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ABSTRACT
Neonatal Jaundice cases are on the ascendency. Neonatal Jaundice is the yellowish discolouration
of the sclera and mucous membranes within the first week of life when serum bilirubin levels
exceed normal ranges. Neonatal jaundice is one of the major causes of neonatal readmission after
delivery. Neonatal admissions, irrespective of severity, can cause significant distress to mothers
and the family as a whole. The study explored the support that exists in Ghana for mothers who
have their babies hospitalized within the first few days of life owing to neonatal jaundice. This was
an exploratory descriptive study in the Greater Accra Regional Hospital. Sixteen mothers were
sampled using the purposive sampling technique. A semi-structured interview guide was used to
obtain data on the support mothers received during this vulnerable time of their lives. Interviews
were carried out until data saturation was achieved. The study was guided by the Socioecological
model of health. Thematic content analysis served as the methodological approach for data
analysis, facilitating the organization of the data into coherent themes and subthemes. Four main
themes were generated with thirteen subthemes. The findings of the study highlighted maternal
support at the individual, interpersonal, community, institutional levels during neonatal
admissions. Support utilised under intrapersonal level: mother’s age, gender, income, educational
level, parity and previous neonatal admission; Interpersonal level: spousal, grandmothers, siblings
and friend support; Institutional level: Hospital infrastructure and logistics and medical staff
support; Community level: culture, social groups, neighbours and neighbourhood support. The
study emphasizes the need for enhanced family-centred care, policy-making targeted at maternal
support systems and future research. The study identified the gaps in support resources and

advocated for improvement in support resources for mothers.
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CHAPTER ONE

INTRODUCTION

The background of the study, problem statement, purpose of the study, research objectives,
research questions, significance of the study and operational definitions were discussed in this

chapter.

1.1 Background Of the Study

Globally, an estimated 130 million newborns are born every year (WHO, 2018). The neonatal
period, which is the first 28 days following delivery, is the most crucial time for the survival of
babies. Parents, especially expectant mothers usually anticipate the delivery of a healthy newborn
(Kestler-Peleg et al., 2022). Sadly, this is not always the case as many neonates are hospitalised
each year, and death may even result. The global rate of neonatal deaths is 17 per 1,000 live births
in 2022 (UNICEF. 2020). According to studies from Sub-Saharan Africa, jaundice is one of the
leading causes of neonatal admissions and deaths. Jaundice accounts for 24.46% of hospital
readmissions in newborns (Bante et al., 2024). Neonatal mortalities recorded in 2022 worldwide
was 2.3 million, accounting for approximately 6,300 neonatal deaths every day (UNICEF. 2020).
Neonatal jaundice is implicated as one of the major causes of neonatal deaths. (Barua, Nath, &

Hossain, 2021).

Neonatal jaundice is a common condition occurring in newborns within the first week of life. It
necessitates prompt diagnosis and appropriate treatment. If not managed with careful attention,
neonatal jaundice can lead to life-threatening complications or serious long-term consequences
(Seneadza et al., 2022). Jaundice occurs in about 60-80% of preterm and term neonates. The

increased prevalence is associated with a relatively higher bilirubin level in neonates than in adults
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due to the shorter life span of erythrocytes (Asefa et al., 2020). The global burden of jaundice is
estimated to affect approximately 1.1 million neonates annually: This condition poses a significant
risk of developing encephalopathy, although not all affected infants will necessarily progress to

this severe complication (Dinatha et al., 2022).

Regions such as Sub-Saharan Africa and South Asia bear the greatest burden of this condition
(Dinatha et al., 2022). Low-income African countries report incidence rates of severe Jaundice that
are significantly higher than those observed in developed countries (Gamber, et al., 2021a).
Ethiopia is among the top ten countries with jaundice-related neonatal mortality. Cultural and
traditional practices, such as the use of herbal medicines, clinical conditions such as prematurity,
glucose-6-phosphate dehydrogenase (G6PD) deficiency, infections, and low birth weight are risk
factors for developing neonatal jaundice. Additionally, the application of dusting powders has been

noted as a contributing factor in some regions (Asefa et al., 2020).

Neonatal jaundice often necessitates readmission to the hospital after initial discharge. The choice
of treatment modalities depends on the underlying cause of the jaundice. Common clinical
interventions include phototherapy, exchange transfusion, and, in some cases, pharmacotherapy
(Gamber et al., 2021). These treatments frequently require the infant's temporary separation from
the parents, which can be crucial in disrupting the bonding process. Maternal-infant bonding
during this early period is essential for the child's emotional and psychological development
(Kestler-Peleg et al.; 2022). In well-resourced facilities, mothers can still bond with their newborns
as bili blankets or cocoons are used which allows the infant to be held without discontinuing the
treatment (Donel, 2019). However, in Ghana, such resources are scarce (Kumah, 2025). Mothers
are then left with the choice of complying with the temporary separation to facilitate treatment.
Mothers, being the primary caregivers of newborns who are hospitalized, can have emotions of
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hopelessness, and helplessness (Kestler-Peleg et al., 2022). They tend to be more stressed and

susceptible to depression (Garfield et al., 2021).

Boadu et al. (2025) highlighted the importance of a multidisciplinary support system for families
who have their newborns admitted at the neonatal intensive care unit in a Ghanaian setting. The
study identified three fields of support families require such as healthcare worker support, social
support, and financial support systems. A good support system should beyond medical care,
involve support from families (through the ‘Child and Family Centred Care (CFCC)’ approaches),
philanthropic groups, friends and emotional care to help parents, in this case, mothers, cope better
during the challenging times of neonatal admissions (Boadu et al., 2025). In Ghana, policies like
the Free Maternal Health Care Policy and National Health Insurance Scheme are notable in
reducing out of pocket payments and assisting mothers financially even though their coverage may
not be comprehensive (Adawudu et al., 2024). Collectively, the aforementioned support resources
have potential of reducing maternal stress and enhancing coping. The current study sought to
explore the avenues of maternal support and the extent/coverage of that support during the

hospitalisation of their newborns for the treatment of jaundice.

1.2 Problem statement

Neonatal jaundice is a common condition among neonates in Ghana (Dzantor et al., 2023). There
was an increase in the number of cases reported nationwide from 2015 to 2019. The cases reported
were 3,031, 4,251, 5,338, 7,175 and 9,273 respectively (Ghana Health Service, 2019), accounting
for a giant leap of approximately three times the number in 2019 from 2015. The Emergency Unit
of the Department of Child Health at the Korle-Bu Teaching Hospital (KBTH), reported that
neonatal jaundice accounted for 30.2% of the 1154 neonatal admissions to the emergency room.

Among these admissions, 8.0% resulted in fatalities (Amegan-Aho et al., 2019). Likewise,
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Adzitey, Mogre and Abdul-Mumin (2024), reported that neonatal sepsis, prematurity, birth
asphyxia, Low birth weight and neonatal jaundice accounted for most neonatal admissions and

deaths in the Tamale Teaching Hospital Neonatal Intensive Care Unit.

Neonatal Jaundice may have different treatment approaches depending on the cause of the disorder
and the severity of presentation, some requiring intensive care admissions. All neonatal admissions
cause one distress or the other no matter the severity of the disease (Kestler-Peleg et al., 2022).
Mothers may experience physical and emotional stressors causing them to be anxious, depressed,
fatigued, and have altered sleep patterns (Bry & Wigert, 2019: Busse et al., 2013). Kestler-Peleg
et al. (2022) observed that expectant mothers typically anticipate the birth of a healthy baby.
However, the reality of seeing their newborns appearing fragile, connected to various medical
equipment, and being separated from them can be distressing. This situation, where the mother's
ability to care for her child is significantly limited and the infant's health seems precarious, often
leads to considerable psychological distress. Such distress may manifest as symptoms of
depression, anxiety, and post-traumatic stress disorder (Greene et al., 2015; Kestler-Peleg et al.,

2022).

Many mothers often internalize feelings of guilt, believing they are responsible for their newborns'
illnesses. This sentiment is particularly prevalent in the context of perceived breastmilk
insufficiency during the early neonatal phase. Piccolo et al. (2022) conducted a study in Malawi
where healthcare workers reported that the concerns expressed by mothers regarding inadequate
breastmilk supply are frequently perceived rather than based on actual insufficiency. Furthermore,
these mothers are sometimes told that they are not making sufficient efforts to breastfeed,
contributing to conditions such as breastfeeding jaundice. Research conducted by Kent, Gardner,

and Geddes (2016) revealed that approximately 66.6% of women produce less than the minimum
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daily requirement of 440 mL of breastmilk for their neonates during the first 14 days postpartum.
By the fourth week, 33.3% of mothers continue to produce insufficient milk, a critical concern as
the neonate's nutritional needs may exceed 440 mL per day by this stage. This initial period, crucial
for establishing adequate milk production, provides a window during which neonates are at

increased risk of developing breastfeeding jaundice.

Rafferty et al. (2019) reported that parental depression can have enduring effects on child
development and overall health. This evidence highlights the importance of addressing parental
mental health to support optimal outcomes for children. Golfenstein et al. (2017) stated that early
identification and interventions can lead to immediate and long-term stress relief. While both
mothers and fathers of hospitalized neonates can experience depressive states, the prevalence is
significantly higher in mothers, with rates ranging from 28% to 40%, compared to 5% to 13% in
fathers (Garfield et al., 2021). A Ghanaian study by Pellegrino et al. (2025) reported that there is
a presence of moderate postpartum depression and high levels postpartum stress among mothers
with hospitalized newborns at the NICU. The disparity between mothers and fathers underscores
the critical need to examine and enhance the support available to this particularly vulnerable group

of mothers by exploring the support they receive during the admission of their jaundiced neonates.

In Ghana, there is a paucity in literature on how mothers are supported during neonatal admissions.
Free maternal and child health policy initiated at the national level, serves as a form of financial
support for mothers to access healthcare (Adawudu et al. 2024), especially for neonates through
to the third month of life under the National Health Insurance Scheme (NHIS). However, a gap in
literature exists on the overall support received, during the hospitalisation of their newborns. This

study is aimed at bridging that gap in literature by exploring support for mothers during the
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hospitalisation of their jaundiced newborns and informing future research for improving support

for mothers.

1.3 Purpose of The Study

The study aimed to explore maternal support during the hospitalisation of their jaundiced newborns

at the Greater Accra Regional Hospital in Ghana.

1.4 Objectives of the study

The study was guided by the following objectives. It aimed to:

1.

Examine individual-level influences on maternal support during neonatal hospitalization
at Greater Accra Regional Hospital (GARH).

Identify interpersonal factors that influence maternal support during neonatal
hospitalization at GARH.

Examine institutional-level factors that influence support for mothers during neonatal
hospitalization at GARH.

Describe community-level factors that affect maternal support during neonatal

hospitalization at GARH.

1.5 Research Questions

The study was guided by the research questions stated below.

How do individual characteristics support mothers during neonatal hospitalisation?

What interpersonal factors influence maternal support during neonatal hospitalization?
What institutional-level factors influence support for mothers during neonatal
hospitalization at GARH?

How do community-level factors affect maternal support during neonatal hospitalization?
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1.6 Significance of study

Aligned with Sustainable Development Goals (SDG) 3.1 and 3.2, which aim to reduce the global
maternal mortality ratio to less than 70 per 100,000 live births and newborn mortality to at least
12 deaths per 1,000 live births by 2030, this study’s findings hold significant promise for
enhancing maternal and newborn health outcomes. The research outcomes are poised to contribute
to improving the quality of healthcare provided by professionals and guiding policymakers in

structuring effective healthcare interventions.

The study findings will also provide valuable insights into the existing support within healthcare
institutions, identifying gaps and resources that need strengthening. This knowledge will empower
stakeholders to implement targeted measures to support mothers and newborns effectively within

healthcare settings, thereby advancing overall healthcare quality and achieving SDG targets.

1.7 Operational Definition of Terms
The following terms are clarified below for the purpose of this study, distinguishing their specific

usage from that in other studies and related literature.

1. Maternal — the biological/birth mother of the hospitalised neonate

2. Neonatal jaundice - jaundice occurring in newborns less than 28 days of life

3. Newborn - a child just delivered who is under the age of 28 days

4. Support - Resources available to mothers within the period of hospitalisation to help them

cope with stressors

1.8 Organization of the Study

The study is organised into six chapters. Chapter one covered background, aim, purpose,

objectives, problem statement and significance of the study. In chapter two, the researcher
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highted the model or framework which guided the formulation of the study and the organisation
of the data collected in subsequent chapters. Chapter two also featured literature in the area of
the support resources mothers utilise during the hospitalisation of their jaundiced newborns. In
chapter three, the methods used in the study, the study setting, sample size, and ethical
considerations were discussed into detail. Chapter four composed of the transcribed data from
the field organized according to the framework chosen for this study to bring out the meaning of
the data collected. In chapter five the researcher discussed the finding s from chapter four,
comparing it to existing literature. Chapter six featured a summary of the whole study,

implications, limitation and recommendations deduced from the results of this research.

20



CHAPTER TWO

THEORETICAL FRAMEWORK AND LITERATURE REVIEW

To achieve the aim of this study, it is vital to map out the theoretical framework and understand
the existing body of literature in relation to the proposed research questions. This will aid in the
proper formulation of the primary research questions in accordance with evidence on the subject.
This chapter discussed the theoretical framework reviewing the relevant empirical literature in the
area of study. The theoretical framework helped in discussing the theory and phenomenon relevant
to the study. Sections 2.1 and 2.2 will discuss the theoretical framework and literature review

comprehensively.

2.1 Search for Theoretical Framework

In the attempt to find a theoretical framework ideal for this study, a few models were considered
including the grounded theory, the socioecological model and the salutongic model of health. Most
of the literature was based on the grounded theory and socioecological model. A few were done
based on the salutogenic model which is an emerging model propounded by Antonovsky in the

late 1970s.

de la Espriella and Gémez Restrepo (2020), described the grounded theory as a qualitative
approach that fosters the emergence of new theories or models from data. This method is highly
adaptable and has found application across various health research domains, including public
health, clinical settings, and education. Grounded theory is characterized by its systematic and
rigorous approach, originally developed by sociologists Barney Glaser and Anselm Strauss in 1965
during their study on Awareness of Dying in a hospital setting. The process provides insights into

behaviour through induction and discovery. Grounded theory methodology begins with inductive
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reasoning based on existing data, incorporating simultaneous data collection, analysis, and theory
construction. The approach employs constant comparison, memo writing, and theoretical
sampling, where researchers may initially use convenience or purposive sampling methods,
transitioning to theoretical sampling until saturation is achieved, that is, when additional data no

longer yield new insights. At this stage, a grounded theory is developed (Rieger, 2019).

However, grounded theory was not selected for the present study, as its primary focus is on
generating new theories from data. Instead, this research examines existing support systems,
aligning more closely with the salutogenic and socioecological models. Consequently, a combined
approach utilizing both models was employed to more effectively describe and understand the

support systems under investigation.

The Salutogenic Model of Health was also considered. This is a framework for understanding or
predicting a phenomenon by defining constructs and proposing relationships among them
(Kerlinger et al., 2000). It provides a basis for examining the relationship between systems and
maternal/neonatal health outcomes (Kivunja, 2018). The Salutogenic model of health, formulated
by Aaron Antonovsky in his 1979 book "Health, Stress and Coping," describes an individual's
capability to mobilize and utilize resources effectively in managing stress and tension. This ability
enables individuals to navigate the health ease/dis-ease continuum with confidence, anticipating
favourable outcomes (Antonovsky, 1979, p. 123). Unlike traditional approaches that focus
primarily on disease and pathology, this model emphasizes health promotion by evaluating all
available resources. It aims to achieve a balance between stressors and resources (Loizidan et al.,

2022).
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Ontario Agency for Health Protection and Promotion (2024), defines the salutogenic model as a
model that focuses on the origins of health (factors that support health and wellbeing) rather than
the factors than the causes of diseases (pathogenesis). The framework has four key concepts
namely: the health continuum, generalized and specific resistance resources, sense of coherence

and self-identity.

Key Concepts of the Salutogenic Model of Health

The model focuses on four key concepts: the health continuum, resources, sense of coherence, and

self-identify. Each of these concepts is discussed below.

Health Continuum

This concept of the salutogenic model defines health as a continuous move along a continuum of
health ease and dis-ease. In this model, health is not seen as an absence of disease or the opposite
of each other (Antonovsky, 1996). This is to say that an individual can be healthy and sick at the
same time depending on the balance of the stressors and resources available to cope. Stressors
push us down towards dis-ease, but the resources at our disposal can mitigate how far stressors

move us (Perez et al., 2021)

Generalized And Specific Resistance Resources

Resources in salutogenesis refer to the factors available to the individual that assure them that
things will work out as positively as reasonably can be. This helps people see life as structured
and consistent and not messed up (Lindstrom & Eriksson. 2005; PHO, 2024). Resources may fall
under generalised or specific. Generalised resistance resources that are associated with the

individual herself such as housing and income, cultural or social resources. These resources give
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the individual assurance that things will work out and that they are on track. Specific resistant
resources are the resources that come into play in particular situations like calling the emergency
line for an ambulance, getting vaccination for your child, utilising social support or having
dedicated nurses attend to you during hospitalisation (Ontario Agency for Health Protection and

Promotion. 2024),

Sense Of Coherence

This is an orientation peculiar to one’s personality that enables her to cope with stressful
circumstances. This kind of orientation makes one think life is manageable, understandable, and
meaningful. Manageability is the ability to handle and solve problems. Problems are seen as
challenges that need to be overcome and worth investing time to solve them. Understandability is
the orientation to perceive problems as rational occurrences. Meaningfulness is how we interpret
or perceive our lives in the face of adversity. For example, when a mother has family support and
trust, she may feel helped and not lonely, such as perceived family support and trust, can mediate
the relationship one has. When one doesn’t have this orientation, they are moved down the
continuum into dis-ease, anxiety and burnout (Ontario Agency for Health Protection and

Promotion. 2024),

Self-Identity

Self-identity refers to how we perceive ourselves and our worth in playing a part in society. Self-
identity is a crucial resource. In salutogenesis, it helps mothers cope better when they know they
are useful and part of the care being offered to their neonates, increasing a strong sense of

coherence.
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2.2 Theoretical Framework

Established theories provide foundational frameworks that are widely adopted and endorsed by
researchers, serving as essential blueprints that guide and structure research endeavours (Kivunja,
2018). In this study, the socioecological model of health was selected for its focus on how
resources, particularly support, contribute to improving maternal and child health outcomes.
Additionally, the socioecological model was incorporated for its comprehensive approach to
understanding the influence of factors across various levels on individual health. This theoretical

framework informed the study’s objectives and guided the literature review.

2.2.1 The Socio-Ecological Model (SEM)

The socio-ecological model is a conceptual framework introduced by Urie Bronfenbrenner in the
1970s. It is a model for understanding human development. The individual is placed at the centre
of a network of systems that interact with the individual to influence health (Kilanowski, 2017).
The model describes five levels or constructs namely the individual, interpersonal,
organizational/institutional, community, and policy factors that shape the health of individuals

(Olaniyan, Isiguzo, & Hawk, 2021).

KEY CONCEPTS OF THE SOCIO-ECOLOGICAL MODEL

The Individual Level

The individual level has the strongest influence. The individual level consists of interactions and
relationships with one’s immediate surroundings (Kilanowski, 2017). The individual level consists
of individuals’ characteristics, including knowledge, attitudes, and behaviours. These
characteristics come into play as support during hospitalisation when mothers are able to be self-

motivated to continue taking care of their babies (Olaniyan, Isiguzo, & Hawk, 2021).
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The Interpersonal Level

The interpersonal level of the SEM describes individuals’ familial and social networks that may
influence healthcare practices and contribute to various experiences. Strong interpersonal
dynamics in these relationships are thought to significantly affect an individual’s physical and
mental health and health decision-making. Studies have shown that social influence from
interpersonal relationships significantly affects health behaviours, including health-seeking
behaviour, breastfeeding practices, and uptake of family planning methods (Olaniyan, Isiguzo, &

Hawk, 2021)

The Institutional Level
The institutional level describes the attributes and operations of social institutions, including health
facilities and their health workers. These play a vital role in shaping healthcare decision-making.

(Olaniyan, Isiguzo, & Hawk, 2021)

The community level

The community and social networks may exert both negative and positive interactive forces on the
individual (Kilanowski, 2017). The community include the social and physical environment.
These factors may influence the actions of community groups (eg. church) and community-based
health workers. Social dynamics within a community may contribute negatively or positively to

maternal support (Olaniyan, Isiguzo, & Hawk, 2021).

The Public Policy Level

This level is also known as the policy and political influence level. It is the outermost level of the
SEM. The policy level encompasses local, state, and national laws and policies that impact health

and practice (Olaniyan, Isiguzo, & Hawk, 2021). In Ghana, there is a free maternal and child health
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policy initiated at the national level, under the National Health Insurance Policy that supports

mothers financially during neonatal hospitalisation (Adawudu et al., 2024).

Figure 1: Socio-Ecological Model

Public Policy

2.2.2 Application of The Socio-Ecological Model of Health

Neonatal hospitalization imposes physical, financial, and psychological stress on parents, with
mothers generally more affected according to the literature (Siva et al., 2024; Shetty et al., 2024;
Joshi et al., 2024). Mothers are basically the primary caretakers of newborns and, thus, the
caregivers of neonates during hospitalization. In this study’s context, the researcher posits that
mothers, who already have to go through post-delivery recovery, need support to be able to cope
with the additional stress imposed by neonatal admissions of their jaundiced newborns. The
employment of the socioecological model in this research is to help explore and categorize the

support that mothers are offered during neonatal hospitalization of their jaundiced newborns. The
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socioecological model of health has been applied in most research to aid in the identification of
factors that influence health at different levels. The model as applied in this study looks at support
in terms of the resources at all levels of the individual, interpersonal, institutional, community and
public policy that interact to positively support mothers with hospitalized newborns with jaundice.
This model was particularly chosen as it explains the relevance of the interplay of different systems
that interact to support mothers. The levels described in the model defined the objectives of the

study.

The individual, in this case, the mother, may possess some particular characteristics that serve as
strength or support for her to cope during the hospitalization of her neonate. The first objective of
the study is to find out these factors that the mother of the jaundiced neonate possesses that allow
her to manage the stress of the hospital environment. This level of the model describes individual
personal characteristics like biological factors, leadership and life skills, knowledge, awareness,
attitudes, beliefs, coping skills and stress response. Mothers taking care of their neonates will

utilize all these internal characteristics to support themselves.

As individuals, interpersonal relationships are key support systems. This includes spousal, family
and friend support. Spousal support is one of the most utilized maternal supports during
hospitalization. Social support is the belief by an individual that they are worthy of care and love,
and are part of a mutual network. It consists of many forms of assistance including financial,
emotional, instrumental and informational support from one’s relationships with significant others.
Interpersonal support is a predictor of mothers’ psychological state in a stressful and challenging
phase like the hospitalization of the neonate with jaundice. Interpersonal support serves as a
significant resource that influences an individual's capacity to effectively cope with various
stressors (Kestler-Peleg et al., 2022).
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Institutional or organizational level support as applied in this study describes the formal systems
of support. It describes the characteristics of the institution of hospitalization that forms a support
for mothers. Institutional-level support is offered by the medical staff and available institutional
facilities. This form of support is offered through family-centered care models practiced in the
facility which improves maternal psychological states. Involving the family in the care process
and keeping them informed throughout the hospital stay and good health worker-parent
relationship have a positive impact on maternal health. Uncertainty often diminishes maternal
motivation to continue treatment. The belief or acceptance that life events are comprehensible,
manageable, and meaningful, and with adequate support, outcomes can be positive to the best
possible extent. The lack of necessary support at this level can cause maternal distress. When

mothers experience uncertainty about future outcomes, their resilience is consequently diminished.

Community-level factors focus on the individual's social, cultural, and physical environments. This
includes where the individual lives, works and socializes. In applying this level to the study, factors
that will be included at this level will be groups the mother belongs to, for example, church or
community groups which can offer the mother support during neonatal hospitalizations. In a
Ghanaian traditional setting where the infant is considered as belonging to his community, some

form of help can be expected during hospitalization.

The policy-level influences on maternal support are primarily embedded in the structural, political,
and economic systems. Some laws, regulations, public policies, and social and economic factors
that are geared toward maternal and child health can positively impact maternal support during
neonatal hospitalization. This level of the construct will however not be included in the study
because mothers may not have the requisite knowledge on the available support resources for them

at the policy level.
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Available support at all levels improves maternal positive self-identity and overall health, such
that, they are observed to actively participate in the care of their hospitalized neonates. This self-
identity is closely tied to the mother's sense of being essential in her child's care. Feeling this
responsibility motivates mothers to engage actively in their infant's life during hospitalization,
thereby alleviating feelings of hopelessness. This underscores the importance of providing support

to anxious mothers by offering honest, timely, and comprehensive information.

2.3 Literature Review

PubMed, ScienceDirect, Research Gate, Scopus, Sage and PLoS One databases were searched for
relevant literature on the subject of study. Additionally, the Google search engine was utilized to
identify grey literature. The literature search utilized the following keywords: "neonatal jaundice"
OR "newborn hyperbilirubinemia", "social support", "maternal support systems" OR "hospitalized
neonates". Additional keywords included: "maternal support systems for hospitalized newborn"
OR "support systems for mothers with hospitalized jaundiced newborns", "formal and informal
support for mothers during hospitalization" OR "institutional support for mothers during

n.n n.n

hospitalization", "maternal stressors during neonatal hospitalization", "parental stressors during

n.n n n

hospitalization", "model for support systems", "maternal support models", "behaviour of nurses

and midwives towards newborn resuscitation", "practice of newborn care", and "prevalence of

neonatal jaundice" OR "burden of neonatal jaundice".

The literature was organized around neonatal jaundice and aligned with the study's objectives,
which were to: identify maternal stressors triggering psychosocial distress, assess support systems
(resources) available to mothers during neonatal hospitalization, explore institutional and medical
staff support for mothers practicing Family-Centered Care (FCC) with their hospitalized

newborns, and investigate practices that enhance self-identity for mothers caring for jaundiced
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newborns in hospital settings. The research focused exclusively on human studies published in the

English language.

2.3.1 Overview of Neonatal Jaundice and Hospitalization

Neonatal jaundice, as defined by Ansong-Assoku et al. (2024), refers to the accumulation of
bilirubin in an infant's skin and mucous membranes due to elevated bilirubin levels in the blood.
It typically manifests with yellowish discoloration of the skin, mucous membranes, and sclera. In
most cases, neonatal jaundice is mild, transient, and self-limiting (physiological) with appropriate
care. Pathological jaundice represents a more severe form, distinguishable from physiological
jaundice, and includes subtypes such as conjugated and unconjugated hyperbilirubinemia.
Pathological jaundice may result from underlying medical or surgical conditions. If untreated or
improperly managed, it can lead to complications such as encephalopathy and neurological issues.
Determining the cause of neonatal hyperbilirubinemia is crucial for guiding treatment modalities.
This involves assessing bilirubin levels using transcutaneous measurement devices or blood
samples to evaluate serum bilirubin levels for unconjugated hyperbilirubinemia. Conjugated
hyperbilirubinemia is diagnosed through laboratory studies, including serum aminotransferase

levels, urine cultures, and prothrombin time measurements.

According to Diala et al. (2023), a review of 84 articles representing global data on neonatal
jaundice admissions revealed that 14.26% of neonates in these studies had Severe Neonatal
Jaundice (SNJ). The prevalence of jaundice-related admissions ranged from 0.73% to 3.34%, with
the highest rates observed in African and South-East Asian regions. Jaundice-related deaths varied
from 0% to 1.49%, with the highest percentages noted in African and Eastern Mediterranean
regions. Among neonates with jaundice, the prevalence of Severe Neonatal Jaundice ranged from

8.31% to 31.49%, with the highest rates found in the African region. Jaundice-related deaths were
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reported at 13.02%, 7.52%, 2.01%, and 0.07% in the Eastern Mediterranean, African, Southeast
Asian, and European regions respectively, with no reported deaths in the Americas. The global
burden of SNIJ in hospitalized neonates remains significant, contributing to preventable morbidity

and mortality, particularly in low- and middle-income countries (Diala et al., 2023).

Phototherapy and exchange transfusion are the primary treatments for unconjugated
hyperbilirubinemia, with some patients potentially benefiting from intravenous immunoglobulin
therapy. However, managing conjugated hyperbilirubinemia is more complex and contingent upon
identifying its underlying cause. Therefore, demonstrating proficiency in timely identification,
implementing effective interventions, and fostering interprofessional team collaboration for
coordinated care is crucial. These efforts are essential for improving neonatal health outcomes and

reducing morbidity, as emphasized by Ansong-Assoku et al. (2024).

Diala et al. (2023) reported that Neonatal jaundice accounted for 21.99% of all neonatal admissions
across WHO regions. Among these admissions, 8.31-31.49% had clinical evidence of severe
disease. Severe Neonatal Jaundice ranks among the top 5—10 causes of neonatal deaths in countries
with the highest number of neonatal deaths as recorded by the Global Burden of Disease. Africa
records most of the admissions, morbidities and mortalities relative to other regions. In Ghana, the
Emergency Unit of the Department of Child Health at KBTH (excluding the NICU) reported that
neonatal jaundice accounted for 30.2% of the 1154 neonatal admissions to the emergency room,
according to morbidity and mortality data. Among these admissions, 8.0% resulted in fatalities

(Amegan-Aho et al., 2019).

Regardless of the severity or duration of neonatal admissions, parents experience significant
distress. Mothers, in particular, face physical and emotional stressors that can lead to anxiety,

depression, fatigue, and disrupted sleep patterns (Busse et al., 2013; Bry & Wigert, 2019).
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Expecting a healthy infant, mothers are often unprepared for the challenges of hospitalization
(Kestler-Peleg et al., 2022). The separation from their babies and the transfer of caregiving
responsibilities to medical professionals expose mothers to the fragility of their newborns, who are
often connected to various medical devices, heightening their sense of vulnerability. The
uncertainty surrounding their infants' conditions exacerbates psychological distress, manifesting
in symptoms such as depression, anxiety, and post-traumatic stress (Greene et al., 2015; Kestler-

Peleg et al., 2022).

Mothers often experience guilt, feeling responsible for their newborns' illnesses. For instance,
perceptions of breastmilk insufficiency in the early neonatal phase, as reported by mothers, are
often subjective rather than actual, according to a study by Piccolo et al. (2022) in Malawi, based
on interviews with health workers. Mothers may be erronecously informed that inadequate
breastfeeding efforts lead to conditions like breastfeeding jaundice. Research by Kent, Gardner,
and Geddes (2016) indicated that nearly 66.6% of women produce less milk than the recommended
minimum daily requirement of 440ml for their neonates during the first 14 days of life. By the
fourth week, 33.3% continued to produce below this threshold, potentially contributing to

breastfeeding jaundice during the critical period of establishing milk production.

Furthermore, some mothers face challenges due to insufficient glandular tissue, which prevents
them from producing adequate breast milk. These mothers may benefit from early intervention by
lactation consultants during prenatal care to diagnose issues and create plans to support infant
nutrition post-delivery. Separation from their neonates during treatment exacerbates stress and
anxiety, further complicating lactation. Parents may also blame themselves for conditions like
breastmilk jaundice, genetic factors causing hemolytic jaundice, ABO and Rh incompatibility, and

sepsis in their newborns. Depressive states affect both mothers and fathers of hospitalized
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neonates, but the prevalence is significantly higher among mothers, ranging from 28% to 40%,
compared to 5% to 13% among fathers (Garfield et al., 2021). This disparity underscores the urgent

need to study and enhance the support systems available to this particularly vulnerable group.

Rafferty et al. (2019), presented compelling evidence that parental depression can profoundly and
persistently affect child development and overall health. This highlights the critical importance of
addressing parental mental health to promote optimal child outcomes. Golfenstein et al. (2017)
emphasized that early identification and intervention for parental distress can provide both
immediate and long-term relief. They argued that interventions should be tailored to the specific
needs of each family, considering the format, timing, and setting to maximize effectiveness.
Applying the Socioecological model of health, which focuses on factors that support human health
and well-being rather than factors that cause disease, allows us to examine the informal and formal
social support systems available to mothers with hospitalized infants (Kestler-Peleg et al., 2022).
This model helps us understand how these support systems can be leveraged to promote maternal

resilience and well-being during such challenging times.

2.3.2 Individual/Intrapersonal-level factors that influence maternal support

Ong et al. (2022) described the nature of NICU admissions as a frightening experience which has
the ability to impact the quality of life of mothers, considering the fact that they are now recovering
after delivery which is a critical phase. Mothers are pushed to find a balance between dealing with
their body changes, family role changes, new responsibilities, financial burden and need for
support. The individual/intrapersonal level consists of individuals’ characteristics, including
knowledge, attitudes, perception, beliefs and behaviours. These characteristics come into play as
support during hospitalisation when mothers are able to be self-motivated to continue taking care

of their babies.
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Bronfenbrenner (1970) outlined three individual-level traits that influence an individual’s
development: demand, resources, and force. He explained this demand as the role that the
individual has to perform, in this case, the mother’s role as a caretaker of the jaundiced neonate
determined by her age and gender. Resources were explained as those characteristics such as the
skills, intelligence, abilities, income, education and experience. He also described force as
psychological factors such as motivation and emotion which are unique to the individual.
Educational level or knowledge was found to influence the kind of need an individual would
utilise. Highly educated individuals prioritised safety, accessibility and environmental connection
while lower-educated people placed importance on interaction and group participation (Zhang et

al., 2023),

Alshowkan et al. (2023) found that women who had other children and older than 40 use more
emotional-focused coping compared to those between 21 to 40. This may be because they may
have had to go through admissions of their other children and are more able to adapt than new
mothers who are going through this distress for the first time. This serves as a strength or coping
mechanism for those experienced mothers to better manage themselves and be efficient at taking

care of their neonates with jaundice.

Walker et al. (2024) outlined some postpartum coping measures such as self-regulation, self-care,
education and employment. These attributes were reported as being some maternal factors that
come in handy to combat stress and serve as support. Individual-level barriers such as lack of
motivation and misperceptions can be implicated in non-adherence and poor health outcomes

(Reyes et al., 2023).
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2.3.3. The Interpersonal Level Support for Mothers

The individual does not exist in isolation, but rather within many relationships and contexts.
Kestler-Peleg et al. (2022) provided an in-depth analysis of the social support systems available to
mothers, categorizing them into formal and informal support networks. According to their study,
informal social support comprises assistance provided by spouses, family members, and friends.
These forms of support are crucial in offering emotional and practical help during challenging

times and can be utilised at the interpersonal level.

Spousal support is the major source of support during hospitalization. Mothers rely greatly on their
spouses for support which is usually the infant’s father. These fathers are also in some cases in
shock of their child’s condition. However, working together hand in hand to achieve optimal health
for the neonate is the priority and so mothers derive support from their spouses (Kestler-Peleg et

al., 2020). Spousal support decreases maternal postpartum depression risk.

Mothers who have support from family have decreased depressive symptoms compared to those
who do not have this kind of support. Although the extended family also have to cope with the
stress of the condition of the neonate, their support for the parents has an increased influence on
their psychological and physical well-being (Zafrir Priel et al., 2022). In Ghana, Mothers, mothers-
in-law and siblings can take turns caring for the hospitalized neonate while the mother rests for a
while. This help transcends to post-discharge help which serves as support for the mother (Adama,
Sundin & Bayes, 2021). As family support increases there is a decrease in the anxiety level of

mothers.

The extended family including grandparents, aunties and uncles, form a formidable source of
emotional, financial and caretaker support for mothers who have their newborns hospitalized.

Their role cannot be overlooked as the child is the responsibility of the whole family in the
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Ghanaian context. They are trusted with even the primary care of the newborn as help for the new
mother. Mothers or mothers-in-law and maternal siblings are the most implicated in this regard

(Adama, Sundin & Bayes, 2021).

2.3.4 Institutional Support for Mothers with Hospitalized Neonates

The institutional level consists of the geographical and financial access to health facilities, health
facilities attributes, staff coverage, and healthcare worker attributes (Adama et al., 2022). At the
37 military hospital in Ghana for instance, study findings showed that mothers of hospitalized
newborns receive logistical support (sleeping room, mattresses, bathrooms and toilets),
psychosocial support services (counselling, peer support, kangaroo mother care) and health
education from various health professionals although these support services were not adequate

(Apedani et al., 2021).

In low- to middle-income countries (LMICs), where healthcare resources are often limited and the
ratio of medical staff to patients is high, mothers frequently assume the responsibility of providing
both primary and specialized care to their sick children. This situation arises despite receiving
inadequate information and support on how to perform these tasks effectively. In contrast, in more
developed and resource-rich settings, mothers are typically limited to providing basic care, such
as diaper changes, with the more specialized aspects of care being handled by medical
professionals. This discrepancy in care roles can leave mothers in LMICs feeling powerless and

anxious about their ability to care for their babies post-discharge (Oluoch et al., 2023).

There is substantial evidence indicating that parental invelvement in the care of their hospitalized
newborns yields significant benefits for both the infants and their parents, fostering better health
outcomes and enhancing parental confidence and bonding. More attention is needed in strategizing

plans to reduce maternal stress. Ong et al. (2022) advocated for special nursing interventions which
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needed to be implemented immediately from the onset of neonatal admission. The strategies are
geared towards maternal needs for information, communication and support. Zolkefli (2022), also

proposed early education and emotional support to be given to mothers as a means of support.

The study by Oluoch et al. (2023) reveals significant variations in maternal participation in the
care of neonates, influenced largely by the hospital's structure, economic status, and social context.
The research, which was conducted in Kenya, a lower-income country, identified that in poorly
resourced government hospitals, there is often an immediate, informal, and unplanned delegation
of neonatal care responsibilities to mothers. This delegation occurs without sufficient training or
support, reflecting the urgent need to fill gaps in care due to limited resources. In contrast, faith-
based facilities in the same region adopt a more structured approach where neonates are initially
separated from their mothers. Tasks such as bathing and diaper changing are introduced gradually
and under strict supervision. However, both systems of care—whether in government or faith-
based settings—were found to lack adequate support for breastfeeding. Additionally, the study
noted that the specific needs of mothers, such as psychological and emotional support, were

frequently overlooked in these environments.

Recent evidence suggests that while effective clinical management is crucial for the survival of
neonates, it is not the sole determinant of positive health outcomes. Social factors and the active
involvement of caregivers are equally vital (Johnson, 2013; Oluoch et al., 2023). Recognizing this,
the World Health Organization (WHO) outlined in their 2020 guidelines, "Standards for Improving
the Quality of Care for Small and Sick Newborns in Health Facilities," the necessity of
incorporating counselling and education on the infant's illness and treatments for all caregivers.
These guidelines underscore the importance of treating parents as integral partners in the care

process. The WHO (2020), mandates that newborns should have access to standardized and
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adequate healthcare. This standardization ensures that caregivers, particularly mothers, are well-
informed and supported, which in turn alleviates their psychological distress. By fostering an
environment where mothers are recognized as crucial participants in the care of their babies, there
is a promotion of positive self-identity and a movement towards health ease. This empowerment
helps mothers believe in their competence and significance in their infants' care, thereby enhancing

their ability to manage their babies' health challenges effectively (Hill, Knafl & Santacroce, 2018).

Mothers experience a gap between expected and actual support provided by health care staff. The
health care staff believe mothers need support. However. that was not their primary focus, stating
workload as a barrier (Negarandeh et al., 2021). Training Healthcare professionals in
communication skills, counselling and adopting a family-centred is a way to support mothers to
strengthen their resilience (Eduku, Annan, & Ani-Amponsah, 2024). Also, there must be adequate
facility resources to ensure seamless care delivery, as lack of experienced human resources, lack
of accountability of staff, unrealistic expectations, and lack of physical space or supplies can

negatively impact health (Reyes et al., 2023)

2.3.5 Community Level Support for Mothers

The Community level refers to the physical environment and social networks of the mother which
has the ability to serve as support during neonatal admission. In the Ghanaian traditional context,
the child is believed to be the responsibility of the community and thus, they may offer help in
various forms. A study conducted by Adama, Sundin and Bayes (2021), found that neighbours and
community members offer various kinds of help to new mothers including physical and

informational help.

Peer support, which comprises a group of people with similar characteristics, for example, a group

of mothers with jaundiced newborns, is one community group that can form support for mothers.
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When asked how peer support has been of help to them, parents reported that it decreased feelings
of isolation, increased their hope and resilience and getting practical “parent” information. Sharing
stories amongst themselves helped parents trust that it was possible to adapt and thrive, decreased
negative emotions and empowered them in their parental role (Dahan et al., 2022). Peer support
meetings are a unique and useful means to support parents and improve clinical outcomes. Mothers

are disadvantaged where there is a lack of community support and appropriate resources (Reyes et

al., 2023).

In Ghana, there is a saying “It takes a village to raise a child”. This saying is deeply rooted in the
Ghanaian citizens. Extended families and the community at large play a crucial role in nurturing
and guiding children, often stepping in to provide support that goes beyond the nuclear family
structure. Friends and neighbors contribute and provide physical and financial support for mothers,
helping them feel a sense of belonging mothers (Adama, Sundin & Bayes, 2021). They also offer
caregiving opportunities, advice and mentorship. This communal approach fosters cultural values
such as respect for elders and the importance of community, while also providing financial and
emotional stability in times of need. It is imperative that health workers know that social networks
(community and extended family members) have a great influence on the care of infants. This will
foster good working relationships with them and collaborative support for mothers (Adama,

Sundin & Bayes, 2021).

2.4 Summary of Literature Review

This chapter provided an overview of the theoretical framework which guided the research. The
socio-ecological model was chosen because of its relevance to the topic and its aim of exploring
the support resources, available to mothers of hospitalized jaundiced newborns. The socio-

ecological model helped to organize the support systems under individual, interpersonal,
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institutional and community levels. The chapter also provided a comprehensive account of the
methodology employed in the literature review. The review focused on several key topics,
including neonatal jaundice, neonatal admissions, individual-level influences on maternal support,
interpersonal and institutional-level support for mothers, and community and policy influences on
maternal support. Ghana, a sub-Saharan African nation classified as a lower-middle-income
country, serves as the geographical and socio-economic context for this review. The literature
indicates that the burden of neonatal jaundice—encompassing severe cases, admissions,
complications, and mortality—is particularly significant in such regions. The review further
reveals that maternal stressors are especially prevalent in these settings. Despite the evident need,
the social support systems available to mothers are inadequately structured. Communication with
and involvement of parents in the care of hospitalized neonates is limited. In contexts where
mothers are included in the caregiving process, the support provided is often neither well-informed
nor well-coordinated, exacerbating maternal distress and feelings of inadequacy regarding the care

of their infants.

The literature review identified several strategies to assist mothers in enhancing their
psychological well-being and overall quality of life. These strategies primarily revolved around
the provision of social support, which was delineated into formal and informal categories. Formal
support encompasses institutional support provided by hospital systems and staff, as well as public
policies that facilitate the integration of caregivers into the care process of their infants. This
includes structured programs and protocols aimed at fostering greater involvement and support for
mothers within the healthcare setting. Informal support pertains to the assistance provided by
spouses, family members, and friends. This form of support is crucial in offering emotional and

practical aid that complements the formal mechanisms available in healthcare environments.
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The purpose of the literature review was to underscore the necessity of further investigations on
the current structure of maternal support during neonatal admissions within Ghana's healthcare
system. This study aims to address this gap by exploring the topic in the Greater Accra region, the
capital of Ghana. Through this investigation, the study seeks to provide insights into how maternal
support can be effectively structured and enhanced during neonatal care. The findings of this
research are expected to contribute significantly to the enhancement of both formal and informal
support systems for mothers and caregivers in the Greater Accra region and, more broadly, across
Ghana. By illuminating the current practices and identifying gaps in the support provided during
neonatal admissions, this study will provide a foundation for future research in the fields of
neonatal and maternal health. Moreover, the insights gained will be instrumental in shaping clinical
practices and informing policy-making aimed at restructuring the support systems within

healthcare settings to better address the needs of mothers and neonates.

This chapter has established the analytical framework for the study, drawing on themes from
similar research to guide the empirical investigation. These themes, derived from a thorough
review of the literature, will serve as a foundation for the detailed analysis and discussions
presented in subsequent chapters. The exploration of these themes in the context of neonatal care
in Ghana will be pivotal in understanding and proposing effective strategies to improve the quality

of life for both mothers and their infants during and after neonatal admissions.
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CHAPTER THREE

RESEARCH METHODOLOGY

This chapter was dedicated to discussing the entire research process, including the description of
the research design, study setting, study population, sampling techniques, sample size
determination and participant recruitment, data collection, and data analysis. A narrative of
methodological rigour and ethical considerations were highlighted. Polit and Beck (2020) defined
research methodology as a systematic approach to solving problems and as a science of
understanding how to conduct research. Research methodology offers a structured framework for
investigating phenomena. It necessitates that the researcher elucidates, describes, and forecasts
their subject of interest in @ manner that adheres to scientifically rigorous standards. Research
methodology primarily encompasses two main types: quantitative and qualitative research.
Qualitative research focuses on exploring and comprehending the experiences and perspectives of
participants concerning the specific topic under investigation. This approach facilitates a profound
understanding of the context and nuances of the situation (Creswell & Miller, 2000; Lincoln, 1995;

Polit & Beck, 2020).

3.1 Research Paradigm

The researcher adopted a constructivist paradigm during this study, assuming that knowledge is
constructed through lived individual experiences and social interactions. In exploring support for
mothers during the admission of their jaundiced newborns, the researcher examined how mothers
construct meaning and understanding of their experiences. The researcher uncovered the
subjective contextual nature of maternal support through in-depth interviews and thematic
analysis. The constructivist paradigm allowed a deep understanding of the support mothers

received during the hospitalisation of their jaundiced newborns, highlighting the importance of
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self-optimization, meaningful relationships, social support and institutional support. This
paradigm employed in this study, informs targeted interventions to address the individualised

nature of their experiences.

3. 2 Research Design

This was a qualitative study using an explorative descriptive design. Tenny, Brannan, and Brannan
(2024) defined qualitative research as an approach that explores and provides deeper insights into
real-world problems. Qualitative research prioritizes understanding participants' perceptions,
behaviours, and experiences regarding a phenomenon, rather than focusing on numerical data, as
is typical in quantitative research. Descriptive design is a qualitative research design that is flexible
and explorative in nature. The design can be used for rigorous studies due to its adaptability to suit
research into areas where little is known by borrowing from other methods. This flexibility
provides the researcher the opportunity to choose which methods best suit a practice-based
research purpose. This method will help the researcher probe more into the phenomena of interest

and guide the interview process (Hunter, McCallum, & Howes, 2018).

Sandelowski (2000) and Stebbins (2001) who propounded the descriptive and explorative research
designs, posited that the design is best suited for research where the phenomenon is vague or has
little to no literature. The justification for choosing this approach is that exploratory descriptive
design utilises literature that is closely related to the area of study to demonstrate how the
unexplored aspects of the phenomena can be ivestigated (Hunter, McCallum, & Howes, 2018).
The area under study, which is maternal support during hospitalisation of their jaundiced
newborns, has not been directly investigated in the Ghanaian context, hence the choice of the

explorative descriptive approach.
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3.3 Research Setting

A critical aspect of any research is the selection of an appropriate setting, which ensures access to
individuals with the requisite knowledge, information, or experience relevant to the study’s focus.
For this research, the Greater Accra Regional Hospital (GARH) in the Greater Accra Region of
Ghana was chosen as the study setting. Located in North Ridge within the Osu-Klottey Sub-Metro
of the Accra Metropolitan Area, GARH spans approximately 15.65 acres. As the regional hospital
for the Greater Accra region, GARH caters to an estimated population of over 4,671,363 people.
Its extensive catchment area encompasses several key suburbs, including Ridge, Nima, Maamobi,
Kanda, Accra New Town, Kotobabi, Osu, La, Adabraka, Achimota, Airport Residential Area, and

Central Accra.

GARH has a rich history, having been established in 1928 initially as a hospital for European
expatriates. Following Ghana's independence in 1957, it transitioned to a District Hospital, and in
1997, it was designated as Ridge Regional Hospital. In recent years, GARH has undergone
significant transformation into a modern facility with a 420-bed capacity, offering specialized
services that meet the needs of the rapidly growing capital city. The hospital is licensed by the
Health Facilities Regulatory Agency (HeFRA) as a tertiary hospital, underscoring its role in

providing advanced healthcare services.

Due to its comprehensive service coverage, and the diverse population it serves, the facility
promised a dense number of the target population for this study. This location was selected for its
accessibility to a diverse population of stakeholders who are well-versed and experienced in the
subject matter under investigation. The hospital serves as a referral point for many other sub-

hospitals, offering a target population with diverse backgrounds for this study. The hospital

45



University of Ghana http://ugspace.ug.edu.gh

provides a conducive environment for gathering data that aligns with the objectives of the research,

ensuring that the insights collected are both relevant and robust.

The hospital's broad catchment area and its history of evolution from a local to a regional
healthcare provider made it a rich source of data and insights relevant to the study’s objectives.
The modern facilities and the variety of specialist services available at GARH further enhance its
suitability as a research setting, ensuring access to a wide range of patients with varied experiences

and perspectives.

Ga West
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Figure 2: Map of the Greater Accra Region
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3.4 Target Population
The target population for this study were mothers whose jaundiced newborns were hospitalized in
the neonatal units (NICU and Babies Unit) at the Greater Accra Regional Hospital during the data

collection period.

3.5 Inclusion Criteria

Inclusion criteria specify the distinct characteristics individuals must possess to be eligible for
participation in a study, ensuring the integrity and relevance of the research findings (Whitehead
& Lopez, 2013). Careful selection of participants enhances the quality of data by focusing on

obtaining rich, detailed information rather than simply increasing the sample size.

The inclusion criteria for this study were as follows:

1. Mothers of hospitalized newborns diagnosed with jaundice who were willing and able to
provide informed consent to participate in the study.

2. Mothers who were physically present at Greater Accra Regional Hospital on the day of
data collection effective data collection and accurate responses.

3. Participants who could communicate fluently in English, Ga or Twi to ensure effective

data collection.

Individuals who met these criteria were invited to participate in the data collection which aligned
with the study’s objectives and provided meaningful insights into maternal support during

hospitalisation of their jaundiced newborns.

3.6 Exclusion Criteria

The exclusion criteria for this study were as follows:
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1. Mothers experiencing significant emotional distress that impairs their ability to
objectively discuss their child’s condition.
2. Mothers of hospitalized newborns with jaundice who were unavailable at the time of data

collection.

3.7 Sampling Technique

The study utilized a purposive sampling technique, a nonprobability method that involves selecting
participants based on specific attributes that best align with the study's objective (Nyimbili &
Nyimbili, 2024). Mothers of the neonates, who directly experienced the support systems under
investigation, participated in the study. Purposive sampling technique was used because the
number of mothers available for interview were limited. The mothers had so much on their hands
with commuting, strict visiting times and feeding. Mothers could have been discharged prior to
interview should any other sampling method be used because the length of hospital stay was

between two to eight days which would have caused sample attrition.

3.8 Sample Size

In qualitative studies, the sample size is primarily concerned with the researcher's ability to gather
comprehensive data relevant to the study's focus rather than the sheer number of participants
involved (Whitehead & Lopez, 2013). Accordingly, the researcher interviewed mothers with
jaundiced neonates who met the inclusion criteria for the study. Interviews continued until data
saturation was achieved (Hennink & Kaiser, 2022) at the sixteenth (16™) participant. Data
saturation means that no new information was recorded upon further interviews. The sample size

was based on the depth and duration of interviews, the richness of the data, and saturation.
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3.9 Tool for Data Collection

Various methods exist for collecting data in qualitative studies, with interviews being the most
commonly used approach. In interviews, researchers interact with participants to gather data
through narratives or conversations, either individually or in group settings. Interviews can be
categorized into three main types: structured, semi-structured, and unstructured (Polit & Beck,
2020). Structured interviews strictly follow a predetermined set of questions outlined in an
interview guide. Semi-structured interviews allow for flexibility, including follow-up questions
and probe to deepen understanding of the participants' perspectives. Unstructured interviews are

more conversational and do not adhere to a specific set of questions (Sanchez, 2023).

This study utilized a semi-structured, open-ended interview guide to explore participants'
experiences, particularly mothers' perspectives on the support they receive during neonatal
hospitalization of their jaundiced babies. The interview guide was designed based on the study
objectives, insights from the literature review, and input from the supervisors to ensure
methodological rigour. The interview guide had 3 sections. Section A covered background
information on participants, Section B covered neonatal admissions and maternal challenges and
Section C covered support systems for mothers during neonatal hospitalization under each level
of the socioecological model. For data collection, the researcher used an audio-recording device
as the primary tool for recording interviews, supplemented by a mobile phone recorder for backup.
These devices were selected because they facilitate accurate transcription and allow for replay

during analysis, which is crucial in qualitative research.

3.10 Pretesting of the Interview Guide
The interview guide underwent pretesting at the paediatric unit of the Greater Accra Regional
Hospital. This pilot study aimed to gather feedback, identify unclear or complex questions, and
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refine the interview guide in preparation for the main research phase. Two mothers were
interviewed during this phase. The pretesting provided valuable insights into the perspectives of
mothers regarding the existing support at the facility. It helped restructure some of the questions
and aided in formulating probes. This ensured the credibility and trustworthiness of the interview

guide. It also informed necessary adaptations before conducting the actual interviews.

3.11 Data Collection Procedure

Ethical clearance for this study was obtained from the Ghana Health Service Ethics Committee
and the local institutional review board of the Greater Accra Regional Hospital, supported by an
introductory letter from the School of Nursing and Midwifery, University of Ghana, Legon. A
Personnel from the local review board of GARH was assigned to the researcher to the Head of
department of the paediatric unit. From there, the researcher was taken to the Medical Officer in-
charge of the paediatric unit and the Nurse in charge at the babies’ unit where the data was to be
collected. The researcher was introduced to the mothers who were on admission with their
jaundiced newborns at the time. The researcher was introduced as a student of the University of
Ghana undertaking research which would require their cooperation. The researcher was allowed
some time to talk to the mothers about the research and its importance in contributing to
knowledge. Mothers who were interested in participating in the research were noted. Suitable times
and places for the interviews were sought and interviews were carried out at the convenient time
and place for the participants. Prior to participating in the face-to-face interviews, all potential
participants received an information sheet detailing the study's objectives and procedures. The
rationale for the study was explained, participants were given information sheet detailing the scope
of the study including risks and compensation. Participants were required to sign consent forms

indicating their willingness to participate. Confidentiality was strictly maintained throughout the
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research process. Participants were assured of their right to withdraw from the study at any time

without consequences.

The study utilized a semi-structured interview format with participants who voluntarily agreed to
take part. Each participant received a consent form, which was thoroughly explained and signed
before the interview. Participants had the autonomy to choose the location, time, and day for their
interviews, all of which took place within the hospital premises. They were informed that the
interviews were being audio-recorded. Confidentiality and anonymity were strictly maintained to
address any concerns about privacy and ensure that participants felt secured in sharing their

perspectives.

Each interview lasted approximately 30-45 minutes. The researcher also observed nonverbal cues
such as body language and tone of voice, fieldnote were taken during the interaction. Interviews
continued until data saturation was achieved. No new information or insights emerge from further
interviews. The principal investigator retained ownership of the data collected. To protect

participant identities, pseudonyms rather than personal identifiers were used.

3.12 Data Management

Encrypted soft copies of transcripts were stored exclusively on the researcher's laptop, ensuring
that only the researcher and supervisor had access to the interview data. The physical recorder,
transcription documents, and field notes were securely stored under lock and key in the researcher's
home to prevent unauthorized access. To protect participant identities, each participant was
assigned pseudonyms for easy identification in the study. These measures aligned with Section 24,
subsection 3 of the Republic of Ghana's Data Protection Act, 2012, which mandates safeguarding

stored data from unauthorized access. All data collected, including field diaries, were stored on a
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computer with dual-verification password protection, ensuring access is restricted to the researcher
and supervisors only. Transcripts and other research documents were securely stored under lock

and key at the researcher's home to prevent unauthorized access.

3.13 Data Analysis

During this phase, data collected from the research field were interpreted (Lincoln, 1995).
Thematic content analysis served as the methodological approach for data analysis, facilitating the
organization of collected data into coherent themes (Kim et al., 2017; Willis et al., 2016). This

systematic method allowed for a structured approach to the data analysis and interpretation.

Thematic analysis is a method of analysing qualitative data through pattern identification, pattern
reporting from the data set and interpretation of inherent meaning (Braun & Clarke, 2006). Braun
and Clarke (2006) described six steps involved in the thematic data analysis process; the process
starts by the researcher familiarising with the data. At this stage, the researcher went through the
data collected to get acquainted with it. The researcher transcribed audio recorded on the field and
went over the transcripts repeatedly. This afforded the opportunity to identify patterns and note
down peculiar features of the data. Next, the researcher systematically identified and labelled the
parts of the data that spoke to the research questions. The labels were used as codes which helped
to organize and categorize the data. The theme generation phase was done by clustering the codes
into broader patterns called themes. Themes were constructed based on the researcher’s
interpretation of the codes generated. Next, the researcher reviewed the themes. Initial themes were
evaluated against the coded data and the entire field data in this phase. This was done to ensure
that themes were representative of the original field data, and were accurate and comprehensive.
Themes were reviewed or discarded in this phase and new ones generated. The researcher then,

refined, defined, and named the themes. The themes were refined in this phase to capture its scope
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and boundaries. This made each theme distinct, conveying meaning to the reader. Finally, the
writeup stage. This final stage of the process was where the researcher weaved together the various
themes to present a coherent narrative and interpretation of the data in an insightful manner to
answer the research questions and connect findings to existing literature. These six staged analysis
processes were employed in the data analysis phase to aid in a concise representation of the field

data under the supervision of the supervisor.

3.14 Methodological Rigor (Trustworthiness)

Marquart (2017) described methodological rigor as how sound and precise a study is in terms of
planning, data collection, analysis, and reporting. This section addressed the criteria of credibility,
transferability, dependability, and confirmability of the study. The researcher upheld the rigor of

the research process to meet acceptable standards of quality.

Credibility was ensured by accurately representing participants' responses and maintaining
alignment between their perspectives and the researcher’s interpretations. The interview guide was
pre-tested to validate its suitability for the study. Verbal transcriptions were promptly completed
after each interview, while audio recordings and a field diary documented the entire process to
secure and trace data. An audit trail further logged events and documentation to ensure
dependability. To enhance transferability, the researcher provided a comprehensive description of
the research setting, study design, sample size, detailed description of sampling technique, data
collection methods, inclusion and exclusion criteria, as well as details on the duration and
timeframe of data collection. Confirmability, which encompasses credibility, transferability, and

dependability, were achieved through meticulous adherence to these steps throughout the study.
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3.15 Ethical Consideration

Ethical clearance for this study was obtained from the Ghana Health Service Ethics Committee
(GHS-ERC:039/01/25) to adhere to international ethical standards. Permission was sought from
the local institutional review boards of the Greater Accra Regional Hospital, supported by an
introductory letter from the School of Nursing and Midwifery, University of Ghana, Legon. The
research design, procedures, and ethical safeguards were clearly outlined in the approval
application. Informed consent was obtained from all mothers involved in the study. Participants
were provided with comprehensive information about the study and its purpose, procedures,
potential risks, and benefits. It was clearly communicated that participation was voluntary, and
they can withdraw at any stage without facing adverse consequences. The researcher respected the
dignity, privacy, and autonomy of the individuals involved in the research, ensuring that their
rights and well-being were protected. Anonymity was ensured by assigning pseudonyms to the
participants. Pseudonyms were determined by the participant number and ward of admission.

Example, 001BU means the first participant to be interviewed was from the babies’ unit

Data collection (interviews) commenced in April 2025. Prior to participating in face-to-face
interviews, all potential participants received an information sheet detailing the study's objectives
and procedures. The rationale for the study was explained, and participants were required to sign
consent forms indicating their willingness to participate. Confidentiality was strictly maintained
throughout the research process. Participants were assured of their right to withdraw from the study
at any time without consequences, and they had full autonomy in choosing the interview date,
time, and location. Participants received a snack package after the interviews as compensation for

their time spent and participation.
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CHAPTER FOUR

STUDY FINDINGS

The findings of the study were summarized in this chapter. The researcher interviewed sixteen
mothers at the Greater Accra Regional Hospital, whose newborns had been hospitalized on account
of neonatal jaundice. The Socioecological model provided the framework for organizing the data
collected. The theory’s constructs and the objectives of the study informed the formation of themes

and subthemes. The researcher categorized the data into four themes and thirteen subthemes.

The four themes are intrapersonal support (three subthemes), interpersonal support (five
subthemes), institutional support (two subthemes) and community level support (three subthemes).
All four constructs identified were in synch with the socioecological model which served as the
framework for the study. Comments and quotes from participants are explained further in
subsequent sections of this chapter with respect to the objectives and constructs of the study’s

framework including demographic characteristic of participants.

4.1 Demographic Characteristics

The researcher interviewed sixteen (16) mothers. These mothers were of different age groups;
youngest being fifteen (15) years and the oldest being 40years with mean age of 29 years. There
were two teenage mothers (15 and 17 years). The mothers were of varying educational levels from
Junior high school to a master’s holder. Their professions included two (2) students, three (3)
seamstresses, one (1) trader, two (2) caterers, one (1) real estate agent, one (1) salesperson, two
(2) accountants, two (2) nurses, a midwife and a teacher. Fifteen mothers had one baby each on
admission while the sixteenth(16™ participant had twins, making seventeen (17) babies in all with

mean age of five days (5) days. Participants were either recruited from the paediatric unit (PU)
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neonatal room or the Babies unit (BU). All participants were mothers who had their babies
admitted within the first week of life on account of neonatal jaundice. All babies where on
admission and undergoing phototherapy at the time of the mother’s interview. Babies whose
mothers were interviewed were within two (2) to eight (8) days old following delivery. The
nationality included thirteen (13) Ghanaians, two (2) Nigerians and one (1) Gabonese. All
participants were Christians. The researcher could not get participants with other religious
affiliations during the period of data collection. Twelve (12) participants were from the Babies’
Unit while four (4) participants were from the paediatric unit’s neonatal room. This is important
to note because the babies’ unit is quite different from the paediatric unit in terms of operation. At
the paediatric unit, there is a four (4) bedder neonatal room where mothers can be on admission
with their newborns who are undergoing phototherapy. The Babies’ Unit however, does not have
beds for mothers. It is purely baby suited and mothers are made to come in 6am, 9am, 12pm, 3pm
and 6pm to feed and change diapers. Each feeding and changing session lasting an hour. Mothers
see and feed their babies for the last time from 6pm to 7pm and leave for the night, returning the

following day to start the routine over.
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Table 1:

Participant Socio-Demographic Data

Participant Age/ years | No of current Baby’s Age | Sex | Days on Marital Nationality | Educational Profession
No children (Days) Admission | Status level

001BU 29 1 3 F 1 Married Ghanaian | Tertiary Seamstress
002PU 28 2 7 F 3 Married Gabonese | Tertiary Accountant
003PU 28 2 5 F 2 Married Ghanaian SHS Seamstress
004PU 15 1 5 M |2 Single Ghanaian | JHS Student
005PU 28 2 4 M |2 Married Ghanaian | Tertiary Nurse
006BU 36 2 8 F 3 Married Ghanaian | Tertiary Salesperson
007BU 37 1 4 F 1 Married Ghanaian | JHS Seamstress
008BU 27 2 5 F 2 Married Ghanaian | SHS Caterer
009BU 34 2 4 M 1 Married Nigerian Tertiary Real estate
010BU 17 1 8 M |4 Cohabiting | Nigerian SHS Student
011BU 29 4 5 M 1 Married Ghanaian | JHS Trader
012BU 31 2 4 M |3 Married Ghanaian | Tertiary Nurse
013BU 26 2 5 M - Married Ghanaian JHS Caterer
014BU 27 2 6 B 3 Married Ghanaian | Tertiary Teaching
015BU 40 3 3 M 1 Married Ghanaian Masters Accountant
016BU 37 2/3 6 M 1 Married Ghanaian | Tertiary Midwife
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4.2 Themes and Subthemes

The socioecological model was used to organize the data into four (4) themes and thirteen (13)
subthemes. Representative quotations from participants highlighting these themes were discussed
in this chapter. Below are the themes and subthemes as they were generated from the data

collected.

Table 2: Themes and Subthemes from Data Collected

Themes Subthemes
1 | Intrapersonal level characteristics a) Demand characteristics of mother
supporting mothers b) Maternal Resource characteristics

c) Maternal Force characteristics

2 | Interpersonal level support for a) Spousal support

mothers b) Maternal Grandmother support
c) Paternal grandmother support
d) Support from siblings

e) Support from friends

3 Institutional factors supporting a) Infrastructural support
mothers b) Expected staff support

c) Medical staff support for mothers

4 | Community level support for a) Cultural practices supporting mothers
mothers b) Maternal Social groups’ support
c) Neighbors/neighborhood support for

mothers
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4.3. Intrapersonal Level characteristics Supporting Mothers

Intrapersonal level support as identified in this study, has three subthemes which explains
individual level characteristics. These sub themes are demand characteristics, resources
characteristics and force characteristics. Demand talks about biological factors as age and gender
which the individual has no control over. Resources may be but are not limited to the individual’s
acquired skills and possession that helps her in times of need. Force characteristics are the personal
drive and personality traits, that an individual might have built such as self-motivation that helps
them manage situations. The researcher identified some coping strategies mothers utilize on the

individual level that serve as a support for them during the hospitalization of their newborns.

4.3.1. Demand characteristics of mother
Demand as explained earlier refers to biological factors such as age and gender which serve as
support for mothers. Below are the submissions from mothers on how these characteristics support

them.

Age

From the data gathered, some mothers see age as coming along with life experiences which are
necessary for coping. Other mothers think that age may not necessarily be a support for them and

explained that some teenagers may cope better with stress. One participant puts it this way:

“Truthfully, I don't know because as they say every Pregnancy is different. Every baby is
different so truthfully. As for my age I think it's normal. If I were younger it would have
been more stressful. My current age is favorable to manage 9 months of pregnancy and

Childbirth and this admission.” (002PU, 28 years, Accountant)
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One teenage mum thought her age was not a support for her and viewed it as an advantage when

it came to physical health. She taught since she was younger, she will heal faster:

“Erh I think [ am doing just fine. The advantage with my age is getting well faster”

(010BU, 17 years, SHS Student)
The second teenage interviewee also had this to say:

Right now, it is my mum who does everything for me. so my age is not a support because [

am young and the delivery was hard. I am very stressed” (004PU, 15, JHS Student)

Age was seen by some mothers as a support and for others it was not a support. The mothers gave

their reasons for their stance as illustrated above.

Gender

Most mothers agreed that being female was not a support for them in anyway because in the
African culture and in Ghana to be precise, being female comes with cumbersome responsibilities.
They compared the recent times to the past where women were only tasked with child rearing. In
modern times, women have added work to their responsibilities which is putting a strain on their
health. Some of the interviewees wished they had been born males instead. They don’t see being
female as a support. They explained that males have to only work but females work and also have

the responsibility of nurturing. Two of the mothers who thought this way were recorded as saying:

“Hmm, about the gender, I should have been born a male. Yes. because back in the olden
days, they say women should be in the house and men should work. But now, we women
are doing everything. In the house and at work. We are doing double.” (014BU, 27 years,

Teacher)
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“I was born a female. Hmm I told my husband, next time when I am coming, I will come
as a male next time. The work we do, the pregnancy, delivery..... But erm, we are content

with whatever God gives us.” (015BU, 40 years, Accountant)
Another mother described her opinion this way

“Society demands a lot from you as a woman. So that one is rather stressful. However, [
know I'm the best person to care for the baby in terms of breastfeeding and motherly
care. In that regard, I expect my husband to support me by going and coming and
bringing us everything we may need here so that me as the mother can concentrate on
caring for the baby and not be worried about any other thing. He is not supposed to leave
me here because its my responsibility as the female to take care of the baby on

admission. I need that kind of support. Right now, I'm not able to walk properly because
of the delivery. I am having waist pain. I need to be home being cared for, sitting in warm
water and massaging but I am stuck here with the baby. My husband has to really support

me.” (003PU, 28 years, Seamstress).

None of the mothers thought being female was a support for them. The thought of knowing the

wellbeing of the baby was their responsibility felt draining and stressful.

4.3.2 Maternal Resource Characteristics
Resource characteristics are the acquired skills and possessions that mothers used as cushions to
combat challenges. These resources include income, skills, experiences (parity, previous

admissions) and educational level.

Skills
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Participants described themselves as being cautious, observant, self-aware, having professional

skills (nurses and midwife), knowledgeable and self-manageability. These skills were seen as

useful in these situations cited below:

“So my skills are helping me, yes. Like I mentioned earlier, [ am a nurse so I have a bit of
an experience with caring for children. I am also very observant so I saw the signs early.
I am also very cautious and take minor details into consideration. I think that is helping
me because during one of the reviews, the case they were reading about me was for
another baby with meningitis and I said “oh no, that is not my baby”. We reported with
Jjaundice please. Everyone laughed but I mean it could have resulted in something

different if it were someone who didn t know.” (005PU, 28 years, Nurse)

“Oh yes yes. You know at the postnatal, the doctor who saw me told me the eyes were
okay. But me being a nurse and knowing how it starts, and what jaundice is all about, cos
I work in the NICU. I told them I wanted to be on the safer side. Lets do a test an if the
results and range are okay, and lo and behold they did the test and it was high. So if I had
Jjust taken it and not known anything about jaundice, we would have been discharged and

gone home. And he told us to go and hang around in the sun. so my knowledge really
helped” (012BU, 31 years, Nurse)
Those who described their knowledge as being a support for them had this to say about their skills:
“Like skills? It help in so many ways... Okay because I have given birth before, I didn t

sit for it to escalate before bringing him to the hospital. I also know of jaundice. So the

fear of jaundice was a bit limited. And also being able to read too is helping. So I am not
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panicking. Some mother will come home and not know what the Doctor even said or did.

They don t ask questions too. But I ask questions.” (015BU, 40 years, Accountant)

“And oh I am just going with the flow but very cautious. I am very critical about the main
reason why I am here. [ am very observant too..... Just like I knew my baby was not
immunized and kept shielding her and covering her. And apparently, when we got to the
admission, we were just mixed with a child who had tuberculosis. So I am just imagining
me not covering and covering and covering this baby. I will just be exposing these two
days old baby to all of that infection. So I am very cautious about where I am and

everything going on around me” (001BU, 29 years, Seamstress)

There were those also who spoke about self-awareness and regulation being a skill which serves

as a support for them.

“I am not from that big family where you have everything. So I am used to these things. I
am used to this kind of condition. I have had a hard life.. Yes so its not new.” (014BU, 27

years, Teacher)

”I am just eating well and vesting. Because if you don t eat well you will not be in good
shape to take care of the baby. So I am doing my best. I am eating well taking my

medication and relaxing” (006BU, 36 years, Salesperson)

Another participant who thought self-awareness and regulation is a strong suit for her puts her

response this way:

“oh okay. When I'm stressed mostly or angry I'll usually withdraw myself from people. I

have to work on myself first before addressing some people. Because sometimes I have
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bad reactions towards people. To prevent that, I withdraw.” (002PU, 28 years,

Accountant)

Educational Level

When asked how their educational level was a support for them, interviewees had varying stands,
however majority described education as a source of support since they could understand what
was being told them by their clinicians, helps manage challenges and solve problems. They also
expressed that being able to read can help you relax since you become more aware of the condition
and how to manage it. This was how they reported their agreement with education being a help for

them:

“I think if probably I was not too educated, I know I haven t gotten to where I want to be
but if I was like a JHS leaver or someone who has not gone to school at all, like the
emergency unit as a I was saying when we were being admitted, we being mixed with a
TB patient and if probably I didn t know what tuberculosis was about or what it could do,
I would have imagined what [ would have exposed the baby to but because I know a bit
and have gone to school a bit, I know how serous tuberculosis is and how it can easily be
transmitted. | mean, I have been guarding myself with my facemask all along since we
came till we got here. So yes what I know has helped me.” (001BU, 29 years,

Seamstress)

“I would say what I know is a support for me. aside being a nurse, I have also had one
child who has had the same condition already so I know what would be done. And

although that does not completely put me at rest, I know that baby will be fine in the long
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run. But then any admission would stress any mother so yeah I am still stressed but with

knowledge. haha” (005PU, 28 years, Nurse)

One mother explained that education and awareness could help correct some simple mistakes
which could be detrimental to your baby’s health. So she is very aware and sees that as a support

for her during her baby’s admission:

“I would say that education is good waaaa. The higher the better. But at least knowing
how to read and write is very supportive. Because as we are here, one of the staff can
make a mistake but you should be able to see and ask for clarification and correct the
person. For example my baby is 5days today. But before I knew it one of the staff wrote
3days. What if they write a medication for her that would worry her? So as I sit here, 1
watch everything and read everything. So sometimes knowing basic things especially

reading and writing is important” (003 PU, 28 years, Seamstress).

Maternal educational level was accepted by all participants as being very valuable during the
admission. They feel supported when they are able to understand what is being told them, read

about it and get more insight into how to help their babies recover.

Income

Another maternal resource characteristic is their income. Most participants expressed their income
as playing a major support role for them during the hospitalization of their newborns. One mother
described it as a support during emergencies. Another mother described her income as a
determinant of good health decision making. Physical and psychological comfort on her part. Their

submissions are quoted below respectively:
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“I had braised myself knowing that childbirth comes with a lot of expenses,
responsibilities and emergencies like this one. We were thinking we were going home
yesterday and we rather ended up in another hospital and we are doing another 24 or
maybe more than 48 hours again in the hospital. My partner has been very helpful and

me being prepared a bit too has been helpful.” (001BU, 29 years, Seamstress)
The participant who thought money enables her make better decisions had this to say:

“Mm so it is a support for me. I don t really think about it when it comes to the monetary
aspect. Cos they discharged me and If there was no money I would have been discharged
and gone home, they would have said that we have discharged you, you have paid your
bills so go home. Like they discharged me 3 days ago. But [ told them that even if they
add up to the bills I don 't mind because of the baby so that I can stay and take care of
him. Because [ would not be able to go home and be coming here every day to do this
work. So I must say that my income and money is really a support for me.” (012BU, 31

years, Nurse)

The two teenage interviewees aged fifteen and seventeen years were Junior high and senior high

school students who were not earning any income. They described their situation this way:

“I'dont earn a living so that is not a support for me. My mum takes care of me and my

partner (16years old) sometimes comes here to give us money” (004PU, 15 years, JHS

Student)

Oh, I am not working at all. My boyfriend takes care of everything. (010BU, 17 years,

SHS Student)
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There was one caterer and a seamstress who were incapacitated by their pregnancies and were not

working or earning any income at the time of their interview and so described their situation as not

having support from their income:

“I am not really working currently. When I got pregnant, I was still getting orders till
about one week to delivery. I stopped working. It was when I was getting closer to my
delivery time. Like a week to my delivery date, my blood pressure went up. it was just one

week to my delivery date.” (013BU, 26 years, Caterer)

“Oh if I have the strength to work dierr ah, it is okay because I will get something but
since I delivered I haven t been working and even a few weeks before the delivery I

couldn t work” (007BU, 37 years, Seamstress)

Most of the interviewees mentioned financial support from their spouses although they had their
own income. They use their income for other necessities that supports them. Others said although

their income wasn’t enough for them, it gave them a sense of security. They put it this way

“My husband takes care of most of the bills here. Yeah but my income gives me security.
knowing fully well that we have something to fall on when we run out, puts my mind at

rest... ... “(005PU, 28 years, Nurse)

“Its not good but better than zero. But in the end you know that you will definitely get

something at the end of the month, although it is not enough....” (014BU, 27 years,

Teacher)

“My income is really helping. If it were my husband alone. We would not be able to rely

on his income but when it is the both of us, we can manage. Currently the economy is vet
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hard so having two streams of income for the family is helping me. We are supporting

each other” (003PU, 28 years, Seamstress)

One mother spoke of her income as using it for other things while her private health insurance

caters for her hospital bills:

“Oh my income doesn t really help because we are on insurance, yes private insurance so
I am not paying directly. I am not paying out of pocket. But aside the hospital bills my

income helps take care of other expenses” (006BU, 36 years, Salesperson)

Income during this study was a strong support for mothers. Those who had enough to meet their
needs felt greatly supported and felt they could make the best decisions for their babies whiles
those who had little income felt a bit constrained. Those who had no income were distressed and

felt dependent on their significant others for support.

Parity And Previous Paediatric Admissions

Parity and previous paediatric admissions can offer a mother great experience base for caring for
the neonates in subsequent admissions. When mothers were asked how their experiences with

previous admissions and their parity has supported them, this what they had to say:

“The first baby was easier because after delivery we went home and everything was fine.
But this one we went home and came back and came to stay in the Hospital for a period
of time. My first born has helped me because my understanding of motherhood. Because
before then, I didn't have any at all. Patience was something I didn't have. But I now
understand being patient with a child. I think yes it has helped my. ['ve learnt patience

because it is not easy at all.” (002PU, 28 years, Accountant)
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Participant three puts her submission this way:

“I'll say, having one child already has helped me because I'm not new to motherhood. [
kept long in delivering the first baby so this one was a bit easier and labour was shorter.
Mm, like I said earlier, I've had one child, although he was not brought here, we have
been on admission for other reasons so the experiences form there is helping here to be
more relaxed than I would have been, relatively speaking.” (003PU, 28 years,

Seamstress)

One mother who had her first child admitted because of neonatal jaundice described her experience

as:

“This is my second child. My first child too we came here. So having a child on
admission is not a new thing to me..... This is not my first time. So I was able to detect it.
When I saw that the eyes were yellow, I already knew it was jaundice. Yes so my
experiences with my first child taught me strength and some coping mechanisms so I am
not as stressed as I was during the first child's admission. I am taking it cool” (006BU,

36 years, Salesperson)

Another participant who had her first child admitted as a result of neonatal jaundice also gave her

answer as:

“It has given me experience in taking care of babies. Not feeding baby anyhow. Taking
care of the baby in a way to prevent them from getting sick. And as its happening now, 1
know that the first baby got better so this one too will get better” (016BU, 37 years,

Midwife)
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One mother who had not had any of her older children admitted because of neonatal jaundice but
rather, other conditions described how her ordeal with her older child with asthma had given her

the experience and skill to take care of all her children. Her submission is reported below:

“Yes. my first born is asthmatic so the hospital is not a strange or scary place for me. you
know we have to go to the hospital often and anytime it comes, it can be at any moment,
anytime, you know how when it comes it is serious and all that. He had asthma at the age
of 2. Yes, so going to the hospital and the panic when we have to be in the hospital.
Sometimes he will even go off. They have to do a whole lot to resuscitate him. In fact, It
has strengthened me and when any of my friends kids are sick, i care for them. I don t fear

much.” (015BU, 40 years, Accountant)

There were a few mothers who thought that although they may have experience with their other

children, the difference in condition or treatment could still be a stressful process for them:

“I already have one child but its stressful. It doesn t make the process less stressful. 1

didn t experience this with my first child.” (008BU, 27 years, Caterer)

“My first daughter was jaundiced too. Within the first 24 hours. She was also jaundiced
but we didn t do this. We were told to do the sunbathe and breastfeed more. And it got

better.” (016BU, 37 years, Midwife)

First time mothers expressed their situation as stressful:

“Yeah this is my first time. It is stressful and I don t have anybody helping me at all. It is
just me and my husband.... So I have to go home on my own” (007BU, 37 years,

Seamstress)
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“Oh I don t think if I had other children it would have made this one less stressful
because I know what I have passed through with this child. So it is very stressful and 1
don 't know if the stress would have reduced if [ wasn t a first-time mom. I cried a lot. [ am

always crying” (010BU, 17 years, SHS Student)

Parity and previous neonatal admissions were strong resource characteristics. Mothers who had
more than one child and have had their babies hospitalized before because of jaundice or other

conditions were less stressed and had hope of better outcomes.

4.3.3 Maternal Force Characteristics

Personal motivation

Participants were asked whether they had any personal-motivation that keeps them going in caring
for their babies. Some saw motherhood as a personal responsibility. It is their duty to care for the
baby and ensure their safety. Some mother saw motherhood as something to be admired and be
proud of so they took pride in the fact that they were also mothers and can talk among their peers
when the conversation came up. These reasons kept them moving on and gave them a strong sense
of support to endure the stress and be present for the newborns. Some even staying up all night or
sitting at the reception of the unit knowing fully well they could not go in and will only be allowed

into the ward the following morning. One mother described herself as enduring:

“I am a nurse so [ trust in my judgment. I know a few things that can help my baby. I am
able to endure for the sake of my child no matter the circumstances” (005PU, 28 years,

Nurse)

One participant was an older woman who had lost her first child. She mentioned her happiness

when her daughter was born finally making her a mother of a live born only to be admitted and
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not able to take her home to experience all the joys of motherhood. This was how she reiterated

her story:

“Mm well. You know. Because of my age, hmm you know I am grown, When I gave birth
to her the way I was happy. Because I lost my first baby. I miscarried. So I was very
happy. We went home very happy. Only to return a few days later and be admitted. So yes
I am motivated to take care of her, because the one I miscarried is no more but at least
this one is alive and I am told if the jaundice is treated well it won t be a problem and she
will be fine. So I am motivated to take care of her. Me too I have a child. They said it is
because of my blood group. I am O- and the baby is positive like my husband. So they

said it is because of that.” (007BU, 37 years, Seamstress)

Another mother said she feels motivated when she plays with her child and also being able to talk

about her experiences when others are talking about motherhood:

“Sometimes, when you play with your child it motivates you and when people talk, you
can also say something. Like me too I have a child. People are talking about their

children you too you talk about your child” (014BU, 27 years, Teacher)

The quotes below spell out some qualities like patience, decisiveness, endurance, passionate,
reliable, responsible, observant, resourceful and adaptable. These were some of the qualities that

motivated mothers to care for the babies through thick and thin:

“I know my baby is not well but once I know I am doing everything within my power to
help her get better, I am okay with that. So me, wherever you put me, I can function there.

That is why I am not happy with this night people because we are trying very hard so if
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they would have been helping one way or the other, like carrying the babies for us to even

stretch a little or something, it would have been very helpful” (003PU, 26. seamstress)

Another participant puts it this way:

“I don't know how to explain this but as a mother, normally you have to care for your
child. You have to show passion for your baby. You just don 't have to be there, Show care.
If you don t, then meaning, you never wanted your child but if you did, when the child is
going through something you should be feeling the suffering. And focus on him. Initially 1
didn 't want him to be admitted but I already had the experience with the first child so |
thought to treat it rather fast so that we both go home”

(009BU, 34 years, Real Estate Agent)

One participant thought she was very patient unlike her husband who was always anxious:

“I am very patient. I am not moved. I am comparing myself to my husband. He is always
anxious. “‘eei what is happening again? What else? what are we going to do? Why are
they keeping baby? Can t we go home?” And then I go like relax. Everything will be
alright. Yeah because I know the worst can happen when you don t provide prompt care

to a jaundiced baby at a particular time. So yes” (012BU, 31 years, Nurse)

one participant who described herself as observant said this:

“When we went home from the other facility, I was able to identify that one of the babies
had rapid breathing, respiration was very high and all of a sudden, the whole body

became jaundiced and had high temperature as well.. both of them. So I rushed them

here.” (016BU, 37 years, Midwife)
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Psychological attributes

Psychological attributes determine how well people are able to deal with the challenges they face
and manage themselves. When mothers where asked how they manage their emotions, they cited
self-awareness, self-management and regulation, self-soothing, venting. withdrawal, positivity

mindset and prayer as some of the ways they cope with stress.

The self-soothers are those who would cry as an outlet for all the stress and pain they feel. These
mechanism as the researcher found out was the most used method of coping among the mothers.

These were some of their statements:

“Well, it has been rough so when I come in here to express milk and I am by myself, I can
break down here, cry and then go outside and look fine. Uhuh, I am not the type who
would cry in a crowd or something, so when I am emotional, I get a place where I can
isolate myself and then have my alone time and then go back and face the world.”

(001BU, 29 years, Seamstress)
Another participant described how she self-soothes this way:

“I don 't know if what I do works but usually I would cry an let the pain out and then pick
myself up again because I usually don t talk about my issues. So yes I do that here”

(006BU, 36 years, Salesperson)””

Other participants said:

“When i feel like crying I cry. You feel someway but you let it out. Instead of keeping it”

(014BU, 27 years, Teacher)
‘I cry. I cry and let everything out.” (010BU, 17 years, SHS Student)
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There were some mothers who also told themselves that everything will be alright, psyche

themselves and then add prayer.

“I always try to be positive even when things are not looking good. I don t like to get too
much worked up. You will by all means get worried though and that is normal but you
dont let it affect you too much or affect your caregiving. And I pray too so I know that

baby will be fine” (006BU, 36 years, Salesperson)

One participant gave an in-depth description of how things happen at her end:

“I am someone who when is emotionally, erm, what should I say, when I am not feeling
well emotionally, what happens is that I smile a lot. So if you are far away you will think
that ah this woman is she correct? My husband too goes like oh so this one too you are
laughing. But [ feel like the more I smile it takes away my stress and my pain and gives
me hope. As I am laughing you think I am not thinking about the problem but I am
actually thinking about the solution. So before you realise as you are thinking and having
problems, [ would have come up with a solution. So I encourage myself wit the word of
God . that is why I said at times [ laugh because when the things happen, you have
nothing to do, you cant change it, you cant take away sickness, you are not a doctor, so
just look to the one who brought the child to you can do something” (015BU, 40 years,

Accountant)

Another participant had this to say:

well, its not easy but we are already here so you just have to psychic/ tune your mind and

to manage both of them” (016BU, 37 years, Midwife)
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There are mothers who withdraw from everyone and try to regulate themselves first before
interacting with others:

“oh okay. When I'm stressed mostly or angry I'll usually withdraw myself from people. I

have to work on myself first before addressing some people. Because sometimes I have

bad reactions towards people. To prevent that, I withdraw” (002PU, 28 years,
Accountant)
There were those who said they felt much better after talking to someone else like their own
mothers:

“Mm [ share everything with my mom. Everything with my mum. I share everything. 1
bring everything out. Unless I realize, she is also stack at that particular moment because
we are best of friends. I am the only gir! so looks like she is my best friends. So if [ realise

that it is going to drain her, then I don t tell her and I become the stronger one. Yeah. But

in everything I tell her.” (012BU, 31 years, Nurse)
One mother highlighted that it does her no good to cry. She doesn’t have to worry so much
because that would increase her blood pressure:

“Me, I do not have to do that because me, I am hypertensive. I'm on drugs so I do not

have to stress myself or worry so much. Else my blood pressure will go up.” (008BU, 27
years, Caterer)
The final part of the force at the intrapersonal level support, Mothers described their personality

as helping them be adaptable:
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“Yes. I am not moved by certain things. Lets say for instance, .... they moved me from a
four in a room to a two in a room because I am a staff. Just yesterday they had an
emergency where somebody I think was in eclampsia or so and they said they wanted my
room because it was closer to the nurses station so that they can monitor her. And I was
like okay. So I moved to the four in a room again. And one of the nurses was amazed and
like eei you are willing to move. And I am like yeah I am willing to move. It is about
human life. So I think my personality is really a support for me. I am very adaptable. |
dont let things move me so much by being treated specially because I am a staff.

Provided they are doing the right thing, I am fine” (012BU, 31 years, Nurse).

Another participant shared how her experiences over the years has shaped her personality, making

her more adaptable and coping better with stress.

“It has taken years to build this personality and I must say that it helps me cope better
with stress because it was with much difficulty that I have come this far.” (014BU, 27

years, Teacher)

Intrapersonal level support as reported by the mothers, were the various forms mothers motivated
their own selves to be optimal and functional in taking care of their own babies. These
characteristics, although varied from one mother to the other, can be used as strengths in planning

individualized care for better outcomes at the neonatal units.

4.4. Interpersonal level support for mothers
Interpersonal level support as described by the mothers were their immediate relationships, which
may include their immediate nuclear family(spouse), maternal family (grandparents and siblings),

in-law support and support from friends. During the interview, the most frequently mentioned
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individuals who offered support to the mothers were spouses, maternal grandmother, paternal

grandmothers, siblings and friends

4.4.1 Spousal Support (Husband/partner)

Spousal support is one of the most utilized forms of support during neonatal admissions. Fifteen
out of the sixteen participants had full spousal support. Spouses were said to be offering financial
support, paying the bills and accompanying expenses. For those who had other children, husbands
were said to support the siblings of the hospitalized neonates with or without the help of maternal
family. They were seen to be providing emotional support to the mothers by physically being there,
calling them on phone or facetiming. Some spouses bring their wives in the morning before going
to work and come for them in the evening after their final feed. These supports are categorized

into financial, emotional, physical and sibling support:

“Financially he is there and emotionally too he is there for me. He takes care of almost
everything. And he is always ready to encourage me.... he has taken leave because of
baby and he is here. So he is with us 24/7. When he sees that I am not well...like through
labour and everything was there, he witnessed everything and so he soothes me when I

need it.” (001BU, 29 years, Seamstress)

Participant two described how her husband supports her emotionally, financially and taking care

of their other child:

“Oh he has been very supportive. House chores and everything. I mean as I'm on
admission here he's taking care of the other child at home. He makes sure that [ Have

everything I need before he leaves to go home. Physical help, he said when we are finally
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discharged and I come home he will give me a good massage. He's always telling me I'm

strong, we did it and it shall be well. He encourages me.” (002PU, 28 years, Accountant)

Another participant puts it:

“Oh my husband is very supportive. He comes here every morning and evening because
he has to go to work. He has to go to work early in the morning and then be home early
enough to receive our first born or pick him up from school. Then visit me in the
evenings. He is at work every day but I know his mind is with us here. He pays most of
our bills. And as I am away from home, he takes care of the older child, sends him to
schools and goes for him or receives him from school. He is very supportive. He brings
me whatever [ need. Our bills and everything he helps with those things. You see how
they came to say that my baby's jaundice is very high, yes. He was comforting me and
telling me the baby will be fine and everything will be fine. He reminded me that children

fall sick and we take them to the hospital to be healed so once the baby is in the hospital,
she in good hands. So he encourages me. he is also taking care of our first born since 1
am here with the new baby. He takes him to school in the morning. The he picks him up.
He has to close work early to be able to do that. Then in the evening he comes here. That
is why he is not able to be here fully to help with the up and down movements but I know

he is doing what he can.” (003PU, 28 years, Seamstress)
One participant whose husband works from home described how her husband supports her:

“So as we are here he is also helping with the other child so that I am able to concentrate
on caring for her. So I leave them for the hospital early in the morning while they are

asleep. When the older child is awake and he is asking of me and all that, he also takes
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care of that situation. Although he goes to school, they are currently on vacation so he is
home. My husband is self-employed so he is at home with him and taking care of him. He
has been very supportive. He brings me here in the mornings and goes back home to take
care of our boy then in the evenings he comes to see the baby and picks me up so we go
home. If there is something we have to get for the baby too, He tries to provide for our

every need.” (006BU, 36 years, Salesperson)

Another mother described how her husband has taken on domestic chores to help her while the
baby is on admission so that she can concentrate her energy into taking care of the baby. Her
husband makes sure she returns home every day to a good meal to regain their strength expended
during the day before returning the next morning to visit, breastfeed, change diapers and bond with

their babies:

“My husband is helping me with work. He cooks and washes. When he is around or off
shift, I call him to bring me food or any other thing that I might be need. Since I am here
too he makes sure there is food at home for me when I go home from here. Financially too
he is helping me. he is doing his best financially but it is not enough. It is not enough at
all to cover everything that we are doing here. It is not easy. The emotional part and
encouragement from him is okay. Yesterday kraa, when they asked us to leave, I was
crying. He was the one who was encouraging me to stop crying and that everything will

be alright. Throughout the night I was just crying.” (007BU, 37 years, Seamstress)
Two participants mentioned they had some sort of support.

“My partner is 16years old. He is doing his part by sending us money to feed. He comes

here every morning with his sisters and gives us money. However, he hasn't been around
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a lot. He only started coming here when we were admitted. He wasn t here during they

delivery and all that. It was my mum who was there” (004PU, 15 years, JHS Student)

“My husband would love to help but he does not have money. If he gets some fine but I
cannot say he helps me financially especially with this admission. It is my mother and 1
only. He does not offer me emotional support. But I would say he is taking care of my
children at home because I am not home. Aside that he doesn 't offer me any other

support” (011BU, 29 years, Trader).

As was observed during this study, spousal or partner support was an important support for
mothers. When they felt supported by their partners, they drew strength to carry on with the care

of the baby, knowing they are not alone.

4.4.2 Maternal Grandmother support

The maternal family support is most implicated in this study. The mother, in this case the
grandmother of the hospitalized newborn has a great influence on the care of the baby. they have
responsibilities like taking care of the new mother, physical care of the baby, emotional support
for the mother, advice, sibling support, taking charge of home affairs and sometimes financial
support. All participants in this study except one, expressed deep level of support and involvement

of their mothers in the care of their newborns on admission:

“My mum helps me emotionally. Physically too yeah. She does most of the rounds for me
here and outside the hospital. She brings me food and picks up our clothes to go and then
wash them and bring us a change of clothes .... When we were at the other hospital she
was coming morning, afternoon and evening to check up on us because it was allowed.

She was helping me take care of the baby. But here it is not around so she only comes and
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sees her and then ask if [ need anything and then does it.” (001BU, 29 years,

Seamstress)

“My mum helps financially. Not all the time but most of the time. She's always there to
support me emotionally if I have any challenges or problems in my life. She's always
there. But she's not in this country to help me with my physical needs” (002PU, 28 years,

Accountant)
Participant three thought her mother supports her in ways that her the medicals staff do not:

“Well my mum calls to check up on us, she cooks for us and all of that. Where we are,
everyone knows it will require money so she supports me financially as well, it is not only
my husband who supports financially. When they call, they ask what plan of treatment is
and if we are to buy medicines or do some labs and then she gives what she has to
support me. My mother also comes around to clean the baby. And make sure her cord is
cared for because the nurses do not do that for us here. She holds her so I can relax and

maybe go and bath.”(003PU, 28 years, Seamstress)

One participant described how her superwoman mother even sneaks in to see her and the baby and

does the following to support her:

“My mother is a mother oo. She is a super woman ooo. She tries. She doesn t sleep. If
don t sleep she doesn 't sleep. Sometimes she will sneak her way into the ward just to see
us. she is always here to check up on me and baby. Even everybody knows my mom here
because of how she has been coming to check up on me. Yes she helps with money too. I
really appreciate her. She helps me cry. We cry together. She was with me throughout the

labour. My first child was born in Nigeria and they induced me with a higher dose drug.
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But this one the medicine was not that strong. The enemy came but God stood by me.
Because during labour the baby just bridged and the induction didn t really work for me.
That was why the CS came in. but my mum was there throughout. I was afraid of the CS
initially but she was there for me and helped me through” (009BU, 34 years, Real Estate

Agent)

Another mother described how her mother has taken up responsibility in her matrimonial home to
cater for her older child and husband, and still comes to the hospital to take care of her. This was

how she put it:

“Mm mummy is taking care of the home now as I am away. She is taking care of my first
child who is 3 years old. Taking care of their food and everything. At the same time, She
comes here in the morning with them and goes back to prepare her for school and
cleaning up and come back here again. She helps me with finances too when need be.
Even today was my daughters “our day’’ and I called her to ask how they are doing and
she is like she has taken care of it, she has done everything already so I shouldn't
worry.... She does so well. When she sees that [ am emotionally hurt, I don 't talk a lot so
she watches and sees my mood and knows that there is something wrong she tells me

don t worry. Everything will be fine.” (012BU, 31 years, Nurse)

The younger of the teenage participants mentioned her mother gives her total self-care

assistance:

“My mum buys me everything I need. She also does everything I need to do. Like she

bathes me and the baby. she was with me in the delivery room and holding my hand.
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Because of the CS I can 't bend or do anything but my mother does everything for me. She

cooks my meals and everything” (004PU, 15 years, JHS Student)

Some mothers could not give financial and physical support because of their age. In such instances,

they support their daughters emotionally and give directives as their main support.

“My mom is a bit aged but during pregnancy she will give you directives. Don't eat
plenty, don 't do this or that. She taught me a lot. Don t drink cold water, do more
exercises. Take good care of yourself, sit on hot water. Don t do sweets, you know those
kinds of teachings to keep yourself fit. So far I am strong. She taught me the position to be
sleeping in so that I have a safe delivery and not have my baby s cord wound around his
neck. My mother has no money but she is always there. [ would rather give her. She is

aged.” (015BU, 40 years, Accountant)

“I support them because they are aged. She and my father support me emotionally but

financially I support them” (016BU, 37 years, Midwife)

There was one mother who expressed no support from her mother with reasons being that they

didn’t have that relationship from the very onset as she didn’t stay with her growing up.

“I didn t stay with my mum so I don t have that motherly love from her. I am not in touch

with her” (007BU, 37 years, Seamstress)

With regards to the data gathered, maternal grandmother support may be in the same league, if not
higher or second to spousal support. Grandmothers were seen as a key support system for the

mothers who were on admission at the time of the interview.
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4.4.3 Paternal Grandmother Support

Another area of interpersonal support is from mothers-in-law (paternal grandmother). The degree
of support offered by mothers-in-law as confirmed from the participants was largely dependent on
the kind relation of relationship that existed between the mother whose baby is on admission and
her mother in-law. The relationship can be as strong as a mother-daughter relationship where the
mother in-law performs the roles of a mother and can be very toxic like people who are unrelated
or have a feud with each other. Those fortunate to have the mother-daughter bond are very well

supported. Some areas of support include financial, emotional, physical and sibling support:

“My mother in-law. For her, she helps me. Like I always say I thank God because I met a
family where you being an outsider causes a lot of issues. But she's not like that, she has
accepted me. She takes care of me. She mostly feeds me and bathes the baby morning,
afternoon and evening. She takes care of my older girl. Sometimes when she goes to
school every morning, she helps her to go to school and gives her money. Even when
she's hungry she takes care of it. She has been there more like a mother than a mother-in-

law. She helps us financially too.” (002PU, 28 years, Accountant)

One mother in-law is said to have moved in from Nigeria to Ghana to stay with the family and

help them:

“Mm my mother in-law is good. She is supportive. My mother-in-law is here in Ghana
with us and she is supportive. She has actually been with us since last year. She is old so
not financially but with other things. She is taking care of the other baby. yes she helps
emotionally as well. But mostly physical help. Yes, she sees me as a daughter so yes. So

she is supportive and good.” (009BU, 34 years, Real Estate Agent)
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Those who are not around call in to check up on mother and baby:

“My husband’s mother is not around as well but she calls to check up. So far it is just me
and my husband. But she sends us money when she has and also always calls to find out
how things are going. She knows about the admission so she checks up often” (008BU,

27 years, Caterer)

Then there are those who do not have that kind of relationship. They receive no help whatsoever

from their mothers-in-law:

“Well. my mother-in-law is around but hmm, I don 't know how to describe this. You know
for her she’s not.... Mm ... Even the first born she has not seen her before. It has been two
years now, can you imagine? She is in Ghana too, eastern region to be precise. She hasn't
come to see her. This one too she knows I have given birth, she hasn 't come to see the
baby, she hasn t called to check up on us. Even the son I even pressured him to be talking
to her, they are not of good relationship. I had to do something. I didn t want to have
to....you know, my mother bond is very strong. I don t mind. So some people when they
see that they are not getting that kind of relationship and love like you are getting then
they become jealous of yours thinking that maybe you are giving out information about
your marriage. I didn 't want him to feel insufficient, so I did my best to bring that bond
back. It hasn 't been easy but I like how it is going. Even though she is not cool with me,
I don't know her reasons but the fact that she has bonded with her son is okay for me. So
right now their bond is there. But she is not asking about the children yet.” (012BU, 31

years, Nurse)

One participant simply puts it this way:
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“My mother-in-law, we are not really close because she is at a different place. She calls.
Yes but We are not very close. She doesn t support me in anyway” (016BU, 37 years,

Midwife)

Some mothers-in-law were reported to have passed on and others lived very far or out of the
country. However, there were those who were around their daughters in-law but would not help

because of the relationship that existed between them at the time of the interview.

4.4.4 Support from siblings

Another area of interest of maternal support is support from siblings. Siblings from both, maternal
and paternal sides can be implicated in neonatal admissions although maternal family does more.
Some key areas of support is financial, emotional, physical, spiritual support and caring for the

sibling of the admitted neonate who has been left behind. Some quotes to support these include:

“So they have also been in the known. So they call to check up on us. Since we came
vesterday, they have been calling trying to follow up on everything and find out what we
need. So emotionally too they have been there. They are not allowed into the ward so they

haven 't seen her yet.” (001BU, 29 years, Seamstress)

“My siblings are abroad. They are two. My immediate elder sister lives at Gbawe. She
visits me sometimes. She brings me food and sends me money. My partners sister also
comes here with him to visit me and they give me money.” (004PU, 15 years, JHS

Student)

Some siblings are physically present and do everything to help as participant thirteen puts it:

“My siblings are doing very well. They help. Its was my elderly sister who accompanied

me the day I came here. She left because she also has a small baby. Yes, she calls and
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talks to me. She encourages me. She helps me sometimes with money. She is doing well.
When 1 left the baby here and was upset, she helped me through that phase” (013BU, 26

years, Caterer)

Some siblings help take care of their nieces and nephews just like participant fifteen reiterated:

“My siblings are currently helping with the children. Feeding them, washing, cooking etc.
Even buy drugs when we don 't get them here. i told you, We pray a lot as Christian so my
sibling support in prayers. And with taking care of other children at a time like this. They
call to check up. After delivery they come to support me for the first one or two weeks.
That is how it has been. They do this until you recover enough to handle yourself.
Financially I am the elderly one so I rather give them money” (015BU, 40 years,

Accountant)

“My sister. She supports in finances, emotional all. in many other ways. She helps me
with the baby. she even stays out with me here sometimes. We all don 't go home. She is

really helping.”” (014BU, 27 years, Teacher)

One participant who did not have help from siblings at all said:

“My mother side I am the first born and my father's side I am the last born. I have many
siblings but I don t get support from any of them. But I have many siblings paa” (007BU,

37 years, Seamstress)

Another participant also expressed minimal help saying:
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“They most of the time call to ask about us and how we are doing. They encourage me.
What they do not do is send money. That one dierr you will not get. Forget about it kraa.

You will not get.” (011BU, 29 years, Trader)

Most siblings were seen helping their sisters through cash and kind. They were presently there

offering their support although not all the mothers interviewed had this kind of support.

4.4.5. Friends’ Support

Mothers were asked about the kind of support they receive from their friends. Some mothers
described relationships that were similar to sibling support. Other mothers described acquaintance
and the last category are those who do not have friends at all. Those who had sibling-like friends
shared experiences of financial, emotional and physical support. Even though participant two had

only one friend she expressed how this friend helps her saying:

“Oh. I have only one friend here in Ghana. I came from Congo with. We're school
friends. I have only one friend here in Ghana. Just one. She helps in every way. Since we
came here, she's been there for me financially, emotionally, supporting. She's been
visiting. Even now she's waiting for me to be discharged so that she comes home. She was
coming here and I told her we might be discharged so she should hold on. So she's been
there in every way since I met her. She comes here to visit us. She always helps me when I

call upon her in any way possible” (002PU, 28 years, Accountant)

One other participant narrated how helpful her friends have been to her to the point of donating

blood for her during her delivery and supporting her financially and emotionally:

“I have really supportive friends. One even donated blood for me during my delivery.

They 're there for me in all ways. They support me with money and lighten my mood with
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their presence. They have been calling me to check up and visit as well.” (005PU, 28
years, Nurse)
One of the seamstresses interviewed also shared how she is supported by her friends:
“Oh when I need money I call on them and maybe they can borrow me hundred or two
hundred cedis then I use it. When I get it then I give it to them. They encourage me. As
you might have noticed I like crying but they are there for me and encourage me. They
also call to check up.” (007BU, 37 years, Seamstress)
Participant nine expressed how her friends help her manage her emotions and support her
financially:

“Yes I have a few friends that I can call at any time and they are ready to help.i tell them
what I am going through and they go through it with me. Financially too. Yes. They don't

turn their backs on me.” (009BU, 34 years, Real Estate Agent)

Those who were just acquainted had this to say:

“Yeah my friends are very supportive. Eei should I say friends. I will say colleagues and
acquaintances. I don t really do friends. We do hi and hello. Those at church too call
(chuckles).. I don t like friends and interferences. When they call I get frustrated. So far I
should think my department knows I have put to birth although it hasn t been announced

but because I told my in-charge maybe they know.” (012BU, 31 years, Nurse)

There were a few mothers who did not do friends at all:
“I don t have friends” (008BU, 27 years, Caterer)

“At my age I don't do friends. I don t have friends.” (011BU, 29 years, Trader)
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“No. I haven t allowed friends into my space yet. My circle is mostly very small. [ mean
not many people know I have delivered. I have a few people who I have told I have put to
birth but I haven 't allowed them to come here. I have not told them we are on admission.

My circle is mostly my family” (002PU, 28 years, Accountant)

For the mothers who had friend’s support, they described the help like sibling support. Friends

mostly supported the mothers as their own siblings would.

4.5 Institutional Factors Supporting Mothers

In this level of support, hospital infrastructure and support from the human resource were
identified. During the researcher’s interaction with the mothers, they expressed how they are
being supported by the medical team. They also described the situations that is either helping them

or putting a strain on them.
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4.5.1 Infrastructural support for mothers

The mothers interviewed from the paediatric Neonatal room expressed feeling supported by the
fact that they get to stay with their babies throughout the admission. The unit has a 4 bedded
room where the mothers can room in with their babies undergoing phototherapy. The mothers
also mentioned that the equipment needed for the treatment are available and that gives them a

sense of support:

“I wasn't made aware of any such resources. But I'm glad they have the machine(firefly)
needed for the treatment. And I got a bed close to my baby. I asked for hot water the last
time they said their kettle is not working. The bed and bathroom is okay. There is no

kitchen you can use. So basically it’s the infrastructure.” (002PU, 28 years, Accountant)

Health insurance was another element of content for the mothers in helping them cut the cost of

treatment:

“This place they take health insurance unlike some other places that do not do that, this
helps me cut some of the cost. Also I have a bed beside my baby. I have heard of the
babies’ unit where I have to go home and leave my baby. I will not be at peace because I
will not know what they are doing to my baby. So this environment is helping me a lot.”
(003PU, 28 years, Seamstress)

“Well the health insurance they use here is good. It covers most of my bills. Also I get to
stay with the baby and know he is alright. That is comforting for me. ” (004PU, 15 years,

JHS Student)
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The mothers at the babies’ unit had a different story. They were deeply stressed by having to leave

their babies at the hospital and go home. When they were asked what resources they were made

aware they could use, these were some of their answers:

“Mmm [ was not made aware of any support resources I can use. Its not easy. I was on
admission when [ saw this and reported it. You know I delivered here and they discharged
us. My worry is that they should have admitted the baby whiles I was still on admission
myself so that we go home together. But I was discharged and have to be going home and
coming back to see the baby here and all that. That is my issue..” (006BU, 36 years,
Salesperson)

“Hmm. I wasn t made aware of any resources I can use. They are taking care of my baby

but....(stopped talking).” (008BU, 27 years, Caterer)

The lack of accommodation or mothers” hostel close to the hospital seemed like a big challenge
for the mothers as one mother narrated how she is now having edematous feet from sitting for
prolonged hours throughout the night because her house was far, yet she could not bear the thought

of leaving her twins behind. She complained in this way:

“So far maybe the NHIS, I haven't paid anything yet. But nothing was said about
resources I can use...... The prolonged sitting has made my feet swollen because when 1
was coming it wasn t like that. They should have a mothers’ hostel for us to stay and take
care of the children but no. if you don't go home like me then it means you sit around like

I am sitting.” (016U, 37 years, Midwife)

Five mothers were not aware of any hospital resources they could utilize. Six mothers expressed

their thankfulness for the hospital’s acceptance of the National health insurance scheme. And three
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others expressed how the staff Support them. Staff support will be discussed in detail

subsequently.

4.5.2 Expected Staff Support

Mothers were asked about their expectations with staff Support. Some were satisfied with the

support they are receiving and others were not at all pleased with their experiences.

“Yes, so when I came in yesterday, at a point, I didnt know what was going on. One of
them asked me, "Do I know why my baby is in this machine? " like the blue light, and
she explained it to me. So she picked me this morning and did a general tuition for us and
then I also did a follow up on my baby s doctor, the one attending to her and then I asked
her questions as to how things were. She was receptive.... They 've been caring for my
baby since I left her and so they 're doing well. I pump milk and then they’ll feed her with
it. I don't know how the night is when ['m away but I believe she is in good hands

because I come back to meet her better than I left her.” (001BU, 29 years, Seamstress)

One mother who was satisfied with the care she had received so far at the time of the interview

had this to say:

“Oh they're assisting us. Anytime we ask them a question about the baby they're ready to
answer. Even when you have a concern which is not related but health concern in another
specific area, they're always there. If you need help cleaning your baby's cord they're
there to help or direct you. If you have concerns you can ask them..... Some people don't
really talk about their emotions but if you have questions about something in that regard
they'll sit with you and talk to you. Personally, I haven't spoken to them about my

emotions.” (002PU, 28 years, Accountant)
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One other mother puts her statement this way:

“Oh they are doing well. when I don t understand something, I ask. And they take care of
the children when they are crying. They feed them. They also teach how to know when the
baby is hot. They explain to me that sometimes its because of the light. For emotional

support I can't tell but knowing that they pick the babies up when they cry gives me peace

of mind. That can be reassuring and helps me relax a bit.” (013BU, 26 years, Caterer)

Some mothers described their expectations of the care they would have liked to receive. One

narrated the details of her story about misinformation:

“Hmm some are okay. Yeah. Some will encourage you. but most of them don't do
anything or say anything. They don t tell you anything. Even this afternoon they came to
frighten me. they came to change this light thing(phototherapy machine) that the baby is
lying inside. So I asked them why they were changing it. And the one who came said that
the new one they were bringing was faster than the one the baby is currently lying in. she
added that my baby § condition is very severe and they should have changed it yesterday
but they didn t have the time. So I was very frustrated because that means my baby is not
getting better. So I asked her the condition of the baby and she said she was going to ask
the doctor and come. I very much think she is a student nurse. I am not sure. She came
back to tell me that the doctor said the jaundice is increasing and that if they don't
change the machine fast the baby could die. So I was like eeil! Then there is something
very wrong with my baby and then I began to cry. Does what this nurse is saying mean
that my baby will die? Oh, this afternoon I really cried. Can't you see my eyes are
swollen. I just finished crying then you came. It was another student who came to console

me and tell me everything will be alright. She explained a few things to me and then went
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to call in the staff nurses who also came to console. They said the person shouldnt have
said that to me. after that they all left. They don 't give me information about the baby.
Sometimes I have to ask them directly before they say something. Other times when I ask,
they tell me to wait for the doctor. That does not help me in any way. They say my baby is
very nice and beautiful because of her colour so during those times they are playing with
her that perhaps if I asked a question, they tell me something. If I don 't ask questions. [
don 't get any information from them. I would not say they offer me emotional support

considering what just happened with the light machine.” (003PU, 28 years, Seamstress)

Two other mothers who were also deeply concerned about the lack of information on the part of

the medical team had this to say:

“The medical staff are okay. But I have my reservations. I came here on Friday and we
did some labs one came but the other is not in and we have been chasing it since. They
said they are waiting for that lab to review and discharge us if that lab is fine. The baby
has been under the light for two days now. It is quite frustrating that the labs are not
ready. Also I would have liked that they talk to me about the baby and his condition. Like
they should communicate because if you don t ask they don t say anything. Mostly it is
students who come here often to check vitals. You don t hear anything. So for me I ask
questions. When the doctors come around. I mean I am a nurse so I know one or two
things but I am a mother as well and at this very point [ am a worried mother who needs
to be told her child is getting better and can go home.” (005PU, 28 years, Nurse)

“Mm, personally my concern is the information. I think that is the best they can do. They
should inform us on the condition and how the baby is progressing on admission and

what the condition is. They should be updating us regularly. Me that is what is worrying.
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So that we are also aware of whatever is going on and their plans and what to do an all
that. Instead of us just being here and talking to ourselves. As I said I feel the baby is
weak. She doesn t feed well. I have complained about it but there is no one to explain or
tell me that oh this is the issue or to explain it to me. get this medication or do this thing
to help. I mean nothing. No information at all. You see? And even with this questions that
I am asking I had to chase them and being on their necks. You see one doctor came to me
straight to talk to me when we came inn? Yes. I have been chasing them to get updates.
So yesterday they came around and I went to talk to her about the baby. I learnt she is a
surgeon so I approached her and told her my issue because [ wasn t getting answers from
anyone and all that. Even with her at first her response was not good. But later she came
around and all that. So that is my issue with them. Aside that I'm okay. They don t offer
any emotional support whatsoever please. As for caring for the baby yes. Because I go
home and I come to meet her. So they feed her and change her. So physical support. Yes.

The nurses support with the physical care and all that.” (006BU, 36 years, Salesperson)

Among the expected support are informational and emotional support. When it came to physical
support, it varied depending on which ward the neonate has been hospitalized. The paediatric
ward offered less physical help while the babies unit offered full physical help because the mothers
are not with the babies. The nurses assume full responsibility for self-care needs of the
baby. Mothers are only allowed to breastfeed and when necessary, change diapers.
Mothers at the babies’ unit were mostly satisfied with the daily physical care of their babies but
they wished they were either rooming in with the babies or had a mothers’ hostel close to the
hospital where they could go and relax and return on subsequent days to continue caring for their

babies.
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“They should have a place for the mothers as well. Even if its not by the child, there
should be a place, like a mothers hostel. Yes, because when i came i just delivered 3 days
and i couldn t sleep. Had to be sitting here. Also, they don t tell you about your child.
Unless I ask before they explain. They just come and go. If i don t ask any question, they
won t say anything. You know we started from that side (pointing the position of the baby
at the far end) and have been moving till we got here. I ask what happened. At least |
should be informed about why this is happening. But nothing. The physical support is
them taking care of the baby so mm.. they just come and go. There is no connection or

relationship. For support for me, its zero.” (014BU, 27 years, Teacher)
There were a few mothers who were okay with the support they were receiving:

“Oh they are doing well. When I don t understand something, I ask. And they take care of
the children when they are crying. They feed them. They also teach how to know when the
baby is hot. They explain to me that sometimes its because of the light. For emotional
support I can't tell but knowing that they pick the babies up when they cry gives me peace
of mind. That can be reassuring and helps me relax a bit.“ (013BU, 26 years, Caterer)
“Oh you know it was through emergency that I came. But when I came, anything I needed
to know they assisted me with it, They explain things to you and you also ask questions or

when you need something you also ask. It always like give and take.” (015BU, 40 years,

Accountant)

In a nut shell, mothers were receiving some level of support from staff, however their expected

staff support were not always met and that made them less likely to appreciate the other forms of

support being offered them.
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4.5.3 Medical Staff Support for mothers
Mothers reiterated the Support they are receiving from the staff. The support described were

mainly physical and diminished with informational and emotional support respectively.

“They've been amazing. Initially after seeing the paediatric ian, I met one or two nurses
who kept telling me to calm down because I kept crying unknowingly. Erh I have not seen
this kind of condition before but they're like ahh don't worry, everything will be fine. She's

in good hands. I'll say they've been supporting me” (001BU, 29 years, Seamstress)

“Well they're helpful, kind. For what I've seen I'll say they're....oh they have patience.
They have patience because everyone have their problems but they put their own

problems aside and help. It's fine.” (002PU, 28 years, Accountant)

Participant eleven (011BU) felt supported because whenever she came back from the house to

meet her baby in the morning, he was doing well. She had this to say:

“Oh they are doing well. They are taking care of him well. When I go home and come
back, I realize he is alright so I would say they are taking care of him just fine. They are

patient too when I ask my many questions”’ (011BU, 29 years, Trader)

One mother thought that the staff behaved in a professional way and were well mannered. She also
thought the staff are taking some of their burdens away by taking care of the babies whiles they go

home and come back:

“it was an emergency but they assisted in everything I did when I came, they talk to us.
That time he was a 2 days old baby and they tried to get her blood but they didn t get. It
wasn t easy but they were patient. Others will shout at you, but they didnt. They are

doing very well. They do, taking care of the children and feeding them.... our burden was
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shifted to them. I will give them. 80%. They are doing very well. They are doing what they
can, we leave the babies to go and sleep at our homes so they are sharing the burden of
caring for the baby. When they cry they carry them and feed them. Our stress has been
passed onto them. Thy are doing well. At times taking peoples responsibilities even
though you are being paid is not easy. Checking their temperature and giving them their

medication.” (015BU, 40 years, Accountant)

There were a few mothers who expressed not feeling supported by the medical theme

“Hmm. (Laughs hysterically). They are taking care of the baby. That is what I can say.
The work they are doing here I can give them ten out of hundred. Unless I ask them
questions they don t give you information about the baby. It is only the baby they care for.
1 the mother is none of their concern. I am not part of the care they give. They are

supporting the baby not me” (008BU, 27 years, Caterer)

“The kind of support they give is average. That is the best way I can describe it. Aside
vital signs they don t really do much for the baby. They don 't check on them too. They
only come around to put the baby in the machine during the admission and tell you to
feed every two hours and they leave. The students come to take the vital signs and that is

all. But it is okay. Yeah.” (005PU;, 28 years, Nurse)

One interviewee thought that some of the staff are supportive whiles others are not. However,

generally, they were not doing too well as a team in her opinion:

“They don t really offer any support like that. I bath the baby myself. Even because of this
light thing, I only clean her. Or my mother also helps. The cord too we take care of it

ourselves. For emotional support I will rate them at 20% because they do not tell you
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things that would encourage you. informational support will stand at 10%. For the
doctors, they are different different, some are encouraging and very good. It was one of
them who came to discharge all these other babies today. For physical help I won't even
go there. They don 't do anything for me or the baby. It is the pulse they have been coming

to check” (003PU, 28 years, Seamstress)

One participant went as far as rating the services provided as:

“Well so with the doctors I will give them 10%. I am just being honest. And with the

nurses maybe 50% or 60% " (006BU, 36 years, Salesperson)

Although all participants expressed being supported in one way or the other by the medical team,
the level of support as experienced by the mothers varied on different levels. Some felt well
supported, others averagely supported and some least supported. Majority of interviewees
expressed need for informational support and monitoring of the babies. Emotional support was the
least mentioned whiles physical support was the most mentioned from the babies’ unit. Mothers
expressed that they are pleased with the fact that equipment for treatment are readily available but
displeased with the lack of a hostel close for those whose babies are at the babies’ unit and cannot

room in with them. One participant expressed her frustrations as:

“It is not easy at all. Yesterday when I was told to go home. I couldnt sleep. I was
hearing the baby crying in my head. I couldn t sleep the whole night. I felt like I have just
left her and it was a painful feeling. It was not easy. The first two days too my breastmilk
wasn t coming and we were feeding her formulae. And now itis just flowing but she is
not with me to feed. It has not been easy. Here they give us time to come and breastfeed

so if it is not time you can't come.” (007BU, 37 years, Seamstress)
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“Haaa hmm. [ was feeling bad. How I even got to the house I don't know but I was
crying. My boyfriend was even calling me back. But at least I feel they are helping me.
because my mom is not here to take care of the baby for me so if I am getting help from
the professionals, I think it is okay. They are taking care of the baby so that he will be

fine” (010BU, 17 years, SHS Student)

Some mothers who could not bring themselves to leaving their children behind had this to say:

“It was painful the first day, they asked us to leave. I even cried. I didnt know I could
leave the baby. So I didn't go home. I slept outside. They explained to me why I am
leaving her here but it didn t change my feelings towards it. I think emotionally they
support me because they carry the baby when he cries. This gives me comfort because

someone will not mind the baby.” (013BU, 26 years, Caterer)

“its very bad. Upon going through everything for almost 10 months and finally God
delivers you and you are like i have my baby then the next day, your baby is somewhere
else and you another place. Especially in the night, You hear your baby crying but you

can't help comfort her or come close to her.” (014BU, 27 years, Teacher)

Medical staff support was mainly physical support for the baby which my mothers felt was most
important because it was their babies who were sick after all. They however expressed need for

emotional and informational support which they felt was lacking.

4.6 Community Level Support for Mothers
Mothers described community level support such as their culture, social groups and neighbors.
Below are the ways by which these identified factors serve as support for the mothers during the

admission of their jaundiced newborns.
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4.6.1 Cultural Practices Supporting Mothers

When participants were asked about any cultural practices that support them, they had a few

interesting ones which they said were helpful for them. Some of their comments are recorded

below:

“I am a Ga Adangme. [ was taught postpartum practices like sitting in warm water,
massaging with warm towel and staying indoors with your baby for at least a week. This
is really helpful and it helps you to recover very fast. My first child was a CS so I did not
sit in warm water but I massaged with warm towels. And I must say it really helps you
feel better. But because of this admission I am unable to do all that. Now I am having
back pains and aches. My whole body hurts. So at least if the nurses were helping us
small small that would have been nice. Carrying our baby for us small small. Staying

indoors with the baby also is good. people do not get the chance to spread diseases to

us” (003PU, 28 years, Seamstress)

Another mother shared how the one week isolation is helping her minimize interruptions and rest

while on the admission:

“I don 't know much about the cultural practices. But usually when a woman delivers,
they would let she and the child stay indoors for a week without visit. We are still within
that one week so I am not being bothered by a lot of calls and visits. I believe that that is
helping me because I don t need to explain the situation to many people. I am just

concentrating to the baby getting better.” (005PU, 28 years, Nurse)

“I think the one week no visit is a good thing. Now I don 't have to deal with so many

people or explain myself to so many people. I also do the warm sitz bath and massages. It
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helps a lot. They do some herbal medicines too and you take it. It really helps a lot.”

(008BU, 27 years, Caterer)

One mother mentioned the traditional way of bathing oneself after birth and traditional baby bathe

methods and massages help a lot:

“Hot water for bathing. I bath hot water. Even the baby too. I massage some part of the
baby. You must know how to bathe. Yes, to me it was helpful. You know sometimes the
hospital will tell you otherwise but the ones I just mentioned are helpful” (015BU, 40

years, Accountant)

The two Nigerian mothers also mention a few traditional practices they are doing that help them.

This is what they had this to say about their culture:

“We do have some practices. I used hot water to massage the waist, ribs and back to help
in healing. They help to relax your body. Some people do herbal mixtures and stuff to
help the body but I don t really do that. The one week in doors. No, not necessary. It s
okay when your baby has not taken BCG. But when they do, you can move with the baby.
If the baby has not taken BCG, you have to stay far from people because of infection.”

(009BU, 34 years, Real Estate Agent)

“We have some practices but mostly your mother has to do it for you but me my mother is
not here. Otherwise like my mother will cook for me. They call it white soup that will help
your stomach to go flat. They press you with warm water and massage you. so that you
get your strength back. Give you some tea, herbal tea. They do a lot of things. But my

mum is not here so I do it myself.” (010BU, 17 years, SHS Student)

Some mothers were also not aware of the cultural practices. They said:
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“No. None that I know of. I do my things normal.” (016BU, 37 years, Midwife)

“You know I'm new to all this. I don't know any cultural practices I'm supposed to be
practicing as a new mother. We came here straight from the hospital I delivered”

(001BU, 29 years, Seamstress)

When it came to cultural practices, others spoke about what works for them and how helpful it
was. Educational level of mothers did not matter as long as they felt the practices would help them,
they practiced it. Mostly, warm baths and sitz, week of isolation and massages were the ones
mothers mostly practiced. A few mothers also mentioned they did not know or did not engage in

any of such cultural practices.

4.6.2 Social Groups

Social groups are groups of people with similar interests. Social groups can vary in membership
depending on the purpose of these groups. Most mothers who participated in this study did not
belong to any other social groups aside church. The few who belonged to the social groups had

this to say:

“I belong to some welfare groups both in the church and in the community but like I said.
I have not told them yet. We are trying to manage this one by ourselves.” (003PU, 28

years, Seamstress)

“Yeah we do have a group like my country have the Gabonese group here in Ghana. But
even though those groups are there I'm not actively involved with them. So I don't receive
help from them. I didn't even tell my people back home about the pregnancy or the

delivery so there's no support coming from that area.” (002PU, 28 years, Accountant)
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“Oh I was once in one of those community welfare groups but they weren t helping me. |
was along standing member who has contributed to many people in the community but I

am not seeing how they are helping me so I have stopped” (011BU, 29 years, Trader)

The church was seen as providing spiritual, financial and emotional help to mothers during the

hospitalization of their newborns. Below are some of their submissions:

“Church group and Work are doing really well. They help with the emotional part.
Sometimes financial. They call and check on me. They come here and would be like,

“Should I buy something for you?” (015BU, 40 years, Accountant)

One mother described how her pastor and wife even supported her through delivery and this
admission. She mentioned she didn’t expect financial assistance but spiritual and emotional

support:

“My pastor is always calling. During the second stage of labor, he was calling in. Even
this morning his wife called to ask how we were doing. As for finances I don t think I will
send my issues there oo. I am okay financially So mainly they offer me emotional and
spiritual support. And my pastor's wife is a midwife so for her she is very particular
about the health of the baby. When you 're pregnant she finds out what you are doing and

the medications you are taking.” (012BU, 31 years, Nurse)

Another mother described the help offered her by a church member who was also a staff:

“I have told the leader about it. I met the leader when I was going to deliver. And when
the baby was in NICU, She always goes there to check on her. She is a nurse here. When [

need something that is around the hospital she helps” (014BU, 27 years, Teacher)
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The younger teenage mum discussed her support from a church member. She reiterated saying;

“One chorister also took interest in me when I got pregnant so she was taking me to a
private clinic where she pays for everything for them to attend to me. So, she supports me
very well. But the church itself has not given me anything yet.”(004BU, 15 years, JHS

Student)

The rest of the mothers belonged to a church group but have not told the church or asked for help

at the time of the interview. They explained:

“My church erh. Nobody knows because it has been long that I've gone to church so
nobody knows. But they help people who need assistance. I haven t received any help
from them though. But once in a while people dash my daughter money after
complimenting her that she’s cute. But not officially giving me help. Maybe for others

they receive help but not me. I don t really know.” (001 BU, 29 years, Seamstress)

“Oh my church people show concern for us. They call and pray for us and encourage us.
But about this admission I have not told them because I don t see it as something very big
to report. But they know I have given birth so they call me to check up on me.” (002PU,

28 years, Accountant)

“Well my church supports mothers spiritually and financially if they need that kind of
assistance but I have personally not requested for financial help. So they call to pray with
me and to encourage me. That is my pastor and wife. Yeah.. they have really been helpful.
And one or two elders and deaconess in our church sent us money although we haven t
mentioned that the child is unwell. So yeah they are supportive. They encourage and pray

with us.” (005PU, 28 years, Nurse)
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Basically, the church in this case functioning as social group support for these mothers offer
financial, emotional and spiritual support. Only one participant mentioned she was a member of a

community welfare group but quit after years of contributing without seeing results

4.6.3 Neighbors and Neighborhood Support
Some mothers lived in closely knit together neighborhoods that offer support during times of need.
There were those who discussed various ways their neighbors are of help to them. When asked

how their neighbors support them during their admissions, mothers had this to say

“So I mentioned I had only one friend, yeah. She happens to be my neighbor too. She
helps in all areas. She knows about my condition. When I need something she goes to get

it for me.” (014BU, 27 years, Teacher)

One mother spoke about the eagerness of her landlord and cotenants in wanting to show her how

much they wanted to be there for there for her. She was recorded as saying:

“Well they are worried I have given birth but I am not coming home with the baby. So
they check up on me. Even this morning my landlord called that they were coming here
but I told them that they wouldn't even be allowed to go in to see the baby so they should
not come. They all wanted to come so that [ can know they are there for me. But they
insisted so they are on their way here. I will meet them outside because here in particular

dieer they will not be allowed” (013BU, 26 years, Caterer)

Participant fifteen described her cordial relationship with her neighbors and how well they support

her in checking up on her and buying her groceries. She puts her response this way:
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“Oh they are good. Even at home sometimes if they do not see you they call out to you
and i will respond from my room, I'm fine ooo. Sometimes they go to market and bring

you stuffs.....but that depends on how you are with the person. Me I'm sociable so..”

(015BU, 40 years, Accountant)

One mother described physical and financial support she receives from her neighbors. This was

what she said:

“Oh my neighbors are supporting me very well. Oh one of my neighbors even helped me
bath the baby. And when my boyfriend is not around and I need something, they mostly

help then I pay back when he comes home.” (010BU, 17 years, SHS Student)

Other mothers thought that by relating with their neighbors, they will be allowing them to pry into

their private affairs.

“They call to check up on us but generally don't like interactions with them because they
like to pry too much into your issues. Even someone asked me if I gave birth vaginally or
CS. So these days I don 't even want to pick her calls. She makes me angry. She's elderly

like my mum's age. But the rest of the younger neighbors we only greet each other hi and

hello” (012BU, 31 years, Nurse)

“Oh I am not free with my neighbors like that for them to be of any help to me. We don 't

really meddle in each other s business” (011BU, 29 years, Trader)

“Oh my neighbors like minding other people's business so I'm not that close to them. Just
good morning good morning. That is me. I don't like mingling with people. So I just say

the more you mingle with people the more they have the opportunity to say anything they
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like about you. I don't like that part and in my compound they like doing it too much. It's

a tenant house so. Yeah.” (002PU, 28 years, Accountant)

Some mothers lived in areas where they were disconnected from their neighbors. These were
places like the gated-communities and estates where although people lived close to together, they

are not in touch with each other and do not even know some faces and names. One such mother

described her situation as:

“My place is an estate so we don t really know the people around. Alright we see them
and we know oh this person lives next door and so and so but we are not in this kind of
relationship that will make them support you. like its just a good morning, good

afternoon relationship. You see each other and know them by face or by their car.

Hehehe.” (006BU, 36 years, Salesperson)

Two others shared their experiences of how poorly the relationship between people were, in such

communities:
“I am in a private area, so [ don t interact with neighbors.” (016BU, 37 years, Midwife)

\“Currently I live in one of the gated communities. But you see everyone is in their rooms.
So we don t get to be close. They are on their own and I am on my own. Although my

immediate neighbor is very helpful. She helps emotionally and checks up on us. She is the
only one I have told so far about my delivery. The rest of the neighbors we just greet each

other. Some of them i don t even know them at all. Others I know them by their cars.

haha” (005PU, 28 years, Nurse)

The contributions of the mothers suggest that neighbors play key roles financially, physically and

emotionally depending on the kind of relationship that the mothers have with them. Minimal or no
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interactions with neighbors meant isolation, however those who are in close relationship with

neighbors are helped in various forms.

4.7 Summary of study findings

In summary, it was evident that mothers may receive support from various avenues during the
admission of their jaundiced newborns. Among these supports are the mothers themselves,
meaningful relationships with their spouse, family and friends, the institution of hospitalization
and the community in which they live. At the individual level, the mothers’ biological attributes,
acquired knowledge and skill, and personality attributes like self-regulation may serve as shield
against the depressing nature of the hospitalization. The mother’s family is also another support
discussed under interpersonal level support where persons like the spouse, maternal and paternal
grandparents, siblings and some extended family members show support for the mother. Friends
are another source of support at the interpersonal level. These persons offer various kinds of
support including financial, physical care, emotional support, care of siblings of the hospitalized
newborn, and spiritual support. The institutional level support highlighted mainly staff support.
Mothers may feel supported when their needs are met by the staff in the institution of
hospitalization. The needs required were mainly informational (communication),
physical/instrumental care and emotional support. It was evident that staff were mostly caught up
in the provision of instrumental/physical care of the jaundiced newborn and rarely contributed to
the other forms of support mothers needed. The community level support as the mothers described
came from some cultural practices, their social groups and their neighbors. Cultural practices
included one week isolation for mother and baby, which mothers described was very helpful for
them to keep away from visitors and recover, massages and some herbal soups and mixtures aimed

at speeding up the healing process from delivery. Social groups like the church described under
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this heading provided spiritual, financial and emotional support for mothers during the
hospitalization of their jaundiced newborns. Depending on the relationship that existed between
mothers and their neighbors at the time of these interviews, mothers described various levels of
support received from their neighbors, encompassing financial, physical, emotional, sharing of
foodstuff and medication and care of the sibling of the jaundiced newborn. These were the findings
from the study deduced from the research questions and organized according to the generated

themes.

INTEGRI PROCEDAMUS |
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CHAPTER FIVE
DISCUSSION OF STUDY FINDINGS

In this chapter, the study’s findings were discussed by comparing contextually, the study findings
with existing literature to identify patterns and generate ideas for future research in the support

mothers utilize during the hospitalization of their jaundiced newborns.

5.1 Intrapersonal Level Characteristics Supporting Mothers

The Socioecological theory adopted in this study views the individual at the center of systems,
relationships and contexts. Meaning, many factors come into play to influence the health and
behavior of the individual (Ochs et al., 2024). At the intrapersonal level, personal attributes of the
individual such as biological and personal history factors are considered (Ochs et al., 2024). These
include, age and gender, income, education, emotional learning and life skills. These
characteristics are further classified into three domains namely the demand characteristics,
resources and force characteristics. These domains are discussed subsequently as the mothers

interviewed in this study reiterated.

5.1.1 Demand characteristics of mothers

Age and gender were the main concepts discussed at this level during this study. Many mothers
expressed age as a support because it comes with experience, maturity or readiness for overcoming
challenges. This is consistent with the findings from a similar study by lke et al. (2019) who
concluded that “The younger the mother, the greater the extent of the psychosocial problems.”
Their findings posited that older mothers had greater adaptation ability to-stress compared to
younger mothers. Mothers expressed that older age supports the ability to carry pregnancy to term,
supports physical labor demands and postpartum stressors like neonatal admissions as they were

faced with. A study by Younge et al. (2023) in the United States found older maternal age was
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related to lower levels of stress experienced by mothers whose babies were admitted in the neonatal

intensive care unit. .

Younger mothers (teenagers) who were interviewed during this study admitted that they were
disadvantaged because of their ages, requiring close to total support from their parents. This is in
line with a study done in the United Kingdom by Goisis (2023) which showed that younger
mothers are more likely to receive parental support with areas like contact with the mother
(physical care), care for the newborn and money to buy essentials. The findings of this study align
with Giosis (2023) as the teenage mothers expressed their daily selfcare needs are taken care of by
their mothers and significant others because they are limited in resources and experience. They did
not have a source of income and are totally dependent on their caregivers for the survival of their

neonates and themselves.

The mothers in this study, although they were content with caring for their babies, did not consider
the female gender in an African setting as a support during the admission of their newborns because
they were primarily the ones taking care of the babies on hospitalization and older children even
after going through hard labor as well as taking care of their homes. A study in South Africa by
Erzse et al. (2021), women still had the role of work, housework and childcare, giving them
multiple roles in African settings. The mothers in the current study felt they were doing double the
work comparing themselves to their male counterparts. Many of them even wished they had been

born males to ease the burden they are faced with as females.

5.1.2. Maternal Resource characteristics
Among the resources discussed during the current study regarding maternal resource

characteristics that support them during the hospitalization of their newborn included income.
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Daliri et al. (2024) noted that one of the main causes of maternal distress during neonatal
hospitalization is finances. Their study found out that maternal distress was exacerbated by the
inability to pay bills, buy medications or other essential items needed to care for the baby.
Twijukye et al. (2025) who reported that, parents experience emotional stress from fears regarding
their financial obligations and meeting the unexpected expenses during hospitalisation of the
newborn. During this present study, mothers who had high income went as far as paying to stay in
the Hospital and care for their babies even though they were discharged, while others because of
financial constraints had to go home and still face challenges of having to board vehicles to and
fro to see their babies. As such, mothers with higher incomes felt supported by their finances and
those who were not working, did not feel they had that support. There were others who thought
their income was less and could not take care of everything they needed but they also felt it was
better than having nothing at all. Majority of the mothers viewed their income as a support for
them. Their income aided with good health decision making, taking care of bills, food and other
essentials like transporting themselves to and fro to see and care for their babies. This aligns with
Janaki and Prabakar (2025) who argued that socioeconomic status can influence maternal health
seeking behaviours. The current study also agrees with a study in Nigeria by Adamu and Ango
(2024) who found a relationship between poor health seeking behaviours associated low income

among other factors.

Another maternal characteristic that supports them is their parity and experiences with previous
admissions. In the present study, 75% of the mothers interviewed had more than one child. They
expressed their experiences and having to take care of their older children as having thought them
patience, better understanding of motherhood and experience with caring for a baby on admission

with admission, taking responsibility and care of a child, endurance, strength, early detection of

115



abnormalities, enhancing coping mechanism, avoid complications. manage subsequent situations

and hope for better outcomes.

Adappa and Barr (2023), investigated the social determinants of health and the neonate admitted
in the Neonatal Intensive Care Unit. They found one of the key determinants as mothers’
educational level which enables them to make informed health choices. In the current studies,
mothers felt their education helped them to be aware of their surroundings, solve problem, reduce
stress, be more self-aware, ask for clarification, correct mistakes and overcome challenges. A study
in Ghana using dataset from the Ghana Demographic and Health Survey (DHS) between the period
of 1988 to 2014, by Amoah and Asamoah (2022) on the role of a mother's education on child
survival suggested that maternal educational level is a strong determinant of child survival, thus
supporting the current study findings where mother confirmed that their education is a support for
them during hospitalization of their newborns with jaundice. Earlier studies in Palestine and India
(Abugamar, et al., 2011; Mehta et al., 2014) have shown that educated mothers are more likely to
perform key essential newborn care practices that promote newborn survival. The study also
supports the notion that educated mothers or mothers with higher educational attainment promote

quality care for their neonate (Yu, 2023).

5.1.3. Maternal Force characteristics

Force characteristics refer to the individual’s personality, drive and motivation. The mothers in
this study were motivated by the mere responsibility of motherhood. Some saw motherhood as a
personal responsibility. It is their duty to care for the baby and ensure their safety. they saw
motherhood as something to be admired and be proud of so they took pride in the fact that they
were also mothers and can talk among their peers when the conversation came up. These reasons

kept them moving on and gave them a strong sense of support to endure the stress and be present
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for the newborns. They endure staying up all night or sitting at the reception of the unit knowing

very well they would not go in and will only be allowed into the ward the following morning.

Mothers promoted their self-efficacy during their newborn admission by adopting personal coping
mechanisms such as self-awareness, self-regulation, self-soothing, resilience, withdrawal
(isolation), venting (expressing coping), seeking information, positivity and prayer. Ramos,
Enumo and Paula (2017) found some of these coping methods to be the mechanisms adopted by
mothers during the hospitalization od their babies in Brazil. They found positivity (wishful
thinking), self-regulation (self-reliance), isolation, venting (support seeking), seeking information
and prayer (religious practices) as components of their major twelve families of coping strategies
by mothers who have their babies hospitalized. Sih, Bimerew, and Modesta (2019) agrees with
prayer as a coping mechanism mothers adopt in their study of maternal coping strategies during
preterm hospitalization. Manageability and self-regulation were among the coping strategies
mentioned by Adu-Assiamah (2022) in her Concept analysis on maternal coping with newborn
admission. The current study findings also align with Kudu et al. (2025) from Ghana, who reported
maternal adaptation to stressors through emotional regulation, spiritual coping and faith-based

practices to increase their strength and hope.

Muthiah and Halim (2024) in their study of mother’s personality trait and maternal role adaptation
of first-time mothers in Indonesia, found out that mothers’ personality influences their maternal
role adaptation. This may support the findings from this present study where mothers mentioned
their personality as a support for them in influencing how they manage, adapt and cope with the

stressors they are faced with on admission.
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5.2. Interpersonal level support for mothers

Interpersonal level support is conceptualized in this study as the support received by mothers of
hospitalized newborns with jaundice, through their transactions with significant others and their
relationships that they perceive to be helpful in reducing their stress coping better with their
situation. Among the individuals mentioned to be providing such support include spouses,
maternal mother, mother in-law, siblings and friends. The support from these relationships run
through the interviews and they were found to be providing varying degrees of help. Ahmadpour
et al. (2023), agreed that spousal and family support are major predictors of maternal functioning
and competence since spousal and family support were major determinants of maternal mental
health in Iran. Garti et al. (2021) indicated that mothers receive financial and social support from
their spouses, family and friends in a Ghanaian setting. These individuals have been separated in

this study and their role in supporting mothers have been highlighted in the subsequent paragraphs.

5.2.1 Spousal Support

Spousal support was the main support utilized at the interpersonal level support for mothers during
this study. Close to hundred percent of participants were receiving full support from their partners
with only two mothers who said her husband only looks after their older children but does not offer
her any other support and one teenage partner who only offered financial support. Spousal support

in this study came in the form of financial, physical, emotional, house chores and sibling support.

Most spouses were said to be taking care of the bills and covering hospital expenses, food,
accommodation and other essentials for the baby. Eduku, Annan and Ani-Amponsah (2024), found
a similar result where mothers confirmed that their primary financial support came from their
partners, contributing to their resilience in caring for their infants. Mothers praised their spouses

for their immense support during the admission. Ahmadpour et al. (2023) conducted a study in
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Iran which confirmed that financial support from spouses can increase maternal competence and
maternal mental health. Literature review in Africa, Asia and Latin America by Aubel (2021) also
noted that men provide financial assistance as a major supporting role, particularly during newborn

illnesses which agrees with the present study findings.

Some spouses were physically present and had taken leave to be with the newborn and mother
throughout the hospitalization although most of them were coming in the morning and going
because of their work. They were physically present most of the time and usually in the mornings

and evenings.

Most of the mothers shared how their spouses were there for them emotionally, encouraging them
and telling them everything will be fine. A study in Israel by Kestler-Peleg (2022) found that
mothers psychological stress levels reduced when they feel supported by their spouses. This
finding supported the present findings of the study where mothers expressed, they feel less stressed
when their husbands encourage them and help them through the admission. Spousal support was
found to be a strong determinant of maternal psychological state. Ahmadpour et al. (2023) in Iran,
stated that emotional support from spouses can increase maternal mental health. Abeasi and
Emelife (2020) in Nigeria found that mothers who do not feel emotionally supported by their
spouses feel challenged in managing the admission situation. Al-Mutawtah et al. (2023), also
reported that women felt supported when their spouses paid attention to them, allowed them space
to share their concern and offered them supportive words. This is in line with the current study
findings where the fathers took leave to be present and offering a shoulder to rely on for their
wives, and hospitalized baby. This is supported by Akua and Afutu (2022), who reported that

husbands have integral roles in the healing of mothers with hospitalised neonates from stress.
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Other partners were supporting their older children who were home and missing the presence of
their mothers for those who had more than one child. This agrees with the study in Ghana by Garti
et al. (2021), who found husbands taking care of other children apart from the one hospitalized, so
that the mother can concentrate on the newborn. Mothers in the study by Ahmadpour et al. (2023)
in Iran stated that spousal help with infant care is a strong support for them and increases their

competence and mental health.

Male partners again were found to be engaging in house duties and chores to support their wives
during this study. Garti et al. (2021) mentioned that, even though the Ghanaian culture does not
endorse male participation in household duties, men were found to be doing household chores to
support their wives during the admission of their newborns so that the mothers can concentrate on
taking care of the one on admission. This finding was seen also in the current study where mothers
narrated how their husbands take up house chores like, cleaning, cooking, bathing their other
children and taking them to school, with or without the help of other family members like maternal
family support. Al-Mutawtah et al. (2023), reported a similar finding where mothers felt supported
when helped with chores by their spouses and significant others. They again found out that when
men took the initiative to take responsibility of the chores their wives used to do like hard labour

chores and food preparations, it helped mothers cope better (Al-Mutawtah et al., 2023).

5.2.2 Maternal Grandmeother Support

Buchanan and Rotkirch (2018) reported that grandmothers are more involved in the care of their
children now than any point in time. This is seen in the present study as all mothers except one
participant, who did not grow up with her birth-mother, expressed deep support from their mothers.
Mothers offered physical, financial, emotional support and taking care of older children during the
hospitalization of their new sibling. Mothers were observed going up and down, running errands,
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bringing food, and offering emotional support to their daughters during this study. Al-Mutawtah
et al. (2023) reported a similar finding where mothers felt supported when helped with chores by

their spouses, mothers and significant others. Their roles are explained below.

Participants in the study by Al-Mutawtah et al. (2023) expressed emotional support from
significant women like their mothers, grandmothers, mothers in-law, sisters and sisters in-law.
Most mothers in the present study mostly resorted to talking to their mothers when they were hard
pressed. They spoke about how their mothers encouraged, advised and offered them a shoulder to
cry/lean on. They reported psychological support from their mothers as they saw them as the
epitome of wisdom in the Ghanaian context (Aubel, 2021). Riem et al. (2021) in China, reported
that, grandparental support was related to better maternal mental health and adequate caregiving
practices. A further study by Riem et al. (2023) confirmed that maternal grandmothers are

implicated in maternal emotional states and mental health

Some maternal mothers, had to move into their daughters’ homes to take care of the hard labour
chores and sibling support. Al-Mutawtah et al. (2023) reported a similar finding where mothers

felt supported when helped with chores by their family, among which, mothers were mentioned.

Aubel (2021) reviewed the role of grandparents as authoritative caregivers and advisors of neonatal
health. She reviewed literature from non-western cultures: Africa, Asia and Latin America.
Grandmothers provided newborn care and advise to young mothers in Africa (Ethiopia; Ghana,
Nigeria, etc); from Asia (India, Pakistan, Nepal, etc) and from Latin America (Brazil, Mexico, etc)
(Aubel, 2021). This was in line with the present study where maternal mothers were said to be

giving advice and also caring for mother and the hospitalized newborn.
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Another area of support from maternal grandmothers was also seen in their care of the siblings of
the hospitalized newborn which is in agreement with the study done by Buchanan and Rotkirch
(2018), suggesting that grandparents were more involved now in the care of their grandchildren
than any other point in time. Riem and van der Straaten (2024) noted that the quality of maternal

grandmother support can have mental health benefits for the mother.

5.2.3 Paternal Grandmother support

Mother in-law support was one of the support mothers utilized during this study. Although some
mothers-in-law were not alive and others were absent, not offering any help or keeping in touch,
50% or more of Mothers-in-law were found to be offering various forms of support during this
study. Mothers-in-law offered help like maternal mothers, although some maternal mothers were
said to be more involved than mothers-in-law. Mothers-in-law assisted with finances, emotional

support, childcare, sibling support and house chores.

Participants in the study by Al-Mutawtah et al. (2023) found that mothers-in-law also offered

emotional support. They spoke about how their mothers-in-law encouraged and advised them.

Some mothers-in-law also moved into their sons’ homes to help the daughters-in-law with chores
and sibling support. Al-Mutawtah et al. (2023) reported a similar finding where mothers felt
supported when helped with chores by their family, among which, mothers-in-law were

mentioned.

Aubel (2021) report that grandparents are authoritative caregivers and advisors of neonatal health
in her literature from non-western cultures: Africa, Asia and Latin America. This was in line with
the present study where Paternal mothers (mothers In-law), were said to be giving advice and also

caring for mother and the hospitalized newborn.
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Conclusively, mothers-in-law performed similar roles as maternal mothers. However, mothers of
the newborn felt more comfortable with their own mothers than with their mothers-in-law. This is
supported by Fox et al. (2023) who studied maternal cortisol levels of mothers receiving support
from paternal versus maternal grandmothers. They found that the maternal grandmothers were
more pronounced. There was also a concern about the relationship that existed between the mother
and the paternal grandmother, which determines the kind and level of help they receive from their

mothers in-law.

5.2.4 Support from siblings

Maternal siblings and siblings-in-law were also mentioned in this study as offering their help
during the hospitalization of the jaundiced newborn. Siblings are very instrumental in influencing
maternal stress levels (Varma et al., 2019). Siblings were seen visiting, at the hospital, running
errands, offering financial and physical support like bringing food to the mothers and taking their
clothes home to be washed. Female siblings may also move into their sisters’ homes to help with

chores and take care of the other children born to the mother (Al-Mutawtah et al., 2023).

5.2.5 Support from friends

Al-Mutawtah et al. (2023), Kestler-Peleg (2022) in Israel and Garti et al. (2021) in Ghana, recorded
help offered to mothers by friends. In the current study, friends offered diverse support based on
the maternal relationship with them. Among this support is emotional, financial and physical or
practical support. Another study by Murthyet et al. (2021) in India highlighted friends as one of
the sources of financial and/or emotional support for mothers during neonatal admissions. Friends
are very instrumental in influencing maternal stress levels by offering various forms of support

(Varma et al., 2019).
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A study by Wuni et al. (2022) on stress and coping mechanisms of mothers with hospitalised
infants at the Tamale Teaching Hospital, Ghana, identified 93.3% of mothers depended on friends
and family as an integral part of their coping mechanism with stress. They reported seeing mothers
with their friends during the admission offering a shoulder to cry on and share their worries and
also give physical help. This is in line with this present study as mothers found at the Greater Accra
Regional hospital also mentioned they confided in their friends and have them help with many

activities similar to the kind of help offered them by their siblings.

5.3 Institutional factors supporting mothers

Institutional level support umbrellas the services and hospital resources need in the wholistic care
of the patient(neonate) and their carers(mothers). Institutional support for mothers in this study
encompasses, infrastructural support, medical staff support and hospital logistics and policies like

the acceptance of insurance coverage. These resources are discussed below.

5.3.1. Infrastructural Support

Infrastructural support is contextualized in this study as hospital amenities like accommodation
and paediatric equipment like the firefly necessary for the treatment of neonatal jaundice. Mothers
were satisfied with the availability of this equipment which were used to treat their neonates. They
felt supported that everything their babies needed to recover were readily available. Another area
mothers felt supported was the National Health insurance that was accepted at the regional
hospital. They felt the cost of the treatment of their babies had been subsidized because of the
policy. However, accommodation was one of the major challenges mothers in this study did not
anticipate. Some mothers who were living far away were travelling to and from home everyday to
see their babies, returning tired and having to return the following day to continue. This challenge
was felt by those whose babies were in the babies’ unit unlike those in the paediatric neonatal
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room. This was in line with the study conducted by Apedani et al. (2021), in a NICU of a mission
hospital in Ghana, who found that mothers received some logistical support (sleeping room,
mattresses, bath rooms and toilets). They noted that mothers also utilized services (counselling,
peer groups,) and health education from various health professionals. However, these support
services were not adequately available to meet their needs (Apedani et al., 2021). Mothers in this
study were not made aware of any such groups as the peer groups and counselling units. Logistical
support was also limited to a 4 bedded neonatal room, rendering the rest (12/16) helpless in that

regard.

5.3.2. Expected staff support

Expected staff support is contextualized in this study as the services mothers anticipate would be
ideal, supportive or helpful versus the support they actually receive during their admission period.
The findings of this study suggests that there is a disconnect between the support mothers
anticipate from the support they receive. This is supported by Negarandeh et al. (2021) in Iran,
who found a gap between expected and actual support given by their healthcare providers and that
although mothers needed their support, that concern was not their main priority considering their
workload. Adama et al. (2022) also reported that mothers with hospitalized neonates have
informational needs, require emotionally intelligent staff, hands-on support, emotional and
practical needs. This supports the current findings were mothers said they were okay with how the
staff took care of the babies, however they had close to no personal support from the staff. Some
gaps in support were in the areas of physical care for the mothers who were in the paediatric
neonatal room, informational support, emotional support and infrastructural support for mothers

who were at the babies’ unit.
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Mothers in the neonatal room at the paediatric unit who were rooming in with their babies
expressed their tiredness from having to totally care for their babies with minimal assistance from
the nurses even though they had just gone through a hard labor and needed rest to heal. The
disappointment was huge because the mothers had the responsibility of physical care of the
newborn throughout the hospitalization. Negarandeh et al. (2021) found a similar problem when
they found the mothers complaining about lack of rest and tiredness from inadequate

accompanying of care from the staff.

Another area in this study where most mothers expressed needing support was information about
the condition of their babies. In an Iranian hospital, mothers thought that staff did not spend
adequate time to share clinical information or answering questions in regards to their concerns
about their babies with them (Negarandeh et al., 2021). A study done by Boateng and Amadu
(2022), at the Tamale Central Hospital found out that when the mothers of hospitalized newborns
at the NICU were provided with information on how to care and do caring activities for their
babies, their confidence in taking care of their preterm babies were heightened as do many of the
mothers in this current study. Krestler-Peleg et al. (2022) agreed that mothers craved honest, timely
and comprehensive information regarding the condition of their infants and the potential outcomes.
Akua and Afutu (2022), reported that when negative relation exists between staff and the mother,
it causes severe stress, recounting an incidence where a mother thought she had lost her baby when
she met an empty cot after her baby’s cot was changed without consent or information. This exact
incident was reported in this study by a mother who described that her baby had been moved cot
by cot from one corner of the Unit to another without any information given her. Another mother
reported wrong information from a student who told her, her babies condition was so severe and

pass away necessitating the change of the firefly machine. This caused her great pain. This proves
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that prompt, timely, accurate and comprehensive information is needed at every change or progress

to mother.

5.3.3. Medical staff support for mothers

Staff support as reported by participants in this study were the ways they received support from
the medical team including nurses and doctors. Mothers reported they received some level of
physical, informational and emotional support which was the least experienced support. Similar
studies by Twijukye (2025) and Namusoke et al. (2021) noted that interpersonal relations
variability existed between health care providers and parents ranging from respectful, supportive

care to disrespectful and harsh treatment of parents.

Seventy-five percent (75%) of mothers were recruited from the babies’ unit. They reported
comprehensive physical care from the staff since they left their babies in the care of the staff and
had to go home for the night. The rest of the 25% of mothers recruited from the neonatal room of
the paediatric unit expressed less physical care from staff. Generally, mothers appreciated the

physical care rendered by the nurses and doctors.

Informational support as mothers described it refers to information about the condition of the baby,
the treatment modalities, communication of laboratory findings and the way forward in treatment
options. Mothers reported they had some level of information. however more than half of
participants expressed inadequate information and communication from staff. This finding is in
line with Adama et al. (2022) and Eduku, Annan and Ani-Amponsah (2024) from Ghana. These
studies recognized that mothers had a need for honest, timely and detailed information from health

care staff.
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Emotional support was the least forms of support mentioned by the mothers. They only feel
supported emotionally when they see better changes in the condition of their newborns. They
reported that their babies are getting treated alright but they themselves received close to no
support from the medical team. This is supported by a study which noted communication gaps
where healthcare providers seemed to ignore parents (Namusoke et al., 2021). Their focus was

mainly getting the baby to optimal health while neglecting the mother in the process.

5.4 Community level support for mothers

In the Ghanaian community, the infant is the responsibility of the whole community and not just
the responsibility of the parents (Adama, Sundin and Bayes, 2020). Community members
contribute to and influence the care of the infant by providing social and informational support.
These sociocultural practices have been there since precolonial days (Adama, Sundin and Bayes,
2020). In the present study, mothers shared how their community (culture, community social

groups and neighbors assist them during the hospitalization of their neonates.

5.4.1. Cultural practices supporting mothers

Mothers in this study provided a series of practices in their culture which served as support for
them during the hospitalization of their newborns. This is in line with some cultural practices
recorded by Aubel (2021), who noted some cultural practices such as massages; cord care,
breastfeeding and milk stimulation; and spiritual protection in Nigeria, Ghana and across most
African cultures. Mothers in the present study supported these practices as helping them during
the admission of their babies. Example, they mostly spoke about massages which help their bodies
recover faster and helps them to relax. Theres is also the practice of bathing and sitting in warm
water. Aubel (2021) noted the influence of maternal grandmothers in recognizing problems with

the newborn and giving treatment options. This was in line with submissions from the mothers in
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the current study who held advise from their mothers and senior female members in the family and
community in high esteem in the care of the newborn including newborn massage and bathing

practices.

Herbal teas and mixtures for recovery, healing and flattening the abdomen were also mentioned.
Although some of the mothers said they did not take the teas and mixtures, they were aware of the
practices. Particular soups were also prepared to stimulate breastmilk production which the
mothers found helpful. This is in line with Aubel (2021) who found the use of prolacteas in many

African, Asian and Latin American countries.

Staying indoors with the neonate for one week (seven days) was associated with reducing infection
and transmission of communicable diseases. In this study the mothers (Ghanaian and Nigerian
backgrounds) reported that this practice enabled them have some peace and quiet to concentrate
during the admission of the newborn and not obliged to be talking to a lot of people. This was also
documented by Aubel (2021) in many cultural settings where initial newborn care, protection and
feeding is done by secluding infants and mothers, for varying lengths of time. In Karnataka, 40
days of confinement, Nepal 6 days of chhatiyar and in Senegal, 7 days. Grandmothers and senior
females in the family supervised and were mostly in charge of teaching and helping the mothers
with these practices as reported by Aubel (2021). Other places where this is practiced is Indonesia,

Niger, Burkina Faso, India and Amazonia.

5.4.2. Maternal Social groups’ support
Mothers mostly fell on the church as a social group. The church was found to be providing
financial, emotional and spiritual support for the mothers on admission. This is in line with the

study by Murthy et al. (2021) who mentioned religion as offering emotional and/or financial
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support to mothers with hospitalized infants. 99.4% of mothers interviewed by Wuni, A. et al.
(2022), at the Tamale Teaching Hospital with hospitalised newborns left their cares in the hands
of God as they believed will be best. This proved the reliance of mothers in this current study on
the church and their church leaders for emotional and spiritual support. An earlier study by Heidari,
Hasanpour, and Fooladi (2017) in Iran, also stressed that mothers relied on spiritual support to
cope with the stresses of the NICU environment. Pastors offer prayers and encourage mothers,
which goes a long way to help them emotionally. This is support by Akua and Afutu (2022), who
reported that religious leaders help mothers from stress induced by the hospital admission

experience.

Less than 10 percent of mothers belonged to any other social groups like a community welfare
group. There was no significant support reported from these groups and one mother even had left

the group because it was redundant.

5.4.3. Neighbors/neighborhood support for mothers

The infant in the Ghanaian community is the responsibility of the community as a whole and not
just the responsivity of the parents (Adama, Sundin and Bayes, 2020). Community members, in
this case neighbors, as Adama, Sundin and Bayes (2020) found, contributed to and influence the
care of the infant by providing social and informational support. Neighbors are very instrumental
in influencing maternal stress levels (Varma et al., 2019). Some neighbors not only offered these
but shared various assets they may have that they think might help the mother. Example was
recorded as sharing of medicine by Adama, Sundin and Bayes (2020) and groceries by this current
study. Neighbors were said to be going grocery shopping for mothers and checking up on the

welfare of the newborn
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Al-Mutawtah et al. (2023), also recorded neighbors to be offering emotional support to mothers
which agreed with the current studies. Some landlords and tenants were calling in and visiting the
mothers during the course of the study. Although some mothers reported no contact with neighbors
for fear of prying into their business unnecessarily, those who had a good relationship had help in
different forms. The seventeen-year-old teenager reiterated how the neighbors cared for the baby
by bathing him and giving her money when her partner was not around so that she can pay back
when he comes home. Akua and Afutu (2022), during their study on the women’s experience of
the Neonatal Intensive Care Unit in greater Accra, reported that neighbours were an integral part

of the healing process for women who have their babies hospitalised.

5.5. Summary of discussions

The study explored support for mothers at four levels of the socioecological model. Mothers were
a support for themselves through their skills, income and self-motivational attributes. They also
utilized support from their spouses, family and friends in the areas of financial, physical, emotional
and care for their older children who arc left unattended during neonatal admissions. Mothers
spoke about the care from the hospital in terms of accommodation facilities and physical. They
were unsatisfied with informational and emotional support which were in the minimum. Finally,
mothers spoke about some cultural practices like isolation, massages, warm sitz and bath and
traditional soups. They spoke about help from their neighbors which were dependent on their

relationship with them.
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CHAPTER SIX
SUMMARY OF THE STUDY, IMPLICATIONS OF THE FINDINGS, LIMITATIONS,

CONCLUSION AND RECOMMENDATION

The key findings of the study were summarized in this chapter. The implications, limitations,
recommendation and conclusion are also factored. The study provided an exploration into the
support mothers receive during the hospitalization of their jaundiced newborns at the Greater
Accra Regional Hospital in Ghana. A tailored recommendation to the support for mothers to the
Ministry of Health (MOH), Ghana Health Service (GHS) and all stakeholders who provide

maternal support during neonatal hospitalization are duly stated.

6.1 Summary of the Study

Mothers of hospitalized infants as Shetty et al. (2024) found, are at risk of anxiety 51%:26%,
depression 31%:12% and stress 41%:22% compared to fathers. Mothers require support for their
mental and physical wellbeing. This support comes in many forms. Thus, the aim of this study was
to explore the support systems mothers use during the hospitalization of their newborns at the
Greater Accra Regional Hospital, using the socioecological model of health. The study recruited
sixteen mothers who had their newborns hospitalized due to neonatal jaundice and were
undergoing phototherapy at the time of their interviews. Participants had Ghanaian and Nigerian
backgrounds. All mothers were Christians with seventy-five percent having more than one child.
Mothers were engaged in a thirty to forty-five minutes interview where they were interviewed
using a semi-structured interview guide. The data collected was transcribed and analyzed using

deductive thematic analysis. Four main themes were found with thirteen subthemes.
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The first theme was individual characteristics that support mothers during the hospitalization of
their newborns who had jaundice. Under this heading, there were three subthemes: demand
characteristics, resources and force characteristics. Demand characteristics spoke about the
mothers age and gender. Older mothers in this study agreed that their ages may be a support for
them because their age came with experience and growth necessary for pregnancy, labour and
child rearing including challenges like neonatal admissions. They however did not see being
female as a support for them since females in the Ghanaian setting had more responsibilities which
makes it difficult and stressful when coupled with neonatal admissions. Notably, they ahd just
gone through labor and have to be on admission because of the newborn. Mothers found their
income, skills and education under maternal resource characteristics to be a helpful support for
them in making good health decisions, managing themselves and understanding the babies
condition. Force characteristics as mothers stated like personal motivation and their personality,
mother spoke about self-reliance, awareness and self-regulation, adaptability and resilience which

helps them cope with the stress of neonatal admissions.

Under interpersonal support, mother spoke about their relationships with their spouses, family and
friends which serve as support for them during the hospitalization. Spousal support was the most
utilized social support in this study. All mothers were supported one way or the other by their
spouses. Grandmothers were the next batch of support after Spousal support, especially the
maternal grandmother who was mostly mentioned by the mothers as being very supportive.
Grandmothers essentially offered the same kinds of support: physical, emotional, financial, sibling
support and advice on new born care. Paternal grandmother support however was dependent on
the relationship with the daughter-in-law. Those who did not have good relationship with their

mothers-in-law did not receive any form of support from them. Maternal siblings and siblings in-
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law were also mentioned but like the grandmothers, maternal siblings were more implicated. They
are involved in taking care of the siblings of the hospitalized newborn, cooking and washing for
the new mother and running errands. Some supported financially as well. Friends were not left out
of the equation, mothers with meaningful friendships had different forms of support from their
friends; physical, emotional, and financial support. There were mothers who did not have friends

and so did not have any form of support from that angle.

The next form of support utilized by mothers were at the institutional level. The Greater Accra
regional hospital which was the setting for the setting had a babies’ unit and a neonatal room at
the paediatric unit where jaundiced newborns were admitted to receive treatment. Mothers at the
neonatal room of the paediatric unit had infrastructural support like accommodation and
accommodation amenities. They felt supported because they could room-in with their babies but
complained of lack of physical care and support from the staff. Mothers at the babies unit who
could not room in with their babies had full physical support for the baby but not supported in the
area of accommodation. They were satisfied with the acceptance of the National Health Insurance
which subsidized their bills and helped financially. Mothers expressed need for informational and

emotional support.

At the community level, mothers spoke about some cultural practices that helps them amongst
which were massages, warm bathes, traditional soups, sitz baths and isolation periods. These were
practices recognized by Aubel (2021) across many other countries in the Africa, Asia and Latin
American countries. Mothers mentioned these practices helped them heal faster, relax and feel
rested. The isolation periods also offered them some peace and quiet during the admission so that

they are not obliged to answer so many questions from visitors.
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6.2 Implications of Study Findings
The findings of the study had implications for paediatric nursing practice, maternal and child

health, nursing education and research

6.2.1 Implications for Paediatric Nursing Practice

Nurses should receive targeted training in neonatal jaundice, including evidenced based
breastfeeding techniques, instrumental care and infection prevention at home. Wholistic and
individualized care planning should be implemented to target specific needs of mothers during
neonatal admissions. Nurses and midwives working the neonatal units should receive refresher
courses on family centered care modules. Antenatal care services should include triaging mothers
who have had a previous baby with neonatal jaundice because they are at risk of having another

jaundiced neonate.

6.2.2 Implications for Continuous Nursing Education
Nurses and Nurse-trainees should receive targeted in-service training in neonatal jaundice,
including evidenced based breastfeeding techniques, instrumental care and infection prevention at
home. Competency based education should include modules on the diagnosis, early detection and
care of the jaundiced neonate incorporating family centered care modules. Nursing students should
be taught effective communication skills to support mothers and their families during stressful
situations. Nursing education should emphasize the importance of interdisciplinary collaboration

and teamwork in providing comprehensive care.

6.2.3 Implications for Nursing Research
Future studies should be targeted at Muslim communities where there may be peculiar cultures

practiced in support of mothers who have their jaundiced newborns hospitalized. Further research
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could explore the effectiveness of various support systems for mothers during neonatal admissions,
such as peer support groups or counselling. Research could investigate cultural differences in

support systems and neonatal care, highlighting the need for culturally sensitive care.

6.2.4 Implications for Policy

Policy makers should target support policies to address the specific needs and concerns of mothers
who have their newborns hospitalized. Formulate healthcare provider training policies which will
be implemented, focusing on supportive care and empathy. Improve hospital policies and
procedures to ensure mothers receive adequate support and care. Policies should target resource
allocation and interventions effectively. The research could aid policymakers with the required
evidence on the support needs of mothers, ensuring access to lactation consultants and
breastfeeding support, invest in upgrading neonatal care units and facilities, and develop programs

and services to support maternal mental health, such as counselling and peer support groups.

6.3 Strengths of the Study
1. The study findings will inform the development of targeted interventions and support
tailored to specific needs of mothers.
2. The findings will help healthcare providers and policy makers to design more effective and
responsive polices, support systems and facilities.
3. The socioecological model used in this study, captured various factors influencing maternal
experiences of support, starting from the individual level to broader community and

societal factors.
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6.4 Limitations of the Study
1. The study was conducted at a single facility which may inhibit generalization of the study
findings.
2. Two teenage mothers were recruited in the study. This sample size may not be sufficient

to generalize their findings with regards to their age, thus limiting generalizability.

6.5. Conclusion

The findings from this research and supporting literature suggest that, maternal support comes at
various levels starting from the mother herself who has the responsibility of optimizing herself to
be able to care and support her baby who has been hospitalized for the treatment of jaundice. Other
forms of support for mothers from the family and other significant relationships like friends, are
invaluable in helping reduce maternal stress and improving maternal mental health and infant
survival. These individuals provide emotional, financial, physical and advice on how to care for
themselves and their babies. The institution of hospitalization also has a crucial role to play in
supporting mothers through their infrastructure, logistics, insurance coverage and support from
staff. Timely, honest, comprehensive and accurate information are well appreciated by all mothers.
This helps them come to terms with the condition of their wards and reduce their stress. Medical
staff support is essential to improving maternal mental health status. Finally, the community level
support encompassing the mother’s culture, social groups and neighbors, is another area that is

vital during admission of the jaundiced newborn.
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6.6. Recommendations

6.6.1 Ministry of Health (MOH)

1. Formulate and implement maternal and child health policies that target support for
mothers with hospitalized newborns such as accommodation facilities close to hospital of
admission and rooming-in facilities for mothers.

2. Ensure the availability and affordability of essential neonatal care equipment (eg. firefly)
at various levels to ease overcrowding and dependence on referral facilities.

3. Develop and implement support programs for mothers during neonatal admissions,
including counseling and peer support groups.

4. Allocate additional funding to support neonatal care and maternal support services,
including staffing and infrastructure.

5. Establish a system to monitor and evaluate the effectiveness of support systems and

services for mothers during neonatal admissions.

6.6.2 Ghana Health Service (GHS)

1. Institutionalize compulsory triaging of mothers who have had previous newborns with
jaundice and plan individualized care for at risk mothers

2. Strengthen the capacity of frontline healthcare workers to provide comprehensive
physical, emotional and informational support for mothers with hospitalized jaundiced
newborns

3. Culturally sensitive maternal and neonatal health education campaigns should be
designed and rolled out to improve early detection and diagnosis of neonatal jaundice and

curb misconceptions and stigma
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6.6.3 Paediatric Society of Ghana
1. Partner with district, regional and teaching hospitals to establish peer-led support groups
for mothers with jaundiced newborns
2. Organize workshops aimed at sensitizing stakeholders (families and healthcare
professionals) on the needs of mothers with hospitalized newborns to bridge the gap
between expected and actual support offered
3. Advocate for the adoption of family centered care (FCC) approaches to sensitize

stakeholders on the importance of such practices.

6.6.3 Greater Accra Regional Hospital

1. Partner with other organizations to put up adequate hostel facilities in close proximity for
mothers who cannot room-in with their hospitalized newborns

2. Organize workshops on family centered care approaches to equip staff to integrate maternal
support personnel in the care of the newborn to facilitate maternal mental health.

3. Organize refresher courses on effective communication to equip staff to sufficiently and
efficiently handle informational needs of mothers since that was one of their major stressors

4. Facilitate seamless distribution of information among staff, and from staff to mothers about
the condition and progress of their wards during neonatal admissions.

5. Educate staff on how to meet the emotional needs of mothers through healthy working

relationships to facilitate maternal mental health

6.6.4 Nursing and Midwifery Council
1. Incorporate family-centered care and maternal support into nursing and midwifery

education and training programs.
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. Develop standards for nursing and midwifery practice in neonatal care, including
support for mothers and families.
. Provide opportunities for continuing education and professional development for

nurses and midwives on supporting mothers during neonatal admissions.

. Promote evidence-based practice in neonatal care, including the use of research

findings to inform support services for mothers.
. Ensure that nurses and midwives are held accountable for providing high-quality,

family-centered care and support to mothers during neonatal admissions.

INTEGRI PROCEDAMUS |

140



REFERENCES

Abeasi, D. A., & Emelife, B. (2020). What mothers go through when the unexpected happens: A
look at challenges of mothers with preterm babies during hospitalization in a tertiary

institution in Nigeria. Journal of Nursing and Midwifery Sciences, 7(1), 22-28.

https://doi.org/10.4103/INMS.JNMS 39 19

Abugamar, M., Coomans, D., & Louckx, F. (2011). The impact of parental education on infant

mortality in Gaza strip, Palestine. Journal of Public Health and Epidemiology, 3(1), 28-

33.

Adama, E. A., Adua, E., Bayes, S., & Morelius, E. (2022). Support needs of parents in neonatal

intensive care unit: An integrative review. Journal of clinical nursing, 31(5-6), 532—

547. https://doi.org/10.1111/jocn.15972

Adama, E. A,, Sundin D. & Bayes S. (2021). Sociocultural Practices Affecting the Care of
Preterm Infants in the Ghanaian Community. Journal of Transcultural Nursing..

32(5):458-465. d01:10.1177/1043659620975098

Adamu, A and Ango, U. M. (2024). Health-seeking Behavior among Mothers of Under-five

Children in Sokoto Metropolis, Sokoto, Nigeria. Annals of African Medicine 23(3):p

335-342. | DOI: 10.4103/aam.aam 112 23

141


https://doi.org/10.4103/JNMS.JNMS_39_19
https://doi.org/10.1111/jocn.15972

Adappa, R., & Barr, S. (2023). Social determinants of health and the neonate in the neonatal
intensive care. Paediatrics and Child Health, 33(6), 154—157.

https://doi.org/10.1016/j.paed.2023.03.002

Adawudu, E. A., Aidam, K., Oduro, E., Miezah, D., & Vorderstrasse, A. (2024). The effects of
Ghana’s free maternal and healthcare policy on maternal and infant healthcare: A
scoping review. Health Services Insights, 17.

https://doi.org/10.1177/11786329241274481

Adoba, P., Ephraim, R. K. D., Kontor, K. A., Bentsil, J. J., Adu, P., Anderson, M., Sakyi, S. A.,
& Nsiah, P. (2018). Knowledge Level and Determinants of Neonatal Jaundice: A Cross-
Sectional Study in the Effutu Municipality of Ghana. /nternational Journal of

Paediatrics, 2018, 3901505. https://doi.org/10.1155/2018/3901505

Adu, J. & Owusu, M. F. (2023). How do we improve maternal and child health outcomes in
Ghana? International Journal Health Plan Management. 38(4): 898-903.

https://doi.org/10.1002/hpm.3639

Ahmadpour, P., Curry, C., Jahanfar, S., Nikanfar, R., & Mirghafourvand, M. (2023). Family and
Spousal Support Are Associated with Higher Levels of Maternal Functioning in a Study
of Iranian Postpartum Women. Journal of Clinical Medicine, 12(7), 2718.

https://doi.org/10.3390/cm 12072718

Akua, A. E., & Afutu, J. (2022). Women’s Experience of the Neonatal Intensive Care Unit
(NICU) in the Greater Accra Region of Ghana. A Qualitative Study. Open Journal of

Social Sciences, 10, 549-561. https://doi.org/10.4236/1s5.2022.109033

142


https://doi.org/10.1016/j.paed.2023.03.002
https://doi.org/10.1177/11786329241274481
https://doi.org/10.1002/hpm.3639
https://doi.org/10.3390/jcm12072718
https://doi.org/10.4236/jss.2022.109033

Alhassan, A.-M., Owusu, E. A., Wondoh, P. M., & Tabiri, S. (2021). Maternal knowledge and
awareness of neonatal jaundice in term neonates admitted to the neonatal intensive care

unit of the Tamale Teaching Hospital. Journal of Medical and Biomedical Sciences,

8(1), 12-17.

Al-Mutawtah, M., Campbell, E., Kubis, H. P. et al. (2023). Women’s experiences of social
support during pregnancy: a qualitative systematic review. BMC Pregnancy Childbirth

23, 782. https://doi.org/10.1186/s12884-023-06089-0

Alshowkan, A., Shdaifat, E., Alnass, F.A. et al. (2023). Coping strategies in postpartum women:
exploring the influence of demographic and maternity factors. BMC Women's Health

23, 58. https://doi.org/10.1186/s12905-023-02751-z

Amegan-Aho, K. H., Segbefia, C. 1., Glover, N. D. O., Ansa, G. A., & Afaa, T.J. (2019).
Neonatal Jaundice: Awareness, perception and preventive practices in expectant

mothers. Ghana Medical Journal, 53(4), 267-272. https://doi.org/10.4314/gmj.v53i4.3

Amoah, A., & Asamoah, M. K. (2022). Child survival: the role of a mother's education. Heliyon,

8(11), e11403. https://doi.org/10.1016/j.heliyon.2022.e11403

Ansong-Assoku, B., Shah, S. D., Adnan, M., et al. (2024). Neonatal Jaundice. In StatPearls.

Retrieved from https://www.ncbi.nlm.nih.gov/books/NBK 532930/

Antonovsky, A. (1979). Health, Stress and Coping. San Francisco: Jossey-Bass Inc Pub.

Antonovsky, A. (1987) Unraveling the Mystery of Health: How People Manage Stress and Stay

Well. San Francisco. Jossey-Bass Inc Pub . https://doi.org/10.4135/9781446221129.n9

143


https://doi.org/10.1186/s12905-023-02751-z
https://doi.org/10.4314/gmj.v53i4.3
https://doi.org/10.1016/j.heliyon.2022.e11403
https://doi.org/10.4135/9781446221129.n9

Antonovsky, A. (1996). The salutogenic model as a theory to guide health promotion. Health

Promotion International, 11(1), 11-18. https://doi.org/10.1093/heapro/11.1.11

Apedani, D. B., Koduah, A., Druye, A. A., & Ebu, N. 1. (2021). Experiences of mothers with
preterm babies on support services in Neonatal Intensive Care Unit of a mission hospital
in Ghana. International  Journal of  Africa Nursing Sciences.

https://doi.org/10.1016/].1jans.2021.100366

Asefa, G. G., Gebrewahid, T. G., Nuguse, H., et al. (2020). Determinants of Neonatal Jaundice
among Neonates Admitted to Neonatal Intensive Care Unit in Public General Hospitals
of Central Zone, Tigray, Northern Ethiopia, 2019: A Case-Control Study. BioMed

Research International, 2020, 4743974. https://doi.org/10.1155/2020/4743974

Aubel, J. (2021). Grandmothers — a neglected family resource for saving newborn lives. BM.J

Global Health; 6:¢003808. https://doi.org/10.1136/bmjgh-2020-003808

Ayua, I. P., Rachmawati, I. N., & Ungsianika, T. (2019). Maternal age as a main factor
influencing prenatal distress in Indonesian Primigravida. Enfermeria Clinica, 29(S2),

310-314. https://doi.org/10.1016/j.enfeli.2019.04.039

Bante, A., Ahmed, M., Degefa, N., Shibiru, S., & Yihune, M. (2024). Neonatal jaundice and

associated factors in public hospitals of southern Ethiopia: A multi-center cross-

sectional study. Heliyon, 10(2). https://doi.org/10.1016/j.heliyon.2024.e24838

Barua, J., Nath, S. D., & Hossain, M. (2021). A 1 year Study on Pattern of Neonatal Admissions

and Mortality Related to Neonatal and Maternal Influences in A Tertiary Care Teaching

144


https://doi.org/10.1093/heapro/11.1.11
https://doi.org/10.1016/j.ijans.2021.100366
https://doi.org/10.1155/2020/4743974
https://doi.org/10.1136/bmjgh-2020-003808
https://doi.org/10.1016/j.enfcli.2019.04.039
https://doi.org/10.1016/j.heliyon.2024.e24838

Hospital of Barishal. Dhaka Shishu (Children) Hospital Journal. 36. 52-60.

https://doi.org/10.3329/dshj.v3611.52637

Boadu, M., Ohene, L. A., & Senoo-Dogbey, V. E. (2025). "More than medical care": a
qualitative study on family support systems in the neonatal intensive care unit in Ghana.

BMC pediatrics, 25(1), 577. https://doi.org/10.1186/s12887-025-05912-1

Boateng, K.-H. T., & Amadu, L. (2022). Social support system and its influence on maternal
experiences, Tamale Central Hospital. Journal of Health Education Research &

Development, 10(1).

Bogi, R., Badu, S., Kojo Rockson, D., & Asebiga, E. . (2023). Coping with Motherhood and
Education: Revealing Strategies of Student Nursing Mothers in Distance Education
Programs in the Upper West Region, Ghana. Journal of Advanced Research in Women's

Studies, 1(2), 1-18. https://doi.org/10.33422/jarws.v1i2.465

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in

Psychology, 3(2), 77-101. https://doi.org/10.1191/1478088706qp0630a

Broom, M., Cochrane, T., Cruickshank, D., & Carlisle, H. (2022). Parental perceptions on the
impact of visiting restrictions during COVID-19 in a tertiary neonatal intensive care

unit. Journal of Paediatrics and Child Health, 58(10).

Bry, A., & Wigert, H. (2019). Psychosocial support for parents of extremely preterm infants in
neonatal intensive care: A qualitative interview study. BMC Psychology, 7(1), 76.

https://doi.org/10.1186/s40359-019-0354-4

145


https://doi.org/10.3329/dshj.v36i1.52637
https://doi.org/10.1186/s12887-025-05912-1
https://doi.org/10.33422/jarws.v1i2.465
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1186/s40359-019-0354-4

Buchanan A., Rotkirch A. (2018). Twenty-first century grandparents: global perspectives on
changing roles and consequences. Contemporary Social Science 13, 131-144. doi:

10.1080/21582041.2018.1467034

Busse, M., Stromgren, K., Thorngate, L., & Thomas, K. A. (2013). Parent responses to stress:

PROMIS in the NICU. Critical Care Nurse, 33(4), 52-60.

Chrzan-Detkos, M., Walczak-Koztowska, T., & Lipowska, M. (2021). The need for additional
mental health support for women in the postpartum period in the times of epidemic crisis.
BMC Pregnancy and Childbirth, 21(1), 114. https://doi.org/10.1186/s12884-021-03544-

8

Collaborators GCM. (2016). Global, regional, national, and selected subnational levels of
stillbirths, neonatal, infant, and under-5 mortality, 1980-2015: A systematic analysis for
the Global Burden of Disease Study 2015. The Lancet, 388, 1725-1774.

https://doi.org/10.1016/S0140-6736(16)31575-6

Dahan, S., Bourque, C. J., Reichherzer, M., Prince, J., Mantha, G., Savaria, M & Janvier, A,
(2022). Community, Hope, and Resilience: Parental Perspectives on Peer Support in

Neonatology. The Journal of Paediatric s. Volume 243, Pages 85-90. e2

de la Espriella, R., & Gomez Restrepo, C. (2020). Grounded theory. Revista Colombiana de

Psiquiatria (English ed.), 49(2), 127-133. https://doi.org/10.1016/].tep.2018.08.002

Demis A, Getie A, Wondmieneh A, et al. Knowledge on neonatal jaundice and its associated

factors among mothers in northern Ethiopia: a facility-based cross-sectional study. BMJ

146


https://doi.org/10.1016/S0140-6736(16)31575-6
https://doi.org/10.1016/j.rcp.2018.08.002

Open 2021;11:¢044390.doi:10.1136/bmjopen-2020-044390

https://bmjopen.bmj.com/content/bmjopen/11/3/e€044390.full.pdf

Diala, U. M., Usman, F., Appiah, D, et al. (2023). Global Prevalence of Severe Neonatal Jaundice
among Hospital Admissions: A Systematic Review and Meta-Analysis. Journal of

Clinical Medicine, 12(11), 3738. https://doi.org/10.3390/jcm12113738

Dinatha, R. B., Utomo, M. T., & Setyoboedi, B. (2022). Intensive phototherapy as the initial
management of severe hyperbilirubinemia in neonates: A literature review. International

Journal of Health Sciences. 6(S9), 2813-2831.

Dzantor, E. K., Serwaa, D., & Abdul-Mumin, A. (2023). Neonatal jaundice management:
Improving clinical knowledge of jaundice for improved attitudes and practices to
enhance neonatal care. SAGE Open Nursing, 9.

https://doi.org/10.1177/23779608231220257

Eduku, S., Annan, E. & Ani-Amponsah, M. (2024). Maternal social support and resilience in
caring for preterm newborns at the neonatal intensive care unit (NICU): A qualitative

study. Heliyon, Volume 10, Issue 14, €34731

Eghbalian, F., Hasanpour-Dehkordi, A., & Raeisi, R. (2022). The Effects of Clofibrate on Neonatal

Jaundice: A Systematic Review. International Journal of Preventive Medicine, 13, 3.

https://doi.org/10.4103/4jpvm.JIJPVM_407 20

Erzse, A., Goldstein, S., Tugendhaft, A., Norris, S. A., Barker, M., Hofman, K. J., & INPreP

group (2021). The roles of men and women in maternal and child nutrition in urban

147


https://doi.org/10.3390/jcm12113738
https://doi.org/10.1177/23779608231220257
https://doi.org/10.4103/ijpvm.IJPVM_407_20

South Africa: A qualitative secondary analysis. Maternal & Child Nutrition, 17(3),

el3161. https://doi.org/10.1111/mcn.13161

Gamber, A. C., Toth, E. M., Vreman, H. J., & Slusher, T. M. (2021). Neonatal
hyperbilirubinemia in low-income African countries. International Journal of

Paediatric Research, 7, 073. https://doi.org/10.23937/2469-5769/1510073

Gamber, C., Toth, M., Hendrik, V., & Slusher, M. (2021). Neonatal Hyperbilirubinemia in Low-

Income African Countries. International Journal of Paediatric Research.

Garfield, C. F., Lee, Y. S., Warner-Shifflett, L., et al. (2021). Maternal and paternal depression
symptoms during NICU stay and transition home. Paediatric s, 148(2), €2020042747.

https://doi.org/10.1542/peds.2020-042747

Garti, I., Donkor, E., Musah, N. et al. RETRACTED ARTICLE: Mothers’ experiences of caring
for preterm babies at home: qualitative insights from an urban setting in a middle-income
country. BMC Pregnancy Childbirth 21, 395 (2021). https://doi.org/10.1186/s12884-021-

03872-9

Ghana Health Service. (2019). Newborn jaundice on the increase for the past five years,
recording 9,273 cases in 2019. Graphic Online. Retrieved October 2024, from

https://www.graphic.com.gh

Golfenshtein, N., Deatrick, J. A., Lisanti, A. J., & Medoff-Cooper, B. (2017). Coping with the
stress in the cardiac intensive care unit: Can mindfulness be the answer? Journal of

Paediatric Nursing, 37, 117-126. https://doi.org/10.1016/].pedn.2017.08.021

148


https://doi.org/10.23937/2469-5769/1510073
https://doi.org/10.1542/peds.2020-042747
https://www.graphic.com.gh/
https://doi.org/10.1016/j.pedn.2017.08.021

Goisis, A. (2023). Maternal age at first birth and parental support: Evidence from the UK

Millennium Cohort Study. Population Research and Policy Review, 42.

Gomez, M., Bielza, C., Fernandez del Pozo, J. A., & Rios-Insua, S. (2007). A graphical decision-

theoretic model for neonatal jaundice. Medical Decision Making, 27 (3), 250-265.

Greene, M. M., Rossman, B., Patra, K., et al. (2015). Depression, anxiety, and perinatal-specific
posttraumatic distress in mothers of very low birth weight infants in the neonatal intensive
care unit. Journal of Developmental and Behavioral Paediatric s, 36 (5), 362-370.

https://doi.org/10.1097/DBP.0000000000000174

Grubesic, T. H., & Durbin, K. M. (2020). The complex geographies of telelactation and access to
community breastfeeding support in the state of Ohio. PLOS ONE, 15 (11), €0242457.

https://doi.org/10.1371/journal.pone.0242457

Hedges, C., & Bliss-Holtz, J. (2006). Not too big, not too small, but just right: The dilemma of
sample size estimation. AACN Advanced Critical Care, 17(3), 341-344.

https://doi.org/10.4037/15597768-2006-3011

Heidari, H., Hasanpour, M., & Fooladi, M. (2017). Stress Management among Parents of
Neonates Hospitalized in NICU: A Qualitative Study. Journal Of Caring Sciences, 6(1),

29-38. https://doi.org/10.15171/jcs.2017.004

Hennink, M. & Kaiser, N. B. (2022). Sample sizes for saturation in qualitative research: A
systematic review of empirical tests. Social Science & Medicine. Volume 292, 114523.

ISSN 0277-9536. https://doi.ore/10.1016/j.socscimed.2021.114523.

149


https://doi.org/10.4037/15597768-2006-3011
https://doi.org/10.1016/j.socscimed.2021.114523

Hill, C., Knafl, K. A. & Santacroce, S. J. (2018) Family-centered care from the perspective of
parents of children cared for in a paediatric intensive care unit: an integrative review.

Paediatric Nursing. 41:22-33.

Hunter, D. J., McCallum, J., & Howes, D. (2018). Defining Exploratory-Descriptive Qualitative
(EDQ) research and considering its application to healthcare. In Proceedings of
Worldwide Nursing Conference 2018 (Worldwide Nursing Conference 2018).

http://nursing-conf.org/accepted-papers/#acc-5b9bb119a6443

Janaki, S. and Prabakar S. 2025. “Examining Socioeconomic Factors Influencing Maternal
Health in Pregnancy.” Journal of Human Behavior in the Social Environment 35 (4):

469-87. doi:10.1080/10911359.2024.2310272

Jiang, N., Qian, L., Lin, G., et al. (2023). Maternal blood parameters and risk of neonatal
pathological jaundice: A retrospective study. Scientific Reports, 13 (1), 2627.

https://doi.org/10.1038/s41598-023-28254-3

Johnson, K. (2013). Maternal-infant bonding: A review of literature. International Journal of

Childbirth Education, 28 (3), 17-23.

Joshi, A., Agarwal, B., Saini, V., & Javvaji, C. K. (2024). Assessment of Stress and Anxiety in

Parents of Neonates Admitted in a Tertiary Care Neonatal Intensive Care Unit (NICU)).

Cureus, 16(8), €66100. https://doi.org/10.7759/cureus.66100

Kazal, H. R., Flanagan, P. J., Mello, M. J., Monteiro, K., & Goldman, R. E. (2021). Birth stories,

support, and perinatal emotional health among minority adolescent mothers: A mixed

150


http://nursing-conf.org/accepted-papers/#acc-5b9bb119a6443
https://doi.org/10.7759/cureus.66100

methods study. Journal of Paediatric and Adolescent Gynecology, 34 (6), 847-856.

https://doi.org/10.1016/j.jpag.2021.04.012

Kent, J. C., Gardner, H., & Geddes, D. T. (2016). Breastmilk production in the first 4 weeks after

birth of term infants. Nutrients, 8 (12), 756. https://doi.org/10.3390/nu8120756

Kerlinger, F., Lee, H., & Bhanthumnavin, D. (2000). Foundations of behavioral research: The most
sustainable popular textbook by Kerlinger & Lee (2000). Journal of Social Development,

13 (2), 131-144. https://so04.tcithaijo.org/index.php/jsd/article/download/29035/24946

Kestler-Peleg, M., Lavenda, O., Stenger, V., et al. (2020). Maternal self-efficacy mediates the
association between spousal support and stress among mothers of NICU-hospitalized

preterm babies. Early Human Development, 146, 105077.

Kestler-Peleg, M., Stenger, V., Lavenda, O., et al. (2022). "I'll be there": Informal and formal
support systems and mothers' psychological distress during NICU hospitalization.

Children, 9 (12), 1958. https://doi.org/10.3390/children9121958

Kilanowski, J. F. (2017). Breadth of the Socio-Ecological Model. Journal of Agromedicine, 22

(4), 295-297. https://doi.org/10.1080/1059924X.2017.1358971

Kim, H. N. (2018). Social support provision: Perspective of fathers with preterm infants. Journal

of Paediatric Nursing, 39, 44-48. https://doi.org/10.1016/1.pedn.2018.01.017

Kim, H., Sefcik, J. S., & Bradway, C. (2017). Characteristics of Qualitative Descriptive Studies:
A Systematic Review. Research in  Nursing & Health, 40(1), 23.

https://doi.org/10.1002/NUR.21768

151


https://doi.org/10.1016/j.pedn.2018.01.017

Kivunja, C. (2018). Distinguishing between theory, theoretical framework, and conceptual
framework: A systematic review of lessons from the field. International Journal of

Higher Education, 7 (8), 44-53. https://doi.org/10.5430/ijhe.v7n6p44

Kokeb, M., & Desta, T. (2016). Institution-based prospective cross-sectional study on patterns of
neonatal morbidity at Gondar University Hospital Neonatal Unit, North-West Ethiopia.
Ethiopian Journal of Health Sciences, 26 (D), 73-79.

https://doi.org/10.4314/ejhs.v26i11.12

Kudu, D., Annan, E., Abukari, A. S., & Naab, F. (2025). Maternal Stress and Coping Experiences
in Neonatal Intensive Care Units: A Qualitative Study in the Greater Accra Metropolis.

Nursing in Critical Care, 30(6), Article €70230. https://doi.org/10.1111/nicc.70230

Kumar, N., & Mallick, A. K. (2020). Maternal stress in nconatal intensive care unit very often
overlooked by health professionals. /ndustrial Psychiatry Journal, 29(1), 130-133.

https://doi.org/10.4103/ipj.ipj_88 19

Lincoln, Y. S. (1995). Emerging Criteria for Quality in Qualitative and Interpretive Research.

Qualitative Inquiry, 1(3), 275-289. https://doi.org/10.1177/107780049500100301

Lincoln, Y. S., & Guba, E. G. (1986). But is it rigorous? Trustworthiness and authenticity in
naturalistic evaluation. New Directions for Program Evaluation, 1986(30), 73-84.

https://dot.org/10.1002/ev.1427

Lindstrom, B., & Eriksson, M. (2005). Salutogenesis. Journal of Epidemiology and Community

Health, 59 (6), 440-442. https://doi.org/10.1136/jech.2005.034777

152


https://doi.org/10.5430/ijhe.v7n6p44
https://doi.org/10.4314/ejhs.v26i1.12
https://doi.org/10.1177/107780049500100301
https://doi.org/10.1002/ev.1427
https://doi.org/10.1136/jech.2005.034777

Loizidou, M., Sefcikova, V., Ekert, J. O., Bone, M., & Samandouras, G. (2022). Reforming
support systems of newly diagnosed brain cancer patients: A systematic review. Journal

of Neuro-Oncology, 156 (1), 61-71. https://doi.org/10.1007/s11060-021-03895-4

Marquart, F. (2017). Methodological Rigor in Quantitative Research. In The International
Encyclopedia of Communication Research Methods (eds J. Matthes, C.S. Davis and R.F.

Potter). https://doi.org/10.1002/9781118901731.iecrm0221

McCarthy, M., Houghton, C. & Matvienko-Sikar, K. Women’s experiences and perceptions of
anxiety and stress during the perinatal period: a systematic review and qualitative
evidence  synthesis. = BMC  Pregnancy  Childbirth 21, 811 (2021).

https://doi.org/10.1186/s12884-021-04271-w

Mehta, S. R., Parmar, G. B., Gamit, C. L., Mansuri, B. M., Patel, P. B., & Patel, S. S. (2014). Does
maternal education affect maternal and child health care utilization? A community based
study in a urban slum area of western India. International Journal of Interdisciplinary

and Multidisciplinary Studies, 1(10), 80-7.

Mittelmark, M. B., & Bauer, G. F. (Eds.). (2022). The Handbook of Salutogenesis (2nd ed.).

Springer. Chapter 3. https://doi.org/10.1007/978-3-030-79515-3 3

Murthy, S., Guddattu, V., Lewis, L., Nair, N. S., Haisma, H., & Bailey, A. (2021). Stressors and
support system among parents of neonates hospitalized with systemic infections:
qualitative study in South India. Archives of disease in childhood, 106(1), 20-29.

https://doi.org/10.1136/archdischild-2020-319226

153


https://doi.org/10.1007/s11060-021-03895-4
https://doi.org/10.1002/9781118901731.iecrm0221
https://doi.org/10.1007/978-3-030-79515-3_3

Muthiah, A. G., & Halim, M. S. (2024). Mother personality trait and maternal role adaptation of
first-time mothers: Self differentiation as a mediator. Journal Psikologi, 23(1), 52—60.

https://doi.org/10.14710/jp.23.1.52-60

Naeem, M., Ozuem, W., Howell, K., & Ranfagni, S. (2023). A step-by-step process of thematic

analysis to develop a conceptual model in qualitative research. International Journal of

Qualitative Methods, 22. https://doi.org/10.1177/16094069231205789

Namusoke F, Sekikubo M, Namiiro F, Nakigudde J. (2021) “What are you carrying?”’
Experiences of mothers with preterm babies in low-resource setting neonatal intensive

care unit: a qualitative study. BMJ Open .11(9):e043989. pmid:34521654

Negarandeh, R., Hassankhani, H., Jabraeili, M., Abbaszadeh, M., & Best, A. (2021). Health care
staff support for mothers in NICU: a focused ethnography study. BMC Pregnancy and

Childbirth , 21, 520.

Nyimbili, F., & Nyimbili, L. (2024). Types of purposive sampling techniques with their
examples and application in qualitative research studies. British Journal of
Multidisciplinary and Advanced Studies, 5, 90-99.

https://doi.org/10.37745/bjmas.2022.0419

Ochs, J., Roper, S. L., & Schwartz, S. M. (2024). Population Health for Nurses. OpenStax.
Retrieved 12/06/2025 from https://openstax.org/books/population-health/pages/10-3-

core-principles-of-the-socio-ecological-model

154


https://doi.org/10.1177/16094069231205789
https://doi.org/10.37745/bjmas.2022.0419

Olaniyan, A., Isiguzo, C. & Hawk, M. (2021). The Socioecological Model as a framework for
exploring factors influencing childhood immunization uptake in Lagos state, Nigeria.

BMC Public Health 21, 867. https://doi.org/10.1186/s12889-021-10922-6

Oluoch, D., Hinton, L., English, M., Irimu, G., Onyango, T., & Jones, C. O. H. (2023). Mothers'
involvement in providing care for their hospitalized sick newborns in Kenya: A focused

ethnographic  account. BMC  Pregnancy and Childbirth, 23 (1), 389.

https://doi.org/10.1186/s12884-023-05686-3

Olusanya, B. O., Osibanjo, F. B., Mabogunje, C. A., Slusher, T. M., & Olowe, S. A. (2016). The
burden and management of neonatal jaundice in Nigeria: A scoping review of the
literature. Nigerian Journal of Clinical Practice, 19 (1). Retrieved from

https://www.njcponline.com

Ong, S. L., Soh, K. L., Hussin, E. O. D, et al. (2022). Quality of life among mothers of preterm

newborns in a Malaysian neonatal intensive care unit. Belitung Nursing Journal, 8 (2),

93-100. https://doi.org/10.33546/bnj.1872

Ontario Agency for Health Protection and Promotion (Public Health Ontario). (2024).

Salutogenesis and health promotion. Toronto, ON: King’s Printer for Ontario.

Pellegrino J, Mundagowa PT, Sakyi KS, et al. (2025). Prevalence and risk factors for postpartum
depression and stress among mothers of preterm and low birthweight infants admitted to

a neonatal intensive care unit in Accra, Ghana. Int J Gynecol Obstet. 2025; 169: 131-137.

doi:10.1002/1jgo.15998

155


https://doi.org/10.1186/s12884-023-05686-3
https://www.njcponline.com/
https://doi.org/10.33546/bnj.1872

Pérez-Wilson, P., Marcos-Marcos, J., Morgan, A., Eriksson, M., Lindstrém, B., & Alvarez-Dardet,
C. (2021). ‘A synergy model of health’: An integration of salutogenesis and the health
assets model.  Health  Promotion  International, 36 (3), 884-894.

https://doi.org/10.1093/heapro/daab042

Piccolo, O., Kinshella, M. L. W., Salimu, S., et al. (2022). Healthcare worker perspectives on
mother’s insufficient milk supply in Malawi. International Breastfeeding Journal, 17(1),

14. https://doi.org/10.1186/s13006-022-00460-1

Polit, D., & Beck, C. (2020). Essentials of Nursing Research: Appraising Evidence for Nursing

Practice. Lippincott Williams & Wilkins.

Rafferty, J., Mattson, G., Earls, M. F.; Yogman, M. W., & Committee On Psychosocial Aspects
Of Child And Family Health. (2019). Incorporating recognition and management of
perinatal depression into paediatric  practice. Paediatrics, 143 (1), €20183260.

https://doi.org/10.1542/peds.2018-3260

Rahman, S. (2017). The Advantages and Disadvantages of Using Qualitative and Quantitative
Approaches and Methods in Language “Testing and Assessment” Research: A Literature

Review. Journal of Education and Learning, 6(1). https://doi.org/10.5539/jel.vonipl0

Ramos, F. P., Enumo, S. R. F., & Paula, K. M. P. d. (2017). Maternal coping with baby
hospitalization at a neonatal intensive care unit. Paidéia, 27(67), 10-19.

https://doi.org/10.1590/1982-43272767201702

156


https://doi.org/10.1093/heapro/daab042
https://doi.org/10.1186/s13006-022-00460-1
https://doi.org/10.5539/jel.v6n1p10

Reiners, G. M. (2012). Understanding the differences between Husserl’s (descriptive) and
Heidegger’s (interpretive) phenomenological research. Journal of Nursing and Care,

1(1), 1-11. https://doi.org/10.4172/2167-1168.1000119

Reyes, A. T., Serafica, R., Kawi, J., Fudolig, M., Sy, F., Leyva, E. W. A., & Evangelista, L. S.
(2023). Using the Socioecological Model to Explore Barriers to Health Care Provision
in Underserved Communities in the Philippines: Qualitative Study. Asian/Pacific Island

Nursing Journal, 7, €45669. https://doi.org/10.2196/45669

Rieger, K. L. (2019). Discriminating among grounded theory approaches. Nursing Inquiry, 26 (1),

el12261. https://doi.org/10.1111/nin.12261

Riem, M. M. E., & van der Straaten, M. (2024). Grandmothers matter: how grandmothers promote
maternal perinatal mental health and child development. Frontiers in psychology, 15,

1521335. https://doi.org/10.3389/fpsyg.2024.1521335

Riem, M. M. E., Bakermans-Kranenburg, M. J., Cima, M., & van Jzendoorn, M. H. (2023).
Grandparental support and maternal postpartum mental health: A review and meta-

analysis. Human Nature, 34(1), 25-45. https://doi.org/10.1007/s12110-023-09440-8

Riem, M. M. E., Lodder, P., Guo, J., Vrielink-Verpaalen, M., van [Jzendoorn, M. H., Bakermans-
Kranenburg, M. J., & De Carli, P. (2021). Predictive models of maternal harsh parenting
during COVID19 in China, Italy, and Netherlands. Frontiers in Psychiatry, 12(1526),

https://doi.org/10.3389/fpsyt.2021.722453.

Salia, S. M., Afaya, A., Wuni, A., Ayanore, M. A., Salia, E., Kporvi, D. D., Adatara, P., Yakong,

V. N., Eduah-Quansah, S. A., Quarshie, S. S., Dey, E. K., Akolga, D. A., & Alhassan,

157


https://doi.org/10.4172/2167-1168.1000119
https://doi.org/10.2196/45669
https://doi.org/10.1111/nin.12261

R. K. (2021). Knowledge, attitudes and practices regarding neonatal jaundice among
caregivers in a tertiary health facility in Ghana. PLOS ONE, 16(6), €0251846.

https://doi.org/10.1371/journal.pone.0251846

Sanchez, C. (2023). Unstructured Interviews. In: Maggino, F. (eds) Encyclopedia of Quality of

Life and Well-Being Research. Springer, Cham. https://doi.org/10.1007/978-3-03 1-

17299-1 3121

Seneadza, N. A. H., Insaidoo, G., Boye, H., Ani-Amponsah, M., Leung, T., Meek, J., &
Enweronu-Laryea, C. (2022). Neonatal jaundice in Ghanaian children: Assessing
maternal knowledge, attitude, and perceptions. PLOS ONE, 17(3), ¢0264694.

https://doi.org/10.1371/journal.pone.0264694

Seneadza, N. A., Insaidoo, G., Boye, H., Ani-Amponsah, M., Leung, T., Meek, J., & Enweronu-

Laryea, C. (2022). Neonatal jaundice in Ghanaian children: Assessing

Shetty, A. P., Halemani, K., Issac, A., Thimmappa, L., Dhiraaj, S., K, R., Mishra, P., &
Upadhyaya, V. D. (2024). Prevalence of anxiety, depression, and stress among parents of
neonates admitted to neonatal intensive care unit: a systematic review and meta-analysis.
Clinical and experimental paediatrics, 67(2), 104-115.

https://doi.org/10.3345/cep.2023.00486

Sih, D. A., Bimerew, M. and Modesta, R.M. (2019) Coping Strategies of Mothers with Preterm
Babies Admitted in a Public' Hospital in Cape Town. Curationis, 42, al872.

https://doi.org/10.4102/curationis.v42i1.1872

158


https://doi.org/10.1371/journal.pone.0251846
https://doi.org/10.1007/978-3-031-17299-1_3121
https://doi.org/10.1007/978-3-031-17299-1_3121
https://doi.org/10.1371/journal.pone.0264694

Silverio, S. A., Easter, A., Storey, C., Jurkovi¢, D., Sandall, J., & PUDDLES Global Collaboration.
(2021). Preliminary findings on the experiences of care for parents who suffered perinatal
bereavement during the COVID-19 pandemic. BMC Pregnancy and Childbirth, 21 (1),

840. https://doi.org/10.1186/s12884-021-04292-5

Siva, N., Phagdol, T. S., Nayak, B., Mathias, E. G., S. Lewis, L. E., Velayudhan, B., N., R. S., &
D’Souza, P. (2024). Stress and stressors experienced by the parents of high-risk neonates
admitted in neonatal intensive care unit: Systematic review and meta-analysis evidence

available from India. Stress and Health, 40(2), €3301. https://doi.org/10.1002/smi.3301

Social Ecological Model. (n.d.). Retrieved from https://doi.org/10.4085%2F1062-6050-173-18

Tenny, S., Brannan, J. M., & Brannan, G. D. (2022). Qualitative study. In StatPearls [Internet].
Treasure Island, FL: StatPearls Publishing. Retrieved from

https://www.nebi.nlm.nih.eov/books/NBK470395/

The Greater Accra Regional Hospital (2024) https://garh.gov.gh/overview-of-garh/

Tracy, S. J. (2010). Qualitative Quality: Eight “Big-Tent” Criteria for Excellent Qualitative
Research. Qualitative Inquiry, 16(10), 837-851.

https://doi.org/10.1177/1077800410383121

Twijukye, N., Nabirye, R. C., Wandabwa, J. N., Aleni, M., Mukunya, D., & Epuitai, J. (2025). “I
was so worried”: Experiences of parents whose infants were admitted to a neonatal care
unit. PLOS Global Public Health, 5(6), e0004741.

https://doi.org/10.1371/journal.pgph.0004741

159


https://doi.org/10.1186/s12884-021-04292-5
https://doi.org/10.1002/smi.3301
https://doi.org/10.4085%2F1062-6050-173-18
https://www.ncbi.nlm.nih.gov/books/NBK470395/
https://garh.gov.gh/overview-of-garh/

Ullah, S., Rahman, K., & Hedayati, M. (2016). Hyperbilirubinemia in neonates: Types, causes,
clinical examinations, preventive measures and treatments: A narrative review article.

Iranian Journal of Public Health, 45 (5), 558-568.

UNICEF. UNICEF Data: Monitoring the situation of children and women, 2020. [Online].

Available: https://data.unicef.org/topic/child-survival/neonatal-mortality/

Varma, J. R., Nimbalkar, S. M., Patel, D., & Phatak, A. G. (2019). The Level and Sources of
Stress in Mothers of Infants Admitted in Neonatal Intensive Care Unit. Indian journal of
psychological medicine, 41(4), 338-342.

https://doi.org/10.4103/IJPSYM.IJPSYM 415 18

Walker, L.O., Murry, N., Becker, H. and L1, Y. (2024), Leading Stressors and Coping Strategies
Associated With Maternal Physical and Mental Health During the Extended Postpartum
Period. Journal of Midwifery and Womens  Health., 69: 7T46-754.

https://doi.org/10.1111/jmwh.13641

Willis, D. G., Sullivan-Bolyai, S., Knafl, K., & Cohen, M. Z. (2016). Distinguishing Features and
Similarities Between Descriptive: Phenomenological and Qualitative Description
Research.  Western  Journal =~ of Nursing  Research, 38(9), 1185-1204.

https://doi.org/10.1177/0193945916645499

World Health Organization. (2020). Standards for improving the quality of care for small and sick

newborns in health facilities. Geneva

World Health Organization. Newborns Mortality. World Health Organization. 2018:

http://www.who.int/news-room/factsheets/detail/newborns-reducing-mortality.

160


https://data.unicef.org/topic/child-survival/neonatal-mortality/
http://www.who.int/news-room/factsheets/detail/newborns-reducing-mortality

Wuni, A. et al. (2022). Environmental stressors, coping mechanisms and support system for
mothers with infants at the neonatal intensive care unit: a descriptive cross-sectional

study. PAMJ-One Health. 2022;9:12. [doi: 10.11604/pamj-0h.2022.9.12.36475]

Younge, T., Jacobs, M., Tuchman, L., Streisand, R., Soghier, L., & Fratantoni, K. (2023).
Sociodemographic risk factors, parental stress and social support in the neonatal intensive
care unit. Archives of Disease in Childhood - Fetal and Neonatal Edition, 108(2), 165—

169. https://fn.bmj.com/content/108/2/165

Yu, Siyang. (2023). The Influence of Mothers’ Educational Level on Children’s Comprehensive
Quality. Journal of Education, Humanities and Social Sciences. 8. 1264-1272.

10.54097/ehss.v81.4461.

Zafrir Priel, A. Z., Possick, C., & Even-Zohar, A. (2022). Boundary issues in the experience of

grandparenting a preterm grandchild. Family Relations, 71(1), 1817-1833.

Zhang, D., Ling, G. H. T., Misnan, S. H. b., & Fang, M. (2023). A Systematic Review of Factors
Influencing the Vitality of Public Open Spaces: A Novel Perspective Using Social—
Ecological Model (SEM). Sustainability, 15(6), 5235.

https://doi.org/10.3390/sul15065235

Ziba, F. K., & Nartey, E. (2024). Prevalence and factors associated with neonatal jaundice in

Northern Ghana: https://doi.ore/10.21203/1s.3.15s-3996842/v 1

161


https://doi.org/10.21203/rs.3.rs-3996842/v1

University of Ghana http://ugspace.ug.edu.gh

162



APPENDICES

Appendix A: Interview Guide

INTERVIEW GUIDE

EXPLORING SUPPORT FOR MOTHERS WITH HOSPITALIZED NEWBORNS WITH

JAUNDICE: A QUALITATIVE STUDY AT THE GREATER ACCRA REGIONAL HOSPITAL

Section A: Background Information on Participant

1. What 1S your age? .......coviiiiiiniiiieieie e,
2. How old is your child? ....ooooiiiiiiiiiiiiiiiiiiiiiiiiiiinnnn.
3. WHhat 1S YOUT SEXZuuiieiuieerienesiesaeaiuaassnaereeneeesnnaessnasssasseeeesseess
4. How many children do you have?.................cccccooiiinis
5. What is your reliion? «..ocviiuiiiiiiiiiniiiiiiiiniiiiin
6. What is your profession? ...........ccoieoitiiiiiiineaneiineanan
7. What is your highest level of education? .............0000....

Interview information
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Duration; ........coovvviiii

Section B: Neonatal Admissions and Maternal Distress

1. Can you share with me why your child is on admission?
2. How long has your child been hospitalized?
3. How would you describe your experiences during this hospitalization?

Section C: Support for Mothers During Neonatal Hospitalization

1. Intrapersonal Support

A. Tell me how your age and gender serve as support during this time of admission

a. Age (teenager/matured female/above 35years)

b. Sex (demand on the female gender in child rearing)

B. Resources (skills, intelligence, abilities, income, education and experience).

a. Tell me about the skills you possess which help you to overcome the challenges
you face on admission?

b. How has what you know, been of help during this admission (Level of education)

c. Tell me about your income and how that has been of support (Financial
stability/work)

d. How has your experiences been of help to you (parity and previous admissions)
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C. Force

a. Tell me your personal qualities that serve as motivation in caring for your child?
b. Share with me how you manage your emotions (psychological attributes) ?

c. How does your personality affect your coping mechanism?
2. Interpersonal support

A. Share with me the ways through which your immediate family help you during this

admission?

C. What are your ¢

a. Financic
b. physica

C.

D. What are your ex

a. Financial

b. physical
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A.

c. Emotional

d. Advice

Share with me how your siblings support you?

How has help from friends supported you so far?

Institutional and Medical Staft Support for Mothers.

What support resources were you informed about that you can utilize during your stay?

How would you like to be assisted by the medical staff?

a. Informational
b. Emotional

c. Physical

How would you describe the support you receive from the medical staft?

What are your feelings about the limitations placed on your caregiving?

a. Separation for phototherapy
b. Physical care limitations

c. Breastfeeding limitations

Community Level Support

In what ways does your culture serve as support for you?

a. Cultural practices

b. Are there some particular norms that support mothers?
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B. Tell me about the social groups you belong to?

a. Church groups

b. Social groups/welfare groups

C. What are your experiences regarding the kind of support your social groups provide during this

admission? Can you explain further with examples...... ?
D. Can you share some ways your neighbours help you during this admission?

E. Is there any other question you would want to ask or any other thing you would want to share

with me?
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Appendix B: Ethical Clearance

Research & Development Division
GHANA Ghana Health Service
P. O. Box MB 190
HEALTH oty
S E RVI CE Digital Address: GA-050-3303
i Quote this number and date on all correspondence
Nour Heith- o Gareery” ETHICS REVIEW COMMITTEE MyRet Ne: a5 | | o2

Your Ref. No:

pate. 26™ March 2025

Benedicta Karley Quarshie-Odoo
P. 0. Box OC 526
Odorkor - Accra

The Ghana Health Service Ethics Review Committee has reviewed and given approval for the implementation of your
Study Protocol.

GHS-ERC Number GHS-ERC: 039/01/25
Study Title Exploring Support for Mothers with Hospitalized Newborns with Jaundice: A Qualitative
Study at the Greater Accra Regional Hospital
| Approval Date 26" March 2025
| Expiry Date 25™ March 2026
GHS-ERC Decision Approved j

This approval requires the following from the Principal Investigator

Submission ofa yearly progress report of the study to the Ghana Health Service Ethics Review Committee (GHS
ERC)

Renewal of ethical approval if the study lasts for more than 12 months,

Reporting ofall serious adverse events related to this study to the GHS ERC within three days verbally and seven
days in writing,

Submission of a final report after completion of the study

Informing GHS ERC if study cannot be implemented or is discontinued and reasons why

Informing the GHS ERC and your sponsor (where applicable) before any publication of the research findings.
Please note that any modification of the study without GHS ERC approval of the amendment is invalid.

The GHS ERC may observe or cause to be observed procedures and records of the study during and after
implementation,

Kindly quote the protocol identification number in all future correspondence in relation to this approved protocol

Please note that in the event where samples will be shipped outside Ghana, a signed Material Transfer
Agreement should be submitted to the GHS ERC for approval.

Please note that future use of biological samples will require GHS ERC approval and the sam ples cannot
be used for commerecial purposes.

. Kofi Wellington
(GHS ERC Chairperson)

Cc: The Director, Research & Development Division, Ghana Health Service, Accra,

Tel; #233-302-960628
Mob: +233-50-3539896

Email: ethics.research@ghs.gov.gh
Website: www.ghs. gov.gh
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Appendix C: Consent Form

Study Title: Exploring Support for Mothers with Hospitalised Newborns with Jaundice at the

Greater Accra Regional Hospital.

Participants’ Statement:

I acknowledge that I have read or have had the purpose and contents of the Participants’
Information Sheet read and all questions were satisfactorily explained to me in a language |

understand. I fully understand the contents and any potential implications as well as my right to

change my mind (i.e. withdraw from the research) even after I have signed this form.
I voluntarily agree to be part of this research.
I agree to be interviewed for the purposes of this study. Yes LINo

Name of Participant...................ooiiiien.n.

Contact Details

Investigator Statement and Signature

I certify that the participant has been given ample time to read and learn about the study. All
questions and clarifications raised by the participant have been addressed.

Researcher’s Name: .. ... eeeaaaaaans
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Appendix D: Principal Supervisor’s Support Letter

' UNNERS'TY DEPARTMENT OF MATERNAL AND CHILD HEALTH

SCHOOL OF NURSING AND MIDWIFERY
! A OF GHANA COLLEGE OF HEALTH SCIENCES
@ -

Ref: 11366951

14" January, 2025.

The Chairperson
Ghana Health Service

Ethics Review Committee

MPhil Paediatric Ni
School of Nursing

As part of the requi
undertake a study a

The title of her resed
with Jaundice at (]

P. Q. Box LG 43, Legon, Accra, Ghana | Tel: +233 (0) 30 251 3250
Email: mchsonm@ug.edu.gh | Website: www.nursing.ug.ecu.gh ' UG
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Appendix E: Co-Supervisor’s Support Letter

UN'VERSITY DEPARTMENT OF MATERNAL AND CHILD HEALTH
SCHOOL OF NURSING AND MIDWIFERY
_! OF GHANA COLLEGE OF HEALTH SCIENCES

Ref: 11366951

14" January, 2025,

The Chairperson
Ghana Health Service

Ethics Review Committee

The title of her res

with Jaundice at
[ write to seck you
Thank you.
Yours faithfully,

Dr. Mary Ani-A

(Co-Supervisor)

e

I Wreg PRocEoRS.

|

P. O. Box LG 43, Legon, Accra, Ghana | Tel: +233 (0) 30 251 3250
Email: mchsonm@ug.edu.gh | Website: www.nursing.ug.edu.gh . UG
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Appendix F: Facility (Greater Accra Regional Hospital) Permission Letter

UNIVEHSITY DEPARTMENT OF MATERNAL AND CHILD HEALTH

SCHOOL O
OF GHANA O OLLEGE OF HEALTH SCIENGES

Q

Ref: 11366951

14" January, 2025,

The Medical Director
Greater Acera Regional Hospital
P.O. Box 473

Acera=North

Dear SitfMadam,
LETTER OF INTRODUCTION = ETHICAL CLEARANC

I write to introduce to you Quarshic-Odoo Benedicta Karley, an MPhil Pacdiatric Mursing
student in the Department of Maternal and Child Health at the School of Nursing and
Midwifery, University of Ghana, Legon.

As part of the requirements for the MPhil Paediatric Nursing programime, the student is to
undertake a study and she intends to use your facility as her study site.

The title of her rescarch is “Exploring Support for Mothers with Hospitalized Newhorns
with Jaundice at the Greater Accra Regional Hospital.™

1 write to seek your permission to enable her undertake this study at the facility.
Thank you.

Yours tf"aithi ully,
/'_ ! .

-
o

Dr. Emmia Annan
(Research Supervisor)

F. 0. Box LG 43, Legon, Accra, Ghana | Tel: +233 (0) 30 251 3250
Email: mchsonm@ug.edu.gh | Website: www.nursing.ug.edu.gh
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