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Cue-based care 

 
A key element in the provision of developmentally appropriate care is cue-based care. This 
approach recognises the infant’s behavioural cues (signals) such as readiness to engage, 
distress,  hunger or sleep/wake states (see Table 1) and promotes the adaptation of procedures 
and routines to facilitate the neurodevelopmental needs of the infant1,2. Cue-based care favours 
the individualised approach where the care is variable and is based on interpretation of the 
infant’s signals over the routine or rigid protocol-based approach to care where individual needs 
are not considered1,3. 

Aims 

• Utilise the nursery routines and procedures to standardise intervention yet accommodate the 
responses of each infant and his / her family. 

• Identify those behavioural signals that indicate stress, discomfort, hunger or pain in each 
infant. 

• Identify those behavioural signals that demonstrate comfort, pleasure, sleep/wake states and 
physiological/behavioural organisation in each infant. 

• Modify policies and routines to facilitate stability and promote neurodevelopmental integrity in 
each infant. 

• Document each infant's stressors/behavioural cues and the changes made to routines and 
procedures. 

• Educate and assist clinicians and parents to recognise the infant's behavioural cues and 
stressors. 

• Foster parental participation and partnership in care. 

Method 

Care giving based on infant cues is an integral component of individualised developmental care. 
These cues provide the necessary information to accurately assess an infant’s state, physical  
and sensory needs. Accurate observation of these behavioural cues should occur prior to, during 
and on completion of care giving activities1. 

Both term and preterm infants provide cues that can be used to plan their care4. However, 
preterm infants not only differ from term infants in their sensory, cognitive and social abilities but 
from each other 5. For example an infant at 24-weeks gestation will display very different 
behavioural cues from an otherwise well preterm infant at 33 weeks. 

It must be emphasised that the environment provides both sensory overload and sensory 
deprivation 5. It is the clinician’s responsibility to adapt the environment, care routines and 
procedures to support each individual’s unique needs1. Preterm infants have a limited capacity for 
self regulation6 and Gorski et al. first argued that before the social needs of an infant can be met, 
the infant must first develop physiological regulation and organised behavioural responses 7. The 
synactive model developed by Als also argues that preterm infants are not ready to begin social 
interaction until regulation of the central nervous system is achieved at 33-34 weeks post 
conceptual age 7,8.  

Monitoring an infant's physiological parameters is crucial immediately following birth – the goals of 
cue-based care are to provide an environment that is both physiologically and developmentally 
supportive9. 

The ‘organised’ infant is one who can integrate the function between the physiological and 
behavioural systems 10. D’Apolito has reviewed the literature regarding this concept of the 
organised infant and developed guidelines (see Table 2) to assist clinicians with recognition of an 
infant’s behavioural responses. 

Two factors are associated with an infant's ability to reach organisation: level of maturity and 
physiological homeostasis and neurological integrity or health 10. 
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Implementation 

 Cluster care to promote long periods of uninterrupted sleep 1,11,12. 

 Gently rouse the infant prior to care giving activities. This will avoid sudden disturbance in 
sleep or movement. This can be accomplished by gently talking to the infant and using soft 
touch 1,5. 

 Perform one intervention at a time and observe the infant's responses. This will avoid over 
stimulation and ‘disorganisation’ 1. Identify those behavioural signals that indicate stress, 
discomfort, hunger or pain in each infant and document your action or plan. Disorganised 
behaviour may occur following activity 13. Document the infant's stressors/behavioural cues 
and the modifications made to care routines and procedures. 

 Identify those behavioural signals that demonstrate comfort, pleasure, sleep/wake states 
and physiological/behavioural organisation in each infant. Document your findings. 

 Assess the infant's response to care giving activities or procedures.  

 Document those interventions that promote comfort - see Comfort measures and 
Developmental positioning protocols. 

 Use dummies (pacifiers) to facilitate self consoling activity .3. 

 Provide opportunities for non-nutritive sucking - see Non-nutritive sucking protocol. 

 Provide appropriate stimuli to foster neurodevelopment as the infant matures and cues for 
‘engagement’ are recognised, e.g. self consoling activity, hand-to-mouth movements, eye-
to-eye contact, and readiness to feed 4. 

 Educate and assist parents to recognise and interpret their infant's behavioural cues and 
stressors. Ongoing support and education of the family will further optimise long term 
development and strengthen family dynamics1, 14. 

 

Summary 

Ongoing documentation of an infant's stressors/behavioural cues and the changes made to 
routines and procedures to facilitate stability and neurodevelopmental integrity, will record the 
infant’s progress and maturation.  Identification of behavioural signals that demonstrate 
comfort, pleasure, sleep/wake states will facilitate physiological/behavioural organisation and 
neurodevelopment can be used to assist parents to recognise and interpret their infant's 
behavioural cues and stressors, thereby promoting confidence and parenting skills. 



State Body activity Facial & Eye movements Breathing pattern Response Implications for care 
giving 

SLEEP STATES 
 
Quiet (deep) sleep 
 
 
 
 
Active (light) sleep 

 
 
Nearly still – occasional startle / 
twitch 
 
 
 
Some body spontaneous movement 

 
 
No facial /eye movements – 
occasional sucking movements  
 
 
 
Rapid Eye Movement (REM) – 
fluttering of eyes under closed lids; 
may smile & make brief fussy or 
crying sounds 

 
 
Regular 
 
 
 
 
Irregular – apnoea 
common 

 
 
Intense stimuli will arouse 
 
 
 
 
More responsive to stimuli –  if 
disturbed may remain in active 
sleep, return to quiet sleep or 
arouse to drowsy 

Infants are unresponsive –
they may rouse briefly & 
return to quiet sleep. Routine 
care giving should be 
delayed until infant is in a 
more responsive state.  
 
Highest % of newborn sleep 
& usually precedes 
awakening. Noises & 
movement do not indicate 
infant is awake & ready for 
interaction. Delay routine 
care giving. 

 
AWAKE STATES 
 
Drowsy 
 
 
 
 
 
Quiet alert 
 
 
Active alert 
 
 
 
Crying  

 
 
Activity level variable, with mild 
startles – movement usually smooth 
 
 
 
 
 
Minimal 
 
 
Much body activity – periods of 
fussiness 
 
 
 
Increased motor activity with colour 
changes 

 
 
Eyes open & close occasionally; 
dull glazed appearance with heavy 
lids. May have some facial 
movement 
 
 
 
 
Brightening & widening of eyes / 
face bright & engaging 
 
Eyes opening; much facial 
movement – more difficult to 
engage infant compared with quiet 
alert state 
 
Eyes may be tightly closed or open / 
facial grimacing 

 
 
Irregular 
 
 
 
 
 
 
Regular 
 
 
Irregular 
 
 
 
 
Irregular 
 
 
 

 
 
Infants will attend to 
environment; although 
responses are slow will change 
state when prompted 
 
 
 
Infant will focus attention 
 
 
Increasingly sensitive to 
disturbing stimuli such as 
hunger, noise, excessive 
handling 
 
Extremely responsive to 
unpleasant stimulation for 
example pain or excessive 
handling 
 

 
From this state may rouse to 
wake or return to sleep state. 
To awaken care giver can 
provide stimulus such as 
talking or touch. Infants may 
move to quiet alert state.  
 
 
Infants ready to engage / 
provide social stimuli  
 
Crying - infant’s limits 
reached.  
 
Promote self consoling 
activity – use containment / 
opportunity to suckle. Care 
giver may need to console & 
bring infant back to “lower” 
state before feeding / social 
engagement  
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Adapted from Blackburn S & Kang R. (1991. 

Table 1: Infant state chart  
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Table 2: Physiological and behavioural responses that describe ‘organisation’ and ‘disorganisation’ of the 
preterm infant.  

 

Organisation Disorganisation 

Physiological responses 

Stable heart and respiratory rates 

 

Stable colour 

Tolerance of feeds 

 

 

 

Behavioural responses 

Smooth and synchronous body movements 

 
Smooth transitions between sleep/wake states 

 
Utilising of self consoling behaviours such as finger 
sucking, hand-to-face manoeuvres and position changes 

Care giver able to console when upset 

Ability to habituate to repetitive or harmful stimuli by 
decreasing body movements or modulating from an 
awake to a sleep state 

Physiological responses 

Fluctuations in heart rate and respiratory rates that may 
result in apnoea or bradycardia 

Colour changes from pink to pale to dusky 

Increased stooling and inability to tolerate feeds  
Hiccoughs and sneezing 
Gagging or yawning 
Blood pressure instability 

 

Behavioural responses 

Frantic body movements and jitteriness, changes in 
muscle tone to flaccid and limp 

Inability to modulate state, sudden state changes, 
and/or prolongation of the alert state 

Limited use of self consoling behaviours 

 
Inability to be consoled 

Inability to habituate or decrease motor and state 
responses to repeated or harmful stimuli 

Adapted from D’Apolito K (1991). What is an organised infant? Neonatal Network 10:1, 23-39. 
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