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ABSTRACT
Objective: to analyze the association of skin-to-skin contact and social determinants of health. 
Methods: this is a cross-sectional study with 187 medical records of newborns from a reference 
rooming in in northeastern Brazil. An instrument with maternal and neonatal data was used. 
Analysis was descriptive and inferential statistics. For the associations, a chi-square test was 
used to measure strength, an Odds Ratio was calculated, with a 95% confidence interval. 
Results: 62% of newborns who made skin-to-skin contact at birth were eutrophic, full-term, 
Apgar > 7, mothers with prenatal care and without abortion. The determinants associated 
with non-skin-to-skin contact were preterm (CR=3.2;95%CI: 2.72-18.98); 1st minute Apgar < 
7 (CR:2.9;95%CI: 2.38-3.06), cesarean section (CR:8.4;95%CI: 4.29-16.57), and unhealthy NB 
(CR 12.7;95%CI: 4.9-32.67). We used STROBE guidelines. Conclusion: skin-to-skin contact 
was influenced by gestational age, Apgar, delivery, and newborn health. 
Descriptors: Breast Feeding; Maternal-Child Health Services; Social Determinants of Health; 
Newborn; Public Health Policy.

RESUMO
Objetivo: analisar a associação do contato pele a pele e os Determinantes Sociais da Saúde. 
Métodos: estudo transversal, com 187 prontuários de recém-nascido do alojamento conjunto 
de maternidade de referência no nordeste, Brasil. Utilizou-se um instrumento com dados 
maternos e neonatais. A análise foi estatística descritiva e inferencial. Para as associações, 
usou-se teste qui-quadrado, para medir a força, calculou-se Razão de Chance, com intervalo 
de confiança a 95%. Resultados: 62% dos recém-nascidos que fizeram contato pele a pele ao 
nascer eram eutróficos, a termo, Apgar > 7, mães com pré-natal e sem aborto. Os determinantes 
associados com a não realização do contato pele a pele: pré-termo (RC=3,2;IC95%: 2,72-18,98), 
Apgar 1º minuto < 7 (RC:2,9;IC95%: 2,38-3,06), cesárea (RC:8,4;IC95%: 4,29-16,57) e RN não 
saudável (RC 12,7;IC95%: 4,9-32,67). Sob diretrizes do STROBE. Conclusão: o contato pele 
a pele foi influenciado por variáveis dos determinantes: idade gestacional, Apgar, parto e 
a saúde do recém-nascido. 
Descritores: Aleitamento Materno; Saúde Materno-Infantil; Determinantes Sociais da Saúde; 
Recém-Nascido; Políticas Públicas de Saúde. 

RESUMEN
Objetivo: analizar la asociación del contacto piel con piel y los determinantes sociales de la 
salud. Métodos: estudio transversal con 187 registros médicos de recién nacidos de la sala de 
maternidad de referencia en el Nordeste, Brasil. Se utilizó un instrumento con datos maternos 
y neonatales. Para las asociaciones, se usó una prueba de chi-cuadrado para medir la fuerza 
y se calculó el Odds Ratio. Resultados: 62% de los recién nacidos que hicieron contacto 
piel con piel al nacer eran eutróficos, a término, Apgar>7, madres con atención prenatal 
y sin aborto. Determinantes asociados: prematuro (CR = 3.2; IC 95%: 2.72-18.98); Apgar 1º 
minuto <7 (RC: 2.9; IC 95%: 2.38-3.06); cesárea (CR: 8.4; IC 95%: 4.29-16.57) y recién nacido 
no saludable (CR 12.7; IC 95%: 4.9-32.67). Bajo las pautas STROBE. Conclusión: el contacto 
piel con piel fue influenciado por variables determinantes: edad gestacional, Apgar, parto 
y la salud del recién nacido.
Descriptores: Lactancia; Salud Materno-Infantil; Determinantes Sociales de la Salud; Recién 
Nacido; Políticas Públicas de Salud.

Influence of social determinants of health on skin to skin  
contact between mother and newborn

Influência dos determinantes sociais da saúde no contato pele a pele entre mãe e recém-nascido

Influencia de los determinantes sociales de la salud en el contacto piel a piel entre la madre y el recién nacido

ORIGINAL ARTICLE

Janaiana Lemos Uchoa I

ORCID: 0000-0003-2262-5397

Lorena Pinheiro Barbosa II

ORCID: 0000-0002-8006-7517

Larissa Bento de Araújo Mendonça III

ORCID: 0000-0001-7874-4497

Francisca Elisângela Teixeira Lima II

ORCID: 0000-0002-7543-6947

Paulo César de AlmeidaIV

ORCID: 0000-0002-2867-802X

Silvana Santiago da RochaV 
ORCID: 0000-0002-1325-9631

I Universidade Federal do Ceará, Hospital Universitário Walter 
Cantídio. Fortaleza, Ceará, Brazil.

II Universidade Federal do Ceará. Fortaleza, Ceará, Brazil.
III Universidade Federal do Ceará, Maternidade Escola Assis 

Chateaubriand. Fortaleza, Ceará, Brazil.
IV Universidade Estadual do Ceará. Fortaleza, Ceará, Brazil.

V Universidade Federal do Piauí. Teresina, Piauí, Brazil.

How to cite this article:
Uchoa JL, Barbosa LP, Mendonça LBA, Lima FET, 

Almeida PC, Rocha SS. Influence of social determinants 
of health on skin to skin contact between mother and 

newborn. Rev Bras Enferm. 2021;74(Suppl 4):e20200138. 
https://doi.org/10.1590/0034-7167-2020-0138

Corresponding author: 
Janaiana Lemos Uchoa 
janaiana@hotmail.com

EDITOR IN CHIEF: Antonio José de Almeida Filho
ASSOCIATE EDITOR: Hugo Fernandes

Submission: 07-15-2019         Approval: 11-24-2020

https://doi.org/10.1590/0034-7167-2020-0138


2Rev Bras Enferm. 2021;74(Suppl 4): e20200138 10of

Influence of social determinants of health on skin to skin contact between mother and newborn

Uchoa JL, Barbosa LP, Mendonça LBA, Lima FET, Almeida PC, Rocha SS.

INTRODUCTION

Baby-Friendly Hospital Initiative (BFHI), proposed by the World 
Health Organization (WHO) and the United Nations Children’s Fund 
(UNICEF) in 1990, established in Brazil in 1992, aims to promote, 
protect and support breastfeeding (BF) through the Ten Steps to 
Successful Breastfeeding(1). The fourth step consisted of mothers 
starting BF in the first half hour of life through skin-to-skin con-
tact (SSC) of mothers with their babies immediately (five minutes 
postpartum for at least one hour)(1), but was revised in 2018, and 
advises facilitating immediate (up to the first two hours of life) and 
uninterrupted (for 60 minutes), supporting BF as soon as possible 
after birth, i.e., BF in the first hour of life is a consequence of SSC(2). 

The Brazilian National Policy for Comprehensive Child Health 
Care (Política Nacional de Atenção Integral à Saúde da Criança), 
established in 2015 in Brazil(3), aims to promote and protect 
children’s health and BF. Despite the existence of strategies to 
promote BF, it is perceived that in practice, SSC is not yet being 
properly implemented in BFHI, according to a meta-analysis study 
conducted in 2016, in which it was identified that only 50% of 
newborns (NB) are breastfed during the first hour of life(4).

There is scientific evidence that early and immediate SSC favors 
NB thermoregulation, cardiorespiratory stabilization and glycemic 
levels and reduction of stress caused by birth and is associated 
with longer duration of BF(5), peaceful sleep and decreased per-
ception during invasive procedures(6), promoting tranquility(7). In 
mothers, SSC increases the release of catecholamines, improves 
the interaction and bond between mother and NB(5) through 
the biochemical activation of the reward circuits of the brain of 
both(8), strengthens physiological and emotional stability, reduces 
the potential for pain, increases the satisfaction of mothers and 
significantly improves milk production(6). 

The increase in time and early onset of BF in the first hour of 
life is a result of successful implementation of the fourth step of 
BFHI and has been evidenced in studies(9). However, it is noticed 
that the sociodemographic characteristics and living conditions 
of pregnant women (social determinants of health - SDH) can 
influence the implementation of SSC and of BF(10).

A study developed in Australia concluded that the main reasons 
for 17,564 mothers to stop exclusive breastfeeding (EBF) up to six 
months were age under 20 years, smoking, partner violence and 
lack of support(11). This evidences the need to analyze women’s SDH 
in the pregnancy-puerperal cycle to know which are modifiable 
SDHs that can influence SSC and, consequently, BF.

SDH are social, economic, cultural, ethnic, racial, psychological 
and behavioral factors that can influence the occurrence of health 
problems in the population. To control these factors, it is neces-
sary to know them so that measures can be taken to circumvent 
such factors. There are several models of social determination of 
health. In this study, we chose to use the Dahlgren and Whitehead 
model due to simplicity and graphic clarity. 

In this model, five layers(12) of influence on health are approached, 
describing the social ecological theory for health that maps the 
relationship between individual, environment, and disease. In 
Layer two, modifiable variables are considered, depending on 
the lifestyle of individuals to macropolitical, economic, cultural, 
and social issues(12). Brazil has expanded this definition by the 

Brazilian National Commission of Social Determinants of Health 
(CNDSS - Comissão Nacional de Determinantes Sociais da Saúde), 
including “social, economic, cultural, ethnic/racial, psychological 
and behavioral factors that influence the occurrence of health 
problems and their population of risk factors”(13).

In Layer 1, there are individual determinants, generally non-
modifiable, such as age, gender, and genetic inheritance. In Layer 
2, there are proximal or microdeterminant determinants that are 
individual behaviors and lifestyles. In Layer 3, the influence of 
social and community relations stands out. In Layer 4, interme-
diate determinants such as living and working conditions, food 
availability, access to essential environments and services such as 
health, education, sanitation and housing are represented. Finally, 
in Layer 5, there are the distal macrodeterminants that are the 
economic, cultural and environmental conditions of society, in 
addition to supranational determinants such as globalization(12).

It is understood that the identification and analysis of modifiable 
SDH constitute strategies for policy formulation and health care 
aimed at the proper implementation of BFHI in Brazilian public 
hospitals, highlighting SSC in the first two hours of life considering 
scientific evidence of short- and long-term benefits for moth-
ers and NB. SSC, the fourth item of the Ten Steps to Successful 
Breastfeeding is still little explored, and studies associated with 
SDH are nonexistent, which justifies the importance of this study.

All professionals who work in the delivery room are responsible 
for SSC, such as nursing professionals. They are responsible for 
being facilitators, especially in providing information and assisting 
in SSC and BF management in the delivery room. Nurses have 
the possibility of encouraging other health professionals pres-
ent in birth care regarding awareness-raising and intervention 
of modifiable SDH, information and integration to the program 
of incentive, promotion and support to SSC and BF in the first 
hour of life. To achieve this goal it is necessary to acquire scientific 
knowledge, technical skill, and joint communication(14). 

OBJECTIVE

To analyze whether there is an association between non-perfor-
mance of skin-to-skin contact in the delivery room with the variables 
of the social determinants of health layers of mothers and infants. 

METHODS

Ethical aspects

The research obtained a favorable opinion from the institu-
tion’s Research Ethics Committee via Brazil platform, respecting 
Resolution 466/12 of the Brazilian National Health Council (Con-
selho Nacional de Saúde).

Study design, period, and location

This is an observational, cross-sectional, descriptive, retro-
spective, quantitative study. For the construction of this study, 
the guidelines and recommendations of the STrengthening the 
Reporting of OBservational studies in Epidemiology (STROBE) 
were followed.
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Data collection was performed by the researchers in a rooming-
in (RI) at a tertiary care maternity in the capital of northeastern 
Brazil. BFHI received the Dr. Pinotti– Amigo da Mulher Hospital 
award in 2019 by the Chamber of Deputies in Brasilia, being 
a Sentinel Hospital by the Brazilian Health Regulatory Agency 
(ANVISA - Agência Nacional de Vigilância Sanitária) since 2006 
and is recognized by the Ministry of Health (MoH) since 2016 as a 
Support Center for Good Practices in Obstetrics and Neonatology. 
The collection period was in June 2017, because one month of 
delivery in this maternity school meets the sample calculation, 
in which there is a large volume of deliveries. In 2016, there were 
5,163 deliveries. In the first four months of 2017, there were 1,572 
deliveries, with an average of 393 monthly deliveries. During data 
collection, the secondary sources consulted were NBs’ medical 
records and May 2017 unit admission book records. 

Population and sample; inclusion and exclusion criteria

The sample calculation was of the entire population using 
219 medical records of NBs admitted to RI in May 2017, with 5% 
margin of error and confidence level of 95%, totaling a sample of 
140 medical records; however, the researchers chose to compose 
the sample with the entire population, i.e., for all 219 medical 
records. Thus, the eligibility criteria adopted were medical records 
containing NBs’ records in the delivery room filled out by a neona-
tologist containing the record of good obstetrics and neonatology 
practices, including SSC and BF performance in the first hour of 
life. Medical records of NBs with HIV-positive mothers, unable 
to breastfeed (n=2) and NB who were transferred from RI to the 
Conventional Neonatal Intermediate Care Unit (CoNICU) due to 
clinical complications (n=10) or hospital discharge (n=20) whose 
medical records were not available in RI during data collection 
were excluded. Therefore, after the sample losses (n=32), the 
sample consisted of 187 medical records of NBs, with a sampling 
error of 5%. There was no sampling bias.

Study protocol

The information was extracted from NBs’ medical records and 
from RI’s admission book, using an instrument of own elaboration, 
validated by two specialists in the field, and a pilot test was per-
formed in five medical records of NBs admitted in June 2017, which 
did not comprise the sample. Data were categorized by variables 
according to Dahlgren and Whitehead’s model(12), arranged in four 
layers: Layer 1 - Mother: age, NB: birth weight, gestational age clas-
sification (GA) and 1st minute Apgar; Layer 2 - Mother: education 
and marital status; Layer 3 - Mother: number of children; Layer 
4 – Mother: prenatal care, number of consultations, childbirth 
type, gestational history, parity and abortion, NB: health at birth.

Healthy newborns were considered those who did not need 
to go to a Neonatal Intensive Care Unit (NICU) or a CoNICU or a 
Kangaroo Neonatal Intermediate Care Unit (KaNICU). In the lat-
ter, NBs weighing more than 1,000 g are treated, stable, without 
central venous access, in full enteral nutrition, for clinical follow-
up and weight gain, or with discharge from NICU, but still needs 
complementary care, with mild respiratory distress, however, still 
needing complementary care, with mild respiratory distress, but 

which do not need mechanical ventilation or NB submitted to 
medium-sized surgery, stable, after the immediate postoperative 
period in NICU(15). The SSC’s routine in maternity, in all its units, 
is recommended by the Ten Steps to Successful Breastfeeding. 

Analysis of results, and statistics

Due to the lack of national literature on SSC and SDH, in-
ternational studies on SSC or BF were used in the discussion, 
because this is a consequence of SSC, because in this study NBs 
who did not undergo SSC in their mothers were excluded, thus, 
they were not in BF.

A descriptive and inferential statistical analysis was performed. 
The data obtained were organized in a spreadsheet in Microsoft 
Excel through double typing and subsequent validation, in order 
to control possible errors. They were exported and processed by 
the Software Statistical Package for Science Social (SPSS), version 
20.0, license number 10101131007 and presented in tables, with 
absolute and relative frequencies, in addition to the means and 
standard deviations of quantitative variables. To check the as-
sociation between the variable of interest, SSC only between 
mothers and newborns and the independent variables, some SDH 
present in the medical records, the chi-square test was applied. 
The strength of the associations was calculated by Odds Ratio 
(OR) and 95% confidence interval (CI), these being considered 
statistically significant if p <0.05. 

RESULTS

Table 1 presents SDH in: Layer 1 - individual determinants; 
Layer 2 - proximal determinants or microdeterminants; Layer 
3 - influence of social and community relations; and Layer 4 - 
intermediate determinants, both versus not performing CPP 
between mother and NB. 

According to Table 1, among the 62% NBs who had SSC im-
mediately at birth with their mother, it was found, in individual 
determinants, that 39.6% of mothers were between 20 and 34 years 
old; 57.8% of NBs weighed from 2,500 to 3,999 g; 58.8% were full-
term; and 62% were born with 1st minute Apgar from seven to nine. 

Regarding proximal determinants, 33.7% of mothers completed 
high school; 49.7% were married or had a common-law marriage. 
In the influence layer of social relations, 28.3% of puerperal women 
reported not having had other children, i.e., the current NB, at 
the time of the research, was the first living child. 

In the intermediate determinants, 61% of the mothers had 
prenatal care; 49.7% had six to 14 prenatal consultations; 49.7% 
had vaginal delivery; 35.3% multi-gestas; 33.7% multiparous; 
51.9% had no history of abortions; and 58.8% of the nb were 
admitted directly to the delivery room.

According to Table 2, there was a statistical significance be-
tween SSC non-performance between mother-NB and SDH, 
being influenced by SDH: weight of NB < 2,500 g (CR=3.2; CI: 
1.04-10.11, p: 0.034), preterm GA classification (CR=7.2; CI: 2.72-
18.98, p<0.001), 1st minute Apgar between three and six (CR=2.9; 
CI: 2.38-3.06 p<0.001), cesarean section (CR=8.4; CI: 4.29-16.57, 
p<0.001) and NB who at birth needed complementary care and 
went to a CoNICU (CR=12.7; CI: 4.9-32.67, p<0.001).
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Even though it was not statistically significant with the other 
layers of SDH, it was possible to verify in Layer 1 that maternal age 
from 35 to 46 years increased the risk by twice as much as NBs 
did not perform SSC. In Layer 2, mothers with higher education 
were 1.4 times more likely not to perform SSC. 

In Layer 3, it was observed that mothers without children 
or with two or more living children were 2 and 2.3 times more 
likely not to perform SSC. In Layer 4, mothers who did not have 

prenatal care or with less than six consultations or had a history 
of abortion presented, respectively, 1.7, 1.5 and 1.7 more chances 
of not having SSC soon after the birth of a NB.

The association of the power of SDH with non-SSC in the de-
livery room was evident in preterm infants with 1st minute Apgar 
< 7, both of the 1st layer of the non-modifiable individual deter-
minants; and cesarean section and unhealthy NB at birth, both 
of the 4th layer of intermediate determinants of health services.

Table 1 – Dahlgren’s and Whitehead’s layers of social determinants of health and skin-to-skin contact between mother and newborn in a tertiary mater-
nity, Fortaleza, Ceará, Brazil, 2017

  Conducting skin-to-skin contact
Mean ± SDYes, n=116 No, n=71

nº % n %

1. Individual determinants 
Age group (year) of mothers 26.2±7.3

20 - 34 74 39.6 48 25.7
11 - 19 27 14.4 11 5.9
35 - 46 15  8.0 12 6.4

Weight (gram) of newborns 3112±444
2,500 – 3,999 108 57.8 60 32.1
<2,500 5 2.7 9 4.7
<4,000 3 1.6 2 1.1

Gestational age classification of newborns
Full-term 110 58.8 51 27.3
Preterm 6 3.2 20 10.7

1st minute APGAR of newborns 8.3±1.1
7 - 9 116 62.0 56 29.9
3 - 6 11 5.9
Unregistered 4 2.2

2. Proximal determinants of mothers: 
Education

Higher education 5 2.7 4 2.1
Elementary education 48 25.7 31 16.5
High school 63 33.7 36 19.3
Marital status
Married/common-law marriage 93 49.7 57 30.5
Single/widowed/divorced 23 12.3 13 7.0
Unregistered 1 0.5

3. Influence of mothers’ social relations:        
Number of living children 0.9±1.2

0 53 28.3 37 19.8
1 37 19.8 13 7.0
≥2 26 13.9 21 11.2

4. Intermediate determinants of pregnancy and current childbirth: 
Prenatal care

Underwent prenatal consultations 114 61.0 69 36.8
Did not undergo prenatal consultations 2 1.1 2 1.1

Number of prenatal care consultations 7.3±2.7
6 - 14 93 49.7 52 27.8
≥ 5 23 12.3 19 10.2

Childbirth type
Vaginal 93 49.7 23 12.3
C-section 23 12.3 48 25.7

Gestational history
1 pregnancy 50 26.7 32 17.1
Multiple pregnancies 66 35.3 39 20.9
Parity history 1.8±1.1
Muliple pregnancies (1 - 6) 62 33.7 34 18.2
Primiparous 54 28.9 37 19.2

Abortion 0.23±0.5
No 97 51.9 53 28.3
Yes (1 - 3) 19 10.2 18 9.6

Health of newborns at birth
Healthy-transferred to rooming-in 110 58.8 42 22.5
Need complementary care in a Neonatal Intermediate Care 6 3.2 29 15.5  

usuario.gn1
Realce

usuario.gn1
Realce

usuario.gn1
Realce
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DISCUSSION

Immediate and uninterrupted SSC for at least one hour is among 
the most effective strategies for promoting EBF(16). Thus, studies 
on SDH are fundamental to know their association with practice 
of SSC. In national and international literature, there were studies 
in which there was a statistical association in SSC performance 
with improvement in EBF rates, compared to mothers and NBs 
who were not submitted to SSC soon after delivery(17). 

With practice of SSC shortly after birth, it can be observed, in 
relation to individual determinants, that mothers over 20 years old 
were more likely not to perform SSC. Studies in Nigeria, Bangla-
desh, Italy and 24 other countries (seven from Africa, eight from 
Latin America and nine from Asia) observed that mothers over 35 
years old are less likely to breastfeed their newborns(18-19) and to 

have SSC shortly after delivery(18), compared to younger mothers. 
A similar result was found in a Brazilian metropolis, with 12,283 
mothers, adolescents are more likely to perform SSC than other 
age groups. Not performing SSC was higher in mothers aged 40 
years or older(5,10). However, studies have shown that younger 
mothers, when compared to older mothers, have a higher risk of 
early interruption of EBF, probably due to mothers’ low educational 
level, lower purchasing power and because they are single(20). 

A study conducted in south-western Sydney, with 1,035 NB 
mothers, found that there was no association between maternal 
age and the onset of BF(21). The effect of advanced age with suc-
cess of BF is not yet clarified; however, in the last 20 years, there 
are records of an increase in maternal age in the first delivery in 
most developed countries(22). In general, mothers of advanced age 
are more likely to start BF and maintain it longer(23), contrasting 

Table 2 - Analysis of the power of association between non-skin-to-skin contact in the delivery room and social determinants of health in a tertiary 
maternity, Fortaleza, Ceará, Brazil, 2017

RC (95%) CI ρ

1. Individual determinants 
Age group (year) of mothers

20 - 34 1
11 - 19 1.6 0.72 - 3.51 0.246
35 - 46 2.0 0.70 - 5.52 0.198

Weight (gram) of newborns 
2,500 – 3,999 1
<2,500 3.2 1.04 - 10.11 0.034
<4,000 1.2 0.20 - 7.38 0.845

Gestational age classification of newborns
Full-term 1
Preterm 7.2 2.72 - 18.98 <0.001

1st minute APGAR of newborns
7 - 9 1
3 - 6 2.9 2.38 - 3.06 <0.001

2. Proximal determinants of mothers        
Education
High education 1
Elementary education 1.1 0.61 - 2.08 0.694
Higher education 1.4 0.35 - 5.55 0.631
Marital status
Single/widowed/divorced 1
Married/common-law marriage 1.1 0.51 - 2.31 0.834

3. Influence of mothers’ social relations        
Number of living children

0 2.0 0.93 - 4.24 0.074
1 1
≥2 2.3 0.98 - 5.40 0.054

4. Intermediate determinants of pregnancy and current childbirth
Prenatal care

Underwent prenatal consultations 1
Did not undergo prenatal consultations 1.7 0.22 - 11.99 0.616

Number of prenatal care consultations
6 - 14 1
≥ 5 1.5 0.73 - 2.96 0.270

Childbirth type        
Vaginal 1      
C-section 8.4 4.29 - 16.57 <0.001

Abortion
No 1
Yes (1 - 3) 1.7 0.96 - 4.48 0.060

Health of newborns at birth
Healthy-transferred to rooming-in 1
Need complementary care in Neonatal Intermediate Care 12.7 4.90 - 32.67 <0.001

Note: *Pearson’s chi-square; *Likelihood ratio.
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the findings of our study. It is noteworthy that although the first 
layer is considered non-modifiable for SSC, becoming pregnant 
or having a young birth may be a reflection of poor family plan-
ning policies, formal education and the encouragement of early 
sexual initiation in recent years and that these SDHs for pregnancy, 
childbirth and abortion in this age group can be modifiable with 
quality public policies. 

Regarding birth weight, NB with low weight had a 3.2 times 
greater chance of not undergoing SSC, corroborating a study 
developed in Valencia, Spain, with 1,071 NBs, in which it was found 
that low birth weight (< 2,500 g) contributes as a determining 
factor for the interruption of EBF up to the age of six months(24).

A study in a Brazilian metropolis reveals that NBs with adequate 
weight and full-term had, respectively, 23 and 18 times greater 
chance of performing SSC(10) ; this is due to the fact that, in gen-
eral, preterm NBs present clinical instabilities at birth, making it 
impossible to perform SSC, considering that they need immediate 
care for stabilization, otherwise they may present complications 
in the hospital and evolve to death. 

In developed countries, SSC is considered technology in the 
kangaroo method and can be used for long or short periods in 
less stable NB and by both parents. However, this method has 
not yet been associated with a reduction in neonatal mortality, 
although data are currently insufficient to determine an effect(25).

In neonatology, efforts have been made to improve the care of 
premature NBs and there are several methods used to reduce the 
stress to which these NBs are subjected during hospitalization. In 
this perspective, SSC can also be practiced in neonatal inpatient 
units, both by the mother and the father, in order to alleviate the 
suffering to which these NB are subjected, in addition to promot-
ing the proactive involvement of parents and the strengthening 
of bonds(26).

Studies with premature infants admitted to NICU found that 
SSC reduces maternal anxiety, postpartum depression, facilitating 
lactation(27), increasing the incidence of EBF, improving weight 
gain, promoting early hospital discharge(25), facilitating BF in very 
premature NB(28), reducing parental stress, promoting mother-
child interaction(25) and increasing the bond(5), BF and parents’ 
self-esteem(6). Despite the verified benefits, it is known that there 
is an underutilization of continuous SSC in NICUs, and this practice 
is not implemented as it should(26-27).

Regarding the Apgar score, NB with a score less than 7 had a 
higher CR of not having SSC, which can be justified by their clini-
cal instability at birth. Corroborating our study, a survey, carried 
out in another maternity hospital, in 2018, found that the Apgar 
score in the first minute influenced the initiation of early BF in the 
group of women undergoing vaginal delivery; however, further 
investigation is suggested to determine the reasons why Apgar 
does not influence the early BF of NB born by cesarean section(1).

In Layer 2, the proximal determinants, arising from behaviors 
and lifestyles, mothers with higher education had a greater chance 
of not undergoing SSC. In contrast, a cohort study conducted in 
southwest Sydney, in public maternity hospitals, with 935 puer-
peral women, found that higher levels of education and maternal 
occupational status were associated with an increased chance of 
starting BF, while being a single mother it was associated with a 
decreased chance of starting early BF(21). In contrast to the study 

above, a randomized clinical trial, carried out in Iran, with 68 preg-
nant women, showed that education, number of pregnancies and 
abortions did not influence SSC(29). In Brazil, in a study with more 
than 12 thousand medical records, the SDH for the did not carry 
out prevalent SSC were mothers who have high education, paid 
profession, married, using drugs, multiple pregnancy, complica-
tions in childbirth. SSC was much more prevalent in illiterate(10).

In Layer 3, social relations, it was observed that mothers who 
had no live children or had two or more children had a greater 
chance of not undergoing SSC after delivery. A survey in Ban-
gladesh found that mothers with two to three children were 
significantly more likely to have SSC compared to mothers with 
up to one child or more than three children. Still in the same 
study, it was found that, in Nigeria, the early onset of BF was 
significantly associated with parity, as mothers with two to three 
children had a 23% increase in the chances of SSC compared to 
mothers with only one child(18).

It is emphasized that mothers with other children are more likely to 
perform SSC and maintain EBF, mainly because they have had previ-
ous experiences, 1.07 times more chance of SSC(10) in favor of BF(30).

In Layer 4 of the SDH, even though there was no association 
between prenatal care (PN) and SSC, it was found that most mothers 
adhered to what is recommended by the MoH in Brazil in relation to 
the minimum number of six PN consultations(31). A research carried 
out in 2016 in a milk bank, with 12,823 records of mothers attended 
between 2009 and 2012, with the objective of identifying factors 
involved in the performance of SSC, attested that undergoing PN, 
with at least six consultations, favored 1, 5 times more chance of 
SSC. Being positively associated with the prevalence of EBF(10), SSC 
was performed more often among those who received guidance 
on BF in PN(5,10) and about the importance of BF in the first hour of 
life (p = 0.007)(32). It is signaled that access to PN can be influenced 
by other SDH, including local individual and structural conditions, 
mainly access to the health unit, such as transportation(33).

Childbirth type is a reflection of the assistance provided to 
puerperal women in the health networks and can considerably 
influence SSC. In the present study, puerperal women who un-
derwent cesarean section did less SSC than those who underwent 
vaginal delivery, corroborating a study in northeastern Brazil, 
which assessed the ten steps of BF and that failure to perform 
SSC was associated with cesarean delivery (p <0.01)(32). In another 
study in a Brazilian metropolis, during vaginal delivery, there 
was 34 times more chance of having SSC when compared to 
cesarean sections and forceps(10). Such findings are consistent 
with other studies, in which it was identified that cesarean sec-
tion is related to the late onset of BF(24,31). However, it is known 
that, after cesarean, immediate SSC can be performed normally, 
in the case of spinal or epidural block, considering that mother 
and NB remain alert and responsive(34).

Furthermore, the benefits of immediate SSC after cesarean sec-
tion were verified, based on a systematic review, such as mothers’ 
physiological stability and NB, emotional well-being, improved 
communication skills, potential to reduce maternal pain and 
promote early onset of BF(35). In a qualitative study, carried out 
in a public maternity hospital in southern Brazil with midwifery 
health professionals, in the statements it is mentioned that, in SSC 
in post-cesarean section implantation, difficulties in puerperal 
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women were observed, such as nausea after anesthesia; for NB, 
greater risk of falling; from the institution and health professionals, 
NBs during SSC would hinder the care of the puerperal woman 
and would need a larger space for the post-cesarean care and 
circulation of the professionals and the temperature of the air 
conditioning different for the professionals and the puerperal 
woman. As facilitating factors for SSC, it was reported that PN 
was performed at the same birth institution, the presence of a 
companion and training of health professionals(36).

It is pointed out that the percentage of cesarean deliveries in 
the studied institution is high, if compared with the rate accept-
able by the WHO (10-15%)(37); however, this is due to the fact that 
motherhood is a tertiary reference, serving high-risk pregnant 
women from all over the state.

Regarding parity, the majority of multiparous women performed 
SSC, in line with studies that demonstrated that multiparous women 
have better adherence to EBF than primiparous women(20), being 
associated with an increased probability of early BF(33), contrast-
ing a study carried out in a Brazilian metropolis, that there was 
a greater number of SSC in primiparous mothers(10).

In a prospective, observational, single-center study in a nursery 
in Milan, Italy, with 640 NB, it was found that previous (vicarious) 
maternal experiences are related to parity, and if the previous 
experience is negative, the mother is unlikely to breastfeed, 
compared to first-time mothers(19). It has also been reported that 
vicarious experience can direct inexperienced mothers to BF and 
get help from other mothers with positive experience, allowing 
them to have a role model(30). It is believed that abortion, as it is 
a maternal consternation, may hinder the mother’s bond with 
the new NB, making SSC more difficult.

There was a predominance of SSC in mothers with no previous 
history of abortion, and the same finding was found in a random-
ized clinical trial in Iran, with 96 NB mothers (38 in routine and 
38 in SSC)(8). However, in Brazil, a longitudinal study with 50 NB 
conducted in the northeast and in primary care found that there 
was no positive correlation between the abortion rate of women 
with the effectiveness of BF(30). 

Neonates from CoNICU have a 12.7 times greater chance of 
not undergoing SSC, compared to those admitted to the deliv-
ery room. This fact can be explained by the maternal and birth 
conditions of NBs, as the need for hospitalization in CoNICU is 
justified by maternal or neonatal clinical complications, making 
it impossible to perform SSC. 

Highlighting the importance of SSC in stabilizing NB, a study 
of 2,841 NB, carried out in a maternity hospital in the southwest-
ern United States, two years before the implementation of SSC 
during cesarean section (2011-2012) (n = 1,070 NB) and three 
years after the implementation of SSC during cesarean section 
(2013–2015) (n = 1,771 NB), showed a significant reduction in 
the proportion of NBs admitted to NICU after implementation of 
SSC after cesarean section. Thus, it is concluded that one of the 
beneficial effects for these NBs was the clinical stabilization(38).

A Cochrane review points out that there is evidence for SSC to 
promote BF, however studies with large sample sizes are needed to 
confirm the benefits of this intervention on the physiology of NB 
during their transition to extrauterine life to establish possible dose-
response effects and the ideal time for your initiation. It should also 

be noted that the methodological quality of studies on SSC remains 
a problem, as the benefits of SSC for NBs are limited due to the fact 
that randomized clinical studies (RCTs) are small, reporting differ-
ent outcomes, measured at different scales and with limited data(7).

In a northeastern BFHI in Brazil, the low compliance with the 
fourth stage of BF was found, and the nursing team and pediatri-
cians were the main responsible for implementing SSC(32). There 
is a strong tendency, in the current decade, to promote health 
policies that address SDH, defined as the social characteristics 
that occur individually or due to social conditions. These defini-
tions express the intention to address the causes of diseases, 
health inequalities and social conditions that affect health. In 
the present study, we analyzed SSC. It is important to study them 
to promote specific measures related to SDH, such as income, 
education, occupation, family structure and health. The quality of 
the availability of public services is offered: hygiene, minimizing 
the risk of disease, occupation, family structure, social networks 
and support, social discrimination and access to preventive 
health actions(39). Thus, it is important to devise strategies that 
modify SDH related to not performing SSC in the delivery room.

Study limitations

Layer 5, the last of SDH, represented by the economic, cultural, 
environmental and political conditions in force in the country for 
the mother(12), was not documented in NBs delivery room record 
or in the birth book record, RI admission (family allowance or other 
social projects and socio-economic condition), making collection 
impossible, constituting an important limitation of this research. 
Secondary data also limited the need to specify the exact dura-
tion of SSC right after delivery, since, in the delivery room record, 
it only informs whether SSC was performed or not. In this study, 
it was considered that SSC happened during the first two hours 
of life, that is, immediately after delivery, as recommended by the 
BFHI reformulated in 2018. In addition, there are countless social 
policies to encourage BF, such as the right to maternity leave and 
BFHI, implemented and implemented in health institutions, both 
with a significantly positive impact on the success of SSC and BF(33).

Contributions to nursing, health, and public policies

The SDH study is favorable for measuring the effectiveness 
of the strategies of the Brazilian National Policy for Comprehen-
sive Child Health Care, with a view to greater PN coverage with 
guidelines on SSC(5) and BF, to favor SSC and promotion of BF by 
all health professionals, especially nurses, who work with health 
care, promotion and education, directly in the management of NP, 
childbirth, postpartum, puerperium, childcare and family plan-
ning at the three levels of health care. health, in one of the MoH 
programs: Kangaroo Method(40), Humanization of Prenatal and 
Birth(41), qualification of neonatal care(42) and qualified discharge 
from NBs(43). SSC is an important instrument for establishing the 
mother-child bond, although it is still little explored by profes-
sionals and pregnant women. This situation can result from 
misinformation about the right to breastfeed and SSC in the 
delivery room. Thus, PN is an ideal occasion for the dissemination 
of such practices(5). Such misinformation could justify the negative 
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relationship between SSC in the delivery room and older women, 
multiparous, with few or no PN consultations.

SSC in the delivery room can also be influenced by strict 
health services norms and routines, little investment in training 
and institutional tradition(44), which are macro-determinants of 
DDS, i.e., Baby-Friendly Hospitals that are still did not reach wide 
dissemination and/or implementation of the ten steps of BF(5). 

Studies of this nature are pertinent to understand the context 
of pregnant women who seek care in Basic Health Units and 
hospitals. Thus, the interventions, considering SDH, must be 
worked on for more effective realization of SSC. 

CONCLUSIONS

The results of this research allow inferring an association with 
statistical significance of the following SDH with SSC: classification of 

gestational age, 1st minute Apgar score, childbirth type and health 
conditions of NBs at birth. In this perspective, nurses must have 
knowledge about the impact of SDH in the performance of SSC, as 
they can execute national strategies of assistance to childbirth and 
children, such as the kangaroo method, Humanization of Prenatal 
and Birth, qualification of neonatal care and qualified discharge NB 
to promote such practice in Brazilian maternity hospitals. 

Finally, the importance of providing guidance during the 
prenatal period about SSC and BF in the first hours of life is 
highlighted, as recommended by BFHI, aiming to sensitize this 
clientele about the benefits of such practice for the mother and 
NB to short and long term. It is suggested that longitudinal 
researches be carried out, following the moment of delivery 
until the interruption of SSC. It is also evident the need for more 
research on the subject, in view of the scarce literature found on 
the association of SDH with SSC.
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