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Professional Neonatal Nursing Today:
Holistic Family-Centered Neonatal Care

Kerstin Hedberg Nyqvist, RN, PhD, Associate Professor

From infant-parent separation to attachment and bonding

In Paris, France, in the 1880ies, Dr. Budin created a unit;
“Centre for mothers and infants in incubators” for the care of
small, preterm infants. Mothers were present and participated in
their infants’ care. But very soon his disciples moved neonatal
care into exhibition halls, where they attracted public attention.
The care was performed by professional nurses and physicians
and parents were not allowed inside. They met their infants close
to the time of discharge. The last exhibition hall closed in New
York in the mid 1940ies. Still, parents were only allowed inside
NICU:s just before the infant’s discharge until about1970. And
still the idea remains that it is normal to separate NICU infants

from their parents.

In the 1970ies, the importance of mother-infant attachment
and bonding were widely acknowledged. Attachment means that
the infant perceives that his/her parents are available all the time
and respond with sensitivity to meet his needs. They are the
“secure base and safe haven”. Bonding means that the parent
feels that she/he and the infant belong together, understands what
the infant communicates and responds appropriately, and feels

she is the best provider of care.

A holistic philosophy of neonatal care

The discrepancy between conventional neonatal care and
natural infant and parent needs requires a philosophy of care,
which can helps professionals to understand their roles. In the
NICU in Uppsala, Sweden, a philosophy of care was formulated
by the author together with nurses, based on the Roy Adaptation
model. Core concepts are infants’ physiological needs, roles,
self-concept, and inter-dependence.

Physiological needs: These include nursing activities related
to respiration, nutrition, elimination, fluid and electrolyte balance;
protection from heat loss, pain and skin damage, support of a
circadian rhythm and rest, and protection from stress.
Furthermore, infants need modified, appropriate stimulation of

touch, posture (proprioceptive sense), balance (vestibular sense),

hearing (support of natural sounds and protection from noise),
sight (appropriate visual input, protection from direct light and
disturbing input), taste (including sucking) and odour. Nurses
must take all of these components into consideration, support
what is natural and supportive for the infant, and prevent/decrease
what is disturbing, inappropriate, or even harmful.

The design each infant’s care giving environment must be
based on what would have been normal for a preterm infant: the
intra-uterine environment, as the preterm infant continues the
pregnancy outside. The ideal place for care is on the mother’s
body: Kangaroo Mother Care. The physical environment should
diverge from the uterine environment as little as possible. Thus,
a NICU nursery should have a very low sound level, be quiet and
calm. No direct light should reach infants’ eyes or visual field,
nor should they be exposed to activities in the visual field. The
care space should provide the family with privacy, and respect
their dignity by protection from the view of others.

Roles and self-concept: The infant’s role is to be his/her
parents’ child (not an object of care). The parents’ roles and self-
concept has been affected negatively. They should have the
option of staying with their infant 24 hours/day, 7 days a week, if
they are able and willing, and be encouraged to take over the
infant’s nursing care as soon as possible.

In a study in Uppsala of nurses’, physicians’ and parents’
perception of the parental role, the professionals agreed that
parents are able to provide more than “common baby care”.
Parents are the primary care-givers, and nurses’ role includes
being educator, guide and substitute for parents. Most parents are
able to do what nurses do (except procedures that require special
training), but they must not feel forced to perform a care-giving
activity. Examples of what parents in Uppsala do are to tube- and
cup-feed, insert a feeding tube, attach a pulse oximeter, transfer an
infant with CPAP/ventilator from/to the incubator, tum off alarms,
stimulate the baby in the case of apnea, dress surgical sounds etc.

Care as a path towards independence: The goal of care is to
support parents as the infant’s primary care-givers and help them

become independent of professional assistance, and provide the
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infant with a nurturing home environment after discharge from
hospital The ultimate goal is that infant has a normal life as a
baby together with his/her family at home.

Policy of non-separation = Kangaroo Mother Care (KMC)

Both infants and parents suffer negative effects from
separation. Parents: anxiety, grief, lower self-esteem,
breastfeeding problems; infants: higher heart rate, apnea and
bradycardia, pain, stress (high cortisol levels), less sleep, less
optimal psycho-motor development.

Definition of KMC is: Early (as soon as possible after birth),
prolonged (ideally during the whole hospital stay), and continuous
(24 hour/day, 7 days/week) skin-to-skin contact between mother
(father or substitute) and low-birth-weight infant (<2500 grams),
in hospital and after early discharge, ideally with exclusive
breastfeeding, and with adequate follow-up. The World Health
Organization recommendation for KMC, also in high tech settings
like in Sweden and Japan, is from a current maturational level of
28 weeks, irrespective of gestational age at birth and birth weight
(from 600 grams) ; this also includes ill term newborn infants.

Positive effects of KMC: Compared with incubator care,
positive effects of KMC for infants are: earlier attachment to
parents, faster attainment of normal temperature (at
hypothermia), more stable temperature, physiological stability or
improvement, less pain during painful procedures, less crying,
better sleep, and improved psychomotor development. Positive
effects for parents are enhanced bonding, healing from the crisis
of premature birth, and earlier attainment of parenthood.

Breastfeeding is also enhanced.

Practical implementation of KMC

Basic tenet of KMC: The parent’s chest is the infant’s
natural place for growth and care. The medical-technical and
nursing care as well as monitoring are the same as in
conventional neonatal care, only the place is different. Most
nursing and medical care can be performed in KMC, such as
diaper change, taking blood samples, inserting an i.v. cannula,
suctioning, chest auscultation, head ultrasound, etc.

Information to parents: Information is given ideally before,
otherwise at the delivery about infant care in the kangaroo
position: the infant is placed skin-to-skin with only a diaper in a
prone, upright position on the upper part of a parent’s chest
(between the mother’s breasts), with flexed arms and legs,
straight trunk and neck, and the head turned sideways. The
parents use a KMC tube top as support for the infant’s position,
combined with a KMC blouse if needed.(figl)

Initiation of KMC: KMC can commence immediately after
birth: the infant is dried and placed on the mother, and the first

Kangaroo position

Fig.4a Positioning the bahy for KMC
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medical assessment is made there. Otherwise KMC commences
after stabilization. At a caesarean section, a stable infant can be
placed immediately on the mother’s chest in a transverse position,
and then placed on the father or substitute for continued KMC. If
stable, the infant is transported skin-to-skin to the NICU, to a
family room or an intensive care nursery, where KMC continues.

Continuation of KMC: Nurses actively ask parents what
assistance they wish in order to be able to stay and provide their
infant’s care. Parents are recommended to bring something to
read, a computer, MP3, I-pod, handicraft etc. to prevent
boredom.(fig2)

Modification of NICU facilities for KMC

Infants without intensive care: The mother and father /
substitute stay 24 hours in a family room and provide the infant’s
care, supported by nurses. The room includes a toilet with
shower, refrigerator for expressed milk and parents’ drinks, and
equipment for oxygen treatment of infants with oxygen treatment
via nasal prongs. There is an alarm bell in case a nurse’s presence
is needed. Parents are encouraged to go with the infant skin-to-
skin to the parents’ kitchen and lounge to prepare meals, eat and
socialize with other parents.

Infants with intensive care: The care spaces in the intensive
care nurseries are separated from each other by a wooden wall/
chest of drawers on wheels, and from the centre of the room by
textile screens, suspended from the ceiling, to safeguard privacy.
Each care space can hold one or two hospital beds, adjustable in
height, for parents. Parents can stay for 24 hours. There are no



overhead lights, only direct light for care-giving procedures, and a
reading lamp. The nurses’ desk in the centre of the nursery, with
adequate light, has a central monitor displaying all infants’ data.

The nurses’ station is outside but adjacent to the nursery.(fig3)

Uppsala NICU KMC guidelines

Infants born at a GA of 32 weeks or more: Continuous
KMC is the norm: unrestricted skin-to-skin care as soon as
possible.

Infants born at a GA of 28-31 weeks. Continuous KMC is
possible, otherwise earliest possible skin-to-skin contact. The
only restriction is severe instability during handling. An
incubator is only used when necessary.

Infants born at a GA of 22-27 weeks: During the first week
of life, periods of KMC, at least 2 hours, is possible. Restrictions
are severe instability during handling, high serum-sodium and
other signs of dehydration. Special care is take to prevent
hypothermia.

Early discharge: Infants with some need of care, such as
tube feeding, are discharged from about 34 weeks, with parents
performing care at home. Criteria are absence of apnea or illness,
some oral intake, and normal body temperature with KMC or
clothes. One nurse per shift is available 24 hours and responsible

for these infants. Rounds are held via telephone.

Breastfeeding preterm infants

Breastfeeding is introduced from 28 weeks with severe
infant instability as the only limitation. Research has showed that
VPT infants are able to attain full breastfeeding as early as at
32-38 weeks. When a mother begins to breastfeed, a nurse
suggests comfortable and appropriate position, and guides her in
placing the infant at the breast with flexed arms/legs, supporting
the infant’s head, and holding with still hands. The mother is told
about her infant’s behavioural cues according to the Preterm

Infant Breastfeeding Behaviour Scale.

Breastfeeding-friendly feeding strategy
All infants are initially fed every 2 hours. This scheduled

Jeeding is substituted by semi-demand feeding at signs of oral
milk intake: The mother offers the breast at signs of infant
waking up or interest in sucking. In addition, she positions the
infant at the breast after an interval of about 3 hours. The
physician proscribes a daily volume of milk for supplementation.
This volume is based on infant intake by test-weighing before or
after breastfeeding and given by cup or tube (when the infant is
tired). An alternative gradual reduction of the volume of
supplementation, guided by the infant’s daily weight. The mother
decides which strategy to use.
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