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Nato da madre Covid 
positiva



Indicazioni ad interim

Ogni qualvolta possibile, l’opzione da privilegiare è 
quella della gestione congiunta di madre e 
bambino, ai fini di facilitare l’interazione e l’avvio 
dell’allattamento. […..] puerpera […]  positiva 
asintomatica o paucisintomatica o in via di 

Febbraio 2020
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Indicazioni ad interim

La SIN promuove lo SSC senza riserve nel 
contesto del Rooming-in, mentre raccomanda 
che lo SSC in Sala Parto venga applicato solo 
qualora si sia verificato che la donna COVID-19 
riesca ad aderire alle note misure di protezione 

Maggio 2020
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Commissione consultiva tecnico-scientifica sul percorso nascita 

Nuovo coronavirus SARS-CoV-2  
 
 

Indicazioni per  
le professioniste e i professionisti  

del percorso nascita della regione Emilia -Romagna  

Versione aggiornata 22.03 Marzo 2020 

L’infezione  da  SARS-CoV-2  al  momento  del  parto  o  nei 
giorni successivi non rappresenta, in sé, una controindicazione 
all’allattamento al seno, purché la madre rispetti l’igiene delle 
mani  prima  e  dopo  la  poppata  e  l’uso  della  mascherina 
chirurgica durante la poppata. 

Nato da madre 
Covid positiva
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L’ingresso 
dei genitori 
in TIN



Le indicazioni della SIN ci supportano nel mantenere 
l’apertura della TIN H24, con l’eventuale ingresso di 
un solo genitore alla volta per evitare 
sovraffollamento, e nel non rinunciare al contatto tra 
genitore e bambino  

Paola Cavicchioli, SIN Informa 
N.79, Aprile 2020
https://www.sin-neonatologia.it/
wp-content/uploads/2020/04/
SIN_INFORMA_n_79_aprile.pdf



NOI operatori 
anche con la 
mascherina 

possiamo mostrare 
un sorriso. Moduliamo 

la nostra voce e il nostro 
sguardo con una maggiore 

attenzione verso i genitori, pur 
mantenendo la distanza richiesta.

VOI genitori siete importanti nella cura 
e nella relazione con i vostri bambini, 

anche e soprattutto in 
questo momento.

NOI operatori 
abbiamo il 
privilegio e la 
responsabilità di 
stare accanto ai bambini 
e ai loro genitori. Il modo in 
cui lo facciamo fa la differenza. 
Manteniamo alto il livello della nostra 
professionalità esprimendola al meglio.

VOI genitori, insieme ai vostri bambini, 
nel rispetto delle dovute precauzioni, 
potrete continuare a 
ricevere i benefici 
dell’allattamento 
al seno e della 
kangaroo care.

VOI e NOI in TIN
 al tempo del Coronavirus

Gli studi documentano come la separazione precoce dal genitore costituisca uno stress tossico 
per il bambino, con effetti a breve e a lungo termine. Sostenere la vicinanza del bambino ai propri 
genitori significa quindi promuoverne lo sviluppo.  Tutto questo va salvaguardato anche ai tempi 
della pandemia COVID - 19, un tempo in cui sembra normale nascere da soli, stare da soli in TIN.

La partecipazione dei genitori nella cura del neonato e la protezione della relazione, anche e 
soprattutto in questo momento, continuano ad essere un aspetto unico dell’assistenza in grado 

di migliorare gli esiti e ridurre la durata del ricovero.

A cura di: 
Gruppo di studio Care Neonatale della SIN
Vivere Onlus Coordinamento Nazionale
delle Associazioni per la Neonatologia
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Guihard-Costa e Larroche 1990

Aumento massa 
cerebrale
Il peso cervello passa 
da 400 gr a termine 
di gravidanza a 1000 
gr a 2 anni di vita. 



Progetto Developing Human Connectome

Aumento della 
connettività cerebrale

Tale aumento è legato spt allo 
sviluppo di dendriti, sinapsi, 
assoni lunghi e 
mielinizzazione



Il cervello 

pretermine in via di 

sviluppo è progettato 

per crescere 

nell'ambiente 

uterino, non in TIN. 

Rischio di stress 

tossico.

LE ESPERIENZE PLASMANO IL CERVELLO: 
NEUROPLASTICITA’



Ambiente avverso + 
assenza dell’effetto tampone della 

protezione genitoriale 

“Stress tossico”

• D’Agata, Coughlin, and Sanders, 2018; 
• Hallowell, Froh, Spatz,, and Expert Panel on Breastfeeding of the 

American Academy of Nursing, 2017; 
• Sanders and Hall, 2017; Weber and Harrison, 2018 



Il cervello sociale

Prefrontal cortex

Orientamento verso

Noradrenalina

Evitamento

❖ La connessione amigdala-prefrontale negli adulti si attiva durante la 
regolazione delle emozioni negative (Banks, Eddy, Angstadt, Nathan e Phan, 
2007). 

❖ Schore (2001) identifica questo percorso come essenziale per "lo 
sviluppo del cervello destro, la regolazione degli affetti e la salute 
mentale del bambino".





Prove scientifiche anche sui neonati pretermine

❖ Heidelise Als nel 2004 ha dimostrato 
tramite studi di  RM che i prematuri 
con presenza dei genitori in TIN 
presentavano più forti connessioni tra 
amigdala e lobo frontale, quasi assenti 
nei controlli.
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Gli ospedali hanno risposto quasi immediatamente con misure 
restrittive all’ingresso dei genitori in TIN 

❖ In maniera prudenziale, ma in assenza di evidenze 
specifiche

❖ Senza il coinvolgimento dei genitori 

❖ Senza una programmazione della valutazione 
dell’impatto a distanza di queste misure sui bambini e 
sui genitori





Nascere ai tempi del Covid: indagine sulle pratiche di assistenza 
neonatale e di “Family Centred Care” durante la pandemia

Hanno risposto il 100% del TIN del Nord e del Centro 
ed 45% delle TIN del Sud

Roberto Bellù, Dante Baronciani, Giovanna Bestetti, Lorenza Pugni, Monica Ceccatelli, 
Alessandra Coscia, Isabella Mariani, Presentazione al  Convegno SIN 2021

Professionisti 
perinatali
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Neonatal care during the COVID-19 pandemic - a global survey of parents’
experiences regarding infant and family-centred developmental care
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A B S T R A C T

Background: The COVID-19 pandemic restrictions affect provision and quality of neonatal care. This global
study explores parents’ experiences regarding the impact of the restrictions on key characteristics of infant
and family-centred developmental care (IFCDC) during the first year of the pandemic.
Methods: For this cross-sectional study, a pre-tested online survey with 52 questions and translated into 23
languages was used to collect data between August and November 2020. Parents of sick or preterm infants
born during the pandemic and receiving special/intensive care were eligible for participation. Data analysis
included descriptive statistics and statistical testing based on different levels of restrictive measures.
Findings: In total, 2103 participants from 56 countries provided interpretable data. Fifty-two percent of
respondents were not allowed to have another person present during birth. Percentages increased with the
extent of restrictions in the respondents’ country of residence (p = 0¢002). Twenty-one percent of total
respondents indicated that no-one was allowed to be present with the infant receiving special/intensive
care. The frequency (p < 0¢001) and duration (p = 0¢001) of permitted presence largely depended on the
extent of restrictions. The more restrictive the policy measures were, the more the respondents worried
about the pandemic situation during pregnancy and after birth.
Interpretation: COVID-19 related restrictions severely challenged evidence-based cornerstones of IFCDC, such
as separating parents/ legal guardians and their newborns. Our findings must therefore be considered by
public health experts and policy makers alike to reduce unnecessary suffering, calling for a zero separation
policy.
Funding: EFCNI received an earmarked donation by Novartis Pharma AG in support of this study.
© 2021 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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1. Introduction

Preterm birth is the leading cause of death under five years of age.
Worldwide, more than one in ten infants, an estimated 15 million,
are born preterm every year [1,2]. Together with sick and low birth-
weight infants, these newborns require specialised care to prevent
mortality, support adequate growth and development, and to reduce
the risk of morbidities in later life. Yet, their needs have not been con-
sidered adequately during the COVID-19 pandemic, which has cre-
ated exceptional challenges and disrupted healthcare provision
across the globe even more [3!6]. Several measures were put in
place to reduce social interaction and the risk for virus transmission,

especially in hospital settings including maternity and newborn care
units [7]. In neonatal intensive care units (NICUs), measures were
implemented aiming to stem transmission which had immediate
adverse consequences on the care of the most vulnerable groups of
patients ! sick, preterm and low birthweight infants.

Recent research demonstrates that the COVID-19 pandemic and
related restrictions are affecting both provision and quality of neona-
tal care [4] with a severe impact on infant and family-centred devel-
opmental care (IFCDC) [6,8]. Few studies have been conducted
focusing on how the mother’s presence with the newborn, frequency
of parental presence, and developmental care practices have been
influenced [5,9,10], or mothers’ experiences on receiving support for
breastfeeding during lockdown [11]. Studies are highlighting that
implemented measures have resulted in a limitation of some of the
core elements of IFCDC, such as parental presence and family access
for infants admitted to NICUs, as parents were routinely separated
from their newborn [5,12,13]. Within a developmental care

* Corresponding author.
E-mail addresses: silke.mader@efcni.org, S.MaderOffice@efcni.org, silke.

mader@efcni.org (S. Mader).
1 The list of collaborators is presented in the Appendix.
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3.2. Access to perinatal care

In total, 49% of respondents indicated that the timing of preg-
nancy-related appointments was not affected by COVID-19 related
measures; 33% mentioned that fewer appointments took place than
usual, and for 6% of respondents no pregnancy-related appointments
took place. Restrictive COVID-19 related measures significantly influ-
enced the timing of pregnancy-related appointments (p < 0¢000;
Table 2). Overall, 42% of respondents were not allowed to be

accompanied by another person to their pregnancy-related appoint-
ments during the ongoing pandemic. This was indicated by 20% of
the participants in the ‘no major concern’ group, and 31% of the par-
ticipants in the ‘precautions’ group. For the other subgroups, the per-
centages were 43% (‘lockdown’) and 46% (‘quarantine’) with
significant evidence of statistical between-group differences
(p = 0¢004; Table 2).

During birth, 52% of all respondents were not permitted to have a
support person present. Subgroup analyses revealed that 61% of the
participants from the ‘quarantine’ group were not allowed to have an
accompanying person present, in contrast to 50% of the no concern-
group, showing a significant gradient depending on the extent of
restrictive measure (p = 0¢002). Among the respondents who were
allowed to have another person present with them during birth, 76%
of the accompanying persons could stay for the entire labour; how-
ever, for 24% of the respondents the other person was allowed to be
present with them for only a part of it. These results were not statisti-
cally different between subgroups (p = 0¢347).

Only ten percent of respondents reported that skin-to-skin con-
tact was initiated immediately after birth, while 46% of respondents
indicated that skin-to-skin contact was initiated during the first
week. Twenty-one percent of participants indicated that skin-to-skin
contact was not initiated at all during the time of the hospital stay,
with more than half of participants (56%) reporting that this hap-
pened after the first week, following discharge or not at all, at the
time of data collection (Table 2). Overall, 30% of respondents stated
that they were allowed to have skin-to-skin contact as often as they
wanted. Further information on the timing of initiating skin-to-skin
contact (including KMC) is shown in Table 2. Subgroup analyses
revealed significant differences according to the extent of imple-
mented COVID-19 related measures with a considerable difference in
the answer option of initiating skin-to-skin contact ‘not so far’ or ‘not
during the time of the hospital stay’ (p < 0¢001; Table 2).

Overall, 79% of the respondents were permitted to touch the new-
born in the incubator or bed, but only just over half (53%) of them as
often as they desired. While there was no statistical difference in
being allowed to touch the newborn in the incubator between sub-
groups (p = 0¢610), the frequency of skin contact in the incubator dif-
fered significantly between subgroups based on restrictive measures
(p = 0¢006; Table 2).

3.3. Presence with the newborn receiving special/intensive care

In total, 83% of respondents experienced restrictions on the policy
level of the facility (Table 3), with highest rates exhibited in the ‘quar-
antine’ subgroup (93%; p < 0¢000). While 74% of participants indi-
cated that the mother was allowed to be present with the newborn
receiving special/intensive care, only 56% reported this for the father/
partner. While 21% of the total sample stated that nobody was
allowed to be present with the newborn, this percentage was highest
in the ‘quarantine’ subgroup. In 63% of the total set, no more than
one person could be present at the same time, which was signifi-
cantly associated with the level of restrictions (Table 3).

The majority of respondents (55%) indicated that they could be
present with the newborn all the time or multiple times per day,
whereas 15% were not allowed to be present at all. While 41%
obtained unlimited access, 30% were only permitted to be with the
infant for up to one hour. The frequency and duration of being
allowed to be present and the duration significantly differed depend-
ing on the extent of the restrictive measure (Table 3).

Most of the participants felt that the measures implemented due
to the COVID-19 pandemic, made it more difficult for them to be
present (71%) or interactive (e.g. KMC) (62%) with their newborn,
with significant differences between the subgroups (Table 3).
Respondents perceived that neither they themselves (28%) nor their
partner (49%) were involved in the care. For 52% of the participants,

Fig. 1. Flow-chart of questionnaire respondents.

Table 1
Baseline characteristics of participants.

n (%)

Age of respondent (years) (n (%)) n = 2097
<20 13 (1%)
20!29 748 (36%)
30!39 1200 (57%)
>40 136 (7%)
Gestational age at birth (weeks) (n (%)) n = 2023
Early preterm: <28 381 (24%)
Very preterm: 28!<32 664 (33%)
Moderate to late preterm: 32!<37 769 (38%)
Term: 37!42 109 (5%)
Multiple pregnancy (n (%)) n = 2030
Yes 309 (15%)
No 1721 (85%)
Birth mode (n (%)) n = 2027
Vaginal birth 632 (31%)
C-section 1381 (68%)
Both (e.g. in case of multiple pregnancy) 14 (1%)
Birth weight of the baby (grams) (n (%)) n = 2028
<1000 514 (25%)
1000!1500 621 (31%)
>1500!2500 698 (34%)
>2500 193 (10%)
Don’t know the birth weight 2 (0%)
Duration of special/intensive care (weeks) (n (%)) n = 2029
<1 172 (9%)
1!3 474 (23%)
>3!5 454 (22%)
>5 929 (46%)
COVID-19 situation in country/region around time of baby’s

birth
n = 1987

No major concern 85 (4%)
Precautions 228 (12%)
Social distancing 551 (28%)
Lockdown 871 (44%)
Quarantine 234 (12%)

Note: percentages may not total 100% due to rounding.
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Figure 1 white

In the following, the results of the global survey among parents of hospitalised infants born during the first year of the 
COVID-19 pandemic are presented. This results section is structured into different topic areas, which correspond to core 
elements of IFCDC. Thereby, the total and regional results which have previously been published as scientific research 
by Kostenzer et al.10 are firstly summarised, covering data from all 56 countries included in the survey (Figure 1; Supple-
mentary Table S1). Subsequently, 30 countries (with at least 20 respondents per country) were included in the country-
specific overview.

Figure 1. Countries participating in the survey (according to Kostenzer et. al (2021))10

3.1 Key findings at a glance

of all participants 
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be accompanied by 
a support person 
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appointments. 

PRESENCE WITH THE 
NEWBORN AND SKIN-
TO-SKIN CARE

More than half of 
the respondents 
reported that they 
were not permitted 
to have a support person present 
during birth, leaving them without 
emotional, informational and 
practical support.

49%28%

MOTHERS FATHERS

WERE NOT AT ALL INVOLVED IN THE CARE OF 
THEIR INFANT BY MEDICAL STAFF

Zero separation.Together for better care!

PRENATAL CARE AND 
BIRTH 

42% 
52%

one in five (21%)
participants answered that no 
one was ever permitted to be 
present with the infant receiving 
special/intensive care. 

Only 74% of participants indicated 
that the mother and 56% that the 
father/partner was allowed to be 
present with the hospitalised infant. 

28% of mothers and 49% of fathers/
partners were not at all involved in 
the care of their infant by medical 
staff, leaving them without practical 
experience before discharge.

!
INFANT NUTRITION AND 
BREASTFEEDING 

of the respondents 
reported that they 

were not at all encouraged to 
breastfeed the newborn; 

breastfeeding support was 
however mostly maintained 

during the pandemic in many of 
the included countries and the 

respective units.

18%

MENTAL HEALTH 
AND SUPPORT 
More than  75%   of the 
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Figure 1 white

In the following, the results of the global survey among parents of hospitalised infants born during the first year of the 
COVID-19 pandemic are presented. This results section is structured into different topic areas, which correspond to core 
elements of IFCDC. Thereby, the total and regional results which have previously been published as scientific research 
by Kostenzer et al.10 are firstly summarised, covering data from all 56 countries included in the survey (Figure 1; Supple-
mentary Table S1). Subsequently, 30 countries (with at least 20 respondents per country) were included in the country-
specific overview.

Figure 1. Countries participating in the survey (according to Kostenzer et. al (2021))10
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Principali risultati
❖ Il 42% delle donne non ha mai avuto il permesso 

di avere un accompagnatore  durante le visite in 
gravidanza

❖ 1 mamma su 4 ed 1 papà su 2 non hanno potuto 
stare accanto proprio bambino in TIN

❖ Più di 1 genitore su 3 non ha mai fatto contatto 
pelle-a-pelle o lo ha fatto meno di una volta/
settimana

❖ 1 genitore su 5 non ha avuto la possibilità di 
toccare il proprio bambino in incubatrice o in 
culla

❖ Un 15% non ha MAI avuto la possibilità di 
vedere il proprio bambino in TIN

❖ Il supporto all’allattamento materno è stato 
prevalentemente mantenuto

❖ La comunicazione ed il supporto psicologico 
sono stati inadeguati o mancanti
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Italy

Seeing your baby for only one 
hour a day, only one parent at 

a time, and not being able to do 
kangaroo care made it more dif-
ficult to have a relationship with 

him. Both the hospitalisation 
period and the return 

home were tiring.
(Italy)

KEY FACTS ITALY

were not allowed to be 
accompanied by a 
support person during 
birth

of respondents indicated 
that pregnancy-related 
appointments took place 
as usual

Skin-to-skin contact was mostly initiated 
after the first week

of participants 
worried because of 
the COVID-19 
situation during 
pregnancy and after 
the baby’s birth

Around

57% 
90%

11% 

51%

Table C1. Participants and COVID-19 related characteristics

Europe Italy
Age of respondent (years) n = 1656 n = 38
<20 
20–29
30–39
>40

9 (1%)
603 (36%)
949 (57%)

95 (6%)

0 (0%)
2 (5%)

30 (79%)
6 (16%)

Gestational age at birth (weeks) n = 1602 n = 36
Early preterm: <28
Very preterm: 28–<32
Moderate to late preterm: 32–<37
Term: 37–42

374 (23%)
524 (33%)
614 (38%)

90 (6%)

9 (25%)
10 (28%)
15 (42%)

2 (6%)
Multiple pregnancy n = 1607 n = 36
Yes
No

241 (15%)
1366 (85%)

5 (14%)
31 (86%)

Birth mode n = 1605 n = 36
Vaginal birth
C-section
Both (e.g. in case of multiple pregnancy)

504 (31%)
1093 (68%)

8 (0%)

14 (39%)
21 (58%)

1 (3%)
Birth weight of the baby (grams) n = 1604 n = 36
<1000
1000–1500
>1500–2500
>2500
Don’t know the birth weight

405 (25%)
481 (30%)
562 (35%)
154 (10%)

2 (0%)

14 (39%)
5 (14%)

16 (44%)
1 (3%)
0 (0%)

Duration of special/intensive care (weeks) (at time of data collection) n = 1604 n = 36
<1 
1–3
>3–5
>5

135 (8%)
386 (24%)
364 (23%)
719 (45%)

4 (11%)
11 (31%)

3 (8%)
18 (50%)

COVID-19 situation in country/region at time of baby’s birth n = 1555 n = 35
No major concern
Precautions 
Social distancing
Lockdown
Quarantine

57 (4%)
159 (10%)
468 (30%)
681 (44%)
190 (12%)

1 (3%)
2 (6%)

9 (26%)
16 (46%)

7 (20%)
Have you tested positive for COVID-19? n = 1570 n = 35
Yes
No

39 (2%)
1531 (98%)

1 (3%)
34 (97%)

Has your partner tested positive for COVID-19? n = 1574 n = 36
Yes
No
Don’t know

32 (2%)
1516 (96%)

26 (2%)

1 (3%)
35 (97%)

0 (0%)
Has your baby tested positive for COVID-19? n = 1573 n = 36
Yes
No
Don’t know

7 (0%)
1497 (95%)

69 (4%))

1 (3%)
35 (97%)

0 (0%)



–Voci dai genitori: Italia-

“ho potuto vedere il mio 
bambino per la prima volta 

solo un mese dopo che era nato. 
Terribile!”.
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via discussion within the research team. We used the most com-
plete and recent paper if multiple papers assessed the same (sub)
population.

Data extraction included meta- data (eg authorship, publication 
year); methodological aspects (eg study design, setting, sample size, 
family integrated care practices, measurement instruments, analytic 
approach); and outcomes (e.g. qualitative quotes and interpretations, 
statistical evidence). The prespecified outcomes on the hospital level 
included: parental presence on units, skin- to- skin care, degree of fam-
ily centred care (FCC), degree of family integrated care (FICare), breast-
feeding rates and rooming- in rates. On the family level, outcomes 
included parent infection with SARS- CoV- 2, stress, satisfaction, par-
ticipation, self- efficacy, depression, anxiety, post- traumatic stress, em-
powerment and parent- infant bonding during the infant's hospital stay.

2.2  |  Risk of bias

As we anticipated diverse study designs, we used the 16- item Quality 
Assessment Tool for Studies with Diverse Designs (QATSDD) to as-
sess study quality.14 This tool has good reliability and validity across 
study domains and is suited for the assessment of qualitative, quan-
titative and mixed- methods studies.15 Quality of each record was 
independently and blind from each other assessed by two research-
ers (NvV and LF).

3  |  RESULTS

We identified a total of 803 articles with our search strategy. After 
screening titles and abstracts, 75 full- text articles were assessed (see 
Figure 1). Subsequently, 7 studies were included concerning data on 
854 healthcare professionals (HCPs), 442 parents (66 fathers), 364 
infants and 26 other family members, within 286 neonatal units. 
Studies were conducted globally (n = 2 studies16,17), in the USA (n = 3 
studies17- 19) in the UK (n = 2 studies19,20), one in China21 and one 
in Italy.22 Two studies used mixed- methods,16,19 4 were quantitative 
studies,17,18,20,22 and 1 was a qualitative study.21 The most common 
study design was a cross- sectional survey. See Table 1 for details of 
the studies included.

Quality of the studies was moderate. Most studies lacked an ex-
plicit theoretical framework, power calculations to assess outcomes, 
assessment of reliability and validity of surveys, and involvement of 
stakeholders in research and design (Table 2).

3.1  |  Pandemic response impact on NICUs, 
infection rates, infants, family and staff

The limited research on the pandemic responses of hospitals and 
NICUs revealed significant changes in the dimensions that were in-
vestigated: NICU operations, SARS- CoV- 2 transmission, impact on 
breastfeeding, parental bonding, parental participation in caregiving, 

parental mental health and staff stress. The findings are described in 
detail below and in Table 1.

3.1.1  |  Changes in NICU policies affecting 
parent and family access and patient care

Changes in overall hospital entry screening policies became wide-
spread during the SARS- CoV- 2 pandemic and included significant 
increases in physical temperature checks, and triage/screening ques-
tions regarding travel history, cough, fever or loss of smell for hospital 
entry.17 NICUs revoked parental 24- h access and as a result, parents 
were unable to attend daily rounds and be involved in usual care 
tasks.17 Some hospitals completely refused entry to parents during the 
pandemic, even if their infant was in extremis.17,19,21 Most often the 
hospital policies evolved to permit one parent at a time to be present 
with the infant. However, the support for prolonged parental presence 
(rest space and food) was significantly reduced17,20 and there was a 
significant reduction in therapy services and lactation support.17

In addition to the loss of parent and family participation in care, 
the pandemic- related restrictions significantly affected staffing and 
further impacted patient care. Forty- three per cent of units sur-
veyed17 reported a decrease in support staff due to policies restrict-
ing their presence or a redeployment of staff, resulting in infants 
receiving less input from the multidisciplinary therapist team and 
non- urgent procedures being delayed.17

3.1.2  |  Risk of SARS- CoV- 2 transmission on NICU 
amongst healthcare professionals and parents/ 
hospital acquired infection in neonates

To date, there are no reports of in- hospital transmission between 
neonatal patients despite preterm newborns being considered a 
population vulnerable to respiratory viruses. We found one report 
describing in detail the prevalence of SARS- CoV- 2 infection in an 
Italian NICU during the high prevalence period of the pandemic with 
the use of universal screening of HCPs and families.22 Parents were 
screened on arrival to the unit and parental presence was restricted 
in time and to only 1 parent per baby. Parents, HCPs and infants 
were screened weekly for COVID- 19 with nasopharyngeal swabs (rt- 
PCR) and SARS- CoV- 2 IgM and IgG antibody tests. Infants born to 
COVID- 19 positive mothers were kept isolated in closed incubators 
and parents were not allowed to enter the unit until deemed non- 
infectious. During this period none of the admitted newborns tested 
positive (0/75) on nasopharyngeal swabs or antibody tests, including 
those being born to mothers with suspected/confirmed COVID- 19 
(n = 3). Three parents were identified with flu- like symptoms, but 
tested negative. Of those screened (112 HCPs and 114 parents) five 
persons tested positive (2.2%), reflecting the same positivity rate as 
in the community at the time. All were asymptomatic and 3 were 
HCPs. Of note, during this time all close contact such as skin- to- skin 
care and holding the baby were suspended in the unit.
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Esperienza personale: 
circa 800 ricoveri in 1 anno e mezzo in TIN-Neonatologia

❖ Ingresso H24 genitori in maniera alternata fino ad ottobre 2021 
ed in  contemporanea da novembre 2021. Da giugno 2021 
ingresso concordato anche dei fratellini/sorelline

❖ Stesse regole di ingresso e monitoraggio microbiologico per 
professionisti sanitari e genitori (all’inizio anamnesi, controllo T, 
mascherina ed igiene mani, poi greenpass)

❖ Rinforzo informativa e monitoraggio igiene mani per 
professionisti e genitori

Nessun contagio intraospedaliero



Contagi extraospedalieri personale 
sanitario e genitori



Positivizzazione di due genitori 
di neonata tracheostomizzata

❖ Screening mediante tampone 
molecolare a 26 operatori 
possibili contatti

Positivizzazione neonatologo

❖ Screening mediante tampone 
molecolare a 36 operatori 
possibili contatti

nessuna trasmissione
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3.1.3  |  Impact on breastfeeding

The research to date on the impact of the pandemic on breastfeed-
ing outcomes for NICU infants and mothers' breastfeeding experi-
ences describes a possible negative affect for both term mother and 
infant dyads as for preterm infants in a NICU environment. Mothers 
frequently reported not being supported to provide skin- to- skin 
care to their infant or encouraged to breastfeed as soon as possible 
after birth.19 They reported not receiving enough information on ex-
pressing breastmilk or breastfeeding support.19,20

In term infants, a report from the UK based on a parent survey 
of 1219 mothers, indicated that many who stopped breastfeeding 
felt that the lack of face- to face support and concerns about safety 
of breastfeeding during the pandemic contributed to the cessation 
of breastfeeding earlier than planned. As part of this larger study 
of breastfeeding, survey participants whose infants were admitted 
to the NICU (n = 103/1219) were asked about parental access and 
support.20 Of this subsample, 19.4% (20/103) reported they were 
not permitted to see their infant in the NICU. This separation was 
detrimental for breastfeeding and associated with 80% of the moth-
ers (16/20) no longer breastfeeding at the time of the survey. Other 
reports in the NICU population also indicate that breastfeeding was 
negatively impacted by the parent- infant separation and the lack of 
lactation support both in hospital and on discharge home.17,19

3.1.4  |  Impact on parent- infant bonding and parent 
participation in care

Parents reported that the restrictive policies on their NICU access 
limited their ability to bond with their infant or to participate in their 
infant's care or NICU daily rounds.17,19,20 Parents also expressed 
concerns that they received insufficient information and updates 
about their infants due to the restrictions. NICUs that had single- 
family room designs were better prepared to support parents to be 
with their infant during the pandemic and to enable them to par-
ticipate in daily rounds.17 In addition, due to lack of staff support 
coupled with imposed restrictions on time with their infant, parents 
reported that they sometimes had to choose between learning tech-
nical skills from nurses (eg tube feeding) versus holding and bond-
ing with their infant. Parents also reported that wearing a face mask 
affected bonding with their infant and depersonalised interactions 
with staff.19

3.1.5  |  Impact on parental mental health

In the early phase of the pandemic, 14 parents of infants in a NICU 
in China, described difficulties in obtaining up- to- date information 
on their children's condition, and unmet needs for psychological and 
emotional support. They also described challenges with transporta-
tion or work commitments, and concerns about how to protect their 
infants or deal with medical expenses after discharge.21

Other survey studies documented reduced psychosocial support 
for parents related to hospital pandemic restrictions.17,18 Parents re-
ported concerns about not being able to bring siblings and grandpar-
ents to the NICU to provide them support and expressed concerns 
surrounding not being able to spend time together as a family.19 
Psychological outcomes in parents were often not assessed after 
restrictions were put in place.22 Parents reported impact on their 
mental health if they were not able to be with their infant.19

3.1.6  |  Impact on healthcare professionals

HCPs during the pandemic reported high level of stress and anxi-
ety.16,17 HCPs expressed a fear of nosocomial acquisition either 
due to lack of personal protective equipment (PPE) and/or COVID- 
symptom screening. In some instances, PPE supplies were prioritised 
to adult wards caring for COVID- 19 positive patients in contrast 
to maternity wards and NICUs.16 Shortages of qualified HCPs, in-
creased workload and frequent schedule changes due to redeploy-
ment or COVID- 19 quarantine/illness have also been reported as 
sources of HCP stress.16,17 NICU staff also expressed concerns re-
garding the impact of the policy restrictions on family presence and 
participation on the quality of infant care.

4  | DISCUSSION

In this systematic review, we summarise the emerging research 
and importance of family integrated care practices during the 
SARS- CoV- 2 pandemic. The findings indicate that parent and fam-
ily access and participation in infant caregiving has been severely 
restricted and has led to adverse effects for infants, families and 
HCPs. Patients and their families must be supported to maintain 
physical and emotional contact under all circumstances. While in-
fection control measures need to be taken, parents must be included 
as partners in their infant's care and establish safe family presence 
and shared care delivery.23

The severe restrictions imposed in hospital perinatal settings, 
including the NICU, have increased parent- infant and parent- parent 
separation, and this together with the anxiety concerning the SARS- 
CoV- 2 pandemic was found to be associated with acute distress and 
may worsen long- term mental health, for this already high- risk pop-
ulation. While telemedicine/video systems were implemented and 
used in many places17 and online parent support groups were cre-
ated,24 they are not able to replace the benefit of parents' physical 
contact, and efficacy remains to be elucidated. One study reported 
on the use of a video- messaging service for parents to improve en-
gagement but did not include the evaluation during the COVID- 19 
pandemic.25

Our systematic review indicated that most often, infections 
came from HCPs and not from the parents.22 Rather than banning 
parents from the NICU, alternative strategies to preventing infec-
tion may be more effective, such as universal screening to identify 

❖ Riduzione dell’allattamento al 
seno: l’80 delle mamme a cui 
non era stato permesso di 
vedere il proprio neonato in 
TIN non aveva latte al 
momento della Survey
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about their infants due to the restrictions. NICUs that had single- 
family room designs were better prepared to support parents to be 
with their infant during the pandemic and to enable them to par-
ticipate in daily rounds.17 In addition, due to lack of staff support 
coupled with imposed restrictions on time with their infant, parents 
reported that they sometimes had to choose between learning tech-
nical skills from nurses (eg tube feeding) versus holding and bond-
ing with their infant. Parents also reported that wearing a face mask 
affected bonding with their infant and depersonalised interactions 
with staff.19

3.1.5  |  Impact on parental mental health

In the early phase of the pandemic, 14 parents of infants in a NICU 
in China, described difficulties in obtaining up- to- date information 
on their children's condition, and unmet needs for psychological and 
emotional support. They also described challenges with transporta-
tion or work commitments, and concerns about how to protect their 
infants or deal with medical expenses after discharge.21

Other survey studies documented reduced psychosocial support 
for parents related to hospital pandemic restrictions.17,18 Parents re-
ported concerns about not being able to bring siblings and grandpar-
ents to the NICU to provide them support and expressed concerns 
surrounding not being able to spend time together as a family.19 
Psychological outcomes in parents were often not assessed after 
restrictions were put in place.22 Parents reported impact on their 
mental health if they were not able to be with their infant.19

3.1.6  |  Impact on healthcare professionals

HCPs during the pandemic reported high level of stress and anxi-
ety.16,17 HCPs expressed a fear of nosocomial acquisition either 
due to lack of personal protective equipment (PPE) and/or COVID- 
symptom screening. In some instances, PPE supplies were prioritised 
to adult wards caring for COVID- 19 positive patients in contrast 
to maternity wards and NICUs.16 Shortages of qualified HCPs, in-
creased workload and frequent schedule changes due to redeploy-
ment or COVID- 19 quarantine/illness have also been reported as 
sources of HCP stress.16,17 NICU staff also expressed concerns re-
garding the impact of the policy restrictions on family presence and 
participation on the quality of infant care.

4  | DISCUSSION

In this systematic review, we summarise the emerging research 
and importance of family integrated care practices during the 
SARS- CoV- 2 pandemic. The findings indicate that parent and fam-
ily access and participation in infant caregiving has been severely 
restricted and has led to adverse effects for infants, families and 
HCPs. Patients and their families must be supported to maintain 
physical and emotional contact under all circumstances. While in-
fection control measures need to be taken, parents must be included 
as partners in their infant's care and establish safe family presence 
and shared care delivery.23

The severe restrictions imposed in hospital perinatal settings, 
including the NICU, have increased parent- infant and parent- parent 
separation, and this together with the anxiety concerning the SARS- 
CoV- 2 pandemic was found to be associated with acute distress and 
may worsen long- term mental health, for this already high- risk pop-
ulation. While telemedicine/video systems were implemented and 
used in many places17 and online parent support groups were cre-
ated,24 they are not able to replace the benefit of parents' physical 
contact, and efficacy remains to be elucidated. One study reported 
on the use of a video- messaging service for parents to improve en-
gagement but did not include the evaluation during the COVID- 19 
pandemic.25

Our systematic review indicated that most often, infections 
came from HCPs and not from the parents.22 Rather than banning 
parents from the NICU, alternative strategies to preventing infec-
tion may be more effective, such as universal screening to identify 
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Covid e assistenza in TIN
❖ Non problemi legati all’infezione da SARS-CoV2 nel 

neonato 

❖ Effetti collaterali delle scelte organizzative relative 
all’ingresso dei genitori nelle TIN 

❖ Scelte organizzative effettuate in maniera non basata 
sull’evidenza per ciò che riguarda la prevenzione della 
diffusione del contagio in TIN e in direzione opposta alle 
evidenze disponibili sugli effetti positivi della presenza 
dei genitori accanto al neonato
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It is undisputed that the COVID-19 pandemic has created 
exceptional challenges for populations worldwide and has 
disrupted healthcare systems. Measures were implemen-
ted to reduce infection rates. However, some implemented 
restrictions have challenged neonatal care provision affecting 
most vulnerable groups including newborn infants and their 
families. Many elements of IFCDC have been severely affected, 
such as parental presence and skin-to-skin contact. The role 
of parents regarding the care of their newborn is, however, of 
paramount importance; separation is harmful and cannot be 
justified considering available scientific evidence.

Call to action
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CALL TO 

ACTION 
FOR ZERO SEPARATION AND INFANT AND FAMILY-CENTERED 

 DEVELOPMENTAL CARE (IFCDC)

IFCDC is an essential pillar of a holistic, long-term healthcare 
approach that benefits the overall health outcome of hospi-
talised infants, the mental wellbeing of their parents and 
families, and ultimately also the healthcare system and staff. 
The results of this research must therefore be acknowledged 
by policy-makers, public health experts, and healthcare profes-
sionals alike, to re-install a zero separation and family-inclusive 
policy, and an IFCDC approach where it was discontinued, to 
promote it where it was questioned, and to protect it where it 
was banned. Zero separation. Together for better care!

Based on the findings of this research initiated by the European Foundation for the Care of Newborn Infants 
(EFCNI), and under the umbrella of the Global Alliance f  Newborn Care (GLANCE), we request 
policy-makers, for public health experts and healthcare professionals to:

Provide every woman with a safe environment and respectful and supportive care during 
pregnancy, labour and birth, and allowing support persons to be present during prenatal 
appointments and birth.

Provide every baby born too soon, too small, or too sick with high-quality care in all settings 
for the best start in life.

Value, include, and empower parents as key caregivers of their newborns at all times.

Establish a zero separation and family-inclusive policy in hospitals, ensuring parental 
presence to enable immediate skin-to-skin and Kangaroo Mother Care, and family-infant 
bonding. 

Prioritise mother’s own milk and encourage breastfeeding when possible, emphasising the 
benefits of adequate infant nutrition for all newborns.

Ensure adequate provision of health information and continuous and respectful 
communication between healthcare professionals and parents.

Offer and provide access to mental health support to parents and families in need.

Ensure a smooth and holistic application of IFCDC in general and in times of crisis.

ZERO SEPARATION. TOGETHER FOR BETTER CARE!
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1.Garantire ad ogni donna un ambiente sicuro e un'assistenza rispettosa e solidale durante la 
gravidanza, il travaglio e il parto, consentendo la presenza di persone care durante le visite in 
gravidanza ed al momento del parto.

2.Garantire ad ogni bambino pretermine, di basso peso o critico un'assistenza di elevata qualità 
in tutti i contesti ,affinché la sua vita possa iniziare nel miglior modo possibile. 

3.Valorizzare, coinvolgere e responsabilizzare sempre i genitori quali caregiver principali dei 
propri bambini.

4.Istituire una policy di zero separation e di apertura alle famiglie negli ospedali, garantendo la 
presenza dei genitori per consentire l’immediato contatto  pelle a pelle e il legame famiglia-
bambino.

5.Dare priorità al latte materno e incoraggiare l'allattamento al seno quando possibile, 
sottolineando i benefici di un'adeguata nutrizione per tutti i neonati.

6.Garantire adeguate informazioni sanitarie ed una comunicazione continua e rispettosa tra 
operatori sanitari e genitori.

7.Offrire e fornire accesso al supporto psicologico per i genitori e le famiglie in difficoltà.

8.Garantire l’applicazione delicata e globale di una cura individualizzata basata sullo sviluppo 
in collaborazione con la famiglia, sia di base che  in tempi di crisi.



“Sono felice di stare in contatto 
pelle a pelle con mia figlia, se potessi 

lo farei continuamente.”



Grazie per l’attenzione


