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Topic Expert Group: Infant- and family-centred developmental care 
 
Family access 
 
Westrup B, Kuhn P, Daly M, Guerra P, Ahlqvist-Björkroth S, Bertoncelli N, Bergman 
N, Boukydis Z (†), Caballero S, Casper C, Filippa M, Hüppi P, König K, Lenes-
Ekeberg B, Lilliesköld S, Montirosso R, Pallás Alonso C, Rankovic-Janevski M, 
Slinning K, Warren I 
 

Target group  
Infants, parents, and families  
 

User group 
Healthcare professionals, neonatal units, hospitals, and health services 

 
Statement of standard 
Parents (and substitutes designated by the parents) have continuous access and are 
able to remain with the infant throughout the 24 hours.  
 

Rationale  
Throughout Europe there is evidence that parents do not have 24-hour access to 
their infant. (1–3) Early separation is harmful for both newborn infants and their 
parents, since it disrupts the biological and emotional bonding that has developed 
already during gestation. (4,5) Separation between parents and infants has short- 
and long-term consequences. This acts as a stressor with effects on the physical and 
mental health for both the infant and family, it may interfere with breastfeeding, and 
alter the bonding and attachment process. Researchers have suggested that parent 
engagement in the NICU has the potential to be a low cost, high quality intervention 
with a positive influence on the health outcomes of preterm or ill infants and their 
parents. (6)  

Thus, there is a clear rationale to have the neonatal units open throughout the 24 
hours for parents (or by them designated substitutes) and to provide facilities for 
parents and family members to stay with the infant without interruption in, or adjacent 
to the neonatal unit. 
 

Benefits  
 

Short-term benefits 

 Improved parent-infant bonding (7)  

 Increased breastfeeding rates (8)  

 Longer skin-to-skin contact (9) 

 Reduced short-term pulmonary morbidity (10)  

 Improved feeding (11) and weight gain (12)  

 Reduced stress for infants (13)  

 Increased neuro-behavioural stability in preterm infants (14)  

 Increased parental involvement (14,15)  
 Reduced length of stay in the NICU (10,14,16) 
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Long-term benefits 

 Improved parent-infant interaction following discharge (17)  
 Reduced rates of readmission following NICU discharge (18)  

 Reduced costs of NICU hospitalisation (17)  

 Improved parental mental health (11,16,19–22)  
 

Components of the standard 

Component Grading of 
evidence 

Indicator of 
meeting the 
standard 

For parents and family    
1. Parents and family are informed by 

healthcare professionals about the 
importance of being present and being 
the primary care giver during neonatal 
care. (23) 
 

B (High quality) 
C (High quality) 
 

Patient information 
sheet 
 

2. Parents (or family designated 
substitutes) are educated and 
supported to be the primary care givers 
during neonatal care by healthcare 
professionals. (10,23) (see TEG Infant- 
& family-centred developmental care) 

 

A (Moderate quality) 
B (Moderate quality) 
C (High quality) 
 
 
 
 

Guideline,  
parent feedback, 
training 
documentation 
 
 
 

For healthcare professionals   
3. A unit guideline on 24-hour access for 

parents (or family designated 
substitutes) without interruption during 
rounds, shift changes and procedures is 
adhered to by all responsible healthcare 
professionals. (10) 
 

A (Moderate quality) 
B (High quality) 

Guideline,  
parent feedback 

For neonatal unit   
4. A unit guideline on 24-hour unit access 

for parents (or family designated 
substitutes) and solutions to meet 
confidentiality needs is available and 
regularly updated. (10) (see TEG NICU 
design) 
 

A (Moderate quality) 
B (High quality) 

Guideline,  
parent feedback 

For hospital   
5. The 24-hour access to the hospital 

building is authorised for parents (or 
family designated substitutes). (10) 
 

A (Moderate quality) 
B (Moderate quality) 

Guideline,  
parent feedback 

For health service   
6. A national guideline on 24-hour access 

to neonatal units is available and 
regularly updated and supported by 

A (Moderate quality) 
B (High quality) 

Guideline  
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national professional societies and 
health ministries. (10) 

 
 
 

Where to go – further development of care 

Further development 
Grading of 
evidence 

For parents and family  
N/A  
For healthcare professionals  

 Support access to neonatal units for siblings and other 
relatives. 

B (Moderate 
quality) 

For neonatal unit and hospital  

 Develop and support the availability of Couplet Care 
(concomitant care of infant and mother in need of medical care 
in the same ward/unit). 

B (Moderate 
quality) 
 

For health service  

 Develop a policy of Couplet Care. 
 

 

A (Low quality) 
B (Moderate 
quality) 

 
 
 

Getting started 

Initial steps  

For parents and family 

 Parents and family are verbally informed by healthcare professionals about the 
importance of being present and being the primary care giver during neonatal care.  

 Parents are encouraged to spend as much daily time as possible with direct physical 
access to their infant over several feeding and caring times. 

For healthcare professionals 

 Promote meetings with all caregivers to discuss attitudes, barriers and concrete 
solutions to establish access throughout the 24 hours in the NICU for parents. 

For neonatal unit and hospital 

 Develop and implement a unit guideline on opening of the NICU throughout the 24 
hours for parents (or designated substitutes). 

For health service 

 Develop and implement a national guideline on 24-hour unit access for parents (or 
family designated substitutes) and infant- and family-centred developmental care. 

 
 
 

Description 
 
Early separation can affect maternal post-natal bonding (24), which in turn has been 
suggested to be a risk factor for the socio-emotional infant development. (25) Effects 
of early exposure to NICU stress may be at least partially alleviated by 
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developmental care practices. Parental presence, including the fostering of an early 
closeness between mother and newborn infant, has been shown to have short-term 
benefits for the infants. (10,15)  

There are few studies that examine whether the actual amount of parental daily 
access is directly related to the effects seen for parental participation in care. 
Reynolds and colleagues examined parental access and parental holding of their 
infants in the NICU. Increased access was associated with generally better 
parameters of infant neurobehavioral functioning on the NICU Network 
Neurobehavioral Scale (NNNS) (26), while more holding was associated with 
improved quality of movement, less stress, less non-optimal arousal and less 
excitability of infants on the NNNS assessment. O´Brien and co-workers report 
higher rates of breastfeeding when the parents spend ≥8 hours per day in the NICU 
and participate in a Family Integrated Care model. (8) 

When there is 24-hour access, parents have more opportunities to participate in 
various aspects of touching, holding, and caring for their infant and this participation in 
care will typically lead to beneficial effects for both the infant and family. However, 24-
hour access does not necessarily assure that parents are participating actively in care 
of their infant. (2) Suggestions for supporting active, effective parental involvement in 
the care of their infant in the NICU will be addressed elsewhere. 

Surveys of degree of parental participation in care and intervention studies which aim 
to study, and influence parental participation in care indicate a number of specific 
benefits (see benefits section). (6) 
 
Infection risk management 
In times of increased infections in the community, access for parents and extended 
family members is limited. A review of the literature related to epidemic nosocomial 
infection in neonatology proposes some preventing measures: (27)  

 To limit the access of family members with on-going infection or who have 
been exposed to an infection recently 

 To limit the duration and number of visits per week for siblings during the 
epidemic periods 

 To vaccinate hospitalised infants and their relatives 

 To wear protective masks, in the case of respiratory infection 

 To reinforce hand hygiene measures 
 

Ethical arguments 
Beyond the increasing scientific evidence for the importance of parental presence 
with their infant in the NICU, there is an important human and spiritual consideration 
about the importance of early parent-infant contact for healthy human growth. And 
conversely, reduction of distress arising from separation of infant and parent is a 
moral imperative that goes beyond providing appropriate medical and nursing care 
for the infant. These considerations are addressed in the Humane Neonatal Care 
Initiative. (28)  
 
Legal context 
The United Nations Convention on the Rights of the Child indicates in the U. N. 
General Assembly Document A/RES/44/25 (12 December 1989) 

 Article 7: The child … shall have the right from birth to … be cared for by his 
or her parents 
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 Article 9: States Parties shall ensure that a child shall not be separated from 
his or her parents against their will … 

In essence this is the right of the child to be with his or her parents at all times, 
including during periods of hospitalisation. 

In the area of neonatal care, this means that not only providing adequate care to 
infants should be legally recognised in each country; but that healthcare institutions 
must provide ways for infants to be with their parent (family members) as a 
universally sanctioned legal right. The infant has a legal right, which should be 
provided for, by whatever means necessary, to be with their parent.  

The European Association for Children in Hospital defines 10 Rights of Hospitalised 
Children in its Charter, Leiden, 1998 indicates: 

 Point 2: a hospitalised child has the right to have both parents or their 
substitutes present day and night whatever his age or his medical condition. 

 Point 3: we shall encourage the parents to remain with their infants and 
facilities should be offered to them with no extra cost to them or no loss in 
salary. Parents shall be informed about the rules and the operating conditions 
of the unit in order to let them actively participate in the care of their infants. 

In some European countries national laws are available on the topic, for example:   
 
France 

 DH/E03/688 du 23/11/1998 specifies that whatever the situation, the mother, 
father or who cares for the infant must have access to the paediatric infant so 
long as the infant wishes them to stay  

 HAS “Prise en charge de l’enfant et de l’adolescent 2011”- everything should 
be organised to allow parental access for hospitalised infants 
 

Norway 

 Forskrift om barns opphold i helseinstitusjon, Lov data 
Dato FOR-2000-12-01-1217 

 
Portugal 

 Lei n 106/2009 Hospitalisation Family Support- Portuguese Law 
 

Spain 

 Unidades de Neonatologia. Estándares y Recomendaciones de calidad. 
Informes, estudios e investigación 2014. Ministerio de Sanidad, Servicios 
Sociales e Igualdad. NIPO: 680-14-147-2 
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