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Hospital routines promote parent-infant closeness and cause separation in the birthing unit in the first two hours after birth – a pilot study
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Abstract 
Background Despite the evidence of multiple benefits of early skin-to-skin contact, it does not always happen and infants are separated from their parents because of different hospital practices. The aim of this study was to explore parent-infant closeness and separation, and which factors promote closeness or result in separation in the birthing unit in the first two hours after birth from the point of view of staff members. Methods This qualitative descriptive pilot study was conducted in one university hospital in Finland in December 2014. Midwives and auxiliary nurses working in the birthing unit were eligible for the study. The data were collected with a new application downloaded on a smartphone. The participants were asked to record all the closeness and separation events they observed between the infants and parents using the application. Results The application was used during twenty work shifts by 14 midwives or auxiliary nurses. The participants described more closeness than separation events. Our findings indicated that the staff of the birthing unit aimed for mother-infant closeness, and father-infant closeness was a secondary goal. Closeness was mostly skin-to-skin contact and justified as a normal routine care practice. Infants were separated from their parents for routine measurements and due to infants’ compromised health. Conclusion Routines and normal care practices both promoted parent-infant closeness and caused separation. Parent-infant closeness and separation were controlled by staff members of the birthing unit. 
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Introduction
The first hours after birth plays an essential role in mother-infant bonding and therefore have an important and long-lasting influence in infants’ and parents’ lives (1), thus birthing unit practices are not insignificant. Optimal parent-infant bonding may improve the development of infant’s cognitive and social skills in later life (2) and may protect mothers from postpartum depression (3). It is notable that separation after birth may interfere with mother-infant interaction (4). Care practices in birthing units should support bonding by enhancing parent-infant closeness and avoiding separation.

Immediate skin-to-skin contact of newborns with their mother after the birth is recommended and is the natural environment for a newborn infant (5). Skin-to-skin contact supports infant’s physiological adaptation to extrauterine life, reduces crying and promotes breastfeeding; no harmful effects have been detected. (6) In addition, mothers usually enjoy having skin-to-skin with their infants (7). Early skin-to-skin should last at least the first hour of infant’s life. It is also recommended that early contact should not be disrupted before first breastfeeding is accomplished to support infants’ optimal self-regulation (8). Longer period of early skin-to-skin contact has been associated with increased likelihood of exclusive breastfeeding in the birth hospital (9). 

Despite the evidence, closeness between a mother and her infant does not always happen and infants are sometimes separated from their parents because of the infant’s condition, or different hospital practices and routines. In particular, infants born preterm or sick and needing intensive care are usually separated from their mothers, and only a few are allowed to have brief mother-infant contact in the birthing unit (10). However, a lack of early skin-to-skin contact is also of concern with healthy, full-term infants and their mothers. The barriers for not implementing early skin-to-skin may be, for example, inadequate staffing and the absence of clinical guidelines. There are even more barriers to implementing early skin-to-skin contact after caesarean compared with vaginal birth. Parental motivation also has an impact on early contact; parents might not be aware of the benefits of skin-to-skin contact, or they want the baby to be cleaned off before skin-to-skin (11). 

There are no previous studies on the events and the underlying rationale for parent-infant closeness or separation from the perspective of staff members in the birthing unit. Recognizing the events and understanding the patterns promoting closeness or causing separation is the first step to supporting closeness. The aim of this study was to explore parent-infant closeness and separation, and which factors promote closeness or result in separation in the birthing unit in the first two hours after birth from the point of view of staff members. 

METHODS 
Design and setting
This qualitative descriptive pilot study was conducted in one university hospital in Finland in December 2014. The hospital has over 4000 births per year including high-risk births. The birthing unit has twelve birthing rooms where the families stay during all stages of labour. After birth, mothers and infants remain in the birthing unit for two hours until they are transferred to the postpartum unit. Midwives provide care for normal births and newborn infants. However, medical care by obstetricians, pediatricians and anesthetists is continuously available, if necessary. For every work shift, an auxiliary nurse or a midwife is responsible for infant care and therefore present at each birth. Early skin-to-skin contact between a mother and her healthy full-term infant is the usual care practice. After caesarean birth, infant is placed skin-to-skin with the father until the mother is transferred to the recovery room. 

Sample and data collection
All midwives and auxiliary nurses (n = 34) working in the birthing unit were eligible for the study. The researcher (first author) approached the auxiliary nurse or the midwife who was responsible for the infant care during that work shift to be able to obtain data about as many parent-infant events as possible during one shift. Purposeful sampling was used to recruit a wide range of staff members. As the recruitment proceeded, the researcher ensured that the subsequent participants would have different work experience compared with previous participants. The researcher also sought to include participants working all three shifts (days, evenings and nights). 

Participants were loaned an Android phone with the ‘Handy Application to Promote Preterm infant happY life’ (HAPPY) application for data collection. The application enables participants to quickly mark events that occur and then dictate an audio message. In this study, participants were asked to categorize events as ‘closeness’ or ‘separation’. It was not possible to call or receive calls with the study phones; they were only for data collection. The researcher provided verbal and one-page written detailed instructions on how to use the application. Participants used the application during one work shift. In some cases (n = 3), the participant gave the phone to the next participant on the following shift, and provided her/him verbal instructions. Written instructions were always available. 

The participants were asked to describe their perceptions of all the closeness and separation events they observed between the infants and parents. The participants were given examples of possible closeness (skin-to-skin, holding) and separation (the end of skin-to-skin, incubator care) events, however, they were encouraged to decide themselves what to record. Whenever they observed such an event, they chose either the closeness or the separation button on the application. If the newborn infant, for example, was allowed to have early skin-to-skin contact with the parent, the option ‘closeness’ was chosen from the application if the participant deemed the event to be closeness. If the infant was not allowed to have early contact or taken out from skin-to-skin for example because of weight measurement, the option ‘separation’ was chosen.  After classifying the event as either ‘closeness’ or ‘separation’, a brief description of the ‘where, what and why’, was audio recorded using the application. If the participants did not have time to conduct the recording at the time of the event, they could insert a bookmark in the application. The bookmarked time point could be classified later as a closeness or separation event. The recordings could not be played back on the phone, thus it was possible to have several participants’ recordings consecutively without endangering confidentiality. The study phone was returned to the researcher next day. The data were downloaded onto a study computer with an encrypted installation system, which ensured confidentiality of the data; and the recordings on the phone were deleted. Participants were asked to complete a short questionnaire to provide their background information (e.g., gender, age, work experience). 

Ethical considerations
The study was approved by the Ethics Committee of the Hospital District of Southwest Finland and permission obtained by the hospital where the study was conducted prior to recruitment and data collection. Written informed consent was obtained from the participating midwives and auxiliary nurses. Although the events recorded by study participants occurred between parents and infants, the study focused on the participants’ practices concerning closeness and separation in the birthing unit. Parents were not informed about the study and no data about parents or infants were collected. Any identifying information inadvertently included was deleted when the recordings were transcribed. 

Data analysis
Descriptive statistics, such as frequencies, median and range, were used to report the background characteristics of the participants. The audio recorded data were transcribed verbatim and labelled with an id number. The qualitative data were analyzed using inductive thematic analysis (12). The data were coded by the first author (HN-V) and similar codes were collated under initial themes such as ‘closeness with the mother’ and ‘routine measurements of the infants’. After several rounds of re-reading the data and codes, initial themes were combined into major themes and subthemes, describing the underlying patterns of the data. Another researcher (AA) familiarized herself with the data and was able to confirm the initial analysis with the suggestion of some additional codes. At the last phase of analysis, the themes were defined and named. 

RESULTS 
Participants and recordings
The HAPPY application was used over twenty work shifts during the data collection period in December 2014. Altogether 14 midwives (n = 11) or auxiliary nurses (n = 3) used the application; four of them used it twice and one of the participants used it on three different work shifts. The application was used during morning (n = 5), evening (n = 9) and night (n = 6) shifts. The median age of the participants was 36 years ranging from 24 to 61 years and median work experience in the birthing unit was 9 years (0.5 – 37 years). One of the participants was male, others were female. The participants recorded 85 (62%) closeness and 52 (38%) separation events. By analyzing these recordings, a coherent description of the practices and the underlying rationale for care practices concerning parent-infant closeness and separation in the birthing unit during the first two hours after birth was created. 

Aiming for mother-infant closeness
Based on the analysis of the data provided by staff members, the primary aim of staff after birth was to achieve closeness between a mother and her infant. Closeness was very often achieved by skin-to-skin contact, but the participants also mentioned eye contact between a mother and her infant and rooming-in as closeness events. Healthy newborn infants were allowed to have immediate skin-to-skin for at least for the first hour, preferably until the first breastfeeding was accomplished. According to the participants, skin-to-skin contact between a mother and her infant was considered a given and the main rationale for it was that it is a routine care practice of this unit or because the infant was healthy, awake and in good condition. Physical closeness was considered necessary to maintain the infants’ good condition and to keep them content and satisfied. One midwife explained that separation would cause stress to the infant. Some of the participants recorded more detailed, evidence based justifications for closeness from the point of view of the mother, infant or both. Other such justifications were that skin-to-skin contact promoted milk secretion, managed the infant’s temperature, enabled the infant be in a safe environment, or to calm down and hear the familiar heartbeat, or that it promoted early bonding. 

This is the normal practice in the ward, babies in good condition go straight to skin-to-skin.

The baby latched on well and now she can be skin-to-skin at least for the first hour. The aim is to promote mother’s milk supply, the baby’s temperature and that kind of thing.

Father-infant closeness: A secondary goal 
A father or mother’s partner was encouraged to be close with the infant if the mother was not available. According to the participants, the father/partner had the opportunity for closeness with the baby when the mother was in the operating room because of caesarean section or a birth complication. Paradoxically, closeness with the father was simultaneously a separation from the infant for mothers. Infants born by caesarean birth had the first contact with the father or mother’s partner because these infants were not allowed to stay in the operating room. These infants were placed skin-to-skin with the father/partner in the recovery room waiting for the mother. After vaginal birth, infants were placed skin-to-skin with fathers/partners only after the first breastfeeding when the mother was provided with something to eat and offered the possibility to take a shower. Notably, the infant was immediately returned to the mother when she was again available and the father served in a sense as a substitute during her absence. Closeness with fathers was usually achieved through skin-to-skin contact, but in a few cases participants described that the infant was held swaddled because the father/partner did not want to have skin-to-skin contact.

I’m in the recovery room where the baby has been waiting for mom with the father. Now the mother has returned from the operating room and I’ll put the baby back in skin-to-skin with the mother so that he can breastfeed and the mother and the baby can be together again.

Full-term baby boy in good condition. After the measurements he goes skin-to-skin with the father while the mother is in the shower and has something to eat. 

Hospital routines and health of the infant: A priority over closeness
All infants were separated from their parents at some point for routine measurements to ensure the infants’ health and well being. Weight, length, head circumference, temperature and oxygen saturation were measured routinely in each infant after the first contact with the mother and breastfeeding. At the midwife’s/nurse’s instigation the measurements were usually performed in the same room and parent-infant closeness promoted by placing infant skin-to-skin again while these measurements completed. These routine measurements were considered fundamentally important to staff in the birthing unit and not questioned by the staff members or parents. 

I’m in the delivery room. The baby has been breastfeeding a long time in skin-to-skin with the mother, but now the mother is going to have a shower and something to eat and the baby needs to be weighed, so that’s why the baby is removed from the mother to the baby care table. The baby needs to be separated because of course she needs to go to the scales… and at the same time, because she is separated anyway, her temperature and oxygen saturation will be measured while she is on the baby care table.

Study participants thought that the main issue threatening parent-infant closeness was the health of the infant. Closeness with the parent was perceived as risky if the infant’s physiological well being was compromised. Infants were immediately separated from their parents if they had visible problems with breathing or with saturation. In such cases the infant was taken into a separate room for observation. Participants considered that observing the infant was easier and safer when the infant was transferred onto a baby care table or into an incubator. Infants who did not cry immediately after birth or had low tonus were kept separated from the mother until he/she recovered. If the pediatrician wanted to check the infant for some reason, the infant was separated from the parent for the examination. Sometimes the mother was perceived as a threat to the infant’s well being because of her fatigue or exhaustion and that caused separation. For example, staff members considered that separation was better option for the infant than being close with an exhausted and sleeping mother.

Baby has been taken to the incubator in the resuscitation room because of low saturation and breathing difficulties. Additional oxygen in the incubator.

Tried to help the baby to latch on, but the baby was not interested. The mother has been falling asleep during breastfeeding, thus for baby’s safety the baby was removed from skin-to-skin. After performing routine care the baby was placed in a cot next to the mother. 

Parent initiated separation
According to the participants, parents usually agreed with the staff member’s decisions about closeness and separation in the birthing unit. Both closeness and separation events were mainly controlled by staff members but in few cases the participants described separation events initiated by the parents. There were no instances described in which parents took actions to achieve closeness with their infant; however, the data describe the phenomenon from the perspective of the staff.
 
I went at 8:20pm to the delivery room number 5, weighed the baby, cleaned her eyes and checked her condition. After that the baby was swaddled because the father did not take her skin-to-skin because the father went out for a smoke. 

DISCUSSION
To summarize, although the participants in this study aimed to promote mother-infant closeness, this goal was secondary to their desire to adhere to hospital routines and ensure the health and physiological stability of the newborn infant. The underlying rationale for promoting closeness was seldom mentioned. Closeness with the father or mother’s partner was considered a secondary objective compared to facilitating closeness between mother and infant. Fathers/partners were encouraged to be close with the infant only if the mother was unavailable or unwilling. Parents seldom initiated separation, and the implementation of closeness and separation was controlled by the staff. 

Mother-infant closeness in the form of skin-to-skin contact immediately after birth can be considered as a biological norm and is strongly recommended by World Health Organization (5). Early skin-to-skin contact is also an important element of the Baby-Friendly Hospital Initiative for both full-term (13) and preterm infants (14). Mother-infant closeness was considered a routine care practice in the study hospital and all the midwives and auxiliary nurses participating in this study aimed to promote closeness. Physical closeness was commonly justified as the ‘usual care practice’. Staff has difficulty articulating the evidence-based rationale for their care practices. They were aware of what they should do, but not the evidence underlying these practices. Nonetheless, the current study participants did implement evidence-based practices such as early skin-to-skin contact, which indicates a successful implementation process (15).

The phenomenon of closeness was quite narrowly interpreted in this context by midwives and auxiliary nurses. Closeness was mainly described as physical skin-to-skin contact; other forms of closeness, such as eye contact or emotional closeness were mentioned only by a few participants. Although physical closeness may facilitate emotional closeness and vice versa (16, 17), birthing unit staff might benefit from a broader perspective on what constitutes parent-infant closeness to be able to effectively support parent-infant closeness and bonding immediately after birth. Further study is needed of parents’ perspectives on what allows them to feel close to their infant soon after birth to provide a deeper understanding and new ideas about supporting closeness in the birthing unit.  

Nurses often justified parent-infant separation as necessary to maintain infant health. Staff members controlled separation and sometimes considered that closeness with a parent would compromise infant well being. In a previous study, NICU nurses found breastfeeding as a risk for infant’s health (18). In this study, observing the infant was considered easier and safer if the infant was separated from the parent in an incubator or on a baby care table. The neonatal mortality rate in Finland is 1.1/1000 and it is one of the lowest in Europe (19), thus the maternity and child welfare system including the care model in birthing hospitals is high-quality. Skin-to-skin contact stabilizes infants’ physiological condition after the birth (6). It may be possible to make vital observations and implement care procedures during skin-to-skin contact (20, 21). Thus, a paradigm shift is needed so that birthing unit staff sees parents as a resource and not a threat to infant health (16). The principles of family-centered care, such as parent autonomy and control, could be introduced in birthing as well as neonatal units (22) to achieve this shift.

Caesarean birth and the operating room environment seem to pose extra challenges for early maternal skin-to-skin contact (10, 11). In this study, however, a caesarean birth provided a unique opportunity for fathers to be close with their infants, which is also important (23, 24, 25).  Early mother-infant closeness is possible in operating room if both staff and parents are trained and prepared. Early skin-to-skin contact in the operating room is one element of family-centered caesarean birth (26). No adverse effects of early skin-to-skin in the operating room have been detected (27) and it also seems to decrease maternal oxidative stress (28). 

The sample size in this study was quite small; however, data saturation was achieved with repetitive recordings, and the data provided a coherent overview of the topic. The period observed (two hours after the birth) was very limited which possibly had an impact on the range of closeness and separation events recorded. Credibility was enhanced by including quotes in this report and by having two researchers perform the analysis. Participants at enrollment were given examples of closeness and separation events and these examples might have impacted on their interpretation of closeness and separation. Since the participants knew that the focus of the study was parent-infant closeness and separation, they may have changed their behavior. The participants recorded more closeness than separation events; they might have assumed that closeness is something desired and separation something to avoid. The rationale for separation might have been easier to express; reasons for separation are more concrete compared with justification of closeness. The findings of this study have transferability to the similar settings and provide some insights on how closeness and separation are implemented and understood in birthing units.

Conclusions
Parent-infant closeness and separation in the birthing unit were mainly controlled by the staff. Mother-infant closeness implemented as skin-to-skin contact was the primary aim, closeness between a father and his infant was secondary. The staff members worked according to the evidence-based practice but their main rationale for it was normal care practices. Compromised physiological condition of the infant led to separation. In future, infants’ health and welfare should be ensured without separating them from their parents. The new data collection method utilized in the study could serve as a tool for promoting parent-infant closeness by making the importance of closeness visible for both parents and professionals.
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