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The reality was that in the 1970s and still part of 
1980s in the UK, parents were not permitted to visit their 
preterm babies for more than a few hours in the morning 
and later in the afternoon/evening.   In addition they were 
not encouraged to handle/touch their babies for fear of 
infection.  Situation was even more depressing in other 
parts of the world like e.g. Bangkok where mothers could 
not go into the special care unit and only saw their babies 
through the glass partition.  Other countries such as Ro-
mania and China had no special provision for babies born 
preterm; it seemed that they adopted a  ‘let nature takes its 
course’ approach. 

In  1979 and 1980s when I started my Doctorate 
(University of London, Bedford College) and the work in 
London/home counties Hospitals there were no psycho-
logists attached to Special Care Baby Unit (SCBUs).  
Psychologists working directly with hospitalised preterm 
babies and their parents were rare; usually they were rese-
arch students engaged on data collection. I was blessed by 
having an extraordinary Supervisor – the late Prof. Brian 
Foss- he had connections with SCBUs colleagues and pas-
sion to provide opportunities to foreign students; he orga-
nised for me to start work fi rstly with the most progressive 
Unit in the UK at High Wycombe General Hospital. It was 
the fi rst Unit with room-in for mothers to stay close to 
their babies day and night and an incredible progressive 
neonatologist and human being leading it – the late Dr. D. 
G.   His kindness, guidance and support at the very begin-
ning are unforgettable. 

After High Wycombe and Queen Charlotte’s Units 
I focused my efforts only at St. George’s Hospital Special 
Care Baby Unit (SCBU).  I was fortunate that despite my 
foreign accent and my decision to work with the sense of 
touch only, medical professional and nurses were, ‘cau-
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tious’ but welcoming and very supportive.  The parents 
were so welcoming that many of them became long las-
ting amazing friends.

Medical research at that time was very much 
against handling babies, which was translated into con-
sidering that handling/touching babies in incubators were 
harmful.  So my fi rst step was to differentiate handling 
from TOUCH.  Handling involves touching but touch 
does not need to involve handling. 

My second step was to challenge the concepts that 
hospitalised preterm babies were either over stimulated or 
under stimulated; my observations of the babies themsel-
ves were teaching me that they were inappropriately stimu-
lated, as far as ‘supplemental care’ was concerned.  Being 
TOUCH the fi rst sensory system to appear and develop 
we should ‘synchronise’ with nature to improve quality 
of care; by timing our psychological intervention to that 
particular time in baby’s development we could indeed be 
“doing the right thing in the right way at the right time 
and for the right reason in order to obtain a desired outco-
me…”  paraphrasing  Nabialczyk-Chalupowski  from her 
excellent Editorial when referring to the concept of quality 
as being “… as old as recorded human history”. 1

It was the very beginning of developing the fi rst 
sensory nurturing care programme, implement it and eva-
luate its developmental effects in hospitalised preterm 
babies.   This was the birth of TAC-TIC (Touching And 
Caressing - Tender In Caring)2 programme and the com-
mencement of a long-standing line of original research 
with hospitalised preterm non-ventilated (1980s, 1990s, 
2000s) and ventilated ones (1980s and 1990s). 

This Editorial focuses on the path of a brand new 
sub-discipline, which initially I called Neonatal Psycholo-
gy.3,4 We had developed, implemented and evaluated the 
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effects of the fi rst systematic unimodal sensory nurturing 
care programme  (TAC-TIC) for hospitalised preterms; 
we had identifi ed the most appropriate theory - within 
Development Psychology- to become the theoretical fra-
mework for such unique care programme. 

We had identifi ed  Gottieb’s 5 as the most appro-
priate system  theory.  We proposed a three-dimensional 
system model to explain babies’ experiences before, du-
ring and after receiving the care programme, which, for 
the fi rst time, could be visualised and quantifi ed.6-8 Fur-
thermore it could continually monitor the quality of the 
psychological care being given to individual babies by ob-
serving and measuring their immediate responses. Later 
same model was adapted to be used with adults.9

Neonatology is a well-established sub-discipline of 
medicine, concerned with the medical care of the new-
born; of particular importance are the at-risk newborn 
or premature infants. Neonatology is a hospital-based 
specialty usually practiced in Neonatal Intensive Care 
Units (NICU). Neonatology in the 1970s and 1980s was 
developing very rapidly and acquiring multidisciplinary 
connotations; this progress has shown the importance of 
bringing together the knowledge and experiences of the 
medical professions, health professionals, psychologists 
and parents to improve the quality of physical and psycho-
logical care of the newborn; this is particularly true for 
hospitalised preterm neonates.

Thus by expanding frontiers of Neonatology - as 
also neonatal nurses were being trained - the opportunity 
was created for psychology to make an effective contri-
bution to both the theory and the quality of care of the 
preterm neonate viewed by myself as a unique, emergent, 
coactional and hierarchical human being, as an open sys-
tem.  The formal framework for this initially was called 
Neonatal Psychology.3

There are, of course, many defi nitions of psycholo-
gy but the one given by W. James in 1890 defi es improve-
ment: “the science of mental life, both its phenomena and 
of their conditions. The phenomena are such things as we 
call feelings, desires, cognition, reasoning, decisions and 
the like”.3 For me the preterm baby has a mind.4

There are also many system theories used to ex-
plain development such as ecological, transactional, con-
textual, interactive, probabilistic-epigenetic, individual-
-sociological, and structural-behavioural.  The one I chose 
to defi ne Neonatal Psychology is the system theory of G. 
Gottlieb.5 So based on W James and Gottlieb I defi ned 
Neonatal Psychology as “the scientifi c study of the phe-
nomena of mental life and the behaviour of the preterm 
neonate as an emergent, coactional, hierarchical system’.3 
Thereby stating the theoretical framework to systemati-
cally explain the psychoneurobiological development of 

the preterm neonate, particularly the hospitalised one, as 
an open system.

Central to this framework is the notion of horizon-
tal (eg. genes to genes) and vertical  (eg genes to environ-
ment) COACTIONS.5 In order to simplify visualisation 
of how such coactions could be detected the ‘Equilibrium 
Model’6 was developed and used to test the hypothesis that 
given the appropriate care for the baby his/her organism is 
able to self-regulation and their behaviour, physiology and 
immune systems would respond in a positive spontaneous 
order thereby facilitating baby’s development .  What 
makes development happen is the relationship of2 or more 
components and not the components themselves.   

By timing the environmental/psychological inter-
vention with the baby’s needs at that particular point in 
time the carer is ‘synchronising’  with babies’ develop-
mental need; then self-regulation is encouraged thus faci-
litating EQUILIBRIUM amongst the various systems of 
this fragile but resilient organism; in Gottlieb’s termino-
logy we could say the ‘appropriate’ experiential canaliza-
tion5 was happening thus facilitating development.  The 
importance of choosing the appropriate care programme 
is paramount; this is what all neonatologists (medical, nur-
sing, physiotherapists and Psychologists) aim for to pro-
vide quality of care 1.  A clear example can be seen in our 
work that led to the systematization of neonatal psycho-
neuroimmunology.6-8 I was privileged to work with ama-
zing progressive neonatologists (doctors, nurses, midwife 
and fhisicaltherapy) at different hospitals and fascinating 
parents and grandparents.

My scientifi c passion has always been to innova-
te, develop, implement and evaluate quality psychologi-
cal care programmes for the hospitalised preterm babies 
and their parents aiming to improve their chances of intact 
survival and a rich relationship with their parents from 
birth.  Separation must be avoided.13 Therefore, with the 
establishment of Health Psychology in 1994 the time was 
appropriate for me to redefi ne neonatal Psychology into 
Neonatal Health Psychology (NNHP). Still using the same 
theoretical framework but defi ned as “the scientifi c study 
of biopsychosocial and behavioural processes in health, 
illness, and health care of the preterm (and fullterm) neo-
nate during his/her fi rst 28 days of life, and the relationshi-
pMeasuring and monitoring are essential to ascertain the 
Quality of Care being it medical or psychological.  The 
Scope 10 of NNHP cover three major areas, as follows:

1. Assessment procedures and Diagnostic  methods;
2. Sensory nurturing interventions, including sup-

port for babies and their caregivers;
 of such processes with later outcome.10-13.
3. Proposals for new paradigms.
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Thus the origins of NNHP can be traced along fi ve 
paths, although 2, 3 and 4 are inevitably intermingled:

1. Prenatal and perinatal Psychology and Medici14

2. Neonatology15

3. Environmental Neonatology15

4. Environmental and Developmental Neonatology16

5. Neonatal Psychology3

As Nabialczyk-Chalupowski so well discussed the 
issue that despite accumulation of ten of thousands of pu-
blications there is no consensus as yet regarding  the de-
fi nition of the concept of quality of medical care. A great 
deal has been published also about the need for psycho-
logical quality care from birth. And yet despite advances 
in the care of these babies, preterm births continue to be 
a Public Health problem. Survival rates greatly improved 
but morbidity increases. 

In short, we would like to think that in most units 
by now would have a neonatal psychologist attached to 
it but the reality is far from this one. Despite all advances 
and contributions of Psychology the number of psycho-
logists attached to the NICU remains rare.  Neonatal 
Health Psychology was taught to academic psycholo-

gists attending the Development Psychology and Health 
Psychology courses where this author was teaching and 
conducting research  – the University of Wolverhamp-
ton and Midland Hospitals- UK.   In addition, courses 
at home and abroad and dissemination at International 
Conferences and/or research collaborations with Europe, 
Brasil and  USA.

Any neonatal health professional can of course, use 
the theoretical framework briefl y outlined here. Yes, there 
is still a lot of work to be done.   New Neonatal Psycholo-
gy courses must be developed and taught with a multidis-
ciplinary team of neonatal health professionals including 
neonatologists at home and abroad.

Our recent research including maternal variables 
i.e. maternal self-effi cacy17 during baby hospitalisation, 
used our scale18 of perceived self-effi cacy of maternal pa-
renting in Brazilian sample;19-20 the doors are open to con-
tinue the scientifi c journey of Neonatal Health Psychology 
and of its practice in the Neonatal Intensive and Special 
Care Units (NICUs/SCBUs) to provide, measure and mo-
nitor quality of psychological care from birth.

“New opinions are always suspected and usually 
opposed, without any other reason but because they are 
not already common.” (John Locke).
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