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1. Rationale 
 All mothers to have skin-to-skin contact with their baby after birth, at least until 

after the first feed and for as long as they wish. This should be in an unhurried 
environment.  

 All mothers are encouraged to offer the first feed in skin contact when the baby 
shows signs of readiness to feed. 

 Mothers and babies who are unable to have skin contact immediately after birth 
are encouraged to commence skin contact as soon as they are able, whenever 
or wherever that may be.1 
 

A prolonged period of skin-to-skin contact should be encouraged for all mothers and 
babies, irrespective of method of feeding, and is expected as part of routine care. For 
the mothers who go on to bottle feed, skin contact remains an important way to support 
the bonding process and therefore offering the first feed in skin contact is encouraged. 
Extra precautions may be needed to ensure that babies remain warm when bottle 
feeding in skin contact as there will be less of the baby’s body in close contact with their 
mother than when feeding from the breast.1 

 
All mothers should be told of the benefit to their baby’s development, especially brain 
development, of keeping the baby close with frequent skin-to-skin contact. Mothers 
should be encouraged to soothe and comfort their baby and they should understand that 
responding to the baby’s needs by observing for hunger cues or feeding for comfort 
does not spoil the baby but offers a natural way of ensuring their well-being and growth. 
This is known as responsive feeding.1 
 

2. Normal behaviour in the term healthy infant at birth: 
Babies are naturally programmed to follow a unique process which leads to a first 
breastfeed. If they achieve this successfully it is very likely that they will recall this at 
subsequent feeds, making these significantly easier, known as imprinting. When 
observed, all babies follow the same pattern, although some take longer than others. 
Observed behaviour of babies who are placed skin-to-skin on their mother’s chest after 
birth: 

 cry briefly – a very distinctive birth cry 
 then the baby will enter a stage of relaxation, recovering from the birth 
 then the baby will start to wake up 
 then begin to move, initially little movements, perhaps of the arms, shoulders and 

head 
 as these movements increase he will actually start to crawl towards the breast 
 once he has found the breast and therefore his food source, he will tend to rest 

for a little while; often this can be misinterpreted as the baby not being hungry or 
not wanting to feed 

 however, after his rest he will start to familiarise himself with the breast, perhaps 
by nuzzling, smelling and licking before he finally attaches and feeds 

 once he has suckled for a period of time, he will come off the breast and fall 
asleep 

 
All babies follow this process, providing it is not interrupted by, for example, taking the 
baby away to weigh or the mother going for a shower. Interrupting this process before 
the baby has completed this sequence, or trying to hurry him through the stages, is 
counterproductive and may lead to problems at subsequent breastfeeds. If there are 
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concerns about the baby’s need for food, the mother can be encouraged to express 
some colostrum to give to him.1 
 

3. Skin-to-skin contact between the mother and baby: 
 Encourages mother and baby interaction  and initiation of a close relationship 
 Calms and relaxes both mother and baby1 
 Keeps the baby warm through regulating the infant’s temperature1 
 Regulates heart rate and breathing in the baby1 
 Stimulates feeding behaviour1 
 Enables the mother to respond to her baby’s feeding cues 
 Encourages reluctant feeders 
 Stimulates the release of hormones (prolactin and oxytocin) to support 

breastfeeding and mothering1 
 Enables colonisation of baby’s skin with the mother’s ‘friendly bacteria’, thus 

providing protection against infection 1,3 
 Preserves energy and accelerates metabolic adaptation in the baby4  
 Reduces the production of mucus in the baby’s stomach5 
 Promotes brain development for the baby1 

 
4. How to offer skin-to-skin in the immediate postnatal period: 

 Dry the baby 
 Place skin-to-skin with his mother 
 Ensure the baby’s head is supported so that the infant’s airway does not become 

obstructed 
 Place a warm towel or blanket over both of them. If the baby is very small, a hat 

is recommended 
 Ensure the baby cannot fall on the floor 

 
4.1 Ensuring the baby’s safety during skin-to-skin contact: 
Vigilance as to the baby’s well-being is a fundamental part of postnatal care in the first 
few hours after birth. Normal observations of the baby’s temperature, breathing, colour 
and tone should continue throughout the period of skin contact. 1,6 Although unexpected 
collapse in the newborn is rare, observations should be made of the mother and her 
baby, with prompt removal of the baby if the health of either gives rise to concern.6  
 
Mothers should be discouraged from holding their baby when receiving analgesia which 
causes drowsiness or alters their state of awareness, e.g., entonox. 
 
The period of skin-to-skin should last for at least one hour, until the baby has had a 
breastfeed or until the mother wishes to end it.  
 
If immediate skin-to-skin contact is not possible because of maternal or infant concerns it 
should be started as soon as the circumstances allow. 
 
If the baby does not feed in the immediate postnatal period, despite skin contact with his 
mother, then the mother and her baby can be transferred to the postnatal ward in a 
chair, still in skin-to-skin contact. If this is not possible or not wanted by the mother, then 
resumption of skin-to-skin contact should be encouraged on arrival on the postnatal 
ward. 
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4.2 Skin-to-skin contact between mother and baby on the postnatal ward: 
 Place skin-to-skin with his mother, nappy on 
 Ensure the baby’s head is supported so that the infant’s airway does not become 

obstructed 
 Place a warm towel or blanket over both of them. If the baby is very small, a hat 

is recommended 
 Ensure the baby cannot fall on the floor 
 Ensure the mother has access to the call bell 
 On handing over care of the mother to another member of staff, ensure that they 

are aware that the mother and baby are having skin-to-skin and the level of 
supervision or assistance with breastfeeding that is required 

 Staff should be vigilant when in the bays and frequent checks should be made to 
ensure the well-being of the mother and baby who are having skin-to-skin 

 
4.3 Skin-to-skin contact between mother and baby on the Transitional Care 
Unit (TCU): 
Mothers whose babies are receiving care on TCU are encouraged to nurse the baby in 
skin-to-skin contact; sometimes known as Kangaroo Mother Care (KMC). KMC is known 
to promote the health and well-being of the baby.7 Studies have shown that during and 
after KMC the heart rate, respiration rate and oxygen levels of the neonate remain within 
normal limits.8 
 
4.4 Key principles of Kangaroo Mother Care (KMC) on the Transitional Care 
Unit (TCU): 

 It is a gentle and effective method that can help avoid agitation sometimes 
experienced within a busy ward environment. 

 It promotes exclusive breastfeeding for preterm and small babies. 
 It promotes early discharge from hospital. 
 KMC is initiated in hospital and can continue at home with support from health 

professionals. 
 
4.5 How to initiate KMC on TCU: 

 Inform the parents of the benefit to their baby of KMC. 
 KMC can commence at birth if the infant is stable 
 Record observations (temperature, heart rate and respirations) of the baby prior 

to KMC 
 Encourage the mother, or father, to sit in an upright position.  
 Place the baby chest-to-chest with the parent offering the KMC. 
 Ensure the baby’s head is supported so that the infant’s airway does not become 

obstructed 
 Ensure the baby is covered with a blanket to body and head to prevent heat loss.  
 Observe colour and respiration of baby during KMC. 
 KMC can be offered to the baby during daylight hours when the infant can be 

easily monitored by the staff. 
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5. Monitoring 
This guideline will be monitored as per proforma ‘UNICEF UK Baby Friendly Audit tool  
requirements. It will be audited six monthly and fed back to the Baby Friendly Initiative 
Working Group and actions monitored through the Baby Friendly Initiative Working 
Group. 
 

6. Communication 
If there are communication issues (e.g., English as a second language, learning 
difficulties, blindness/partial sightedness, deafness) staff will take appropriate measures 
to ensure the patient (and her partner, if appropriate) understand the actions and 
rationale behind them. 
 

7. Equality Impact Assessment 
An equality and diversity impact assessment has been completed. 
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