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Abstract
Background: The benefits of family-centered care for the health and well-being of preterm infants and their
families include increased parent-infant closeness, improved lactation, and positive mental health outcomes;
however, it is known that the extent to which family-centered care is adopted varies by unit. This study aimed to
understand how differences in neonatal care culture in two units in Finland and the U.S. were translated to parents’
infant feeding experiences in the hope of improving relationally focused feeding practices in both locations.
Methods: This qualitative, cross-sectional study utilized narrative methodologies to understand the lived experiences
of 15 families hospitalized in a tertiary neonatal intensive care unit in Finland (n = 8) and the U. S (n = 7).
Results: A global theme of lactation as a means or an end showed that lactation and infant feeding were framed
differently in each location. The three supporting themes that explain families’ perceptions of their transition to
parenthood, support as a family unit, and experience with lactation include: universal early postnatal challenges; culture
and space-dependent nursing support; and controlled or empowering breastfeeding experiences.
Conclusions: Care culture plays a large role in framing all infant caring activities, including lactation and infant feeding.
This study found that in the unit in Finland, breastfeeding was one method to achieve closeness with an infant, while
in the unit in the U.S., pumping was only an end to promote infant nutritional health. Therefore, breastfeeding coupled
with closeness was found to be supportive of a salutogenic, or health-promoting, care approach for the whole family.
Keywords: Infant feeding, Breastfeeding, NICU, Care culture, Parent-infant closeness, Family-centered care, Familyintegrated care

Background
The neonatal intensive care unit (NICU) has previously
been characterized by restrictive care cultures that limit
parental access to the infant, with some parental limitations still existing in many places even today [1]. Within
the past decade, a turn toward family-centered care (FCC)
has expanded the role of the parent in the NICU and has
become the standard of practice recommended by the
American Academy of Pediatrics [2–4]. Attributes of FCC
vary from unit to unit; however, scholars and clinicians
generally agree that this type of care is characterized by
unlimited parental presence, shared responsibility of the
infant’s hospital care, and open communication between
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parents and the NICU care team [5, 6]. This care approach
has shown ample benefits for the health, well-being, and
overall satisfaction with care for infants and their families,
as well as the possibility to decrease length of stay in the
NICU [7, 8].
Because parental presence serves as the foundation of
FCC, it is unsurprising that this approach to care also has
positive benefits for infant feeding. An exclusively human
milk based diet is the recommended nutrition for preterm
infants, especially those born very-low-birth-weight
(VLBW), as this diet has been shown to increase feeding
tolerance, improve neurodevelopment, and decrease risk
of severe infection, sepsis, or gastrointestinal disease [2, 9].
While there are evident barriers to providing this type of
diet to neonates, including difficulties with lactation initiation due to preterm birth and increased maternal stress
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[10], FCC that decreases parent-infant separation can help
alleviate some of the challenges associated with expressing
human milk in the NICU [11, 12]. Because mothers of
preterm infants often require skilled lactation support to
have success with lactation, lactation-supportive care cultures that prioritize both the biological and psychological
aspects of lactation may have positive impacts for the long
term health and well-being of the mother-infant dyad even
after NICU discharge [11, 13, 14].
While FCC may make providing an exclusively human
milk based diet to neonates more feasible, certain care cultures may be more breastfeeding friendly than others [15].
Preterm infants are often unable to initially feed from
breast, and therefore, mothers require additional support to
transition their infant to breast both in the hospital and at
home [16–18]. Many NICUs still have policies that postpone any breastfeeding attempts until a certain gestational
age; however, this may cause the infant to miss the developmental window to begin eating from breast [19, 20]. Furthermore, the benefits of direct breastfeeding to the mother
should not be overlooked, especially as related to establishing a relational bond with the infant [21–23].
Similar to the variation in care cultures surrounding
breastfeeding, some studies have found that FCC’s translation to the parent experience varies [6, 24–26]. Barriers
still exist that limit parental presence in many NICUs.
This includes limited access to single-family rooms or
other amenities necessary for families to stay comfortably
in the NICU [27, 28]. Single-family rooms have garnered
ample scholarly attention [29–31] with many studies suggesting that it is the family-staff interactions and parental
autonomy supported by these environments, and not necessarily just the architecture, that may make them successful [32–34]. Furthermore, the ways in which parental
autonomy is supported in these environments has been
shown to result in “attuned feeding,” or feeding that is relationally aware and supportive of a healthy mother-infant
dyad [35]. For this reason, it is evident that the extent to
which FCC is adopted can directly impact the infant feeding experiences of families in the NICU.
Nordic countries have shown success with the adoption of FCC and are advanced in their utilization of human milk in the NICU [1, 36–38]. There is speculation
that part of this success is due to the long parental
leaves and generous social welfare policies present in
these nations [39–41]. Parental leave is of particular importance when considering parental presence in the
NICU, and has been cited as one of the challenges associated with the adoption of single-family rooms in the
U.S., especially for parents of lower socioeconomic status
[29, 42, 43]. Conversely, current work in Nordic NICUs
is focused on not only having parents present in the
NICU, but also on having “zero separation” between parents and infants from the first moment after birth until
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hospital discharge via couplet care [44, 45]. Of additional
importance to the success of FCC in Nordic countries is
their medico-legal philosophy, as the responsibility of
care for a hospitalized infant may be more fully transferred to the family with limited legal risk in these national contexts in comparison to the U.S. [46].
Narrative methods are useful to understand the lived
experiences of families within different healthcare environments [47, 48]. Ample attention has been given to
the experiences of families in the NICU, both regarding
FCC and infant feeding, but most of these studies are
single-sited and do not compare narratives across care
cultures [49–52]. While some qualitative studies have
compared different NICU settings [35, 53, 54], there are
no currently published qualitative studies addressing
parents’ perspectives on care culture and its impact on
infant feeding in these two unique neonatal settings in
the United States and Finland. The purpose of this study
was to understand how the differences in care culture
between two tertiary NICUs in the U.S. and Finland are
translated to the infant feeding experiences of families in
order to better understand how to improve relationally
focused feeding practices in both locations.

Methods
Design

This cross-sectional, qualitative study aimed to understand the lived experiences of mothers who decided to
breastfeed or pump milk for their very preterm (< 32
weeks’ gestation) neonate in two different neonatal intensive care settings. The U.S. data include narratives
from a single site that were gathered as part of a larger
multi-sited ethnographic research study on human milk
feeding in U.S. neonatal intensive care settings. Data
from Finland are gathered from families hospitalized in
a single, regional unit using the same interview methodology as in the U.S. Ethics approval to conduct this study
was granted by the Elon University Institutional Review
Board and the Research Ethics Board of the Hospital
District of Southwest Finland.
Setting

Participant observation was completed in both settings to
gain a broad understanding of the unique care cultures in
each unit. The U.S. unit is a regional tertiary care unit
housed within a children’s hospital. It is not attached to a
birthing hospital, but receives infants via transfer from
birthing hospitals throughout the region. Most infants in
this unit are placed in an open-bay NICU architecture. The
Finnish unit is a regional tertiary care unit housed within a
children’s and women’s hospital, meaning that nearly all infants admitted to the unit are birthed in the same hospital.
Most infants in this unit are placed in a single-family room
for the majority of their stay. The Finnish unit has access to
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an on-site milk bank, while the U.S. hospital receives its
milk from an external milk bank. The catchment area for
the Finnish unit includes three level two hospitals, one of
which is located on an island. The furthest drive for families
of hospitalized infants is approximately 6 h by ground
transportation. The families coming from the small island
must take an overnight ferry to reach the hospital. The U.S.
unit is an all-referral unit, with most families residing
within approximately a 5-h drive to the hospital, but with
some coming from elsewhere in the continental United
States. However, it is important to note the differences in
healthcare organization between these two countries, as
hospital access is solely based on location in Finland, while
location and accepted medical insurances play a role in
hospital access in the U.S.
Both units encourage parents to be present for medical
rounds, but take a different philosophical approach in
their inclusion in medical decision-making [24, 25]. Parent participation in infant care is generally more encouraged in the Finnish unit than in the U.S. unit, although
both units support families to practice skin-to-skin with
their infants early on in their NICU stay [1, 55]. Neither
unit has the WHO Baby-Friendly Hospital Initiative
(BFHI) certification, but both are well-known for their
advances in FCC within their national contexts. Therefore, neither of these units represents the typical neonatal experience within the U.S. or Finland, but serve as
exemplars of FCC in these two countries. More detailed
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descriptions of each unit’s supportive amenities for families are provided in Table 1.
Participants

Written and oral information was provided to both sets of
participants before informed consent. U.S. participants
were recruited via a hospital family advocate, who reached
out to recently hospitalized, eligible families and shared
study information between August 2016–June 2017.
Finnish participants were recruited by S.H. and a Finnish
interpreter during the last month of the eligible family’s
hospitalization between October 2018–May 2019. The inclusion criteria were that the infant had been born very
preterm (< 32 weeks’ gestation) and VLBW (< 1500 g), and
that the mother had intended to breastfeed and/or pump
milk at the time of birth. Some families in Finland were
excluded if they were not proficient in English. Using a
grounded theory approach, study recruitment during each
recruitment period ended once thematic saturation in the
participants’ narratives was reached [47, 56].
A total of 15 families participated in this study, with 7
from the U.S. unit and 8 from the Finnish unit. Each set of
participants included a total of 11 infants. The average
gestational age of the infants was 27 weeks and there were
3 sets of multiples (2 sets of twins and 1 set of triplets in
the U.S., 3 sets of twins in Finland) in each set of participants. Average maternal age at birth was slightly lower in
the Finnish participants (29 years versus 31 years) and

Table 1 Descriptions of Supportive Accommodations for Families
Accommodation

Finnish Unit

U.S. Unit

Family Visiting

Parents, including siblings, may stay overnight at the
bedside as long as siblings are healthy. Other family
members are welcomed to visit as desired per parent
consent.

Parents, but not siblings or other family members, are invited
to stay overnight at the bedside. Other healthy family members
can visit during daytime hours per parent consent.

Sleeping
Arrangements

One or two adult hospital beds are provided based
on space in the infant’s room. In addition, sleeping
rooms are available within the hospital. Families
from out of town are also provided an apartment
near the hospital to stay if desired.

A recliner at the bedside is provided. There is limited access to
sleeping rooms away from the bedside, which are usually used
for families of infants close to discharge. Families from out of town
are invited to stay in the Ronald McDonald House on the hospital
campus.

Bathroom
Arrangements

50% of single family rooms have a private bathroom
with shower. The rest may access the bathroom and
shower a short walk down the hall.

There are no private bathrooms or showers provided in the unit,
but parents who stay overnight may access showers in a separate
part of the hospital.

Kitchen Access

A full kitchen is shared among families on the unit
and may be used to store and cook food.

A kitchenette is accessible in the common area just outside
the unit.

Laundry Access

Laundry machines are located on the unit and
accessible to all families.

There is no laundry access for families.

Common Areas

Two common areas are provided for families on the
unit: one living room where social events and family
classes are held, and one coffee/dining room where
meals can be eaten.

A common area is located just outside the unit with a kitchenette,
couches, and dining tables.

Pumping and
Milk Storage

Mothers pump at the bedside with either the singlefamily room door closed or a curtain drawn for privacy
if desired. Fresh milk is stored in a small fridge at the
bedside and families have access to the milk kitchen
where milk for fortification or already fortified milk
is placed.

Mothers may pump at the bedside or in a pumping room on the
unit. If pumping at the bedside, a curtain may be drawn for privacy.
All milk is stored in the milk kitchen and nurses manage the milk
storage and access process.
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more U.S. mothers were primiparous. Relevant demographic information can be found in Table 2.
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interpreter who translated medical terminology and
figures of speech. Basic demographic information was
collected after the interview.

Data collection

A series of narrative interview prompts were initially designed to elicit participants’ stories regarding infant feeding and lactation in the NICU [47]. Prompts and
elicitation techniques were first piloted with a small
number of volunteers in the U.S., who helped refine the
final series of questions used for data collection [56].
The same interview techniques were utilized in Finland,
and the interpreter and interviewer piloted these questions in the Finnish setting to ensure that they were
interpreted by the participants properly and that probing
would occur when necessary. Examples of interview
prompts are provided in Table 3.
U.S. participants were interviewed either in-person
(1) or by telephone (6), based on their preference.
Finnish participants were interviewed in the participant’s single-family room. All U.S. interviews were
conducted in English, and all Finland interviews were
conducted in English with the assistance of a Finnish
Table 2 Participant and Infant Demographic Information
Characteristic

U.S (%)

Finland (%)

23–27

7 (63.6)

7 (63.6)

28–32

4 (36.4)

4 (36.4)

Gestational Age

Maternal Age at Birth
20–24

1 (14.3)

0 (0)

25–29

2 (28.5)

3 (37.5)

30–34

3 (42.8)

1 (12.5)

35–39

0 (0)

3 (37.5)

40–44`

1 (14.3)

1 (12.5)

Twins

2 (18.2)

3 (27.2)

Triplets

1 (0.10)

0 (0)

5 (71.5)

3 (37.5)

Multiples

Parity
Priamparous
Multiparous

2 (28.5)

4 (50.0)

Grand Multiparous

0 (0)

1 (12.5)

Vaginal

3 (42.8)

5 (62.5)

C-Section

4 (57.1)

3 (37.5)

Analysis

All interviews were audio recorded, transcribed verbatim, and imported into Dedoose (Dedoose V6.1.18) for
analysis. Quality and completeness of the U.S. transcriptions were confirmed by S.H. and C.F.. Quality and completeness of the Finnish transcripts were confirmed by
S.H. and the Finnish interpreter.
Thematic narrative analysis was used to analyze participants’ interview responses [47]. Themes emerged from
the data via line-by-line coding of the text and constant
comparison across the data sets [56]. The U.S. and
Finland data were first analyzed separately. For each set
of data, analysis began with the authors (S.H. and C.F. in
the U.S., S.H. and L. L in Finland) familiarizing themselves with the data. Line-by-line coding was led by S.H.
for both sets of data and was confirmed during frequent
discussions with the authors (C.F. in the U.S. and L.L. in
Finland). After each set of data had been analyzed, all
authors discussed the similarities and differences between the two sets of data and highlighted relevant areas
of thematic saturation between both. The global themes
and subthemes that arose from the comparative analysis
of both sets of data are reported below.

Results
A global theme of lactation as a “means” or an “end”
emerged from the data set and is conceptualized in Fig. 1.
This theme relates to how lactation is framed by the staff
and embodied by the families in each unit based on the
implementation of FCC. The three supporting themes
that explain mothers’ perceptions of their transition to
parenthood within the NICU, their overall support as a
family unit, and their experience with lactation include:
universal early postnatal challenges; culture and space
dependent nursing support; and controlled or empowering breastfeeding experiences. These themes underpin
the concept that in the unit in Finland, direct breastfeeding is a “means” for closeness, while in the unit in the
U.S., pumping serves as an “end” for health.

Birth Method

Education
High School

2 (28.5)

3 (37.5)

Two or Four Year College

3 (42.8)

4 (50.0)

Graduate

2 (28.5)

1 (12.5)

*The U.S. sample contains 7 families and a total of 11 infants. The Finnish
sample contains 8 families and a total of 11 infants

Universal early postnatal challenges

Participants in both settings described their initial difficulty immediately after preterm birth, suggesting that a
birth that was different than expected led to struggles
with maintaining a sense of time and transitioning to
parenthood. It was also evident in these narratives that
separation or closeness immediately after birth impacted
the family’s ability to cope with the initial stresses of the
NICU and begin taking on the role of a parent.
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Table 3 Example Interview Prompts
Topic

Prompts

Becoming a Parent
in the NICU

Tell me your NICU story.
What expectations did you have for your
pregnancy and birth?
Describe the first time you saw your infant.
How did/does being in the NICU make you feel?
Describe your day to day NICU routine.

Infant Feeding

What were your infant feeding intentions?
How was/is your infant fed while in the NICU?
Describe the infant feeding education and support
you experienced.
What was the first time you pumped, did
skin/skin, breastfeeding, etc. like?

Provider
Interactions

Describe a time you discussed infant feeding
with a healthcare provider.
How did the NICU staff support you in infant
feeding?
Describe a time you negotiated with a provider
about your infant’s care.

Parenting Post
Discharge

How has the NICU impacted your parenting
today?
What are your hopes for your child’s nutrition
in the future?
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When describing preterm birth, many participants used
words such as “shock” and “worrisome” to characterize the
unexpected nature of being thrust into the postnatal period.
One participant in the U.S. stated: “umm, I remember feeling her move, and like really start to move that one week
and then that’s all I had. It was over in the blink of an eye”
(US5). For many, a normal pregnancy had preceded an unexpected preterm birth, making it feel extremely expedited.
One Finnish participant discussed her normal pregnancy
up until it was discovered in the second trimester that her
pregnancy was ectopic and stated: “Everything just came.
We just expected that everything was fine, so it all hit like a
wall…So it was … a little bit stressful” (F6). Feelings of being
blindsided were common among both sets of participants
even when preterm birth was expected, as this U.S. participant describes: “Umm, there were no warning signs. I was
classified high risk due to some blood issues I had a couple
years ago, but I was low risk on the high risk scale. So nothing should’ve gone wrong, umm, but for whatever reason I
went into labor” (US4).
Compounding these feelings of stress at preterm birth,
participants described a “jumbled up” sense of time and
a struggle to feel close with their infant. One Finnish
participant describes the ways that they were overwhelmed with information immediately after birth: “We
lost the sense of time. Yeah it was because we were like,

Fig. 1 Conceptualization of the Global Theme, “Lactation as a Means or an End”. This diagram outlines the different ways parents are allowed to
interact with their infants (“means”) and the clinical intention for these engagement methods (“ends”). This diagram further elucidates how
breastfeeding is one mean to achieve closeness in Finland, while pumping is one of few means for parents to contribute to infant health in
the U.S
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like in shock after the c-section and the whole situation.
It took like maybe two weeks that we were in a state of
you know … stress …” (F3). Some participants attributed
this confusion to separation from their infants. A Finnish
participant stated: “I think because the beginning was so,
everything went so quickly … and I couldn’t hold them or
see them so, I didn’t get the connection at all. Making the
connection took time” (F2). This feeling was exaggerated
in the U.S. participants, as few were able to stay comfortably overnight in the unit. One participant describes
the first night leaving her infant in the NICU after her
partner prompted her to return home and rest in bed instead of in the chair provided at her infant’s bedside: “I
was adamant I was not leaving. I was like ‘You’re taking
my heart out of my chest, I, I can’t … making me leave
her behind, how am I supposed to breathe?’” (US5).
Parent-infant separation, although imposed to a different extent in each unit, impacted participants’ perceptions of themselves as parents. One Finnish participant
describes how she had to remind herself that she became
a mother: “At home, I actually would forget that I even
had babies and I would have these pictures like reminding me … like yeah you have babies. You are a mother”
(F1). A mother in the U.S. described having a similar
problem, but at the bedside. She stated: “You know, it
was hard initially for me to just like adjust to knowing
that this little human was mine” (US3). Participants described eventually claiming their roles as parents, but
some were unsure what caused them to do so: “Now I
feel like a parent, but it took time for me. In the beginning if somebody said to me like ‘Hey mom,’ I would be
like ‘Huh, no’ … But now it changed. I don’t know what
changed it. Just something changed after a couple of
weeks” (F1). Others in Finland argued that it was the enhanced closeness that occurred once the infant was
allowed to be in kangaroo care or was moved to an open
bed instead of an incubator that made the difference:
“At first I think … the idea was is this really my baby?
Especially in the isolette. And then when he changed to
this bed he came much closer and then I think we both
started to do much better … You always see better the
changes in his face and the feelings and then I think it
is easier if you know the baby better” (F8).
For this reason, some participants reflected on the first
few days to weeks of their NICU stay as the most difficult,
even suggesting that it was the “lowest point of [the] stay”
(US3).
The role of culture and space dependent nursing support

Many mothers described nursing support as an integral
part of their NICU experience, especially as related to lactation and infant care. It is evident from the participants’
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narratives that both NICU space and care culture impact
perceptions of nursing support in each unit. In both infant
care and lactation, participants in the U.S. suggested that
the nursing approach in the open-bay unit produced barriers that caused them to feel a sense of failure, while participants in Finland described the ways that the nursing
approach within the single-family room helped them take
care of both their infant and themselves.
Participants in Finland described feeling a sense of autonomy in their single-family room, suggesting that
nurses gave them the space to process their emotions
and begin to get to know their infant:
“It kinda felt like you can do … what you want more
freely...because things like, like talking to the baby or
singing to the baby … even though it kinda feels like
the most normal thing, but when you have someone
else in the room you kind of feel a bit more selfconscious. And bursting into tears uhh next to someone
who you don’t know … it’s not like the most, the most,
most comfortable thing” (F2).
As parents slowly got to know their infant, nurses
taught and encouraged them to begin doing more of
their infant’s daily cares. One participant stated:
“Yeah from the beginning we have gotten more and
more tasks that they have given us to do. I feel very …
I feel like safe with the things they have us do. They
have been teaching and I can always ask like, 'What
do you think, should I help the baby this way or not?'
… so they … they really help a lot” (F5).
Care activities such as lifting their infant to kangaroo
care independently or preparing the milk to put in their
infant’s nasogastric tube were described as tasks that
families “really waited for” (F6) and were excited about.
Conversely, U.S. parents did not feel empowered by
nursing support, and even suggested that it would be
wrong for parents to expect to engage in their infants’
cares to the same level as the nurses did. One participant
stated: “When a baby is that medically fragile, there’s a lot
of things you cannot do” (US2). When opportunities to engage in infant care were allowed, they were often set on a
strict time schedule that the parents had to adhere to.
One participant describes missing her only opportunity to
change her infant’s diaper that day due to traffic:
“One time, I was driving from work down to the
hospital, which is about a 35 minute drive, and it was
traffic and bad weather, so the nurse went ahead and
like changed him before I got there. I had called ahead
and let her know I was running a little bit late umm,
and she insisted that she changed him, ummm,
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because it was his care time and umm, she had to
change him, and it, I mean it really upset me because
there’s, there’s limited opportunities there to interact
with your child” (US5).

has been for a long time … the only think you can do
for him. And of course, now it’s a lot more because I
can do all the … uh be with him in other ways and
kind of help him grow and get stronger” (F2).

This approach to care spilled over into lactation. Participants in the U.S. felt that pumping was the only way
they could provide for their infant because they were
allowed few opportunities to care for their infant in
other ways. This often created undue pressure to succeed with pumping. One participant stated:

Outside of having a more healthy approach to lactation because of the additional ways Finnish participants
were able to care for their infants, many Finnish participants also discussed how they were encouraged to take
care of both themselves and their infants while in the
NICU. One family described deciding to stay overnight
in the unit only a few nights a week so they could rest,
even if they wanted to always be in the unit with their
baby. One participant stated:

“And I would get so angry with myself. And I just, I
mean I would pump every two hours for 20 minutes
like the first probably month and it finally started
working but I was very hard on myself about that,
which is obviously due to the NICU because prior to
having him I was like, ‘Yeah I’ll try it and if it doesn’t
work who cares?’” (US6).
Many also described the ways that pumping and adhering to the necessary pumping schedule felt like a chore because it did not come with the same relational benefits as
breastfeeding: “Having to set my alarm to pump in the
middle of the night and not having a baby there was really,
really difficult. I think having had that kind of difficult experience … umm, I also had to go to work … back to work,
it took a toll” (US1). When pumping was unsuccessful,
many participants blamed themselves and internalized
guilt at having to give their infant a lesser form of nutrition despite the uncontrollable barriers they had faced.
One participant describes her emotions when she lost her
supply: “I was trying all of their tips and tricks but it just
started to slowly wean off … I tried for a couple weeks to
get it back up, and it was just, it wasn’t … it wasn’t what it
had been. I was getting minimal … I cried for days” (US5).
Some of the Finnish participants also felt a responsibility
to provide for their infants by expressing milk. One
Finnish participant described feeling as if it were her only
role at first: “It felt that if I am participating at least with
the milk, I did something. Yeah it felt that I have, I have
uh … a role. I have something” (F5). While this is the case,
many described the nurses’ efforts to remind families that
they shouldn’t stress about lactation: “The nurses
reminded all the time that, that uh, you really shouldn’t
feel bad if there isn’t enough milk … They would say it
shouldn’t be a thing that you stress about, but uhh, also
that all the benefits, that were really good” (F2). These reminders, along with eventually gaining opportunities to
independently care for their infants, offset any sense of
failure in the Finnish participants. One participant stated:
“On some days when I haven’t been able to produce as
much milk, it feels … it feels like rubbish. Because that

“Uh well when we stay here, we of course have been
listening to all these sounds and it’s, it’s really difficult
to sleep. We expect that we don’t get enough sleep …
that’s why we take Sundays free. And so, so we want to
experience it with her here, and then we just need to
go home and rest for a bit” (F3).
Others described finding time everyday to leave the
hospital, go for a walk outside, or meet up with friends:
“It’s a bit like our home. It’s great … but everyday we try
to do something outside or go for a walk... like go eat …
yeah so … I have been meeting some friends too and stuff
just to do something else. Everyday there is also something happening outside” (F5). A similar sense of selfcare was not present in the U.S. interviews, as many
families described simply trying to stay afloat. One parent stated, “I slept maybe four hours at a time, and I
mean I made so many friends with all the nurses, I got
teased because I would walk the halls, especially during
the first couple of weeks when she was super fragile”
(US5). It is evident that when U.S. families were not provided the autonomy to act as normally as possible with
their infants in the NICU, their own well-being was put
at risk. However, when nursing support focused on the
well-being of the entire family, participants in the
Finnish unit were better able to care for themselves and
in turn, care for their infants.
Controlled or empowering breastfeeding experiences

Participants in both groups (seven in Finland; three in
U.S.) were able to experience some form of breastfeeding
in the NICU, whether this be non-nutritive sucking, simply “practicing” breastfeeding, or fully transitioning to
breast. While this is the case, all participants had voiced
a desire to breastfeed before they gave birth preterm and
entered the NICU with breastfeeding as their goal.
For most U.S. participants, the inability to breastfeed
was related to losing their supply before the infant was
able to receive oral feeds or attempt breastfeeding. One
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participant stated: “We were not allowed to do breastfeeding until they were on nasal cannula or off, off of the
thing completely” (US4). Often families believed that the
extra support necessary to maintain their supply and
make it long enough to attempt breastfeeding came too
late:“Um, yes, I had planned on breas- breastfeeding ... my
kids. Um, once we met with the lactation specialist after I
was discharged ... So they did go over all that, um, but only
once I was out” (US7). In addition to the insufficient lactation support and restrictive policies about breastfeeding
initiation, it is also evident that breastfeeding opportunities were withheld even when the infant was indicating a
readiness to feed at breast. One participant described losing the opportunity to breastfeed because her infant
latched too well: “We were able to do non-nutritive at first
but she latched really well and really easily, so they didn’t
want her to … to like overfeed … since they had to regulate
every little bit that came in. Because she latched well, she
never got to breastfeed” (US1).
For those U.S. participants who were allowed to attempt breastfeeding in any form, this process was often
slow-moving and stressful. One participant stated:
“It literally would be like a drop, and that would
exhaust him because his lungs, like, were so tiny and
everything was tiny. So for me, the whole breastfeeding
process was extremely long and drawn out, and
numerous times I... kind of just wanted to give up, but
I knew I wanted him to have my milk” (US4).
It was clear to these participants that very few mothers in
the unit were able to become successful with breastfeeding,
which made them feel proud, but also limited their privacy
to explore breastfeeding independently. One participant
stated: “I guess I know statistically from what I was advised
there’s not a lot of moms that are able to breastfeed, whether
the stress or they just aren’t able to produce milk, or umm...
I know that there were literally a handful” (US2). Some
mothers described the attention their breastfeeding status
garnered as a bit “awkward” even if the staff was well intentioned in supporting them. One participant stated:
“Breastfeeding your child who hasn’t even been home yet
in front of a nurse and … occupational therapy there as
well. I think everyone just wanted to … I think because
of them being on oxygen support, like lactation wanted
to make sure that I was doing everything I needed to be
doing, and OT was watching to make sure the baby was
not shriveling or … ya know was in the best position to
… to make it successful. So … it was very awkward as a
new parent breastfeeding” (US4).
For this reason, breastfeeding in the U.S. unit often felt
sterile and controlled, making it difficult for mothers to
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use breastfeeding as a method for developing a relationship with their infant.
Unlike the U.S. participants, the participants in Finland
described breastfeeding in the NICU to be a generally
positive experience. In the Finnish unit, opportunities to
practice breastfeeding were welcomed and usually
allowed before the infant was off of respiratory support,
including intubated infants on ventilation, as well as respiratory support via high flow nasal cannula and CPAP.
Additionally, a restriction on total nutritional volumes
did not prevent mothers from being able to attempt
breastfeeding. Participants often described feeling overjoyed by their first time taking their infant to breast:
“Well, of course it was really, well just fantastic.... And
even the first times that, well, not even breastfeeding, but
when they said that you could like bring him next to
your breast, and kind of like smell, and maybe lick a
little bit. So that was for me kind of the experience” (F2).
Participants felt that taking their infant to breast was a
critical part of building a relational bond even if the infant was not getting any milk from the breast. One participant stated, “I think that breastfeeding is an
important way to get close with the babies. And that it’s
not just to eat, but to feel connected” (F5). Another participant described feeling that her infant enjoyed being
at breast regardless of feeding success: “...and umm, and
I feel like she was really enjoying it even though she
didn’t get much out of it yet” (F3).
The sentiment that breastfeeding was a dual responsibility and a dual benefit for both mother and infant was
commonly discussed by Finnish participants. Some were
surprised with the ways that their infants immediately
knew what to do at breast, while others discussed the fact
that they were both continuing to learn. One mother
stated, “Uhh it was very lovely to see that she right away
got the point of what to do” (F6). Even when breastfeeding
was not successful at first, participants were encouraged
not to stress and think of it as a learning process: “We kept
practicing and we both improve [d] a lot” (F3).
The NICU staff often reiterated that the volume of
milk transferred via breastfeeding should not be the
focus of the experience. One participant stated, “I felt
that they were really supportive and uh, tried to
emphasize that on the first times it doesn’t really matter
… yeah … how effective it seems” (F2). Once breastfeeding opportunities were offered, the nurses taught parents
how to do pre and post weights to track the volume of
milk transferred, but encouraged families not to feel discouraged by the numbers. One mother described the
variability in her infant’s ability to successfully eat from
breast: “So the best that she can do at the moment is like
20, 20 mls [and] that’s actually quite a lot for a baby her
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age. So … yeah, but yeah it varies. Sometimes she can’t
get much and sometimes she loses when I try to breastfeed her” (F3).
Similar to the breastfeeding process in the U.S.,
Finnish participants also felt that the journey toward
breastfeeding was slow moving and hard work. One participant stated:
I would really love to fully breastfeed her, but it’s going
to be a challenge I think that it will probably be worth
it that we take the effort and try to progress till … till
[full] breastfeeding so that she rarely eats from the
bottle” (F6).
While many Finnish participants hoped they would be
able to transition their infant to fully breastfed, they
were open minded to the idea that they may also have to
give bottles: “[I’m] trying to uh, let go of the thought that
breastfeeding is the way (laughing) and that if it, if it
feels too difficult it’s okay” (F2). Overall, the experience
of breastfeeding in the Finnish unit was realistic, yet
positive and focused on promoting parent-infant closeness rather than focusing exclusively on nutritional value
and milk volumes.

Discussion
Our data revealed that care culture, beginning from the
early postnatal period and continuing throughout the entire NICU stay, serves to frame the utilization and
intended goal of lactation as relationally focused or exclusively nutritionally-driven. The primary finding of our
study is that lactation was framed and utilized in each care
culture to achieve a different end. The approach to lactation in the Finnish unit is grounded in finding methods to
promote parent-infant closeness by focusing on the relational potential of breastfeeding. The approach to lactation in the U.S. unit is based in medical need for human
milk and suggests that pumping is the primary method for
parents to contribute to the health of their infant.
Previous studies have documented the varied experiences
of mothers who are pumping for their infants in the NICU,
and have also argued for a more relational approach to lactation using methods that promote closeness via pumping
and breastfeeding [21, 57, 58]. This study expands these
findings by showing that relational feeding has been implemented successfully in some NICU contexts, but not in
others. The Finnish participants in our study seemed to experience “reciprocal” or “attuned” feeding with their infants
[22, 59], and breastfeeding practice became a shared learning experience for both the mother and the infant. In contrast, U.S. participants felt singular pressure to maintain
milk volumes and only experienced breastfeeding as controlled and medicalized. For this reason, promoting a sense
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of dual responsibility for breastfeeding while emphasizing
relationship building may lessen or prevent the sense of
failure common among mothers who are providing milk
for their infants in the NICU.
While this study found many differences between the
two care cultures, parental psychosocial challenges during
the early postnatal period were common for both sets of
participants. This finding is consistent with previous literature that regards the first few weeks after birth as the
most critical for promoting parent-infant closeness and familial psychosocial well-being [60, 61]. This time period
also coincides with lactation initiation. The “golden hour”
of lactation continues to be clinically relevant due to evidence that early lactation initiation impacts milk volumes
and breastfeeding status at discharge [62–64]. For this reason, neonatal clinicians should take into account the
family’s ongoing adjustment to parenthood that is also occurring at this time and approach lactation sensitively.
Prenatal lactation education for those at risk of preterm
birth could help prepare parents to initiate lactation soon
after birth. Furthermore, lactation education using a full
family approach could reduce stress on the mother while
redistributing the responsibility of lactation across the
family unit.
Findings also showed that both culture and space played
a role in the participants' overall NICU and infant feeding
experiences. A feeling of “at homeness” in NICU spaces has
been shown to relate to familial autonomy and a sense of
attuned feeding [35]. Our study builds on this finding by
suggesting that parents can better care for themselves and
their infants in home-like spaces, but may feel a sense of
failure or lack of control when they are simply visitors to
the NICU. We argue that this is due to both space and
nursing culture, and suggest that the Finnish participants’
increased involvement and healthier approach to lactation
could be explained by the longer nurse-parent interaction
known to occur in single-family rooms [34]. The symbiotic
relationship between care culture and space is evidence that
access to single-family rooms is not enough to encourage a
relational approach to lactation. As this style of NICU
architecture continues to become more prevalent, NICU
staff members must be willing to alter their care practices
to provide for the familial autonomy that these spaces
encourage.
Our findings suggest that a focus only on the health
benefits of lactation could be detrimental to family wellbeing. A true family centered approach is one that promotes family autonomy, parent-infant closeness, and
shared-decision making [6], all of which may come into
conflict with lactation when it is singularly framed as an
end for health. Parents of preterm infants are already at
an increased risk of mental health difficulties, which can
have long-term impacts on neurodevelopmental and behavioral outcomes of preterm born children [65–67].
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Therefore, strategies that promote family well-being
should be at the forefront of neonatal research. This
should include longitudinal research on the benefits of
relationally focused lactation support for the mental
health outcomes of both the infant and parents. We recommend that clinicians use a salutogenic, or health promoting, approach to all care, including infant nutrition
and lactation promotion practices that protect breastfeeding. Relationally focused lactation will fall into place
when the health and well-being of the family unit is at
the center of NICU care.

Strengths and limitations

This study builds upon the small body of literature on
cross-national qualitative studies in the NICU and studies two cultural contexts that, to the authors’ knowledge,
have not yet been compared, but represent varied approaches to FCC in developed NICU settings. Furthermore, with the ample attention that Nordic healthcare
settings have garnered over the past decade, this study
expands upon some of the potential reasons for their
successes and recommends methods for improvement
elsewhere.
This research was conducted at different points in
time in both the development of neonatal care and in
each participant’s NICU stay. Between the time that U.S.
recruitment ended and Finnish recruitment began, care
approaches in the U.S. might have changed to become
more family-friendly. Additionally, because the U.S. interviews were conducted after hospital discharge, and
the Finnish interviews were conducted in the last month
of hospitalization, there could be some potential biases
in both sets of interviews.
All of the interviews were conducted by S.H., who is a
citizen of the U.S. and does not speak Finnish. In order to
enhance credibility and promote reflexivity during analysis, research findings were grounded in field notes from
participant observation in each setting and discussed regularly with C.F. and L.L. While all Finnish participants were
proficient in English and interviews were conducted in
English, the minimal language barrier present between
S.H. and participants in Finland may have also introduced
some bias into the interviews, even with the help of an interpreter, but the authors attempted to minimize this effect by having the interpreter confirm the quality and
completeness of the transcripts.
There are minor differences between the study hospitals
that may have influenced the participants’ narratives.
While the infants of the U.S. participants were transferred
to the children’s hospital after birth, this does not represent all NICU admission experiences in the U.S., as some
NICUs are co-located with delivery wards. Hospital transfer may have impacted initial parental presence and
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lactation initiation for these participants, and must be
considered when interpreting the results of this study.
Finally, the authors would be remiss not to note the
differences in socioeconomic and ethnic demographics,
family leave policies, and healthcare access between
these two nations. The authors acknowledge that the
general U.S. population is more socioeconomically and
ethnically diverse than the general Finnish population,
even if our sample populations are comparable, and that
these attributes may influence care within cultural contexts differently. The authors also acknowledge the importance of generous paid family leave and universal
healthcare in supporting FCC. These differences likely
have an unavoidable impact on parental presence and
care practices in both settings, and therefore must be acknowledged when interpreting the results of this study
and making recommendations for FCC. However, despite these limitations, the findings of this study offer
valuable information about ways NICUs can support the
overall wellbeing of families, while raising important
questions for future study regarding the role of societal
structures in family NICU experiences.

Conclusion
This study illustrates the importance of care culture to
the infant feeding experiences of families, and suggests
that it is both culture and space that should be
accounted for when creating family-inclusive NICU environments. A global theme of lactation as a “means” or
an “end” captures how lactation has been framed differently in these two unique neonatal settings. This finding
suggests that relationally focused lactation that prioritizes family well-being can only be achieved by supporting parent-infant closeness and parental autonomy.
Neonatal clinicians and scholars should take this into account when developing FCC initiatives and breastfeeding
protective lactation interventions in the future.
Abbreviations
FCC: Family Centered Care; NICU: Neonatal Intensive Care Unit; VLBW: Verylow-birth-weight

Acknowledgements
This research was supported by the Lumen Prize, the Fulbright Finland
Foundation, and the Lois Roth Endowment. The first author would like to
thank her research mentors for their continued support and many hours of
work: Dr. Aunchalee Palmquist, Dr. Cynthia Fair, and Dr. Liisa Lehtonen. The
authors would also like to thank the families who participated in this study
in both locations, as well as our Finnish interpreter, Eevi Yli-Lassila.

Authors’ contributions
SH contributed to the design of the U.S. study. SH and LL designed the
study in Finland. SH conducted participant observation, recruitment, and
interviews in both settings. SH led the analysis with CF and LL participating
in ongoing discussions about the data and analysis. S.H. drafted the
manuscript and all authors approved the final version.

Holdren et al. BMC Pregnancy and Childbirth

(2019) 19:345

Authors’ information
Sarah Holdren is a Fulbright Finland U.S. Student Grantee with training in
medical anthropology and qualitative research. Dr. Liisa Lehtonen is a
neonatologist and professor of pediatrics at Turku University Hospital and
the University of Turku. Dr. Cynthia Fair is a professor of public health studies
and department chair at Elon University.
Funding
Support for the U.S. portion of this research was funded by the Elon
University Lumen Prize and Honors Program, which allowed S.H. to travel to
the U.S. unit to conduct participant observation and data collection. Support
for the Finnish portion of the research was funded by the Fulbright Finland
Foundation & The Lois Roth Endowment, which allowed S.H. to travel and
live in Finland during the participant observation, data collection, and
analysis periods. Funding sources played no role in the views expressed in
this paper.
Availability of data and materials
The data that support the findings of this study are available on request
from the corresponding author. The data are not publicly available due to
them containing information that could compromise research participant
privacy/consent.
Ethics approval and consent to participate
This research was approved by the Elon University Institutional Review Board
and the Ethics Committee of the Hospital District of Southwest Finland (#92/
2018, approved 9/18/18). All participants completed written consent before
participation.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Pediatrics, Turku University Hospital, Turku, Finland. 2Public
Health Studies & Department Chair, Elon University Department of Public
Health Studies, Elon, North Carolina, USA. 3Department of Pediatrics,
Neonatology & Professor of Pediatrics, Turku University Hospital, Turku,
Finland.
Received: 27 June 2019 Accepted: 12 September 2019

References
1. Raiskila S, Axelin A, Toome L, et al. Parents’ presence and parent-infant
closeness in 11 neonatal intensive care units in six European countries vary
between and within the countries. Acta Paediatr. 2017;106:878–88.
2. AAP. Patient- and family-centered care and the pediatrician’s role. Pediatrics.
2012;129:394–404.
3. Craig JW, Glick C, Phillips R, et al. Recommendations for involving the family
in developmental care of the NICU baby. J Perinatol. 2015;35:S5–8.
4. Gooding JS, Cooper LG, Blaine AI, et al. Family support and family-centered
care in the neonatal intensive care unit: origins, advances, impact. Semin
Perinatol. 2011;35:20–8.
5. Mikkelsen G, Frederiksen K. Family-centred care of children in hospital – a
concept analysis. J Adv Nurs. 2011; Mikkelsen - Wiley Online Library, https://
onlinelibrary.wiley.com/doi/full/10.1111/j.1365-2648.2010.05574.x (2010,
Accessed 17 Apr 2019).
6. Roué J-M, Kuhn P, Maestro ML, et al. Eight principles for patient-centred
and family-centred care for newborns in the neonatal intensive care unit.
Arch Dis Child Fetal Neonatal Ed. 2017;102:F364–8.
7. Flacking R, Lehtonen L, Thomson G, et al. Closeness and separation in
neonatal intensive care. Acta Paediatr Oslo Nor 1992. 2012;101:1032–7.
8. Segers E, Ockhuijsen H, Baarendse P, et al. The impact of family centred
care interventions in a neonatal or paediatric intensive care unit on parents’
satisfaction and length of stay: a systematic review. Intensive Crit Care Nurs.
2019;50:63–70.
9. AAP. Donor human milk for the high-risk infant: preparation, safety, and
usage options in the United States. Pediatrics. 2016;139:e20163440.

Page 11 of 12

10. Meier PP, Engstrom JL, Patel AL, et al. Improving the use of human milk
during and after the NICU stay. Clin Perinatol. 2010;37:217–45.
11. Flacking R, Ewald U, Wallin L. Positive effect of kangaroo mother care on
long-term breastfeeding in very preterm infants. J Obstet Gynecol Neonatal
Nurs. 2011;40:190–7.
12. Treherne SC, Feeley N, Charbonneau L, et al. Parents’ perspectives of
closeness and separation with their preterm infants in the NICU. J Obstet
Gynecol Neonatal Nurs. 2017;46:737–47.
13. Adedinsewo DA, Fleming AS, Steiner M, et al. Maternal anxiety and
breastfeeding: findings from the MAVAN (maternal adversity, vulnerability
and neurodevelopment) study. J Hum Lact. 2014;30:102–9.
14. Meier PP, Johnson TJ, Patel AL, et al. Evidence-based methods that promote
human milk feeding of preterm infants: an expert review. Clin Perinatol.
2017;44:1–22.
15. Barrera CM, Beauregard JL, Nelson JM, et al. Association of maternity care
practices and policies with in-hospital exclusive breastfeeding in the United
States. Breastfeed Med Off J Acad Breastfeed MedEpub ahead of print 26
February 2019. https://doi.org/10.1089/bfm.2018.0196.
16. Bennett CF, Grassley JS. A community partnership to support breastfeeding
mothers of late preterm infants. Nurs Womens Health. 2017;21:274–82.
17. Briere C-E, McGrath JM, Cong X, et al. Direct-breastfeeding premature
infants in the neonatal intensive care unit. J Hum Lact. 2015;31:386–92.
18. Niela-Vilén H, Axelin A, Melender H-L, et al. Aiming to be a breastfeeding
mother in a neonatal intensive care unit and at home: a thematic analysis
of peer-support group discussion in social media. Matern Child Nutr. 2015;
11:712–26.
19. Maastrup R, Hansen BM, Kronborg H, et al. Breastfeeding progression in
preterm infants is influenced by factors in infants, mothers and clinical
practice: the results of a national cohort study with high breastfeeding
initiation rates. PLoS One. 2014;9:e108208.
20. Nyqvist KH, Häggkvist A-P, Hansen MN, et al. Expansion of the baby-friendly
hospital initiative ten steps to successful breastfeeding into neonatal
intensive care: expert group recommendations. J Hum Lact Off J Int Lact
Consult Assoc. 2013;29:300–9.
21. Dykes F, Flacking R. Encouraging breastfeeding: a relational perspective.
Early Hum Dev. 2010;86:733–6.
22. Flacking R, Ewald U, Nyqvist KH, et al. Trustful bonds: a key to “becoming a
mother” and to reciprocal breastfeeding. Stories of mothers of very preterm
infants at a neonatal unit. Soc Sci Med. 2006;62:70–80.
23. van Wijlen JE. Breastfeeding woman or lactating object? A critical
philosophical discussion on the influence of Cartesian dualism on
breastfeeding in the neonatal intensive care unit. J Clin Nurs:0Epub ahead
of print 2018. https://doi.org/10.1111/jocn.14686.
24. Aija A, Toome L, Axelin A, et al. Parents’ presence and participation in medical
rounds in 11 European neonatal units. Early Hum Dev. 2019;130:10–6.
25. Axelin A, Outinen J, Lainema K, et al. Neonatologists can impede or support
parents’ participation in decision-making during medical rounds in neonatal
intensive care units. Acta Paediatr. 2018;107:2100–8.
26. Thomson G, Moran VL, Axelin A, et al. Integrating a sense of coherence into
the neonatal environment. BMC Pediatr. 2013;13:1–8.
27. Beck SA, Weis J, Greisen G, et al. Room for family-centered care – a
qualitative evaluation of a neonatal intensive care unit remodeling project. J
Neonatal Nurs. 2009;15:88–99.
28. Stevens DC, Munson DP, Khan MA. The single-family room neonatal
intensive care environment. NeoReviews. 2016;17:e687–96.
29. Lester BM, Salisbury AL, Hawes K, et al. 18-month follow-up of infants cared for
in a single-family room neonatal intensive care unit. J Pediatr. 2016;177:84–9.
30. Servel AC, Rideau ABN. Single-family rooms for neonatal intensive care units
impacts on preterm newborns, families, and health-care staff. A systematic
literature review. Arch Pediatr Organe Off Soc Francaise Pediatr. 2016;23:
921–6.
31. van Veenendaal NR, Heideman WH, Limpens J, et al. Hospitalising preterm
infants in single family rooms versus open bay units: a systematic review
and meta-analysis. Lancet Child Adolesc Health. Epub ahead of print 8
January 2019. https://doi.org/10.1016/S2352-4642(18)30375-4.
32. Lester BM, Hawes K, Abar B, et al. Single-family room care and
neurobehavioral and medical outcomes in preterm infants. PEDIATRICS.
2014;134:754–60.
33. Mäkelä H, Axelin A, Feeley N, et al. Clinging to closeness: the parental view
on developing a close bond with their infants in a NICU. Midwifery. 2018;62:
183–8.

Holdren et al. BMC Pregnancy and Childbirth

(2019) 19:345

34. Toivonen M, Lehtonen L, Löyttyniemi E, et al. Effects of single-family rooms
on nurse-parent and nurse-infant interaction in neonatal intensive care unit.
Early Hum Dev. 2017;106–107:59–62.
35. Flacking R, Dykes F. ‘Being in a womb’ or ‘playing musical chairs’: the
impact of place and space on infant feeding in NICUs. BMC Pregnancy
Childbirth. 2013;13:179.
36. Navne LE, Svendsen MN, Gammeltoft TM. The attachment imperative:
parental experiences of relation-making in a Danish neonatal intensive care
unit. Med Anthropol Q. 2018;32:120–37.
37. Westrup B. Family-centered developmentally supportive care: the Swedish
example. Arch Pédiatrie. 2015;22:1086–91.
38. Wilson E, Bonamy A-KE, Bonet M, et al. Room for improvement in breast
milk feeding after very preterm birth in Europe: results from the EPICE
cohort. Matern Child Nutr. 2018;14:e12485.
39. Kamphorst K, Brouwer AJ, Poslawsky IE, et al. Parental presence and
activities in a Dutch neonatal intensive care unit: an observational study. J
Perinat Neonatal Nurs. 2018;32:E3.
40. Svendsen MN, Navne LE, Gjødsbøl IM, et al. A life worth living: temporality,
care, and personhood in the Danish welfare state. Am Ethnol. 2018;45:20–33.
41. Tandberg BS, Frøslie KF, Flacking R, et al. Parent-infant closeness, parents’
participation, and nursing support in single-family room and open bay
NICUs. J Perinat Neonatal Nurs. 2018;32:E22.
42. Greenfield JC, Klawetter S. Parental leave policy as a strategy to improve
outcomes among premature infants. Health Soc Work. 2016;41:17–23.
43. Weber A, Harrison TM, Steward D, et al. Paid family leave to enhance the
health outcomes of preterm infants. Policy Polit Nurs Pract. 2018;19:11–28.
44. Haumont D. NIDCAP and developmental care. J Pediatr Neonatal Individ
Med JPNIM. 2014;3:e030240.
45. Örtenstrand A, Westrup B, Broström EB, et al. The Stockholm neonatal family
centered care study: effects on length of stay and infant morbidity.
Pediatrics. 2010;125:e278–85.
46. Bal BS. An introduction to medical malpractice in the United States. Clin
Orthop. 2009;467:339–47.
47. Riessman C. Narrative methods for the human sciences. New York: SAGE
Publications; 2007.
48. Ringham C. Narratives and embodied knowing in the NICU. Neonatal Netw.
2012;31:16–9.
49. Bower K, Burnette T, Lewis D, et al. “I had one job and that was to make
milk”: mothers’ experiences expressing Milk for their very-low-birth-weight
infants. J Hum Lact. 2017;33:188–94.
50. Folwer C, Green J, Elliot D, et al. The forgotten mothers of extremely
preterm babies: a qualitative study. J Clin Nurs. 2019;28:1–11.
51. Lasiuk GC, Comeau T, Newburn-Cook C. Unexpected: an interpretive
description of parental traumas’ associated with preterm birth. BMC
Pregnancy Childbirth. 2013;13(Suppl 1):S13.
52. Parker MG, Lopera AM, Kalluri NS, et al. “I felt like I was a part of trying to
keep my baby alive”: perspectives of Hispanic and non-Hispanic black
mothers in providing milk for their very preterm infants. Breastfeed Med.
2018;13:657–65.
53. Flacking R, Thomson G, Axelin A. Pathways to emotional closeness in
neonatal units – a cross-national qualitative study. BMC Pregnancy
Childbirth. 2016;16:170.
54. Orfali K, Gordon E. Autonomy gone awry: a cross-cultural study of parents’
experiences in neonatal intensive care units. Theor Med Bioeth. 2004;25:329–65.
55. Gonya J, Ray WC, Rumpf RW, et al. Investigating skin-to-skin care patterns
with extremely preterm infants in the NICU and their effect on early
cognitive and communication performance: a retrospective cohort study.
BMJ Open. 2017;7:e012985.
56. Bernard HR. Research methods in anthropology: qualitative and quantitative
approaches. New York: Rowman Altamira; 2011.
57. Boucher CA, Brazal PM, Graham-Certosini C, et al. Mothers’ breastfeeding
experiences in the NICU. Neonatal Netw. 2011;30:21–8.
58. Bujold M, Feeley N, Axelin A, et al. Expressing human Milk in the NICU:
coping mechanisms and challenges shape the complex experience of
closeness and separation. Adv Neonatal Care. 2018 Feb;18(1):38–48.
59. Flacking R, Ewald U, Starrin B. ‘I wanted to do a good job’: experiences of
“becoming a mother” and breastfeeding in mothers of very preterm infants
after discharge from a neonatal unit. Soc Sci Med. 2007;64:2405–16.
60. Cook N, Ayers S, Horsch A. Maternal posttraumatic stress disorder during
the perinatal period and child outcomes: a systematic review. J Affect
Disord. 2018;225:18–31.

Page 12 of 12

61. Feldman R. Sensitive periods in human social development: new insights
from research on oxytocin, synchrony, and high-risk parenting. Dev
Psychopathol. 2015;27:369–95.
62. Hoban R, Bigger H, Schoeny M, et al. Milk volume at 2 weeks predicts
mother’s own milk feeding at neonatal intensive care unit discharge for
very low birthweight infants. Breastfeed Med Off J Acad Breastfeed Med.
2018;13:135–41.
63. Parker LA, Hoffman J, Darcy-Mahoney A. Facilitating early breast Milk
expression in mothers of very low birth weight infants. MCN Am J Matern
Nurs. 2018;43:105.
64. Wilson E, Christensson K, Brandt L, et al. Early provision of Mother’s own
Milk and other predictors of successful breast Milk feeding after very
preterm birth: a regional observational study. J Hum Lact. 2015;31:393–400.
65. Ahlqvist-Björkroth S, Axelin A, Korja R, et al. An educational intervention for
NICU staff decreased maternal postpartum depression. Pediatr Res. 2019;
85(7):982–6.
66. Bozkurt O, Eras Z, Sari FN, et al. Does maternal psychological distress affect
neurodevelopmental outcomes of preterm infants at a gestational age of
≤32weeks. Early Hum Dev. 2017;104:27–31.
67. Huhtala M, Korja R, Lehtonen L, et al. Associations between parental
psychological well-being and socio-emotional development in 5-year-old
preterm children. Early Hum Dev. 2014;90:119–24.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

