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Abstract 

Skin-to-skin contact (SSC) is an evidence-based practice with many benefits for mothers 

and their newborns. The separation of mothers from their babies after cesarean birth delays 

SSC, which can adversely affect the initiation and the success of breastfeeding. The 

purpose of this quantitative, quasi-experimental project was to determine if or to what 

degree the implementation of Hung and Berg’s evidence-based protocol for skin-to-skin in 

the operating room (OR) would increase exclusive breastfeeding rates at discharge for adult 

women status post a cesarean delivery in a rural Arizona hospital over four-weeks. The 

Iowa model and Lewin’s planned change theory were utilized for the project. The total 

sample size was 24 women: n =15 in the comparative group and n = 9 in the implementation 

group. Data were obtained from the facility’s electronic medical record (EMR). To analyze 

the comparative and implementation group data, a Mann-Whitney U test was utilized, and 

the results revealed (U = 52.5, p = .379). The results revealed there was no statistically 

significant difference between exclusive breastfeeding rates at discharge between groups. 

Despite the lack of statistical significance (due to the small sample size and time frame), 

there was clinical significance noted as there were two more women post-implementation 

who exclusively breastfed at discharge.  Therefore, it is recommended that the practice of 

SSC be sustained at the project site, and further duplication of the project conducted to 

include vaginal deliveries over a longer period of time to determine true statistical and 

clinical significance. 

  Keywords: skin-to-skin, exclusive breastfeeding, kangaroo care, protocol, cesarean 

delivery, operating room
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Chapter 1: Introduction to the Project 

Skin-to-skin contact (SSC) between a mother and her baby at birth has been 

shown to have positive outcomes for both preterm and term babies, including the early 

initiation and exclusivity of breastfeeding for up to 6 months (Crenshaw, 2014). 

According to Moore, Bergman, Anderson, and Medley (2016), quality, uninterrupted, and 

prolonged mother/baby SSC with access to the mother's breast for no less than 1 hour 

after birth enables mother-newborn interaction and optimal psychophysiological 

functioning for both mother and baby. Additionally, women who have early SSC with 

their newborns are more likely than those having traditional hospital care to have an 

effective first breastfeed, be discharged from the hospital exclusively breastfeeding, and 

remain breastfeeding 4 months after delivery (Moore et al., 2016).  

After vaginal deliveries, SSC is regularly practiced in many health organizations; 

however, it is not practiced or facilitated following cesarean delivery in the operating 

room (OR) of the Women, Infant Services unit in a rural community hospital. Stone, 

Prater, and Spencer (2014) believed that separating mothers and their babies after 

cesarean birth prevents SSC and is linked to specific issues such as delayed breastfeeding 

and decreased maternal satisfaction. According to Stevens, Schmied, Burns, and Dahlen 

(2016), cesarean birth has been known to reduce the initiation of breastfeeding, increase 

the length of time before the first breastfeed, decrease the rate of exclusive breastfeeding, 

significantly delay the onset of lactation, and increase the likelihood of supplementation. 

Hence, the practice of SSC between a mother and her baby immediately after cesarean 

delivery should be implemented for the support, promotion, and duration of breastfeeding 

(Guala et al., 2017). 
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This direct practice improvement (DPI) project was conducted with the intent to 

add to existing knowledge about the evidence-based practice of SSC and to focus on the 

necessity to implement this practice of SSC immediately following cesarean delivery 

within the OR to improve breastfeeding outcomes. Placing a newborn directly in SSC 

with their mother after birth can increase the number of infants who are exclusively 

breastfeeding upon hospital discharge (Crenshaw, 2014). Consequently, through the 

implementation of a standardized protocol for SSC in the OR, the nursing team present at 

each cesarean delivery will practice consistently routine SSC for each mother and her 

newborn after each cesarean birth.  

Each nursing team was educated on the benefits and importance of early SSC 

between mothers and infants and the benefits of exclusive breastfeeding for the infants. 

Through education, practice, and the implementation of an adopted evidence-based 

protocol on SSC, staff were more compliant in assisting mothers with SSC following 

cesarean delivery, which will lead to significant improvement in breastfeeding rates 

(Cleary, Cohen, & Howard, 2018; Hung & Berg, 2011). The protocol for providing for 

SSC in the OR was initially created by Hung and Berg (2011) to increase SSC rates 

among healthy term newborns delivered by cesarean sections. However, the researchers 

found that not only did the protocol increase SSC rates, but exclusive breastfeeding rates 

as well, and they concluded that early SSC was key to successful breastfeeding initiation 

(Hung & Berg, 2011). This chapter introduces the project, including the background of 

the problem, an examination of the issue, purpose of the project, the clinical question, 

advancement of scientific knowledge, and significance of the project. Additionally, this 

chapter presents a summary of the rationale for the methodology, the nature of the 
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project, the definition of key terms, a discussion of the assumptions, limitations, and 

delimitations of the project, organization, and summary of the remainder of the project.   

Background of the Project 

For over 30 years, there has been extensive research on the numerous benefits of 

SSC between a mother and her newborn such as the early initiation and duration of 

breastfeeding, thermoregulation, decreased infant mortality caused by infections, and 

bonding (Belachew, 2019; Doğa Öcal, Vural Yılmaz, Ceyhan, Fadıl Kara, & 

Küçüközkan, 2017; Moran-Peters, Zauderer, Goldman, Baierlein, & Smith, 2014). 

Likewise, breastfeeding is associated with several health benefits for both mother and 

baby. The benefits of breastfeeding for the mother include weight loss, a decreased risk 

of postpartum hemorrhage, and anemia. At the same time, in the infant, the benefits of 

breastfeeding include a reduction in the risk for ear infections, gastroenteritis, and Sudden 

Infant Death Syndrome (SIDS) (Association of Women's Health, Obstetric, and Neonatal 

Nurses [AWOHNN], 2015. The chance to give one’s baby the best nutrition possible 

from birth, especially breastmilk, is unmatched to other sources of feeding. Given all the 

many benefits to be had from breastfeeding, health organizations such as the World 

Health Organization (WHO) encourage all women to breastfeed as the only way to 

provide proper nutrition for their babies (WHO, 2019a). 

According to Vamour et al. (2019), a common cause of difficulties in 

breastfeeding initiation and success is cesarean births. Cesarean births adversely affect 

breastfeeding initiation and milk supply, as mother and baby are often monitored 

separately postoperatively for several hours without the opportunity to breastfeed and 

bond. The early separation between mother and infant after birth is a common practice in 
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many countries and cultures, which may be associated with the decrease in exclusive 

breastfeeding (Jaafar, Ho, & Lee, 2016). Often, stable newborns are separated from their 

mothers and handed to a resuscitation nurse for various tasks to be performed, such as 

vital signs, measurements, medications, and a bath for the newborn (Vamour et al., 

2019).  

The separation of healthy mothers and newborns can be disadvantageous and 

have a harmful effect related to breastfeeding success and exclusivity (Crenshaw, 2014). 

Allen et al. (2019) posited that immediately after birth, there is a biological need for the 

newborn to be with their mothers in direct SSC. Hence, following cesarean delivery, 

women desire to have their baby stay with them and to have their baby naked and 

experience SSC, instead of experiencing feelings of disconnection when they are 

separated from their babies (Stevens et al., 2016). Despite this, critical organizational 

factors, including inadequate staffing and lack of education about the importance of SSC, 

are barriers to initiation following cesarean birth (Koopman, Callaghan-Koru, Alaofin, 

Argani, & Farzin, 2016). At the principal investigator’s facility, important issues of 

concern or barriers are a lack of education about the importance of SSC, which leads to 

minimal staff participation and an unwillingness to change processes. Also, the setup 

within the OR environment is a barrier, and the rearrangement of some equipment to 

allow more space to support SSC was required.   

Skin-to-skin contact between mother and infant allows improvement in 

breastfeeding and maternal comfort (Vamour et al., 2019).  The timely and early 

initiation of breastfeeding following cesarean delivery has resulted in the maintenance 

and exclusivity of breastfeeding by mothers for up to 6 months in the postpartum period 
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(Singh et al., 2017; Vila-Candel, Duke, Soriano-Vidal, & Castro-Sánchez, 2017; Wu et 

al., 2018). Hospital practices, such as keeping a mother and baby together for no less than 

an hour post-delivery, leads to improved initiation and duration of breastfeeding (Cleary 

et al., 2018). Therefore, to ensure the early introduction and success of breastfeeding, it is 

recommended that SSC be performed immediately or within the first hour following birth 

(Cadwell, Brimdyr, & Phillips, 2018; Gregson, Meadows, Teakle, & Blacker, 2016;).  

The best practice of SSC between a mother and her newborn, especially during 

cesarean deliveries, is vital and is being implemented more into practice, as well as it is 

encouraged because of the various benefits to both mother and baby (Frederick, Busen, 

Engebretson, Hurst, & Schneider, 2016). Hence, the barriers to performing SSC 

immediately following birth should be identified and removed. The factors which can 

improve the practice of early SSC need to be integrated into the organization as a 

standard of care to help with the improvement of exclusive breastfeeding rates. 

Problem Statement 

It was not known if the implementation of a standardized protocol for skin-to-skin 

contact immediately following cesarean delivery would improve exclusive breastfeeding 

rates at discharge. The literature showed that early SSC between a mother and her baby at 

birth has positive outcomes, including the early initiation and exclusivity of breastfeeding 

(Moore et al., 2016).  The literature also addressed the lack of practice of SSC in the OR, 

even with the many other benefits to be had from SSC such as bonding, higher infant 

blood glucose, increased maternal satisfaction and confidence, and stabilization of the 

baby’s vital signs (Beiranvand, Hosseinabadi, & Pournia, 2014; Gregson et al., 2016; 

Stone, Prater, & Spencer, 2014).  
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Several hospitals utilize SSC almost exclusively in vaginal deliveries. However, 

some hospitals do not promote uninterrupted SSC in the OR setting because of the 

routine list of care activities nurses typically perform on newborns, many of which can be 

performed while the infant is SSC with his or her mother (Phillips, 2013). Based on the 

growing evidence that SSC in the OR can be safely practiced and implemented, in 

addition to significantly improving breastfeeding rates at discharge, the call for the 

development of policies and protocols surrounding this practice in birthing facilities who 

perform cesarean deliveries has increased and is being encouraged (Cleary, Cohen, & 

Howard, 2018; Stevens et al., 2016; Redshaw, Hennegan, & Kruske, 2014). The 

movement toward SSC in the OR is relatively new but has been successfully 

implemented by several hospitals.  

At the project site, breastfeeding rates for both vaginal and cesarean deliveries are 

currently at 14.62%, which was below the set target of 41.9% for the Joint Commission’s 

core measure on exclusive breastfeeding (Banner Health, 2019). This set target of 41.9% 

is founded on the national 50th percentile performance threshold established by Midas, 

and it is an external benchmark for peer performance (Banner Health, 2019). The Midas 

Care Performance Platform is a national data abstraction and reporting database that 

health care systems utilize to interpret performance results and disseminate actionable 

information from reported data such as CMS Hospital Inpatient Quality Reporting 

(HIQR) Program and the Joint Commission’s ORYX® Quality Initiative Program 

(Conduent, 2019).  

According to Hobbs, Mannion, McDonald, Brockway, and Tough (2016), women 

who delivered by emergency cesarean sections were found to have a higher percentage of 
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breastfeeding difficulties (41%) and utilized more resources before (67%) and after 

(58%) discharge from the hospital, when compared to vaginal delivery (29%, 40%, and 

52%, respectively) or scheduled cesarean deliveries (33%, 49%, and 41%, respectively). 

This quality improvement project explored and substantiated the evidence, which led to a 

better understanding of the importance and benefits of early or immediate SSC, the 

benefits of breastfeeding, and all the factors associated with the duration and success of 

breastfeeding in women having cesarean deliveries. 

Purpose of the Project  

The purpose of this quantitative, quasi-experimental project was to determine if or 

to what degree the implementation of Hung and Berg’s evidence-based protocol for skin-

to-skin in the operating room (OR) would increase exclusive breastfeeding rates at 

discharge for adult women status post a cesarean delivery in a rural Arizona hospital over 

four-weeks. The independent variable, protocol for skin-to-skin contact in the OR, is 

defined as immediately placing the naked infant, once stable, directly on the mother’s 

bare chest covered with a warm blanket for at least 15 minutes to an hour (Crenshaw, 

2014; Hung & Berg, 2011). The independent variable was defined by the utilization of a 

standardized protocol in the OR adopted with permission from Hung and Berg (2011) 

(See Appendix B and C). This protocol was a step-by-step process that was developed to 

ensure the provision of early SSC in the OR to increase the success of breastfeeding 

initiation following a cesarean birth (Hung & Berg, 2011). The dependent variable was 

measured as exclusive breastfeeding rates at discharge. Exclusive breastfeeding is 

defined as a newborn receiving only breastmilk and no other liquids or solids except for 

medications (Brady, Bulpitt & Chiarelli, 2014). 
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This project was designed to compare exclusive breastfeeding rates at discharge 

in women who had cesarean deliveries before and after the implementation of a 

standardized protocol for SSC in the OR. The routine practice of SSC in the OR saw the 

improvement of exclusive breastfeeding rates at discharge in mothers who had a cesarean 

delivery. Also, SSC in the OR will have many added benefits, both psychologically and 

physiologically, for both mother and infants (Phillips, 2013).  

Clinical Question  

The research on skin-to-skin contact in the OR is limited; nevertheless, there are a 

plethora of studies on the positive impact and benefits SSC has for both mothers and their 

newborns. The evidence suggested that early SSC increases the success and exclusivity 

of breastfeeding and has many benefits for the baby, mother, and even society (Phillips, 

2013). However, it was unknown if SSC immediately following cesarean delivery would 

successfully increase exclusive breastfeeding rates.  

Standard care routines such as completing physical assessments and administering 

medications hinder the opportunity for SSC and breastfeeding following delivery 

(Balatero, Spilker, & McNiesh, 2019). All routine procedures can take place during SSC 

or can be delayed until after the sensitive period or the sacred hour immediately after 

birth (Crenshaw, 2014). Hence, the implementation of an SSC protocol ensured that 

health care providers altered their approach when seeking to unnecessarily separate 

infants from their mothers during cesarean delivery. The following clinical question 

guided this quantitative project: In women who are having cesarean delivery, would the 

utilization of a standardized protocol for skin-to-skin contact in the OR as compared to no 

standardized protocol increase exclusive breastfeeding rates at discharge? 
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For the clinical question, the independent variable was the protocol for SSC being 

performed in the OR following the birth of the baby, and the dependent variable was 

exclusive breastfeeding rates at discharge. A quantitative quasi-experimental method with 

a pre- and post-intervention design was selected for this project to examine how a 

standardized protocol for SSC would increase exclusive breastfeeding rates at the project 

site.  

Advancing Scientific Knowledge 

This quality improvement project will help to improve the chosen population’s 

health by adding to and increasing the current body of evidence, which speaks to the 

importance of practicing SSC in the OR following each cesarean delivery and the 

positive impact it has on breastfeeding. The knowledge to be gained from this project will 

emphasize the physiologic and psychological benefits for both mothers and infants when 

SSC is practiced, no matter the mode of delivery. Also, this project will encourage nurses 

to use the evidence from the literature to educate mothers on SSC and breastfeeding and 

change their practice in supporting SSC to improve breastfeeding practices.  

There is a gap in evidence that is related to the dated research articles used in this 

project as many of the articles were before 2015. This quality improvement project will 

address the gap in evidence that falls short of recognizing the importance of the practice 

of SSC, its benefits and how it improves exclusive breastfeeding not only in women 

delivering vaginally but also in women who are having a cesarean delivery. Also, being 

able to help close this gap in evidence will translate the importance of this effective 

practice to the mothers receiving cesarean delivery because most of them are not offered 

SSC with their newborns in the OR.  
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Both the Iowa model revised: Evidence-based practice to promote excellence in 

health care and Lewin’s planned change theory were selected to facilitate the practice 

change. The Iowa model for evidence-based practice to promote quality care offers a 

framework to improve patient outcomes, enhance nursing practice, and monitor health 

care costs and encourages pilot testing of interventions before implementation (Iowa 

Model Collaborative, 2017; Titler et al., 2001). The utilization of the model was noted in 

a few of the research articles to promote SSC, breastfeeding, and education of health care 

providers. The model guided the process of implementing the protocol through the 

education of the nurses. It encouraged the nurses to question their current practice and to 

follow a series of steps. The steps were intended to trigger a change in practice and to 

meet the learning needs of all the nurses in labor and delivery, nursery, and postpartum. 

The project advanced the Iowa model by reinforcing that continued research and 

translation of the best evidence helps to improve patient care. Using the model will help 

to consistently recognize problems, look for answers, and implement changes (Iowa 

Model Collaborative, 2017).  

The theory that guided the project was Lewin’s planned change theory as it was 

appropriate and applicable to small and wide-scale change projects in organizations 

(Cummings, Bridgman, & Brown, 2015). The theory occurs in three stages: unfreezing, 

moving, and refreezing (Lewin, 1951). Unfreezing refers to creating dissatisfaction and 

prepping the organization to accept that change is necessary. Moving refers to persons 

resisting the change and then gradually move towards acceptance of the change and look 

for new ways to do things. The final stage of refreezing is when the new way of doing 

things has been accepted, practiced, and reinforced (Lewin, 1951).  
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The application of Lewin’s change theory saw to the creation of dissatisfaction 

among the nursing and medical staff on the unit through the presentation of data, which 

showed how poorly the organization was in meeting the set goals for exclusive 

breastfeeding rates. The change was met by some resistance from a few of the nurses who 

saw this as a significant change in their practice, as their standard practice before this was 

focused on the completion of tasks rather than promoting the best environment for the 

newborn. Following reviewing the evidence and proving to the nurses that a delay in 

common newborn interventions such as eye prophylaxis and administering vitamin K 

would not put the newborn at risk, all the nurses, including those who resisted the change, 

worked towards accepting the change.  

The application of the theory saw the successful implementation and adoption of 

the new practice of SSC in the OR, which is now considered standard practice. This 

project advanced Lewin’s planned change theory by continuing to demonstrate that 

change is a vital component of nursing practice and is needed for continuous 

improvement using evidence-based practices. Nurses are instrumental in the promotion of 

change and in becoming more aware of the need for change in the patient care setting to 

provide safe and reliable patient care and improved patient outcomes, in this case, the 

practice of SSC in the OR.  

Significance of the Project 

This quality improvement project, through the translation of current evidence, 

aimed to address the gaps and challenges faced with the implementation and practice of 

SSC in the OR immediately following a cesarean birth.  The knowledge gained 

contributed to the existing literature by providing added information to health care 



12 

 

providers on the significance of early SSC following this mode of delivery and how its 

continued practice offers the best start for mothers and newborns. The project also 

provided information on how to recognize the facilitators and barriers to the success of 

SSC in the OR and how to overcome these barriers effectively.  

A mother’s decision to breastfeed is typically made before or during her 

pregnancy. When SSC is initiated immediately after birth, the infant will be able to 

suckle competently and establish effective breastfeeding (Khadivzadeh, Karimi, Tara, & 

Bagheri, 2017). The evidence from this project led to a better understanding of this 

practice and its facilitation in the OR through the education of all stakeholders and 

positive reinforcement of the benefits of SSC (Turenne, Heon, Aita, Faessler, & 

Doddridge, 2016). The evidence obtained emphasized the importance of family-centered 

care and encouraged the members of the labor and delivery team to support SSC during 

and after a cesarean birth. 

Ensuring that SSC becomes a routine practice for mothers with cesarean 

deliveries enhances patient satisfaction and experience. Skin-to-skin contact enables 

mothers to feel like they are in control and have adequate breastfeeding support. This 

support will, in turn, see to a reduction in breastfeeding challenges, and ultimately an 

improvement in exclusive breastfeeding rates at the project site. This quality 

improvement project adds to the existing body of knowledge by translating current 

evidence that SSC improves exclusive breastfeeding but is currently only being 

performed for women delivering vaginally. This added evidence also proved that 

providing mothers receiving cesarean delivery with the ability to perform SSC with their 

newborns was of significant health benefit to both mother and baby. 
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Rationale for Methodology 

This project used a quantitative approach to explore the changes in exclusive 

breastfeeding rates at discharge following the implementation of the protocol for SSC in 

the OR. In utilizing a quantitative method, the principal investigator sought to explain the 

current situation between variables (Terry, 2015b). The quantitative method allowed for 

objective examination and statistical analysis of the clinical data through the selection of 

an appropriate instrument to be used and gather the data without becoming emotionally 

involved with the participants (Curley & Vitale, 2015; Terry, 2015b).  

Choosing the quantitative quasi-experimental methodology is a practical method 

of assessing the impact of an intervention (Terry, 2015b). In this case, the impact the 

implementation of a protocol for SSC in the OR had on exclusive breastfeeding rates at 

discharge. This method allowed for the data to be gathered to evaluate the 

implementation of and adherence to the protocol for SSC in the OR. It also ascertained if 

there were any considerable changes in breastfeeding rates before and after the 

implementation of the protocol for the provision of SSC (Hung & Berg, 2011).  

Nature of the Project Design  

The nature of this project was a quantitative quasi-experimental method with a 

pre- and post-intervention design. According to the Center for Innovation in Research 

and Teaching (CIRT, n.d.-a), the pre- and post-intervention (also known as pretest-

posttest) approach examines changes or effects. It enabled the principal investigator to 

explore the effect before and after an intervention on a single group of participants. 

Hence, the pre- and post-intervention design involves obtaining a pretest measure of the 

outcome of interest before administering some treatment, followed by a posttest on the 
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same measure after treatment occurs (Polit & Beck, 2017d). This design was selected 

over other designs, as it was the best design to answer the clinical question as it captured 

pre and post data (before and after) the intervention was implemented. Hence, selecting 

the quasi-experimental pre- and post-intervention design determined if the timing and 

duration of skin-to-skin contact (SSC) based on the protocol increased exclusive 

breastfeeding rates at discharge in women who had a cesarean delivery.  

Definition of Terms 

In carrying out a project with such detailed information, it was imperative to 

provide readers with definitions of key terms utilized in the project. The description of 

the various terms helped to offer clarity and context for this project. The following terms 

were used operationally in this DPI project.  

APGAR score. It provides an accepted and convenient method for reporting the 

status of the newborn immediately after birth and the response to resuscitation if needed. 

The 5-minute Apgar score, and particularly a change in the score between 1 minute and 5 

minutes, is a useful index of the response to resuscitation. If the Apgar score is less than 7 

at 5 minutes, the Neonatal Resuscitation Program (NRP) guidelines state that the 

assessment should be repeated every 5 minutes for up to 20 minutes (American College 

of Obstetricians and Gynecologists [ACOG], 2015). 

Cesarean delivery/birth. Cesarean birth is the delivery of a baby through 

incisions made in the mother’s abdomen and uterus (ACOG, 2018). This mode of 

delivery is performed when the clinician and patient believe that abdominal delivery is 

likely to provide a better maternal or fetal outcome than vaginal birth (Berghella, 2019). 
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Early skin-to-skin contact. It is described as the placement of the naked infant 

on the mother’s bare chest immediately after birth until completion of the first feeding 

(Linares et al., 2016). 

Exclusive breastfeeding. This type of breastfeeding is when the infant receives 

only breastmilk without any additional food or drink (Linares et al., 2016). Breastfeeding 

is considered the best form of nutrition and immune support for newborns and is 

encouraged at least 30 minutes following birth (McConachie & Elsaharty, 2017).   

Sacred hour. This is also known as the golden hour or sensitive period and is the 

first 60 minutes immediately after birth when there is uninterrupted SSC until after the 

first feeding (Crenshaw, 2014). This first 60 minutes is also critical as it is a time for 

transition for a newborn moving from the internal to the external uterine environment 

(Neczypor & Holley, 2017).  

Newborn/neonate. A newborn/neonate is a single liveborn infant with age in 

days at admission between zero and 28 days (Agency for Healthcare Research and 

Quality [AHRQ], 2017). 

Skin-to-skin contact. Skin-to-skin contact, also known as kangaroo care, is 

defined as the placement of the naked newborn on the mother’s bare chest with no 

barriers between the mother’s skin and the baby’s skin (Balatero et al., 2019). 

Operating room. The operating room (OR) is a sterile, organized environment. 

This room is specially designed and equipped to perform various surgical procedures 

(Doyle & McCutcheon, 2012).  
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Assumptions, Limitations, and Delimitations 

Assumptions. The first assumption was that this project would be an accurate 

representation of the current situation at the project site. Currently, breastfeeding rates are 

at 14.62 %, which was well below the targeted percentage set by the organization and 

based on the Joint Commission’s core measures. The second assumption was that the 

provision of education to stakeholders before the implementation of the protocol would 

lead to buy-in. Another assumption was that some mothers would choose not to perform 

SSC following delivery for cultural reasons. At the same time, there would be mothers 

who would want to perform SSC with their newborns so as not to be separated. Another 

assumption was that all nurses would follow and adhere to the protocol for SSC in the 

OR as it was straightforward and practical. The protocol is an easy to follow step-by-step 

algorithm that gives clear instructions on how to perform SSC between mother and baby 

while ensuring that the safety of the infant is maintained. Additionally, adherence to the 

protocol would see to successful process improvement.  

Limitations/delimitations. The first limitation presented in this project was the 

size of the sample. The sample size may vary based on the population served and the 

number of cesareans births that occurred per month at the project site. Also, a small 

sample size can skew the interpretation of results and present no statistical significance. 

The second limitation was the nurses’ attitudes, perceptions, or knowledge on SSC and 

breastfeeding, which could hinder the implementation and adoption of the practice. The 

third limitation was the patient’s preference. Not all mothers may want to hold their 

babies immediately following delivery and may prefer to hold their babies once they are 

out of the OR, and the babies are cleaned up. The fourth limitation was the 
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documentation of data within the electronic medical record (EMR) by the nurses. The 

EMR typically contains demographics, vital statistics, clinical, and administrative data 

about the patient (Cowie et al., 2016; Myers & Stevens, 2016). However, there was 

missing information that caused issues in collecting some of the required data. The fourth 

limitation was the length of time for the project. The time allotted to implement and 

collect pre-intervention and post-intervention data was too short, which did not capture a 

full year with seasonal variances. A longer timeframe for data collection would be better 

to capture adequate data, especially if the project were to be repeated. The fifth limitation 

was the number of research articles. The practice of SSC is an established practice in 

vaginal deliveries; however, many of the research articles that focused on the practice in 

the OR were prior to 2015, leaving a gap for more current evidence.  

The delimitations included the location of the project as it occurred in a familiar 

and appropriate setting where women having a cesarean delivery were the focus. There is 

a disparity in this group of women, as they are not normally offered the opportunity to 

perform SSC with their newborns in the OR. Another delimitation was the 

implementation of a user-friendly protocol to guide the nurses on how to perform SSC in 

the OR smoothly. Another delimitation was the organization of the OR equipment, as it 

allowed for more space and facilitated the implementation of SSC in the OR.  

Summary and Organization of the Remainder of the Project 

Skin-to-skin contact (SSC) soon after delivery is a best practice that is 

recommended worldwide and has well-documented benefits for both the mother and the 

baby (Guala et al., 2017). While the practice of SSC is customary following vaginal 

births, it is not consistently practiced or facilitated following cesarean delivery in the OR. 
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Stone et al. (2014) believed that separating mothers and their babies after cesarean birth 

prevent SSC and are linked to specific issues such as delayed breastfeeding and 

decreased maternal satisfaction. Beiranvand, Valizadeh, Hosseinabadi, and Pournia 

(2014) recommended that babies not be taken away from their mothers unless there was a 

significant reason and should be placed SSC soon after birth. The standard practice of 

SSC after cesarean delivery between a mother and her baby should be implemented for 

the promotion of and duration of breastfeeding (Guala, 2017). Khadivzadeh et al. (2017) 

found from their study that the rate of exclusive breastfeeding was considerably higher in 

women who performed SSC (40.4% vs. 20%, p <0.05). DeLeo (2017) in her study found 

that 56.5% of infants who had SSC immediately after cesarean birth were exclusively 

breastfed, and of those infants who did not have SSC soon after birth, only 35.1% were 

breastfed exclusively (p = .01). The practice of SSC is associated with a trend towards 

better breastfeeding outcomes, including exclusivity. 

The project included women who had a cesarean delivery. A pre- and post-

intervention project was undertaken to determine if the implementation of a standardized 

protocol for SSC increased exclusive breastfeeding rates at discharge based on the 

evidence noted in the literature. In Chapter 2, a review of the current literature on the 

importance of the project and the positive impact it has on the project population is 

presented. This review of literature focused on the benefits and practice of SSC, early 

initiation and duration of breastfeeding, the perceptions of mothers and health care 

professionals, strategies for the improved practice of SSC between a mother and her 

baby, which can be introduced be safely and successfully in the OR.  Chapter 3 describes 

in detail the research methodology, design, and procedures to be used for this 
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investigation. Chapter 4 provides specifics on how the data will be analyzed and will 

provide the results of the project. Lastly, Chapter 5 provides a comprehensive summary 

of the overall project with a presentation of the findings, conclusions, and future practice 

recommendations.  
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Chapter 2: Literature Review 

Skin-to-skin contact (SSC) soon after delivery is a best practice that is globally 

endorsed and has been shown to have positive outcomes for both preterm and term 

babies, including the early initiation and exclusivity of breastfeeding for up to a year of 

life (Guala et al., 2017). Phillips (2013) explained that the way a baby is received into the 

world during the first hours after delivery might have short- or long-term effects. Based 

on the vast amount of existing evidence, newborns who are positioned skin-to-skin with 

their mothers soon after birth make the transition from intrauterine to extrauterine life 

with greater stability in their respiration, temperature, blood glucose and with 

considerably less crying signifying less stress (Dahlø, Gulla, Saga, Kristofferson & 

Bardaly Eilertsen, 2018; Phillips, 2013). Additionally, mothers who get to hold their 

newborns skin-to-skin have positive maternal behaviors, show more confidence or self-

efficacy in caring for their babies and breastfeeding for longer durations (Aghdas, Talat, 

& Sepideh, 2014; Phillips, 2013).  

There are increased levels of the hormone oxytocin when SSC is initiated within 

the first hour after birth (Phillips, 2013). Oxytocin reduces maternal/infant stress, helps 

the infant acclimatize to postnatal life, fosters maternal/infant attachment, and promotes 

breastfeeding (Crenshaw, 2014). Also, during SSC, mothers can provide physical and 

spoken stimulation to the infant that enhances breastfeeding behaviors (Aghdas et al., 

2014).  Thus, research has recommended that SSC be performed immediately or within 

the first hour following birth, as the timely and early initiation of breastfeeding following 

either vaginal or cesarean delivery has led to the continuance and exclusivity of 

breastfeeding by mothers for up to 6 months in the postpartum period and the 
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continuation of breastfeeding for 1 year or longer (Cadwell, Brimdyr, & Phillips, 2018; 

Gregson, Meadows, Teakle, & Blacker, 2016; Singh et al., 2017).  

For evidence to be translated into practice, nurses are required to critically 

evaluate and synthesize research (Smith & Noble, 2015). This critical appraisal and 

synthesis of research may involve a thorough review of literature, which gives a deeper 

understanding and explanation of the area of importance (Smith & Noble, 2015). 

Furthermore, performing literature reviews allows researchers to understand the 

relationship between their research problem and body of knowledge in their area of 

research and to obtain research methodologies used by other researchers to find and solve 

research questions similar to the ones being investigated (Pare & Kitsiou, 2017).  

Within this chapter, many empirical research and scholarly articles will be appraised, and 

a detailed synthesis will be given on SSC and breastfeeding with a focus identified 

concepts and subthemes, the theoretical foundation and model driving the project, and 

recommendations for future research.  

An extensive electronic search was performed using the following databases: 

CINAHL, Cochrane, Google Scholar, and OVID. The keywords used were skin-to-skin 

contact, kangaroo care, operating room, skin-to-skin protocol, baby-friendly practices, 

Iowa model, education, breastfeeding, and breastfeeding rates. Different quantitative 

methods were noted, such as randomized controlled trials (RCT), stratified two-stage 

cluster design, and exploratory cross-sectional design with convenience sampling cross-

sectional studies. Qualitative methods, such as ethnography, interviews, and observations, 

were also used. Of all the articles acquired through the literature search, there was a gap 

noted as several of the articles though they supported the clinical question, were dated 
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before 2015. Nonetheless, given their level of relevance to the project, they were used to 

support the translation of evidence regarding SSC following cesarean delivery and its 

many benefits, especially on breastfeeding.  

The literature in this chapter is thematically organized into three major themes 

beginning with the first theme of skin-to-skin contact with the subthemes being skin-to-

skin contact experiences, implementation of the skin-to-skin practice, and skin-to-skin 

protocol. The second theme discussed was the benefits of skin-to-skin with the subthemes 

being thermoregulation, positive maternal attachment, and the prevention of the adverse 

effects of separation. The third and final theme discussed was breastfeeding with the 

subthemes being modes of delivery––vaginal versus cesarean, the successfulness of 

breastfeeding, early initiation, and increase in exclusive breastfeeding rates.  

Background of the Problem 

Immediate SSC for a minimum of 1 hour after birth is one of the most effective 

methods for promoting exclusive breastfeeding.  Babies who have early SSC are more 

likely to be exclusively breastfed at discharge, exclusively breastfed after discharge, and 

breastfed for longer durations (Gregson et al., 2016; Khadivzadeh et al., 2017). Early 

SSC can be integrated into standard newborn care and is a recognized practice that 

supports optimal maternal-infant health outcomes and quality nursing care (Haxton, 

Doering, Gingras, & Kelly, 2012). When SSC does not occur, evidence shows that a 

cascade of physiologic and psychologic processes may occur and may lead to poor 

outcomes. These poor outcomes can include prolonged transitioning time for newborn, 

including abnormal vital signs and possibly low blood glucose; in mothers, outcomes 

included increased maternal bleeding, decreased breast milk production, and increased 
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incidence of postpartum depression and anxiety (Brimdyr, Cadwell, Stevens, & 

Takahashi, 2018; Phillips, 2013).  

Delaying SSC can make breastfeeding more difficult for the mother and infant, 

delay initiation of breastfeeding, and ultimately lead to other forms of infant feeding 

(Brimdyr et al., 2018). Breastfeeding initiation and milk supply can be negatively 

affected following cesarean births as mother and baby are often monitored individually 

postoperatively for many hours without the chance to breastfeed and bond (Frederick et 

al., 2015). From the literature, the best practice of SSC between a mother and her 

newborn, especially during cesarean deliveries, is important and is being implemented 

more and more into practice, as well as is encouraged because of the many benefits to 

both mother and baby (Frederick, Busen, Engebretson, Hurst, & Schneider, 2016). 

However, despite the known benefits of breastfeeding, there is an overall decline in 

exclusive breastfeeding rates, which can be ascribed to the early separation of newborns 

from their mothers. Additionally, even with the vast amount of evidence from research 

that early or immediate SSC within the first hour following delivery can improve 

breastfeeding and neonatal health outcomes, SSC is not routinely practiced or facilitated 

in the operating room (OR) for mothers who are having scheduled or even unscheduled 

cesarean delivery for varying reasons (Bavaro, Mendoza, McCarthy, Toledo, & Bauchat, 

2016; Chaplin, Kelly, & Kildea, 2016; Hobbs et al., 2016). According to the Centers for 

Disease Control and Prevention (CDC, 2019), most mothers who hope and intend to 

breastfeed are not adequately supported, and 60% of mothers do not breastfeed for as 

long as they plan to for varied reasons. Some the reasons included issues with latching 

and lactation, inconsistencies in practice, the lack of supportive policies or the existence 
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of unsupportive hospital practices and policies that undermine the mother’s decision to 

breastfeed exclusively and creates barriers to supporting better breastfeeding outcomes 

(Brimdyr et al., 2018; CDC, 2019; Koopman et al., 2016).  

The success rate for mothers who want to breastfeed can be improved through 

support and practice changes in the health care setting. From the review of research 

articles that focused on the benefits and practice of SSC, early initiation, duration, and 

exclusivity of breastfeeding, the experiences of mothers and perspectives of health care 

professionals, strategies for the practice of SSC between a mother and her baby can be 

safely and successfully introduced into the OR as a standard of care with protocols to 

guide the process (Boyd, 2017; Hung & Berg, 2011; Koopman et al., 2016). This 

improvement in practice would result in many more mothers breastfeeding their babies 

during hospitalization and for more extended periods following discharge.  

At the project site, SSC was not performed in the OR for the mothers who were 

having a cesarean delivery. Additionally, mothers who have had this extraordinary 

experience expressed the joy at having had SSC with their baby in the OR and how it 

helped them to start breastfeeding earlier than expected (Moran-Peters et al., 2014). 

Therefore, the purpose of this quality improvement project was to determine if or to what 

degree the implementation of Hung and Berg’s evidence-based protocol for skin-to-skin 

in the operating room (OR) would increase exclusive breastfeeding rates at discharge for 

adult women status post a cesarean delivery in a rural Arizona hospital over four-weeks.  

Theoretical Foundations 

For nurses to provide effective and holistic care, they must depend on sound 

theoretical principles to create and implement the plan of care (Saleh, 2018). Change can 
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be exceedingly difficult to achieve. The application of a theoretical model or framework 

will make the change easier by supporting the process and by providing a better 

understanding and explanation of how and why implementation succeeds or fails (Nilsen, 

2015). To guide the project and to help to answer the clinical question: In women who 

are having cesarean delivery, would the utilization of a standardized protocol for skin-to-

skin contact in the OR as compared to no standardized protocol increase exclusive 

breastfeeding rates at discharge? It was essential for the principal investigator to select a 

model and theory that supported the change within the organization and was also 

supported within the literature.  

The Iowa model revised: Evidence-based practice to promote excellence in 

health care. The 2015 Iowa model revised: Evidence-based practice to promote  

excellence in health care (See Appendix D) is the reworked version of the 1998 model. 

The model was chosen as the framework to guide the implementation of the standardized 

protocol for SSC because it has been extensively validated as a highly effective model to 

facilitate change in nursing (Iowa Model Collaborative, 2017; White & Spruce, 2015). 

Also, the model was chosen as it frequently used by researchers in the literature. The 

model is the intellectual property of the University of Iowa Hospitals and Clinics 

(UHICs), and the principal investigator sought permission to utilize the model, and the 

same was granted (See Appendix E).  

The Iowa model of evidence-based practice to promote quality care was 

developed in 1994 and revised in June 2015 to promote quality care through research 

utilization. The model gives a foundation on which to create structure systematically and 

a process for employing and evaluating a practice change (Titler et al., 2001). The model 
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as a framework can guide nurses to improve patient outcomes, enhance nursing practice, 

and monitor health costs. The use of the model promotes preliminary testing of 

interventions before the implementation of a practice change and uses the concept of 

knowledge-and problem-focused triggers to question current practices and to investigate 

whether care can be improved through the use of existing research (Boyd, 2017; Stone et 

al., 2014). The revised version of the model––Iowa model revised: Evidence-based 

practice to promote excellence in health care––remains an application-oriented step-by-

step guide for the EBP process (Iowa Collaborative, 2017). It is intended for use by point 

of care clinicians asking critical clinical questions and then seeking to improve quality 

through the systematic use of evidence (Iowa Collaborative, 2017).  Also, the model was 

selected as the algorithm for the required step-by-step team approach that would help to 

facilitate the successful implementation and sustainability of the protocol for SSC in OR 

after cesarean delivery.   

Stone et al. (2014) selected the Iowa model as the algorithm for the required step-

by-step team approach to facilitate the successful implementation and sustainability of 

SSC in OR after cesarean delivery in their institution. The researchers also used the 

model as they found that it worked well in larger facilities to enact evidence-based 

practice changes which improved nursing practice and patient outcomes. Per the model, 

Stone et al. (2014) discovered the trigger that was needed for the change and conducted 

an extensive literature review for baseline information and rationale to move forward 

with the change in practice. As there were various disciplines involved, team members 

identified and recruited by the project manager and were responsible for collaborating 

and communicating departmental and discipline-specific concerns regarding SSC in the 
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OR after cesarean delivery (Stone et al., 2014). The overall result of their project using 

the Iowa model led to the adoption and implementation of SSC in the OR as a routine 

practice (Stone et al., 2014). 

Haxton et al. (2012), also employed the use of the Iowa model in implementing 

SSC at birth in a birthing center. According to Haxton et al. (2012), the specified goal for 

the birthing center was to surpass the Healthy People 2010 goal of 75% of mothers 

initiating breastfeeding and to reduce formula supplementation rate to less than 20% at 

discharge. Using the steps of the Iowa model, the researchers piloted SSC and fully 

implemented the practice in the birthing center. The researchers found that breastfeeding 

initiation rates in term newborns improved from 74% to 84%, a 10% increase in 

breastfeeding initiation that exceeded the Healthy People 2010 goal (Haxton et al., 2012). 

Boyd (2017) also applied the Iowa model as the theoretical framework to develop 

and implement the evidence-based practice (EBP) of SSC as a standard of care to 

implement in her facility’s OR. This model was chosen as the format allowed midwives 

and nurses to use the knowledge and problem-focused triggers, which led staff members 

to question current practices and to investigate whether care could be improved using 

current research findings (Boyd, 2017). Boyd (2017) found that the utilization of the 

model had a significant impact on how the EBP of SSC was successfully adopted within 

the OR and recovery room setting. 

Employing the Iowa model revised: Evidence-based practice to promote 

excellence in health care helped to answer the clinical question posed and predict patient 

outcomes using a scientific method of evidence-based research in improved practice. The 

seven elements of the model include identifying problem-focused and knowledge-
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focused triggers or opportunities, determining if the problem is a priority for the 

organization, forming a team, gathering and analyzing research, piloting and 

implementing the change, evaluating, and following up (Haxton et al., 2012). Per the 

revised model, the trigger or opportunity for the change is identified; in this case, this was 

the low percentage rate for exclusively breastfeeding mothers at the project site. Next, 

was moving forward with the change in practice after an extensive literature review for 

baseline information and rationale to prove to the nursing staff and other health care 

providers the importance of SSC and the numerous benefits it has for both mother and 

baby. Implementing the planned change required the active participation of all nursing 

staff, other health care providers, and stakeholders. Therefore, it was necessary to form a 

team that understood the need for planned change (Stone et al., 2014). The team was 

responsible for collaborating and communicating specific concerns regarding the use of 

the protocol for SSC in the OR after each cesarean delivery.  

The Iowa model revised: Evidence-based practice to promote excellence in health 

care emphasized that positive change is possible once changes are explained, shared, and 

accepted (Iowa Collaborative, 2017). Hence, all health care providers on the unit were 

educated on the benefits of SSC and implementation of the protocol for SSC, which saw 

to its buy-in and adoption. Through this quality improvement project and the use of the 

Iowa model as a framework, the needs of the community served by the project site were 

met by increasing maternal satisfaction, improving breastfeeding initiation and increasing 

exclusive breastfeeding rates at discharge for women who underwent cesarean delivery at 

the project site. 
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Lewin’s planned change theory. The theory chosen was Lewin’s planned 

change theory, which occurs in three stages: unfreezing, moving, and refreezing (Granger 

Oberleitner, 2014). The utilization of this theory saw to the successful implementation 

and adoption of the new practice of SSC in the OR. Additionally, the theory provided a 

framework that supported stakeholders through the change and identified areas of 

strengths and resistance before the implementation of the change (Wieczorek, Schmied, 

Dorner, & Dür, 2015).  Planned change occurs by design, as opposed to change that is 

spontaneous, or that occurs by coincidence or by accident (Granger Oberleitner, 2014).  

According to Lewin (1951), there are two forces involved in change: driving and 

restraining forces. A driving force encourages movement in a new direction. Whereas, a 

restraining force has the opposite effect and will impede the progress towards that goal. 

Restraining forces cause an alteration in the equilibrium that opposes change. In planned 

change, driving forces should be identified and accentuated, while restraining forces 

should be recognized and minimized. If both forces can be recognized, it may be possible 

to predict if the change would be successful (Granger Oberleitner, 2014). 

Lewin (1951) explained that for planned change to be successful, it must happen 

in three phases: unfreezing, moving, and refreezing. Unfreezing speaks to preparing the 

organization to accept that change is necessary or challenging the status quo. Moving 

refers to where persons experience resistance and gradually move towards acceptance of 

the change and look for new ways to do things. The final stage of refreezing is when the 

new way of doing things has been accepted, practiced, and reinforced (Lewin, 1951).  

In the quality improvement project by Stone et al. (2014), Lewin’s planned 

change theory was used in conjunction with the Iowa model to facilitate SSC in the OR 
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following cesarean births. The researchers found that it was previously used to implement 

SSC as a practice change in their facility for women who had vaginal births. Stone et al. 

(2014) found that the practice of SSC in vaginal deliveries led to the providers 

recognizing the many benefits which were associated with it. Using the evidence from the 

successful implementation of SSC in vaginal deliveries, the researchers went through 

each stage of Lewin’s planned change theory creating dissatisfaction, dealing with 

resistance, and ultimately moving towards acceptance and standardization of the practice 

within their OR suite (Stone et al., 2014).  

Maloof‐Bury and Russell (2013), along with a team of nurses, employed Lewin’s 

change theory to develop and implement a policy that made birth kangaroo care (BKC) 

the standard of care for vaginal and cesarean births. Additionally, the policy was created 

to promote early SSC between a mother and her infant from birth until the first 

breastfeeding was accomplished. The authors found that despite the extensive evidence 

that spoke to the physiologic and emotional benefits SSC provided for both mother and 

infant, there was still routine separation of a mother and her baby (Maloof‐Bury & 

Russell, 2013). Lewin's stages of unfreezing, moving, and refreezing were used to gain 

buy-in from providers and staff, to handle resistance in practice change and to create a 

cultural shift within the unit. The authors found that following the implementation of 

their policy, breastfeeding rates went up from 59% to 75%. Also, maternal satisfaction 

was improved as indicated by the positive letters, surveys, and in‐person feedback, and 

the staff was empowered by the process (Maloof‐Bury & Russell, 2013). 

Within the principal investigator’s facility, unfreezing began earlier with the 

implementation of SSC in vaginal births, where the obstetricians and the nursing staff 
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realized the advantages of SSC. In the moving stage, some of the nurses displayed 

resistance, as this was a change from the traditional way of doing things where the baby 

was normally taken to the recovery area until the mother’s surgery was completed and 

she was transferred there. Following the education of the nursing staff, there was a 

gradual movement towards acceptance of the planned change. Lastly, in the refreezing 

stage, the change was accepted with new behaviors practiced and reinforced as SSC in 

low risk and scheduled cesarean deliveries now considered as standard practice for the 

unit.   

This quality improvement project fits within other evidence-based research, as it 

improves practice and guides practice development based on sound research and not 

opinion. The Iowa model revised and Lewin’s planned change theory were useful in the 

implementation and adoption of the protocol for SSC in the OR. The Iowa model revised 

encouraged inquiry and critical thinking, whereas Lewin’s planned change theory 

directed the change process by bringing about a change in the nurses’ way of thinking 

and creating an awareness of the advantages of the change. Also, both the model and the 

theory helped with understanding how the implementation of the protocol took place and 

what influenced the outcomes leading to its success.  

Review of the Literature 

An integral part of the World Health Organization (WHO) and the United Nations 

Children’s Fund (UNICEF) Baby-Friendly Hospital Initiative is the practice of skin-to-

skin contact. This practice requires minimal organizational effort or costs to health care 

institutions that offer it (Guala et al., 2017). The benefits of SSC have been studied and 

incorporated into practices around the world (Rutgers & Myers, 2015). Skin-to-skin 
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contact involves placing a naked newborn chest down on the mother’s bare chest and 

covering the infant with blankets to keep it warm with the optional use of a diaper and a 

hat (Cantrill et al., 2014; McConachie & Elsaharty, 2017). Immediate or early SSC after 

delivery is a meaningful experience for both mother and newborn, and it is often referred 

to as “the sacred or golden hour” and should be implemented, encouraged, and protected 

whenever possible (Rutgers & Meyers, 2015). The first hour of life or the golden hour 

requires the rapid adaptation of multiple newborn organ systems and includes pulmonary, 

circulatory, metabolic, and hemodynamic changes (Neczypor & Holley, 2017).  

Skin-to-skin contact. The practice of SSC was first medically recognized and 

practiced in Bogota, Columbia, in 1978, out of necessity as premature infant mortality 

was 70% (Rutgers & Meyers, 2015). The introduction of the practice of SSC helped to 

assuage complications related to overcrowding, prematurity, nosocomial infections, and 

sharing incubators. It was discovered that encouraging mothers to employ continuous 

SSC with their premature or low birth weight newborns lessened some of the issues 

associated with a shortage of health care staff and equipment, achieved higher exclusive 

breastfeeding rates, lowered infant mortality, and allowed for earlier hospital discharge. 

Infant mortality also decreased from 70% to 30% (Rutgers & Myers, 2015).  

In this review by Rutgers and Myers (2015), they found that this immediate, close 

contact with the mother can help a newborn achieve stability as they transition to life 

outside the uterus. The review also noted that the first 1 to 2 hours after birth was a 

delicate time during which SSC can be most beneficial to the newborn, achieving 

physiological stability and evoke future behaviors that can continue to grow beyond just 

the first day of life (Rutgers & Myers, 2015). The physiological and behavioral benefits 
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may be short term as the newborn stabilizes during the transition to the extra-uterine 

world, as the independence of breathing and regulating body systems, psychosocial, and 

long-term neurobehavioral effects help to establish bonding and subsequent behaviors 

(Rutgers & Myers, 2015).  Additionally, the establishment of a supportive environment 

for mothers to perform SSC allowed them to have positive experiences and increased the 

likelihood that they would continue to reap the many benefits SSC has for them and their 

newborns (Anderzen-Carlsson, Lamy, & Ericksson, 2014). 

Skin-to-skin contact experiences. The accepted practice is to separate mother and 

baby immediately after birth for an average of 1 to 4 hours with little opportunity for 

mutual interaction based on the need to complete the surgical procedure and monitor the 

patient. However, mothers often state disappointment, distress, and dissatisfaction with 

the birthing process. With this awareness, there has been growing interest by health care 

providers in prolonging the use of SSC in cesarean births to better the physiological and 

emotional well-being of mother and baby (Frederick et al., 2015).  

An ethnographic study by Frederick et al. (2015) explored and described the 

mother’s experience of holding her newborn in SSC soon after cesarean delivery during 

closure and recovery.  A sample of 11 women between 23 and 38 years of age with 

scheduled cesarean deliveries was recruited. The scope and rationale of the study were to 

investigate and explain how a mother feels when she can hold her baby skin-to-skin, to 

understand SSC during cesarean deliveries better, and to learn how a mother interprets 

SSC with her newborn (Frederick et al., 2015). Data were collected through observation 

with field notes and individual interviews. The data showed the babies took between 5 to 

18 minutes to achieve SSC with their mothers, and the duration of SSC was from 12 to 62 
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mins with an average of 33 minutes. The researchers found the emergence of the main 

theme-mutual caregiving, which spoke to the yearning of the mothers to hold their babies 

and know their condition before and during the surgical procedure, and the interaction 

between both once placed together SSC. Also, it was noted that the mothers were 

delighted and appreciated the opportunity to hold their babies soon after delivery 

(Frederick et al., 2015). Another important finding from the study was the ability of SSC 

to empower a mother, boosting maternal role confidence, which resulted in the mothers 

being actively engaged and involved with their baby. The researchers did not note any 

limitations within their study. They stated that implications for practice included 

advanced practice nurses and staff nurses playing a major role in supporting the use of 

SSC during cesarean deliveries. Another implication for practice was the education of 

patients and other health care providers by advanced practice nurses on the use of and 

advantages associated with SSC during and immediately after a cesarean birth. Lastly, 

was the implication that advanced practice nurses had the opportunity to influence policy-

related practice to the use of SSC during cesarean deliveries (Frederick et al., 2015). 

Dahlo et al. (2018) conducted a mixed-method survey and focus group interview 

study on investigating mothers’ experiences of SSC with their newborns immediately 

following moderately premature birth (32-34 weeks gestation). Thirty-nine mothers 

giving birth at gestational age 32 – 34+6 weeks responded to a quantitative questionnaire, 

where nine of those mothers participated in focus group interviews. The results from both 

the quantitative and qualitative parts of the study were highly similar, as the mothers 

perceived that midwives and nurses had given them adequate information about SSC 

following premature birth (Dahlo et al., 2018). According to the questionnaire responses 
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and interviews, the researchers noted that the mothers’ perception of safety during SSC 

was improved by the continuous presence of a nurse from the Neonatal Intensive Care 

Unit (NICU). Also, the mothers felt that SSC was important during the first hours after 

birth, both for mother-child bonding and for normalization of the birth experience.  

According to Dahlo et al. (2018), a strength of the study was that it was based on 

mothers’ own experiences of giving birth prematurely. However, the study was limited 

by its rather small sample size, homogenous group of participants, and lack of attendance 

to the interviews by some participants. Overall, the researchers noted that the mothers 

perceived SSC as essential and highly valuable, as it improved bonding and gave them 

the confidence to care for their infant. Also, first-time mothers expressed that they wished 

they were more educated on the practice before giving birth (Dahlo et al., 2018).   

To add to the existing research literature on the experiences of and insights about 

skin-to-skin contact between a mother and her healthy full-term infant immediately after 

cesarean delivery and during hospitalization, Zwedberg, Blomquist, and Sigerstad (2015) 

conducted a qualitative study. Eight midwives at three different hospitals in Stockholm 

who provided care to mothers and their newborns after cesarean birth participated in the 

study. The midwives had between less than 3 years and greater than 10 years of 

experience. The researchers used qualitative interviews with semi-structured questions to 

gather data. The recorded material was analyzed and interpreted using qualitative content 

analysis (Zwedberg et al., 2015). The study looked at the central theme of exploring 

midwives' perceptions of SSC between mother and infant after cesarean birth and to 

achieve a more in-depth knowledge about the evidenced-based intervention through 

others’ experiences.  
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Findings from the study stated the importance of SSC and the struggles the 

midwives had to implement this as a routine in the postpartum care they gave to their 

patients. Also, the midwives faced some challenges and barriers, such as lack of 

knowledge among parents and other professionals about the benefits of skin-to-skin 

contact and the mother's condition following cesarean delivery. The midwives sometimes 

felt both rejected and disheartened when they tried to communicate the benefits of this 

type of care, which they called “fighting an uphill battle” (Zwedberg et al., 2015). 

Overall, there is a need for education among all health care providers involved in 

cesarean procedures. Also, mothers needed to be taught the importance of SSC so that 

they understood its benefits and would be more open to experiencing this contact 

between themselves and their newborn (Zwedberg et al., 2015). A limitation of the study 

was the small sample size. Another limitation was that all the midwives came from 

different hospitals and provided various perspectives on the provision of SSC after 

cesarean birth, which made it impossible to generalize the results of the qualitative 

content analysis, and this was also not the authors’ intention (Zwedberg et al., 2015). 

Skin-to-skin practices have been recognized to have positive psychological and 

physiological benefits to the infants and their parents (Anderzen-Carlsson et al., 2014). 

By providing SSC, mothers not only expressed a feeling of doing good for their infant but 

also expressed feeling an awareness of becoming confident in caring for their baby. 

Furthermore, mothers, especially first-time mothers, considered SSC as their first 

learning experience on how to parent and how to handle their infant (Anderzen-Carlsson 

et al., 2014). Additionally, positive experiences can be had post-delivery if parents and 

health professionals are educated beforehand about the benefits of SSC (Zwedberg et al., 
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2015). Overall, SSC should begin immediately after birth and continue uninterrupted for 

at least 1 hour, which will result in higher satisfaction in mothers and an improved 

birthing experience (Cadwell et al., 2018). 

Implementation of skin-to-skin practice. Several authors in the literature utilized 

theories to guide the implementation and practice of SSC in the OR following cesarean 

delivery. One such recurring theory was the Iowa model of evidence-based practice to 

promote quality care. Stone et al. (2014) selected the model, as they found that it was 

previously used to implement an SSC practice change for women who had vaginal births 

in their facility. It also worked well in larger facilities to enact evidence-based practice 

changes that improved nursing practice and patient outcomes. Per the model, Stone et al. 

(2014) discovered the trigger that was needed for the change and conducted an extensive 

literature review for baseline information and rationale to move forward with the change 

in practice. Team members were identified and recruited by the project manager and were 

responsible for collaborating and communicating departmental and discipline-specific 

concerns regarding SSC in the OR after cesarean delivery (Stone et al., 2014).  

Following the formation of the team, a simulation was conducted to note any 

barriers or concerns, and once these were identified and corrected, a pilot protocol was 

developed. The pilot protocol was approved, and several educational sessions were 

conducted or the labor and delivery personnel on the benefits of SSC and implementation 

of the SSC protocol. The overall result of the project led to the adoption and 

implementation of SSC in the OR as a routine practice. This practice change met the 

needs of the community by increasing maternal satisfaction and improving breastfeeding 

for women who experienced cesarean delivery (Stone et al., 2014).  
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The researchers encountered several challenges and facilitators during the 

implementation of the practice. One such challenge was garnering the support of the 

neonatology team, as the neonatal nurses were expected to attend all cesarean births. 

However, they felt there were insufficient staff to remain in the OR to accommodate 

SSC. Another challenge was the collection of data, which proved more time consuming 

than originally planned as the manager was not on-site daily during the data collection 

period. A major facilitator was the project manager, who was a doctoral nursing student 

who completed the project as a part of degree requirements. The labor and delivery staff 

had a culture of supporting students, which helped with the success of the project (Stone 

et al., 2014). Recommendations for future projects included the provision of more face-

to-face educational sessions to reach more health care professionals. Another 

recommendation included implementing SSC in less than 5 minutes and performing 

newborn assessments while the newborn is on its mother's bare chest (Stone et al., 2014). 

Haxton et al. (2012) also employed the use of the Iowa model in implementing 

SSC at birth in a birthing center that housed a 15-bed high-risk labor and delivery (L&D) 

unit, a 19-bed mother-baby unit and a special care nursery. According to Haxton et al. 

(2012), the specified goal for the birthing center was to exceed the Healthy People 2010 

goal of 75% of mothers initiating breastfeeding and to reduce formula supplementation 

rate to less than 20% at discharge. The seven steps of the Iowa model were followed: 

identifying problem-focused and knowledge-focused triggers; priority for the 

organization; forming a team; gathering research and literature; piloting the change and 

evaluating; implementing and follow-up. To establish the need for the evidence-based 

practice of SSC and to identify the triggers, the clinical nurse specialist (CNS) 
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interviewed 30 mothers who gave birth vaginally to healthy term newborns before 

discharge. The researchers wanted to assess how often any length of SSC was provided to 

patients. A total of 30% (n = 10) of mothers stated the nurse had discussed SSC before 

birth, and a half (n = 15) stated the nurse offered SSC. Twelve of the 30 mothers said 

they experienced SSC for between 1 and 20 minutes, and none of the mothers remained 

in SSC for longer than 20 minutes, which falls short of the approximately 1 hour needed 

for a newborn to migrate to the breast (Haxton et al., 2012). Following this identified 

trigger and the other steps within the model, SSC was piloted and fully implemented in 

the birthing center. The researchers found that breastfeeding initiation rates in term 

newborns increased from 74% to 84%, a 10% increase in breastfeeding initiation that 

exceeded the Healthy People 2010 goal (Haxton et al., 2012). Although the Iowa model 

helped with streamlining the implementation of SSC, the researchers noted various 

barriers and challenges that are expected with any practice change initiative. For 

example, once the project team was formed, conflicts with each person’s schedule made 

group meetings difficult. As a result, significant correspondence occurred through e-mails 

or face to face, led by the CNS. Another challenge was providing education to 100% of 

the labor and delivery nurses who worked across three different shifts, which was nearly 

impossible. Consequently, the advantage of online communication workshare 

technologies was taken to disseminate educational materials for the staff to learn about 

early SSC, despite scheduling challenges (Haxton et al., 2012). 

Boyd (2017) also applied the Iowa model as a theoretical framework to develop 

and implement the EBP of SSC as a standard of care to implement in her facility’s OR. 

This model was chosen as the construct allowed midwives and nurses to use the 
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knowledge and problem-focused triggers, leading staff members to question current 

practices and to investigate whether care could be improved using current research 

findings (Boyd, 2017). A total of 50 mothers were used in the project; however, only 37 

mothers received SSC in the OR or the Recovery room. Those who did not receive SSC 

in the OR had maternal or newborn instability issues, nursing staff shortage, emergent 

surgery, or there was resistance to change by some nursing and anesthesia staff members. 

Overall, Boyd (2017) found that the use of the model had a significant impact on how the 

EBP of SSC was successfully adopted within the OR and recovery room setting.  

The implementation of SSC can be safely initiated and achieved in the OR once 

staff members including obstetricians and anesthesiologists are adequately educated, and 

the mother’s level of awareness and her ability to remain awake when caring for and 

feeding her infant is assessed and closely monitored by nursing staff (Bavaro et al., 2016; 

Guala et al., 2017). It should be the expectation that hospitals that do not support SSC 

following cesarean delivery take the steps necessary to make the changes required to 

support this best practice. To make changes to support this best practice, hospitals can 

utilize various models or theories, as they will serve as a guide and enhance nursing 

practice to ensure that the implementation of SSC following cesarean delivery is 

successful and continued as a routine practice. The Iowa model of evidence-based 

practice to promote quality care provides a sound foundation upon which to methodically 

create the structure and process for successfully implementing and evaluating quality 

improvement projects such as SSC (Haxton et al., 2012; Stone et al., 2014).  

Skin-to-skin protocol. The practice of SSC has been associated with many 

positive outcomes such as positive maternal-infant attachment, successful breastfeeding 
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initiation, early stabilization of the infant, and breastfeeding at discharge (Stevens et al., 

2016; Sundin & Mazac, 2015). According to Sundin and Mazac (2015), even though the 

practice of SSC has been adapted and studied for women and their babies after vaginal 

birth, the practice is rarely performed in the OR when the mother is still on the OR table 

but occurs when she is transferred to the recovery room. The Baby-Friendly Hospital 

Initiative (BFHI) by the WHO and UNICEF recommends that all mothers including those 

who deliver via cesarean section should have SSC with their newborn within 30 minutes 

of birth if they are stable and able to immediately respond to their newborn (Boundy, 

Perrine, Barrera, Li, & Hamner, 2018). Based on all the benefits noted from SSC, several 

experts have advocated for this practice within the OR setting, as well as many 

researchers have recommended the implementation of policies and protocol for SSC 

following cesarean births (Cleary et al., 2018; Hung & Berg, 2011; Phillips, 2013). 

Hung and Berg (2011) were the first to create a protocol for the provision of SSC 

in the OR using the Plan-Do-Study-Act (PDSA) model for quality improvement. The 

authors found that within their institution, standard care routines delayed opportunities 

for SSC and breastfeeding in the first 1 to 2 hours after cesarean delivery. Also, they 

discovered that there was a lack of communication between the labor nurse who cared for 

the mother and the nursery nurse who cared for the baby, which further lengthened the 

mother-infant separation (Hung & Berg, 2011).  To align post-cesarean care with 

established baby-friendly principles and to minimize the mother-infant separation, 

support early SSC, and breastfeeding initiation, the authors collaborated with the nursing 

staff and the medical team. The authors' quality improvement project led to the 

development and successful implementation of the protocol for SSC in the OR. 
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Following the implementation of the protocol, there was a significant increase in SSC 

from 20 percent to 68 percent, and success in breastfeeding initiation in infants who had 

SSC in the OR. These infants also had lower rates of formula supplementation in the 

hospital (Hung & Berg, 2011). The authors concluded that SSC is key to successful 

breastfeeding initiation and that nurses played a vital role in advocating for patients in 

situations where breastfeeding practices are not based on evidence such as cesarean 

births. Hung and Berg (2011) also determined that it was feasible to improve the quality 

of care after cesarean birth in a reasonably short time. 

Challenges with the implementation of the protocol included reluctance and the 

fear of change by staff as well as staffing assignments. The fear of the change was 

allayed through in-service education to staff on the benefits of skin-to-skin and the 

awareness of the need for improvement. Staffing assignments were a challenge as the 

nursery nurses had mixed assignments of both well and sick babies, and if the nursery 

nurse was assigned to the baby after the cesarean delivery, he or she would not be able to 

care for the ill baby and support skin-to-skin for at least 15 minutes in the OR. This 

challenge was fixed with the charge nurse remaining in the OR to support skin-to-skin 

instead of the nursery nurse (Hung & Berg, 2011). This protocol has proven to be reliable 

and valid as it has been used successfully in other quality improvement projects with 

minimal modifications as a way to standardized and implement skin-to-skin practices in 

the OR following cesarean delivery, reinforce the benefits of SSC for both mother and 

baby, and improve breastfeeding success (Cleary et al., 2018; Sundin & Mazac, 2015).   

In a quality improvement project, Sundin and Mazac (2015) aimed to evaluate 

maternal satisfaction and maternal perception of pain when babies were placed in SSC 
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immediately after cesarean birth in the OR (Sundin & Mazac, 2015). The researchers 

formed a multidisciplinary group to discuss the dynamics of SSC in the OR as well as the 

possible effects on normal workflow in the OR. The group met with the anesthetic team, 

where it was decided that if the mother was stable and could hold her baby, then SSC 

would not interfere with the care from that team. After several months of planning and 

education of both staff and mothers, the protocol for SSC in the OR by Hung and Berg 

(2011) was adapted to outline and implement SSC in the OR after a cesarean birth. 

Over 90 days, 46 out of 205 scheduled repeat cesarean deliveries received SSC 

with their babies. The researchers found an increase in maternal satisfaction, as 96% of 

these women rated their experience as very satisfied, and 4% rated their experience as 

satisfied. Some mothers also reported that their infant latched while in the OR, which 

helped to contribute to the high satisfaction scores. Concerning maternal perception of 

pain, the researchers found after reviewing anesthetic records for all cesareans during the 

same period, 60 women out of 523 experienced SSC. The administration of pain 

medication was higher in women who did not experience SSC (53%) than those who did 

(43%). Additionally, 57% (34 of 60) in the SSC group did not require additional pain 

medication during surgery compared to 47% (245 of 528) of women who did not 

experience SSC (Sundin & Mazac, 2015).  

From the findings, the researchers postulated that SSC might be an adjunct non-

pharmacological measure in the management of maternal pain during cesarean delivery 

as mothers stated that having their infant on their chest was a distractor from the surgery. 

Limitations within the study included staff adherence, staff’s comfort levels, and 

discrepancies in the interpretation of the process. The researchers concluded that mothers 
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who had SSC in the OR were very satisfied compared to previous birth experiences. 

Also, skin-to-skin was rewarding to the patient, her family, and the staff, as it improved 

the cesarean birth experience in the OR (Sundin & Mazac, 2015). 

Cleary et al. (2018) embarked on emphasizing the importance of SSC and 

standardizing this practice as routine in the OR. The authors highlighted that the practice 

of SSC for at least 1 hour post-delivery resulted in improved initiation and duration of 

breastfeeding. Also, this practice was a strong predictor of exclusive breastfeeding rates 

at discharge and was also a core perinatal quality measure. Unfortunately, cesarean births 

were found to negatively affect breastfeeding initiation, milk supply, and infant 

receptivity in comparison with vaginal deliveries (Cleary et al., 2018). As a result, the 

authors believed that to include and standardize the benefits of SSC in patients 

undergoing cesarean deliveries, the culture in OR needed to be addressed.  

Cleary et al. (2018) spoke to the logistics of routine SSC in three phases: 

preoperatively, intraoperatively, and postoperatively. To guide the workflow within these 

three phases, the authors with permission from Sundin and Mazac (2015) utilized the 

protocol for SSC in the OR (Cleary et al., 2018). The authors believed that before the 

implementation of any policies or protocols on SSC, stakeholders would need to be 

identified to ensure the success of the process improvement. Following identification of 

the stakeholders, preoperatively, there is education and counseling on SSC, where an opt-

out approach is given to mothers for them to consider and discuss SSC with their support 

person.  

Intraoperatively, the team will include SSC as a part of the time-out procedure to 

ensure a shared mental model on the care of the baby and mother immediately after birth 
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(Cleary et al., 2018). During this time, the goal is to ensure that maternal-infant 

separation is short while evaluating both mother and baby for the suitability of SSC. The 

success of SSC between a mother and her baby is dependent upon the medical status of 

each member of the dyad following delivery with continuous evaluation as their status 

was subject to change (Cleary et al., 2018).  

Postoperatively, the goal of SSC is within 2 to 5 minutes and for as long as 

possible while in the OR. The cessation of SSC can be considered when the drapes are 

being removed, and the dressing is being applied. The baby is taken to the warmer, where 

specific tasks such as medication administration and footprints can be completed. Skin-

to-skin contact can be continued once the mother is in the recovery room. Overall, the 

authors believed that the use of a safe, patient-centered workflow could positively 

influence the experience of both the mother and the baby (Cleary et al., 2018). 

Many mothers prefer to experience SSC after birth with their infant and those 

who experience SSC less anxiety by the third postpartum day (Neczypor & Holley, 

2017). Early SSC between a mother and her infant gives the opportunity to start 

relationship building. Additionally, SSC increases the amount of time that newborns 

spend in the quiet alert state, and early SSC started in the first 10 minutes of life improves 

the chances of successful breastfeeding and newborn transition (Moore et al., 2016; 

Neczypor & Holley, 2017; Redshaw et al., 2014). Therefore, to ensure the practice of 

SSC is safely introduced in the OR, as well as improve the maternal birthing experience 

for mothers having a cesarean delivery, hospitals should develop or modify existing 

protocols to support uninterrupted skin-to-skin contact immediately after birth.  

(McConachie & Elsaharty, 2017; Phillips, 2013). 
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Benefits of skin-to-skin. The initial contact between a mother and her baby is 

vital and implementing SSC as the first contact is beneficial for both mother and baby 

(Zwedberg et al., 2014).  Benefits of SSC to the mother include increased levels of 

oxytocin to the massage-like movements the baby makes on the breast before suckling, 

bolstering of the mother’s instincts to protect and care for her baby, and increased 

maternal satisfaction (Zwedberg et al., 2014). Some of the benefits of SSC for the infant 

are sustained body temperature, enhanced feeding responses, more stable blood sugar, 

and decreased stress. If separation is required, then it must be handled carefully as 

increased levels of stress hormones activate the autonomic nervous system, resulting in 

the increased expenditure of energy (Phillips, 2013; Zwedberg et al., 2014). 

Thermoregulation. An advantage of SSC is the provision of physiologic stability. 

A review by Phillips (2013) discovered that being skin-to-skin with the mother stabilizes 

the infant’s respiration and oxygenation, reduces hypoglycemia, decreases stress 

hormones, maintains optimal temperature, lessens crying, and increases quiet alert state. 

Thermal synchrony is a phenomenon where the heat of the mother’s chest increases to 

warm a cold baby and decreases to cool an overly warm baby (Phillips, 2013). This 

contact is vital for the infant who has just exited the warmth of the mother’s womb into 

the cooler extrauterine environment (Phillips, 2013).  

Additionally, at birth, infants need to maintain their temperature as they are not 

able to generate heat due to a lack of shivering mechanism, which leads to a rapid decline 

in its temperature (Beiranvand et al., 2014). Beiranvand et al. (2014) believed that infants 

delivered via cesarean section were more prone to hypothermia due to the low 

temperature within the OR. In a randomized clinical study, Beiranvand et al. (2014) set 
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out to compare mothers’ and infants’ temperatures after delivering via cesarean section. 

The population being sampled was 90 infant/mother pairs. The mother’s temperature 

before, during, and after surgery, the infant’s temperature at birth and in the nursery were 

collected and analyzed. The findings from the study showed that SSC between a mother 

and her baby after delivering via cesarean section did not cause a drop in the infant’s 

temperature. Therefore, it was recommended that the practice of SSC become routine 

practice following cesarean deliveries. Another recommendation was that extensive 

research is carried out on the practice of SSC and its prevention of hypothermia. 

Another study by Safari, Saeed, Hasan, & Moghaddam-Banaem (2018) looked at 

the effect of mother and newborn early SSC on newborn temperature. In the study, the 

researchers hypothesized that newborns placed skin-to-skin with their mothers would 

exhibit normal body temperature 30 minutes after birth compared with those who do not 

receive this contact. The population being sampled was 108 mothers and their babies, 

who were randomized into two groups. The data for SSC was collected through 

observation of midwives in the birthing suite. At the time of birth, a stopwatch was used 

to time the initiation and length of SSC.  The newborns’ temperatures were then 

measured 30 minutes after the cessation of SSC. The mean temperature was significantly 

different in the SSC and the routine care groups (36.8 and 36.6, respectively).  

The findings from the study revealed that 42% of the infants who did receive SSC 

developed hypothermia, while only 2% of those who received SSC had hypothermia 

(Safari et al., 2018). Limitations within the study included the lack of knowledge 

regarding SSC by mothers, and increased workload in the obstetric unit did not allow for 

SSC for more than 1 hour after birth although the mothers enjoyed the experience and 
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wished for it to be prolonged. The researchers concluded that SSC was an inexpensive 

and achievable intervention, and the old norms of labor and delivery care need to be 

changed with immediate, uninterrupted SSC after birth being practiced (Safari et al., 

2018). 

Thermoregulation in the newborn via SSC is important for varying reasons, 

mainly the prevention of hypothermia, which may lead to the increased use of energy and 

oxygen by the infant to produce warmth and could ultimately lead to death (Safari et al., 

2018). Skin-to-skin contact through sensory stimuli such as touch, warmth, and odor are 

powerful vagal stimulants, which, among other effects, releases maternal oxytocin. 

Oxytocin causes the skin temperature of the mother’s breast to rise, providing warmth to 

the infant (Phillips, 2013). Leaving an infant in SSC for an hour is just as effective as a 

radiant warmer (Myron et al., 2017). The use of SSC for thermoregulation promotes a 

friendly environment for the baby while providing all the additional known benefits. 

Employing this standard of care for healthy full-term newborns is an innovative approach 

to improve health outcomes (Myron et al., 2017).  

Positive maternal attachment. Phillips (2013) explained that attachment is 

necessary for the survival of the newborn mammal, that nature has not left it to chance 

and has provided biochemical activators that prime the brain’s reward circuitry to 

increase maternal caregiving behaviors. Hormones known to influence attachment 

behaviors are increased by SSC contact (Phillips, 2013). Oxytocin, also known as the 

love hormone, is one such hormone that has been extensively studied (Phillips, 2013; 

Pohl et al., 2019; Widström, Brimdyr, Svensson, Cadwell, & Nissen, 2019). Once 

released into the bloodstream, oxytocin increases maternal sensitivity, which intensifies 
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the mother's desire to keep her infant close to her throughout the hospital stay if the 

newborn infant suckled or even just touched her nipple during the first hour while skin‐

to‐skin (Crenshaw, 2014; Widström et al., 2019). According to Pohl et al. (2019), 

oxytocin triggers sensitive caregiving and protective behaviors in the mother and reduces 

the stress response to being born for the neonate.  

Mothers who have had SSC with their babies as little as 15 minutes at the end of 

their postpartum stay were more confident and comfortable in caring for their babies than 

mothers who have been separated from their babies (Phillips, 2013). Skin-to-skin contact 

provides physiologic stability for both newborns and mothers during the vulnerable time 

after birth, as well as protects against the adverse effects of maternal-infant separation 

(Phillips, 2013). Consequently, a lack of SSC and early separation may disturb maternal-

infant bonding, decrease the mother’s affective response to her baby, and have a negative 

effect on maternal behavior such as rougher handling of the baby during feedings and 

decreased maternal response to the baby cues 4 days postpartum (Crenshaw, 2014).  

Early mother-infant contact and holding allow mothers to begin relationship 

building (Redshaw et al., 2014). Additionally, early SSC helps to facilitate positive 

maternal attachment, which is vital for both the mother and her infant. This close bonding 

relationship enhances a mother’s ability to be responsive and sensitive to her infant’s 

needs, which results in the infant’s development of trust, confidence, and resilience later 

in life. It is, therefore, vital for health care providers to be able to recognize signs of 

poor attachment that can most easily be noted by observing the mother’s interactions 

with her infant (Redshaw et al., 2014). The timing and duration of SSC are essential 

in promoting positive, caring behaviors and increasing confidence in mothers.  
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Prevention of the adverse effects of separation. Delaying or disrupting SSC may 

suppress a newborn’s inborn protective behaviors, lead to behavioral disorganization, and 

make self-attachment and breastfeeding more difficult (Crenshaw, 2014). Infants are born 

ready to interact with their mothers, and if not exposed to medications, alert awareness 

and intense focus are on their mother’s face (Phillips, 2013). Phillips (2013) posited that 

from a baby’s perspective, separation is life-threatening. When the infant is separated 

from its mother, the infant does not just miss its mother but experiences a physical and 

psychological withdrawal (Phillips, 2013).  

The initial response to separation is to protest with loud cries and intense activity 

as it is now outside of its natural habitat of warmth, safety, and nutrition (Phillips, 2013). 

The protest of loud cries and intense activity is designed to bring the newborn’s plight to 

its mother’s attention so that she can pull the newborn back into contact with her body, 

providing rescue from cold, starvation, or possible harm (Phillips, 2013). If there is 

prolonged separation, the baby’s cries eventually stop, intense activity ceases, and the 

baby becomes still. This instinctive behavior is to avert the attention of potential 

predators, and as a result, all systems slow down for prolonged survival. Complications 

such as hypothermia and hypoglycemia are common in infants who have been separated 

from their mothers, necessitating admissions in the neonatal intensive care unit (NICU) 

(Phillips, 2013; Redshaw et al., 2014). 

Skin-to-skin contact after birth has been practiced for several years and is 

endorsed worldwide as the benefits to be had from this practice are many for both mother 

and baby. Some of these benefits include but are not limited to the prevention of 

hypothermia, reduction of physiological stress, positive maternal-infant attachment, 
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neonatal bonding, and early latching to the breast, which leads to breastfeeding (Guala et 

al., 2017). As SSC has been successfully practiced in vaginal deliveries, this practice is 

also recommended for cesarean deliveries (McConachie & Elsaharty, 2017).   

Breastfeeding. Breastfeeding is the safest and best way to feed an infant, as it 

provides nutritional, immunological, and psychological benefits (Rahman & Alkhatim, 

2016). According to World Health Organization (WHO, 2019a), babies are to be solely 

breastfed for up to 6 months of age while supplementing with nutritionally adequate 

foods until 2 years of age, and mothers should be encouraged to consider this as the only 

feeding source. Additionally, breastfeeding is the most effective and well-documented 

preventative modality to reduce the risks of common infant morbidity, as well as improve 

the health of women (Baby-Friendly USA, 2016). Breastmilk is critical for sustaining the 

newborn’s health and wellbeing. Infants who are adequately breastfed grow well and 

experience fewer illnesses and fewer deaths than infants who were not breastfed (El-

Houfey, Saad, Abbas, Mahmoud, & Wadani, 2017).  

In the infant, the benefits of breastfeeding are short term and long term. In the 

literature, there is a myriad of benefits of breastfeeding, with many new benefits being 

identified regularly (AWHONN, 2015). Some short-term benefits include the decreased 

risk of gastroenteritis, necrotizing enterocolitis, respiratory infections, and Sudden Infant 

Death Syndrome (SIDS) (AWHONN, 2015). The long-term benefits of breastfeeding 

include a decreased risk of asthma, atopic dermatitis, celiac disease, obesity, and 

childhood inflammatory bowel disease (AWHONN, 2015).  

Breastfeeding is also advantageous to mothers in the postpartum period and 

includes decreased blood loss, lower risk of postpartum infection and anemia, and more 
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significant weight loss. Later in life, breastfeeding also has been linked to a reduced risk 

of maternal diseases such as breast cancer, Type II diabetes, cardiovascular disease, 

ovarian cancer, and osteoporosis (AWHONN, 2015). Additionally, it is important to 

explore a mother’s personal background carefully, identifying any concern arising from 

previous breastfeeding experiences, and providing tailored support (Colombo et al., 

2018). Mothers who feel empowered to breastfeed successfully are more likely to 

breastfeed exclusively and continue breastfeeding, otherwise known as self-efficacy. 

Self-efficacy is defined as the mother’s perceived ability to master a task such as 

breastfeeding and is associated with an increased duration of breastfeeding at 6 months 

and greater (Aghdas et al., 2014; El-Houfey et al., 2017; Syam et al., 2019). 

Syam et al. (2019) explained that early SSC plays a vital role in the initiation, 

duration, and success of breastfeeding. Unfortunately, this common practice can fail 

without optimal timing, notably when SSC is late and ends prematurely before babies can 

suck adequately, usually within an hour (Syam et al., 2019). The mode of delivery, 

especially cesarean sections, often play a role in the poor timing of SSC and the success 

of breastfeeding, although SSC in the OR has proven to not only be safe but also to 

improve breastfeeding success and rates and provides a rewarding experience (Gregson et 

al., 2016; Guala et al., 2017). 

Modes of delivery – Vaginal versus cesarean. From many of the research articles, 

the method of delivery was a common theme that had a significant impact on SSC (early 

or immediate), the length of breastfeeding, and its exclusivity. Baby-friendly hospital 

protocols have standardized SSC following vaginal births, which have helped with the 

establishment of exclusive breastfeeding. However, with an increase in cesarean rates in 
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the United States, a substantial population is placed at risk of delay or unsuccessful 

breastfeeding (Cleary et al., 2018). The reasons for the lack of SSC in women with 

cesarean deliveries were varied and included the effects of anesthesia, scheduled versus 

unscheduled cesarean delivery, lack of support by health personnel, length of routine 

care, and lack of knowledge by the mother and even staff members on the benefits of 

SSC (Bavaro et al., 2016; Hobbs et al., 2016; Wu et al., 2018). Immediate SSC can be 

safely provided after cesarean delivery. However, several barriers need to be addressed, 

such as organizational, environmental, and educational barriers (Brady et al., 2014; 

Stevens et al., 2016). 

In an observational, retrospective study in Spain from 2013 to 2015, Vila-Candel 

et al. (2017) investigated the prevalence of exclusive breastfeeding (EBF) 3 months 

postpartum and the effect of early SSC in maintaining optimal EBF practices for mothers 

and their healthy newborns. The researchers recruited 1,071 women. They found that 

92% of their sample who had vaginal births had early SSC performed, which led to a 

longer duration in breastfeeding at discharge and by 3 months postpartum. In women who 

had a cesarean delivery, only 57% of them were able to have SSC with their newborns, 

and many of them discontinued breastfeeding by discharge (Vila-Candel et al., 2017). 

The study had limitations such as the data that were collected in the telephone survey 

exploring the causes of discontinuation of breastfeeding, possibly suffered from recall or 

social desirability biases, as well as it was considered coercive. Another limitation was 

that the exact time of each of the SSC sessions was not controlled. The researchers 

concluded that from their findings breastfeeding promotion interventions were likely to 

improve breastfeeding rates (Vila-Candel et al., 2017).  



54 

 

In a prospective pregnancy cohort study, Hobbs et al. (2016) examined how 

emergency and planned cesarean deliveries negatively impacted breastfeeding initiation, 

milk supply, and infant breastfeeding receptivity compared to vaginal deliveries, while 

considering the leading indicators for successful breastfeeding. The study had a sample of 

3021 women who gave birth to singletons via vaginal, planned, and emergency cesarean 

section. The results of the study found that more women who delivered by planned 

cesarean had no intention to breastfeed or did not initiate breastfeeding (7.4% and 4.3%, 

respectively) when compared to women with vaginal births (3.4% and 1.8%, 

respectively). They also found that women who delivered by emergency cesarean 

sections had a higher percentage of breastfeeding difficulties (41 %) and used more 

resources before (67%) and after (58%) discharge from the hospital, when compared to 

vaginal delivery (29%, 40%, and 52%, respectively) or scheduled cesarean deliveries 

(33%, 49%, and 41%, respectively) (Hobbs et al., 2016). The presented findings were 

that planned cesarean was linked to a reduction in breastfeeding success in the first 4 

months when compared to vaginal births. Also, women with emergency cesarean 

deliveries were more likely to have an unsuccessful first breastfeeding attempt and were 

not able to breastfeed within the first 24 hours. Also, women with emergency deliveries 

needed additional lactation support and education on breastfeeding techniques. 

Moreover, most of the sample, regardless of the mode of delivery, intended to 

breastfeed and initiated breastfeeding and were still breastfeeding at 4 months. The 

researchers found that women with a planned cesarean needed prenatal support, 

counseling, and guidance from their health care provider on breastfeeding, as a scheduled 

cesarean delivery may be associated with a lower intention to and initiate breastfeeding 
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as well as the early cessation of breastfeeding. Also, additional supportive care should be 

made available to lactating women with emergency c-sections during the immediate to 

early postpartum period to ensure early success with breastfeeding (Hobbs et al., 2016). 

Bavaro et al. (2016) conducted a prospective observational study to evaluate and 

compare sedation levels in women undergoing unscheduled and scheduled cesarean 

delivery with neuraxial (spinal and epidural) anesthesia and to assess whether the timing 

of skin-to-skin and breastfeeding differed between these two groups. The rationale of the 

study was to look at the safety of infants if placed SSC in women who have depressed 

levels of consciousness or who are more fatigued and more sedated from labor versus 

those who have scheduled cesarean delivery. The hypothesis for the study was that 

women undergoing unscheduled cesarean delivery would be more sedated, prolonging 

the time of SSC compared to women undergoing scheduled cesarean delivery. The 

sample included 50 women who were assessed using two sedation scales: a visual analog 

scale (VAS) for sedation and the Observer’s Assessment of Alertness and Sedation 

(OAA/S) (Bavaro et al., 2016).  

The findings discussed revealed that women who undergo unscheduled cesarean 

delivery with epidural anesthesia self-reported higher levels of sedation for up to an hour 

with a T4 anesthetic level than women undergoing scheduled cesarean delivery with 

spinal anesthesia. Also, most of the patients in both groups started SSC with an hour of 

birth and breastfed within 2 hours of delivery (Bavaro et al., 2016). Also, protocols to 

start SSC in the operating room (OR) may need to be adjusted to account for increased 

sedation in women with unscheduled cesarean delivery, and anesthesiologists should 

carefully evaluate the benefits of using potentially sedating medications during SSC. The 
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researchers believed that future studies should focus on a mother’s willingness and 

acceptance of initiating SSC in the OR as well as the implications for infant safety 

(Bavaro et al., 2016). 

The mode of delivery should not affect SSC between a mother her newborn. 

Many hospitals have implemented SSC after vaginal births, but very few have extended 

this practice to the OR following cesarean deliveries. Mothers and babies who are stable 

deserve to experience the same short- and long-term benefits of early SSC after cesarean 

deliveries as those who had vaginal births (Phillips, 2013). Mothers who experienced 

SSC immediately in the OR had expressed how meaningful the experience was and how 

easy breastfeeding was when their baby had the chance to go SSC shortly after birth in 

the OR. This experience was compared to their struggles with breastfeeding after 

separation from their previous cesarean delivery (Phillips, 2013). An infant being placed 

in SSC with the mother soon after birth or within the sacred hour no matter the mode of 

delivery is a unique experience that, once lost, can never be recreated. 

Successfulness of breastfeeding. According to the literature, the early initiation 

of breastfeeding within the first hour of birth led to the maintenance, successfulness, and 

exclusivity of breastfeeding for up to 6 months and greater post-delivery (Belachew, 

2019; Khadivzadeh et al., 2017; Safari et al., 2018; Sharma, 2016; Vila-Candel et al., 

2017). The success of breastfeeding was also attributable to the fact that when mothers 

receive early or immediate SSC with the babies, it made breastfeeding easier (Frederick 

et al., 2016). Agudelo et al. (2018) also affirmed that early versus immediate skin-to-skin 

contact (SSC) and the length of SSC were noted to be significant facilitators of early 

initiation, the success of breastfeeding and exclusive breastfeeding in infants for 3 or 
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more months. Furthermore, SSC enabled mothers to feel confident in their ability to 

breastfeed and care for their neonates, thereby improving their self-efficacy in 

breastfeeding (Aghdas et al., 2014; Syam et al., 2019). Another factor that led to the 

success of breastfeeding was the support and education received from knowledgeable 

health care providers in baby-friendly designated institutions (Cadwell et al., 2018; İnal, 

Aydin, & Canbulat, 2016).  

Early or timely SSC played a significant role in the self-efficacy of mothers, 

which led to the early initiation and success of breastfeeding. Aghdas et al. (2014) in their 

study used randomized controlled trial (RCT) to evaluate the effect of mother-infant 

immediate SSC on a primiparous mother’s breastfeeding self-efficacy in initiating 

breastfeeding and continuing same following discharge. The population sampled 

comprised of 114 18- to 35-year-old healthy, Iranian, primiparous full-term mothers. The 

researchers found that immediate mother-infant SSC led to higher breastfeeding self-

efficacy, as an analysis of the data showed a successful breastfeeding initiation rate of 

56.6% in the SSC group compared to the routine care group where the rate was 35.6%, 

and the self-efficacy was higher in the SSC group as well over the routine care group. 

Also, during this time, the mothers provided tactile and verbal stimulation to their babies, 

which improved breastfeeding behaviors in the term, healthy babies. The findings also 

showed that SSC increased maternal satisfaction, and mothers had more confidence in 

their ability to breastfeed and care for their newborns (Aghdas et al., 2014).  

Syam et al. (2019) conducted a study also to determine the effect of early 

breastfeeding initiation towards breastfeeding performance and self-efficacy among 

women post-delivery. The rationale for the study was to prove that early SSC greatly 
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influences a mother’s ability to breastfeed with confidence. The population sampled was 

239 pregnant women who were chosen by random cluster sampling. The researchers 

discovered that mothers who experienced immediate SSC were able to breastfeed more 

effectively and were more confident and had a reasonable belief in their ability to 

breastfeed compared to those in the delayed group (Syam et al., 2019). Also, mothers 

who had early SSC were more committed to breastfeeding continuously and felt satisfied 

with the breastfeeding experience. Based on the findings from the study, the initiation of 

early or timely breastfeeding is a guaranteed marker of the breastfeeding early pattern 

Also, the researchers posited that all maternity care practices and hospitals should 

emphasize the importance of providing optimal time for SSC (Syam et al., 2019).  

Successful breastfeeding is hugely beneficial to both mother and child. Given the 

importance of breastfeeding, it is essential to identify risk factors that can influence 

breastfeeding outcomes (Tan et al., 2018). Mothers who practice early SSC exhibit more 

successful breastfeeding compared to those who do not perform SSC (Safari et al., 2018). 

Additionally, early SSC is an effective intervention that improves the baby's suckling 

competence, which helps with the success of breastfeeding (Cantrill et al., 2014).  

Early initiation. The fourth step in the Ten of Successful Breastfeeding states that 

immediate and uninterrupted SSC and support should be provided to mothers to initiate 

breastfeeding as soon as possible (Cadwell et al., 2018). Therefore, SSC should be 

uninterrupted for at least 60 minutes unless there are documented medically justifiable 

reasons for delayed contact and interruption. Additionally, immediate, continuous, and 

uninterrupted SSC should be given to all healthy newborns after both vaginal and 

cesarean delivery whether or not the mother plans to breastfeed (Cadwell et al., 2018). 
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Babies who had immediate, continuous SSC and were left uninterrupted for an hour can 

latch to the breast independently and suckle effectively. Frequent interruptions of SSC 

may interfere with some babies achieving suckling, as well as suckling effectively within 

the first hour following delivery (Cadwell et al., 2018; Cantrill, Creedy, Cooke, & Dykes, 

2014; Khadivzadeh et al., 2017).  

Cadwell et al. (2018) evaluated the process of uninterrupted SSC between healthy 

infants and their mothers immediately after vaginal birth, although SSC was previously 

implemented for both vaginal and cesarean deliveries. The scope and rationale of the 

study were to look at the process of SSC and the initiation of early breastfeeding and to 

map the process of SSC in the first hour of birth using an algorithm. The research design 

was a cross-sectional descriptive study using iterative review and analysis of video 

ethnography as well as the use of patient records.  Eighty-four mothers without any 

complications and their full-term newborns were the chosen sample. The analysis of the 

data stated that 31 out of 84 newborns did not receive immediate SSC after birth as 

planned, and only 23 self-attached and suckled with SSC. Through the use of process 

mapping and the Healthy Children Project Skin-to-Skin Implementation Algorithm, the 

researchers found that a lack of initiation and consistency were barriers to the application 

of SSC, as well as there was an opportunity to educate staff on the importance of 

immediate and uninterrupted SSC (Cadwell et al., 2018). The study summarized that 

continuous and uninterrupted SSC helped to support newborns in achieving the goal of 

suckling in the first hour after birth. Also, babies who did not suckle at higher risk for 

morbidities and mortalities. Therefore, the examination of patterns and the development 

of strategies could help to improve patient outcomes. For future research, there are 
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opportunities to develop and review the use Algorithm to enhance interventions for 

immediate and continuous SSC and, ultimately, early initiation and successful 

breastfeeding. 

In an observational study by Cantrill et al. (2014), they looked at the timing and 

length of skin-to-skin contact and the effectiveness of suckling. They also identified 

predictors of newborn suckling behavior within the first hour after birth. The researchers 

theorized that when infants are placed immediately on their mothers’ bare chest and left 

undisturbed for at least 30 minutes, they would start to breastfeed sooner and suckle 

effectively than those infants who did not receive this type of contact (Cantrill et al., 

2014).  

Seventy-eight pregnant women over the age of 18 years with the intention of 

breastfeeding were recruited. The researchers discovered that the length of naked body 

contact between mothers and their babies differed widely from 1 to 60 minutes, as did 

commencement of suckling (range = 10 to 60 minutes). The study summarized that 

effective suckling within the first hour of life was linked to a compendium of practices 

including the infant’s position at the breast, duration of skin-to-skin contact, midwife 

support, and maternal behaviors. The limitations of the study were the sample size, the 

“Hawthorne effect,” and practice changes since data collection (Cantrill et al., 2014). The 

researchers stated that although recruitment allowed for losses, there were more missed 

births than expected, which decreased the overall sample size. The researchers concluded 

that being attentive to newborn feeding behaviors and not routinely suctioning the airway 

in the delivery room would allow newborns to maintain an effective suckle and promote 

breastfeeding. Future research is warranted to test the differences between birth types as 
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Step 4 of the Baby-Friendly Hospital Initiative advocates that mothers who have a 

cesarean section without general anesthesia be offered the same care as mothers who give 

birth vaginally (Cantrill et al., 2014). 

To support mothers and to initiate early breastfeeding, nurses play an important 

role in helping to facilitate SSC shortly after delivery (Beiranvand et al., 2014). The 

WHO (2019b) explained that the early initiation of breastfeeding within 1 hour of birth 

helps to improve lactation, promote exclusive breastfeeding, and ensure that the infant 

receives the colostrum or first milk, which is rich in protective factors. Also, early SSC 

between mother and infant shortly after birth helps to initiate early breastfeeding and 

increases the likelihood of exclusive breastfeeding for 1 to 4 months of life as well as the 

overall duration of breastfeeding (WHO, 2019b).  

Increase exclusive breastfeeding rates. The WHO, UNICEF, the American 

Academy of Pediatrics (AAP), and the U.S. Breastfeeding Committee (USBC) all 

recommend exclusive breastfeeding (EBF) for a minimum of 6 months post-delivery 

followed by continued breastfeeding for a minimum of 1 year as complementary foods 

are introduced (Linares et al., 2016). Studies show that EBF rates are lower among 

women who deliver via cesarean section compared to those who deliver vaginally 

(Beake, Bick, Narracott & Chang, 2016; Guala et al., 2017; Hung & Berg, 2011). 

Breastfeeding in infancy versus formula feeding protects against several metabolic and 

physiological changes later in life, specifically obesity (Linares et al., 2016). Pertaining to 

cultural preferences and their choice of feeding during infancy, a comparison of various 

ethnic groups showed disparities in childhood obesity with Hispanic infants having 

higher rates of overweight and obesity over Blacks and Whites (Linares et al., 2016). 
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Hence, an easy way to promote and support breastfeeding and its nutritional benefits is 

immediate SSC between mother and infant, which has also shown to increase exclusive 

breastfeeding rates (Bigelow et al., 2014; Linares et al., 2016).  

Brady et al. (2014), in their quality improvement project, used the plan, do, study, 

act (PSDA) approach to assess the feasibility of implementing SSC in the OR as a means 

of increasing exclusive breastfeeding rates. The researchers found that following the 

implementation of SSC in the OR, exclusive breastfeeding rates for women undergoing a 

cesarean delivery increased from 8% in December 2012 to 19% in April 2013 (Brady et 

al., 2014). With any new process change, the researchers suggested continued 

surveillance to ensure that the change has been fully accepted and incorporated into 

practice. As stated by Bigelow et al. (2014), women who initially chose to breastfeed 

their infants stopped before their infants turned 6 months of age or did so in the infant’s 

first month, with the most considerable decline once the women left the hospital, Hence, 

SSC immediately after birth is essential for the initiation and continuation of exclusive 

breastfeeding (Ludington-Hoe, 2015; Vila-Candel et al., 2017). 

Gregson et al. (2016) performed a randomized controlled trial with 366 women to 

ascertain whether SSC between mother and baby in the OR would affect breastfeeding 

outcomes following elective cesarean section. The researchers hypothesized that there 

was no significant difference in breastfeeding rates at 48 hours when women performed 

SSC with their newborn baby in the operating theatre immediately after cesarean birth 

when compared to routine care (skin-to-skin care performed after the operation). The 

researchers found that there was a 5% increase in breastfeeding rates at 48 hours (88% vs. 

83%) and a 7% increase in 6 weeks (53% vs. 46%). However, these differences were not 
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statistically significant (p = 0.25 and 0.44). They also found that there was a significant 

relationship between the length of time for which SSC was performed and continuing to 

breastfeed at 48 hours (p = 0.04) (Gregson et al., 2016). They concluded that SSC in the 

OR following an elective cesarean section is a simple intervention linked to a trend 

towards an increase in breastfeeding rates at 48 hours and 6 weeks (Gregson et al., 2016). 

Linares et al. (2016), in a longitudinal study, evaluated if practicing early SSC 

positively influenced the initiation and maintenance of 1-month exclusive breastfeeding 

in 100 immigrant Hispanic women. The rationale for the study was to see if Hispanic 

women who have a higher rate of supplementation with formula would breastfeed longer 

with early SSC. The findings of the study were that two-thirds of the group of Hispanic 

immigrant women practiced early SSC, and most of the mothers (95%) initiated 

breastfeeding during their hospital stay. However, some of the mothers returned to 

formula a few days after birth, stating that they did not have enough breastmilk or felt 

pain while breastfeeding (Linares et al., 2016). Notably, a more significant portion of 

women who had early SSC were exclusively breastfeeding at discharge (Linares et al., 

2016). 

The researchers concluded that the promotion of early SSC might help with the 

initiation of exclusive breastfeeding. However, further breastfeeding support may be 

needed to maintain exclusive breastfeeding following discharge for this population. 

Additionally, since this was the first study to evaluate the effects of early SSC in a 

sample of Hispanic immigrants, the researchers recommended further research to identify 

the cultural components needed to maintain exclusive breastfeeding following discharge 

in this population (Linares et al., 2016). 
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In the literature reviewed, many limitations and gaps were noted, which led the 

researchers to recommend further studies. Future studies were suggested to focus on the 

need to have a better understanding of the importance of early or immediate SSC, the 

early initiation of breastfeeding and all the factors associated with the duration and 

success of breastfeeding in women having cesarean births (Aghdas et al., 2014; Cantrill 

et al., 2014; Syam et al., 2018). Another recommendation for further research was to 

improve the knowledge and awareness of parents and health care providers on the 

importance of SSC through education (Koopman et al., 2016; Zwedberg et al., 2015). 

Last but by no means least, further research into the standardization of SSC as a routine 

practice in all health facilities during cesarean section and recovery was proposed to 

explore, define, and confirm the positive impact of SSC on patient satisfaction and 

breastfeeding rates (Hung & Berg, 2011; Moran-Peters et al., 2014; Syam et al., 2019).  

Breastfeeding plays a vital role in the newborn’s nutrition, and early SSC is 

significant in establishing a primary pattern of breastfeeding lasting 6 months or more 

(Syam et al., 2018). As stated by Neczypor and Holley (2017), babies placed in SSC for 

31 to 60 minutes or longer are more likely to breastfeed longer than 3 months than those 

held skin-to-skin for 11 to 20 minutes. Syam et al. (2018) explain that the experience of 

SSC gives mothers the remarkable power to recognize the value of breastfeeding and 

eliminate anxiety. Encouraging early SSC and breastfeeding initiation, no matter the 

mode of delivery will help mothers to become more confident and successful at 

breastfeeding by the time they are discharged from the hospital (de Jager et al., 2015; 

Syam et al., 2018).  
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Summary 

Skin-to-skin contact is a natural way to improve breastfeeding and to help the 

stable newborn transition to life outside the uterus (AWHONN, 2015; Phillips, 2013). 

From the wealth of literature available on the best practice of SSC, this process was being 

implemented more and more in cesarean deliveries and was being encouraged because of 

the many benefits to both mother and baby (Frederick et al., 2015). Early or immediate 

SSC positively influences breastfeeding initiation, duration, and success. Hence, early 

separation should be discouraged.  

When newborns have SSC with their mothers immediately after birth, they show 

instinctive behaviors such the birth cry, relaxation, awakening, activity, resting, crawling, 

familiarization, suckling, and sleeping (Cadwell et al., 2018; Karimi, Sadeghi, Maleki-

Saghooni, & Khadivzadeh, 2019). Also, the verbal and touching interaction between a 

mother and her newborn increases leading to an enhanced response to the mother’s body 

stimulation with the development and progression of breastfeeding behaviors. As a result, 

the infant self-attaches himself or herself to the breast and begins to suckle. Also, the 

infant’s sucking and stimulation of the breast gives rise to an increase in oxytocin 

secretion to produce milk (Karimi et al., 2019). 

Hospital practices such as having an SSC protocol can have a significant impact 

on breastfeeding self-efficacy, and higher breastfeeding self-efficacy increases exclusive 

breastfeeding rates (Aghdas et al., 2014; Hung & Berg, 2011; Syam et al., 2019). For this 

reason, the factors that can improve the practice of early SSC within the OR should be 

integrated into the organization as a standard of care to help with the improvement of 

breastfeeding rates (Sundin & Mazac, 2014). Also, health care providers should identify 
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and remove barriers to performing SSC safely immediately following birth, regardless of 

the mode of delivery (Wu et al., 2018).  

The theory and model selected were suitable to guide the collection of data, help 

with the interpretation of the data, plan and implement care or make a change, and 

evaluate the outcomes (Thompson, 2017). The Iowa model revised and Lewin’s planned 

change theory both served as practical and effective frameworks to successfully 

implement a standardized protocol that will effectively guide and normalize the practice 

of SSC in the OR (Clearly et at., 2018). Both the model and theory also laid the 

foundation on which the practice change led to improved patient outcomes and enhanced 

patient satisfaction by increasing breastfeeding rates and duration, increasing maternal 

attachment, and lessening maternal anxiety (Cleary et al., 2018; Stone et al., 2014). 

This chapter highlighted and provided extensive literature on SSC and its 

favorable influences on both the mother and baby through its numerous benefits, 

breastfeeding, and maternal experiences, as well as how the mode of delivery may impact 

its practice. Through continued research, the benefits of SSC between a mother and her 

baby after cesarean delivery will continue to add to existing knowledge the need to 

change outdated and routine care practices and improve the standard of care and patient 

outcomes for this population (Turenne et al., 2016). Chapter 3 outlines the methodology 

for the project by discussing the statement of the problem, the clinical question, the 

project methodology and design, the population and sample selection, and 

instrumentation. Additionally, Chapter 3 discusses validity and reliability, data collection 

and analysis procedures, ethical considerations, limitations and provides a summary of 

the chapter.  
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Chapter 3: Methodology 

Skin-to-skin contact (SSC) is not a new idiom, or intervention, in the world of 

labor and delivery, as well-known scientific authorities and institutions have 

recommended SSC for both vaginal and cesarean deliveries (de Alba-Romero et al., 

2014).  The many benefits associated with early SSC, such as positive maternal-infant 

attachment, successful breastfeeding, and improved newborn transition to extrauterine 

life, have long been recognized (Boyd, 2017; Burke-Aaronson, 2015; Cleary et al., 2018).  

In contrast, there are many adverse outcomes for the infant who is born via cesarean and 

where SSC is delayed. A delay in SSC puts the infant at higher risk for hypothermia due 

to the low temperatures in the operating room (OR) (Beiranvand et al., 2014). With no 

immediate SSC, the newborn is also more likely to develop hypoglycemia and 

bradycardia (Phillips, 2013). These infants will also have decrease breastfeeding rates 

and duration, optimal brain development, and overall physiological stability (Phillips, 

2013).  

As explained by Hung and Berg (2011), the experience of cesarean delivery can 

be terrifying and stressful to a mother who is strapped to the OR table without the ability 

to watch her baby enter the world. Allowing a mother to hold her baby SSC soon after 

birth can provide her with a sense of control and empowerment (Hung & Berg, 2011). 

Early SSC should focus on the mother’s ability to provide the perfect environment and 

stimulation for the baby’s reflexes and self-regulation to the external environment, which, 

in turn, leads to successful breastfeeding initiation and duration (Hung & Berg, 2011).  

However, with the vast amount of evidence on improved maternal and newborn 

health observed with immediate SSC after birth, particularly the initiation of 
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breastfeeding, it is still not being routinely practiced in cesarean deliveries due to varied 

barriers and challenges (Schneider, Crenshaw, & Gilder, 2017). The incorporation of 

SSC in the OR could see an increase in maternal satisfaction, perception of the birth 

experience, and improved breastfeeding initiation and duration in mothers who intend to 

breastfeed (Sundin & Mazac, 2015). Additionally, performing SSC in the OR may even 

result in mothers who were unsure of breastfeeding to start when they realize the actions 

of their newborn when placed in SSC (Cantrill et al., 2014). 

At the project site, SSC in the OR was not being practiced for the mothers having 

cesarean deliveries, as well as exclusive breastfeeding rates at discharge was well below 

the organization’s target of 41.9%. It was not known if practicing SSC in the OR at the 

project’s site would have a positive impact on exclusive breastfeeding rates. Changing 

the current practice can be accomplished through the implementation of a standardized 

protocol for SSC in the OR (Cleary et al., 2018; Hung & Berg, 2011; Sundin & Mazac, 

2015).  

The purpose of this quality improvement project was to determine if or to what 

degree the implementation of Hung and Berg’s evidence-based protocol for skin-to-skin 

in the operating room (OR) would increase exclusive breastfeeding rates at discharge for 

adult women status post a cesarean delivery over four-weeks. Utilizing a quantitative 

methodology, the data needed for the project was collected, which is discussed in further 

detail within this chapter. This chapter also discusses the problem statement, clinical 

question, project methodology and design, the population and sample selection, data 

collection tool, and validity and reliability. Additionally, this chapter discusses the data 

collection procedures and analysis of the data, as well as ethical considerations for this 
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vulnerable population and limitations to the project. Overall, Chapter 3 presents 

continued support of the practice improvement of SSC in the OR following a cesarean 

birth. 

Statement of the Problem 

The WHO and UNICEF endorse that mothers and their newborns have SSC 

immediately after a cesarean section if the mother is responsive and alert (Stevens et al., 

2016). For babies to have the best start in nutrition, both mother and baby should remain 

together and not be separated after birth so that SSC can help mothers who intend to 

breastfeed initiate breastfeeding within the first hour (WHO, 2017). However, this is not 

the case for women having a cesarean delivery, as nurses often remove infants from their 

mothers to perform tasks such as weighing, measuring, administering such as Hepatitis B 

vaccine, Vitamin K and erythromycin ointment, and swaddling before returning them to 

their parents (Redshaw et al., 2014). These routine care practices result in a delay in SSC 

and create challenges for breastfeeding, such as interference with some babies achieving 

suckling and suckling effectively within the hour following delivery (Cadwell, Brimdyr, 

& Phillips, 2018).  Separation of mom and baby should not be a part of routine care, even 

following cesarean delivery, as the mother can provide the ideal environment for 

successful newborn adaptation to the extrauterine environment (Frederick et al., 2016; 

Hung & Berg, 2011). 

Skin-to-skin contact between a mother and her baby soon after birth has positive 

outcomes, including the early initiation and exclusivity of breastfeeding (Beiranvand et 

al., 2014). According to Crenshaw (2014), breastfeeding reflexes awaken during early 

SSC, and the newborn’s instinctive behavior, which is enhanced by high levels of 
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oxytocin improves breastfeeding outcomes. In the same way, when SSC starts soon after 

birth and the baby remains in SSC with avoidable interruptions, he or she will seek the 

breast, attach to the breast independently and begin to suckle effectively within the first 

hour (Cadwell et al., 2018; Cantrill et al., 2014). 

In women who have cesarean deliveries, breastfeeding initiation and rates of 

exclusive breastfeeding were lower, which indicated the importance of evaluating 

interventions to support these women, especially if they wanted to breastfeed (Beake et 

al., 2017). Based on the evidence from the literature, there was a pertinent need to add to 

the existing literature of the best practice of SSC in the OR by investigating the degree to 

which the implementation of a standardized protocol for SSC immediately following 

cesarean delivery improved exclusive breastfeeding rates at discharge. 

Clinical Question 

The quality improvement project aimed to evaluate the utilization of a 

standardized protocol for SSC in the OR and its impact on exclusive breastfeeding rates 

for mothers who are having cesarean deliveries at the project site. The clinical question 

posed was: In women who are having a cesarean delivery, would the utilization of a 

standardized protocol for skin-to-skin contact in the OR as compared to no standardized 

protocol increase exclusive breastfeeding rates at discharge?  

The independent variable was the protocol for SSC in the OR, which sought to 

improve patient care outcomes by ensuring that SSC became a standard of care following 

every cesarean delivery once mother and baby were deemed stable. To evaluate and 

monitor compliance with the protocol, it was used as a checklist by the nurses during 

each cesarean delivery and their initials placed by each step. If a step within the protocol 
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was not performed, a reason was placed by the area. The dependent variable was 

exclusive breastfeeding rates at discharge, which were defined by the Joint Commission’s 

National Quality Perinatal Core Measure (The Joint Commission, 2015). The data for 

exclusive breastfeeding rates before and after the intervention were collected using the 

electronic medical record (EMR). Birth log reports were generated from the EMR, and 

differences in exclusive breastfeeding rates noted. The EMR was also used to collect 

descriptive data on the population within the project. Once the data were collected, all 

protected health information (PHI) was removed to protect the participants' identity. 

 Additionally, to appropriately answer the clinical question and to collect the 

pertinent data on the variables within the project, a quantitative, quasi-experimental pre-

and post-intervention design was employed. This design allowed for a comparison to be 

made between exclusive breastfeeding rates at discharge in the pre- and post-intervention 

period (before and after implementation) to determine whether the change seen in the 

rates was more favorable after implementation of the intervention (Sylvia & Terhaar, 

2018). This design was best applied to this project, as it helped to look at the changes in 

the outcome of interest, which were exclusive breastfeeding rates before and after 

introduction to the intervention.  

Project Methodology 

According to O’Mathúna and Fineout-Overholt (2015), it is crucial to determine 

the best match between the type of research question being asked and the research 

methodology available to answer that question. The methodology for this project was 

quantitative to explore and compare the impact of the independent variable, the protocol 

for SSC in the OR on the dependent variable, exclusive breastfeeding rates at discharge. 
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The Center for Innovation in Research and Teaching (CIRT, n.d.-c) explains that the 

quantitative approach allows the investigator to examine the connection between the two 

variables. The data gathered from using quantitative methodology can be used to look at 

changes, and, therefore, can be used to make predictions (CIRT, n.d.-c).  

According to Polit and Beck (2017d), in quantitative research, a researcher will 

make specific predictions based on a theory about how phenomena will behave if the 

theory is true. These predictions are then tested, and the results will then support, reject, 

or result in a modification of the theory. Additionally, in quantitative research, statistical 

analysis allows for better objectivity when evaluating results, and so, results are 

independent of the researcher. The analysis of data is also less laborious and can 

frequently be completed using statistical software. The numerical data obtained from the 

quantitative methodology may be more dependable and reliable, particularly to 

policymakers, decision-makers, and administrators (CIRT, n.d.-c). 

To summarize, in selecting a quantitative methodology, the data gathered can be 

used to see if there was a significant change in the dependent variable across the group 

following the implementation of the intervention. Data were collected using the 

electronic medical record (EMR) by generating a birth log report. Data were also 

obtained using the protocol for SSC as a checklist as it outlined the steps needed for 

nurses to deliver SSC routinely in the OR appropriately and evaluated process outcomes. 

A statistical analysis of exclusive breastfeeding rates was obtained using a quantitative 

methodology with a quasi-experimental pre- and post-intervention design.  

A quantitative pre- and post-intervention method was best applied to this project, 

as this method helped the principal investigator to look at the changes in the outcome of 
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interest before and after exposure to the intervention. Therefore, if post-intervention 

values differ significantly from pre-intervention values, a case can be made that the 

intervention was the cause of the change (Statistics Solutions, 2019). In contrast, a 

qualitative research method using a phenomenological design with semi-structured or in-

depth interviews could be utilized for this project (Boswell & Cannon, 2016). This 

methodology studies a human experience at an experiential level, such as understanding 

what it means for a woman to experience SSC with her baby immediately following 

delivery. Overall, this type of methodology is about understanding the essence or 

meaning of the experience (Polit & Beck, 2017c).  

Another method of answering research questions is the mixed-method approach. 

This method involves having both quantitative and qualitative designs and is the best 

approach if the study requires both designs to address the problem statement. Also, the 

principal investigator can achieve a more comprehensive perspective than would be 

possible using only one type of research method. Mixed methods research takes 

significantly more time and resources and necessitates the principal investigator to have a 

thorough understanding of both qualitative and quantitative analysis techniques (Terry, 

2015a). However, the chosen quantitative methodology aligned with the clinical question, 

data collection, and data analysis described and provided relevant information on the 

comparisons between phenomena at a set point (Polit & Beck, 2017d).  

Project Design 

Many research designs are available to obtain answers based on the type of 

clinical or research question posed. The chosen quantitative project design indicates how 

data are collected, how comparisons are made, and where the project will be performed 
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(Polit & Beck, 2017b). Quantitative studies may use various designs such as descriptive, 

correlational, and experimental. However, for this project, neither of those designs were 

appropriate to answer the clinical question posed as the focus was not about collecting 

data on demographics on the population and how certain attitudes or behaviors affected 

their lifestyle, and cause and effect were not being measured.  

According to the CIRT (n.d.-a), the pre- and post-intervention design examines 

changes. It enabled the principal investigator to explore the change before and after an 

intervention on a single group of participants. Hence, the pre- and post-intervention 

design involved obtaining a pre-measure of the outcome of interest before administering 

some treatment, followed by a post-measure after treatment occurs (Polit & Beck, 

2017d). More specifically, this design evaluated exclusive breastfeeding rates in women 

who had cesarean deliveries before the implementation of the proposed solution of the 

protocol for SSC in the OR, as well as exclusive breastfeeding rates as post-

implementation of the protocol.  

The independent variable for this project was the protocol for SSC in the OR, and 

the dependent variable was exclusive breastfeeding rates at discharge. The independent 

variable, the protocol for SSC in the OR adopted with permission from Hung and Berg 

(2011), was implemented. The protocol for SSC in the OR was a step-by-step algorithm 

or flowchart, which was a visual aid that aided staff members present in the OR for 

cesarean delivery to perform SSC if both mother and baby were stable. Data for the 

independent variable, the protocol for SSC in the OR, was collected by the nurses present 

in the OR. The steps in the protocol were used as a checklist, where the nurses placed a 

checkmark beside each step once completed. All the checklists used during a cesarean 
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delivery were collected and placed in a folder, which was reviewed by the principal 

investigator for adherence to the new process.  

According to Shortliffe and Octo Barnett (2014), clinical data, which is obtained 

from a patient, is necessary to ensure proper care is provided and to support clinical 

research or public health assessments for similar populations using the information stored 

in a database. Cerner is a database where information on a patient is stored, and this 

information, when correctly entered and combined with other data within the EMR, can 

provide vital information about the patient (Shortliffe & Octo Barnett, 2014). For that 

reason, the EMR (Cerner) was used to gather data required on the dependent variable.  

The dependent variable of exclusive breastfeeding rates at discharge was based on 

the definition of exclusive breastfeeding by the Joint Commission National Quality 

Measures.  Exclusive breastfeeding is defined as a newborn receiving only breast milk 

and no other liquids or solids except for drops or syrups consisting of vitamins, minerals, 

or medicines (The Joint Commission, 2015). Before implementation of the standardized 

protocol of SSC in the OR, a birth log report was generated from Cerner to gather the 

data needed on exclusive breastfeeding rates at discharge in women who have had a 

cesarean delivery. The report also indicated the type of feeding given to the infants at 

discharge––specifically, breastmilk (whether it was received via the breast or bottle) or 

formula.   

To summarize, the quasi-experimental design, sometimes called the before-and-

after or the pre- and post-intervention design, is often used to evaluate the benefits of 

specific interventions (Polit & Beck, 2017d). Additionally, this design is used when 

randomization is not feasible, and there are ethical concerns surrounding the participants 
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(Terry, 2015b). Within the quasi-experimental design, all the participants are exposed to 

the treatment or intervention, which is then followed by an examination of the values on 

the outcome of interest before and after the exposure. If post-intervention values differ 

considerably from pre-intervention values, a case can be made that the intervention was 

the cause of the change (Polit & Beck, 2017d).  

The quasi-experimental pre-and post-test intervention design was selected over 

other designs as it was more appropriate to answer the clinical question objectively. The 

design allowed for manipulation of the independent variable to define its influence on the 

dependent variable without randomization. Hence, the design determined if the routine 

practice of SSC in the OR based on the implementation of the protocol for SSC increased 

exclusive breastfeeding rates at discharge in women who had a cesarean delivery. The 

design also ensured the protection of the sample population based on the ethical concerns 

that surrounded this population. 

Population and Sample Selection 

According to Polit and Beck (2017e), the sample selection and population have 

similar characteristics. The population for the project was all women having scheduled 

and non-emergent cesarean deliveries at the project site. The sample included all the 

women who met the set inclusion criteria. The inclusion criteria included any woman 

between the ages of 18 to 42 years old with a fetus 37 weeks and higher and infants with 

an Apgar score of 7 or higher at 1 minute and 5 minutes. This data was obtained by 

generating a birth log report from the EMR (Cerner). Women who were excluded from 

the project included those who presented with any conditions that caused hemodynamic 

instability such as severe hemorrhaging due to placenta abruption and placenta previa, 
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received general anesthesia, were unable to breastfeed due to medical reasons, chose not 

to perform SSC for personal or cultural reasons, and had a fetus less than 37 weeks 

gestation.  

For a project to have an appropriate sample size, it was recommended that a 

sample size calculation be performed using statistical software such as G-Power. This 

software can be used for power analysis and help with reducing Type II errors or false 

negatives and guaranteeing an appropriate sample size is a vital part of the process 

(CIRT, n.d.-b). Using G-Power, with an effect size of 0.4, a significance of 0.05 and a 

power of 0.80, the calculated sample size was 34 participants.  

Convenience sampling, a non-probability sampling technique, was used to 

achieve the calculated sample size. This sampling method was easy and efficient and 

utilized a sample that met practical criteria such as access to the sample, geographic 

location, availability, and willingness to participate (Etikan, Musa, & Alkassim, 2016). 

This sampling technique was also chosen due to the low associated costs, project time 

constraints, and easier access to the population. Data were collected using a convenience 

sample consisting of all women who met the inclusion criteria for having cesarean 

delivery at the project site during the eight-week project. A non-probability convenience 

sampling strategy was selected due to the low associated costs and the principal 

investigator’s access to the population, as she is employed at the project site. 

The project was deemed to be quality improvement and not research, and 

approval was given by the project site’s Research Determination Committee (RDC). 

Grand Canyon University’s IRB also reviewed the project and considered it to be quality 

improvement.  No experimental intervention or modification to the participants’ care was 
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enacted for this project and presented no more than minimal risk to the participants. 

Hence, no informed consent was required, as all participants who were considered 

appropriate––that is, met the inclusion criteria––received the intervention of SSC in the 

OR.  

Since this was a quality improvement initiative for the project site to improve 

exclusive breastfeeding rates, the nursing staff on the unit was all made aware of the 

project and what it entailed, including their mandatory participation. The nursing staff 

was educated during a staff meeting using a PowerPoint presentation, which was also 

sent to their emails. The information presented via the PowerPoint was also posted as a 

topic of the week with a signature sheet attached for all nurses to review and sign, 

particularly those who were not able to be present at the staff meeting. A learning module 

on SSC was also assigned to the nursing staff who were required to complete it before the 

practice simulation. All labor and delivery and nursery nurses were expected to attend the 

practice simulation in the OR, which was an hour-long. All the data collected before and 

after the intervention was kept on a password-protected drive and, in a binder, kept in a 

locked file cabinet drawer with only the principal investigator having access. All 

identifiable data, such as protected health information (PHI), if any, was coded and de-

identified for privacy and confidentiality.  

Instrumentation or Sources of Data  

 The primary instrument for collecting data on the variables in the project was the 

EMR (known as Cerner), which is used at the project site. The EMR is a powerful tool 

and database for research. It provides the opportunity to improve the quality of patient 

care, embed performance measures in clinical practice, and facilitate clinical research 
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(Cowie et al., 2016). Hence, to gather data on the exclusive breastfeeding rates at 

discharge, the dependent variable, in mothers who had a cesarean delivery, a birth log 

report was generated from Cerner with the assistance of a clinical informatics expert and 

copied into a pivot table within an Excel document. The birth log report from the EMR 

was also used to collect descriptive data on each mother within the project, such as age, 

gravidity, parity, gestational age, primary or repeat cesarean delivery, and indication for 

cesarean delivery, type/choice of newborn feeding, as well as APGAR scores for 

newborns.  

With the utilization of the EMR, adequate patient privacy must be ensured to 

protect the sample. The privacy and confidentiality of the patient information are 

protected by the Health Insurance Portability and Accountability Act (HIPAA) (Myers & 

Stevens, 2016). All information gathered on the sample from the generated birth log 

report was saved and kept on a safe and secured drive that was password protected. 

Additionally, all the protocol checklists were organized and stored in a binder, in a locked 

file cabinet drawer with only the principal investigator having access. These safety 

measures were to ensure that the sample population’s protected health information 

remained secured and confidential and not used for any other reasons but the project. 

Another source of data was the utilization of a published protocol on SSC in the 

OR, which was adopted with permission from Hung and Berg (2011). The protocol for 

SSC in the OR was the independent variable. The protocol was implemented at the 

project site to ensure the routine practice of SSC in the OR and to aid with increasing 

exclusive breastfeeding rates at discharge. Hung and Berg (2011) created and presented 

the protocol as a flowchart to describe the team-based intervention process following a 
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review of literature, visiting a baby-friendly hospital, consulting with key stakeholders, 

and surveying nursing staff to gather ideas on the barriers and solutions to its 

implementation (Hung & Berg, 2011). To collect the needed data on the independent 

variable, as well as monitor compliance by the nurses, the protocol for SSC in the OR 

was used as a checklist. The protocol for SSC in the OR is a flowchart with separate steps 

of a process in sequential order to communicate to the nurses how the process of SSC 

will be carried out in the OR. As a checklist, the protocol for SSC in the OR helped with 

assuring that the nurses were completing each of the steps in the appropriate order, the 

nurses understood the steps and were adhering to the new process in the OR, as well as 

noting any challenges observed or faced. Within the protocol, there are 13 steps which 

are based on step four of the Ten Steps to Successful to Breastfeeding with emphasis 

placed on minimizing mother-infant separation and supporting early SSC and 

breastfeeding initiation (Hung & Berg, 2011). The steps are separated under different 

headings with specific instructions on what should take place preoperatively, at birth, and 

if the baby is well or not. Each protocol checklist that was completed was collected after 

the completion of each cesarean delivery and kept in a binder, which will be placed in a 

drawer locked with a key and kept by the principal investigator. The protocol checklist 

was also reviewed at the end of each cesarean delivery with notations made to see if there 

were any limitations or barriers, which would be addressed if possible. 

Validity 

 According to O’Mathúna and Fineout-Overholt (2015), validity speaks to 

whether the research methods or instruments used were the ones required and thus 

produced results that were as close to the truth as much as possible. Validity also speaks 
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to accuracy, and the credibility of the study as bias or confounding variables (outside 

influences that change the effect of a dependent and independent variable), may 

compromise the integrity of the study (O’Mathúna & Fineout-Overholt, 2015). 

Additionally, external validity acknowledges the generalizability of a study’s results. In 

contrast, internal validity refers to the extent to which the independent variable, or the 

intervention, causes a change in the dependent variable (O’Mathúna & Fineout-Overholt, 

2015).  

The EMR (Cerner) serves as an official record and an instrument to collect 

needed data. The data collected from EMRs can be a powerful tool for quality 

improvement projects as quality can be tracked and reported either for internal quality 

improvement or national benchmarking (Myers & Stevens, 2016). Additionally, data 

quality and validation are key factors in ascertaining whether the EHR is a suitable data 

source due to the possibility of inaccuracies in data entry or missing information (Cowie 

et al., 2016). Data elements that would be useful for studies or quality improvement 

projects can be wrongly classified, insufficiently specified, or missing (Nissen, Quint, 

Morales, & Douglas, 2019).  

Parsons, McCullough, Wang, and Shih (2012) conducted retrospective electronic 

chart reviews of 4081 patient records across 57 practices to analyze and determine the 

validity of EHR-derived quality measures and documented services. They found that 

often documentation by health care providers was not accurate or improperly charted, 

which sometimes led to insufficient information to create a proper plan of care for 

patients. They also found that the quality and accuracy of charting could be significantly 

improved using a clinical decision support system (Parsons et al., 2012).   
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Accurate and complete documentation within the EMR (Cerner) is a requirement 

for the project site to provide needed information for perinatal audits and track the 

progress of various strategic initiatives. The principal investigator presumed that the data 

within the EMR was accurate and charted promptly at each patient encounter. Based on 

those reasons, the nursing staff needed to document the necessary information within 

each of the participant’s EMR in a timely and accurate manner. Data included 

demographic data, medical and social history, the choice of feeding, and indication for 

cesarean delivery. As it relates to external validity, the findings from the project added to 

the existing body of knowledge that SSC after cesarean delivery is safe, desired by 

mothers, and is beneficial to both mothers and babies by promoting bonding and 

breastfeeding (Stone et al., 2014). Therefore, it may be applied or utilized in future 

research on SSC in OR following cesarean deliveries. 

Additionally, validity was shown through the successful implementation and 

utilization of the standardized protocol for SSC in the OR to encourage the routine 

practice of SSC following delivery as well as a noted increase in exclusive breastfeeding 

rates at the project site. This protocol has proven to be valid and reliable as in the study 

by Hung and Berg (2011), SSC rates in the OR increased from 20% to 68% in the first 3 

months. Additionally, many of the infants who experienced SSC in the OR had fewer 

supplementation rates (33%) with formula compared to those who did not have SSC in 

the OR (74%). Additionally, the use of the Iowa model for evidence-based practice to 

promote quality care popularly used as a framework helped to guarantee internal validity 

of the project as it has been employed to successfully implement SSC in the OR as a 

standard of care (Boyd, 2017; Stone, Prater & Spencer, 2014). The protocol for SSC in 
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the OR has also been proven to be valid when its adoption led to an increase in maternal 

satisfaction in women who did not experience SSC in their previous cesarean deliveries 

to 84% in 3 months (Sundin & Mazac, 2015). 

Reliability 

The ability of the research tool to continually produce the same findings each time 

it is utilized; that is, it will measure the concept consistently every time it is used is 

known as reliability. If this reproduction of findings does not occur each time the 

instrument is used, it is said to be unreliable (Brewer & Wojner Alexandrov, 2015). A 

well-known feature of EHR systems is the ability to document the same thing in multiple 

places. Also, a great deal of clinical information in the EHR is recorded in free-text fields 

or dictated narrative notes and, therefore, not captured using automated processes 

(Altman, Colorafi, & Daratha, 2018). The inability to obtain specific information because 

of free texts can make it difficult and inaccurate for non-clinical applications that rely on 

data being captured in one discrete field on a structured form (Altman et al., 2018).  

Altman et al. (2018) conducted a study to assess the reliability of data extracted 

from a commercially available inpatient EHR as compared with manually abstracted data 

for common attributes used in obstetrical research. The researchers compared extracted 

data of automated EHR reports for 3,250 women who delivered a live infant to manual 

chart abstraction for specific perinatal measures. They found that there was variability in 

the reliability of obstetrical data collected and reported through the EHR. Also, while 

some measures such as delivery method were satisfactorily reliable in the sample, other 

examined perinatal measures were less so when compared with manual chart abstraction. 

Electronic medical records can be deemed as very reliable in many instances when they 
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contain complete and accurate information based on the data being extracted. Overall, 

when information is complete and correctly inputted within EMRs, it can help to decrease 

errors, improve patient safety, and support better patient outcomes. The EMR also helps 

to improve research and monitor improvements in clinical quality (Myers & Stevens, 

2016).  

Consistent utilization of the standardized protocol by all nursing staff present with 

the mothers at the time of delivery in the OR produced the same results of maintaining 

SSC in the OR as routine practice with standard care procedures being performed on the 

mother’s chest instead of under a radiant warmer (Cleary et al., 2018). Brady et al. (2014) 

utilized the quality improvement project by Hung and Berg (2011) and the development 

of their protocol to help with introducing and standardizing SSC in the OR. The results of 

their project showed an increase in exclusive breastfeeding rates from 30% in December 

2012 to 63% in April 2013 (Brady et al., 2014). Hung and Berg (2011) saw an increase in 

SSC rates in the OR from 20% to 68% and a significant decrease in supplementation. The 

results from the project utilizing this protocol as a tool can be replicated with different 

populations, settings, or times.  Also, the principal investigator had no contact with the 

mothers and generated the birth log report from Cerner and collected the relevant data 

after the mothers were discharged from the hospital to prevent investigator bias. 

Data Collection Procedures 

Approval from the Research Determination Committee (RDC) at the project site 

and Grand Canyon University (GCU) was obtained before the implementation of the 

protocol for SSC in the OR and collection of any data. Once approval was gained, 4 

weeks of baseline data on exclusive breastfeeding rates before the implementation of the 
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standardized protocol on SSC in the OR was obtained. This baseline data was acquired 

by running a birth log report from Cerner for all mothers who had cesarean deliveries and 

who met the inclusion criteria. Descriptive statistics of the participants were collected 

from the birth log report to describe the sample and included the mother’s age, 

gestational age, gravidity, parity, type of cesarean (primary or repeat procedure), 

indications for the cesarean delivery, type of newborn feeding, as well as APGAR scores 

for the newborns. Data was also collected using the protocol as a checklist to evaluate 

implementation and adherence to the protocol for SSC by the nurses, as well as to 

ascertain if there were any significant change in breastfeeding rates before and after the 

implementation of the protocol for the provision of SSC (Hung & Berg, 2011). Four 

weeks post-implementation of the new process, exclusive breastfeeding rates as defined 

by the Joint Commission’s core measure, was collected from another birth log report 

generated from Cerner to see if this practice was increasing exclusive breastfeeding rates 

at discharge and meeting the Joint Commission’s’ core measures. Both the pre- and post-

intervention breastfeeding rates were then analyzed using a Mann-Whitney U test to note 

if there was any statistical significance. The overall goal of the project was to show the 

importance of SSC on exclusive breastfeeding rates when done in the OR as a means to 

significantly improve the organization’s current exclusive breastfeeding status based on 

the Joint Commission National Quality Perinatal Core (PC) Measure set measures (The 

Joint Commission, 2015). 

The Iowa model revised: Evidence-based practice to promote excellence in health 

care along with Lewin’s planned change theory was used to guide the implementation of 

the standardized protocol of SSC in the OR as a best practice. Based on the 2015 Iowa 
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model, triggers or opportunities were identified, and these comprised of no SSC in the 

OR, reduced exclusive breastfeeding rates, nurses’ knowledge of skin-to-skin benefits, 

change in care philosophy, and standards of best practice. Once the triggers or 

opportunities were accepted as a priority, a comprehensive literature review regarding the 

practice of SSC was conducted to have a rationale to move forward with the project.  

In the first week before implementation of the protocol for SSC in the OR, as part 

of the new process, all nursing staff (labor and delivery, postpartum couplet care, and 

NICU) were educated on the benefits of SSC and its significant impact on breastfeeding 

rates, the proposed protocol, and how to use it to facilitate SSC in cesarean deliveries 

(See Appendix F). This education of staff was achieved through a staff meeting and a 

PowerPoint presentation on the proposed plan. The information presented via the 

PowerPoint was also posted as a topic of the week with a signature sheet attached for all 

nurses to review and sign, especially those who were not present at the staff meeting. The 

nurses also completed an assigned online learning module on breastfeeding techniques 

through CE direct, which was offered by the facility. All educational information with a 

copy of the protocol for SSC in the OR was sent via email to the nursing staff, the head of 

the obstetric group, the head of the neonatal nurse practitioners (NNPs), and the head of 

the nurse anesthetists. A laminated copy of the protocol was also placed on the bulletin 

board in the nurses’ lounge and within the ORs for reference.  

A practice simulation using the protocol for SSC in the OR was performed to 

evaluate the ease of use by the nurses. The simulation also aided with making any 

necessary adjustments within the OR environment for a better workflow to make it more 

efficient and useful for the nurse in charge of the baby to support SSC, breastfeeding, and 
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monitor the baby. Additionally, an anesthesia team member evaluated the mother for 

appropriateness of SSC, which may be delayed or prevented by nausea and vomiting, 

unstable vital signs, or pain. As part of the learning process and following the simulation, 

the nursing staff was encouraged to talk about their experiences with initiating SSC and 

the practice of SSC in the OR with every cesarean delivery. 

 All the education for the nursing staff was developed and prepared by the 

principal investigator with help from the lactation consultant and the RN clinical 

education specialist for obstetrics. The director for the unit approved the education. The 

principal investigator presented at a mandatory staff meeting with the use of a 

PowerPoint to illustrate the importance of implementing the protocol. The presentation 

was between 30 to 45 minutes in length to give nurses the opportunity to ask questions. 

The hour-long practice simulation utilizing the protocol by Hung and Berg (2011) was 

directed by the lactation consultation and the RN clinical education specialist who ran 

through the steps of the protocol and workflow logistics with the labor and delivery and 

nursery nurses. Due to scheduling conflicts, a certified nurse anesthetist was not able to 

be present at the simulation but provided feedback on where cardiac monitor leads would 

be placed on the mother and where IV poles could be positioned. Additionally, there were 

no obstetricians present, and they were not expected to attend the educational sessions, 

but positive feedback was received as they were on board with the change. 

The standardized protocol for SSC in the OR was implemented, and the nursery 

nurse assigned to the patient in the OR was expected to place a checkmark by each area 

in the protocol once completed, as well as sign their initial. If an area within the protocol 

was not done, a reason was documented alongside that area. The principal investigator 
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then reviewed the protocol checklist to identify if all the steps were completed. If all the 

steps were not completed, the reasons for incomplete areas within the protocol checklist 

were ascertained. All the protocol checklists were collated and stored in a binder, which 

was stored in a locked file cabinet drawer with only the principal investigator having 

access. The nursing staff was kept informed of the exclusive breastfeeding rates and 

improvements in the practice of SSC in the OR. The mothers’ feedback was also obtained 

from leader rounding, which was a part of the unit’s routine. This feedback was shared 

with the principal investigator and nursing staff to encourage the continued practice after 

implementation and beyond.  

The implementation of the protocol for SSC in the OR to increase exclusive 

breastfeeding rates was deemed a quality improvement process, with no informed consent 

being required as all participants who met the inclusion criteria received the intervention 

of SSC in the OR. All the participants’ data that were collected pre- and post-intervention 

that had any identifiers were removed using the Safe Harbor method. The HIPAA Safe 

Harbor method is a method of de-identification of protected health information––that is, 

the removal of specific information about a patient that can be used alone or in 

combination with other information to identify that patient (HIPAA Journal, 2017). As 

stated by HIPAA Journal (2017), de-identified health information created using the Safe 

Harbor method is no longer protected by the HIPAA Privacy Rule and cannot be defined 

as protected health information (PHI). All patient data with identifiers, if any, were coded 

using numbers to de-identify them in the Excel spreadsheet. As the sample size was 

small, and the project site was in a rural area, no identifiers were used on the protocol 

checklists to connect them to the participants. Additionally, the use of no identifiers 
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helped to protect the identity of the participants and maintain their anonymity. All data 

were stored on a protected server secured with a password in a protected document, also 

secured with a password at the project site. This data will be kept for 3 years and then 

will be securely destroyed following institutional protocols and following successful 

completion of all degree requirements for this graduate program. 

Data Analysis Procedures 

After data collection was completed, data analysis was performed to summarize 

the data and to answer the clinical question: In women who are having a cesarean 

delivery, would the utilization of a standardized protocol for skin-to-skin contact in the 

OR as compared to no standardized protocol increase exclusive breastfeeding rates at 

discharge? The data needed to evaluate the project was pulled from the standard birth log 

that is routinely generated through Cerner on cesarean deliveries. Data collected was 

organized into two sets: (a) pre-intervention (4 weeks before implementation of the 

protocol), and (b) post-intervention (4 weeks after implementation of the protocol).  

All the data obtained from the birth log report generated through Cerner on 

cesarean deliveries was copied and pasted into an Excel sheet. A pivot table was created 

within Excel to arrange and summarize the data. Data points selected from the pivot table 

included “delivery_type” and “feeding_type_newborn.” The “feeding_type_newborn” 

was dragged in the Values field within the pivot table. This information was then inserted 

into the body of the pivot table and a bar chart created to see those mothers who 

exclusively breastfed or formula-fed. 

All demographic data was collected by also generating a birth log summary report 

and organizing variables into tables using the statistical analysis software program IBM 
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Statistical Package for the Social Sciences (SPSS) version 26. After the data was 

organized, descriptive statistical analysis, including the means and standard deviations or 

frequency distributions for continuous variables was used to summarize the demographic 

and clinical characteristics of the sample population. Upon completion of the 

demographic analyses, statistical analysis was performed in SPSS to evaluate and further 

describe the data.  

A non-parametric statistical test, Mann-Whitney U (U), was used to analyze the 

data to be collected on the dependent variable, that is, whether exclusive breastfeeding 

(yes/no) occurred in mothers who delivered via cesarean section. According to McHugh 

(2013), non-parametric tests should be used when any one of the following conditions 

pertains to the data: (a) the level of measurement of all the variables is nominal or ordinal 

or (b) the sample sizes of the study groups are unequal. The Mann-Whitney U test is used 

to compare differences between two independent groups when the dependent variable is 

ordinal, nominal or continuous, but not normally distributed (Laerd Statistics, 2018). In 

contrast to other statistical tests, the Mann-Whitney U test gives the most precise 

estimates of significance, particularly when sample sizes are small and when the data do 

not approximate a normal distribution (Smalheiser, 2017). Additionally, Mann-Whitney 

U the test allows the principal investigator to draw different conclusions about the data 

depending on the assumptions made about the data’s distribution. These conclusions can 

range from simply stating whether the two populations differ through to determining if 

there are differences between groups (Laerd Statistics, 2018). The principal investigator 

performed a Mann-Whitney U test to compare exclusive breastfeeding rates before and 

after the implementation of the protocol for SSC in the OR to see if there was any 
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significant change. As the sample size (pre and post) in the project were disproportionate 

or not normally distributed, and the outcome was nominal level data, the principal 

investigator used Mann-Whitney U test to determine whether the differences in 

breastfeeding rates reflected an actual change from the implementation of the protocol for 

SSC in the OR. The level of significance for the Mann-Whitney U was p = 0.05. 

Ethical Considerations  

Before the commencement of the project, approval for the project was sought and 

received from GCU’s IRB (See Appendix A) and the project site’s Research 

Determination Committee (RDC). The project site’s RDC letter was not included to 

safeguard the privacy of the organization. Pregnant women undergoing cesarean delivery 

were the selected population and were also considered a vulnerable population. Pregnant 

women are deemed vulnerable primarily because of the involvement of the fetus, with a 

unique and complex relationship to the mother that may be affected by the research and 

cannot give consent (Polit & Beck, 2017a). Based on the clinical question, the project 

design, how the sample was chosen, the theoretical framework and model, and the gap in 

practice, all policies and regulations set by the IRB and the Belmont Report of 1979 

fundamental principles: respect for persons, beneficence, and justice were upheld 

(Terhaar & Taylor, 2018). These principles were upheld throughout the project to 

demonstrate a balance of respect and dignity for the pregnant woman and her fetus with 

no harm. The principal investigator understood that if any significant changes occurred 

during the project, they were to be reported immediately to GCU’S IRB.   

Informed consent was not required from the participants as the application of the 

protocol for SSC in the OR was deemed a quality improvement initiative and was 
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provided to all women undergoing cesarean delivery. Additionally, there was no risk to 

the project’s target population as SSC has been supported in the literature to have only 

benefits to both mother and infant. The principal investigator also provided full 

disclosure when describing the purpose of the project and the role the participants would 

play. Appropriate steps were taken, and ethical considerations made to protect the privacy 

and confidentiality of the project’s sample by guaranteeing that no PHI was collected. To 

ensure that no PHI was collected, after obtaining data from the birth log report generated 

from Cerner, the participants’ data were protected by de-identifying any PHI by using 

codes as necessary to maintain the anonymity of the sample. For example, numbers were 

assigned based on the information, so those with primary cesarean will be 1-1, repeat 

cesareans 1-2 or 1-3 (depending on how many prior surgeries). No data was removed 

from the project site, and the data were stored and safeguarded on a protected drive with 

a password. Once the data are no longer required, the information will be deleted from 

the database, and any paper will be destroyed by shredding after 3 years. There was no 

conflict of interest as the principal investigator was not able to discover the identity of the 

individuals in the target population as there was no access to any of the participant’s 

electronic medical records (Cerner) or any PHI per the project site’s RDC requirements. 

The results of the project were to be presented to the project site’s evidence-based/ 

research committee and the quality improvement team, but due to the current situation 

with COVID-19, the presentation was postponed. 

Limitations 

Several limitations were present in this project. One limitation was the small 

sample size, which was unavoidable as the number of cesarean deliveries was no more 
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than 12 cases on average per month. Another limitation was the short period given to 

implement and complete the project. This limitation also led to a smaller sample size as 

fewer deliveries occur during this time of year. Also, the sample size was affected as the 

project took place in a small rural facility. Rural facilities often see a low case volume; 

that is, there may not be enough patients to achieve reliable and valid measurement 

results (Agrawal & Slabach, 2018). Another limitation was the collection of specific data 

such as a woman’s pre-delivery breastfeeding intentions and attitudes towards 

breastfeeding. This limitation was unavoidable, as some mothers are not certain if they 

would like to breastfeed exclusively or do both breast and formula feeding. Another 

limitation was women who have a medical reason for not being able to breastfeed. 

Another limitation includes mothers who chose not to perform SSC following delivery. 

The nursing staff cannot compel a mother to perform SSC if she does not wish to do so 

and can only inform her of the advantages and disadvantages of SSC and allow her to 

make her decision.  

Another limitation was whether women received prenatal education about the 

benefits of SSC and breastfeeding after delivery. Another limitation was the 

unpredictability of delivery and the outcomes of mother and baby after birth. For 

instance, a mother who was scheduled for a repeat cesarean section decides to do a trial 

of labor after cesarean (TOLAC) following consultation with her doctor, which results in 

successful vaginal delivery (American College of Obstetricians and Gynecologists 

[ACOG], 2017). Although this rarely occurs, it may also affect the sample size if 

successful. Another limitation, though infrequent, was the reluctance of some nurses to 

perform routine care procedures for the baby while in SSC with his or her mother.  
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Summary 

Skin-to-skin contact is an instinctive or innate way to improve breastfeeding and 

help the newborn to transition to life outside of the womb (Cleary et al., 2018). 

Additionally, the benefits of early or immediate SSC are well-known and are considered 

an evidence-based standard of care (Balatero & McNiesh, 2019). For these reasons, the 

practice of SSC and its implementation as standard care in the OR is vital to guarantee 

that mothers and infants are given the best care possible to have positive health outcomes 

(Cleary et al., 2018). Providing mothers with early SSC in the OR following cesarean 

birth has shown to significantly improve breastfeeding rates and duration for 3 months 

and longer (Agudelo et al., 2018). However, the implementation of this best practice may 

be hindered by several factors such as no established policy or protocol and a lack of 

education on the part of the mothers and health care professionals who lack awareness 

and knowledge of its importance (Koopman et al., 2016; Zwedberg et al., 2015).  

Examining the problem and clinical question in this chapter highlighted the value 

of the project and the knowledge it added to existing literature. The clinical question 

posed intended to assess the utilization of a standardized protocol for SSC in the OR and 

its influence on exclusive breastfeeding rates at discharge for mothers who are had a 

cesarean delivery. The quantitative quasi-experimental pre- and post-intervention design 

allowed for the clinical question to be appropriately answered, for the data to be gathered 

objectively and in a systematic way, and for findings to be generalized. A Mann-Whitney 

U test was performed to analyze and evaluate the clinical data to look at any significant 

change in exclusive breastfeeding rates post-implementation of SSC in the OR, thereby 

answering the clinical question. The sample size of 34 was determined using a G-power 
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analysis; however, this sample size was not attained. This was a limitation within the 

project among other identified limitations discussed throughout the project. The validity 

and reliability of the EMR (Cerner) in the project was a key element in obtaining the data 

required and providing valid results. Utilizing the protocol as a checklist proved to be a 

valid and reliable strategy to monitor the nurse’s compliance with the new process and 

evaluate process outcomes. 

By following the fundamental principles in the Belmont report of 1979, all the 

mother-baby dyads were protected and kept from harm. Data were collected through the 

project period and concluded at the end of four weeks with adherence to HIPAA 

guidelines to protect the data and maintain the participants’ privacy. Also, all the data 

gathered were kept secure, confidential, and free from influence. Chapter 4 provides an 

in-depth review of the data analysis procedures, results, and summary. This chapter also 

provides the descriptive data of the sample and the results of the Mann-Whitney U 

analysis with the use of tables and a bar chart.  
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Chapter 4: Data Analysis and Results 

Skin-to-skin contact (SSC) is positioning the newborn on the mother’s naked 

chest at the time of delivery for no less than 1 hour, where breastfeeding can be started 

immediately (Cadwell et al., 2018). Skin-to-skin contact (SSC) following delivery, 

whether vaginal or cesarean, has considerable benefits to both the newborn and mother. 

Several of these benefits include support of the newborn’s physiologic adaptation to the 

extrauterine environment; enables colonization of the infant to maternal flora to protect 

against infection; increases maternal satisfaction and confidence; reduces the incidence of 

postpartum depression; improves bonding; and shows an overall positive effect on 

breastfeeding initiation and exclusivity (Crenshaw, 2014; Hung & Berg, 2011; Stone et 

al., 2014). Additionally, SSC enables early breastfeeding and improves latching, 

increases the mother’s milk production and supply, and is associated with both longer 

exclusive breastfeeding times for the first 6 months of life, and overall longer 

breastfeeding duration after the first 6 months of life (Dois, Lucchini, Villarroel, & Uribe 

2013).  

Despite the known benefits of early SSC, various barriers and challenges such as 

institutional practices, task-oriented processes, and knowledge deficit result in many 

facilities not implementing this best practice following cesarean delivery (Cadwell et al., 

2018). With the extensive amount of literature on improved maternal and newborn health 

observed with immediate SSC after birth, particularly the initiation of breastfeeding, SSC 

can be safely and routinely practiced following cesarean deliveries (Schneider, Crenshaw, 

& Gilder, 2017). The purpose of this quality improvement project was to determine if or 

to what degree the implementation of Hung and Berg’s evidence-based protocol for skin-
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to-skin in the operating room (OR) would increase exclusive breastfeeding rates at 

discharge for adult women status post a cesarean delivery. The following clinical 

question guided the project: In women who are having a cesarean delivery, would the 

utilization of a standardized protocol for skin-to-skin contact in the OR as compared to no 

standardized protocol increase exclusive breastfeeding rates at discharge? The principal 

investigator employed quantitative methodology, with a quasi-experimental pre- and 

post-intervention design, and utilized the Mann-Whitney U test to analyze the data to 

answer the clinical question. The required data were obtained before and after 

implementation of the protocol for SSC in the OR from a birth log report generated 

through the EMR. This chapter presents a description of the population, a summary of the 

data to be collected, analyses of the data, the results presented in a figure and tabular 

format, and a summary of the project.  

Descriptive Data 

This project was conducted in a small, rural hospital in Arizona, which serves 

many surrounding communities as the next closest hospital is at least an hour or more 

away. The population consisted of all pregnant women who had a scheduled and non-

emergent cesarean delivery. The participants met the inclusion criteria of pregnant 

women ages 18 to 42 years old, with a fetus 37 weeks and higher, and who had infants 

with an Apgar score of 7 or higher. Women who presented with any conditions that 

resulted in hemodynamic instability such as severe hemorrhaging, received general 

anesthesia, were unable to breastfeed due to medical reasons, chose not to perform SSC 

for personal or cultural reasons, and had a fetus less than 37 weeks’ gestation were 

excluded. 
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A sample of 34 participants was determined for the project through a power 

analysis. A power analysis is done to prevent a Type II error, which indicates that there is 

no statistical significance when in fact, there truly is statistical significance, but the 

sample size is too small to detect a statistically significant difference (Sylvia, 2018). Due 

to the size of the project site, its rural location, the number of cesarean deliveries 

occurring on average per month (12-20), and the rescheduling of elective surgeries due to 

the COVID-19 pandemic, the final sample size was n = 24, which was less than the 

calculated 34 participants. A convenience sample was used; any woman who presented to 

the facility for cesarean delivery with any conditions that resulted in hemodynamic 

instability from severe hemorrhaging; received general anesthesia; was unable to 

breastfeed due to medical reasons; and had a fetus less than 37 weeks’ gestation was 

excluded. All women in the sample met the inclusion criteria; thus, none were excluded.   

Descriptive data on the project sample was generated from a birth log report in 

Cerner and included the participants’ age, gravidity, parity, type of cesarean (primary or 

repeat procedure), indications for the cesarean delivery, and the type/choice of newborn 

feeding. Table 1 presents the frequencies and percentages of these descriptive variables.   
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Table 1 
    

Descriptive Statistics of the Comparative (Pre) versus 
Implementation (Post) Groups (N=24) 

Characteristics 
Pre 

n=15 
Pre 
% 

Post 
n=9 

Post 
% 

Age   
  

18-24 4 27% 1 11% 
25-29 4 27% 3 33% 
30-34 4 27% 3 33% 
35-39 3 20% 1 11% 
40-42 0 0% 1 11% 
Gestational age   

  
37-38 3 20% 3 33% 
39-40 12 80% 6 67% 
40+ 0 0% 0 0% 
Gravidity of Mothers   

  
1-3 pregnancies 6 40% 2 22% 
4-6 pregnancies 9 60% 5 56% 
7-9 pregnancies 0 0% 2 22% 
Parity of Mothers   

  
1-2 children 8 53% 2 22% 
3-4 children 7 47% 5 56% 
5-6 children 0 0% 2 22% 
Apgar Scores   

  
7-8 8 53% 2 22% 
9-10 7 47% 7 78% 
Type of Cesarean delivery   

  
Primary 4 27% 0 0% 
Repeat 11 73% 9 100% 
Choice of Newborn Feed   

  
Breastmilk and formula 8 53% 3 33% 
Exclusive formula 4 27% 1 11% 
Exclusive breastmilk 3 20% 5 56% 
Breastfeeding at discharge   

  
Yes 0 0% 2 22% 
No 15 100% 7 78% 
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In the comparative group, only 15 mothers who had a cesarean delivery met the 

inclusion criteria. Most of the mothers (n = 12, 80%) were between 18-34 years of age, 

20% (n = 3) were between 35-39 years of age, and there were no mothers over the age of 

40 years. Based on gestational age, 80% (n = 12) had newborns between 39-40 weeks of 

gestation, and 20% (n = 3) had newborns between 37-38 weeks of gestation. With regards 

to gravidity, 60% (n = 9) had between 4-6 pregnancies, and 40% (n = 6) had between 1-3 

pregnancies. Concerning parity, 53% (n = 8) had between 1-2 children, and 47% (n = 7) 

had between 3-4 children. Many of the newborns, 53% (n = 8) had an Apgar score 

between 7-8, whereas 47% (n = 7) had Apgar scores between 9-10. 73% (n =11) had a 

repeat cesarean, and 27% (n = 4) had a primary cesarean.  From the admission data, 53% 

(n = 8), chose both breastmilk and formula to feed their newborn, 27% (n = 4) wanted to 

exclusively formula feed, and only 20% (n = 3) decided to breastfeed their newborn 

exclusively. At discharge, 100% (n = 15) were not breastfeeding. 

Nine mothers met the inclusion criteria post-implementation of the protocol for 

SSC in the OR. Sixty-six percent (n = 6) of the mothers were between 25-34 years of age, 

11% (n = 1) were between the ages 18-24 years, 35-39 years, and 40-42 years of age. 

Sixty-seven percent (n = 6) had newborns 39-40 weeks of gestational age, and 33% (n = 

3) had newborns 37-38 weeks of gestation. Of the nine mothers, 56% (n = 5) had 

gravidity of four to six pregnancies, 22% (n = 2) had between one and three, and 22% (n 

= 2) had seven to nine pregnancies. From the data, 56% (n = 5) of the mothers had 

between four and six children, 22% (n = 2) had between one and three children, and 22% 

(n=2) had five to six children. Seventy-eight percent (n = 7) of the mothers had a 

newborn with an Apgar score of 9-10, and 22% (n = 2) had a newborn with an Apgar of 



101 

 

7-8. All (n = 9) of the mothers had a repeat cesarean delivery. Out of the nine mothers on 

admission, 56% (n = 5) chose exclusive breastmilk as the method of feeding their 

newborn, 33% (n = 3) chose both breastmilk and formula for their newborns, and 11% (n 

= 1) chose exclusive formula. At discharge, postintervention, only 22% (n = 2) of the 

mothers were exclusively breastfeeding, and 78% (n = 7) were not. 

There were no data obtained on the indications for cesarean delivery in the 

sample. The primary reason for no data in this area was that this was not a mandatory 

field in the EMR where the nurses are expected to document. The indications for 

cesarean delivery are wide-ranging and may include but are not limited to abnormal or 

indeterminate fetal heart rate tracing, fetal malpresentation, labor dystocia, multiple 

gestations, and suspected fetal macrosomia (ACOG, 2014). Any of these indications may 

result in a woman having an elective or scheduled, urgent, or emergency cesarean 

delivery. 

Data Analysis Procedures 

The collected data were organized into two sets: (a) pre-intervention (4 weeks 

before implementation of the protocol), and (b) post-intervention (4 weeks after 

implementation of the protocol). The principal investigator entered the descriptive data 

for the participants from this quantitative project into the IBM SPSS version 26, a 

software designed for statistical analysis. A descriptive statistical analysis, including the 

means and standard deviations or frequency distributions for continuous variables, was 

used to summarize the demographic and clinical characteristics of the sample population. 

The principal investigator ensured that all data received was de-identified and then 

inputted this data into the SPSS columns. The proper coding of variables is vital; hence, 
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the principal investigator used the variable view in SPSS to code the following data:  

• Age of participants 

• Gravidity 

• Parity  

• Type of cesarean (primary or repeat procedure) 

• Indications for the cesarean delivery 

• Type/choice of newborn feeding 

• Apgar scores of newborns 

Additionally, all data obtained from the birth log report generated through Cerner 

on cesarean deliveries was copied and pasted into an Excel sheet. From this data, a pivot 

table was created within Excel to organize and summarize the data. Specific data points 

were selected from the pivot table included “delivery_type” and 

“feeding_type_newborn.” The “feeding_type_newborn” was dragged in the Values field 

within the pivot table. This information was then entered into the body of the pivot table, 

and a bar chart was created to compare those mothers who exclusively breastfed or 

formula-fed 4 weeks post-implementation of the protocol for SSC in the OR. 

Mann-Whitney U (U), a non-parametric statistical test, was used to analyze the 

data to be collected on the dependent variable, that is, whether exclusive breastfeeding 

(yes/no) was occurring in mothers who delivered via cesarean section at discharge. 

Because the data collected in the project were on exclusive breastfeeding rates at 

discharge and was not normally distributed between groups, the Mann-Whitney U test 

was appropriate to answer the clinical question. Additionally, analysis using the Mann-

Whitney U test also determined if there was any clinically significant or statistical change 
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in exclusive breastfeeding rates before and after the implementation of the protocol for 

SSC in the OR. The determination of any clinical or statistical change was done by 

computing observed and expected frequencies for each element breastfeeding at 

discharge (yes/no) in SPSS. McHugh (2013) explained that non-parametric tests should 

be used when the level of measurement of all the variables is nominal or ordinal, and if 

the sample sizes of the study groups are unequal. As the sample size (pre and post) in the 

project were uneven, and the outcome was nominal level data, the principal investigator 

used the Mann-Whitney U test to determine whether the differences in exclusive 

breastfeeding rates reflected a real change from the implementation of the protocol for 

SSC in the OR or just by chance variations. 

The EMR was the tool used to gather the necessary data to evaluate the project, as 

it has been proven to be valid and reliable. Validity indicates if the project correctly 

reflects the data or the accuracy of the data; whereas, reliability or the consistency of the 

data collection is assessed via the use of a validated tool such as the EMR (Brewer & 

Wojner Alexandrov, 2015; O’Mathúna & Fineout-Overholt, 2015). The project met its 

validity, as all of the data required were obtained from the EMR, a powerful instrument, 

and a system that helps to facilitate workflow and improve the quality of patient care and 

patient safety (Myers & Stevens, 2016). It is the standard of care for nurses to document 

the newborn’s source of feeding, and this was used as the key indicator for the project’s 

outcome of exclusive breastfeeding rates.  

The project met reliability standards by consistently collecting clinical data 

through the generation of a birth log report before and after implementation of the 

intervention. The EMR is comprised of retrospective, concurrent, and prospective 
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information to support continuing, efficient, and quality integrated health (Asadi, 

Moghaddasi, Rabiei, Rahimi, & Mirshekarlou, 2015). The principal investigator also had 

no contact with participants, which eliminated the risk of investigator bias. A potential 

source of error was incomplete or inaccurate data documented in the EMR, as well as the 

ability of the person(s) performing the data extraction. Another potential source of error 

could be related to the documentation of an infant as exclusively breastfeeding when, in 

fact, he or she was receiving supplementation for medical reasons; however, this 

supplementation was not documented at the time of discharge.  

Results 

This quality improvement project investigated the impact of a standardized 

protocol for skin-to-skin contact in the OR on exclusive breastfeeding rates at discharge 

for women who had a cesarean delivery. By using a generated birth log report of pre- and 

post-intervention data, the significance of the protocol for SSC in the OR intervention on 

exclusive breastfeeding was determined. Before the implementation of the protocol for 

SSC in the OR, 4 weeks of data were extracted and reviewed to note the type of cesarean 

delivery and the choice of newborn feeding at discharge. Data were excluded if the 

mother underwent general anesthesia for her cesarean delivery, had severe hemorrhaging, 

was unable to breastfeed due to medical reasons, and had a fetus less than 37 weeks’ 

gestation.  

Upon review of the comparative and implementation groups, there were minimal 

differences noted in the characteristics of the groups. However, there was a significant 

difference in the sample sizes pre- and post-intervention, which presented as a significant 

limitation in the project. There were 15 mothers in the comparative group and nine in the 
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implementation group, which was considerably below the calculated sample size of 34. 

The small sample size was associated with the rescheduling of elective cesarean 

deliveries as a result of the COVID-19 pandemic, in addition to the already low number 

of cesarean deliveries performed monthly coupled with seasonal variances. 

Table 1 showed that all the participants in the implementation group had a repeat 

cesarean delivery, which from the literature reviewed indicated the less likelihood of a 

mother initiating breastfeeding or exclusively breastfeeding even with SSC (Hobbs et al., 

2016). Contrariwise, other studies have shown that some women who never had the 

opportunity to do SSC with their infant in their first cesarean delivery were delighted to 

have that opportunity in their repeat cesarean delivery. These women initiated 

breastfeeding and exclusively breastfed at discharge and longer (Moran-Peters et al., 

2014; Sundin & Mazac, 2015).  

In Figure 1, all the participants at discharge before the implementation of the 

intervention were feeding their infants formula at discharge. Following the education of 

staff and other health care providers on the importance of the protocol for SSC and the 

implementation of the protocol in the OR, 4 weeks of post-intervention data were 

collected from another birth log report generated from the EMR (Cerner). In the 

implementation group, there were five mothers who, at admission, had the desire to 

breastfeed their newborn exclusively (Table 1). However, following the intervention, 

where all newborns delivered via cesarean experienced SSC in the OR with their 

mothers, 22% (n = 2) of mothers were exclusively breastfeeding at discharge, and 78% (n 

= 7) were formula feeding only (Figure 1). Both the pre- and post-intervention log reports 

were placed in a pivot table in Excel, and a bar chart created to illustrate the difference in 
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sample size for the intervention was 34. This difference in the post-intervention sample 

size was primarily related to the COVID-19 pandemic, which led to the rescheduling of 

elective cesarean cases. Additionally, the rural location of the project site and the low 

number of cesarean deliveries affected the sample size. To ensure that a larger sample is 

offered the intervention, the time for this project should be extended to gather adequate 

data for analysis to prove its clinical and statistical significance further.  

Although the sample size was smaller than initially calculated, the analyses of the 

pre- and post-intervention data showed a positive change in the percentage of exclusive 

breastfeeding rates in the participants who received SSC in the OR and who were 

exclusively breastfeeding at discharge. An evaluation of the statistical and clinical 

significance of the implementation of the protocol for SSC in the OR on exclusive 

breastfeeding rates at the time of discharge was performed through detailed statistical 

analysis. Using the Mann-Whitney U test, it was revealed that there was no statistical 

significance in exclusive breastfeeding rates at discharge in women who had a cesarean 

delivery in the comparative versus the implementation group as (U =52.5; p=.379) (Table 

2). However, there was clinical significance noted as there was an increase from 0% to 22 

% (Figure 1) in mothers who received SSC in the OR and exclusively breastfed their 

newborns at discharge. 

The literature has provided evidence to support that SSC in the OR immediately 

after birth positively influences the initiation of breastfeeding and exclusive breastfeeding 

rates in women with cesarean delivery. The data findings of the project were aligned with 

the clinical question: In women who are having a cesarean delivery, would the utilization 

of a standardized protocol for skin-to-skin contact in the OR as compared to no 
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standardized protocol increase exclusive breastfeeding rates at discharge? This quality 

improvement project is one that has become and will remain a standard practice of care in 

both modes of delivery, as all nursing staff and health care providers seek to improve the 

health of the mothers and newborns continuously. Chapter 5 will provide a discussion 

regarding a summary of the project, a summary of its findings and conclusions, 

implications, and recommendations.   
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Chapter 5: Summary, Conclusions, and Recommendations 

There are many short-term and long-term benefits of skin-to-skin contact (SSC) 

between a mother and her newborn following cesarean delivery. Some of these benefits 

include but are not limited to the early initiation and increased duration of breastfeeding, 

glucose control in the infant, temperature, and decreased stress levels experienced by 

both mother and infant (McConachie & Elsaharty, 2017; Turenne et al., 2016). Based on 

the benefits of SSC, organizations such as the American Academy for Pediatrics (AAP), 

the Association of Women's Health, Obstetric, and Neonatal Nurses (AWHONN), and 

the American Congress of Obstetricians and Gynecologists (ACOG) recommend that 

healthy newborns be placed in SSC with their mother at birth or quickly afterward 

(Turenne et al., 2016).  

Historically, the literature on SSC included only mother-baby pairs following 

vaginal births. However, through an increase in the literature, infants delivered via 

cesarean section can safely experience SSC and have shown higher rates of exclusive 

breastfeeding compared with lengthy periods of separation for routine care (Cleary et al., 

2018). Nevertheless, the separation of a mother and her baby after cesarean delivery 

continues to be commonly practiced leading to a delay in SSC. This delay in SSC has 

many negative outcomes for the infant, such as decreased breastfeeding rates and 

duration, optimal brain development, and overall physiological stability (Phillips, 2013; 

Stone et al., 2014). Changing hospital practices, such as keeping a mother and baby 

together for no less than an hour post-delivery, leads to improved initiation and duration 

of breastfeeding (Cleary et al., 2018). The purpose of this quality improvement project 

was to determine if or to what degree the implementation of Hung and Berg’s evidence-
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based protocol for skin-to-skin in the operating room (OR) would increase exclusive 

breastfeeding rates at discharge for adult women status post a cesarean delivery. The 

chapter includes a summary of the project, a discussion of the findings and conclusions, 

the implications of the findings, and recommendations for future practice based on the 

results of the project. 

Summary of the Project 

Keeping mother and baby together following either vaginal or cesarean delivery 

plays a vital role for both mother and baby (Redshaw et al., 2014). The implementation of 

SSC in the OR is an evidence-based intervention that has short- and long-term benefits to 

both the mother and baby (Redshaw et al., 2014). A major benefit that has both short-and 

long-term benefits to mother and baby is successful breastfeeding (Tan et al., 2018). 

Also, breastfeeding plays an especially important role in a newborn's nutrition, and early 

SSC is essential in establishing a primary pattern of breastfeeding, which will last for 6 

months or more (Syam et al., 2018). Additionally, mothers who practice early SSC 

exhibited more successful breastfeeding in comparison with those who do not perform 

this contact (Safari et al., 2018).  

Cesarean births have been known to reduce the initiation of breastfeeding, 

lengthen the time before the first breastfeed, reduce the rate of exclusive breastfeeding, 

significantly delay the onset of lactation, and increase the probability of supplementation 

(Stevens et al., 2016). Vamour et al. (2019) posited that cesarean births negatively impact 

breastfeeding initiation and milk supply because mothers and babies are frequently 

monitored separately postoperatively for many hours without the chance to breastfeed 

and bond. Prolonged separation following cesarean delivery is due to the list of routine 
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care activities nurses typically perform on newborns, many of which can be performed 

while the infant is skin-to-skin with his or her mother (Phillips, 2013).  

The primary purpose of this quality improvement project was to answer the 

clinical question: In women who are having a cesarean delivery, would the utilization of 

a standardized protocol for skin-to-skin contact in the OR as compared to no standardized 

protocol increase exclusive breastfeeding rates at discharge? In other words, the project 

determined if the implementation of a protocol for SSC in the OR improved the 

percentage of women who exclusively breastfed at discharge following cesarean delivery. 

Following approval from the project site’s RDC and the university’s IRB, the principal 

investigator utilized a quantitative, quasi-experimental, pre- and post-intervention design, 

comprising two phases of data collection: pre- and post-intervention. Pre-intervention 

data consisted of 4 weeks of exclusive breastfeeding rates at discharge generated from the 

project site's electronic medical record database (Cerner). Post-intervention data consisted 

of 4 weeks of exclusive breastfeeding rates at discharge, also generated from the project 

site's electronic medical record database (Cerner).  

The 2015 Iowa model revised: Evidence-based practice to promote excellence in 

health care, the modified version of the 1998 model (Iowa Model Collaborative, 2017; 

Titler et al., 2001) and Lewin's planned change theory (Lewin, 1951) guided the process 

of implementation of the evidence-based protocol for SSC in the OR. Additionally, both 

the model and theory helped to maximize the retention of information regarding SSC in 

the OR, as well as facilitated the change in practice by the labor and delivery team. The 

remainder of this chapter reviews the findings and conclusions, theoretical, practical, and 

future implications, and recommendations for future projects and practice. 
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Summary of Findings and Conclusion 

The results of this project were consistent with Hung and Berg (2011), who found 

a significant increase in exclusive breastfeeding rates and less formula supplementation 

in mothers who received SSC with their babies in the OR. Those authors also found that 

there was an increase in SSC duration following the implementation of the protocol. The 

sample consisted of 24 women, nine of whom post-intervention underwent cesarean 

delivery and met the inclusion criteria. The exclusive breastfeeding rates for the pre- and 

post-intervention periods were 0% and 22.22%, respectively which was clinically but not 

statistically significant. All mothers (100%; n = 9) received SSC in the OR with their 

newborns. An analysis of the clinical question revealed no statistically significant 

differences between exclusive breastfeeding rates for the pre- and post-intervention 

periods.  

Skin-to-skin contact between mother and infant has a direct relationship with 

increased chances of exclusive breastfeeding during the hospital stay and longer 

(Zwedberg, Blomquist, & Sigerstad, 2015). The principal investigator conducted a Mann-

Whitney U test to compare group differences in the dependent variable exclusive 

breastfeeding at discharge (Yes/No). The analysis revealed no statistical significance as 

(U = 52.5, p = .379). This result may not have shown a statistical significance, but it 

revealed that a positive relationship existed between the mothers who performed SSC in 

the OR and who continued to breastfeed during the entire hospital stay until discharge 

which is clinically significant.  

The findings from this project advanced scientific knowledge by increasing the 

body of evidence, which speaks to the importance of performing SSC in the OR 
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following cesarean deliveries and its positive impact on breastfeeding. The knowledge 

gained from this project emphasized the continued need for SSC to be routinely practiced 

immediately after birth or as soon as possible during the first 30 minutes to an hour, no 

matter the mode of delivery. The results from the project encouraged the nurses to change 

their practice in supporting SSC to improve breastfeeding practices and clinical outcomes 

for both mother and baby.  

Implications 

The project confirmed the importance of allowing mothers and babies to have 

SSC following cesarean delivery. The evidence from the vast literature has repeatedly 

proven that early SSC and keeping mother and baby together provide both physiological 

and psychological benefits. Skin-to-skin contact has been associated with decreased 

crying, improved maternal-infant attachment and interaction, stabilization of the 

newborns' temperature, successful initiation, and exclusivity of breastfeeding (Haxton et 

al., 2012; Phillips, 2013). Several important implications can be gathered from the results 

of this project. In this section, valuable theoretical, practical, and future implications are 

discussed.   

Based on the clinical question posed, the findings validated the positive benefits 

of SSC for mothers and babies, especially the early initiation and duration of 

breastfeeding, which objective clinical data also supports. One noteworthy finding was 

the willingness and compliance of the nursing staff, following education and presentation 

of the evidence to change their practice and offer mothers SSC in the OR following 

delivery. This process outcome was evaluated by the completion of steps within the 

protocol, which was used as a checklist and guide by the nurses in the OR in the 
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following implementation, especially the step where they supported SSC for 15 minutes. 

Clinically, this change in practice also saw an improvement in exclusive breastfeeding 

rates at discharge in mothers with cesarean delivery who performed SSC with their 

newborns. 

A strength of the project was the positive rapport the principal investigator had 

established with the nursing staff, physicians, and anesthetic team from working on the 

unit. Having this type of relationship with staff was extremely helpful, as the principal 

investigator knew the culture of the nursing unit, the current working relationship 

between nurses, and the other disciplines within the unit, which helped to make the 

implementation of the project less challenging. Another strength of the project included 

the willingness of the nursing staff to work at improving breastfeeding outcomes 

following education on SSC, its benefits for both mother and baby, particularly the 

influence it had on significantly improving exclusive breastfeeding rates. As stated by El-

Houfey et al. (2017), nurses are instrumental in preparing, educating, encouraging, and 

supporting women to initiate and continue breastfeeding.  

A weakness found within this project was the small sample size. If the sample 

size is too small, there is a chance of a type II error, and the statistical significance can be 

missed or go unnoticed (Heavey, 2015). Another weakness found in this project was the 

literature, as a considerable number of research articles were dated before 2015, which 

limited current evidence for the principal investigator to draw from. Another weakness 

was the lack of education and knowledge about SSC in some of the mothers as a result of 

a lack of communication between them and their health care providers. Effective 

communication is essential to the success of the protocol for SSC in the OR (Hung & 
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Berg, 2011). Hung and Berg (2011) expressed that communication regarding SSC should 

begin preoperatively between labor and delivery team and the patient so that SSC can 

start in the OR unless otherwise indicated. This communication would see a mother 

becoming more knowledgeable about the benefits of SSC. Mothers who are informed 

about the benefits of SSC would be more likely to ask for their babies soon after birth to 

begin SSC in the OR (Hung & Berg, 2011). Conversely, there were some mothers who, 

on admission for their elective surgery, asked the admitting labor and delivery nurse 

about the possibilities of having SSC with their babies in the OR room. Overall, the 

project demonstrated that the practice improvement of implementing and encouraging 

SSC as routine practice in the OR after cesarean delivery positively influenced exclusive 

breastfeeding, among other great benefits.  

Theoretical implications. The Iowa model revised: Evidence-based practice to 

promote excellence in health care (Iowa Model Collaborative, 2017) and Lewin's planned 

change theory (Lewin, 1951) guided the project. The model and the theory served as 

practical and effective foundations that successfully help with the implementation of the 

standardized protocol for SSC in the OR and effectively guided and normalized the 

practice of SSC in the OR. The Iowa model revised: Evidence-based practice provided a 

sound basis upon which to systematically create the structure and process for successfully 

implementing and evaluating the project. Early SSC is a straightforward, evidence-based 

practice intervention that, when integrated into routine care, creates a positive and 

beneficial experience for mothers and newborns (Haxton et al., 2012). 

Lewin's planned change theory speaks to three phases––namely, unfreezing, 

moving, and refreezing (Lewin, 1951). In the three stages, respectively, dissatisfaction 
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and motivation were created by informing nurses of how poorly the facility was 

performing based on the exclusive breastfeeding rates, which were well below the set 

target. Also, it was brought forward how not meeting the set target reflected the 

disservice given to the patients from not offering SSC in the OR. Next, the 

implementation of the protocol for SSC begun once the benefits were recognized by the 

nursing staff and the obstetricians who were already supportive of the change. Also, the 

anesthetic team was supportive of the change, and obstetricians were facilitating SSC in 

low-risk cesarean deliveries. However, with any change, there was resistance as a few of 

the nurses felt that normal routine was being interrupted as their standard practice before 

this was focused on the completion of newborn tasks rather than promoting an ideal 

environment for the newborn. These nurses voiced that this practice did not need to take 

place in the OR and could wait until the mother was in the recovery area. The nurses who 

displayed resistance were shown the evidence to prove early SSC improved the initiation 

of breastfeeding. Additionally, a delay in the usual newborn interventions, such as giving 

medications, would not put the newborn at risk. The evidence helped to resolve the issue 

and eventually led to 100% buy-in from the nursing staff.  

During the project implementation, the nurses were given a chance to discuss 

their concerns about possible barriers and solutions to the implementation of the protocol. 

These were addressed promptly. The response from the nursing staff was positive and 

enthusiastic. They were eager to improve breastfeeding rates and were curious about the 

reasons why SSC was not being practiced in the OR, and there was always a designated 

nursery nurse at all cesarean deliveries. The new change is being practiced and 

reinforced, resulting in the SSC now being considered as a standard practice.  
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Practical implications. Implementing best practices is essential for nursing and 

physician practices to change, for clinical outcomes to improve, and to focus on mothers 

and families at the center of care. The project proved that the routine practice of SSC 

allowed a mother to bond with her baby and initiate breastfeeding earlier and allowed the 

baby to adjust to extrauterine life, which is crucial to the improvement of clinical and 

patient outcomes. The evidence found in over three decades of literature validated that 

newborns who received SSC have had fewer hospital-acquired infections, higher rates of 

survival, improved breastfeeding rates, and better weight gain compared to infants who 

did not have SSC (Beiranvand et al., 2014; Rutgers & Myers, 2015). The project also 

confirmed that the practice of SSC must become the norm in all hospitals that offer 

obstetric services. The project showed that the tasks that interfered with SSC could be 

delayed or be performed while the infant was being held by his or her mother. 

Additionally, hospital policies should be modified accordingly to support uninterrupted 

SSC immediately after birth for no less than an hour (McConachie & Elsaharty, 2017; 

Phillips, 2013; Turenne et al., 2016). 

From the project findings, the principal investigator realized that educating 

pregnant women and their families about SSC and its benefits played a significant role in 

their acceptance and the improvement of SSC and exclusive breastfeeding rates. Also, 

nurses who were educated on SSC and breastfeeding were equipped with knowledge and 

skills to support mothers achieve their breastfeeding goals and ultimately the facility's 

exclusive breastfeeding rates.  

Future implications. The project identified a knowledge gap in some of the 

mothers as they were not aware that they could perform SSC with their newborns even if 
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they chose not to breastfeed exclusively. Before the implementation of the protocol for 

SSC in the OR and education of the nursing staff, it was standard practice for a nurse to 

remove the baby from SSC to perform tasks such as newborn medications or vital signs. 

Following the implementation of the intervention and education of the nursing staff, 

babies remain in SSC with their mothers for 15 minutes to an hour. Additionally, many of 

the tasks that previously caused the unnecessary separation of mother and baby are now 

done while the baby is in SSC. If annual mandatory breastfeeding classes or workshops 

are held for nurses to remain abreast and competent, then they will able to consistently 

assist mothers through education and support of SSC during cesarean delivery and 

exclusive breastfeeding for the remainder of their hospital stay. 

The project established a positive relationship between mothers who performed 

SSC in the OR and who exclusively breastfed until discharge. However, the project could 

not support that SSC in the OR would facilitate the initiation and maintenance of 

exclusive breastfeeding until discharge. A woman could opt not to breastfeed for varied 

reasons, such as cultural beliefs, past experiences, lack of family support, fear of the baby 

not getting adequate nutrition or anatomy of the breast (i.e., inverted nipples). In the 

future, nursing and medical staff should assess a mother's knowledge about breastfeeding, 

as well as her reasons for not wanting to breastfeed. This evaluation would see to the 

mother being adequately educated and supported, as well as providing her with the 

necessary resources to ensure positive health outcomes for her infant.  

Recommendations 

Over the past several years, based on the literature, there has been an increased 

focus on improving and implementing the practice of SSC between a mother and her 
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baby, especially following cesarean delivery. Additionally, hospitals can play an 

instrumental role in supporting mothers and families in initiating and maintaining 

exclusive breastfeeding using evidence-based practices and education. With that said, 

there is still much work left to be done to ensure that the evidence-based practice of SSC 

is offered to all mothers who undergo a cesarean birth and who wish to breastfeed their 

newborns. Therefore, several projects can be conducted in the future to benefit this 

patient population based on the numerous benefits of SSC and breastfeeding. 

Recommendations for future projects. Recommendations for future DPI 

projects include the implementation of the golden or sacred hour protocol for both 

cesarean and vaginal deliveries at the project site. From the review of literature in 

Chapter 2, some studies spoke to the timing of SSC and the initiation and duration of 

breastfeeding in relation to the mode of delivery. After birth, the first hour is vital for a 

mother and her newborn as, within this timeframe, newborns adapt to their external 

environment; there is improved mother-baby bonding and the initiation of breastfeeding. 

Another project recommendation would be evaluating the effectiveness of paternal SSC 

when mothers are unable to perform the same with their babies. Paternal SSC is highly 

recommended, as it is safe and effective for temperature regulation and the stabilization 

of the newborn. However, there is a paucity in the literature that speaks to the regular 

practice of paternal SSC and its alternate use when mother-infant bonding is not possible. 

Another future project recommendation would be to evaluate the effectiveness of prenatal 

education of mothers and their families on the benefits of SSC and the importance of 

exclusive breastfeeding from birth to at least 3 to 6 months. Currently, patients are not 

being educated during their prenatal visits by their providers. A lack of education may 
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lead to mothers being unaware of the advantages of this type of feeding and method of 

care, which creates challenges for nursing staff who are trying to give them optimal care 

and improve patient outcomes. Being properly educated before admission and delivery of 

their baby is important, as it will give mothers confidence in their own abilities, a better 

understanding of the lactation process, how to latch the baby onto the breast properly, and 

how a breastfed baby can self-regulate, thus encouraging breastfeeding on demand. 

Often, what a mother may perceive to be a low milk supply may be adequate for her 

newborn. 

Another recommendation for a project would be investigating the different 

cultural beliefs and practices regarding SSC at birth and breastfeeding. The project site is 

in a rural community that provides care to a diverse population that encompasses mostly 

Hispanics, Asians, Native and American Indians, among other ethnicities. Knowing the 

different beliefs and practices will equip nursing and medical staff with the knowledge to 

better care for these mothers and infants. One other recommendation based on the sample 

size, the location of the facility, and the COVID-19 pandemic is that future projects be 

strategically planned and implemented during a more stable climate in health care and 

when the fear of a pandemic is not interfering with the project’s findings. 

Recommendations for practice. Nurses are in the unique position of being able 

to dramatically influence the success of evidence-based interventions such as SSC in the 

OR and promoting breastfeeding. Also, various professional organizations such as the 

World Health Organization (WHO) and the United Nations Children's Fund (UNICEF) 

have recommended that health care institutions work to improve the initiation of 

breastfeeding and promote exclusive breastfeeding as the only recommended nutrition for 
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babies (Turenne et al., 2016). To achieve these goals, these organizations have 

recommended educating parents and health care providers and implementing standards of 

care or quality measures such as SSC following deliveries and achieving set targets for 

the exclusivity of breastfeeding to improve clinical outcomes.  

Another future recommendation for practice includes confirming that all nursing 

staff continuously and consistently support immediate SSC following birth in the OR, 

including offering support to all mothers who are breastfeeding. For that reason, the 

organization must ensure that the nursing staff can effectively communicate and educate 

the patient population by receiving mandatory yearly education on breastfeeding as well 

as the benefits of SSC. Another recommendation for future practice would be the removal 

of obstacles, actual or perceived, by nursing staff so that they can effectively facilitate the 

change in their practice. 

Lastly, for future practice would be utilizing resources such as the lactation 

consultant. Prenatally and in the immediate postpartum period, the lactation consultant 

can help with assessing the mothers' knowledge of breastfeeding as they often have 

mistaken beliefs and then provide the education needed to encourage the best practice of 

SSC and breastfeeding. Providing a mother with the required education before and after 

delivery would help to remove misunderstandings and build her self-efficacy about 

breastfeeding and caring for her baby. Being available would enable the lactation 

consultant to build a trusting relationship with the mother and ensure that she has the 

support and resources after discharge to continue breastfeeding exclusively.  

The significance of the project was to add to the existing literature by presenting 

information to health care providers as to the importance of early SSC following cesarean 
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delivery, and how its continued practice provides the best start for mothers and their 

babies. Additionally, the findings from this project will ensure that health care providers 

employ SSC as a routine method of care for mothers with cesarean deliveries to improve 

patient satisfaction and experience and give value to the care they received. Separation of 

a mother from her baby during cesarean delivery can be a stressful and frightening 

experience, SSC will allow mothers to have a sense of control and empowerment (Hung 

& Berg, 2011). Overall, nurses will use the evidence from this project to advocate for 

improved breastfeeding practices of which SSC plays a significant role, especially when 

done immediately or soon after delivery.  

Conclusion 

Practicing SSC immediately after cesarean delivery with a decrease in 

unnecessary interruptions unless medically indicated significantly increases breastfeeding 

initiation and duration (Stevens et al., 2016). Also, early SSC improves other clinical 

outcomes such as stabilizing the infant’s temperature and blood glucose, as well as 

lowering the risk of postpartum hemorrhage and infection in the mother (Gregson et al., 

2016; Redshaw et al., 2014). The project validated that when women who had a cesarean 

delivery received SSC in the OR with their newborns, they were likely to initiate 

breastfeeding and continue throughout their hospital stay. Conversely, there are times 

when a mother desires to breastfeed exclusively, but for medical reasons affecting her 

infant, she must do both breast and formula feeding. The implementation of the project 

supported that following the education of nursing staff and other clinical staff that they 

were more likely to educate, encourage, and support the practice SSC after delivery and 

not separate a mother and her baby for unnecessary interventions (Turenne et al., 2016). 
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The literature reviewed within this project has thoroughly supported the many 

advantages of and need for SSC after birth, no matter the mode of delivery. This quality 

improvement project has further supported the evidence and recommendations by 

organizations that focus on the welfare of women and newborns. Based on the results 

from this project, nursing staff, physicians, and other health care providers have become 

more driven and engaged in maintaining and supporting the best practice of SSC to 

improving the project site’s exclusive breastfeeding rates. Nurses and providers must give 

mothers and infants the best possible start in life, beginning with SSC. Skin-to-skin 

contact, performed within the sacred or golden hour after birth, is a once-in-a-lifetime 

opportunity for both mother and infant and helps to establish breastfeeding and positive 

maternal-infant attachment (Turenne et al., 2016). Encouraging and supporting SSC goes 

a long way toward helping mothers initiate and successfully breastfeed beyond 

hospitalization.  
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Appendix B 

Protocol for Skin-to-Skin Contact in the Operating Room 

 

Protocol for skin-to-skin in the OR. Adopted with permission from Early skin-to-skin to 

improve breastfeeding after cesarean birth by Hung, K., & Berg, O. (2011), MCN, The 

American Journal of Maternal/Child Nursing, 36(5), 318. 
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Appendix F 

Education Outline for the Nursing Staff 

1. PowerPoint Presentation – 30 - 45 minutes 

• Definition of skin-to-skin contact (SSC) 

• Benefits of skin-to-skin contact 

• Background of the problem 

• Problem statement 

• Clinical Question 

• Explanation of the protocol for skin-to-skin in the operating room (OR) 

• Implementation process 

• Questions and answers 

2. Email – containing PowerPoint presentation and copy of the protocol 

3. Topic of the Week – Implementation of a standardized protocol for SSC in the OR 

• Posted in nurses’ lounge with a signature sheet attached 

4. Mandatory Online learning module at CE direct – 1 hour  

• Breastfeeding techniques 

5. Practice simulation in the OR – 1 hour 

• Setup up of the OR 

• Time out to include SSC  

• Practice the steps within the protocol 




