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ABSTRACT

Introduction: This paper reviews practices addressing the perinatal mental health of families hospitalized 
in Neonatal Intensive Care Units (NICU). Achievements in increased survival of high-risk newborns 
involve prolonged hospitalization and emotional care of their families.
State of the art: the conceptual framework refers to person-centered care and its perinatal expression 
in the Safe and Family-Centered Maternity Model (SFCMM). It includes experiences of local and 
international referents that guide interventions in the field.
Conclusions: the importance of emotional care in highly stressful scenarios is highlighted, given its 
impact on the care and construction of early bonds between hospitalized newborns (NB) and their 
primary referents. It mentions psychological risk factors and possible approaches. We propose actions 
for promotion, prevention, and assistance in this context. 
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INTRODUCTION

The family-centered care approach marks a shift from 
the traditional professional model to care centered on 
individuals and their family groups. That became visible 
in the 1980s with Bronfebrenner’s ecological theory1 and 
consolidated in the 1990s with the Family Centered Care 
proposal for infants, toddlers, and adolescents2. In the 
local scenario, early contributions in the 1960s by Drs. 
Carlos A. Gianantonio and Florencio Escardó, heads 
of pediatric hospitalization areas at the R. Gutiérrez 
Pediatrics Hospital, set the course positively. 

In perinatal care, this paradigm shift manifests itself 
in the Safe and Family-Centered Maternity Care (FCMC)3 
approach, which recognizes the family as the protagonist 
during pregnancy, delivery, and puerperium care. The 
arrival of a child requiring specialized care in neonatology 

is part of step 5 of the FCMC model4. The model proposes 
to bring back the protagonism of families in highly 
technological scenarios to: “Facilitate the inclusion of the 
mother, father and the rest of the family in the neonatal 
hospitalization” without neglecting the safety component. 
The increasingly frequent recovery of very premature 
children, or those with different pathologies, requires 
the assembly of personalized care from the beginning 
of life and medical assistance and technological support.

The survival of high-risk newborns (NB) has increased 
notably, and parental care is consequently a necessary 
variable to include in this context. According to figures 
from the Dirección de Estadísticas e Información de Salud 
(DEIS)5 that year, 1.1% of live newborns were preterm 
babies weighing less than 1500 g, which corresponds to 
8078 children in that year. The shift in the limit of viability 
and the implementation of perinatal regionalization6 
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entail a particular challenge: the work of Mental Health 
with high-risk patients.

The gestation and birth of a child are momentous 
events in personal and family history, with cultural and 
social resonance. The high obstetric and neonatal risk 
implies an additional impact and emotional demands7. 
Families are confronted with their expectations of health 
and integral well-being when facing a Neonatal Intensive 
Care Unit (NICU) admission. Parental ideals appear 
threatened, and adaptation to the new situation implies a 
great challenge of personal and family adaptation. Parents 
face new demands arising from the challenging process 
of getting to know their child,  governed by personal 
schedules that vary according to each individual’s history. 
As explained by Gonzalez et al., “The family and social 
ideal gets shaken, and the expectations of celebration turn 
into uncertainty about survival” 8.

 On the occasion of prenatal diagnoses capable of 
anticipating neonatal hospitalization or premature 
birth, families face a disruptive process with emotions 
that integrate fear, guilt, anxiety, stress, and anguish, 
among others. These emotions vary in their occurrence 
according to the personal coping strategies put in place, 
the defense mechanisms involved, and the new and pre-
existing symbolic resources. It is essential to consider 
the presence or absence of a social or family network, 
or both, the socio-environmental context and perinatal 
antecedents, bereavement, previous hospitalizations in 
the NICU, and similar diagnoses of other children and 
or family members. It is necessary to know the history of 
mental health conditions, such as postpartum depression 
and or anxiety, individual and family, to accompany 
families in this transition.

Institutions can contribute to better coping according 
to the practices they adopt and the space they give to the 
family. Trust in the healthcare team, with timely and 
adequate information on the baby’s condition, are some 
of the dimensions to consider here.

A newborn’s fragility calls for the continuous 
availability of its caregivers. The baby admitted to the 
NICU is in an even more vulnerable conditions, as well as 
his parents and the extended family, who must reorganize 
their responses in the face of uncertainty. This paper aims 
to reflect on the family care practices of the hospitalized 
newborn as a practical guide to thinking about perinatal 
mental health interventions in the NICU setting.

Lemus Alcántara et al. 9 point out that “health care 
has been the object of multiple initiatives to improve 
it, with the particularity of placing quality at the 
center (...). The approaches, described as innovative 
and avant-garde, propose changes in form and their 
interest in modifying the notion of ‘patient’ (...). Thus, 
the term ‘user’ introduces the idea of someone with 
decision-making capacity”. Thus, it is not a simple 
choice of vocabulary; on the contrary, the terminology 
used derives from a conceptualization and a way of 
thinking about the health system, its effectors, and the 
relationships framed therein.

DEVELOPMENT: MOST FREQUENT PROBLEMS AND 
MENTAL HEALTH INTERVENTIONS

Various actions aim at caring for the baby and its 
family environment during hospitalization. Firstly, to 
facilitate entry and continuous stay of parental caregivers 
in the NICU. 

However, within the framework of child’s rights 
protection and perinatal care, restrictions and visiting 
hours within these units express institutional barriers 
based on hospital-centric models10,11. Many institutions 
have the “Mothers’ Hospital Residence” device, which 
allows physical proximity and promotes initial attachment 
between mothers and their hospitalized children. This 
action is based on the observation made by R. Sptiz12, 
described as hospitalism syndrome, and later by J. 
Bowlby13, regarding the impact of isolation and lack of 
emotional support in institutionalized children or those 
lacking parental care.

An early example of this preventive action in 
Argentina is the first Mothers’ Residence, organized at the 
Hospital Materno Infantil Ramón Sardá, around 1986 3,14,15. 
This space-inspired public policy led to similar devices in 
the main perinatal centers, as is the case today. Mothers 
thus see the possibility of being involved in the care 
routines according to the needs of each newborn. Their 
autonomous status places them as users, not as “patients” 
of the institution, inaugurating a care category in line 
with the family-centered approach. In other institutions, 
without reaching this level of organization, families have 
physical spaces for meeting and resting during the long 
hospitalization days.

Parental stress in the NICU is still of interest to 
neonatology teams today as a factor of impact on the 
initial development of the NB and the quality of the bond 
with the parents. The Parental Stressor Scale16, designed 
for this purpose, makes it possible to know the degree of 
stress of the families and the development of strategies 
for its containment. In studies carried out in our country, 
there are high scores in perceived stress, particularly in 
mothers17,18. We observed that the highest score in parental 
stress corresponds to the subscale that measures parental 
role alteration, a trend confirmed in the multicenter study 
carried out in twenty-four neonatology units in the South 
American area19.

Some recognized authors such as Klaus and Kennell20 
and Fava Vizziello21 assign importance to the care of the 
emotional aspects of parents and primary caregivers in 
the context of hospitalization at the beginning of life. 
Gonzalez et al., 22 detailed the topics that most frequently 
arise in the context of weekly meetings with parents in 
the NICU, which are interestingly relevant today. They 
detected the following as recurring themes: the impact 
of the arrival of a child with difficulties;

concern about weight; reactions such as feelings of 
unreality, guilt, and narcissistic wounding for a child who 
requires support from others; the need to reassemble the 
life project (given the differences between the real baby 
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and the imagined one); and difficulties communicating 
with the health team.

The milestones that mark the transition to less 
complex areas, the achievement of autonomy in their 
primary functions, such as breathing without support 
or feeding and discharge from the institution, are 
difficult to anticipate in timelines. It is essential for 
parents to feel informed on issues related to their 
child’s progress on an ongoing basis and in accessible 
language. Konikoff et al.,23 places routine as a crucial 
element of comfort for adults. The mentioned authors 
explain that, in the context of hospitalization, adequate 
information and accompaniment contribute to the 
possibility of establishing routines inherent to the new 
dynamics, providing the family with a feeling of greater 
predictability in a context of concern and uncertainty, 
which would also contribute to reducing parental stress 
in the face of the situation. Among the Perinatal Mental 
Health interventions in conjunction with the health team 
and within the framework of SFCMM practices, we can 
mention:

To provide strategies for parental involvement and 
active participation in the care of the NB during 
hospitalization.

It is a joint intervention with the entire health team: 
the Perinatal Mental Health professional and all health 
team members take care of the parents’ mental health by 
promoting active participation in caring for their children 
and their continued stay in the hospitalization sector. 
These actions reduce stress, depression, and anxiety24 
while favoring a better relationship between the child 
and parents in the inpatient setting. In a context of high 
medical complexity, parents may believe that the care 
provided by nurses and doctors is more efficient than 
their own. The health team, especially Mental Health, 
accompanies parents in recovering their protagonism, 
recognizing them as a fundamental part of the care 
team, starting with simple yet valuable actions such as 
“gavage” feeding, skin-to-skin contact, and comfort care. 
As Gonzalez et al.8 explain about care functions: “This 
transfer of competencies is only transitory and doctors, 
machines and nurses can never replace the intensity 
of affection for the young child. The desire for life that 
animates every newborn human being must always rely 
on someone else who is not just anyone, someone else 
who has a fundamental value in their life (...), that is to say, 
a mother and a father or whoever fulfills this function”.

Prioritize the inclusion and accompaniment of the 
extended family.

There are several actions to rearrange the family 
dynamics, especially when the family has other children. 
Admission programs for adult relatives and siblings are 
a privileged instance to accompany the extended family 
in the impact caused by premature birth and neonatal 
hospitalization25. The health team can promote these 
arrangements with the coordination of the mental 
health professional. Prolonged hospitalization provides 

the opportunity to maintain fluid contact with family 
members and to detect the moment when vulnerability 
factors that require specific interventions from the mental 
health point of view are present.

Provide emotional support to the immediate family and 
assist in finding coping resources.

Inclusion of the Mental Health professional in the 
NICU contributes to mitigating the initial negative impact 
of hospitalization. Uncertainty regarding diagnosis and 
prognosis is a source of confusion and anxiety for parents. 
The role of this professional in the team is to provide 
skilled listening to the emotional aspects involved, with 
the necessary support and accompaniment of these. As 
mentioned above and in conjunction with the efforts of 
the entire health team in this direction, the Mental Health 
professional collaborates in the recognition of the parents 
in their role as primary emotional referents for the NB 
in the NICU, highlighting the non-transferable quality of 
their emotional care for the child while receiving medical 
care and technological assistance.

In addition, the Mental Health professional offers as 
a mediator to identify (and in other cases discover) the 
subjective resources of each caregiver or family, which 
can sustain the needs of an infant with vulnerabilities 
at such an early stage by assisting in the search for 
coping resources. Often, including the extended family 
is a protection factor for the parents, overwhelmed 
by the urgency and the institutional routine. In close 
relationships, they find the containment or support they 
need.

It also facilitates the representation of shared family 
care and medium and long-term support actions, which 
involves raising infants with specialized follow-up needs, 
as is the case of prematurity and various pathological 
conditions.

Early identification of situations of psychological 
distress in primary caregivers of the NB.

Intervention is not limited to the short-term; it also 
produces its effects in the “long term” by facilitating 
the basis for a healthy early bond between parents 
and children. The timely listening to warning signs is 
fundamental in the clinic with families in the NICU 
and contributes to preventing more severe psycho-
pathological conditions.

Detection of mothers with psycho-social risk factors.
Among those most frequently mentioned are prior 

perinatal mourning (especially those with emotional 
compromise); mood disorders (e.g., perinatal depression 
or anxiety as the most prevalent); personal and or family 
history of psychiatric disorders; violent situations of 
different categories (requiring specific intervention); 
adolescent motherhood, unplanned pregnancy, and 
absence of family or community networks.

Teamwork among the different services of the 
institution and intersectoral articulation favor the 
protection of rights and intervention in social and 
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health conditions when necessary and or appropriate 
before discharge. The identified risk factors are not 
per se indicators of psychopathology. They require 
identification and development of proposals with a 
preventive and health promotion approach. An integrated 
approach is essential for planning family care since it is 
helpful for perinatal care. The MSCF model establishes 
this with the proposal of interdisciplinary teams in the 
different instances of prenatal care, care of the healthy 
newborn, neonatal hospitalization, and specialized 
pediatric follow-up programs (especially in at-risk 
newborns).

Accompaniment during bereavement and articulation 
with networks.

The death of a child is an event that shocks the 
family in the first place and the health team as well. 
Parents and relatives may resort to denial as a first 
defensive reaction; grief is a process that goes through 
different stages or steps through which they can 
acknowledge their pain and concern for the newborn’s 
suffering 26,27. The participation of the Mental Health 
professional accompanies this process, articulating the 
communication of the health team with the parents and 
their close environment. The intervention is of respectful 
accompaniment of the cultural and religious beliefs 
and the psychic times of the persons involved. Siblings, 
grandparents, and emotional references are involved in 
the farewell that begins in the NICU. The Mental Health 
professional coordinates these actions with nursing and 
medical support in the context of the care required by 
the hospitalization service. It is advisable to provide the 
contact information of the Mental Health Service in case 
they later opt for a therapeutic space. Another resource 
to consider is the articulation as a network with other 
providers.

CONCLUSION

We can conclude that comprehensive follow-up 
in perinatal mental health is essential, particularly 
during NICU hospitalizations. The keys to care listed 
in this article include active listening and respect for 
each family’s uniqueness, cultural frame of reference, 
and any particularities resulting from it. The model 
framework for research and therapeutic intervention 
with these families is the positioning of an organizational 
culture of Safe and Family Centered Maternities, which 
proposes humanized, personalized care, hand in hand 
with scientific and technological progress, a proposal that 
overcomes false antinomies28. Parents are not visitors in 
the NICU; their role as protagonists in their r children’s 
recovery requires health teams that are increasingly 
involved in this philosophy of care.
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