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Kangaroo Mother Care (KMC) is an efficient intervention that provides warmth, sensory stimulation, safety, protection against infections,
breastfeeding, and bonding between infant and mother. The issues faced in implementing of KMC are highlighted herein, along with a
suggestive plan for policy making for better implementation. With this plan, it will be easier to extend the approach to the community,
where KMC has the potential to reach numerous LBW babies. Therefore, well-functioning facility-based services should be available
before introducing KMC in the community, as community KMC must link with facility-based services for successful implementation.
Community health workers and staff in facilities without KMC units should also be trained on KMC benefits and positioning. Each health
facility implementing KMC services should have a written policy and guidelines that are based on national documents, and adapted to its

specific level of health care.

Keywords: Guidelines, Implementation, Neonatal mortality, Primary care.

angaroo Mother Care (KMC) is widely

recognized as an excellent intervention for

improving the health and survival chances of

premature and low-birthweight infants. KMC
consists of early, continuous and prolonged skin-to-skin
contact between the caregiver and the baby, exclusive
breastfeeding or breastmilk, and context-appropriate
discharge and follow-up provided to the baby and his or
her family [1].

The last 20 years were passed generating and
presenting evidence for utility of KMC in the scientific
literature [2]. Globally, 15.5% of &l births are LBW
babies — with higher proportion in low- and middle-
income countries [3]. Survival chances are less beyond
first year and the survived have significantly high risk to
develop long-term health problems including sensory
deficit and neurodevelopmental disabilities [4,5]. Not
only it has shown reduced neonatal mortality, good
school performances have been observed in preterm who
has received KMC [6]. Early initiation and prolonged
sKin-to-skin contact has shown tremendous benefits.

Almost 25 years ago, following their visit to
Colombia, afew pediatricians from Indiainitiated KMC
practice in handful units across India[7]. In the past few
years, KMC has attracted even more attention, with an
International Kangaroo Mother Care conference held at
Ahmedabad in 2012, a Kangaroo Mother Care
Foundation being set up in India, and greater attention by
the government of Indiaand UNICEF towards promoting
KMC acrossneonatal units[8].
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Two studies have shown neonates receiving only a
measly number of hours of KMC. In apaper publishedin
2015, aKMC-friendly unit had about four hoursof KMC
on an average [9], while in another paper, it was noted
that private pediatricians abandoned KMC on the
introduction of EMBRACE[10].

REQUIREMENTS FOR KM C IMPLEMENTATION [11,12]

A hospital should allow 24x7 access to the parentsto the
neonatal unit at all times. A room near to or at the neonatal
unit, furnished with comfortable seats for the mothers
should also be ensured. Reclining chairs in the nursery
and postnatal wards, and beds with adjustable backrest
should be arranged. Mothers can provide KM C sitting on
an ordinary chair or in asemi-reclining posture on the bed
with help of pillows. Appropriate supporting staff and a
nurse trained in assisting mothers in KMC should be
availableround theclock. All nursing staff should receive
adequate training on KMC, including nutrition of LBW
infants, expression and storage of breast milk, using
aternate methods of feeding and daily growth monitoring
of LBW infants. Educational material such as
information sheet, posters, and video films on KMC in
local language should be available to the mothers,
familiesand the community.

While we have evidence on the beneficial effects of
KMC, along with its incorporation in training content,
and a Government of India policy document related to
KMC; westill lag in the adequate utilization of KMC asa
tool for reduction of neonatal mortality rate.
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PROBLEMS RELATED TO LACK OF IMPLEMENTATION

Despite available literature on KMC from India, there is
gtill a lack of a well-conducted study that describes
reasons for not implementing KMC for neonates that are
eligible. Literature from other parts of the world suggests
that it may bedueto ahost of causes(Box 1) [13-15].

There is enough evidence available now to show the
stepsthat canincreasetheimplementation of KMC. Most
of this evidence is available from investigators outside
India. From the evidence that is available, one can draw
the conclusion that the Indian effort towardsKMC careis
not focused, and disorganized at best. Instead of training
alarge number of people resulting in the expenditure of
man-hours and money; it might be more efficient and
useful to train key opinion leaders and interested faculty
inareaswhere careisneeded most.

M ODELSOF IMPLEMENTATION ACROSS THE WORLD

Thefirst qualitative study on theimplementation of KMC
was conducted in South Africain two hospitalsin 1999-
2000 toidentify important issuesby interviewsand direct
observations [11,16]. Since 2000, regular KMC training
workshops were held at the Kaafong Hospital in
Pretoria, which were evaluated by means of a
guestionnaire asking about participants’ experiences of
enabling factorsand barriersin currently practicing KMC
orinimplementing KMC infuture[17].

Between 1994 and 2004, 44 teams in 25 developing
countries were trained in KMC in Bogota, Colombia;
however, not all the teams were successful in initiating
their own programs and not al replicated the validated
model. A study was conducted in which open-ended
guestionnaires were sent by e-mail to the coordinators of
functioning KMC programs in 15 countries, and 15 site
visits were made to institutes that reported problems in
starting programs. They concluded that active
surveillance for an appropriate identification of obstacles
usually indicated the appropriate solution[18].

Inasimilar study conducted in India[19], thebarriers
of KMC were categorized into six categories
(knowledge, mother-related, environmental, family-
related, positional, and infant-related barriers). One of
the most important barriers of KMC was lack of family
members' cooperation leading to inadequate time left for
the mother to stay by her infant constantly, as she does
other household activities and, consequently, spend the
timetorest[19].

ProPoOSED M ODEL

Any regions, such as state or district or even ahealthcare
organi zation, that wantsto implement or propagate KMC
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KANGAROO MOTHER CARE — CHALLENGES AND SOLUTIONS

Box 1ProBLEMS FacepD DURING IMPLEMENTATION OF
KANGAROO MoTHER CARE (KMC)

e Process of skin-to-skin care: Considered culturally
inappropriate as skin-to-skin contact is involved
between mother/father and child. Persona spaceis not
available for mother.

« Misconception amongst healthcare professionals: May
not be convinced of efficacy and benefits of KMC.

* Roleof father and other relatives. Generally thereis
amisconception that giving skin-to-skin careistherole
of mother as sheisthe one breastfeeding. Fathers and
relatives are reluctant to provide Kangaroo care, which
puts the burden on the mother. Mother is given duty
of household chores preventing her from practising
KMC.

« Considered as burden over staff: Involves obtaining
parents’ consent, feeding, teaching correct method and
follow-up. Itisconsidered extrawork for staff which
devoid of benefit for them

« Dilemma of policymakers: In amajority of healthcare
facilities, KMC istaken for granted as part of routine
careand no policiesare availablefor itsimplementation.
Adequate space and basic facilities, which are helpful
for kangaroo position, are not provided or maintained
well.

can structure its implementation plan as given below
(Fig. 1). It is derived from successful published
experiencesof implementation.

Our model for implementation of KMC is based on
themodel developed from the studies conducted in South
Africa. The steps are, (i) Pre-implementation phase, (ii)
Implementation and (iii) Follow-up. This model for
implementation is applicable for institutes willing to
adopt the concept of KMC for the benefit of newborn
babies.

First Phase: Pre-implementation

Leadership or KMC Champion: This is an important
concept that needs to be present in an effort to ensure
KMC implementation. For effective implementation of
KMC on large scale, team work is required and for that
champions are allotted. The champions will ensure that
the effort is on track and should be able to address
obstaclesinitsimplementation. The championswill have
aleader for keeping check over activitieswhowill beable
to convincethe hierarchy to all ocate resources (personnel
and budgetary alocation) for the KM C program. It would
be beneficial if the champions and leaders are expertsin
KMCbutitisnot essential.
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KANGAROO MOTHER CARE — CHALLENGES AND SOLUTIONS

Pre L eadership assignment Creating awareness about Resource aggregation
implementation or - KMCamongst hedth-care | — and collection of
KMC champion assignsing personnel materials
|}
Recreating the practice and Forming ademonstration unit
Implementation recall of training givento «{ fortraining of parentsand «—| Ingtitutional policy making
parentswith documentation documentation
Review of recordsand Reviewing institutional policies Display of work and sharing
Follow up assessment of work of every  [— f . — i
unit timetotime knowledgewith others

Fi1G. 1 Sepwise approach for implementation of Kangaroo mother care.

Creating Awareness about KMC: Healthcare personnel
need to be trained in both the need and the method of
kangaroo care. Multiple trainings to be carried out to
ensure that challenges towards the implementation of
KMC that may arise can be dealt with. A shoot and scoot
kind of training approach will not help create awareness.

Resource aggregation: This is the next part of the
program. Thisincludes health personnel and educational
material such as videos, posters, papers, magazines,
lectures, etc for purpose of demonstration. In addition,
materials required for implementation of KMC (binders,
caps etc.) need to be available and the administrative
processes with respect to the same needs to be in effect
well inadvance.

Second Phase: | mplementation

Policymaking: The center or institute should formulate a
policy regarding the implementation of KMC, taking the
team into confidence. The written policy with documents
should be user-friendly to health care workers involved
and should be easily applicableand accessible. Postersand
magazines summarizing policy of theinstitute should be
displayed in the center, such that people are aware of
KMC, dongwithitsbenefitsand implementation method.

Demonstration unit: This is the core of this program.
Preferably, a video recording along with good narration
invernacular language andin English. Stepsstarting from
room temperature, to preparing of parentsvia counseling
about KMC by physician and/or nurse should be
included. Mother preparation with required clothes and
other instructions should be clearly addressed. Neonate
preparation in terms of positioning, simultaneous
monitoring of vitalsand all other required steps also need
to be clearly demonstrated. To enhance learning among
healthcare providers, the demonstration by the providers
on parents (with prior consent), to acclimatize them and
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revise al that's learned should be done. Separate
workbooks can be given to al healthcare workers
containing literature and details about KMC showing
benefits and pictoria representations of KMC. Parents
should be ableto visit it, replicate what they have learned
on return and teach other parents. The first National
conference on Kangaroo Mother Care in India held in
2017 February had a demonstration visit to Nalgonda
SNCU for theexcellent Kangaroo care provided, whichis
atemplatethat can bereplicated across.

Recreating the Practice After 2-4 weeks of
demonstration, health care providerswho participated are
gathered and asked to demonstrate what they had learned
and demonstrateit live on babies. Accordingly, the score
is provided. The practica demonstration should be
assessed frequently and amendments have done if
required.

Third Phase: Follow-up

Review of records: the In-charge sister and champions
should make sure duration of KMC and other details
should be included in nursing records. Clinical review
should be carried out every monthly to track the usage of
KMC. This essentialy tracks the improvement in KMC
indicators over aperiod of time and discussion asto what
may have contributed to the change. The KM C champion
leadsthereview, but it may be abetter ideaif itiscarried
out by different team members every time. Clinical
review forms cornerstone for successful implementation
of KMC program asit hel psto change viewpoint of health
careproviderstowards KM C implementation [20].

Assessment by unit in-charge: Designated person to
conduct timely assessment meets and makes sure
assigned work is completed and reviewed and aresult if
prepared. In-charge al so keeps quality of work by staff in
check, and keeps correcting and assessing them.
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Reviewing policy: After audit information gathered is
applied to the current functioning of the system and based
on those; policies are reformed to improve the
implementation of KMC. Policies need to be updated
from time to time to address issues that may be the
impeding duration of KMC.

Display of work and sharing knowledge: This can be
done by dissemination of program results, whether
helpful or not. This may be in the form of scientific
articlesor conference presentations, aswell by informing
KMC champions in other ingtitutions. Active
participation by other family members will help
overcome the hindrance created by maternal issues such
as lack of proper maternal surroundings and availability
of her time[21]. Active participation of mothersand their
family members in the KMC process should be
appreciated in theform of certification and recognitionin
front of other parents to motivate and boost their
confidenceinthe process

The approach of training healthcare workers via a
teach the trainer model and expecting the healthcare
system to change will not work at all and needs to be
abandoned in favor of an implementation based program
with afeedback to theimplementing team.

THE ROAD AHEAD

While we delineate the model for implementation of
KMC, it needsto be studied during implementation and it
may or may not work in different settings. Any
organization, planning to ramp up KMC practices needs
to audit and publish its practices. At this point of time,
three funded studies that are ongoing with the aim of
increasing the implementation of KMC in Haryana,
Lucknow and Bengaluru [21-23]. Their results may not
bereplicableat all places. Whilethe benefitsof KMC are
proven for stable preterm, there is increasing evidence
that it may be even more useful for unstable preterm [24].
We also await the results of an ongoing clinical tria in
India that looks at KMC beginning at birth [25]. The
authors do fed that there is a need to develop loca
strategiesto enhance usage of KMC.

Though benefits of KMC are evident in reducing the
neonatal mortality rate, it alone is not sufficient for
improving mortality rate in low birth weight babies. A
multidisciplinary approach including good KMC, proper
breastfeeding practices, handwashing and hygiene
maintenance, timely intervention for complications and
regular follow up in high risk clinic are needed by a
competent team and co-operative parents to improve
overall neonatal mortality rate.
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