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ORIGINAL

AN A Kangaroo mother care in the

hospitals:
obstacles

Abstract: Background:Kangaroo
mother care (KMC) is a proven,
low-cost intervention that im-
proves survival and outcomes for
preterm infants. However, its up-
take remains suboptimal, and data
on KMC implementation across
African hospitals are limited.
Objective: To document the cur-
rent resources and practices re-
lated to KMC provision in hospi-
tals within the African Neonatal
Network.

Methods:Fourteen hospitals in the
African Neonatal Network re-
sponded to an annual facility sur-
vey and a health facility survey co
-developed by faculty in the Afri-
can Neonatal Network and Ver-
mont Oxford Network. Addition-
ally, a point-prevalence audit was
conducted to evaluate KMC provi-
sion for all eligible preterm infants
on a single day. All analyses use
descriptive statistics.

Results:Only one hospital had a
fully operational immediate kan-
garoo mother care (iKMC) unit,
though four others were in the
process of establishing one. The
spot audit showed that 50% of

cc-sv40 African Neonatal Network

Resources,
and practices

eligible infants were receiving
skin-to-skin care at the time of
assessment, and of those, 43% had
received at least 18 hours of skin-
to-skin contact in the previous 24
hours. However, in five hospitals,
no infants had received any skin-
to-skin care in the preceding 24
hours. Key barriers to establishing
iIKMC units included inadequate
space, equipment shortages, staff-
ing constraints, and concerns
about safety.

Conclusion: While KMC and
iIKMC are being implemented in
the African Neonatal Network
hospitals, significant gaps remain
in resource availability and prac-
tice consistency. This study identi-
fies key challenges and opportuni-
ties for improvement, highlighting
the need for continued monitoring
and targeted interventions to en-
hance the provision of high-
quality KMC.

Keywords: Infant, Newborn; Pre-
mature; Infant Mortality / preven-
tion & control; Kangaroo-Mother
Care Method; Skin-to-Skin Con-
tact; Neonatal Intensive Care Unit;
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Résumé: Contexte: Le contact
peau a peau, ou method kangourou
(Kangaroo Mother Care, KMC),
est une intervention éprouvée et
peu co(teuse qui améliore la sur-
vie et les résultats chez les nou-
veau-nés prématurés. Toutefois,
son adoption reste sous-optimale,
et les données sur la mise en ceu-
vre de la KMC dans les hépitaux
africains demeurent limitées.
Objectif: Documenter les re-
sources disponibles et les
pratiqgues actuelles en matiere de
KMC dans les hdpitaux membres
du Réseau Néonatal Africain.
Méthodes: Quatorze hopitaux du
Réseau Néonatal Africain ont ré-
pondu a une enquéte annuelle sur
les établissements de santé, co-
développée par des experts du
Réseau Néonatal Africain et du
Vermont Oxford Network. Un
audit de prevalence ponctuelle a
également été réalisé pour évaluer
la mise en ceuvre de la KMC chez
tous les nouveau-nés premature
éligibles a une date donnée.
Toutes les analyses ont été effec-
tuées a l'aide de statistiques de-
scriptives.

Résultats: Un seul hospital dis-

Introduction

70% of all neonatal deatfisReducing mortality among

include decreased

86

posait d'une unité de KMC im-
médiate (iIKMC) pleinement fonc-
tionnelle, bien que quatre autres-
soient en cours d'implantation.
L'audit ponctuel a révélé que B0
des nourrissons éligibles
recevaient des soins peau a peau
au moment de [I'évaluation, et
parmi ceux-ci, 4% avaient bé-
néficié d'au moins 18 heures de
contact peau a peau au cours des
24 heure sprécédentes. Toutefois,
dans cing hdpitaux, aucun nour-
rissonn’avait recu de soinspeau a
peau durant les 24 heures pré-
cédentes. Les principaux obsta-
cles a la mise en place d'unités
iKMC comprenaient I'insuff-
isance d'espace, le manque
d’équipements, les contraintes de
personnel et des préoccupations
relatives a la sécurité.
Conclusion:Bien que la KMC et
'KMC soient mises enceuvre
dans les hobpitaux du Réseau
Néonatal Africain, des lacunes
importantes persistent quant a la
disponibilité des ressources et a
l'uniformité des pratiques. Cette
étude met en évidence les princi-
paux défis ainsi que les opportuni-
tés d’amélioration, soulignant la
nécessité d'un suivi continu et
d’interventions ciblées pour ren-
forcer la prestation de soins KMC
de qualité.

incidence of severe infections, im-

proved thermal regulation, enhanced breastfeeding rates,
Low birth weight infants who are born preterm or small and better overall growth and neuro developmental out-
for their gestational age (or both) constitute approxi-comes. The nurturing physical contact provided by
mately 15% of all neonates worldwide but account for KMC also supports the emotional well-being of both the

infant and the parents aihwhg-lasting social and behav-

these infants is key to the achievement of the Unitedoural protective effects have been reported.
Nations Sustainable Development Goals target of reduc-

ing neonatal mortality to a level at least as low as 124jstorically, KMC was only offered once small or pre

deaths per 1000 live births in all countries by 2630.

term babies had “stabilised”. This practice resulted in

many of the smallest and sickest babies missing out on
Kangaroo mother care (KMC) is a method of caring forthe potential benefits as they died before starting KMC.
preterm and low birth We|ght infants that involves con- Recent evidence has proven that immediate kangaroo
tinuous and prolonged skin-to-skin contact between thanother care (iIKMC) reduces mortality when initiated as

fam"y and the baby, exclusive breast milk or breastfeed'soon as possib|e, even before physio'ogical stabilisa-
ing diet, and context-appropriate discharge and follow-tjgn 6

up provided to the baby and familylt is a proven, low
cost, highly effective intervention to reduce neonataln Africa, the implementation of KMC varies widely
mortality, particularly in low and middle-income coun- across regions and facilitié§ While some hospitals and
tries (LMICs) where access to conventional neonatalglinics have integrated KMC into routine neonatal care,
intensive care is limited" Other short-term benefits others face challenges due to resource limitations, lack
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of trained personnel, and cultural barriéfdmmediate  The collaborative QI project and subsequent assess-

KMC is less commonly practiced, often due to a lack ofments received individual and hospital institutional re-

understanding of its benefits, safety and practical issuesearch and ethics review approvals at the start of the

such as space, staffing and supplifeSeveral obstacles collaborative and learning initiative.

hinder the widespread adoption and effective practice of

KMC and iKMC including cultural beliefs that may dis-

courage prolonged skin-to-skin contact, lack of aware-

ness or misinformation about the benefits of KMC Results

among healthcare providers and parents, and infrastruc-

tural constraints such as inadequate space and privacy i©ne hospital of 14 reported having an iKMC unit, four

healthcare settingsAdditionally, there may be resis- were in the process of opening an iKMC unit, four were

tance to changing long-standing practices or a lack ofctively considering opening an iKMC unit but had not

policy support at the institutional or national lelet? yet started the process, and five were not yet considering
opening an iIKMC unit but were amenable to the idea if

The Africa Neonatal Network (ANN) is committed to resources were available. The perceived obstacles to
advancing neonatal care across its member countrie§P€ning an iKMC unit are shown in Figure 1. Space,
including Ethiopia, Nigeria, Rwanda, Uganda, and zim- staff, equipment, and safety were among the top major
babwe. One of the key focus areas for ANN is the pro_obstacles, with units noting they would not be able to
motion and implementation of KMC. The objective of open an iKMC without major investment to overcome
this paper was to describe the current practice of KMcthese barriers.

within our member hospitals, focusing on inputs, proc- ) .
esses and outputs. Twelve of the hospitals had a protocol regarding KMC

which was used consistently, one hospital had such a
protocol but use was reported as inconsistent, and one
hospital did not have a KMC protocol. Five hospitals

Methods provided KMC garments to families. All hospitals al-
lowed a person other than the mother to provide KMC.

Data collection was conducted in 14 African Neonatal Te€n of 14 hospitals (71%) reported having a dedicated
Network (ANN) member hospitals across five countries: KMC follow up clinic to monitor growth and nutritional
Ethiopia, Nigeria, Rwanda, Uganda, and Zimbabwe.  Status following discharge from the NICU hospitaliza-
tion.
Vermont Oxford Network (VON) conducts an annual
survey for members that was Co_deve|oped with ANN Units were asked to consider SpeCifiC hypothetlcal clini-
faculty members, which includes information on the cal situations for infants born weighing 1200 grams at
hospital setting, number of beds and admissions, staffbirth and report how often they thought such infants
ing, obstetric service, follow-up clinic, resuscitation and Would receive at least 1-2 hours of skin-to-skin care in
essential newborn care, transfers and transport, familytheir unit (Fig 2). The likelihood that very low birth
centred care, services provided by the neonatal unitweight infants would receive skin-to-skin care varied
guidelines in the neonatal unit, quality assurance/depending on the level of respiratory support, and on the
continuous quality improvement, and level of neonatalinfant’s age. Only three hospitals (21%) reported that
care. Participation in the membership survey is mandamost infants born at 1200 grams on CPAP on their first

tory. The responses used for this manuscript are fron§lay of life would receive skin-to-skin care, but provision
2023. of skin-to-skin care increased in infants needing less

respiratory support and as the babies got older.
In October 2023, the ANN conducted a health facility ) ) .
assessment to collect more detailed information orOn the day of the audit, 66/132 (50%) of infants with
buildings and facilities, medications, diagnostics andbirth weight < 2000 grams were receiving skin-to-skin
consumables, equipment, staffing, governance, therma#are with a range at the unit level from 0% to 100%,
regulation, foetal transition, nutrition, family-centred While 57/132 (43.2%) of babies had received at least 18
care, kangaroo mother care, infection prevention andiours of skin-to-skin care in the preceding 24 hours. Of
control, and perceived priorities. the infants that were receiving skin-to-skin care at the

time of the audit (66/132), 86% (57/66) were receiving

Tables of hospital-level measures include data from bott¢ontinuous KMC with at least 18 hours of skin-to-skin

the membership survey and the health facility assesscare in the preceding 24 hours. Five hospitals reported
ment. All analyses are descriptive. no babies had received at least 18 hours of skin-to-skin

care, but five hospitals reported over 50% of infants
In March 2024, hospitals were asked to take one day inveighing < 2000 grams had received at least 18 hours of
one week to answer questions on up to 40 infants. Thékin-to-skin care in the preceding 24 hours.
questions related to whether babies < 2000g were re-
ceiving KMC, IV fluids or CPAP (see appendix 1). Re-
sults were tallied centrally and shared with the teams.
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Fig 1: Barriers to immediate kangaroo mother care at 14 African Neonatal Network hospitals

® Not an obstacle

B Relatively minor problem that we can sort out by reorganizing our current systems

B Problem but with some innovation and commitment from senior management we could address it
Major obstacle; we would not be able to open an iKMC unit without a big investment

space
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Fig 2: Proportion of infants born at 1200 grams who would be able to receive 1 to 2 hours of KMC per day at 14 African Neo-

natal Networkhospitals by nder various care scenarios
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the best possible with what is currently available—
should be actively promoted, even as efforts continue to

Discussion secure the resources needed for universal implementa-
tion of immediate and continuous KMC.
This study described the current KMC practice at 14
ANN hospitals in five African countries and explored This study has limitations. By nature of being surveys,
barriers to increasing the provision of KMC and iKMC both the membership survey and health facility survey
to babies at those hospitals. Despite the evidence for theuffered the limitations and biases associated with sur-
benefit of both KMC and iKMC, the uptake of these vey type research including self-reporting and recall
practices remains sub-optimal. The audit revealed @iases. Although all participating hospitals in the ANN
wide variation in the provision of KMC across units, completed the surveys, limiting participation bias, the
ranging from 0% to 100%, which highlights an opportu- units participating in the ANN cannot be thought of as
nity to standardise care. representative of the wider African contexts.

In the same cohort of ANN hospitals in 2024, 62.6% ofIt will be important to monitor and report changes over
infants weighing < 2000 grams at birth received anytime in both the resources available and the practice of
KMC.*® Wwith a historical practice of only providing KMC and iKMC across facilities in the ANN. Incorpo-
KMC to babies who were felt to be physiologically sta- rating family perspectives and feedback will add valu-
ble, it was unsurprising to see that hospitals felt lessable insight into implementation and acceptability. Key
inclined to provide KMC to babies who needed higherresearch priorities include identifying which infants
levels of respiratory support and were also less likely tobenefit most from iIKMC to optimize resource alloca-
provide KMC on day one compared to day three. Thesdion, evaluating the feasibility of initiating iIKMC and
findings highlight the need to educate about the evi-CPAP at referring facilities and during transport, ade-
dence supporting provision of KMC to the sickest andquately supporting families to provide iKMC and KMC
smallest babies, who may be the ones to benefit mosh the hospital setting and assessing both the efficacy
from KMC. and implementation of these approaches. Additionally,
the mental health benefits for families and infants, as
This study found that the main perceived barriers to thevell as discharge planning, follow-up, and long-term
roll out of iIKMC included space, staff, equipment and outcomes, warrant further investigation.
infrastructure. As Hendersaat al. reported in this same
cohort of sites, space is an issue - hospitals reported ®o support more effective quality improvement, there
median of 8 (IQR: 4, 9) KMC beds and 4 (IQR: 4, 7) may be a need to enhance the granularity of data, par-
iIKMC beds* Still, attempts that address only one or ticularly around KMC duration, which is known to be
two of these issues in isolation will be unlikely to suc- closely linked to improved outcomes. Significant work
ceed. It is heartening that most of the units were either imemains to deepen our understanding of optimal imple-
the process of opening an iKMC unit or actively consid- mentation strategies, as well as the economic and cost
ering it. That said, besides the one established unit, ngonsiderations involved in scaling KMC equitably and
other iIKMC units have since opened within the ANN, sustainably.
highlighting the challenges in establishing a new iKMC
unit in a resource limited environment.

Conclusion
Health care workers’ concerns about patient safety were
also a perceived barrier, which is a consistent find-This study provides an overview of the resources and
ing.1%51¢ Historically, the World Health Organization practices of KMC and iKMC in hospitals within the
(WHO) recommended starting KMC after an infant was African Neonatal Network. Although KMC is being
stabilised in an incubator or warmer, which can take upmplemented, significant variability exists, highlighting
to a week. However, the iIKMC Study, a randomised, opportunities for improvement. Most hospitals reported
controlled trial in five hospitals in Ghana, India, Ma- similar challenges in establishing new iKMC units, em-
lawi, Nigeria, and Tanzania, found lower mortality at 28 phasizing the need for targeted interventions and invest-
days for infants born < 2000 grams who receivedments. Implementation research remains a priority.
iIKMC.®As such the WHO now recommends KMC
should be initiated as soon as possible after birth, includAcknowledgments
ing before stabilisatiol. Training for health care work-
ers on safe KMC practices can be successful when proA/e are indebted to our colleagues at the following hos-
vided as part of a quality improvement initiatiVe. pitals who submit data to VON on behalf of infants and

their families: St. Paul's Millennium Medical College,
KMC is not a binary intervention but exists on a spec-Addis Ababa, Ethiopia; Tikur Anbessa Specialized Hos-
trum of duration and timing of initiation. Even without Pital, Addis Ababa, Ethiopia; Tirunesh Beijing Hospital,
additional physical resources, facilities can enhance bot\ddis Ababa, Ethiopia; Assosa Hospital, Asosa, Ethio-
the quantity and quality of KMC within their existing Pia; Hawassa Referral Hospital, Awassa, Ethiopia; Ay-
constraints. This concept of "maximal KMC"—doing der Hospital, Mekelle, Ethiopia; Sacred Heart Hospital,
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Abeokuta, Nigeria; Federal Teaching Hospital Ido-Ekiti,
Ekiti, Nigeria; King Faisal Hospital, Kigali, Rwanda;

Mengo Teaching Hospital, Kampala, Uganda; St Francis
Nsambya Hospital, Kampala, Uganda; Lubaga Hospital,
Kampala, Uganda; Murambinda Mission Hospital, Ha-
rare, Zimbabwe; Neocare Baby Hospital, Harare, Zim-
babwe.
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Appendix 1. Kangaroo Mother Care Audit Instructions
Please choose one day in the next 7 days to complete the audit.

For each infant who was born <2000 grams, please complete the
attached sheet.

Put tally marks (or checkmarks) in the boxes for an infant.

When completed, count the number of tally marks in each column
and record the totals at the bottom of the page.

NB: Anyone doing ward round can do this audit.

For example, an infant who was born at 1575 grams who is on IV
fluids, not on CPAP, is in skin-to-skin care at the time that you see
them during the audit, but has not been in skin-to-skin care for at
least 18 hours — the row looks like this:

Oon v On In Skin- | In Skin-
Fluids? | CPAP? | to- to-Skin
Skin? for >18
hours?

1 1

Do the audibnly onceonone dayin the next 7 days.

Do the audit on infants born <2000g. If you have 40 or fewer, stop
when you have identified all infants during the time that you do the
audit. If you have >40 infants, stop at 40.

In addition to the number of “yes” responses (boxes ticked), we
will also need the denominatout of how many infants. For
example, 2 of 10 infants were on CPAP. If you have >40 infants,
the denominator is 40.
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