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Background Kangaroo mother care (KMC) for stable neonates
≤2000 g (g) is associated with decreased mortality, sepsis, hypothermia, and length of stay compared to conventional care.
The World Health Organization states that KMC “should be initiated… as soon as newborns are clinically stable” [12]. However, the majority of deaths occur in unstable neonates. We aimed
to determine the proportion of admitted neonates meeting proposed instability criteria, assess the feasibility of providing KMC
to unstable neonates, and evaluate the acceptability of this intervention to parents and providers at Jinja Regional Referral
Hospital in Uganda.
Methods This was a mixed-methods study. We recorded data
including birthweight, chronological age, and treatments administered from medical charts, and calculated the percentage
of clinically unstable neonates, defined as the need for ≥2 medical therapies in the first 48 hours of admission. We enrolled a
sample of neonates meeting pre-defined instability criteria.
Mothers were counselled to provide KMC as close to continuously as possible. We calculated the median duration of KMC
per episode and per day. To explore acceptability, we conducted
semi-structured interviews with parents and newborn unit care
providers, and analysed data using the thematic content approach.
Findings We included 254 neonates in the audit, 10 neonates
in the feasibility sub-study, and 20 participants in the acceptability sub-study. Instability criteria were easily implementable,
identifying 89% of neonates as unstable in the audit. The median duration of individual KMC episodes ranged from 115 to 134
minutes. The median daily duration ranged from 4.5 to 9.7
hours. Seventy-five percent of interviewees felt KMC could be
used in neonates concurrently receiving other medical therapies.
Barriers included lack of resources (beds/space, monitoring devices), privacy issues, inadequate education, and difficulties motivating mothers to devote time to KMC. Recommendations included staff/peer counselling, resources, family support, and
community outreach.
Conclusions There remains a need for an evidence-based approach to consistently define stability criteria for KMC to improve care. We found that KMC for unstable neonates weighing
≤2000g was feasible and acceptable at Jinja Hospital in Uganda.
Randomised controlled trials are needed to demonstrate the effect of KMC on survival among unstable neonates in low-resource settings.
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Each year, 15 million babies are born preterm (<37 completed weeks gestation) and 1 million deaths occur as a direct result of complications of preterm birth [1-3]. Sub-Saharan Africa and South Asia account
for three-quarters of the 2.7 million neonatal deaths that occur annually, and preterm birth is the leading
cause of these deaths [4]. Progress in preventing preterm birth has been limited, but major reductions in
mortality could be achieved by improving care in low-resource settings [1,3,5,6]. In such settings, 50%
of neonates born at 32 to 34 weeks gestation, a time when nearly all should survive, die because newborn
special care is not available [3,7]. Kangaroo mother care (KMC) consists of early, continuous skin-to-skin
contact (SSC), usually with the infant’s mother; improved breastfeeding; and supportive care for neonates
[8,9]. The most recent Cochrane review and a meta-analysis demonstrated that KMC among stable neonates ≤2000g is associated with decreased mortality (relative risk (RR) 0.60-0.64) [10,11], sepsis (RR
0.35-0.53) [10,11], hypothermia (RR 0.22-0.28) [10,11], and length of stay (LOS, mean difference -1.61
days) [10] compared to conventional care. WHO guidelines recommend KMC for “routine care of newborns weighing ≤2000 grams (g)… initiated as soon as newborns are clinically stable” [12].
However, most neonatal deaths occur in clinically unstable neonates within 48 hours of birth in settings
without intensive care [3,7]. The only randomised controlled trial (RCT) of KMC in unstable neonates
with mortality outcomes was conducted in Ethiopia (123 neonates ≤2000g) and reported major mortality impact (RR 0.57) [13]. Notably, this trial excluded >50% of eligible neonates, did not utilise allocation
concealment, and had an apparent imbalance in gestational age and birthweight between groups (favouring KMC) at baseline [13,14]. Among 17 RCTs (14 enrolled only clinically stable neonates) comparing
KMC with conventional care in low birthweight (LBW, <2500g) neonates aged <15 days, there was significant variability in how clinical stability was defined. Six defined this based on therapies [15-20], five
on ‘hemodynamic stability’ [13,21-24], and three on specific vital sign parameters [25-27], while three
provided no definition at all [28-30]. Hence codifying stability criteria for KMC is critical. A recent WHO
guideline for care of preterm neonates highlighted the evidence gaps regarding KMC effect on mortality
in unstable neonates. These included absence of criteria to identify which neonates are stable enough to
safely receive KMC; the optimal time for initiation; and the duration required to reduce mortality [12].
Compared to other regions of the world, sub-Saharan Africa has experienced slow progress towards reducing neonatal mortality, particularly mortality due to preterm birth [2]. This is likely due to higher
preterm prevalence and lower access to care [3,7], and shortages in health workers [31,32]. Further, many
interventions are introduced to low-resource settings without adequate evidence of their effectiveness in
such settings [3,31]. Incubators, the standard mode of thermal support for small and preterm neonates,
are often unavailable or fail to function due to resource-related difficulties such as inconsistent electricity
supply or access to replacement parts. Further, they require regular disinfection; however, this is often
not done in resource-constrained settings [33]. Other potential issues include risk of cross-infection from
other neonates when incubators are shared, and cost [34-36].
In Uganda alone, an estimated 45 000 newborn deaths occur annually, a quarter of which are due to complications of prematurity [37]. As a result, “national attention for maternal and child health has been clear
and authorised from the highest levels” [38]. In 2006, the Ugandan government established a Newborn
Steering Committee, which advised immediate action to increase the scale-up of KMC in facilities [38].
The purpose of this study was to explore the feasibility and acceptability of KMC for clinically unstable
neonates weighing ≤2000g at Jinja Regional Referral Hospital in Uganda. Specifically, we aimed to:
1) determine the proportion of admitted neonates meeting proposed clinical instability criteria,
2) assess the feasibility of monitoring and providing interventions to unstable neonates ≤2000g in the
KMC position, and
3) evaluate the acceptability of KMC for unstable neonates ≤2000g to parents and healthcare providers.

METHODS
Study setting
This study was conducted at Jinja Regional Referral Hospital, a facility in southeastern Uganda with a
catchment area of 4 million. Jinja Hospital has ~ 6500 deliveries annually [39], and preterm birth is common. Sick and preterm/LBW neonates are cared for in the newborn unit, which admits approximately
1200 neonates annually. This unit is distinct from the postpartum ward, where healthy newborns receive

June 2018 • Vol. 8 No. 1 • 010701

2

www.jogh.org

• doi: 10.7189/jogh.08.010701

care. KMC is employed for neonates deemed stable by newborn unit staff. Mothers participate in the care
of their babies by providing KMC, feeding (breastfeeding and nasogastric/cup feeds), and checking temperature. The standard mode of thermal support for unstable neonates is incubators, frequently with several neonates sharing an incubator.

Study design
This was a mixed-methods study consisting of three parts: an admissions audit, a feasibility sub-study,
and an acceptability sub-study.
1) Admissions audit
Clinical instability was defined a priori as need for ≥2 medical therapies (oxygen, continuous positive airway pressure (CPAP), intravenous (IV) fluids, IV antibiotics, aminophylline, phenobarbital, or phototherapy) during the first 48 hours after birth. The audit aimed to determine the percentage of admitted neonates meeting the proposed criteria. A study coordinator and research assistant were trained on audit
objectives and procedures. The target sample size was 250 neonates, based on the suggestion of Sackett
et al [40] that 10 charts per variable are needed to obtain accurate and clinically useful results in a retrospective audit. Records were randomly selected across the 12-month audit period (June 2015 to May
2016). We retrospectively recorded data from the medical charts of neonates who were born at Jinja Hospital and admitted to the newborn unit within 48 hours of birth. The research assistant recorded birthweight, date and time of birth and admission, and treatments administered during the first 48 hours of
admission. We excluded charts that were not satisfactorily complete, defined as including both birthweight
and medical therapies administered, and those with birthweight >2000g from the analysis. To ensure data
quality, the study coordinator randomly selected 10% of neonatal charts included in the audit, and double-entered data from those charts into data collection forms. We calculated the frequency and percentage
of medical therapies received during the first 48 hours with 95% confidence intervals (CI), and the percentage of neonates meeting the proposed therapy-based instability criteria in that period.
2) Feasibility sub-study
Using instability criteria defined in the audit, we sought to demonstrate the feasibility of monitoring and
providing clinical care and interventions (such as oxygen, IV fluids) to unstable neonates in the KMC position. The research team (paediatrician, nurse, study coordinator) and newborn unit nurses had training
on the study objectives and procedures. Between July and December 2016, we enrolled a purposive sample of 10 neonates meeting the following eligibility criteria: 1) live-born at Jinja Hospital; 2) birthweight
≥700g and ≤2000g; 3) singleton; 4) chronological age <48 hours; 5) mother able and willing to participate
in KMC; 6) infant unstable (defined as in the audit) at the time of enrolment, and followed them until
discharge (up to a maximum of 14 days). We selected a small sample size due to the exploratory nature
of the intervention and the inherent clinical risks in this vulnerable population. A KMC overview handout was provided and the study nurse counselled mothers during the consent process and throughout the
study to provide KMC as close to continuously as possible with a goal of 18 hours per day. For purposes
of this study, we defined a KMC episode as beginning when skin-to-skin contact (SSC) commenced and
ending when SSC stopped. For interruptions due to mothers carrying out activities like bathing, a family
member was encouraged to take over KMC. If none were available, the baby was placed in an incubator
until the mother returned. Neonates were managed according to unit guidelines. The study paediatrician
oversaw clinical decisions about enrolled neonates. All neonates received continuous monitoring of oxygen saturation (SpO2) and heart rate (HR) using Masimo Rad-8 pulse oximeters. Monitoring was commenced at the time of KMC initiation and was continued throughout enrolment. To avoid interruption of
KMC, a Bilisoft® phototherapy blanket (GE Healthcare, Chicago, IL, USA) was utilised to treat jaundice.
The study nurse and unit nurses completed a data collection form, which recorded date and time of birth
and admission, gestational age, birthweight, admission and discharge diagnoses, treatments administered,
timing and duration of KMC episodes, date of breastfeeding initiation, LOS, and discharge disposition.
Gestational age was calculated by last menstrual period (LMP). When LMP was unavailable, the study
nurse conducted a Ballard examination [41]. We calculated the median duration of KMC per episode
(minutes) and per day (hours) with interquartile ranges (IQR), and the mean number of concurrent medical interventions delivered per day with standard deviation (SD). Statistical analyses for the admissions
audit and feasibility study were carried out using Stata 13 (StataCorp LP, College Station, TX, USA).
3) Acceptability sub-study
We assessed the acceptability of KMC for unstable neonates ≤2000g to parents and providers at Jinja Hospital. The sub-study utilised qualitative research methodology through semi-structured interviews with
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20 key stakeholders. In qualitative research, the correct sample size is one that satisfactorily answers the
research question [42]. Purposive sampling was utilised to select 10 parents of singleton neonates that
were alive and hospitalised in the newborn unit at the time of the interview. All 10 newborn unit providers were included. Interviews took place between May and July 2016. Two interview guides were developed in English – one for parents and one for providers. The guide for parents was translated from English to Lusoga, the local dialect, and translated back to English to ensure accuracy and equivalence [43].
Interviews with parents were conducted in the language with which they were more comfortable. Interviews with providers were conducted in English. The interview guide employed open-ended questions
about a broad range of potential factors while allowing the interviewer to ask additional questions on
emerging themes. One female interviewer conducted the interviews in a private setting in the language
of the participant’s choice. Data validity was supported by the fact that the interviewer was a local woman who spoke the local language. The interviewer was familiar with techniques of qualitative research and
had previous experience interviewing parents in a hospital setting. The protocol and interview guide were
discussed in detail with the interviewer to ensure she understood the study objectives. Pilot interviews
were conducted to identify and revise unclear interview questions and provide additional training on areas of weakness. Consent was requested to audiotape the interview. Interviews were held in a private room
to provide confidentiality.

Thematic analysis
Interview data were transcribed and, where necessary, translated to English. The interviewer performed
transcription with the assistance of an experienced Ugandan transcriptionist based at Makerere University. To improve quality control, a sample of early transcripts was compared to the audiotaped interviews
to detect transcription errors and correct them. Data were analysed using the thematic content approach
[44,45], which consisted of four steps: 1) familiarisation; 2) identifying codes and themes; 3) developing
a coding scheme and applying it to the data; and 4) organising codes and themes. The principal investigator (PI) and interviewer read all transcripts and developed the preliminary coding scheme together. Two
interviews were double coded by the PI and the interviewer, and any discrepancies were discussed and
resolved to develop the final coding framework. The PI coded the remaining interviews. New themes that
emerged outside the coding framework were also included in the analysis [46,47].

Ethical issues
All participants in the feasibility study received standard care available in the newborn unit at Jinja Hospital, including oxygen, CPAP, IV fluids, antibiotics, phototherapy, nasogastric feeds, and anti-convulsant
and other medications as clinically indicated and available. Mechanical ventilation was not available. Following a full explanation about the study by the trained nurse (feasibility study) or interviewer (acceptability study) who spoke the local language, written informed consent was obtained from a parent/guardian (feasibility study) or the participant (acceptability study). Ethics Committee approvals were obtained
from Makerere University, the Uganda National Council for Science and Technology, the London School
of Hygiene and Tropical Medicine (LSHTM), and the University of California, San Francisco (UCSF).

RESULTS
1) Admissions audit
A total of 268 charts were reviewed, among which 255 were satisfactorily complete and 254 met birthweight criteria (Figure 1).

Figure 1. Flowchart showing inclusions and
exclusions for admissions audit.
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Among the 254 included neonates, the mean birthweight was 1477g (SD
318g, range 500-2000g) and 139 (60%) were female. Table 1 shows the
frequency and percentage of all neonates, very low birthweight (VLBW,
1001-1500g) neonates, and extremely low birthweight (ELBW, 5001000g) neonates with 95% CI by the number of medical therapies received during the first 48 hours after birth. Among all enrolled neonates,
226 (89%, 95% CI: 84.5-92.5) met the proposed instability criteria (≥2
medical therapies). Similarly, 99 (90%, 95% CI: 82.8-94.9) of VLBW neonates and 26 (90%, 95% CI: 72.6-97.8) of ELBW neonates met criteria
for instability (Table 1).
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Number of medical
therapies received*

Frequency (%) of all
neonates, N = 254

95% CI

Frequency (%) of VLBW
neonates, N = 110

95% CI

Frequency (%) of ELBW
neonates, n = 29

95% CI

0 to 1
2
3
4 to 5

29 (11.4)
73 (28.7)
105 (41.3)
47 (18.5)

7.8-16.0
23.3-34.7
35.2-47.7
13.9-23.8

11 (10.0)
32 (29.1)
47 (42.7)
20 (18.2)

5.1-17.2
20.8-38.5
33.3-52.5
11.5-26.7

3 (10.3)
4 (13.8)
19 (65.5)
3 (10.3)

2.2-27.4
3.9-31.7
45.7-82.1
2.2-27.4

CI – confidence interval, VLBW – very low birth weight, ELBW – extremely low birth weight
*Oxygen, CPAP, IV fluids, IV antibiotics, aminophylline, phenobarbital, phototherapy.

Table 2. Feasibility study participant characteristics

The instability criteria were easily implementable, leading to clear
and timely identification of a substantial proportion of admitted
neonates as unstable.

(N = 10)

Participant characteristics
Birthweight (g)
Gestational age (weeks)
Age at enrolment (hours)
LOS (days)
Female
Discharged
Died

Median (IQR)

Range

1310 (820-1600)
28 (26-31)
25.3 (4.8-43.9)
10 (9-14)
Number
7
8
2

700-1800
26-35
1.7-47.1
3-40
Percent
70
80
20

2) Feasibility sub-study
Table 2 shows the participant characteristics. Among the 10 neonates enrolled, median birthweight was 1310g, median gestational
age was 28 weeks, median age at enrolment was 25.3 hours, and
median LOS was 10 days. Eight neonates were discharged to home,
all of whom were breastfeeding (3 with supplemental expressed
breastmilk) at the time of discharge. Two neonates died during the
study period; both were extremely premature (26-27 weeks) and
extremely low birthweight (700-750g).

IQR – interquartile range, LOS – length of stay

Amongst the 10 participants, we observed 315 KMC episodes over 102 person-days. The median age at
KMC initiation was 30.3 hours (IQR: 19.6-95.2 hours). The provider was the mother in 298 (94.6%),
the father in 2 (0.6%), and another family member in 15 (4.8%). Amongst the 8 participants that breastfed during the first 14 days of admission, the median age at breastfeeding initiation was 4.5 days (IQR:
2.0-7.5 days). The mean number of concurrent medical interventions was relatively constant across the
first 14 days of admission, ranging from 3.7 to 4.1 interventions per day (Table 3). The median duration
of individual KMC episodes was stable across this time period, ranging from 115 to 134 minutes. The
median daily duration of KMC ranged from 4.5 hours (day 3) to 9.7 hours (day 13) with a slight upward
trend over time (Figure 2). Two neonates received the target duration of 18 hours on day 1 (18.1 and
21.6 hours) and one neonate received the target duration on day 5 (18.3 hours). The number of concurrent medical interventions an infant was receiving did not affect the daily duration of KMC (Figure 3).

Table 3. Concurrent interventions and KMC duration by study day (N = 10)
Study day

Mean (SD) number
of interventions

1 (n = 10)
2 (n = 10)
3 (n = 10)
4 (n = 9)
5 (n = 9)
6 (n = 9)
7 (n = 9)
8 (n = 9)
9 (n = 8)
10 (n = 4)
11 (n = 4)
12 (n = 4)
13 (n = 4)
14 (n = 4)

4.0 (0.67)
3.9 (0.88)
4.1 (0.99)
4.0 (1.0)
4.0 (1.0)
3.9 (1.05)
3.7 (1.22)
3.7 (1.41)
3.5 (1.41)
4.0 (0.82)
4.0 (0.82)
3.8 (0.96)
3.8 (0.96)
3.8 (0.96)

Range number of Mean (range) number of Median (IQR) duration of KMC
interventions
KMC episodes
episodes (minutes)
3-5
2-5
2-5
2-5
2-5
2-5
1-5
1-5
1-5
3-5
3-5
3-5
3-5
3-5

2.4 (0-5)
2.6 (0-5)
2.0 (0-5)
3.3 (0-4)
3.3 (2-5)
3.0 (0-5)
3.4 (0-6)
3.0 (0-4)
3.1 (1-6)
4.0 (2-5)
4.0 (3-5)
4.0 (3-5)
4.5 (3-6)
3.0 (2-4)

120 (108-146.5)
115 (65-140)
120 (65-168)
131 (120-196)
120 (60-148)
130 (100-156)
120 (108-202)
120 (108-146.5)
120 (88-138)
120 (75-146)
129 (92-162.5)
134 (80-155)
132 (90-160)
120 (84-163)

Median (IQR) daily duration
of KMC (hours)
5.1 (3.0-8.6)
5.1 (0-8.4)
4.5 (1.0-7.0)
8.5 (6.7-9.5)
7.4 (5.0-8.3)
6.1 (5.0-7.3)
8.1 (6.0-11.9)
6.7 (4.4-10.3)
6.3 (2.4-9.6)
8.3 (6.0-9.8)
9.3 (7.2-10.1)
7.5 (6.5-10.8)
9.7 (8.4-11.4)
5.6 (4.1-8.4)

KMC – kangaroo mother care, SD – standard deviation, IQR – interquartile range
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Figure 2. Daily kangaroo mother care (KMC) duration (median,
IQR, 5th-95th percentiles) by study day (N = 10).

Figure 3. Daily kangaroo mother care (KMC) duration by
number of concurrent medical interventions (N = 10).

3) Acceptability sub-study

Table 4. Acceptability study participant characteristics (N = 20)
Parent characteristics, n = 10
Age (median, range)

Provider characteristics, n = 10

27 (22-35) Age (median, range)

Demographic characteristics

48.5 (29-55)

Role in Newborn Unit

Mother

8 (80%)

Paediatrician

2 (20%)

Married

7 (88%)

Charge nurse/nurse officer

2 (20%)
6 (60%)

Resides in rural area

5 (63%)

Midwife

Father

2 (20%)

Educational level

We enrolled 20 key stakeholders (10 parents, 10 providers). Table 4 shows the participant characteristics.
We use the main themes emerging from the data to
structure the presentation of material from the interviews, with themes broadly classified as facilitators or
barriers, as below.

Married

2 (100%)

Diploma

Resides in urban area

2 (100%)

Certificate

2 (20%)

Facilitators

Master’s degree

2 (20%)

General knowledge about KMC and its benefits

Educational level
Primary

3 (30%)

Secondary

5 (50%)

College

2 (20%)

6 (60%)

All parents and providers knew KMC is a method to
provide warmth to preterm babies through SSC, usually with the mother.

“It’s a traditional or African way of keeping a baby
warm; it is usually for babies that are born preterm. You put the baby on the chest of the mothers. It creates love between the mum and child.” (Father, age 28)
While most parents reported that the mother is the KMC provider, several health care providers stated
that other family members could also deliver KMC. Parents and providers agreed that KMC promotes
breastfeeding and infant bonding. One mother also said KMC promotes connection between parents.
“As a KMC father myself, I felt that there was a lot of bonding between myself and my daughter. She is 9
years old now. I feel like I have bonded with her more than my other children. Each time I meet someone,
I proudly tell them, ‘This is my daughter.’ When people say, ‘so what,’ I tell them that she was 900 grams
and look at how she has grown.” (Paediatrician, age 52)
Half of providers mentioned that KMC promotes immunity and overall health in unstable preterm and
LBW neonates. One provider described how they encourage mothers to practice KMC to help stabilise
neonates when oxygen is unavailable.
“When the power has gone, we encourage mothers to do it to help stabilize the breathing when the oxygen
is off.” (Midwife, age 29)
Improved monitoring of unstable neonates

The majority of providers felt that KMC leads to improved monitoring of unstable neonates, compared
to incubator care.
“While the baby is on KMC, the monitoring is better because the mum is always there. However, if the baby
is an incubator, the nurse may not be able to check on the baby frequently because of the limited human
resources available.” (Paediatrician, age 55)
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“Because I want my baby to be looked after properly, I start to become responsible for my child and I find
myself looking to see what’s wrong and letting the doctor know.” (Mother, age 27)
Almost half of providers stated that improved availability of monitoring devices would help facilitate KMC
provision amongst unstable neonates.
“If it’s there, it would work. Something preferably with lights that’s easier for mums to remember.” (Charge
nurse, age 50)
Provision of medical interventions in the KMC position

Seventy-five percent of parents and providers felt that medical therapies (eg, oxygen, IV fluids) can be
provided to neonates while in the KMC position.
“I don’t think there are any concerns because the baby can face either side of the mother’s chest while they
are receiving oxygen and IV fluids.” (Midwife, age 51)
KMC initiation

The majority of parents and providers felt KMC could be used in the first 48 hours after birth.
“I think it’s a good idea because that skin-to-skin contact will stabilise the baby’s temperature faster than
an incubator.” (Midwife, age 51)
Staff and peer counselling

All providers and the majority of parents agreed that staff counselling is essential to promote KMC amongst
unstable neonates. Three providers and three parents stated that peer counselling is a valuable approach
to promote KMC in the hospital. One provider suggested a follow-up club where mothers could talk to
each other about KMC and preterm care.
“Peer counselling is key because another mum in the ward can share her experience; we have found that
peer counselling is more important and effective than counselling from a doctor or nurse.” (Paediatrician,
age 55)
“We like the follow-up clinic on Friday because it gives the mums a chance to talk amongst each other. You
will often hear them ask “I put my child like this, is this the right way?” They also compare and contrast.
We also encourage mothers to teach each other on the proper way to do it.” (Paediatrician, age 52)
Family support and meal provision

Almost half of providers discussed the importance of family support, with two specifically commenting
on the role of the mother in law in influencing KMC practice in facilities.
“The management of the baby is a combination of the mum, the nurses and the doctors, but also the relatives.
The mothers need support from the relatives to survive in the hospital.” (Charge nurse, age 50)
One provider and one mother mentioned that provision of meals in the newborn unit would be helpful
to mothers who lack family support and money.
Concerns related to incubators

Half of parents expressed concerns that incubators were unsafe, some stating they cause brain damage.
“Sometimes I think an incubator can harm the baby’s brain. There is no love, just heat, in the incubator.”
(Mother, age 22)
One provider and one mother mentioned the shortage of incubators in the newborn unit.
“The incubators are not enough because sometimes your baby could be there and then the doctor comes in
with a much sicker baby and they remove yours and the cycle continues like that until your baby never
goes back to the incubator.” (Mother, age 32)
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Cost savings and sustainability of KMC

Three providers stated that KMC is less costly than incubator care. One mother mentioned the sustainability of KMC and one provider discussed the applicability of KMC across different income and education levels.
“It is appropriate in every household regardless of someone’s level of civilization. We believe it has bigger
advantages which is less cost and sophistication and less risks in terms of temperature and it is sustainable.”
(Paediatrician, age 52)
Community outreach and education

Three providers and two parents felt that provision of KMC education in antenatal clinics and elsewhere
in local communities would help promote KMC practice amongst hospitalised neonates. One provider
suggested that such outreach could involve mothers of former preterm neonates teaching members of
their local community about KMC.
“Some mums don’t have sheets and hats to do KMC… they come unprepared. We provide the hats, but the
sheets we don’t have anymore. Some counselling and training on KMC needs to be done in the antenatal
ward to prepare mums.” (Nursing officer, age 50)
“I believe KMC training should start as far as the rural areas; there are some health workers there I’m sure
don’t know about it. It would be beneficial; this training would then extend to health centre-3s [lowest level
facility in Uganda at which deliveries are allowable] and go to antenatal care as well.” (Father, age 28)
Barriers
Stigma and guilt related to prematurity

Several providers mentioned that stigma and guilt about having a preterm infant are common in the local
communities.
“The mothers that are getting preterm babies for the first time are reluctant to help because they don’t believe that these babies can survive.” (Charge Nurse, age 50)
“Acceptability of this baby is an issue; some mums accept their babies while others, especially those that
have had normal births in the past, are torn up about it.” (Paediatrician, age 55)
Several mothers described personal observations about the high risk of death in preterm babies.
“I have seen some babies die, especially those that range between 5 and 5.5 months. These babies are at a
higher risk of dying than those that are 6 or even 7 months. They usually pass away.” (Mother, age 32)
Concerns related to infant monitoring

Providers agreed that monitoring unstable neonates in the KMC position can be challenging due to staff
shortages and/or lack of monitoring devices.
“I worry sometimes because these mothers may not observe the baby; in some situations, the baby may fall
inside without the mother noticing… we have to pay extra attention to these mums in the event they aren’t
monitoring their baby.” (Midwife, age 51)
One mother expressed concern that her baby might be monitored less closely, but agreed that KMC allows mothers to learn more about the care of preterm neonates.
“I’m very worried that doing KMC would not allow my baby to be monitored as much because the baby
can change colour at any time and you aren’t sure what’s wrong. Sometimes as mothers, we don’t know the
difference in colour change. However, it also allows the mother to learn more about her baby and update
the doctor or nurse.” (Mother, age 32)
Concerns related to pain and dislodgement of tubing
A few mothers expressed concern that doing KMC while receiving oxygen or IV fluids could be painful
for the baby or could lead to accidental dislodgement of tubing.
“I want to be close to him and I feel like those tubes would hurt him as we are doing KMC.” (Mother,
age 26)
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“I had a caesarean section and I couldn’t move properly or even hold a baby for at least 3 or even 4 days
so I wasn’t able to do KMC immediately.” (Mother, age 30)
Lack of family support, finances, and time away from work

One mother stated that lack of family support and lack of money for mothers to buy food are common
in the newborn unit. A father discussed difficulties with KMC related to cost and increased time away
from work.
“I was supposed to work but I had to get the day off and come here so that they could be discharged from
the hospital because it’s becoming very expensive. The more time we are here, the more money I have to
spend.” (Father, age 25)
Lack of beds, space, and privacy

All providers and 80% of parents felt that lack of beds and space in the newborn unit was a barrier to
KMC practice. Twenty percent of providers and 80% of parents, including both fathers, perceived lack of
privacy to be an issue.
“You are a man and they are making you take off your shirt; I know men are shy. If there was a place with
less people and you are free, that would be good.” (Father, age 25)
Lack of KMC education

Half of parents felt that lack of education was a barrier to KMC provision in facilities.
“Sometimes there are students here and they don’t tell us about KMC and then by the time we are learning
it has been three days after!” (Mother, age 23)
Lack of motivation amongst parents

Three providers described how it can be difficult to motivate mothers to devote sufficient time to KMC.
“Some of these mothers don’t find it realistic to sit with their babies for that period of time and ultimately
don’t enjoy it. They want it to be quick.” (Midwife, age 29)

DISCUSSION
To our knowledge, this is the first study to evaluate the incidence of clinical instability, as well as the feasibility and acceptability of KMC in this vulnerable population.

Instability criteria
We found that the majority of neonates weighing ≤2000g admitted within 48 hours of birth in this regional hospital met our criteria for clinical instability. Based on a review of currently available evidence,
we defined instability by the need for ≥2 medical therapies. For public health impact, it was crucial to
select criteria that would permit inclusion of the majority of vulnerable neonates, who face the highest
risk of mortality, while still ensuring safety. Importantly, these therapy-based criteria identified 89% of all
LBW neonates and 90% of VLBW and ELBW neonates as unstable within 48 hours of birth. We hypothesised that these criteria would identify all ELBW neonates as unstable; however, it is possible that some
administered therapies were not properly recorded in medical charts. There remains a need for an evidence-based approach to consistently define stability criteria in order to improve clinical care and facilitate research in this population [12,48].

Feasibility
We found that it is feasible to monitor and provide medical interventions to unstable neonates in the KMC
position. Underlining the vulnerability of these preterm neonates, two of the 10 enrolled neonates died
during the 14-day enrolment period. Both were extremely premature and extremely low birthweight, thus
at very high risk of death, particularly in a low-resource setting given the lack of ventilatory support and
other intensive care usually required for survival at this gestational age. The median age at enrolment was
25.3 hours, and neonates received a median duration of KMC ranging from 4.5 to 9.7 hours per day with
a slight upward trend over time. This is comparable to findings from several RCTs, which reported me-
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dian daily durations of ≥4 to 10 hours with mean/median age at enrolment ranging from <1 to 4.7 days
[15,21-24,28]. Notably, despite nurse counselling, few neonates achieved the target KMC duration of 18
hours per day (two on day 1 and one on day 3). Three RCTs evaluating continuous KMC reported durations of ≥20 hours per day with mean/median age at enrolment of 4 days [17], 10 days [16], and 13 days
[30]. Studies have shown that continuous KMC can be difficult to achieve as mothers may find it overwhelming, and clinicians and administrators may be unaware of the need for near-continuous provision
[49]. In this study, the number of concurrent medical therapies an infant was receiving did not affect the
daily duration of KMC. The median duration of individual KMC episodes was approximately 2 hours
across the study period. Experts have suggested that a minimum episode duration of 2 hours is important [9] because it provides the stimulation needed to increase milk volume and facilitate let-down; facilitates the infant spontaneously awakening, self-regulating feeding, and completing a sleep cycle [50,51];
and reduces the number of transfers into and out of the KMC position [52].

Acceptability
We found that stigma and guilt related to having a preterm baby is common in local communities in
southeastern Uganda. Another study in this region found that most of the mothers interviewed believed
that preterm babies could survive if treated properly. However, that study also found that some mothers
wished their preterm neonates had never been born [53]. Other studies have also reported stigma, fear,
shame, or guilt in association with having a preterm infant [54–56]. All participants knew that KMC provides warmth to small or preterm neonates. Participants were also aware that KMC promotes breastfeeding, stimulates breathing, and promotes infant bonding. Other studies in low-resource settings have also
reported knowledge of these benefits [56-58]. In particular, the effect of KMC on parent-infant bonding
has been widely reported [9,59-63]. In this study, most parents stated that the mother is the KMC provider. In another Ugandan study, most men interviewed felt that women were the sole KMC providers
[53]. The majority of parents and providers found use of KMC among neonates who are receiving concurrent medical therapies in the first 48 hours after birth acceptable. A few mothers expressed concern
that KMC might cause pain or displace IV/oxygen tubing, worries that have also been seen in neonatal
units in high- and upper middle-income settings [64-67]. The majority of parents and providers felt that
KMC leads to improved infant monitoring. Other studies have also found that parents feel more responsible for the health of their neonates when providing KMC [9,56].
Our study found that lack of beds/space, privacy issues, insufficient staff and devices for monitoring, inadequate KMC education, and difficulties motivating mothers to devote time were the most common
barriers to KMC practice. Other studies have also reported that lack of space, privacy, and KMC resources hindered KMC practice [54,68-72]. A study in Malawi found that lack of recreational activities was an
obstacle [57]. Parents and providers suggested that KMC practice could be improved through staff and
peer counselling, more beds/space, improved availability of monitoring devices, family support, and community outreach. Several studies have noted the importance of staff training and counselling on KMC
[73,74], and a related RCT demonstrated the efficacy of peer counselling in promoting breastfeeding
amongst admitted preterm neonates [75]. Other studies have noted the importance of family support,
particularly from the father and mother in law [49,57,63,76], and other social support, such as from peers
and nurses, in promoting KMC [49,77,78]. In support of the recommendation for community outreach,
a study found that zero of 16 health centres in two districts of eastern Uganda promoted KMC practice.
Further, local community members had minimal knowledge about KMC [53].

Limitations
This study has limitations. Audit findings are limited especially by incomplete records, a common issue
in low-resource contexts. To address the latter, we excluded charts that were not satisfactorily complete,
which were defined as including both birthweight and medical therapies administered. Our feasibility
findings are based on a sample of only 10 neonates, which is too small to draw firm conclusions. Importantly, however, we continuously observed clinical care and KMC practice from the time of enrolment to
discharge, up to a maximum of 14 days. In a recent systematic review, only 12% of included studies reported the duration of KMC [79]. For the acceptability sub-study, we interviewed 10 parents (8 mothers
and 2 fathers) and 10 providers who had experienced a preterm birth or cared for preterm neonates, respectively. Participants were assured that their responses were confidential in nature, and would not affect
the care of their infant in any way; however, social desirability bias may have influenced the responses of
some parents.
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This study demonstrates that KMC for neonates meeting criteria for clinical instability, defined as the need
for ≥2 medical therapies in the first 48 hours, was feasible in a small sample of neonates weighing ≤2000g
and acceptable to parents and providers at Jinja Hospital in Uganda. To improve clinical care and facilitate research, there remains a need for an evidence-based approach to consistently define stability criteria
for KMC. Further, RCTs are crucial to examine the effect of KMC on survival in this vulnerable population. Such evidence would have broad applicability, especially in low-resource settings where most neonatal deaths occur.

Acknowledgments: Special thanks to the parents who participated and whose neonates participated in this
study. Thanks to all of the providers in the newborn unit at Jinja Hospital. We thank Victoria Kyobutungi, Samuel Atepo, Vanessa Akinyange, and Justine Inhensiko for their work on this study. Finally, we thank George
Rutherford at the University of California San Francisco for his thoughtful review of the manuscript.
Disclaimer: The views expressed in the submitted manuscript are those of the authors, and not an official position of the institutions or funders.
Ethics: Ethical approval was obtained from the Institutional Review Boards at Makerere University, the Uganda National Council for Science and Technology, the London School of Hygiene & Tropical Medicine, and the
University of California San Francisco. Written informed consent was obtained from parents/guardians (feasibility study) and participants (acceptability study).
Funding: This study was supported by the University of California San Francisco Preterm Birth Initiative and
the Thrasher Research Fund.
Authorship declaration: MCM, PW, CT, DE, JS, EA, and JEL participated in study design. MCM designed data
collection tools and HN, DE, and JS reviewed the tools. MCM, HN, and PW participated in data collection.
MCM analysed the data and MCM, HN, PW, CT, EA, and JEL interpreted the data. MCM wrote the manuscript
and all authors reviewed manuscript drafts, provided inputs, and approved the final version.

REFERENCES

Competing interests: The authors completed the Unified Competing Interest form at www.icmje.org/coi_disclosure.pdf (available upon request from the corresponding author). MCM, HN, PW, CT, DE, JS, and EA have
nothing to disclose. JEL is a member of the Journal of Global Health Editorial Board.

www.jogh.org

1L
 awn JE, Blencowe H, Oza S, You D, Lee ACC, Waiswa P, et al. Progress, priorities, and potential beyond survival. Lancet. 2014;384:189-205. Medline:24853593 doi:10.1016/S0140-6736(14)60496-7
2B
 lencowe H, Cousens S, Oestergaard MZ, Chou D, Moller AB, Narwal R, et al. National, regional, and worldwide estimates of preterm birth rates in the year 2010 with time trends since 1990 for selected countries: a systematic analysis
and implications. Lancet. 2012;379:2162-72. Medline:22682464 doi:10.1016/S0140-6736(12)60820-4
3 Lawn JE, Davidge R, Paul VK, von Xylander S, Johnson JG, Costello A, et al. Born Too Soon: Care for the preterm baby.
Reprod Health. 2013;10 Suppl 1:S5. Medline:24625233 doi:10.1186/1742-4755-10-S1-S5
4 UNICEF, World Health Organization. Levels and Trends in Child Mortality: Report 2015. New York; 2015. Available:
http://www.childmortality.org/files_v20/download/igme report 2015 child mortality final.pdf. Accessed: 2 February 2017.
5 Barros FC, Bhutta ZA, Batra M, Hansen TN, Victora CG, Rubens CE, et al. Global report on preterm birth and stillbirth
(3 of 7)- evidence for effectiveness of interventions. BMC Pregnancy Childbirth. 2010;10 Suppl 1:S3. Medline:20233384
doi:10.1186/1471-2393-10-S1-S3
6 Salam RA, Mansoor T, Mallick D, Lassi ZS, Das JK, Bhutta ZA. Essential childbirth and postnatal interventions for improved maternal and neonatal health. Reprod Health. 2014;11 Suppl 1:S3. Medline:25177795
7 Blencowe H, Cousens S, Chou D, Oestergaard M, Say L, Moller A, et al. Born Too Soon: the global epidemiology of 15
million preterm births. Reprod Health. 2013;10 Suppl 1:S2. Medline:24625129 doi:10.1186/1742-4755-10-S1-S2
8 World Health Organization. Kangaroo mother care: a practical guide. 2003. Available: http://www.who.int/maternal_
child_adolescent/documents/9241590351/en/. Accessed: 18 February 2017.
9 Charpak N, Ruiz JG, Zupan J, Cattaneo A, Figueroa Z, Tessier R, et al. Kangaroo Mother Care: 25 years after. Acta Paediatr. 2005;94:514-22. Medline:16188735 doi:10.1080/08035250510027381
10 Conde-Agudelo A, Diaz-Rosello J. Kangaroo mother care to reduce morbidity and mortality in low birthweight infants.
Cochrane Database Syst Rev. 2016;23:CD002771. Medline:27552521
11 Boundy EO, Dastjerdi R, Spiegelman D, Wafaie W. Kangaroo Mother Care and neonatal outcomes: A meta-analysis. Pediatrics. 2016;137:e20152238. Medline:26702029 doi:10.1542/peds.2015-2238

• doi: 10.7189/jogh.08.010701

11

June 2018 • Vol. 8 No. 1 • 010701

RESEARCH THEME 3:
VIEWPOINTS
KANGAROO MOTHER CARE

CONCLUSIONS

REFERENCES

RESEARCH
THEME 3:
VIEWPOINTS
KANGAROO MOTHER CARE

Morgan et al.

12 World Health Organization. WHO recommendations on interventions to improve preterm birth outcomes. 2015. Available: http://apps.who.int/iris/bitstream/10665/183037/1/9789241508988_eng.pdf. Accessed: 2 February 2017.
13 Worku B, Kassie A. Kangaroo Mother Care: A Randomized Controlled Trial on Effectiveness of Early Kangaroo Mother
Care for the Low Birthweight Infants in Addis Ababa, Ethiopia. J Trop Pediatr. 2005;51:93-7. Medline:15840760
doi:10.1093/tropej/fmh085
14 Aluvaala J, Opiyo N, English M. Effect of kangaroo mother care on mortality of low birth weight infants in low resource
settings; certainty of evidence in the most vulnerable. Nairobi: KEMRI-Wellcome Trust Research Programme; 2014.
15 Acharya N, Singh R, Bhatta N, Poudel P. Randomized control trial of Kangaroo Mother Care in low birth weight babies
at a tertiary level hospital. J Nepal Paediatr Soc. 2014;34:18-23. doi:10.3126/jnps.v34i1.8960
16 Cattaneo A, Davanzo R, Worku B, Surjono A, Echeverria M, Bedri A, et al. Kangaroo mother care for low birthweight
infants?: a randomized controlled trial in different settings. Acta Paediatr. 1998;87:976-85. Medline:9764894
doi:10.1111/j.1651-2227.1998.tb01769.x
17 Charpak N, Ruiz-Peláez J, Figueroa C, Charpak Y. Kangaroo mother versus traditional care for newborn infants ≤2000
grams: a randomized, controlled trial. Pediatrics. 1997;100:682-8. Medline:9310525 doi:10.1542/peds.100.4.682
18 Ghavane S, Murki S, Subramanian S, Gaddam P, Kandraju H, Thumalla S. Kangaroo Mother Care in Kangaroo ward for
improving the growth and breastfeeding outcomes when reaching term gestational age in very low birth weight infants.
Acta Paediatr. 2012;101:e545-9. Medline:23016710 doi:10.1111/apa.12023
19 Kumbhojkar S, Mokase Y, Sarawade S. Kangaroo mother care (KMC): an alternative to conventional method of care for
low birth weight babies. Int J Health Sci Res. 2016;6:36-42.
20 Suman RP, Udani R, Nanavati R. Kangaroo mother care for low birth weight infants: A randomized controlled trial. Indian Pediatr. 2008;45:17-23. Medline:18250500
21 Ali S, Sharma J, Sharma R, Alam S. Kangaroo mother care as compared to conventional care for low birth weight babies.
Dicle Med J. 2009;36:155-60.
22 Gathwala G, Singh B, Balhara B. KMC facilitates mother baby attachment in low birth weight infants. Indian J Pediatr.
2008;75:43-7. Medline:18245934 doi:10.1007/s12098-008-0005-x
23 Kadam S, Binoy S, Kanbur W, Mondkar JA, Fernandez A. Feasibility of kangaroo mother care in Mumbai. Indian J Pediatr. 2005;72:35-8. Medline:15684446 doi:10.1007/BF02760578
24 Ramanathan K, Paul V, Deorari A, Taneja U, George G. Kangaroo Mother Care in very low birth weight infants. Indian J
Pediatr. 2001;68:1019-23. Medline:11770234 doi:10.1007/BF02722345
25 Nagai S, Andrianarimanana D, Rabesandratana NH, Yonemoto N, Nakayama T. Earlier versus later continuous Kangaroo Mother Care (KMC) for stable low-birth-weight infants: a randomized controlled trial. Acta Paediatr. 2010;99:82735. Medline:20121708 doi:10.1111/j.1651-2227.2009.01676.x
26 Chi Luong K, Long Nguyen T, Huynh Thi DH, Carrara HP, Bergman NJ. Newly born low birthweight infants stabilise
better in skin-to-skin contact than when separated from their mothers: a randomised controlled trial. Acta Paediatr.
2016;105:381. Medline:26303808 doi:10.1111/apa.13164
27 Bergman NJ, Linley L, Fawcus S. Randomized controlled trial of skin-to-skin contact from birth versus conventional incubator for physiological stabilization in 1200- to 2199-gram newborns. Acta Paediatr. 2004;93:779-85. Medline:15244227 doi:10.1111/j.1651-2227.2004.tb03018.x
28 Eka Pratiwi I, Soetjiningsih S, Made Kardane I. Effect of kangaroo method on the risk of hypothermia and duration of
birth weight regain in low birth weight infants: a randomized controlled trial. Paediatr Indones. 2009;49:253-8.
doi:10.14238/pi49.5.2009.253-8
29 Nimbalkar SM, Patel VK, Patel DV, Nimbalkar AS, Sethi A, Phatak A. Effect of early skin-to-skin contact following normal delivery on incidence of hypothermia in neonates more than 1800 g: randomized control trial. J Perinatol.
2014;34:364-8. Medline:24556982 doi:10.1038/jp.2014.15
30 Sloan NL, Camacho L, Rojas E, Stern C. Kangaroo mother method: randomised controlled trial of an alternative method
of care for stabilised low-birthweight infants. Lancet. 1994;344:782-5. Medline:7916073 doi:10.1016/S01406736(94)92341-8
31 English M, Karumbi J, Maina M, Aluvaala J, Gupta A, Zwarenstein M, et al. The need for pragmatic clinical trials in low
and middle income settings – taking essential neonatal interventions delivered as part of inpatient care as an illustrative
example. BMC Med. 2016;14:5. Medline:26782822 doi:10.1186/s12916-016-0556-z
32 Naicker S, Plange-Rhule J, Tutt RC, Eastwood JB. Shortage of healthcare workers in developing countries–Africa. Ethn
Dis. 2009;19 Suppl 1:S60-4.
33 World Health Organization. Thermal protection of the newborn: a practical guide. 1997. Available: http://apps.who.int/
iris/bitstream/10665/63986/1/WHO_RHT_MSM_97.2.pdf. Accessed: 19 January 2017.
34 Lunze K, Bloom DE, Jamison DT, Hamer DH. The global burden of neonatal hypothermia: systematic review of a major
challenge for newborn survival. BMC Med. 2013;11:24. Medline:23369256 doi:10.1186/1741-7015-11-24
35 Bhat SR, Meng NF, Kumar K, Nagesh KN, Kawale A, Bhutani VK. Keeping babies warm: a non-inferiority trial of a conductive thermal mattress. Arch Dis Child Fetal Neonatal Ed. 2015;100:F309-12. Medline:25791056 doi:10.1136/archdischild-2014-306269
36 Olson KR, Caldwell AC. Designing an early stage prototype using readily available material for a neonatal incubator for
poor settings. In: Conf Proc IEEE Eng Med Biol Soc. 2010:1100–3.
37 Ugandan Ministry of Health. Situation analysis of newborn health in Uganda: current status and opportunities to improve care and survival. 2008. Available: http://resourcecentre.savethechildren.se/sites/default/files/documents/6391.pdf.
Accessed: 15 January 2017.

June 2018 • Vol. 8 No. 1 • 010701

12

www.jogh.org

• doi: 10.7189/jogh.08.010701

www.jogh.org

38 Mbonye AK, Sentongo M, Mukasa GK, Byaruhanga R, Sentumbwe-Mugisa O, Waiswa P, et al. Newborn survival in Uganda: a decade of change and future implications. Health Policy Plan. 2012;27:iii104-17. Medline:22692413 doi:10.1093/
heapol/czs045
39 USAID. Jinja Regional Referral Hospital Profile. Kampala; 2015. Available: http://sustainuganda.org/content/jinja-regional-referral-hospital-profile. Accessed: 5 March 2017.
40 Sackett D, Haynes R, Guyatt G, Tugwell P. Clinical epidemiology: A basic science for clinical medicine. Boston: Little,
Brown & Co; 1991.
41 Ballard JL, Khoury J, Wedig K, Wang L, Eilers-Walsman B, Lipp R. New Ballard Score, expanded to include extremely
premature infants. J Pediatr. 1991;119:417-23. Medline:1880657 doi:10.1016/S0022-3476(05)82056-6
42 M
 arshall MN. Sampling for qualitative research. Fam Pract. 1996;13:522-5. Medline:9023528 doi:10.1093/fampra/13.6.522
43 Regmi K. Understanding the processes of translation and transliteration in qualitative research. Int J Qual Methods.
2010;9:16-26. doi:10.1177/160940691000900103
44 Pope C, Mays N. Qualitative Research in Health Care. 2nd ed. London: BMJ Books; 2000.
45 Green J, Thorogood N. Qualitative Methods for Health Research. 3rd ed. London: SAGE; 2014.
46 Forrest Keenan K, van Teijlingen E, Pitchforth E. The analysis of qualitative research data in family planning and reproductive health care. J Fam Plann Reprod Health Care. 2005;31:40-3. Medline:15720849 doi:10.1783/0000000052972825
47 Graneheim UH, Lundman B. Qualitative content analysis in nursing research: Concepts, procedures and measures to
achieve trustworthiness. Nurse Educ Today. 2004;24:105-12. Medline:14769454 doi:10.1016/j.nedt.2003.10.001
48 Chan GJ, Valsangkar B, Kajeepeta S, Boundy EO, Wall S, Ave H. What is kangaroo mother care? Systematic review of
the literature. J Glob Health. 2016;6:010701. Medline:27231546 doi:10.7189/jogh.06.010701
49 Charpak N, Ruiz-Pelaez JG. Resistance to implementing Kangaroo Mother Care in developing countries, and proposed
solutions. Acta Paediatr. 2006;95:529-34. Medline:16825131 doi:10.1080/08035250600599735
50 Anderson GC, Chiu SH, Morrison B, Burkhammer M, Ludington-Hoe SM. Skin-to-skin for breastfeeding difficulties
postbirth: touch and massage therapy in early development. In: Field T, editor. Touch and massage therapy. New Brunswick (NJ): Johnson & Johnson Pediatric Institute; 2004.
51 Anderson GC, Chiu SH, Dombrowski MA, Swinth JY, Albert JM, Wada N. Mother-Newborn Contact in a Randomized
Trial of Kangaroo (Skin-to-Skin) Care. J Obstet Gynecol Neonatal Nurs. 2003;32:604-11. Medline:14565739
doi:10.1177/0884217503256616
52 Neu M, Browne J, Vojir C. The impact of two transfer techniques used during skin-to-skin care on the physiologic and
behavioral responses of preterm infants. Nurs Res. 2000;49:215-23. Medline:10929693 doi:10.1097/00006199200007000-00005
53 Waiswa P, Nyanzi S, Namusoko-Kalungi S, Peterson S, Tomson G. I never thought that this baby would survive; I thought
that it would die any time”: perceptions and care for preterm babies in eastern Uganda. Trop Med Int Health. 2010;15:11407. Medline:20723185 doi:10.1111/j.1365-3156.2010.02603.x
54 S
 mith ER, Bergelson I, Constantian S, Valsangkar B, Chan GJ. Barriers and enablers of health system adoption of kangaroo mother care: a systematic review of caregiver perspectives. BMC Pediatr. 2017;17:35. Medline:28122592 doi:10.1186/
s12887-016-0769-5
55 Duarte E, Sena R. Kangaroo mother care: experience report. Rev Min Enferm. 2001;5:86-92.
56 Kambarami RA, Mutambirwa J, Maramba P. Caregivers’ perceptions and experiences of “kangaroo care” in a developing
country. Trop Doct. 2002;32:131-3. Medline:12139148
57 Chisenga JZ, Chalanda M, Ngwale M. Kangaroo Mother Care: A review of mothers’ experiences at Bwaila hospital and
Zomba Central hospital (Malawi). Midwifery. 2015;31:305-15. Medline:24908188 doi:10.1016/j.midw.2014.04.008
58 Gupta M, Jora R, Bhatia R. Kangaroo Mother Care (KMC) in LBW infants - A western Rajasthan experience. Indian J Pediatr. 2007;74:747-9. Medline:17785897 doi:10.1007/s12098-007-0131-x
59 Tessier R, Cristo M, Velez S, Giron M, de Calume ZF, Ruiz-Palaez JG, et al. Kangaroo mother care and the bonding hypothesis. Pediatrics. 1998;102:e17. Medline:9685462 doi:10.1542/peds.102.2.e17
60 A
 nderson GC. Current knowledge about skin-to-skin (kangaroo) care for preterm infants. J Perinatol. 1991;11:216-26.
Medline:1919818
61 Cho ES, Kim SJ, Kwon MS, Cho H, Kim EH, Jun EM, et al. The effects of Kangaroo Care in the neonatal intensive care
unit on the physiological functions of preterm infants, maternal-infant attachment, and maternal stress. J Pediatr Nurs.
2016;31:430-8. Medline:26975461 doi:10.1016/j.pedn.2016.02.007
62 S
 eidman G, Unnikrishnan S, Kenny E, Myslinski S, Cairns-Smith S, Mulligan B, et al. Barriers and enablers of kangaroo
mother care practice: a systematic review. PLoS One. 2015;10:e0125643. Medline:25993306 doi:10.1371/journal.
pone.0125643
63 Quasem I, Sloan NL, Chowdhury A, Ahmed S, Winikoff B, Chowdhury AM. Adaptation of kangaroo mother care for
community-based application. J Perinatol. 2003;23:646-51. Medline:14647161 doi:10.1038/sj.jp.7210999
64 Mangan S, Mosher S. Challenges to Skin-to-Skin Kangaroo Care: Cesarean Delivery and Critically Ill NICU Patients.
Neonatal Netw. 2012;31:259-61. Medline:22763254
65 Namnabati M, Talakoub S, Mohammadizadeh M, Mousaviasl F. The implementation of kangaroo mother care and nurses’ perspective of barriers in Iranian NICUs. Iran J Nurs Midwifery Res. 2016;21:84-8. Medline:26985227
doi:10.4103/1735-9066.174753
66 Niela-Vilén H, Axelin A, Salanterä S, Lehtonen L, Tammela O, Salmelin R, et al. Early physical contact between a mother and her NICU-infant in two university hospitals in Finland. Midwifery. 2013;29:1321-30. Medline:23434024
doi:10.1016/j.midw.2012.12.018

• doi: 10.7189/jogh.08.010701

13

June 2018 • Vol. 8 No. 1 • 010701

RESEARCH THEME 3:
VIEWPOINTS
KANGAROO MOTHER CARE

REFERENCES

Kangaroo mother care for clinically unstable neonates

REFERENCES

RESEARCH
THEME 3:
VIEWPOINTS
KANGAROO MOTHER CARE

Morgan et al.

67 Strand H, Blomqvist YT, Gradin M, Nyqvist KH. Kangaroo mother care in the neonatal intensive care unit: staff attitudes
and beliefs and opportunities for parents. Acta Paediatr. 2014;103:373-8. Medline:24286253 doi:10.1111/apa.12527
68 Ferrarello D, Hatfield L. Barriers to skin-to-skin care during the postpartum stay. MCN Am J Matern Child Nurs.
2014;39:56-61. Medline:24317145 doi:10.1097/01.NMC.0000437464.31628.3d
69 Sá F, Sá R, Pinheiro L, Callou F. Interpersonal relationships between professionals and mothers of premature from Kangaroo-Unit. Rev Bras em Promoçăo da Saúde. 2010;23:144-9.
70 Heinemann AB, Hellström-Westas L, Hedberg Nyqvist K. Factors affecting parents’ presence with their extremely preterm
infants in a neonatal intensive care room. Acta Paediatr. 2013;102:695-702. Medline:23590800 doi:10.1111/apa.12267
71 B
 ergh A, Davy K, Otai C, Nalongo A, Sengendo N, Aliganyira P. Evaluation of Kangaroo Mother Care Services in Uganda.
Report. USAID, Maternal and Child Health Integrated Program, Save the Children; 2012. Available: http://www.healthynewbornnetwork.org/hnn-content/uploads/13-Uganda-2012-KMC-review-report.pdf. Accessed: 1 February 2017.
72 Bergh A, Davy K, Otai CD, Nalongo AK, Sengendo NH. Evaluation of kangaroo mother care services in Malawi. Report.
USAID, Maternal and Child Health Integrated Program, Save the Children; 2012. Available: http://www.mchip.net/sites/
default/files/Malawi%20KMC%20Report.PDF. Accessed: 1 February 2017.
73 Bergh AM, Manu R, Davy K, van Rooyen E, Asare G, Williams JK, et al. Translating research findings into practice – the
implementation of kangaroo mother care in Ghana. Implement Sci. 2012;7:75. Medline:22889113 doi:10.1186/17485908-7-75
74 Bergh AM, Kerber K, Abwao S, de-Graft Johnson J, Aliganyira P, Davy K, et al. Implementing facility-based kangaroo
mother care services: lessons from a multi-country study in Africa. BMC Health Serv Res. 2014;14:293. Medline:25001366
doi:10.1186/1472-6963-14-293
75 Merewood A, Chamberlain LB, Cook JT, Philipp BL, Malone K, Bauchner H. The effect of peer counselors on breastfeeding rates in the neonatal intensive care unit: results of a randomized controlled trial. Arch Pediatr Adolesc Med.
2006;160:681-5. Medline:16818832 doi:10.1001/archpedi.160.7.681
76 Moreira J, Romagnoli R, Dias D, Moreira C. Kangaroo mother program and the relationship mother-baby: qualitative research in a public maternity of Betim city. Psicol Estud. 2009;14:475-83. doi:10.1590/S1413-73722009000300008
77 Leonard A, Mayers P. Parents’ Lived Experience of Providing Kangaroo Care to their Preterm Infants. Health SA Gesondheid. 2008;13:16-28. doi:10.4102/hsag.v13i4.401
78 Solomons N, Rosant C. Knowledge and attitudes of nursing staff and mothers towards kangaroo mother care in the eastern sub-district of Cape Town. South Afr J Clin Nutr. 2012;25:33-9. doi:10.1080/16070658.2012.11734400
79 Chan GJ, Labar AS, Wall S, Atuna R. Kangaroo mother care: a systematic review of barriers and enablers. Bull World
Health Organ. 2016;94:130-141J. Medline:26908962 doi:10.2471/BLT.15.157818

June 2018 • Vol. 8 No. 1 • 010701

14

www.jogh.org

• doi: 10.7189/jogh.08.010701

