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Managing the first period at home with a newborn: a

grounded theory study of mothers’ experiences

Aim: The article aims to present a theoretical account of

mothers’ first period at home with their newborn in Nor-

way.

Background: Mothers’ well-being affects their babies and is

therefore an important priority for public health. Early

discharge after childbirth is common in many countries. In

Norway, this has been practised for 5–10 years but without

any distinct agreement between maternity hospitals and

the community health services and without documented

follow-up care. Knowledge is lacking in how mothers deal

with the first period at home with the baby.

Method: Seven focus group discussions were conducted with

26 mothers who had babies 1.5–3 months old. The groun-

ded theory method was used to gather and analyse data.

Results: The mothers were strongly concerned about pre-

serving their control and integrity in the new situation.

This main concern was resolved by the strategy of priori-

tizing newborn care. The strategy encompassed a process of

developing competence as a mother, changing focus in

relationships, stretching to the critical level and seeking

recognition. These parallel processes were inter-related,

sometimes mutually supportive and sometimes conflicting.

When conflicts occurred, prioritizing newborn care guided

mothers in finding solutions. Breaches of the implied

conditions in health care tended to increase mothers’ level

of strain and uncertainty and to influence their efficacy in

breastfeeding the baby.

Conclusion: Being a mother to a newborn is a dynamic and

extensive process. Succeeding in breastfeeding seems

especially sensitive and essential in motherhood. The idea

that giving birth is a simple and normal situation may

obscure the importance of seamless health care and the

need for professional support and information.
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Background

Mothers are often vulnerable in the first period after

childbirth (1–4). A newborn baby, especially the first one,

is a great adjustment in the parents’ life, and preventive

health care is designed in various ways in both industri-

alized and developing countries to meet the needs of par-

ents and children (5). In Norway, a child health promotion

programme covers all children from birth to 5 years (6).

The public health nurse (PHN) has a key role and often

first meets the clients at a home visit to the family with a

newborn. Norway’s regulations stipulate that this be

offered within 2 weeks after birth. This policy was appro-

priate when the mother and child stayed at the hospital for

5 days or more, breastfeeding was established, the baby

had stopped losing weight and diverse types of screening

were carried out (7–9).

Today, however, there is a significant gap in the con-

tinuum of patient care offered by the public health care

services in the postnatal period. A report from the Nor-

wegian Board of Health Supervision (NBHS) (10) dem-

onstrates great variation in the content and the quality of

care from the time of discharge for maternity units until

well-baby clinics provide follow-up for the family and the

baby. According to the report, no binding agreements have

been made between the different health services since

early discharge (1–3 days after birth) was implemented at

many hospitals in Norway during the past 5–10 years.

Paradoxically, some municipalities have even reduced

home visits (KOSTRA 2009 – Report System). Taken
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together, distinct intersectoral coordination of public

health care and follow-up documentation of the effects of

the new initiatives is lacking.

Globally, breastfeeding of newborns varies (11). The

prevalence is traditionally very high in Norway. Among

newborns, 99% are exclusively breastfed, 82% at 4 weeks,

about 50% at 4 months and 80% are partly breastfed at

6 months (12). Promoting breastfeeding is important at

public health, and knowledge, skills and support are

essential to sustaining a high frequency (13–16).

Many women have increased vulnerability following

delivery (17). The incidence of postpartum depression has

been 10–15% in the past 10 years (18–20). New risk fac-

tors include lack of postnatal care. Lack of sleep is a risk

factor for depression (21, 22) for some mothers, and

breastfeeding problems may contribute to postpartum

depression (23, 24).

Maternity wards and health promotion must expand in

accordance with changes in society and meet families’

needs (10, 25, 26). The perspectives of the people

involved are important in obtaining knowledge and

improving the quality of public health care practice. Thus,

learning how current public health practice is effective in

meeting the needs of families would be of interest. We

initiated this study to explore how mothers experience

the first period at home with the baby and how they

manage their new life.

Methods

For data collection and analysis, we chose a grounded

theory design, which aims to generate theory rather than

mere description (27, 28). In accordance with Morgan’s

(29) focus group method, seven focus group discussions

were conducted with 26 mothers with babies.

Data collection and setting

The mothers were recruited in collaboration with the

leaders of public health services and their PHNs, who dis-

tributed letters with information to mothers visiting the

well-baby clinics in different parts of a major provincial

city. The criteria were being 18 years or older, primiparous

or multiparous, with or without experience of home

visiting, speaking Norwegian and having a baby 1.5–3

months old. Ten participants were first-time mothers, and

16 mothers had 2–4 children. None were single mothers;

the variation was otherwise rich, with different experi-

ences of ‘natural’ childbirth, some acute and planned

caesarean, twins, mature babies and some moderately

premature ones. The mothers were 20–40 years old, and

the mothers had diverse demographic characteristics. They

had the hospital’s early discharge of 1–2 days, except for

seven with complications and one who chose another

hospital.

In accordance with Norwegian law, approval by the

Western Norway Regional Medical and Health Research

Ethics Committee was not relevant. Ethical principles were

ensured. The participants were informed orally and in

writing about the purpose of the study. Confidentiality

issues and the right to withdraw from the interview were

explained. We informed the Norwegian Social Science

Data Services.

With a semistructured interview guide, we conducted

seven focus group discussions from December 2008 to

June 2009 at some well-baby clinics. As recommended by

Kvale & Brinkman (30), we tried to create a relaxed

environment to provide an atmosphere of trust so that the

participants would feel free to share their experiences.

Morgan’s (29) idea about the interaction in group discus-

sion as the source of data and the researcher’s active role in

listening and in creating the group discussion guided the

sessions. In accordance with the focus group literature (29,

31), we started the focus groups with small talk and gave

information about the purpose and framework of the

group discussions. The mother and baby were presented

briefly before the first question: ‘How has it been to live at

home with a newborn baby?’ Each group responded

eagerly, demonstrating that the mothers had much to

discuss in a mutually supportive atmosphere. The project

leader moderated the discussions, taking responsibility to

facilitate the mothers’ interaction and to balance the social

dynamics between them without controlling. A co-mod-

erator assisted with refreshments and noted special state-

ments or nonverbal expressions. Each session lasted about

1.5 hours and was audio-recorded and transcribed.

Data analysis

Data analysis comprised two simultaneous activities: cod-

ing data and writing memos. We consecutively transcribed

and inductively coded and analysed the first five focus

group sessions by generating hypotheses from the data

about what was happening in the area studied. Each

interview was coded before the next interview by the first

author. The analysis started with open coding using a

constant comparison of incidents exploring similarities and

differences. We identified the mothers’ main concern – the

first period at home with a newborn. We used the next two

focus group sessions to ensure demographic variety in the

data material and to enrich the emerging codes and

hypotheses. The study progressed to identify the core cat-

egory that could capture the patterns of behaviour by

which the mothers resolve their main concern including

during which conditions. Subsequently, we grouped the

codes into subcategories, thereby translating the descrip-

tive concepts. Next, we continued theoretical coding,

which relates the concepts of the theory to each other

clearly and distinctly at a more abstract level (27, 28) until

we found theoretical saturation (Table 1).
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Results

The mothers were primarily concerned about ‘preserving

control and integrity in their new situation’, and they

found this very challenging. They strived to resolve this

concern by ‘prioritizing newborn care’. This strategy

encompassed four subcategories: developing competence

in motherhood, changing focus in relationships, stretching

to the critical level and seeking recognition (Fig. 1).

Conditions of prioritizing newborn care

The characteristic conditions of prioritizing newborn care

were experiencing being vulnerable and receptive to stress.

Especially for the first-time mothers, who often did not

know what to expect and what to do, the experiences were

insecurity and anxiety in understanding and handling the

baby the first days after discharge. After some weeks, most

of the mothers felt more relieved and happy, but still tired

and ‘full of hormones’, as they said.

Please remember that we are in a very vulnerable

situation; even the tiniest thing may cause stress. As

far as hormones are concerned, it doesn’t take much

before you break down completely and everything

you have is tears, and everything just floats. (FG6)

Conditions were related to the baby’s and the mother’s

well-being, her success in breastfeeding, her opportunities

to sleep and receive support, changes in her body and

dealing with siblings and everyday duties. Mothers

explained the differences between being a first-time

mother and a mother with experience. They knew each

delivery and child was different, and the mothers men-

tioned altered needs. Breastfeeding the first child could be

okay, but now it was a problem: for instance, sore nipples

or the baby sucked too weakly and failed to gain weight.

A few mothers reluctantly had to supplement with

breast-milk substitute. They did not like that situation, as

they wanted to solely breastfeed. ‘Nor did I expect to be so

touchy about it. I thought I was going to lose my milk, but

then it improved and I felt on top again.’ Working up

sufficient milk for the baby was therefore a triumph, and

the mother’s self-efficacy increased. In this process, the

support from the PHN and husband was welcomed. The

PHN could be good in theory and support verbally but

perhaps not to practically demonstrate how the baby

should ‘hook on’.

Developing competence as a mother

The mothers sought information about what is normal in

childbirth, motherhood, the baby, relationship with the

husband, etc. and compared themselves to these norms.

The new mothers wanted to know how to comfort a crying

baby, how to hold a baby and whom to contact for any

acute situations. The novice did not discern the quality of

the baby’s crying; the experienced mother usually did this

rather quickly. The information sought included relevant

telephone numbers and addresses if needed. The Internet

was more important during pregnancy.

The mothers also asked for services. They were engaged

in developing their role as mother and reported typically

that the PHN contacted them by telephone and asked

whether they wanted a home visit or to visit her at the

well-baby clinic. Some, however, did not get the choice of

a home visit.

It was convenient for me not to have to go outside; I

was sore and had to lie down often (to breastfeed), so

it was very convenient that she could make a home

visit, especially since then ‘Dad’ would be home and

get information, too. (FG6)

There was more time to just talk, more relaxing than

having to go to the clinic. Having to go out is just

fussier. (FG2)

Table 1 Phases in the analysis

Phases Purpose Results

1. Substantive coding

(a) Open coding Generate substantive

codes and categories

and their dimensions

Downgrading needs,

seeking respect and

understanding, and

comparing different

babies

(b) Selective

coding

Select codes related to

the core category

Only relevant codes:

Downgrading needs,

seeking respect and

understanding

2. Theoretical

coding

Formulate hypotheses

that describe

relationship between

the substantive

categories

The more the

downgrading needs,

the more the seeking

respect

•Downgrading needs
•Enduring pain,

discomfort and
concerns

•Seeking respect and
understanding

•Being seen and
listened to

•Changing life together
•Hand over

responsibility?
•Apprecia�ng a new

community

•Seeking informa�on
•Asking for services
•Developing skills

Developing
competence

as
a mother

Changing
focus in the

partner's
rela�onship

Stretching to
the cri�cal

level

Seeking
recogni�on

Figure 1 Prioritizing newborn care.
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The participants experiencing home visits were satisfied

with meeting the PHN in their home. They talked about

the childbirth, postnatal period, lactation, sore nipples,

taking care of the baby, siblings, relationship and other

questions on developing skills.

I got home visits on both occasions. It was very con-

venient – very, very convenient. I’m more relaxed

about it now – it wasn’t impeccable, I didn’t offer

freshly baked buns or coffee. I bet everything looked a

complete mess. But both times the public health nurse

focused very much on me. The experience was very

positive for me, I felt. (FG5)

Some mothers expressed ambivalence about having a

public employee in their home. They disliked control and

wanted the encounter to take place at the clinic. ‘It is

voluntary, yes, but a PHN may see a lot of things, because

you can see much in a home.’ Another point was that one

family did not get the offer of a home visit for the first baby

but for the next one. A mother then could wonder why.

I was a bit surprised. ‘What do you want’, I thought …
In the beginning when you get home, everything

seems kind of topsy-turvy. She probably heard the

panic in my voice. (FG5)

The offers from the well-baby clinics seemed to be unclear

for new mothers. What can a family expect from this ser-

vice? Some mothers with older children had gradually

discovered how flexible and accessible the PHN was and

recommended that the well-baby clinics market their ser-

vices better. The participants even emphasized that they

wanted continuity and to meet the same PHN for their

child or children.

Breastfeeding was extremely important and seemed to

represent success in motherhood. Some mothers had good

experiences, but many had a history of hard work,

including sore and painful breasts and anxiety about

managing breastfeeding and about whether the child was

satisfied. ‘The breasts were stone hard and incredibly

painful! They couldn’t be sucked for they were as hard as

stone. Fortunately, a friend had a pump I could borrow.’

They were astonished at the magnificent breasts in the

beginning but also wondering how to get the baby ‘hooked

on’.

I have been struggling with breastfeeding. During the

first month, he only gained 20 grams. I floundered a

lot; I started stressing when my spouse went back to

work. At that time, too, apparently because [the baby]

didn’t get enough nutrition, he got restive. Perhaps

he, too, noticed that I was stressed and, as a result,

didn’t manage to suck properly. Then I became very

sore and started to bleed. (FG7)

She continued, obviously happy and proud:

We did go to the well-baby clinic, and I was advised to

complement with a bit of breast-milk substitute. Put

simply, he got the substitute so that he could regain

his appetite. At that time, he got 20–30 ml after each

meal. Now things are looking very good. Last time I

weighed him he had gained 400 grams in 9 days! He is

solely breastfed now, but he has to be fed from both

breasts. (FG7)

In this way, a mother demonstrated not giving up but

developing competence in breastfeeding. Other skills were

‘everything’ about having a baby, their clothes and

hygienic habits and needs. Another issue we identified was

how mothers with more than one child had to organize the

day in a new way, finding time for various activities and

needs and sibling rivalry.

Changing focus in the partner’s relationship

A second strategy in prioritizing newborn care was moth-

ers’ focus in the relationship with their husbands, which

had changed and was sometimes encumbered by difficulty

in transferring responsibility to him. The mother concen-

trated her attention on the baby, which the father seemed

to accept according to the mother. They were changing

their life together, at least with their first baby.

Having a child changes everyday life completely; the

focus is completely different, and there is a great dif-

ference between being girlfriend and boyfriend and

being parents. Not in a negative way, they are just two

different worlds. (FG3)

The couple experienced a new dimension and they

appreciated a new community: ‘Our relationship is

strengthened – we have something new and to love

jointly.’ Another aspect was the time they had together:

the opportunities for just the two of them were reduced.

I feel I don’t have time for him anymore. In the eve-

nings it’s like this: ‘Oh, we haven’t even hugged.’ The

day has gone by. None of us even thought about

hugging. All our attention is on [the baby] … it’s not

what we’re used to. And, in addition, when we don’t

manage to share meals, it’s almost as if it’s not until

the evening comes that one discovers that there

actually are two of us here. (FG7)

Even nights were different: the couple might sleep in sep-

arate rooms, sometimes in consideration of the father and

other times, when the father snored, of the mother.

A comment was that when the father sleeps, he really sleeps.

He did not hear the baby during the night or that the mother

was awake and did a great job with the baby. Another

comment was the opposite, it makes no sense for two people

to awaken; he had his work too during the day. Some

families have a deal to share the work at night on weekends.

Mothers said that being able to deal with the work at

home and perhaps handing over responsibility was

important for the relationship. Many participants said that

the father took care of the mother and had looked forward

to 10 days off work after childbirth. Mothers felt that they

must have control of the baby and instructed their hus-

bands as to what they could or not could do. They knew
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that they should let him do it his way, but this could be

hard to practise. Mothers found it easier to hand over

responsibility to the father for child number two or three,

because the father also had experience and was more

skilled. Some mothers admitted, however, that they

wanted to take care of the baby themselves, talking about

‘mothers’ heart’ and even that the father was a bit helpless

and uncomfortable with the baby.

Stretching to the critical level

This strategy showed how the mothers tended to down-

grade their needs and to endure pain, discomfort and

concerns, and they strived to fulfil expectations. During

the first month, especially first-time mothers could over-

look eating and taking care of themselves. The baby took

all their attention and time.

Our own eating is downplayed. We forget to feed

ourselves. Oh, that’s why I’m dizzy, of course.

Everything but the child seems peripheral. It feels as if

all I do is breastfeed. (FG2)

In that respect, with our first child, I was greedy. At least

initially, I could go like that the entire day. My main

preoccupation was that she should get fed often. I

completely forgot about myself. I even lost my hair. This

time it’s different; I have some kind of calm now. (FG6)

Another issue was the lack of sleep. The mother was sen-

sitive to the baby, awoke to various sounds and crying for

food. The baby may not have had a good rhythm, cried

often and the older child woke up at 06:00. Days and

nights were strenuous.

Even if mothers breastfed the babies, they mentioned

painful and sore breasts when lactating started. They got

information from the PHN, books and friends about good

positions during breastfeeding, various utensils and so on.

The problem often started just 2–5 days after childbirth.

My nipples became so sore they almost split in two.

Every time I breastfed was as painful as giving birth 10

times. ‘This is going to be the last time she gets breast; I

can’t stand any more of this.’ Still, every time I ended

up thinking: ‘I will try one more time.’ (FG1)

This mother requested – and got – professional help and

gradually succeeded in enjoying breastfeeding. The focus

groups discussed the pressure to succeed in everything and

not to mention difficulties. When something unexpected

happened to them, they wondered whether they were

normal and alone with the problems.

Pieces of my nipples actually fell off. I had never heard

about anything like that happening to anybody – is it

taboo to talk about that sort of thing? I’ve never before

heard something like that happening, neither the

bleeding nor the fact that it is possible actually to lose

pieces of … your nipple. (FG7)

Even toilet problems could be hindering in daily life the

first time at home – with painfulness and concern about

normality after laceration and sewing. They could not talk

about how they worried, cried and wondered. Perhaps, a

friend was entrusted. If the baby had trouble with sucking,

some mothers pumped the breast-milk and gave it to the

child. This was time-consuming but demonstrated patience

for the baby.

I pump manually; thus, my forearm is incredibly

strong. The pumping itself isn’t all that bad; it’s the

sterilizing that is time-consuming. It’s no problem

when you get used to it, though. I think we adjust

ourselves to these kinds of things when we become

parents. I used to be more impatient. But you have to

do what you have to do. (FG5)

They did not seem to have a limit for stretching them-

selves. A question was when a mother forgot to take care

of herself.

These first three months have been a constant blur. I

do things over and over and over. Breastfeed, change

napkins, sleep. Even if I tried, I couldn’t manage to do

anything besides this. There’s a lot of trial and error.

It’s like being in a vacuum; I never manage to get on

with anything else. (FG3)

Mothers discussed depression after earlier childbirth. They

did not know what it was but had cried a lot and did not

tell anybody. They tried to do everything perfectly and

were afraid that the feelings were abnormal. The mothers

mentioned internal and external expectations.

They could feel well immediately after the birth and

arrival at home and open up for family and friends to

congratulate them. Nevertheless, this could be too much.

Several mothers said they did not manage to prepare or

cook dinner at home with the first baby. Time flew. Their

husbands had expectations: ‘‘‘But you are at home all

day?’’ I think it myself too – I ought to have time and

opportunities.’ This seemed to be easier with the next

child. Then, however, parents may have a new challenge:

managing the first child could be one of the most difficult

things. The older children have their needs and care and

did not like too much attention focused on the baby.

Mothers seldom showed their frustration or anger and

blew up, but it happened sometimes. The sensitive period

after birth influenced the family, and mothers blamed

hormones.

After birth, I was so full of hormones. … my mood

kept changing between rage, weeping and joy. There

were incredible hormonal fluctuations. If I didn’t find

the car keys that I had mislaid, I could scold my

husband in rage. (FG4)

They wanted to have reasonable control during the day

and present a good image to the surroundings. This could

be difficult. After short nights and bothersome mornings

with the children, for instance, a mother could arrive at

11:00 at kindergarten with a sibling. Comments such as

‘Our core time is 09:00 to 14:00’ got the mother to blow up

at the staff. Afterwards, she felt guilty. She did not want to
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give them a bad impression and came on time the fol-

lowing days but tired. Mothers tried to live up to expec-

tations in motherhood and had comments about being a

‘good girl’. They stretched to the critical level, but quite a

few said they fell short. ‘I don’t feel good about myself,

really, I constantly feel that I’m not good enough, that I

don’t have what it takes and ….’ They appreciated health

professionals who supported and took care of the family.

Seeking recognition

Seeking recognition in the process of prioritizing newborn

care was vital. They sought affirmation that they did the

‘right things’. Mothers sought respect and understanding,

but several had started coming home with a sense of not

being treated as an individual at the hospital. They did not

get the support or practical help from staff they had wan-

ted; they were confused and insecure and wanted to go

home. However, a few first-time mothers with complica-

tions who had to stay at hospital more than 48 hours were

happy to get professional support for breastfeeding and

handling the baby and could not understand how mothers

could manage all this (alone) at home.

The study showed that mothers needed to be seen and

listened to and appreciated encouragement for their activi-

ties as a mother. The PHNs’ home visits were welcomed, and

mothers in focus groups expressed being satisfied with the

service from well-baby clinics. If they worried about some-

thing, they appreciated being taken seriously.

The public health nurses understand why we ask

these questions; they don’t seem to find them stupid

but take them seriously. The people at the well-baby

clinic convey confidence … and they are accessible;

we always feel we can ask. (FG1)

They strongly disliked being stressed. The first week at

home was stressing returning to hospital for screening,

perhaps every day if the baby had jaundice. The father

provided support, but everyone did not have 10 days of

paid leave. Later, mothers even expressed a need for var-

iation to manage the day and their new life. A mere hour

at sometimes without the baby was wonderful and made a

big difference. Otherwise, in seeking recognition, several

mothers looked forward to meet like-minded mothers in

small groups at well-baby clinics.

Consequences of prioritizing newborn care

The processes of (a) developing competence, (b) changing

focus, (c) stretching to the critical level and (d) seeking

recognition were interwoven, sometimes mutually sup-

portive and sometimes conflicting. When conflicts

occurred, prioritizing newborn care guided women in

finding solutions. The breach of implied conditions in

health care tended to increase mothers’ strain and uncer-

tainty and to influence their efficacy in breastfeeding.

When developing competence or stretching to the criti-

cal level, the mothers needed feedback and sought

recognition that they were good mothers and handled the

situation normally. Lack of positive feedback strained

them. Experience of recognition and of support in devel-

oping skills influences the degree of stretching to the

critical level. Changing focus in relationships was inter-

related with the degree to which the husband accepted and

understood her choice to give priority to newborn care by

prioritizing newborn care.

Discussion

This grounded theory study delineates the complexity of

mothers’ first period at home with a newborn: how they

try to preserve control and integrity in their new life by

‘prioritizing newborn care’.

Strengths and limitations

Assessing the quality of grounded theories requires anal-

ysing the criteria of fit, work, relevance and modifiability

(27, 32). Our data came from Norway, from a hospital that

has a relatively new clinical practice of early discharge after

childbirth but without seamless services for the families

with newborns. Studying single mothers and non-native

speaking mothers would probably provide further details.

The strength of the study, however, is the inclusion of first-

time and multiparous mothers with varying cases and

demographics. We therefore believe this grounded theory

of prioritizing newborn care fits well the mothers’ experi-

ence. Further, we believe the theory is relevant for PHN

and ‘works’ to explain the complexity of the mothers’

experiences.

Preserving control and integrity in the new situation

Being recognized and treated as an individual was impor-

tant for mothers in developing competence to manage the

situation. In their efforts to become secure and get an

overview for preserving control and integrity, they were

engaged in normality concerning themselves, the babies

and the new situation. Many of them did not know what

was normal and disliked asking, perhaps because they

would be revealed as abnormal. Although giving birth is

normal, being especially vulnerable and even worn out

postpartum is also normal (2, 33, 34). This study showed

that practical training, information and support for moth-

ers just after giving birth seem to be minimal, as others

have documented (17, 35, 36). The stress of returning to

the outpatient clinic for diverse types of screening did not

facilitate preserving control for a weary mother.

Thus, the mothers in this study experienced not being

prepared in the first period after coming home. Some

studies of early discharge have not reported negative
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consequences (37–39). The reason could be more seamless

care from the hospital to the community with prepared

staff and women or that the mothers had a choice of early

discharge (40). Women’s individual needs rather than

routine should guide health services and distinguish the

roles of various health professionals, as described previ-

ously (41–43). Caring, flexibility and predictability should

therefore be discussed at the units providing maternal,

newborn and child care and facilitate prioritizing newborn

care. Further, providing sufficient information efficiently

from the hospital to well-baby clinics should not be a

problem in an electronic world, enabling PHN to offer a

home visit the first days at home to inform and comfort the

parents. Home visits contribute to building relationships

and normalizing the new situation, and especially com-

mon problems with breastfeeding and taking care of the

baby are reported earlier (44–47).

Succeeding in motherhood

When mothers in this study downgraded their needs and

endured pain, discomfort and concerns, this was part of

prioritizing newborn care. Lack of sleep was a significant

concern, and mothers could overlook eating. Mothers

were engaged with the baby 24 hours a day, partly

relieved by the father. Other studies emphasized this per-

iod by reporting that 40% of mothers had days in the first

month when they never got dressed (17), and 60% of

mothers with a baby at 2 months of age had serious sleep

deprivation and even found that trouble with sleep was a

risk factor for postnatal depression (21, 22, 48). Further,

breastfeeding problems could contribute to postnatal

depression (23, 49). These conditions confirmed the

women’s vulnerability postpartum.

A symbol for success in motherhood seemed to be

breastfeeding, which correlates with Larsen et al. (50),

who discuss breastfeeding and motherhood as inseparable

phenomena. Mothers in our study talked about fighting to

succeed, about sustained hardship and about beaming and

pride when the baby’s weight increased. They tended to

breastfeed despite problems. This phenomenon correlates

with Tufte (51), who found that 88% of the women in

their study experienced breastfeeding problems during the

period of lactation, with debut concentrated on the first

days after giving birth. This attitude confirmed a strong

breastfeeding culture in accordance with other studies (52,

53) and reflecting ‘prioritizing newborn care’. Mental

factors, breastfeeding problems and supplementation dur-

ing the first week are associated with early weaning (15,

54). In this perspective, mothers need to be listened to and

meet high quality and competence in counselling through

empowering behaviour, a sense of integrity and autonomy

and encourage resting instead of receiving guests.

Giving priority to newborn care

The study showed that mothers’ feeling of normality is

important, and they wanted to present an image without

problems but still openly discussed sensitivity and being

vulnerable in this period, with increased workload, ‘baby

blues’, lack of sleep and breastfeeding. The women expe-

rienced intensive responsibility, and the father’s support

and understanding were valuable for the mother’s well-

being and self-efficacy, which correlates with research

from maternity wards (35, 36, 55). In the intensive process

of mothering, however, they kept an eye on their hus-

bands’ competencies to ensure that he deserved the

responsibility for newborn care. Preparing and encourag-

ing a new father, including at the home visits and well-

baby clinic, are important in improving the father’s

competence and parents’ satisfaction.

Conclusion

Becoming a mother is a vulnerable period and a radical

process. Prioritizing newborn care accounts for how

mothers manage their concern for preserving control and

integrity in their new situation and encompass processes of

developing competence in motherhood, changing focus in

relationships, stretching to the critical level and seeking

recognition. Succeeding in breastfeeding seems especially

sensitive and essential in motherhood, and to succeed in

breastfeeding as well as taking care of the baby, mothers

will ignore basic needs to eat and sleep, and suppress

painful and sore breasts and toilet problems. Although

giving birth is normal, being vulnerable and worn out

postpartum is also normal. This study showed that practical

training, information and support for mothers just after

giving birth seem to be minimal and that the stress of

returning to the outpatient clinic for diverse types of

screening may not facilitate preserving control for a weary

mother. The idea that giving birth is a simple and normal

situation may obscure the importance of seamless health

care and need for professional support, information and

care. Increased knowledge may improve the ability of the

people involved to facilitate, preventing mothers from

stretching their critical level too far.
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