sick. Gatekeeping is even encouraged 
within Swedish society, as mothers who relinquish their parenting role in lieu of work too 
early are viewed as “masculine”, “selfish”, and “unruly” (39).  

2) Only one parent can utilize parental leave at a given time. This has implications 
on father involvement for newborn children and on the household income: 

A. Breastfeeding is a central component to infants’ lives; therefore mothers 
are encouraged to breastfeed, especially until the child is six months old 
(40, 41), although about half of the mothers in Sweden continue 
breastfeeding past 9 months (42). Since both parents cannot utilize 
parental leave at the same time, fathers often miss out on using parental 
leave during most of their child’s first year of life.  

B. Since parental leave pays 80% of one parents’ salary, it is often fiscally 
responsible to have the mother utilize the parental leave days, as fathers 
typically earn more than their partners (43).  

Due to these barriers, fathers are not provided with an equal chance in parenting 
their young child through using parental leave.  

 

From Family Policies to Family Practice: Fathers at the Child Health Centers 
 

In Sweden, around 98 percent of families with children ages 0 to 6 visit the Child 
Health Centers (CHCs). Despite the CHCs having a written policy to include the whole 
family (44), often the Child Health (CH) nurse builds and maintains a relationship with 
the mother, as the child is expected to be seen between 11-13 times during their first year 
of life (45), and it is often the mother who is utilizing parental leave during this time 
period (41). These meetings encourage the primary caretaker to form a close relationship 
with the CH nurse; thereby enabling them to understand more about their child’s growth, 
development, and health, while receiving parenting advice on common childhood issues 
(41, 45). Thus, the mother receives more additional support compared to the father on 
their child’s health. 
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Beyond providing nursing care, the CHCs hold parent group meetings in order to 
provide parenting support based around health issues for young children. Petersson, 
Petersson, and Håkansson (46) found that nearly two-thirds of mothers and one-fifth of 
fathers attended at least one parent group meeting (Six parent group meetings are offered 
per year). Of those who attended, mothers, on average, participated in 5.7 sessions, while 
fathers participated in 2.8 sessions. The lack of father involvement (47) may stem from 
the meetings only occurring during the infant’s first year (41) and typically being held 
during the early afternoons (48). Mothers, on the other hand, who are on parental leave, 
are better able to and do attend (41, 49), thus further increasing their parenting 
knowledge.  

Father involvement at the CHCs is affected because of the CHCs policies and 
procedures. The CHCs pose limits to father involvement by only being open during 
normal business hours (50). When fathers do come to the CHCs, they see many mothers, 
but few fathers and therefore might not feel welcome (51). Also, according to fathers, the 
CH nurses inadvertently discourage father involvement by limiting conversations, 
especially during the child’s first year, to topics around breastfeeding (50), leading 
fathers to feel secondary and without their own parenting role (52). In fact, CH nurses 
have even directly stated that they see the mother as the primary parent and the father as a 
secondary parent (53, 54).  

However, these previous studies have only looked at paternal involvement issues 
either from a parental perspective or from CH nurses talking about maternal involvement; 
therefore it is important to understand how the CHCs operate with respect to involving 
fathers from the CH nurses’ perspective. Additionally, beyond the staff, it might be 
important to see how the layout of the CHCs affects parental involvement, as the 
environment has been shown to affect patient perceptions of care (55, 56), as well as 
patient outcomes (57).  

 

Parent Support Programs and Father Involvement  
 

Beyond Swedish family policies and societal institutions like the CHCs (44, 58), 
parent support programs are beginning to emerge as a helpful tool in improving young 
children’s mental health, particularly with respect to behaviour problems. In fact, parent 
support programs are the most effective approach for reducing externalizing problems in 
young children (59). The programs aim to change the behaviour in children by bolstering 
parenting via enhancing parental knowledge, confidence, and skills (59). However, 
understanding the motivation behind why parents participate in prevention programs is 
difficult (60, 61). Identifying factors that contribute to participation in these programs 
will help to develop recruitment strategies that are more effective (62), and therefore 
reduce the barriers towards fathers’ attendance.  

Relatively little research has been conducted on parental participation in parent 
support programs (63, 64). Of the studies completed, most have either focused on 
targeted and indicated programs or on universal interventions for high-risk groups, which 
require parents to participate in sessions regularly over a period of time. These findings 
might not apply to parents in the general population or to programs that are more flexible 
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and demand less time from parents; therefore there is a call for more research to delve 
into the factors that encourage or discourage parents to participate in universally offered 
parent support programs (65). Additionally, the reasons why fathers participate in parent 
support programs have yet to be studied, even though their motivating factors may be 
different from mothers (66).  
 

Systematic obstacles to father involvement make research on practices 
necessary 

 
The aforementioned literature review highlights that fathering is important and 

that Sweden has develop a long list of family policies to encourage both parents to be 
involved in their young child’s life, including the child’s health care. Although Swedish 
family policies are aimed at supporting both parents, the practice of supporting parents 
within the child health system still needs to be studied and understood in order to see how 
fathers are being encouraged to participate. A further look at the CHCs and Parent 
Support Programs is needed in order to understand how they influence father 
involvement. Understanding how child health services encourage father involvement and 
what parental factors encourage their participation is a key first step in making child 
health services more father-friendly. 

This thesis seeks to answer the following questions: 
1) How do Swedish family policies include and exclude fathers in their 

involvement in their young child’s health care? (Background Study 0) 
2) Do the Child Health Centers create an environment that includes both 

mothers and fathers? (Study I) 
3) Does the staff (i.e. nurses and practitioners) include all members of the 

family equally when providing parenting advice on young children’s 
health and behavior? (Study II & III) 

4) Do mothers’ and fathers’ parenting practices affect child behavior 
problems in Sweden? Do fathers differ from mothers in this respect? 
(Future Research: Study IV) 

5) Is offering parenting support through preschools attractive to mothers 
and fathers? (Future Research: Study V) 
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Overall Aim 
 

The overall aim of the studies constituting this half-time seminar is to better 
understand some of the factors that influence early father involvement in services 
providing parental support and advice, so that practitioners, researchers, and policy 
makers can understand what can be changed in order to increase father involvement 
levels within such services.  

 
Study I: Child Health Centers’ Waiting Rooms and Father 
Involvement 
 

The aim of Study I was to investigate if CHC waiting rooms address all family 
members through their built environment (i.e. the waiting room) and to see if that 
environment affects parental behaviours.  

 

Methods 
Sampling and data collection 

A total of 43 CHCs throughout Sweden, based on their geographical diversity and 
on the socioeconomics of the area served, were asked to participate: 34 CHCs (80 %) 
accepted. Only 31 out of 34 CHCs were visited because the data was sufficient in order to 
conduct the semiotic analysis.  

Study	  0:	  Swedish	  
Family	  Policies	  

Change	  Agents	  

People	  

Study	  II:	  Child	  
Health	  Nurses	  
(Child	  Health)	  

Study	  III:	  Parent	  
Support	  Programs	  
(Child	  Mental	  Health)	  

Study	  IV:	  Do	  
parenting	  practices	  

affect	  child	  
behavior	  in	  
Sweden?	  

The	  Environment	  	  

Study	  V:	  Parent	  
Support	  Program	  
Location	  

Study	  I:	  Child	  
Health	  Center	  
Environment	  
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The waiting rooms in the 31 CHCs were photographed thoroughly, magazine 
names were written down, and all pamphlets were sampled. In 25 of the 31 CHCs, 
observations of parental behaviours were completed. Observations of the remaining 6 
CHCs did not take place because those CHCs did not have patients at the time when the 
researchers were able to visit their location.  
Ethical considerations 

Since neither patients, nor personnel were photographed for the research, 
therefore there was no need for a formal ethical approval according to Swedish law (67). 
Parents who were observed remained anonymous, and they were also blind to the fact 
that an observation of their behaviour was taking place. The researchers had formal 
approval to be on the premises, as a formal letter of consent was signed by the head of 
each CHC allowing the researchers to take pictures and complete observations.  

Observations 
Observations were completed at the CHCs prior to analyzing the CHCs’ waiting 

room environments. Observations at each location ranged from 45 minutes to 3 hours, 
with a mean of 1 hour and 38 minutes.  

After completing the initial observation, the observers met and coded the parental 
behaviours into one of four categories: 1) Parental Interaction (playing or reading) with 
their child, 2) Parental Reading, as when parents read magazines, brochures, and/or the 
bulletin board, 3) Parental Conversation with adults (their partner, other parents, or 
nurses walking through the waiting room), and 4) Parents Had No Interaction with 
respect to the environment and/or their child/partner. 

 Inter-rater reliability was achieved by having two observers visit four CHC 
locations and documenting what they saw parents doing in the CHC waiting rooms. Inter-
rater agreement was 100%.  
Semiotic visual analysis 

In performing semiotic analyses, the meanings of images are described on two 
levels: denotative (manifest) and connotative (latent) (68).  

Manifest analysis 
The analyzer inspected all of the photographs that were taken at a specific CHC, 

writing down all of the objects and fliers that were seen in the waiting rooms, i.e. facts 
that could be corroborated. Two analysts reviewed the pictures independently at the 
manifest level and then met to compare their findings after the observations were 
completed.  

When analyzing the visual images during the manifest analysis, the analyzers 
would count how many mothers, fathers, and children were present in the pictures, as 
well as if mothers, fathers, and/or children were mentioned in the words of the flier. 
When a mother, father, or child was mentioned or a picture shown, they were given one 
point each. Additionally, if ‘parents’ were mentioned, both the mother and father were 
given one point. If another person (mother, father or child) was indirectly mentioned, 
they were given half a point (see Figure 1).  
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Latent analysis 
After the manifest analyses were completed, the researchers reviewed the pictures 

of the waiting rooms from a latent perspective. The latent analysis involved a subjective 
interpretation of the pictures of the waiting room that were based on the findings from the 
manifest analyses, allowing the analysts to quantitatively develop an overall feeling for 
whom the waiting room was signifying; the father, mother, child, or any combination 
thereof. The visual images and messages spread throughout the waiting room played an 
important role in determining who the room appealed to, because these images promoted 
(perhaps unconsciously) through pictures and words who that waiting room denoted 
(signified). 

 Definitions of the environments were created to make the latent analysis less 
subjective (see Table 1).  

Table 1: Definition of Categories 

Categories 

Family Centered  

Family centered environments addressed fathers, mothers, and children. All members of the 
family were represented on the posters, brochures, billboards, and magazines. At least one 
quarter (25%) of the posters, brochures, billboards, and magazines had to involve fathers, 
mothers, or children. Additionally, these environments also offered more gross motor toys 
compared to the other environments.  

 
Child-Mother Centered 

Child-Mother centered clinics exhibited a clear child and mother emphasis. That is, fewer 
than 25% of the posters, brochures, billboards, and magazines represented fathers. Also, 
there were distinct areas for children to play in, with several toys and/or books for children.  

 
Child Centered 

Child centered environments were areas that were filled with toys, but lacked 
representations of mothers and fathers. That is the posters, brochures, billboards, and 
magazines were mainly only representing children (under 25% of the materials had 
representations of mothers and under 25% of the materials had representations of fathers).  

 
Neutral 

There was little representation of fathers, mothers, or children, as these health clinics had 
few posters, brochures, billboards, and magazines. There were few to no toys for the 
children to play with.  

 
Women Centered 

Women centered environments were focused on the woman's needs. These waiting areas 
tended to have posters, brochures, billboards, and magazines directed only towards 
mothers/women (fewer than 25% of the materials represented fathers and fewer than 25% of 
the materials represented children). There were few toys for children to play with.  
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Figure 1:

 
Billboard Analysis:  

Manifest Level: On the top row (left to right): The flier is trying to recruit both parents 
who have premature babies. The next flier is a drawing of a parent pushing a baby and is 
showing the hours of operation at the preschool. The following flier shows a picture of an 
infant and discusses swimming lessons for young children. On the bottom row (left to 
right): This is an advertisement for women who need support with breastfeeding while 
showing a drawing of a mother breastfeeding. The next flier shows a drawing of a mother 
holding a young child with the advertisement for an open enrollment at a preschool. The 
next flier shows a picture of a mother and infant working out, with the advertisement 
promoting mothers to get back in shape after having their baby.  
Latent Level: This billboard’s pictures highlight mothers and children, but do not 
highlight fathers. However, this billboard depicts two fliers that could appeal to both 
parents (premature babies and upper middle preschool flier), one flier directed towards 
infants, with the indirect saying that a parent would be welcome (swimming), one flier 
that could appeal to both parents, but depicts only the mothers and child (bottom row 
preschool flier), and two fliers appealing to mothers (breastfeeding and exercising).  
In total fathers received 2.5 points (one point for premature flier, one for the upper 
middle preschool flier, and half for the swimming flier), mothers received 5.5 (mothers 
are involved in all fliers, but received half a point for the swimming flier), and children 
received 4.5 (children received half points for the mother exercise flier, breastfeeding 
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flier, and premature flier, while receiving a full point for the two preschool fliers and 
swimming flier). In total there were 12.5 points, with fathers receiving 20%, mothers 
receiving 44%, and children 36%, making this bulletin board more appealing to mothers 
and children than fathers.  

 
Coding the Environments 

In order for a person (i.e. mother, father, or child) to be included in an environment, that 
environment must have more than 10 items with people being represented (i.e. picture of 
mother on flier or toys for children), and each person (mother, father, and child) must 
represent at least 25% of the gendered space (i.e. toys, bulletin boards, brochures, posters, 
pamphlets, and fliers). Having 25% of the room representing a particular person (mother 
+ father + child = 75%) allowed for that space to have several items that represented that 
person. The remaining 25% could be divided up however that CHC saw fit. However, if a 
waiting room in total had 10 or less items for all members of the family (mother, father, 
and child) then that CHC was said to not be appealing to any members of the family. 
The three analysts independently reviewed the pictures of the waiting rooms and 
completed the manifest and latent analyses and then met to compare their findings.  
 

Results 
 

Sample characteristics 
To assess the possibility of differential attrition from sampling, we used data from 

CHCs in Uppsala County, where a high-quality database is available on all of the CHCs 
in the county (40). We examined mothers smoking at 4 weeks (proxy for SES), 
breastfeeding at 6 months, participation in parental education, and home visitation during 
the first year. There were no significant differences found between those CHCs who 
participated and those who did not. 
 

Who do waiting rooms appeal to? 
The analysts used three levels of agreement in order to grade the concordance of their 
findings. The analysts were in complete agreement (Level 1) on 25 of the 31 CHC 
waiting room categorizations. Regarding the six CHCs in which the analysts did not fully 
agree, disagreements were minor and only in reference to an interpretation of a specific 
aspect (i.e. the latent meaning of one poster) of the waiting room.  

Of the 31 CHC waiting rooms, 12 were Mother-Child Centered, 6 Child-Centered, 2 
Women- Centered, and only 8 were Family- Centered. Three did not have more than 10 
items per person and were therefore not appealing to any family members and were 
termed Neutral environments. The data did not indicate any Father- Centered, Mother-
Father Centered or Father-Child Centered environments (see Table 1 for definitions of 
the CHC waiting room categories). 
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Behavioral observations at the CHCs 
Of the 31 CHCs with environmental data, 25 waiting rooms had parental 

observations. A total of 281 parental observations were completed: 82 observations 
(30%) were completed on fathers and 199 (70%) were completed on mothers. 
Observations were completed on the day that the researchers took pictures and collected 
data on the environments, but before the waiting rooms were assigned who they appealed 
to.  

There were 114 observations (40%) completed in Mother-Child Environments, 
while 108 observations (39%) were completed in Family Environments. Since Neutral 
Environments, Child Environments, and Women Environments only accounted for 21% 
of the data combined, there were not enough observations at these locations to further 
break down the data. Therefore, the data was re-categorized into two environmental 
categories: Mother targeted and Non-Mother targeted Environments. Mother targeted 
consisted of Mother-Child Environments and Women Environments, while Non-Mother 
targeted included Family Environments, Child Environments, and Neutral Environments. 
Parents interacted with the waiting room environment anywhere between 1 to 20 minutes, 
with the average interaction time being around five and a half minutes.  
The relationship within and between environments and parents’ behaviour 

Within: Fathers played significantly more with their children than mothers in 
Non-Mother targeted environments (Fisher’s exact test = .000). However, fathers were 
approaching, but did not reach significance with respect to playing with their children in 
mother-targeted environments (Fisher’s exact test = .093). There were no significant 
differences between mothers and fathers with respect to Parental Reading when parents 
were in Non-Mother or Mother targeted environments.  

Between: Fathers played significantly more with their children in Non-Mother 
targeted environments compared to fathers observed in Mother-targeted environments 
(Fisher’s exact test = .020). Fathers also read brochures and magazines significantly more 
in Non-Mother targeted environments compared to fathers in Mother-targeted 
environments (Fisher’s exact test = .050). There were no differences between the 
behaviours of mothers in the different environments. 

 
Brief Discussion 
 

The most common environment is the Mother-Child Centered environment 
(38%), while only a quarter of environments were designated as Family Centered. Thus, 
only 25% of the examined CHCs met the national guidelines for being inclusive to all 
family members, at least as far as the physical environment is concerned. Moreover, 
although mothers did not differentiate their behaviors in either environment, fathers were 
more engaged with their children and with the medical information in Non-Mother 
targeted environments. 
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Study II: Child Health Nurses’ Views on Father Involvement 
 

The purpose of Study II was to explore Swedish Child Health (CH) nurses’ views 
on their role of involving fathers at the Child Health Centers (CHCs), employing two 
research questions: (1) How inclusive are CH nurses of fathers? and (2) How do they feel 
about their current practices and policies regarding fathers’ participation? 
 

Methods 
Design 

CHCs were preselected to represent different geographical areas of Sweden. Out 
of the 43 clinics that were asked to participate, 31 clinics took part in a study addressing 
the built environment of the CHCs. Of those 31 clinics, 19 were asked and did participate 
in the current interview study. The 19 interviews were based on a pre-set 8-question 
interview guide. Additional questions were asked in order to clarify, prompt, or expand 
on CH nurses’ statements.  
Sampling 

Each CHC had between two and six nurses, and the CH nurse who greeted the 
researcher at the door was asked to participate in the study. All 19 of the CH nurses stated 
that they would like to participate, although two said that they had little free time to 
complete the interview; therefore their interviews were shorter in length.  

Interviews 
All of the CH nurses understood and stated that they were comfortable 

participating in an English-speaking interview using a semi-structured interview guide  
(see Table 1). The interviews were judged independently by four qualitative researchers 
to contain relevant and rich content.  

A total of 19 interviews were recorded, but two were lost due to technical 
difficulties. There were 17 intact interviews that ranged from 13.5 minutes to 41 minutes 
in length, with the average interview taking 28 minutes. Although the interviews were 
shorter than what would be typical in qualitative interview studies, the material was rich 
in details of CH nurses’ descriptions of both their thoughts and experiences (actions), also 
referred to as “thick description” (69), while there was variation in the kinds of 
experiences described.  
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Table 1: The Interview Guide 

Questions 

How many years have you been a nurse at the Child Health Centre? 

What other positions have you held before coming to work at the Child Health Centre? 

Since you became a Child Health nurse, have you seen changes in father participation at 
the Child Health Centre? 

What kinds of experiences have you had with fathers (describe the interactions that occur) 
and do those experiences differ from your conversations with mothers? Explain. 

In what ways do you encourage fathers to visit? In what ways do you encourage mothers 
to visit? 

Describe what is entailed in the parent support groups. 
What is your role (job duties) as a Child Health Nurse? 
Would you like to increase father involvement at the Child Health Centres? Explain. 

 
Procedure 

The interviews were transcribed verbatim and the transcriptions were then 
checked with the voice recording by two co-researchers for accuracy of the 
transcriptions. The transcripts were analyzed using Systematic Text Condensation 
according to Malterud (70) (Table 2).  
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Table 2. The simplified four steps of the analysis process in systematic text 
condensation according to Malterud (70) 

Steps in data analysis An example from Wanting More Father Involvement 

1 Total impression of the data:  

 

 

→ Finding Themes 

The CH nurses say they like it when fathers visit the 
CHCs, that they see fathers more often, and they would 
like more fathers to come to the CHCs.  

 

Preliminary Theme: Perceptions of Fathers 

2 

 

Identify and sorting relevant 
text units – meaning units 

 

→ from Themes to Codes by 
grouping meaning units to 
create code groups 

“I think more fathers would definitely come or rather 
any working parents would definitely come if we had 
non-office hours, like working until 5 or 6 in the 
evening or even a Saturday morning.  
Code group: Thinking and Trying to Include Fathers 

3 

 

Condense the meaning in 
each code group as if it were 
a story told by a parent 

 

  

→ from code to meaning 
through abstraction  

I would like the CHCs to stay open later during the 
week or even to work half a day on Saturday so that 
working parents, especially fathers, would be able to 
attend to an easier extent.  

 

Abstraction: Longer hours of operation will help and 
encourage working parents, especially fathers, to visit 
the CHCs.  

4 Summarize the essence of 
each code group - 
Synthesizing  

→ Validate the result by re-
reading transcripts. Use 
quotations to draw out the 
point of that code group.  

Essence: CH Nurses develop ways to actively involve 
fathers. 

 

The original transcripts were re-read to see if the 
themes and code groups had a goodness-of-fit. Add a 
quotation from the interviews into the code group.  

 

Results 
Themes 

Four themes emerged during the analysis: 1) the nurse’s own agenda, 2) nurse’s 
opinion about the father’s role, 3) nurse’s gatekeeping, and 4) wanting more father 
involvement. The first two themes will not be presented here as previous research has 
identified and discussed these topics and there is a lengthier description in the published 
paper (44, 53, 71, 72), while the third and fourth themes will be highlighted to a greater 
extent as they tease out new information on CH nurses’ thoughts on how they involve 
fathers (see Table 3).  
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Table 3: The Themes and Categories 

Themes Categories 

THE NURSE’S OWN AGENDA 

 

CHILD HELATH NURSE’S 
OPINION ABOUT THE FATHER’S 
ROLE 

 

 

NURSE’S GATEKEEPING 

 

 

WANTING MORE FATHER 
INVOLVEMENT 

The infant’s advocate  

Supporting parents and co-parenting 

 
The fathering role has changed 

Fathers are attending the CHC more than before 

Perceived differences between fathers and mothers 

 

Mothers are our priority 

The gate is closed, but not locked 

 

Fathers are worthy of change 

Active in involving fathers  

 

Nurse’s gatekeeping 
Mothers are our priority 

Across the interviews, despite the research focus on fathers, CH nurses 
emphasized the mother’s role as being the most important for the baby. A CH nurse 
advocated the view that an infant is only capable of forming an attachment to one person 
at a time and that fathers’ involvement would therefore naturally be postponed. 

 
During the first year the child is very attached and 

bonding to the mother. At least as long as you breastfeed 
the child, the child has a hard time bonding with more 
than one person at the same time. But when the child gets 
older, the father is just as important as the mother.   

CH Nurse Interview 11 
 

The 5th interviewed CH nurse explained that since the mother takes care of the 
infant during the first year, she knows how the CHCs are run, and therefore continues to 
come, while the father is increasingly less knowledgeable about the procedures at the 
CHC and therefore feels less welcome. CH nurses stated that they perceive the fathers 
feel they are entering a female world, emphasizing the amount of conversations on 
breastfeeding. 
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I think that many fathers feel that they are coming 
into a very female dominated world. So maybe they don’t 
feel like they belong here, when all of the conversations 
are about, you know, about breastfeeding. 

CH Nurse Interview 6 
 

The CH nurses spent time discussing the importance of attending the parent group 
meetings so that parents are informed about their child’s health. However, they 
acknowledged that when fathers attend there is actually not enough physical room for 
them and that the topics discussed often end up revolving mainly around breastfeeding, 
which CH nurses felt pushed fathers away.  
 

The gate is closed, but not locked 
CH nurses say they are happy when fathers come into the CHCs, but they make 

little effort towards encouraging them to visit. CH Nurse Interview 1 described her 
procedure saying that she visits both parents at their house for the first visit and at that 
time invites both parents to come to the CHCs in the future. She continued saying that 
she cannot do any more than that in involving fathers. CH nurses however said that if a 
parent, especially mothers, requested an appointment at the beginning or end of the day to 
suit the fathers’ working needs, then they would try to make those accommodations. The 
CH nurses thought the parents should decide on who comes to the CHC and how often 
they come. CH nurses stated that they did not want to pressure parents and wanted them 
to make their own decisions.  

I  think it’s up to them [the parents] to decide who 
comes to the child health clinics. But of course I will ask 
the mother, if  she always comes, if she communicates 
everything to the father. But I don’t say anything else.  

CH Nurse Interview 13 

 
The main reason CH nurses gave for fathers not attending the parent group 

meetings was that the meetings were held in the early afternoon. A common way of 
reasoning seemed to be that although the CH nurses understood that it was not possible 
for fathers to come in the early afternoon because they work during the day, they also 
stated that it would be impossible for the CHC to change the time the parent group 
meeting was held. 
 The CH nurses stated that on most parent group meetings they do not have a 
preference for which parent comes. However, they noted that if the parent group 
meetings discussed issues on parenting routines, such as sleeping, then they would 
encourage the parent to ask the other parent to come to the next meeting. CH Nurse 
Interview 10 noted that since both parents can work at putting their child to sleep, both 
parents should be invited to the parent group meeting discussing bedtime and sleep 
routines. She stated that in the meeting prior to the sleep meeting she tells the mother to 
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bring the father next time. The CH nurses stated that they do not have parent group 
meetings when the child is one year old, although they noted that this is the time when 
fathers are more involved in their children’s life, and therefore they would like to have 
parent group meetings for older children to continue teaching parents best parenting 
practices during the preschool years. 
  

Wanting more father involvement 
Fathers are worthy of change 

Some CH nurses thought that they would have to actively work to encourage 
greater father involvement. These CH nurses stated it is important for fathers to attend the 
CHCs so that the father is aware of his child’s health and of good parenting practices. 
They went on to state that they wanted to have father groups along with their parent 
group meetings, but had not organized such a group since they did not know where to 
start with that process. A reflection by one nurse exemplifies how encouraging fathers to 
come more often actually takes confidence and positive experiences:  

 

But often the father feels like he’s on the outside and if I 
had been a little more experienced I could have said ‘but I 
really would like you to hear this too, because I would like 
to meet both of you,’ and I would say that now, but not 
when I started.  

CH Nurse Interview 2 

 
Active in involving fathers 

Several CH nurses contemplated and others had even taken action toward 
involving fathers to greater extents. These CH nurses usually noted that their hours of 
operation needed to change.  

 

I  think more fathers would definitely come or rather any 
working parents would definitely come if we had non-
office hours, like working until  5 or 6 in the evening or 
even a Saturday morning.   

Nurse Interview 7 
 

CH nurses also proposed asking fathers their thoughts on how the CHCs could 
change to suit their needs better, while others suggested buying magazines geared 
towards men for the waiting rooms, having parent group meetings in the evenings, and 
having a male lead some of the parent group meetings.   
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Brief Discussion  
 

CH nurses were comfortable speaking about their role as a CH nurse, as well as 
elaborating on the importance of fathers within the family. However, while they accepted 
fathers at the CHCs, the CH nurses typically did not see themselves as active agents in 
involving fathers, but rather saw the proverbial gate as being unlocked to fathers, but not 
widely open, as it is towards mothers. Some CH nurses noticed this trend at their CHC 
and have either tried to or have started to institute changes to further encourage fathers to 
be more involved in the CHCs; thus living up to their own policies of equally including 
both parents.  

Study	  III:	  Parent	  Support	  Programs	  and	  Mother	  and	  Father	  
Involvement	  
 

The aim of Study III was to examine the characteristics of both mothers and 
fathers who did and did not participate in a universally offered practitioner-led flexible 
parent support program in a non-high-risk community in order to determine their 
participation threshold. 
 
Methods 

Measures 
We collected information on several demographic variables of the family 

including child’s age and gender, as well as on the parents’ age, level of education, 
marital status, country of birth, and number of children.  

We also collected several subject variables; those are variables that apply to the 
participants’ background beyond basic demographic information and they include: 1) An 
abbreviated version of the Eyberg Child Behavior Inventory (73) was used to measure the 
child’s externalizing problems; 2) The Strengths and Difficulties Questionnaire (SDQ; 
Goodman, 1997) emotional symptoms subscale was used to measure children’s 
psychosomatic and anxiety-related symptoms; 3) The Parenting Sense of Competence 
Scale (PSOC; Gilbaud-Wallston and Wanderson, 1978; as cited in 74) was used to 
measure parental Satisfaction and Efficacy; 4) The Swedish version of Parenting Scale 
(75) was used to measure parents’ disciplinary practices; 5) The Dyadic Adjustment 
Scale-4 (DAS-4; 76); and 6) the Depression Anxiety Stress Scales-21 (DASS-21; 77) was 
used to assess the parents’ adjustment.  

Intervention 
 
Triple P 

The Positive Parenting Program - Triple P is a multilevel parent support program 
that aims to reduce behavioral and emotional problems in young children by providing 
parents with parenting information and teaching them new skills to utilize (59). Triple P 
is used in many countries and is shown to be effective at reducing child behavior 
problems (59, 78, 79).  
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In the current study, levels 2 and 3 were universally offered to all parents in the 
participating intervention preschools. Level 2 of Triple P consists of three 90-minute 
seminars for parents seeking general parenting information or is for those looking for 
advice about a specific behavior, while Level 3 consists of up to four 15 to 30 minute 
one-on-one consultations where the practitioner provides information, advice, and active 
skills training.  

Although, the interventions were universally offered, parents were free to either 
accept or decline to participate. The practitioner took attendance at each intervention 
session in order to specify individual exposure.  

The current study adopted the methodology used in Kazdin, Mazurick, and Bass 
(1993). First, chi-square tests for categorical variables and analysis of variance for 
continuous variables were used in order to see which variables differentiated mothers and 
fathers, respectively, from attending the parent support program compared to those who 
did not attend. The significant variables were then be dichotomized into 0’s and 1’s, 
where receiving a 1 means that that the parent possesses that particular variable. This was 
done in order to see if the accumulation of variables leads to parents’ greater likelihood 
of participating in the parent support program. Logistic regression analysis was then 
performed in order to see if the variables in the model could predict attendance rates for 
mothers and fathers, respectively. All analyses were performed using SPSS 20 (80). 
Cases with missing values were excluded pairwise. The percentage of missing values did 
not exceed 8% for mothers and 8.7% for fathers on any given variable.  
 
Results 
 

Factors that Affect Participation 
Three demographic variables were related to mothers’ participation in Triple P. 

Mothers were more likely to participate in Triple P if they were born in Sweden, if they 
had three or more years of higher education, and if their children were male. For fathers, 
the demographic information was not related to their participation in Triple P.  

For subject variables, mothers were more likely to participate if they had reported 
greater levels of problem behavior in their children (ECBI Intensity Scale) and if they had 
reported being more overreactive when responding to their child’s misbehavior (PS 
Overreactivity). Fathers were more likely to participate if they had reported their children 
to have more emotional problems (SDQ Emotional Symptoms) and if they perceived 
themselves to be more stressed (DASS Stress). The variables that were not significant 
were excluded in further analysis.  

In other words, mothers had five factors and fathers had two factors that were 
significantly different when comparing those who participated and those who did not 
participate in the parent support program. We posit that mothers and fathers are more 
likely to participate in the parent support program as the number of factors increases; that 
is, of the significant factors, the mothers who have all 5 factors and fathers who have both 
factors, respectively, will be more likely to participate in the parent support program 
compared to those with fewer factors. Since these factors are based around the concept of 
participation, these factors will hereafter be referred to as participation factors.  
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Participating Threshold Levels for Mothers and Fathers 
Figure 1 shows the distribution of participation factors for parents who 

participated and did not participate in Triple P. It highlights that the accumulation of 
participation factors leads to a higher likelihood of participating in the parent support 
program. Mothers were more likely to participate if they had four or more of the 
participation factors, while fathers were more likely to participate if they had both of their 
participation factors.  
 
Figure 1. Mothers’ and fathers’ participating thresholds 
Mother’s Participation: 

 
 
 
 
 
Father’s Participation: 
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Predicting attendance 
Logistic regression analyses were conducted in order to examine the influence of 
individual participation factors and their odds ratios for predicting participation in the 
parent support program.  
 
 
Table 5: Participation factors affecting attendance  
 
Domain/Measures Coefficient Odds Ratio Overall Fit 

Mothers 
 

 
X2 (5, N = 200) = 31.13,  
p < 0.001 

Born in Sweden 1.56 4.76  
Education 1.18 3.24  
Child Gender 0.82 2.26  
ECBI Intensity 0.97 2.64  
PS Overreactivity 0.87 2.38  

  
  

Fathers 
 

 
X2 (2, N = 146) = 9.71,  
p < 0.008 

SDQ Emotional 0.99 2.69  
Stress 1.19 3.30  

 
However, although the overall accuracy rates were high (78.0% for mothers and 87.7% 
for fathers), in the model for mothers, only 17.4% of participating mothers were correctly 
classified as participants and in the model for fathers, everyone was classified as non-
participants. 
 

Brief Discussion 
The objective of this study was to assess which factors contribute to mothers and 

fathers participating a practitioner-led universally offered parent support program. 
Mothers were more likely to participate if they had three or more years of higher 
education, were born in the country in which the intervention took place (e.g. Sweden), 
had a male child, thought their children had behavior problems, and were more 
overreactive in dealing with their child’s behavioral problems, while fathers were more 
likely to participate if they had depressive symptoms and if they perceived their child as 
having emotional problems. We hypothesized and our results supported the claim that a 
parent would be more likely to participate in the parent support program if they possessed 
multiple factors, arguing that the accumulation of participation factors increased the 
likelihood of participating (81).   
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Discussion 
Overall, these three studies highlight that there is a systematic gender bias within 

the Swedish child health field. Study I indicates that most CHCs have planned poorly 
when building their environment, in that, despite their having a mandated policy to 
welcome and treat all members of the family, most of the CHCs waiting rooms were not 
created with fathers in mind. Study II highlights that CH nurses do little in the way of 
encouraging fathers to visit the CHCs, leaving involvement up to the parents. Study III 
shows that fathers are likely to join a parent support program if they are experiencing 
difficulties in managing their child’s emotional problems and if they are stressed. This is 
a topic that is often overlooked at parent support program meetings; choosing instead to 
focus on child behavior problems—an area perceived as more problematic by mothers. 
Therefore, as these studies highlight, fathers are not as encouraged to be as involved with 
their child’s healthcare compared to mothers.  

Over the past several decades, Swedish societal expectations have been to create 
equality between men and women in both working and home life (18, 28). Several 
Swedish family policies have been implemented that encourage both parents to work and 
to raise children, and they have been partly successful, as women and men work in near 
equal numbers, and men are doing more housework than ever before (18). Despite these 
policies, fathers are not as involved with their children as mothers.  

Although policies can change the social climate, they alone cannot change society 
(82). If society wants to strengthen father involvement, then those who work with fathers, 
individuals known as change agents, need to encourage fathers to a greater degree: 
namely through acknowledging that their needs may be different from mothers, and 
because of this, recruitment and retention strategies need to be altered in order to appeal 
to and facilitate fathers’ needs.  

These studies add to the literature, by showing the inequalities of how fathers are 
treated within healthcare settings for young children. For example, when looking at Study 
I, it is clear that the designs of most of the waiting rooms were created to appeal to 
mothers and children, while neglecting fathers, as they possessed pictures, brochures, and 
magazines aimed at women, while providing toys and books for children, with little to no 
information, pictures, brochures, or magazines aimed at fathers. Although the state of the 
CHC environments is more likely the result of lack of thought and conscious planning to 
be inclusive for all parents, it is problematic as it could be interpreted as indicating that 
fathers are not as welcomed within that space as mothers and children.  

When change agents do want to strengthen father involvement, they may not have 
the knowledge necessary to accomplish this goal. For example in Study II, the CH nurses 
consistently acknowledged that fathers were welcome to visit the CHCs and were an 
important part of the family unit. However, when probed about the roles of fathers in 
newborn children’s lives, they repeatedly noted that fathers needed to find their own role, 
but listed several important roles that mothers play. The same may also be true for Study 
III, where the fathers joined a parent support program when they were stressed and when 
they had children with emotional problems. However, parent support programs are often 
designed to appeal to children with behavioral issues, an issue central to mothers, but not 
fathers (83, 84). Thus, fathers are not recruited to join the parent support program. When 
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fathers do come, the topics again revolve around behavioral problems, and thus fathers’ 
needs are not being met, since emotional problems are not discussed.  

 
Limitations 

Each study has of course its own limitations (see full articles): the main limitation 
to each study will be discussed here.  

Study I was a subjective interpretation of a waiting room environment based on 
semiotic visual analysis, which usually assesses single rather than multiple pictures at the 
same time. We attempted to overcome this limitation by using definitions of what 
constituted a different environment. Additionally, three researchers independently 
assessed the data, using the standard definitions, and came to the same conclusions on all 
of the waiting room environments. 

The limitation to Study II was that the interviews were completed in the CH 
nurses’ non-native language (i.e. English). This limitation was minimized, as each CH 
nurse who agreed to participate was made aware of this potential language issue, and all 
of the CH nurses still agreed to participate. Additionally, CH nurses were allowed to 
speak in their native language. Moreover, the detail that the CH nurses gave during their 
interviews was deemed by four qualitative researchers to yield sufficient information on 
the topic.  

In Study III the main limitations were the sample sizes and the number of 
participation factors. The sample sizes were small, especially for fathers (n = 18 for those 
who participated). Additionally, data on all of the participation factors found in the 
literature were not collected in the present study. Nevertheless, this is the first study that 
distinguishes between participants and non-participants in parent support programs that 
looks specifically at paternal data. Additionally, although there were not enough 
participation factors that could predict who participated, it is the first study on parent 
support programs to move beyond the significant factors and argue that the accumulation 
of participation factors increases the likelihood of participation. Still, future research 
should utilize a larger sample size, as well as collect data on more known and possible 
participation factors.  

The overall limitation to this research is that the current studies do not assess if 
fathers will actually involve themselves more in their child’s healthcare if these programs 
remove the paternal barriers. However, as the Swedish government believes through 
utilizing policy changes (18), the Child Health Centers believe through their policies (44), 
and the Parent Support Programs believe through their rhetoric—all people should be 
treated and encouraged to participate equally. Although all organizations strive for equal 
treatment between mothers and fathers, this goal has yet to be reached.  

Fathers may need a different type of push compared to mothers in order to be 
involved in their young child’s healthcare. For example, fathers are often less involved in 
infants’ lives compared to preschool-aged children, while mothers are quite involved 
from the time of birth. In fact, on average, Swedish fathers take their parental leave when 
their child is two and three years old (85). Therefore, fathers may need more guidance, 
incentives, and information in order to see father involvement rates increase (28), 
whether at the CHCs or in parent support programs. Additionally, they may need to be 
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marketed differently than mothers in order to participate, as their needs are different from 
mothers.  

 

Overall Conclusions 
Family policies are not enough to involve fathers. Professionals working with 

parenting issues need to think about how they will recruit and retain father involvement, 
as well as provide them with father-specific advice. That is, in order to increase father 
involvement, programs should not simply adopt the same methodologies and strategies 
they use to gain maternal involvement, but rather should employ strategies and 
techniques that are central to paternal needs. When programs start targeting and 
marketing to fathers, fathers will at least be given an equal opportunity towards accepting 
to participate.  
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Future Research 
 

Study IV:  
Triple P, a parent support program, has been tested in two-dozen countries around the 
world for its effectiveness at reducing child behavioral problems. However, Swedish 
representatives of professional bodies feel that Swedish parents might not gain benefits 
from the program, because the Swedish cultural context is thought to imply different 
child-parent dynamics than those existent in Anglo-Saxon countries. With Sweden’s 
emphasis on children’s rights and the law forbidding corporal punishment, parenting 
programs based on theories, such as the coercive cycle, have been thought less relevant. 
It was therefore of interest to examine the relationship between parenting styles and child 
behavior problems in a Swedish population sample of preschoolers. 

Aim   
We aimed to examine the relationship between child behavioral problems and several 
parental factors; particularly parental behaviors as reported by both mothers and fathers 
in a sample of preschool children in Sweden. 

 
Methods 

Participants were 270 couples (mothers and fathers) of 3- to 5-year-old children. Each 
parent completed a set of questionnaires including the Eyberg Child Behavior Inventory, 
Parenting Sense of Competence Scale, Parenting Scale, Parent Problem Checklist, 
Dyadic Adjustment Scale, and Depression Anxiety Stress Scale in order to see if self-
reported parental behaviors were related to self-reported child behavior problems.  
 

Results  
Correlational analyses show that parent-reported child behaviour problems are positively 
associated with ineffective parenting practices and interparental conflicts and negatively 
related to parental competence. Regression analyses show that, for both mothers and 
fathers, higher levels of parental overreactivity and interparental conflict over child 
rearing issues and lower levels of parental satisfaction were the most salient factors in 
predicting their reports of disruptive child behaviour.  
 

Conclusions 
This study revealed that Swedish parents’ perceptions of their parenting is related to their 
ratings of child behaviour problems, which therefore implies that parent training 
programs can be useful in addressing behavioural problems in Swedish children. 

Salari, R., Wells, M.B., & Sarkadi, A. Child behaviour problems, parenting behaviours  
and parental adjustment in mothers and fathers in Sweden. Submitted to the  
Scandinavian Journal of Public Health.  
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Study V: 
Triple P has been used around the world as a parent support program designed to help 
bolster parenting practices. However, while there has been plenty of research conducted 
on the effectiveness of the program, little research has been completed on what parents 
like and do not like about the program.  
Aim 

The aim of this study was to find out why parents of preschool children chose to 
participate in Triple P in Sweden, what they thought of the Triple P curriculum, and how 
the program related to their parenting philosophy in general.  
 

Methods 
A year after receiving Triple P, parents were recruited to participate in this qualitative 
study. Semi-structured interviews were used and saturation was reached after 
interviewing seven mothers and three fathers. The interviews were transcribed verbatim 
and were analyzed using Malterud’s method of Systematic Text Condensation.  
 

Results 
Parents chose to participate in Triple P because they wanted to learn more about the 
intervention, they had specific problems that they sought help for, and they felt 
encouraged to participate due to advertisements and recommendations from friends.  

Parents expressed their interest in the built environment of the intervention: they liked the 
location of the intervention, at their child’s preschool, that they were taught the 
curriculum from someone they already knew and respected, the preschool teacher, and 
parents appreciated having access to free childcare during the seminars.  

On the Triple P curriculum, the participants especially enjoyed the ‘‘directed discussion’’ 
technique, the positive reinforcement sections, and the instructions on how to 
communicate effectively with their child by staying calm, close, and maintaining eye 
contact.  

It was important for many of the parents to feel validated and respected, and they liked 
having discussions with the preschool teacher rather than from a person they did not 
previously know.  
 

Conclusions 
Parents in this Swedish sample generally liked and selectively used the strategies they 
learned from participating in Triple P, depending on how well these fit with their own 
parenting experiences and philosophy. Practitioners can use this information when 
providing another intervention. 
 

Rahmqvist, J., Wells, M.B., & Sarkadi, A. (2013). Conscious parenting: A qualitative  
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study on Swedish parents’ motives to participate in a parenting program. Journal 
of Child and Family Studies. April 2013. DoI: 10.1007/s10826-013-9750-1 

 

Future Coursework 
I plan to advance my knowledge and skills through learning more about statistical 

methods and by taking courses on gender theory. Continuing to learn statistics will 
further my development by allowing me to become more independent and competent 
when conducting analyses. Learning gender theory to a greater extent will help me frame 
my studies in a better light and more thoroughly connect my four studies via using a 
gendered lens to explain and analyze the gender inequalities within Swedish child health 
services.   
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