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ABSTRACT

Objective: To describe midwives’ experiences of intact cord resuscitation close to the mother for nonvigorous neo-
nates after vaginal birth.

Design: Descriptive qualitative.
Setting: Four labor wards in Sweden.

Participants: Midwives (N = 13) currently or previously employed in labor wards where the Sustained Cord Circu-
lation and Ventilation (SAVE) study was conducted.

Methods: We analyzed semistructured interviews using reflexive thematic analysis.

Results: Participants’ experiences are presented in an overarching theme: Midwives balance knowledge with doing
the right thing in a challenging work environment during intact cord resuscitation. Three primary themes emerged: A
New Workflow, Zero Separation: The Big Advantage, and The Midwife: Guardian of Childbirth.

Conclusion: The participants were keen to keep the umbilical cord intact even for nonvigorous neonates. They
wanted to work with the neonate close to the mother to facilitate zero separation and family participation. Ventilation
with an intact umbilical cord was considered a routine to be implemented in the future, but the participants identified

certain difficulties with the design of the SAVE study.
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I\/I idwives are the first to assess the well-being
of newborns (ten Hoope-Bender et al,,
2014), and they decide when to cut the umbilical
cord (Isacson, Andersson, et al., 2022). Keeping
the umbilical cord intact for at least 2 to 3 min in
healthy neonates born vaginally was the recom-
mended practice in Sweden until November 2022.
The current recommendation is to wait until the
umbilical cord becomes thin and limp, and, at the
latest at birth of the placenta (Andersson et al.,
2022). In two recent studies, researchers found
that a median of 6 min or longer was the actual
practice (lsacson, Andersson, et al., 2022;
Wilander et al., 2023). However, neonates in need
of respiratory support at birth are still subjected to
immediate cord clamping and are moved to a
place where ventilation can be initiated, which
implies that they fail to benefit from the positive
effects of delayed cord clamping (Mercer et al.,
2022). Since 2018 in Sweden, researchers in the

Sustained Cord Circulation and Ventilation study
(SAVE Study; Ekelof et al., 2022), an ongoing
multicenter randomized controlled study, have
been investigating ventilation with an intact um-
bilical cord for at least 3 min for neonates in need
of resuscitation (Ekelof et al.,, 2022). The re-
searchers hypothesized that neonates born with
hypoxia may benefit from additional oxygen and
nutrients if the umbilical cord is left intact for the
first 3 min during the resuscitation procedure
(Ekelof et al., 2022).

In the United States, in a multicenter pilot study
from the project Ventilation of Preterm Infants
During Delayed Cord Clamping, researchers re-
ported challenges regarding ventilation, but it
was feasible and safe when performing stabili-
zation and ventilation with delayed cord clamping
in preterm neonates at less than 33 weeks
gestation (Winter et al., 2017). In another study
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Intact cord resuscitation close to the mother for
nonvigorous neonates after vaginal birth is a

midwifery challenge.
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conducted in the United States, Katheria et al.
(2017) reported similar results from a question-
naire completed soon after birth in which peri-
natal providers expressed concerns regarding
space management and planning performance
of intact cord resuscitation (ICR). In British
Columbia, Canada, Fulton et al. (2016) conduct-
ed a cross-sectional survey study and described
difficulties in implementing evidence-based care
regarding ICR and that midwives expressed a
desire to incorporate ICR in hospital settings
because attachment between mother and
neonate is more easily preserved with this prac-
tice than with standard care.

In Sweden, the midwife is responsible for high-
quality care that minimizes the risk of complica-
tions, ensures health and safety during childbirth,
and promotes physiological birth (Nilsson et al.,
2020; Swedish Association of Midwives, 2018).
Midwives also care for nonvigorous neonates, and
if necessary they initiate resuscitation (Swedish
Association of Midwives, 2018). Implementation
of the SAVE study entails a change in midwives’
way of working, which is challenging because it
can affect the labor room environment and may
take time to implement (Ekeldf et al., 2022). The
new workflow means that the neonate is placed
between the legs of the mother, and ventilation is
initiated before clamping the cord. Conventional
resuscitation equipment is added to a mobile
stand, which can be moved close to the neonate
(Ekelof et al., 2022). This practice change may
trigger uncomfortable feelings and challenges
such as uncertainty about the equipment and the
lack of space (Yoxall et al., 2015). To date, re-
searchers have not investigated how midwives
experience implementation of the updated pro-
cedures based on the SAVE study. Therefore, the
purpose of our study was to describe midwives’
experiences of ICR close to the mother for non-
vigorous neonates after vaginal birth.

Methods

Design

This descriptive qualitative study was part of the
SAVE study (Ekelof et al.,, 2022). An inductive
descriptive study is an appropriate method to
explore research questions that require findings
directly relevant to health care practice and
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policy (Doyle et al., 2020). We used this approach
to gain an understanding of the thoughts, feel-
ings, and behaviors that affect midwives’ experi-
ences of ICR close to the mother for nonvigorous
neonates after vaginal birth.

We obtained ethical approval and permission to
undertake studies on human participants from the
Swedish Ethical Review of Authority. All partici-
pants gave their informed consent. According to
the European General Data Protection Regula-
tion, informed consent must be documented,
voluntary, time-limited, easy to understand and
able to be withdrawn without explanation. The
study complied with internationally accepted
ethical principles for medical research involving
human participants and was designed to protect
individuals and ensure respect for human dignity
(World Medical Association, 2013).

Setting

In Sweden, midwives are the primary care pro-
viders and are responsible for and independently
attend women with normal labors and births. If
complications arise during labor and birth, phy-
sicians are consulted. At birth, the midwife de-
cides on further management. We recruited
midwives from four different labor wards: one
university hospital with approximately 5,000 births
annually and three regional hospitals with 2,500
to 3,000 births annually.

Participants

We used a convenience sample to recruit re-
spondents for the interview (Clark et al., 2021).
Midwives who currently worked or who had
worked in labor wards where the SAVE study was
conducted and attended to or initiated ICR within
the scope of the SAVE study on at least one
occasion were eligible for participation. Informa-
tion letters about the study were sent to the labor
ward managers at the hospitals connected to the
SAVE study for approval. After approval was
granted, information letters were sent to all mid-
wives at the labor wards concerned, including
information about the design of the study and that
participation was voluntary. Midwives who wished
to participate contacted the researchers by
e-mail, and a time and location for each interview
was arranged.

Procedures

We collected data in 2022. In accordance with
participants’ preferences and because of the large
geographic area, we conducted interviews face to
face or via video. We used semistructured
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interviews for data collection. The interviews started
with an open-ended question: “Can you please
share your experiences of being involved in
neonatal cardiopulmonary resuscitation including
ICR?” We used follow-up questions such as “Can
you tell me more about that?” Two research team
members (F.S. and K.H.), who at the time of the
interviews were registered nurses and midwifery
students, interviewed the midwives. The last author
(L.T-L.), who has extensive experience with the-
matic analysis, examined and validated the first two
interviews to strengthen reliability. All researchers
read the interviews and analyzed, discussed, and
reflected on the findings.

We used pseudonyms so that only we could
determine the respondents’ identities. We ob-
tained written and verbal consent at physical
meetings. In the case of video interviews, we
recorded consent before we began data collec-
tion. We audio- or video-recorded the interviews,
which lasted between 14 and 36 min (mean = 22
min), and saved them on code-locked mobile
devices and computers. We labeled the files ac-
cording to date and sequence. We transcribed all
collected material verbatim.

Analysis

Analysis of transcribed data followed Braun and
Clarke's (2022) reflexive thematic analysis.
These authors emphasized that all theoretical
frameworks are colored by the researchers’ pre-
understanding. The multiprofessional research
group, which consisted of a midwife, midwifery
students, a pediatric nurse in neonatal care, and
a neonatologist, conducted stepwise reflection
throughout the interpretation phase, considering
our preunderstandings as professionals, to
discern knowledge from the data (Braun &
Clarke, 2019). We carried out the analysis in six
steps (Braun & Clarke, 2022). We read all tran-
scriptions several times, and we extracted
meaning units that corresponded to the purpose
of the study. In the second step, we condensed
and coded the meaning units. During the pro-
cess, we continuously checked the codes against
the meaning units so that content would not be
lost. The themes emerged gradually as the re-
searchers gained an overall understanding of the
experience. We sorted the codes in accordance
with patterns in the data and clarified the themes
and subthemes. In the last step, results with
associated themes were discussed among the
authors until an overarching theme emerged. To
increase the trustworthiness of our findings, we
kept a reflexive journal to reflect on our
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Intact cord resuscitation facilitates communication and
enables feedback to the parents.

assumptions and engagement with the data that
shaped our interpretation.

Results

We recruited 13 midwives from four different labor
wards in various parts of Sweden; one was situ-
ated in a university hospital, and the rest were
from county hospitals. The participants were 33 to
59 years old (mean age = 44 years) and had
18 months to 30 years (mean = 10 years) of
experience. The participants had varying expe-
riences related to performing/initiating ICR.

Our analysis generated one overarching theme:
Midwives balance knowledge with doing the right
thing during intact cord resuscitation in a chal-
lenging work environment, which represented
participants’ experiences of ICR in nonvigorous
neonates. Participants balanced the knowledge
of what was best for the neonate with a new and
challenging procedure. The participants simulta-
neously considered the new situation and
guarded the mother and her birth experience.
The overarching theme included three primary
themes: A New Workflow; Zero Separation: The
Big Advantage, and The Midwife: Guardian of
Childbirth.

A New Workflow

In the first primary theme, A New WorkFlow, par-
ticipants described ICR as a new procedure
based on the design of the SAVE study. Stepping
outside well-established routines for the ventila-
tion of nonvigorous neonates could create un-
certainty about the allocation of roles and
teamwork. Challenges emerged in the work
environment, and participants emphasized the
importance of training and preparation. The
theme consisted of four subthemes: Coming
From a Deep-Rooted Routine, Uncertainly About
the New Teamwork and Allocation of Roles, The
Challenges of the Work Environment in the Labor
Room, and Preparation Is Everything.

Coming From a Deep-Rooted Routine. In
the first subtheme, Coming From a Deep-Rooted
Routine, participants described ICR as a new
procedure based on the framework of the SAVE
study, and it took time to become comfortable
and familiar with this new procedure. Participants
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perceived the ventilation of the neonate to be the
same regardless of where it was performed. The
benefit of the new procedure was that ventilation
could be initiated more quickly because the um-
bilical cord could stay intact, and the neonate did
not need to be moved to another place:

Just the thing that you're not familiar with
the environment around you, it's not the
same resuscitation table you're used to, so
that you somehow lose your role, you think
you will work in a different way than usual,
that can also make it more difficult, just
being in a new environment, we are such
creatures of habit. (Participant 3)

The participants expressed positive attitudes
about the new procedure, but they also expressed
difficulties in changing from something that felt
safe. They experienced the lack of routine when
performing ICR as frightening. The study design
included randomization of the neonates, which
created insecurity. Participants felt that it took
longer to get used to the new procedure than it
would have if the same routine was used for all
nonvigorous neonates:

Perhaps | experience that you move away
from something that is deeply rooted within
you, that a neonate is not well ... it needs ...
we cut the cord and we take it out to the
resuscitation table ... that this way of work-
ing in a way ... maybe doesn'’t feel as nat-
ural as when you are still in the room with the
mother because it's not the way | have
worked most of the time. (Participant 5)

Uncertainty About the New Teamwork and
Allocation of Roles. In the second subtheme,
Uncertainty About the New Teamwork and Allo-
cation of Roles, the participants felt that working in
accordance with the SAVE study changed the staff
roles. They reported that this could feel unclear
and stressful, which could cause tunnel vision
among the staff members. The communication
among the staff members was considered partic-
ularly problematic when people were speaking at
the same time, which disturbed the atmosphere
and contributed to further stress in the labor room.
Because ICR was rarely performed, there was a
lack of clarity about who did what in the care of
neonates. When many people were in the room,
participants perceived the division of roles as un-
clear, which could lead to an uncertainty and risk
that the ventilation would be delayed:
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That you're a bit like, “Oh, where are you
going to stand, where am | going to stand,
oh, who's going to take these, oh, who's
going to do this now?” We don't really know
who does what. | think that complicates the
process a little. (Participant 11)

The Challenges of the Work Environment in
the Labor Room. In the third subtheme, The
Challenges of the Work Environment in the Labor
Room, there was consensus among the partici-
pants that the mobile stand with equipment
designed for the SAVE study took up space in the
labor room and left little room for staff members.
The overcrowding could obscure visibility and
make ventilation difficult. The stand and its tubing
were seen as a tripping hazard in the case of an
emergency:

We have a little bit of not makeshift equip-
ment in that sense but ... it would have
been easier if those tubes weren't so
cumbersome and tough, and they take up
so much floor space. So, if you have to
move around the room, there’'s a tripping
hazard. (Participant 8)

The participants described mixed experiences
with the SAVE study’s equipment. Participants felt
secure when the ventilation equipment on the
mobile stand was the same as the equipment on
the resuscitation table. They agreed that there
was potential for improvement in the equipment
and the work environment in the labor room. If the
SAVE method should become the norm, they
believed that far more flexible equipment would
be needed. They described the stands as clumsy
and unwieldy, and the noise that occurred when
the tubes were connected made them uncom-
fortable. Although the environment in the labor
room was perceived as cramped, the partici-
pants said that it was no more crowded around
the bed than at the resuscitation table. It also
emerged that ICR gave more access to the
neonate when the staff members could work
around the mother’s entire bed.

Preparation Is Everything. In the fourth sub-
theme, Preparation Is Everything, the participants
said that good preparation and training were
essential for the ICR procedure to work well, and
lack of experience among the participants or
other staff members could create stress in the
labor room. The participants noted that the
implementation of ICR took an unnecessarily long
time because of hesitancy on the part of
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inexperienced staff members and agreed that
training and simulation were required for ICR to
work well and ensure safety. Training and simu-
lation helped to establish routines and clarify
roles, and integrating simulation exercises with
other professionals who participated in the
ventilation of neonates emerged as important.

Training and simulation were organized differently
in the labor units. In one labor unit, training mainly
took place at the resuscitation table, which caused
uncertainty when ventilation occurred elsewhere.
In another labor unit, a SAVE case was always
included in simulation exercises. Participants
indicated that continuous training and information
about working with an intact umbilical cord were
important and ensured that new staff members
were aware of the procedure:

| think it’s a training thing as well. That you
should train yourself in how it should be
done. So maybe more training to put it
simply. More team training together with
the neonatal staff might make it even better.
(Participant 10)

The participants mentioned the importance of
being mentally and practically prepared. A pre-
requisite for successful implementation of the
new procedure was that the participants were
prepared for what the study entailed and how the
new workflow was structured. It was easier if the
equipment was checked, roles were defined in
advance, and everyone was aware that ICR
should be performed. When this failed to happen,
the situation often became confusing, crowded,
and stressful.

Zero Separation: The Big Advantage

In the second primary theme, Zero Separation: The
Big Advantage, participants highlighted the fact
that the newborns, including those who needed
ventilation, were not separated from their mothers
as the primary advantage of the new procedure.
They described how keeping the newborn with the
mother was aligned with midwifery philosophy, and
the new procedure helped to prevent early cord
clamping. Participants highlighted the participation
of parents and the positive effects of delayed cord
clamping. This primary theme included two sub-
themes: Increased Involvement of Parents and
Positive Effects for the Neonate.

Increased Involvement of Parents. Under

the first subtheme, Increased Involvement of
Parents, participants described how ICR kept the

JOGNN 2024; Vol. 53, Issue 3

neonate with the mother and increased the
involvement of parents. According to the partici-
pants, keeping the neonate with the mother and
family felt calmer and more positive, and they
described it as “wonderful” when they were able
to focus more on the family. The experience was
less traumatic for the parents when the family
members were united. Maintaining the physical
bond between mother and neonate was consid-
ered beneficial: “That |, that | don't separate
mother and neonate by directly cutting the um-
bilical cord, when you cut the umbilical cord, you
cut the physical bond” (Participant 11).

When the participant already knew the parents,
the work was easier because trust had been
created between them. The parents could more
easily observe the team working when the umbili-
cal cord was kept intact, which also facilitated
communication. Making eye contact more easily
and being able to give feedback created a sense
of security for everyone. The participants were
happy to have the parents close to their neonates
because it meant that they were better informed
and prepared, which was also considered bene-
ficial in the long term. They found it empowering
that the parents often expressed gratitude about
being involved:

Because as little trauma as possible is
good in these situations as far as the family
is concerned. Both for the sake of bonding
but also for future births. We know that
many families are traumatized and may
actually not even want to give birth again,
or at least it creates great anxiety for both
parents in these situations. And that it
creates problems further down the line.
(Participant 13)

Positive Effects for the Neonate. The par-
ticipants found it beneficial when they were able
to keep the umbilical cord intact for neonates in
need of ventilation in the context of the SAVE
study. Participants described that neonates are
better off in the short and long term when they are
not deprived of the remaining blood in the
placenta:

That | don't need to deprive them of this
blood transfusion, the last blood that they
need. With that content of oxygen and
blood sugar and so on. And the neonates,
well, | believe that they are better off faster
if we don't cut the cord. (Participant 9)

RESEARCH
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The participants became more open toward
ventilation because it was not a major interven-
tion; however, it would have simplified the situa-
tion if the new procedure had been routine so that
they would not have needed to think about early
cord clamping. Being on-site and able to start
ventilation quickly was easier, and the situation
became less stressful for everyone involved,
“when you think that the neonate: ‘It will start
soon, should we cut the cord right away?" you
never need to think about it” (Participant 6).

The Midwife: Guardian of Childbirth

In the last primary theme, The Midwife: Guardian
of Childbirth, participants described how venti-
lation is part of their area of competence but is
usually performed by neonatal staff. However, it
was better for them to perform ICR because they
were on-site and could start ventilation immedi-
ately. They said that, based on their professional
competence and experience, some inherent dif-
ficulties in the SAVE study needed to be clarified
and/or changed before the new procedure could
become a standard routine. This theme consisted
of two subthemes: Protecting Physiological Birth
and The Midwife’s Concerns When Ventilating
With an Intact Umbilical Cord.

Protecting Physiological Birth. The first
subtheme, Protecting Physiological Birth, repre-
sented how the environment of the labor room
changed in connection with ICR and how several
of those changes could interfere with childbirth.
The mobile stand was difficult to navigate, and a
great deal of medical equipment close to the
mother was perceived as disturbing for the par-
ticipants. The participants also noted that the
stand was brought into the labor room at a stage
when peace and quiet were preferred, which was
considered troublesome. The stand is large, un-
wieldy, and clumsy:

These clumsy stands and these tubes that
must be connected to air and oxygen, the
noise that occurs when you connect and
release the tubes. That doesn’t sound very
good. It's hard to have a hypnotic birth, like
[laughs] and then come crashing down
with this, this big device on the stand.
(Participant 9)

While their focus was on the neonate, the partic-
ipants considered it important to protect the
mother’s privacy as much as possible when staff
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members worked with the neonate so close to the
mother.

The Midwife’s Concerns When Ventilating
With an Intact Umbilical Cord. In this sub-
theme, participants described how they felt that
there was a risk that the neonate would become
hypothermic when ICR was performed. Many
fluids are present during the birth, and the par-
ticipants described this as an aggravating
circumstance when performing ICR. Warm towels
were used, but the participants thought that it was
problematic to not have a heat source for the
neonate in the mother’s bed, where it was often
wet and sticky. The participants described the
possibility of the neonate becoming cold, which
could worsen the neonate’s condition:

Of course, you have to change underneath
the neonate. But when there are a lot of
fluids at the same time, it's not so easy to
stop the flow. And then the neonate will
become cold, and a cold neonate that is
not well feels even worse ... so | think a lot
about this, the cooling down. (Participant
11)

The participants compared this situation with the
resuscitation table, where there was less risk of
cooling down because a heat source was in place,
and it was dry and clean under the neonate. The
process for keeping the neonate warm needed to
be improved when ventilating with an intact um-
bilical cord, but the cooling itself did not impede
ICR.

The participants did not experience maternal
complications when performing ICR but stated
concern that it would make ventilation more diffi-
cult. It was important that the mother could
remain calm and focused when ventilation of the
neonate took place close to her. There was a risk
that the mother could be forgotten during ICR,
and participants mentioned maternal complica-
tions such as postpartum hemorrhage; at the
same time, they reasoned that complications
were rarely a problem within the first 3 min.
Another concern was that the participants were
not always ready to start ICR. After a difficult
birth, they were not always able to take re-
sponsibility for the ventilation of the neonate
because their thoughts were with the mother, and
it was difficult to shift focus. Because the partic-
ipants had the ultimate responsibility for the
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mother and newborn, they could feel vulnerable

in such situations. Midwives who were included in the Sustained Cord

Circulation and Ventilation study shared their experiences
of a new workflow when caring for nonvigorous neonates.

Discussion

Participants described participation in or initiation
of ICR as a balance between knowledge and
doing the right thing during ICR in a challenging
work environment. On the one hand, they were
clear concerning the positive physiological ben-
efits for neonates when ICR was performed. But
on the other hand, they expressed problems with
following the new procedure.

Midwives are recognized as the guardians of
childbirth (Fahy et al., 2008), which can be further
facilitated by incorporating ICR. Midwives recog-
nize that ICR is the best practice for nonvigorous
neonates, which is in line with the increasing body
of evidence regarding delayed cord clamping in
newborns (Andersson & Mercer, 2021; Mercer
et al., 2022). The participants described the ad-
vantages of maintaining midwifery skills so that
ICR could be started directly by the midwife on-
site. Because of the SAVE study, responsibility
for and knowledge about ICR are returned to the
midwife, which strengthens the profession and
helps midwives to enable a positive birth experi-
ence. Midwives have long performed ICR in
midwife-led units and home births (Andersson &
Mercer, 2021). In addition, Mercer et al. (2022)
highlighted that midwives who have experiential
knowledge of ICR view early cord clamping as ir-
rational and unethical.

Our participants felt positively about the fact that
the family could be kept together without sepa-
rating mother and neonate, which is in line with
previous studies (Fulton et al., 2016; Yoxall et al.,
2015). In the case of ICR, the participants were
able to work closely with the family, which
improved communication and contact with the
parents and increased their participation, which
was described by Yoxall et al. (2015).

With the new method, participants were able to
start ventilation immediately and did not need to
explain the fact that they wanted to give the
neonate additional time with an intact umbilical
cord, which they highlighted as less stressful. This
finding was in line with the findings of an interview
study in which Isacson, Thies-Lagergren, et al.
(2022) emphasized midwives’ positive feelings
about ventilation in the labor room because it
made decisions about when to clamp the cord
easier. This approach was also supported by
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Hutchon and Bettles (2016), who maintained that
the physiological benefits of delayed cord
clamping are so well-documented that it is no
longer justifiable to separate the mother and
neonate and ventilation can be performed with an
intact umbilical cord.

The participants did not find the ventilation diffi-
cult but instead described it as something they
would like to offer to all neonates in need. Despite
taking part in an ongoing study, they expressed
an ethical dilemma that ICR was performed
randomly. The participants were concerned
about the amount of preparation and team
training that was required, something they
believed would have been easier if it was stan-
dard practice. Implementing a new routine takes
time and requires great commitment from the
team and from stakeholders in the hospital
responsible for practice implementation (Grol
et al., 2013). Being familiar with the attitudes
and behaviors of the staff members and with the
local guidelines that apply in the workplace are
important prerequisites for the successful imple-
mentation of a new workflow (Ekelof et al., 2022).
Planning, teamwork, and communication are
important factors for the success of an ICR pro-
tocol (Ponnusamy, 2021). Simulation exercises
and regular training emerged as essential com-
ponents of a practice change, and this finding
was also shown in a study by Yoxall et al. (2015)
in which clinical training and becoming familiar
with the equipment were highlighted as important
prerequisites for becoming comfortable with a
new workflow.

Intact cord resuscitation involves multiprofes-
sional teamwork and requires everyone to un-
derstand the routine (Alikhani et al., 2023). When
there was uncertainty or lack of understanding
about the SAVE study, each team member’s role
became unclear and the participants felt that this
affected how well the work was carried out.
Ekelof et al. (2022) also highlighted the fact that
attitudes and beliefs about placental transfusion
within the multidisciplinary team may be barriers
to providing ICR.

The participants found it problematic that the
SAVE study’s equipment was brought into the
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labor room during the active second stage of la-
bor, a moment when peace and quiet are
required so that the normal physiological birth is
not disturbed. The arrival of the equipment
changed the labor room environment and atmo-
sphere. The focus shifted from the familiar and
safe to increased medicalized surveillance. If
staff members felt uncertain about the SAVE
study procedure, wanted to terminate the study,
or disagreed about measures, the participants
described a disorganized and stressful situation.
In a recent qualitative study, midwives described
similar situations, which can mean that staff
members who do not adhere to the unit's way of
working may hinder the provision of care (Backe
et al., 2023).

The changed dynamics in the room meant a
different power structure between family and
staff, which the midwife “birth territory” theory
refers to when the birthing woman and partner
are undermined as decision makers (Fahy &
Parratt, 2006; Hastie & Fahy, 2011). In contrast,
reducing the presence of technical equipment
strengthens the feeling of security and freedom
(Priddis et al., 2012). It reinforces not only the
midwives’ responsibility to create a “sanctum” for
the birth through a safe and secure environment
(Fahy & Parratt, 2006) but also the positive as-
pects of the mobile equipment, which did not
need to be in the center if not in use.

Limitations

At the time this study was carried out, it was the
first in Sweden to investigate the midwives’
experience of ventilating with an intact umbilical
cord close to the mother. There was no difference
in the number of times the participants had been
involved in ventilating with an intact umbilical
cord; it was considered sufficient to have partic-
ipated once. A weakness in the sample could be
that the midwives who agreed to participate were
probably already positive about the SAVE study
because they advocated delayed cord clamping
and not separating the mother.

Our findings may be of limited transferability to
settings where midwives are not the primary
caretakers. In addition, due to the fact that all the
participants practiced in Sweden, the findings
may have limited transferability to other countries.

Conclusion

The participants were keen to keep the umbilical
cord intact for nonvigorous neonates because
they wanted to keep the newborn and mother
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together and facilitate zero separation and family
participation. Intact cord resuscitation was seen
as a routine for the future, although from a pro-
fessional perspective the midwives identified
certain difficulties regarding how the SAVE study
was designed. To shed light on the implementa-
tion of an ICR protocol, more research is needed
on midwives’ experiences and those of the mul-
tiprofessional team of which the midwife is a
member. To succeed with the implementation of
ICR, improved organization is required in which
roles are clarified, all involved have a good un-
derstanding of the procedure, and team mem-
bers receive training on how the SAVE study was
conducted.
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