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The objective of this study is to assess the knowledge, attitude and practices of 

mothers regarding premature baby care in community, Lahore Pakistan. The study 

was held in Lahore community for 6 months. In this analysis, a quantitative 

descriptive cross-sectional design was used. The mothers had a sample size of 150. 

The purpose of this study is to examine the awareness, attitude and experience of 

mothers about premature baby care. SPSS version 21 analyzed the results, mean and 

standard deviation was used to assess mothers' awareness and attitude and practices 

on premature baby care. The overall experience of the mothers regarding premature 

baby care was positive. A conducted study helped to assess the knowledge, attitudes 

and practices of mothers regarding preterm baby care in the community of Lahore. 

The results of study showed positive knowledge among mothers regarding preterm 

baby care in community. They showed positive attitudes regarding treatment and 

prevention of risks in preterm babies but still there is deficiency in their preventive 

measures and treatments. Therefore, educational programs or health educations 

must be held in hospitals, health care settings of community in order to provide a 

large access of knowledge related to preterm baby care. 
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INTRODUCTION 
 
During female pregnancies, babies born before 37 weeks 
of gestation are called ‘premature babies. Usually they 
did not complete the thirty-seven week gestation period. 
The prenatal birth stages were divided on the basis of a 
complete gestational period e.g., less than 28 weeks 
premature, 28 to 32 weeks premature and 32 to 37 
weeks are divided as intermediate to premature onset. 

Many countries around the world have a problem with 
prenatal care. Pakistan as a developing country is also 
giving birth prematurely as a complicating health 
problem. 

If we define the birth rate in Pakistan by a smart 
percentage, then the Pakistan position will be the eighth 
in the world. Every year, the Pakistan Preterm Birth Rate 
is 15.8 percent while the global birth rate is more than 10 
percent. Throughout the growing period of the child, there 
are many important changes in growth especially in the 
last months and weeks. As the brain structure for solid 
understanding, lung formation of respiratory functions 

and liver for proper blood production (Abraham and 
Rejiya, 2016). 

All of these growing changes usually end in the last 
weeks of pregnancy to allow the human organs to grow 
fully. But if for some reason or other causative agents, 
the baby fails to suffer during normal pregnancy and is 
born before 32 weeks with high mortality and disability 
rates. Overweight children can be at risk for many 
common problems, namely, respiratory problems, 
difficulty in eating, brain impairment, growth retardation, 
vision problems, hearing problems etc. Premature 
infertility is the leading cause of death in the world among 
children under five. Many causes lead to premature death  
especially in cases with more than half of income babies 
born prematurely or less than 32 weeks often do not 
survive and die due to lack of resources, expensive 
treatments such as heat treatment especially preterm 
birth, strengthening support, care basic pre- and post-
infection  infections  and difficulty in breathing (Barros et  



 

 
 
 
 

al., 1996). A comparison of high incomes rates of preterm 
births are likely to survive. Several set points regarding 
early delivery include: history of premature birth, twins, 
triplets or other repeated deliveries, interval between 
pregnancies less than six months, pregnancy with in vitro 
fertilization, uterine problems, cervical or placenta, 
current history or past smoking, chronic conditions of 
infection in the body, such as high blood pressure and 
diabetes, a history of injury or physical trauma. The WHO 
(World Health Organization) also released a report 
published in 2012, entitled "Born too soon": it was a 
global action report on preterm birth adopted by 
international health organizations. It includes initial 
prenatal estimates by country percentage. The WHO's 
primary commitment was to reduce the health risks 
associated with premature births and to improve the 
survival rates of premature babies. In addition, the 
measures and standards of health care treatment also 
meant improvement (Baltussen et al., 2002). Some of the 
essential steps involve: 

• It is important to work with the members of the United 
Nations and colleagues working for all newborns: An 
effective plan to reduce safe deaths was adopted in May 
2014 through the framework of the UN Secretary-
General's plan for women's and children's health 

• It is important to work with the member of the state to 
support the availability and quality of data collection by 
prenatal care 

• Development of tools and equipment to develop the 
skills of health professionals and determine the quality of 
care provided to preterm mothers and premature babies. 

• To provide strong international support for the 
implementation of the WHO guidelines on prenatal 
health, the main objective of these guidelines was to 
reduce the adverse effects of pregnancy, including 
prenatal birth and to obtain points to ensure good 
pregnancy information for all mothers (Borowiec et al., 
2018). 
WHO is currently working on two clinical trials known as 
the WHO ACTION Trials (Antenatal Corticosteroids for 
Improving output in Preterm's Births) for women who are 
prone to premature birth 

• Current international Kangaroo Maternal Care (KMC) 
trial (compared to current recommendations for 
implementing KMC when the child is stable) in Ghana, 
India, Malawi, Nigeria and the United Republic of 
Tanzania. 

• Implementation of KMC growth research in India and 
Ethiopia. The trials will assess how steroid injections can 
be used safely and effectively for women and preterm 
newborns in low-and middle-income countries (Blencowe 
et al., 2013). 
 
 
Purpose of the study (Objective) 
 
The purpose of my study is to assess knowledge, attitude 
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and practice of mothers regarding premature baby care in 
the community. 
 
 
Research Questions 
 
What is the knowledge, attitude and practices of           
mothers regarding premature baby care in the 
community? 
 
 
Significance of the study 
 
This study helped to assess the knowledge, attitudes and 
practices regarding preterm baby care among mothers in 
the community of Lahore. Majority of mothers as 
residents of communities (rural areas) are unaware of 
premature deliveries and associated risk factors and 
complications with preterm births especially preterm baby 
care. More importantly, the anxiety causes negative 
effects on their pregnancies. More access and 
information on this topic have minimized the negative 
consequences related to preterm births. 
 
 
LITERATURE REVIEW 
 
The study was conducted in Europe by Henrique Barros, 
Margarida Tavares and Teresa Rodrigues. This study 
was designed to link an independent association between 
prenatal care intake and adverse physical effects, 
measured due to prenatal events or low obesity. 
Adequate and moderate maternity care (compared to 
inadequate) was significantly associated with lower 
maternal risk (OR = 0⋅20, ninety-five percent Cl 0⋅12-
0⋅32, and OR = 0⋅35, 95 percent Cl 0⋅23-0 ⋅54, 
respectively) or low birth weight (OR = 0⋅23, 95 percent 
Cl 0⋅15-0⋅35, and OR = 0⋅31, 95 percent, Cl 0⋅0–0-46, 
respectively). The adjustment of maternal age, social 
status, marital status, physical condition and type of 
hospitalization lower the chance of premature delivery for 
women who received adequate (OR = 0-18, ninety-five 
percent Cl 0-11-0 ⋅28) or central care (OR = 0⋅35, 95 
percent Cl 0hesenti 23-054). Adjustment of maternal 
weight index, marital status, smoking, pregnancy weight 
and complications, type of hospital, newborn sex and 
body condition, high risk of low birth weight loss 
remaining in girls with adequate (OR = 0⋅39, 95% Cl 0 
⋅23-0⋅65) or intermediate care (OR = 0⋅47, 95% Cl 0⋅29-
076). Our findings show that in the past, for people who 
have free access to antenatal care, the adequacy of the 
amount of prenatal care has an independent                     
effect on the outcome of the condition, whether or                
not tested for prenatal conditions or low birth weight 
infants. 

A case-control study was conducted in southern 
Europe by Montserrat Gómez-Olmedo, Miguel Delgado- 
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Rodriguez, Aurora Bueno-Cavanillas, Juan Antonio 
Molina-Font and Ramón Gálvez-Vargas. The importance  
of prenatal care is controversially associated with the 
difficulty of establishing it. A national birth control policy 
was developed and implemented throughout Andalucia 
(Southern Spain) in 1984. Here, we tend to report the 
results of an analysis of this health care system in 
relation to prenatal delivery disorders. The effectiveness 
of prenatal care was evaluated in the context of 2 case-
control studies: Pre-compulsory care (1981-1982) and 
therefore another six years after the program began 
(1990-1993). A total of 229 cases and 395 controls of 
1981–1982 counts have been filed, with 207 cases and 
381 controls of 1990–1993 selected. Maternity care was 
evaluated based on the number of maternity visits, the 
date of the main visit, and the yankee composite index 
that changes body age. Many adjusted levels of 
constraints and therefore their 95% confidence              
intervals (CI) were countless. The use of maternity             
care has improved significantly over time: the                  
number of girls receiving prenatal care decreased               
from more than 30% to less than 5%, and the                    
number of women starting prenatal care during the             
1990-1993 trimester was three times higher in 1981 –
1982. 

In  1981-1982, instance  control condition  reported  
the particular date  of the initiative  visit  and the complex  
index  were proven  to be unrelated  to the hazard  of 
preterm birth  and the figure  of visits  demonstrated  an 
important  affiliation  although a definite  course  could 
not be established. In 1990-1993, event  control written 
reported  an enlightened  and substantial  relation-
ship that was mentioned  between the figure  of prenatal  
care  visits and the one-fourth  of the initiative  visit  and 
the sufficiency  of care  establish  on the complex  
indicator. The results  propose  that the flow of 
Andalusian  programme  helps  forbid  untimely  birth. 
Nevertheless  their lower limit  criterion  need  to be 
brought up  to further repress  the risk of exposure of 
preterm birth. 
 
 
RESEARCH METHODOLOGY 
 
Study Design 
 
A descriptive cross-sectional study is designed to figure 
out the knowledge attitude and practice of mothers 
regarding premature baby care. 
 
 
Sample Size 
 
The population of this study was selected mothers                      
of the community. The target population consists of             
150 participants and all were mothers from the 
community. 

 
 
 
 
Study setting 
 
This study was conducted in the Lahore community. 
 
 
Study population  
 
The mothers were selected for the study population. 
 
 
Sampling 
 
Simple random sampling was used in this study 
 
 
Research Instrument 
 
A well written structured and adopted questionnaire from 
the study was used for collecting the data from the 
participant. After taking informed consent, data were 
collected from mothers of the community  
 
 
Data Gathering Procedure 
 
A formal written letter of permission to conduct the 
research. Also, an ethical approval was obtained               
from the author to use this questionnaire and the 
questionnaire was distributed to mothers of the 
community. 
 
 
Sample size  
 
Slovin‘s sampling was used to find the sample size of the 
study population. 
Total population is 240 
If N=population; n= sample size; E= margin of error 
n=N/1+ (N) (E)

 2
 

n=240/1+ (240) (0.05)
2
 

n=240/1+ (240) (0.0025) 
n=240/1+0.6 
n=240/1.6 
n=150 
 
 
Inclusion criteria 
 
Inclusion criteria included all mothers who were willing to 
participate in our research study and gave informed 
consent. 
 
 
Exclusion criteria  
 
Exclusion criteria refers to all mother who were not willing 
to participate in  our research study. This  segment  also  
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Table 1. Demographic Data 
Age of Participants 
 

Age Frequency Percent Valid Percent Cumulative Percent 

20 to 29 Years 56 37.3 37.3 37.3 

30 to 39 Years 64 42.7 42.7 80 

Above 40 Years 30 20 20 100 

Total 150 100 100  

 

 
 
 
 
excluded those who were absent at the time of data 
collection process. 
 
 
Data collection techniques 
 
Various families of the community were assessed for the 
purpose of identifying problems. Assessment including 
questionnaire, observations, focus groups, interviews. 
 
 
Ethical consideration 
 
In this research, ethical consideration was highly 
preferred. For this purpose, the permission was obtained 
from the ethical committee of the health care institution 
before data collection. Permission was acquired by a 
written approval from the head of the department of 
Lahore school of nursing in the form of consent. 
Furthermore, informed written and verbal consent was 
taken before data collection from participants. Students 
were given the right of autonomy and nature. The 
purpose of the study was informed prior to the 
implementation of any action. The risk related to this 
study was discussed before. Participants were given the 
right to leave the study participation at any time. In this 
case other participants were added for the 
accomplishment of data information. Participants were 
informed about the aims of the study and secrecy of the 
collected data was assured. A written consent was taken 
from respondents who were willing to participate in this 
study. All respondents were informed that their 
participation is highly appreciated and they can 
participate voluntarily. Participants were taken in 

confidence that all the collected information and records 
remained confidential. 
 
 
RESULT AND DATA ANALYSIS 
 
Results and data analysis were taken up through 
systematic and logical techniques (SPSS) after the 
accomplishment of the data collection process.This 
section presents the outcomes of the study  
 
 
Profile of the Respondents 
 
Demographic Data  
 
Respondents were taken from the Lahore community. 
 
Table 1 shows that ages of mothers were 30 to 39 years 
(42.7%), 20 to 29 years (37.3%) and above 40 years 
(20%).  
Table 2 show that the educational status of mothers was 
primarily 48.7%, illiterate 26%, higher 13.3% and middle 
12%.  
Table 3 show that occupation of mothers was housewife 
63.3%, private worker 28.7% and Govt. employee 8%. 
Table 4 show that residence of mothers was rural area 
52.7% and urban area 47.3%. (Table 5-7) 
 
 
RESULTS 
 
Data was collected from a total of 150 mothers among a 
community  of  majority  n = 64  age  of  30   to 39  years  
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Table 2. Educational status of Participants 
 

Educational Status Frequency Percent Valid Percent Cumulative Percent 

Illiterate 39 26 26 26 

Primary 73 48.7 48.7 74.7 

Middle 18 12 12 86.7 

Higher 20 13.3 13.3 100 

Total 150 100 100  

 
 

 
 

Table 3. Occupation of Participants 
 

Occupation Frequency Percent Valid Percent Cumulative Percent 

House Wife 95 63.3 63.3 63.3 

Private Worker 43 28.7 28.7 92 

Govt. employee 12 8 8 100 

Total 150 100 100  

 

 
 
 

Table 4. Residence of Participants 
 

Residence  Frequency Percent Valid Percent Cumulative Percent 

Urban area 71 47.3 47.3 47.3 

Rural area 79 52.7 52.7 100 

Total 150 100 100  
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Table 5. Knowledge of the mothers regarding premature baby care 
 

S.No Knowledge of the mothers % 

1 Preterm babies are born before 32 weeks of gestation? 42.7% 

2 Preterm babies require extra care? 48.7% 

3 Preterm babies are more immune compromised as compared to neonates?  63.3% 

4 Preterm babies are at risk to hypothermia? 32% 

5 Extra thermal care is required for preterm babies? 32% 

6 Kangaroo Mother Care is for small babies (birth weight <2,000 g preterm babies)?  39.3.3% 

 
 

Table 6. Attitude of mothers regarding premature baby care 
 

Sr.No Attitudes of mothers % 

1 
 

RDS (respiratory distress syndrome) is a problem often seen in preterm babies. The 
condition makes it hard for the baby to breathe?  

35.3% 

2 
 

Hypothermia can increase risk of infections, mortality and for preterm babies increase 
risk of RDS? 

37.3% 

3 Preterm babies are at risk of Cord and skin infections, neonatal sepsis? 36% 

4 Extra attention to infection prevention and skin care is essential for preterm? 33.3% 

5 Hypoglycemia = low blood sugar Increases risk of impairment or death in preterm  34.7% 

6 In case of hypoxia Safe oxygen use is preferred in preterm babies? 41.3% 

7 Lack of breast milk is a risk factor for necrotizing enterocolitis in preterm babies? 34.7% 

8 
 

Hypoxia = low oxygen levels Increases risk of impairment or death for preterm 
babies, higher risk of RDS and intracranial bleeding?     

36% 

 
 

Table 7. Practices of mothers regarding premature baby care 
 

Sr.No Practices of mothers % 

1 
 

Extra thermal care includes Kangaroo Mother Care, baby hats, blankets, overhead 
heaters, incubator for preterm babies?   

33.3% 

2 
 

Extra support for breastfeeding e.g., expressing and cup or tube feeding, supplemented 
breast milk if indication is important for preterm babies? 

34.7% 

3 
 

Safe oxygen use means Monitored oxygen use e.g. in the head box or with nasal 
cannula, routine use of pulse oximeters?      

41.3% 

4 
 

Supportive care for RDS (respiratory distress syndrome) and Case management of 
significant jaundice situations is mostly required in premature babies?   

34.7% 

 
 
(42.7%). Majority n=73 educational status of mothers 
were primary education (48.7%). Majority n=95 
occupation  of  them  are  housewives  (63.3%). Majority 

n=79 residence of mothers were rural area (52.7%). 
Majority n=48 of mothers agreed that preterm babies 
born before 32 weeks of gestation (32%). Majority n=48 
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of mothers agreed that preterm babies require extra care 
(32%). Majority n=59 of mothers were neutral that 
preterm babies are more immune compromised as 
compared to neonates (39.3%). Majority n=53 of mothers 
was neutral.  

Preterm babies are at risk of hyperthermia (35.3%). 
Majority n=56 of mothers agreed that preterm babies 
require extra thermal care (37.3%). Majority n=54 of 
mothers agreed that kangaroo mother care is for small 
babies i.e., babies with birth weight <2,000 g preterm 
babies (36%).  Majority n=57 of mothers agreed that 
respiratory distress disorder (RDS) is a problem or issue 
common in preterm babies. In this situation, preterm 
babies find difficulty in breathing (38%). Majority n=56 of 
mothers agreed that hypothermia can increase the risk of 
infections, mortality and for preterm babies, it increases 
risk of RDS (37.3%). Majority n=51 of mothers strongly 
agreed that preterm babies are at a risk of cord and skin 
infections and neonatal sepsis (34%). Majority n=50 of 
mothers agreed that extra attention to infection 
prevention and skin care is essential for preterm (33.3%). 
Majority n=50 of mothers agreed that low blood sugar 
level (hypoglycemia) increases risk of impairment or 
death in preterm babies (33.3%). Majority n=52 of 
mothers agreed that in case of hypoxia (less oxygen) in 
preterm babies’, safe oxygen use is preferred in them 
(34.7%). Majority n=62 of mothers agreed that lack of 
breast milk is a risk factor for causing necrotizing 
enterocolitis in preterm babies (41.3%). Majority n=52 of 
mothers agreed that low oxygen levels (hypoxia) 
increases risk of impairment or death in preterm babies, 
higher risk of RDS and intracranial bleeding among 
preterm babies (34.7%). Majority n=53 of mothers agreed 
that extra thermal care for preterm includes kangaroo 
mother care, baby hats, blankets, overhead heaters and 
incubators for preterm babies (34.7%). Majority n=54 of 
mothers are neutral about the extra support for breast 
feeding e.g., expressing and cup or tube feeding, 
supplemented breast milk if indication is important for 
preterm babies (36%). Majority n=50 of mothers strongly 
agreed that safe oxygen means monitored oxygen use 
i.e., in the head box or with nasal cannula or routine use 
of pulse oximeter (33.3%). Majority n=54 of mothers 
agreed that supportive care for RDS (Respiratory 
Distress Syndrome) and case management of significant 
jaundice situations is mostly required in preterm babies 
(36%).   
 
 
DISCUSSION 
 
 
Present study was conducted to assess the knowledge, 
attitudes and practices of mothers regarding preterm 
baby care in the community of Lahore, Pakistan. Several 
studies were conducted related to this topic but the 
current study showed different results and conclusion in 

past studies. The knowledge of mothers in the community 
was at a lower score but in present study, the knowledge 
score of mothers is relatively higher and positive towards 
newborn baby care. Most participated mothers were 
middle aged with primary education as their educational 
status and majority of them were housewives. Most 
mothers were from rural areas as their residence.  The 
study was conducted in Europe by Henrique Barros. A 
past study showed that mothers had less knowledge of 
preterm baby care but present study resulted in mothers 
having improved knowledge of preterm baby care. The 
present study showed positive attitude of mothers 
towards preterm care and its importance in saving lives of 
immune compromised preterm babies.  Present study 
showed that preterm babies require extra care as 
compared to neonates or newborn babies. Similar to past 
study, this present study also showed that extra thermal 
care is integral for preterm babies. Moreover, the present 
study also showed that hypothermia can increase 
adverse effects in preterm babies. Present study 
expressed that preterm babies are at high risk of 
hypothermia and they are more immune compromised. 
As compared to past study conducted, present study had 
provided concise and clear knowledge on kangaroo 
mother care and showed that kangaroo mother care is 
essential for preterm babies. Current studies according to 
past study showed that respiratory distress syndrome 
(RDS) mostly occurs in preterm babies. In addition to it, 
RDS causes difficulty in breathing for preterm babies. 
Past study and present study showed that hypothermia 
increases risk of infections, mortality increases risk of 
RDS in preterm babies. The current study also enhanced 
the knowledge of mothers regarding possible risks of 
preterm babies. Premature delivery of infant aspirations 
within the Natalatal Care Unit (NICU) is a stressful 
situation for mothers and fathers, leading to the 
fragmentation of the family structure due to disabilities, 
limitations, and conditions damaging the family circle 
practice (Hoffman et al., 2020). The hospitalization of a 
child within the NICU is a difficult one for mothers and 
their families, because the NICU's current and 
technological environment separates children physically, 
mentally and emotionally from their fathers and mothers. 
In addition, families have to deal with many problems 
during hospitalization, especially the knowledge of 
separation, fear of disease and anonymity, the place of 
health, and the uncertainty that exists and the future of 
the family this emergence of the child's clinics and its 
survival. In accordance with past study, this present study 
showed that in case of hypoxia (low level of oxygen), safe 
oxygen is used for treating the risks and effects of 
hypoxia in preterm babies. Similar to past study, current 
study also gives information that lack of breast milk 
becomes a risk factor for causing necrotizing enterocolitis 
in preterm babies. Moreover, in low oxygen levels, the 
risk of impairment or death, higher risk of RDS                 
and  intracranial  bleeding  increased  for preterm babies.  



 

 
 
 
 
Similarly, the present study explained that extra thermal 
care for preterm babies include Kangaroo Mother Care, 
baby hats, blankets, overhead heaters, incubator for 
preterm babies. Extra support for breastfeeding e.g., 
expressing and cup or tube feeding, supplemented breast 
milk if indication is important for preterm babies had           
also enhanced the knowledge of mothers in the 
community.   
 
 
Limitation 
 
Study was conducted during a short period of time. Data 
collected from community Knowledge, Attitude                
and Practice among mothers in community of Lahore 
only. 
 
 
CONCLUSION  
 
A conducted study helped to assess the knowledge, 
attitudes and practices of mothers regarding preterm 
baby care in the community of Lahore. The results of 
study showed positive knowledge among mothers 
regarding preterm baby care in community. They showed 
positive attitudes regarding treatment and prevention of 
risks in preterm babies but still there is deficiency in their 
preventive measures and treatments. Therefore, 
educational programs or health education must be held in 
hospitals, health care settings of the community in order 
to provide a large access of knowledge related to preterm 
baby care. 
 
 
ACKNOWLEDGEMENT 
 
Firstly, I am very thankful to Allah Almighty for providing 
me an opportunity and strength to accomplish my 
research work. This study is dedicated to my parents 
Muhammad Ikram Ali and Shakila Ikram. They have 
given me life and all opportunities to avail. I also 
appreciate the support from my brother Muhammad 
Waleed Ikram, my family, Arooj Younis and Shahmeen 
Shahbaz, my sisters. From my heart I would like to thank 
my respected teachers especially Mr. Muhammad 
Hussain (Assistant Professor in Lahore School of Nursing 
UOL), without his support I would never have been able 
to complete this research. A very special thanks to the 
respected and ideal personality of our department, our 
principal Mr. Muhammad Afzal (Head of Department in 
Lahore School of Nursing UOL) for supporting me and 
encouraging me. 
 
 
REFERENCES 
 

Abraham A, Rejiya CS (2016). Problems Of prematurity. In Human 

Fetal Growth and  Development (pp. 553–559). Springer.Al-Ayed,  

Ikram et al. 119 

 

 

 
I. H. (2010). Mothers’ knowledge of child health matters: Are we 

doing enough? J. Fam. Comm. Med. 17(1), 22–28. 

Baltussen, R. M. P. M., Yé, Y, Haddad S, Sauerborn RS (2002). 

Perceived quality of care of primary health care services in 

Burkina Faso. Health policy and planning, 17(1), 42-48. 

Barros H, Tavares M, Rodrigues T (1996). Role of prenatal care in 

preterm birth and low birthweight in Portugal. J. Pub. 

Health, 18(3), 321-328. 

Barros, H., Tavares, M., & Rodrigues, T. (1996). Role of prenatal care 

in   preterm   birth   and   low   birthweight   in   Portugal.  J.   Pub. 

Health, 18(3), 321-328. 

Blencowe H, Cousens S, Chou D, Oestergaard M, Say L, Moller AB, 

Kinney M, Lawn J, Group B. T. S.P. B. A. (2013). Born too soon: 

the global epidemiology Of 15 million preterm births. 

Reproductive Health, 10S1-S2 

Borowiec B, Hadada T, Kosińska M (2018). The influence of selected 

risk factors on premature birth-statistics research. Med. J.  Cell 

Biol. 6(4), 205–215 

Cockcroft S (2012). How can family centred care be improved to meet 

the needs of parents with a premature baby in neonatal intensive 

care?. J. Neonatal Nursing, 18(3), 105-110. 

Culha MG, Tuken M, Gonultas S, Cakir OO, Serefoglu EC (2019). 

Frequency of etiological factors among patients with acquired 

premature ejaculation: prospective, observational, single-center 

study. International 

De Rouck S, Leys M (2009). Information Needs of parents of children 

admitted to a neonatal intensive care unit: A review of the  

literature (1990–2008). Patient Education and Counseling, 76(2), 

159–173. 

Dyson DC, Crites YM, Ray DA, Armstrong MA (1991). Prevention 

of preterm birth in high-risk patients: the role of education and 

provider contact versus home uterine monitoring. Ame. J. Obs. 

Gynecol. 164(3), 756-762. 

Fellman V, Hellström-Westas L, Norman M, Westgren M, Källén K, 

Lagercrantz H, EXPRESS Group. (2010). One-year survival of 

extremely preterm infants after active perinatal care in 

Sweden. Obstetric Anesthesia Digest, 30(1), 22-23. 

Gallegos-Martínez, J, Reyes-Hernández J, Scochi CGS (2013). The 

hospitalized preterm newborn: the significance of parents' 

participation in the Neonatal Unit. Revista Latino-Americana de 

Enfermagem, 21(6), 1360–1366. 

Gephart SM, McGrath JM, Effken JA, Halpern MD (2012). 

Necrotizing enterocolitis risk: state of the science.Advances in 

Neonatal Care : Official J.  Nat. Assoc. Neonatal Nur., 12(2), 77–

89. 

Glass HC, Costarino AT, Stayer SA, Brett CM, Cladis F, Davis PJ 

(2015). Outcomes for extremely premature infants. Anesthesia 

andAnalgesia, 120(6), 1337–1351. 

Gómez-Olmedo M, Delgado-Rodriguez M, Bueno-Cavanillas A, 

Molina-Font JA, Gálvez-Vargas R (1996). Prenatal care and 

prevention of preterm birth. Eur. J. Epidemiol. 12(1), 37-44. 

Goldenberg RL, Davis RO, Copper RL, Corliss DK, Andrews JB, 

Carpenter AH (1990). The Alabama preterm birth prevention 

project. Obstetrics & Gynecology, 75(6), 933-939. 

Habibi M, Laamiri FZ, Aguenaou H, Doukkali L, Mrabet M, Barkat, 

A (2018). The impact of maternal socio demographic 

characteristics on breastfeeding knowledge and practices:An 

experience from Casablanca, Morocco. Int. J. Pediatrics and 

Adolescent Medicine,5(2), 39–48. 

Hall M, Chng PK, MacGillivray I (1980). Is routine antenatal care 

worthwhile?. The Lancet, 316(8185), 78-80 

Hobel CJ, Ross MG, Bemis RL, Bragonier JR, Nessim S, Sandhu M, 

Mori B (1994). The West Los Angeles preterm birth prevention 

project:  I.  program  impact  on  high-risk   women.  Ame.   J. Obs. 



 

120 Merit Res. J. Med. Med. Sci. 
 

 

 
Gynecol. 170(1), 54-62. 

Hoffman C, Greene MM, Baughcum AE (2020). Neonatal Intensive 

Care. In Clinical Handbook of Psychological Consultation in 

Pediatric Medica lSettings (pp. 277–294).  

Hollywood M, Hollywood E (2011). The lived experiences of fathers 

of a premature  baby on a neonatal intensive care unit. J. Neonatal 

Nurs. 17(1), 32-40. 

Huang X, Chen L, Zhang L (2019). Effects of paternal skin-to-skin 

contact in newborns and fathers after cesarean delivery. J. 

Perinatal and Neonatal Nursing, 33(1), 68–73. 

Hunter RS, Kilstrom N, Kraybill EN, Loda F (1978). Antecedents of 

child abuse and neglect in premature infants: A prospective           

study  in a newborn intensive care unit. Pediatrics, 61(4), 629-635. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Kerry J, Martin R, Sam M, Alison D (2019). New understandings of 

fathers Whitelaw, A. (1990). Kangaroo baby care: just a nice 

experience or an important advance for preterm infants?. 

 Pediatrics, 85(4), 604-605. 

Rodrigues T, Barros H (2007). Comparison of risk factors for small-

for-gestational-age and preterm in a Portuguese cohort of 

newborns. Maternal and child health J. 11(5), 417-424. 

Terris M, Glasser M (1974). A life table analysis of the relation of 

prenatal care to prematurity. Ame. J. Pub. Health, 64(9), 869-875. 

J. Impotence Res., 1–6. Dalstrom, M. (2019). Medicaid, 

motherhood, and the challenges of having a healthy pregnancy 

amidst changing social networks. Women and Birth. 


