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Abstract  

Kangaroo mother care (KMC) is a high-impact, cost-effective intervention to improve the 

health outcomes of preterm and low birth weight infants. This evidence-based method is safe, 

increases infant survival and has positive physiological, behavioural, neuroprotective, and 

psychosocial effects. The qualitative study reported here explored on mothers’ perspectives 

and experiences of KMC in the Fezile Dabi District in South Africa.  

In-depth interviews were conducted with five healthcare workers from the neonatal unit and 

13 mothers practising KMC at the Boitumelo Regional Hospital or who had been in the KMC 

ward before discharge. A deductive analysis identified barriers and enablers to KMC practice, 

followed by an inductive analysis of participants’ perspectives and experiences of KMC.  

Most mothers had positive views of KMC, but reported minimal preparation during 

pregnancy for preterm birth or KMC. This led to initial mixed emotional reactions, including 

being shocked, worried, and happy that the baby was alive. Over time, mothers accepted the 

value of skin-to-skin care and exclusive breastfeeding. On discharge, they were counselled 

and all looked forward to taking their babies home. Healthcare workers highlighted their roles 

in supporting KMC and emphasised the importance of paternal involvement in caring for 

both the mother and the premature infant.  

The findings from the barriers-enablers analysis yielded two themes: support for mothers and 

the health system. Support for mothers encompassed psychosocial and financial support, 

which e KMC. In the hospital, healthcare workers played a crucial role by providing 

emotional support, sharing KMC knowledge, and offering practical guidance on positioning 

the baby, thermal care, feeding, and hygiene. This support helped ease mothers’ fears and 

boosted their confidence in continuing KMC at home. Most mothers received some family 

support eat home, although paternal involvement was limited if the father lived separately.  

Financially, the majority of mothers were unemployed and relied on family support and 

government grants.  

The findings related to the health system theme are organised according to its key building 

blocks. Several barriers to optimal KMC services were identified, including a lack of 

leadership and management support to address the implementation of KMC policies, limited 

budgets for infrastructure improvements, a shortage of skilled healthcare workers, and 

inadequate supplies. 
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Service delivery remains inconsistent across provinces and districts in South Africa, affecting 

the quality of KMC. Strengthening the health system and increasing public awareness about 

preterm birth and the benefits of KMC could help improve public demand for and access to 

quality care for small and sick newborns.   
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Glossary 

Term Definition 

Gestational age (GA) “The weeks of gestation completed at the time of delivery. 

Gestational age is defined as the number of weeks that have 

elapsed between the first day of the last normal menstrual 

period (not presumed time of conception) and the date of 

delivery, irrespective of whether the gestation results in a live 

birth or a fetal death.” (1)  

Kangaroo mother care 

(KMC) 

“The care of preterm or low-birth-weight infants in continuous 

and prolonged (i.e. 8–24 hours per day, for as many hours as 

possible) skin-to-skin contact initiated immediately after birth 

unless the newborn is critically sick, with support for exclusive 

breastfeeding or breast-milk feeding ... An additional feature of 

KMC, when initiated in health-care facilities, is timely 

discharge from the neonatal intensive or special care unit to a 

lower level of care within the facility or at home, with 

continued skin-to-skin contact and close monitoring ...” (2) 

Low birth weight 

(LBW) - categories 

“‘Low birth weight’ (LBW) has been defined as first weight 

recorded within hours of birth of <2500 g. Very low birth 

weight (VLBW) is accepted as <1500 g and extremely low 

birth weight (ELBW) is <1000 g …” (3)  

Neonatal/Newborn 

mortality 

“Death of a newborn in the first 28 days after birth. Reported as 

neonatal mortality rate (i.e. newborn deaths in the first 28 days 

after birth per 1000 live births).” (2) 

Preterm infant “Preterm is defined as babies born alive before 37 weeks of 

pregnancy are completed. There are sub-categories of preterm 

birth, based on gestational age: 

• extremely preterm (less than 28 weeks) 

• very preterm (28 to less than 32 weeks) 

• moderate to late preterm (32 to 37 weeks” (4)  

Small for gestational 

age (SGA) 

“Infant below the 10th percentile of birth weight for gestational 

age. A small for gestational age newborn may be preterm or 

full-term and can have low birth weight or normal birth weight 

…” (2) 

Small/Vulnerable 

newborn 

A live newborn “who [is] preterm (born before 37 completed 

weeks of gestation), [is] small for gestational age at birth 

(birthweight below the 10th centile of the recommended 

international, sex-specific birthweight for gestational age 

standard), [or has] low birthweight (LBW; <2500 g).” (5) 
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Term Definition 

Stillbirth “A stillbirth is defined as a baby born with no signs of life after 

a given threshold, usually related to the gestational age or 

weight of the baby.“ (6) 

Vulnerable newborn See Small/Vulnerable newborn. 
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CHAPTER 1: BACKGROUND AND INTRODUCTION  

 

Stillbirths, preterm birth and low birth weight (LBW)1 are current priorities on the global 

newborn health agenda (6-9) as part of the achievement of the outcomes of the Every 

Newborn Action Plan (ENAP) (10) and the Sustainable Development Goals (SDGs) (11, 12). 

The target of the SDGs is to reduce neonatal deaths to 12 per 1,000 live births (12). Globally, 

there has been slow progress in newborn survival and even a slower decline in stillbirths, 

with the highest burden and slowest pace in the sub-Saharan and southern Asian regions (9).  

According to the ENAP, universal coverage of quality maternal and newborn care could save 

3 million lives of mothers, newborns, and stillborn (10).  

1.1. Magnitude of stillbirths and newborn deaths  

The burden of stillbirths and neonatal deaths remains high in low- and middle-income 

countries (LMICs) (13, 14). In 2021, there were 1.9 million stillbirths, equivalent to 13.9 

stillbirths per 1,000 total births (15). Of these, 74% were due to preterm birth (14).  

Neonatal deaths occur in the first 28 days after birth, which is the most vulnerable time for 

the survival of the newborn (5), with the first week of life comprising about three-quarters of 

these deaths (16, 17). According to global estimates for 2022, the number of neonatal deaths 

amounted to 2.3 million, translated into 17.3 deaths per 1,000 live births (16). The risk of 

death for a newborn was 11 times higher in sub-Saharan Africa (27/1,000 live births) than in 

countries with the lowest death rate (16). South Africa’s estimated neonatal mortality rate 

was 11 per 1,000 live births in 2022 (18). Figure 1 depicts the relation of the cut-off points 

between stillbirths, live births, and neonatal deaths.  

Neonatal deaths are primarily caused by complications of prematurity, intrapartum-related 

complications (birth asphyxia/birth trauma), neonatal infections (sepsis, meningitis, 

pneumonia, and diarrhoea), and congenital disorders (7, 10, 16). Prematurity is currently the 

leading cause of newborn deaths (35%) and deaths in children under five (16%) (7, 10).  

 

 
1 For definitions of these and other terms relevant for this study, see the glossary preceding this chapter.  
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Source: A neglected tragedy: the global burden of stillbirths (6) 

Figure 1. Relation between cut-off points of stillbirths, live births and neonatal deaths   

 

Despite advances in the improvement of under-five survival, consideration has been given to 

possible strategies to accelerate achieving the SDG target of 12 neonatal deaths per 1,000 live 

births. A new conceptual framework under the umbrella term of small vulnerable newborns 

has recently been proposed to define the problem and better respond to it (5). Small 

vulnerable newborns comprise three distinct categories that cover all LBW infants: preterm 

newborns that are not small-for-gestational-age (SGA) (born too soon) (8.8%); term SGA 

newborns (born too small) (16.3%); and preterm SGA newborns (born too soon and too 

small) (1.1%) (14). This means that one in every four live births delivers a small vulnerable 

newborn.  

1.2. Treatment of small vulnerable newborns 

In the past few decades, there have been many advances in the treatment of small vulnerable 

newborns to prevent complications and to minimise the negative short- and long-term impact 

of being born too soon and/or too small. The last 15 years witnessed calls for action for 

committing to prioritising high-quality care at birth, with a special focus on the evidence for 

high-impact interventions that would improve the quality of care and the survival of preterm 

and LBW newborns. The following are seminal publications: Global Report on Preterm Birth 

and Stillbirth (2010) (19); the ENAP (2014) (10); the Lancet Every Newborn series (2014)  

(20); the Survive and Thrive document (2019) (7); the Paediatrics supplement on Evidence 

for Global Health Care Interventions for Preterm or Low Birth Weight Infants (2022) (21); 

and the Lancet Small Vulnerable Newborn series (2023) (5). 
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One intervention that appeared frequently as a high-impact, cost-effective intervention was 

(facility-based) kangaroo mother care (KMC) and feeding support for small newborns (21-

23). The ENAP also suggests that indicators be developed for KMC and feeding support as 

part of the tracking for the coverage of complications and extra care of newborns (10). The 

World Health Organization (WHO) considers KMC as essential for all preterm and LBW 

infants and calls for its integration in all national health programmes covering maternal, 

newborn and child health (2). 

Kangaroo mother care is the focus of this report, as will be clear from the problem statement, 

aim and objectives discussed below. KMC as an intervention is covered in more detail in 

Chapter 2. 

1.3. Problem statement and rationale for the study  

Globally, a substantial number of studies have reported on the KMC experiences and 

perceptions of mothers and caregivers (24-27). Seidman et al. (25), for example, conclude 

that context-specific factors need to be explored to understand their potential impact on a 

KMC programme – these include local circumstances, cultural attitudes and support for the 

mother. Barriers identified that would inform this study included the factors that could 

influence mothers’ and their families’ perceptions and experiences of KMC in the hospital 

and at home related to service delivery; health worker allocation and distribution; community 

and social context and norms; and caregiver capabilities (including KMC knowledge and 

skills).  

Our study was conducted in the Fezile Dabi Health District in the Free State Province, South 

Africa. Boitumelo Regional Hospital is the only referral hospital in the district. All preterm 

and LBW infants from the district who need specialised care are admitted there. Health 

professionals working in the hospital referred to their difficulties in providing the continuum 

of care to these infants in need. The newborns received KMC during their hospital stay; 

however, there were issues around the quality and comprehensiveness of the in-hospital 

KMC service because of human resource challenges. There was also uncertainty about 

whether community health workers were conducting home visits after discharge from the 

hospital. 

Health professionals indicated a need for more information on how mothers of LBW and 

preterm babies admitted to the Boitumelo Hospital perceived KMC and how they 
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experienced the practice of KMC in the hospital and at home. No research on KMC services 

and client experiences of KMC had been conducted in the Fezile Dabi District before. The 

rationale for this study was therefore to contribute to the understanding of KMC practice and 

experience in this district and how it was influenced by contextual factors. Although the 

Fezile Dabi District is similar to other districts in South Africa, comparing our findings to 

other district settings could yield useful insights.  

1.4. Study aim and objectives  

The aim of this study was to explore the perspectives and experiences of kangaroo mother care 

of mothers with a preterm or LBW infant admitted to the Boitumelo Hospital in the Fezile Dabi 

Health District, South Africa, between September 2023 and February 2024.  

The following was the research question to be addressed:  

What are the perspectives and experiences of mothers of low birth weight and preterm 

infants admitted to the Boitumelo Hospital in the Fezile Dabi Health District with 

regard to KMC? 

The objectives of the study were to:  

1. Describe the experiences of mothers with low birth weight and preterm infants along 

the continuum of care from antenatal through to postnatal care.  

2. Explore the views of healthcare workers on mothers’ experiences of KMC, with special 

reference to barriers and enablers to successful KMC practice in hospital and at home. 

1.5. Structure of the research report  

This report has six chapters. The background and introduction chapter are followed by a 

literature review chapter on KMC. The third chapter covers the methodology, and the fourth 

chapter covers the findings. Then follows the discussion chapter, and the report ends with a 

conclusion chapter that also includes recommendations.  

Chapter 1: Background and introduction 

In this chapter, we discussed the global magnitude of stillbirths and newborn deaths 

and the treatment of small, vulnerable newborns, followed by the problem statement 

and rationale, and the aim and objectives of the study.  
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Chapter 2: Literature review: kangaroo mother care  

The literature review covers different definitions and modalities of KMC, the benefits 

of KMC, barriers and enablers impacting the implementation of KMC services, 

women’s experiences of KMC, and KMC in South Africa. 

Chapter 3: Methodology 

This chapter describes the following: study design; research setting; study population 

and sampling; data collection, management and analysis; rigour; and study 

limitations. 

Chapter 4: Findings  

The findings are presented in four main sections: study participants; birth and infant 

characteristics; barriers and enablers to KMC practice; and mothers’ experience of 

KMC. 

Chapter 5: Discussion  

This chapter interprets our findings against the results of other studies conducted on 

KMC. It covers health system barriers to and enablers of KMC, support for KMC, and 

mothers’ experiences of KMC.  

Chapter 6: Conclusion and recommendations 

In this chapter, the gaps identified in providing KMC services and families’ support 

needs to continue practising KMC after discharge from the hospital are discussed. 

This is followed by recommendations for health facilities and healthcare providers 

regarding improving the quality of KMC for preterm or LBW newborns and their 

mothers, and for policymakers and programme managers.  

1.6. Conclusion 

This chapter serves as an introduction to the study reported here. In the next chapter, an 

overview will be given of important aspects of kangaroo mother care reported in the 

literature.  
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CHAPTER 2: LITERATURE REVIEW 

 

2.1. What is kangaroo mother care? 

Kangaroo mother care (KMC) is an evidence-based intervention for reducing preterm 

mortality and morbidity and enhancing neurodevelopment (28-30). It was pioneered by Drs 

Edgar Rey and Hector Martinez in Bogota, Colombia, in 1978 to reduce the high rate of 

cross-infections caused by overcrowding in the neonatal ward at their hospital (28). The 

institutionalisation of KMC practice through appropriate KMC services is currently promoted 

for integration in all health systems at all levels where preterm and LBW infants are cared for 

(2). KMC is a notable intervention to achieve Sustainable Development Goal 3.2 of ending 

preventable neonatal deaths (32). The most current definition of KMC comes from the 

WHO’s Global Position Paper on KMC as a transformative innovation in health care: 

“The care of preterm or low-birth-weight infants in continuous and prolonged (i.e.  

8–24 hours per day, for as many hours as possible) skin-to-skin contact initiated 

immediately after birth unless the newborn is critically sick, with support for 

exclusive breastfeeding or breast milk feeding … An additional feature of KMC, 

when initiated in health-care facilities, is timely discharge from the neonatal intensive 

or special care unit to a lower level of care within the facility or at home, with 

continued skin-to-skin contact and close monitoring …” (2).  

The kangaroo method is often described as having four components compatible with the 

definition above: KMC position; KMC nutrition; KMC discharge and follow-up; and KMC 

support. This description is compatible with the definition above. Figure 2 demonstrates the 

relationship between the different components of KMC (31). 

2.2. Benefits of kangaroo mother care 

Over the past four decades, studies have revealed the multiple benefits and positive effects of 

KMC, especially for preterm and LBW newborns. Numerous reviews focused on the effect 

on the survival of these vulnerable newborns in low-resource contexts (9, 28, 32). Different 

researchers have organised the benefits of KMC in different ways. Below is a synopsis of 

some of the most important findings.  
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Adapted from: KMC implementation workbook (31)          

Figure 2. The main components of kangaroo mother care  

 

In addition to the reduction of neonatal mortality in preterm and LBW infants, infants who 

receive skin-to-skin care and breastmilk feeding (the components of KMC) have better 

outcomes in terms of weight and length gain, head circumference, breastfeeding and length of 

hospital stay (32-34). The physiological benefits for these infants include improved 

physiological stability in terms of heart rate, respiration and a decreased risk of apnoea, 

oxygen saturation and temperature (32, 35). The closeness of the mother and her newborn 

after birth allows the newborn to take over the mother’s protective microbiome, which lowers 

the risk of infection (36). 

Further beneficial effects of KMC relate to behavioural outcomes (37). During KMC, infants’ 

basic needs for non-separation and food are met. The infant’s stress response is reduced, 

which is associated with the support of neurobehavioral and sensory development and the 

prevention of neurodevelopmental delays (37, 38). Small infants in the skin-to-skin position 

experience less pain when neonatal procedures are performed due to the lowered cortisol 

levels (39-41).  
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The physiological effects and behavioural outcomes of KMC not only enhance the short-term 

neurodevelopment of preterm infants, but the neuroprotective effects continue into adulthood  

(29). Long-term neuroprotection from KMC was also demonstrated through brain 

neuroimaging of young adults (30). 

The findings of the psychosocial effects of KMC include maternal satisfaction with the 

method of infant care, maternal feelings of confidence and competence, improved measures 

of maternal-infant attachment, less maternal anxiety and more positive mother-newborn 

interactions for infants receiving skin-to-skin care (28, 37). Skin-to-skin contact and 

breastfeeding trigger the release of oxytocin in the mother, which has a calming effect on her 

and leads to a lower risk of maternal postpartum depressive symptoms and stress (42, 43).  

Lastly, KMC also benefits health facilities and the health system. Small newborns receiving 

KMC tend to stay in hospital for a shorter period of time than infants receiving conventional 

care (28). This is not only convenient for parents but also contributes to lower hospital costs 

and a lower risk of overcrowding in the NICU, which can be the cause of nosocomial 

infections and neonatal deaths. The survival and lower morbidity of KMC infants 

furthermore reflect favourably on the performance of health facilities caring for small 

newborns.  

2.3. Barriers and enablers to the implementation of kangaroo 

mother care services 

Although KMC has been proven to be a safe and effective method of care, it has not yet been 

fully integrated into health systems worldwide. The quality of a KMC programme relies on a 

well-organised and coordinated response across all levels of the health system (44). The 

WHO Global Position Paper on KMC envisages that the operationalisation of the KMC 

concept “can serve as a strong foundation of highly efficient health systems that are rooted in 

the communities they serve and focus not only on preventing and treating illness but also on 

improving well-being and quality of life” (2).  

Several reviews have systematically organised the barriers to implementing KMC services in 

health facilities. These barriers are often presented within the framework of the supply side of 

the health systems building blocks (45). Table 2.1 lists several barriers often mentioned in the 

literature (24, 25, 45-47). 
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Table 2.1. Supply-side barriers to the implementation of kangaroo mother care services 

Building block Barriers 

Leadership and 

governance 
• Absence of KMC policies, guidelines and strategies (45, 47) 

• Lack of creation or dissemination of service guidelines to implement and scale up 

KMC (45) 

• Lack of KMC awareness with leadership (45)  

• Limited collaboration between the obstetric and neonatal departments (45) 

Health financing • Funding limited or not available for implementation or scale-up of KMC (24, 45, 46)   

• Lack of KMC costing into plans/policies (45)  

• Limited budget for supplies (47) 

Health workforce • Lack of staffing, high workload, and poor distribution of competent and KMC-

trained health workers (45-47) 

• Lack of training (45, 46)  

• Poor mentorship and supervision (45, 47) 

• Low level of knowledge and awareness (45, 46)  

• Poor attitudes (46, 47) 

• Lack of job descriptions (45) 

Essential medical 

products and technology 
• Scarcity or unavailability of resources and supplies to care appropriately for small 

and sick newborns (including KMC)) (24, 25, 45, 46)  

• Poor procurement and supply chain logistics for small and sick newborn care 

(including KMC) (45) 

Health service delivery • Lack of space (24, 25, 45, 46) 

• Logistical constraints related to support and monitoring of mothers/caregivers 

performing KMC (25) 

• Poor quality of care issues and lack of quality improvement related to KMC (45) 

• Lack of KMC follow-up after discharge (24) 

• Unavailability of services or disparities in delivering KMC (25, 46)  

• Lack of referral for KMC (transport and access) (24, 25, 45, 46) 

Health information 

system 
• Lack of information (45)  

• Poor or no data and records on KMC coverage (45)  

• Non-use of available data and results for improving quality of care (45)  

• Poor quality of information on LBW babies (45) 

 

The flip side of a particular barrier often acts as a driver or enabler for implementing KMC 

services. Many issues listed above as barriers can also act as enablers in particular 

circumstances. Important enablers that often appear in the literature include good leadership 

and appropriate guidelines at all levels, the existence of good health metrics, sufficient KMC 

training for health workers with further supervision and mentorship, adequate follow-up 

systems for KMC babies and good facility-community links (25, 45, 46, 48-50). 

The WHO KMC Implementation Strategy document sees KMC as the foundation of small 

and/or sick newborn care that would require the following to implement KMC at scale: 

• System and structural changes to keep mothers and infants together and at the centre 

of care;  
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• Political commitment and programme leadership; 

• A dedicated budget for KMC implementation; and 

• A monitoring and evaluation framework to track progress (51). 

2.4. Women’s experiences of kangaroo mother care 

There are also a variety of demand-side factors that influence women’s ability or willingness 

to practise KMC, especially after discharge from the hospital. Table 2.2 summarises factors 

that have been reported to influence caregiver and community perceptions and acceptance of 

KMC positively or negatively (24, 25, 47-49, 52-58).  

Table 2.2. Caregiver and community barriers to and enablers of kangaroo mother care 

Factor Barriers Enablers 

Health facility  • Difficulty accessing KMC services (48) 

• Unsupportive facility environment – lack of 

resources, lack of privacy, restrictive 

visitation policies (25, 54) 

• Unsupportive health workers – unassisted 
with KMC, breastfeeding, pain, fatigue, 

medical issues, postpartum depression (25)  

• Negative impressions of staff attitudes or 

interactions with staff: loud, uncaring (24, 25)  

• Provision of KMC information and counselling (24, 

25, 48, 52-55)  

• Male inclusion (24, 25, 52-55) 

• Access to staff and positive staff attitudes and 

respect for mothers (48, 52, 54)  

• Ability to stay with infant in health facility (54) 

• Baby’s weight gain and earlier discharge as 

motivators (56, 57) 

Social and 

cultural norms  
• Community perceptions of preterm birth led 

to shame, stigma, fear or guilt of doing KMC 
in public (48, 52, 55)  

• Contradictions with traditional newborn care 

practices – infants carried on back and not on 

the front, bathing practices, nappies not used: 

mother is unclean (52)  

• Role definitions and gender roles – care of 

babies and KMC belong to females, 

disempowerment in decision making (24, 55) 

• Belief that infant enjoys KMC (24, 54)  

• Societal acceptance of paternal involvement (24, 

48, 52, 53, 55)  

• Multiple stakeholders involved (53) 

Psycho-social 

factors 
• Mother lonely and depressed in KMC ward – 

feelings of isolation (56) 

• Mother-infant attachment not well developed 

– perception that baby does not enjoy KMC 

(24) 

• Fear or anxiety of hurting the infant (24, 25, 
54, 55)  

Effects of KMC: 

• Promotes mother-infant bonding (24, 48, 52, 54)  

• Calming, relaxing, comforting, natural, instinctive, 

secure, logical, healing – speeds up emotional and 

physical recovery of mother (24, 48, 52, 54)  

• Caregiver confidence (24, 54)   

• Caregivers feel useful (24, 54)  

Practical 

factors  
• Poverty – cost associated with travel, food, 

lodging (24, 47)  

• Out-of-pocket expenses where health care is 

not free (24, 47)  

• Time – intensity of care of the preterm, other 

household or work responsibilities, 

commuting from home to health facility (24, 

55)  

• Lack of transport and distance to facility (24, 

47)  

• Support of government or employers for parents, 

e.g. maternity leave, vouchers for transport (58) 
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Factor Barriers Enablers 

Awareness 

and 

knowledge 

• Low awareness of KMC benefits and 

newborn care among mothers, other 

caregivers and community (24, 25, 52, 55)  

• Information shared to men and women, 

families and communities only after the birth 
of the preterm and LBW baby (55) 

• Mother expected to perform KMC with little 

or no instruction (25) 

• More likely to understand and respond well if 

KMC is well explained to mother (24, 25, 52, 55)  

• Awareness of KMC before birth (52, 55)  

Family and 

community 

support 

• General lack of buy-in/ low perceived value 

or community disapproving of KMC, 

especially mothers-in-law and grandmothers 
(24, 49, 52, 55)  

• Bad attitudes and pressure from peers (48, 55)  

• Support from family, friends and other mothers, 

e.g. grandmothers, sisters, others helping with 

chores – also paternal support (24, 25, 48, 52-55)  

• Informal women’s networks sharing information 

(52)  

• Community and religious leaders advocating KMC 

(52, 53)  

 

2.5. Kangaroo mother care in South Africa 

Studies published on KMC in South Africa can be divided into two broad themes: 

implementation and scale-up of KMC services, and mothers’ experiences of the practice of 

KMC. 

2.5.1. Implementation and scale-up of kangaroo mother care services in 

South Africa 

Implementation of KMC started in South Africa in the 1990s at Groote Schuur Hospital in 

Cape Town (59) and at Kalafong Hospital, near Pretoria (60). This was followed between 

2002 and 2006 by outreaches to scale up KMC services in hospitals in KwaZulu-Natal, 

Gauteng and Mpumalanga provinces to implement KMC (61-65). KMC was also included in 

other programmes to strengthen neonatal care services in hospitals  (66, 67). In the first 

decade of the millennium, several studies were published about implementation at one 

specific hospital, focusing on infant health outcomes (68-70) and/or caregivers’ and health 

providers’ perspectives and attitudes towards KMC (57, 65). There were also several studies 

regarding the health outcomes for small infants receiving KMC (59, 68-71). As KMC became 

integrated into the neonatal healthcare system, KMC wards were also used for studying 

shorter and longer-term outcomes of preterm or LBW infants (72, 73).  

Since 2012, the rollout of KMC became incorporated into official policy and guideline 

documents such as South Africa’s National Strategic Plan for a Campaign on Accelerated 

Reduction of Maternal and Child Mortality in Africa (CARMMA) (74) and the 2012-2016 
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Strategic Plan for Maternal, Newborn, Child and Women’s Health and Nutrition (75). The 

Tshwane Declaration of Support for Breastfeeding in South Africa mandated the 

implementation of KMC together with the Baby Friendly Health Initiative (BFHI) in the 

country (76).  

As KMC became integrated into the neonatal healthcare system, KMC wards were also used 

for studying shorter and longer-term outcomes of preterm or LBW infants (81, 82).  

2.5.2. Kangaroo mother care practice in South Africa – mothers’ experiences 

Despite the uneven implementation of KMC in the public healthcare sector and very little 

implementation in the private sector in South Africa (77), several (mostly qualitative) studies 

have been published on mothers’ experiences and perceptions of KMC and healthcare 

providers’ attitudes in various provinces in South Africa. These include three from Gauteng 

(78-80), one from KwaZulu-Natal (65), two from Limpopo (54, 81) and four from the 

Western Cape (56, 57, 82, 83). The study settings comprised only public hospitals, covering 

the whole spectrum from district hospitals (4 studies) (54, 81-83) to regional hospitals (1 

study) (65) to tertiary hospitals (2 studies) (56, 57) to academic/central hospitals (3 studies) 

(56, 78-80). All studies included mothers of preterm or LBW infants, with one study focusing 

on adolescent mothers (82), and one on isiXhosa-speaking mothers in Cape Town who 

originated from the Eastern Cape Province (56). Two studies from the Western Cape included 

fathers (57, 82) and two studies covered nursing staff (81, 83). The number of participants 

ranged between 6 and 38 per study. The studies from Gauteng all reported the use of focus 

group interviews as data collection technique (78-80), the rest reported using individual 

interviews, sometimes further qualified with terms such as “face-to-face” (54, 65, 83), “in-

depth” (54, 57, 82), “semi-structured” (56) and “unstructured” (81). 

Mothers’ experiences are discussed according to the four components of KMC explained in 

Section 2.1 of this chapter. The supportive (and non-supportive) environment is covered by 

the hospital environment and the support mothers have received from healthcare providers, 

other mothers, and families. Under the heading of KMC acceptance, the focus is largely on 

skin-to-skin care, which was new to many study mothers. This section ends with a review of 

breastfeeding experiences and planning for discharge. 
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The hospital environment 

A prominent finding in many studies was the unpreparedness of mothers, fathers and families 

for preterm birth and what the course of events, including practising KMC, would entail. 

Leonard and Mayers (57) describe the unexpected early birth as accompanied by “intense 

disappointment and overwhelming fear”. Mothers’ emotions are also described in the 

literature by terms such as worried, confused, distressed, uncertain, scared and sad (56, 57, 

65, 81, 82). Their concerns were about the physical well-being of their small babies (e.g. 

hypothermia; suffocating, hurting or dropping the baby) (56, 65, 81) and about their parenting 

(e.g. handling the baby and breastmilk production) (56). Some mothers also did not have 

prior knowledge about KMC (83). Mpongwana-Ncetani et al. (56) report that isiXhosa-

speaking women found KMC a foreign, western concept in conflict with the Xhosa culture of 

not holding babies for long periods, but they also acknowledged that KMC was beneficial.  

Two aspects of the hospital environment related to this unpreparedness were reported in the 

literature: the high-tech environment of the neonatal care intensive unit (NICU) and the 

neonatal high-care unit; and the environment in the continuous KMC unit or ward.  

Very little data was found on the practice of KMC while preterm infants were still in the 

NICU or high-care unit. From a few study reports, it could be deduced that KMC was 

practised intermittently before starting with continuous KMC (57, 83). Leonard and Mayers 

(57) refer to the unfamiliar and intimidating environment of the NICU with high-tech 

equipment and incubators that hampered parent interaction. One academic hospital only 

allowed breastfeeding after a newborn had been transferred to the KMC unit (79). Mothers in 

this study found tube feeding stressful and had challenges with expressing breastmilk and 

maintaining milk supply for a long time.  

Four studies provided information on how the continuous KMC environment influenced 

mothers’ moods. The study by Ndou et al. (54) refers to the physical environment of the 

KMC ward with its limited basic amenities and lack of privacy. Mothers also had to supply 

their own detergents for washing their clothes and sometimes nappies for the baby. The other 

three studies describe the challenges for mothers having to stay with their babies in the KMC 

unit. Leonard and Mayers (57) call these the “living-in challenges” that included restricted 

support from and visiting hours for the family, the father’s exclusion from KMC, and the 

mother’s 24/7 care of the infant and sacrifice of own needs. Mpongwana-Ncetani et al. (56) 

identified a theme, “distress in the KMC ward”, for the Xhosa women who found KMC 
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physically demanding. In the literature, other complaints that triggered a longing to go home 

were feelings of being disheartened, frustrated, bored, lonely, tired, sleep-deprived and 

having backache (54, 57, 80, 82). Xhosa mothers who missed the cultural custom of older 

women training the new mothers for motherhood indicated that the KMC ward mimicked the 

home environment in that nurses took on the role of these older women and that the KMC 

ward provided a safe space that protected the baby from illnesses and evil spirits (56).  

The conditions in the KMC ward described above could impact the support for KMC 

mothers, especially from partners, spouses and other family members, and their relationships. 

Support for mothers, interactions and relationships  

Support and relationships in the KMC ward are described in different ways in the literature 

(65, 82). Mpongwana-Ncetani et al. (56), for example, describe the KMC ward environment 

as “the KMC village” consisting of mothers, doctors and nurses who define the interpersonal 

relations in the ward. 

Support from and interactions with healthcare providers. Most studies referred to some form 

of support from healthcare providers for mothers of preterm babies receiving KMC. This 

entails practical support (65), emotional support (57, 65, 82, 83) and support for mothers in 

preparation for discharge (81). Providing regular information to mothers on the progress of 

the baby (57) and the availability of health workers to answer questions or clarify issues (54) 

are forms of informational support.  Practical support refers to guidance on and assistance 

with providing skin-to-skin care and facilitating the early initiation of breastfeeding (54, 65, 

82).  

Studies report that the majority of mothers were generally satisfied with the support and 

treatment they received from nurses and the interactions they had with them. Vulnerable 

groups to receive additional or better support are first-time mothers (80), adolescent mothers 

(82) and mothers from specific cultural backgrounds (56, 81). Adolescent and Xhosa mothers 

perceived their interactions with doctors in a more positive light than their interactions with 

nurses (56, 82). The literature also alludes to mothers’ requests for more client-centred care 

(83). 

Support from and interactions with other mothers in the KMC ward. Five studies refer to 

the positive interactions between mothers in a KMC unit that resulted in mutual trust and 

friendships (56, 57, 65, 82, 83). Support came about by other mothers being good listeners 
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and mutually sharing “feelings, fears and emotions" (57) and encouragement (65). They 

also shared or discussed information received from health professionals (56), such as the 

importance of KMC, how to comfort a baby, and proper KMC positioning (83). They even 

shared food and toiletries (56).  

Support from family members and relationships with them. Generally, mothers were 

emotionally supported by their spouses, partners and other family members (57, 65, 82) 

through frequent visits and comforting words (54). Xhosa women missed the support they 

would have received from their extended family at home (56). The long period of separation 

– which could even be longer than 4-6 weeks – when mothers were away from their families 

could create tensions with husbands/partners and affect the care of other children negatively 

(57, 82, 83).  

Acceptance of KMC  

Initial apprehension and hesitation about KMC made way for acceptance of KMC as mothers 

became familiar with the method and gained confidence in caring for their small babies with 

the support of the healthcare workers (56, 65, 80). This was especially noticeable when a 

baby was moved from the neonatal unit with incubator care to a continuous KMC ward, 

which meant spending more time with the baby in the skin-to-skin position (56, 80, 82). 

Closeness to their babies was perceived as a major factor in mothers’ feeling a special bond 

with their babies (56, 57, 65, 80). This closeness also enabled parents to get to know their 

babies (57, 80), monitor their well-being (54, 80), and respond to their cues and cries (56, 

80). Growth and weight gain were the ‘proof’ that KMC was working (65, 80) and the 

measure of the successful care of a small newborn (57). 

Breastfeeding 

Several South African KMC studies refer to breastfeeding as one of the components of KMC 

in their background section and/or in specific quotes from mothers. Leonard and Mayers (57) 

link their findings to two main roles of mothers of preterm infants: providing breastmilk and 

warmth through skin-to-skin care, which enhances lactation. In addition to literature with 

very general statements about breastfeeding (65, 81, 82), Rodriguez et al. (70) describe that 

87 exclusively breastfed infants treated on KMC had a good growth pattern, which could be 

ascribed to exclusive breastfeeding.  
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There are scant mentions in the literature relating to individual mothers’ specific positive 

experiences regarding breastfeeding. Robertson and Crowley (82) cite one adolescent mother 

who said that feeding at the breast made her realise, “I am now a mother”. Ndou et al. (54) 

quote a mother saying, “I constantly observe my baby ... how she sucks from the breast. All 

the time when she cries, I am closer to her.”  

Reports of negative experiences were more from the time in the neonatal unit when mothers 

had to express breastmilk for tube and/or cup feeding, before they moved with their babies to 

a continuous KMC unit. Three mothers in the study by Solomons and Rosant (83) indicated 

that they would have wanted assistance with breastmilk expression. Randa et al.  (80) 

mention first-time mothers’ perceptions of poor nursing support for breastfeeding, which 

caused stress and worry about insufficient milk production. Some participants in 

Mpongwana-Ncetani et al.’s study (56) felt overwhelmed by the two-hour feeding schedule 

of the preterm infants and were stressed about whether the feeding tubes were working 

properly, as they perceived nurses were not checking them regularly. 

Two publications discuss in more detail the feeding experiences and intentions of mothers in 

a KMC unit in a tertiary hospital. The 2021 paper by Madiba and Sengane (79) mentions 

general feeding difficulties were mothers’ constant worry about milk supply and babies’ 

inadequate sucking ability. Mothers experienced milk expression as difficult, stressful and 

painful and lacked confidence and skill to administer the breastmilk via tube. The transition 

from tube feeding to feeding at the breast had other challenges, such as the baby’s latching on 

the breast and a mother’s worry that the baby would lose weight. There were, however, also 

positive experiences associated with establishing breastfeeding, such as the baby’s improved 

sucking reflexes and the mother-infant bonding. The 2023 study by Madiba et al. (78) reports 

on mothers’ initial difficulties with breastfeeding, their positive attitudes expressed while in 

the KMC unit, and their intentions to continue breastfeeding after discharge. The authors also 

allude to the counselling, training and support nurses gave to mothers, which positively 

influenced their breastfeeding intentions after discharge.  

Discharge planning 

No information could be found on South African mothers’ KMC experiences after hospital 

discharge. Gooding et al. (84) surveyed mothers in a KMC unit on their readiness for 

discharge; 88% reported a high level of discharge readiness. The discharge-readiness tool 

contained item categories related to feeding, infant care, infant health and medications, and 
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practising KMC. Mahwasane et al. (81) interviewed a sample of midwives in a district in 

Limpopo Province on the post-discharge needs of mothers of preterm infants. Still, the study 

did not involve mothers or their experiences. The 2003 KMC policy and guidelines for the 

Western Cape Province discuss planning discharge with the parents, discharge criteria 

regarding weight gain, and follow-up procedures (85). A chart completed daily to assess 

readiness for discharge was used in KwaZulu-Natal Province through observing the baby’s 

weight gain and feeding ability and the mother’s confidence in infant care, home support for 

her and the baby, and compliance with continuous KMC (86).  

Three studies from the Western Cape refer to discharge. Leonard and Mayers (57) indicate 

that “weight gain symbolises a step closer to discharge and to life as a family outside the 

hospital”. Mpongwana-Ncetani et al. (56) refer to mothers’ preoccupation with weight gain 

and sufficient milk supply to enable discharge home. Robertson and Crowley (82) describe 

the information and support nurses and social workers provided to adolescent mothers before 

discharge.  

2.6. Conclusion 

This chapter provided an overview of the development of the kangaroo intervention over 

more than 40 years, internationally and in South Africa. The definition of KMC and its 

benefits, as well as the barriers and enablers regarding the uptake of KMC, were discussed. 

The last section of the chapter describes mothers’ experiences of KMC in South Africa. The 

next chapter gives an overview of the methodology followed in executing the study reported 

here.  
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CHAPTER 3: METHODOLOGY 

 

This chapter discusses the study design, the research setting, the study population, data 

collection, data management and analysis, and applications of rigour.  

3.1. Study design 

As no research on KMC services and client experiences of KMC had been conducted in the 

Fezile Dabi District before, an exploratory qualitative research design was considered the 

most appropriate for this study. Little information was available on the important issues that 

mothers and their families experienced as barriers or enablers to the practice of KMC in 

hospitals and at home. A better understanding of these experiences and other factors that 

influenced service provision and the involvement of mothers and healthcare workers in caring 

for small newborns was needed. Conducting semi-structured interviews was considered the 

most appropriate technique to elicit rich information. This approach is also in line with the 

proposal of Seidman et al. (25) about the need for qualitative and ethnographic research 

focusing on KMC mothers, healthcare providers and community members. The design of this 

study would also be a first for the Free State Province, as it differed from that of the other two 

Free State KMC studies reported in the literature (69, 70). 

3.2. Research setting 

The setting for this study was the Boitumelo Regional Hospital and the Fezile Dabi District. 

Fezile Dabi is one of the five districts in the Free State Province of South Africa and has a 

population of 509,912 in 2022 (87). Boitumelo Hospital in Kroonstad is the district’s only 

public regional (level 2) hospital. Kroonstad is part of the Moqhaka Municipality with a 

population of 155,410 in 2022 (88). As there is no district hospital in this municipality, 

Boitumelo also functions as a district hospital for level 1 care. Of the available 312 inpatient 

beds, 15 are maternity beds and 12 neonatal beds, of which 4 are allocated for intensive and 

high care and 8 for KMC (personal communication, Dr Refilwe Mofokeng, 23 January 2025).   

Study participants were recruited in the neonatal unit (including the KMC ward) and the 

postnatal follow-up clinic at the paediatric outpatient department (POPD) at the Boitumelo 

Hospital.  



19 

 

3.3. Study population and sample 

The study population included mothers admitted to the Boitumelo Regional Hospital in 

Kroonstad who were providing or who had provided KMC for their preterm and LBW 

infants. Health professionals and other health workers caring for these mother-infant dyads 

were also included.  

Table 3.1 summarises the different groups of study participants, sampling strategies, 

inclusion criteria and the intended versus the realised sample in this study. The planned 

sample sizes for this study were based on the need to ensure a diverse range of perspectives 

across key participant categories. Purposive sampling was used to target mothers with 

direct experience of KMC in both hospital and community settings. The initial sample size 

estimates were guided by the information provided by the head of the neonatal unit during 

initial visits and were determined by the potential number of participants that would be 

available in the KMC unit and at the POPD during the data collection period.  

Mothers with infants born >2500g were excluded. A further exclusion criterion was potential 

informants who were unwilling or unable to participate. None of the approached informants 

refused to participate in the study.  

Table 3.1. Summary of sampling and data collection methods  

Data 

collection 

method 

Participants Sampling 

strategy 

Inclusion criteria Number 

planned 

Number 

obtained 

Key 

informant 

interviews  

Head: paediatric 
unit  

Purposive • Intimate involvement in the 
care of preterm and LBW 

infants 

• Willing and available to 

participate 

1 1 

Nursing 
manager: 

paediatric unit  

Purposive 1 1 

Individual 

interviews 

Other relevant 

health 

professionals 

Snowball • Referred by other 

participants as an important 

source of information 
• Willing and available to 

participate 

Not 

specified 

3 

Individual 

interviews  

Mothers in the 

neonatal unit 
(incl. KMC 

ward)  

Convenience • Mothers of LBW and 

preterm infants practising 
KMC in hospital or at home 

• ≥18 years of age 

• Willing and available to 

participate 

8 6 

Mothers at the 

POPD clinic  

Convenience 5 7 



20 

 

Data 

collection 

method 

Participants Sampling 

strategy 

Inclusion criteria Number 

planned 

Number 

obtained 

Focus group 

discussions  

(1 for each 

group) 

CAs  Total 

population 

• Working in the coverage 

area of the Boitumelo 

Hospital 

• Willing and available to 

participate 

4 0 

CHWs  Convenience 6-8 4 

Abbreviations:  LBW, low birth weight; KMC, kangaroo mother care; POPD, paediatric outpatient 

department; CA, clinical associate; CHW, community health worker  

 

3.4. Data collection  

Data collection for the study was conducted with available participants over two consecutive 

weeks in February 2024. Although fewer mothers than planned were available in the KMC 

unit for interviews and more mothers at the POPD, data saturation was reached, and no 

further issues or insights emerged in the last interviews conducted.  

Table 3.1 served as the original plan for data collection. All types of interviews with all the 

main informant groups were conducted, except the focus group interview with clinical 

associates. As there were no clinical associates attached to the hospital at the time of data 

collection, this group had to be excluded.   

Key informant interviews were conducted with the paediatrician in charge of the neonatal 

unit and the nursing manager. Other potential information-rich health workers identified for 

individual interviews were one professional nurse and two enrolled nursing assistants. 

Individual interviews were conducted with six mothers of preterm and LBW infants in the 

neonatal and KMC units and with seven mothers bringing their infants back for follow-up at 

the POPD of the hospital. Only four community health workers (CHWs) could be recruited at 

the primary healthcare facility (clinic) closest to the Boitumelo Hospital for a focus group 

discussion. These participants were considered the link between the hospital and the 

community.  

All interviews were face-to-face and took place in private spaces. They were audio-recorded 

with the participants’ permission and lasted between 30 and 45 minutes. The interviews were 

conducted with the aid of semi-structured interview guides with open-ended questions, which 

were available in English, Sesotho and Afrikaans (see Appendices G to I).  



21 

 

Interviews with mothers and the focus group with CHWs were conducted in the participants’ 

language of choice, which were English and/or Sesotho. No participant requested an 

interview in Afrikaans. A retired Sesotho-speaking nurse experienced in interviewing assisted 

with the five interviews conducted in Sesotho. She was also familiar with the district but did 

not work for the Free State Department of Health. Interviews in Sesotho included the focus 

group with the CHWs, two with mothers in the KMC ward, and two at the POPD. The 

researcher and the assistant interviewed healthcare providers and the rest of the mothers in 

English.  

3.5. Data management and analysis 

All interviews were audio-recorded with participants’ permission, and field notes were made 

during interviews at the hospital. Field notes were typed, and audio-recordings were 

transcribed verbatim. The Sesotho interviews were transcribed, and each transcript was then 

translated into English by two separate translators to enhance the quality of the interpretation.  

The field notes of each data-collection event and each interview transcript received a unique 

identifier in their file name. The researcher kept a reflexive journal for documenting research 

processes and her own impressions, experiences and possible biases. As part of the audit trail, 

an MS Excel spreadsheet was kept of all field notes, audio-recordings, and their transcripts.  

It is acknowledged that data collection, analysis and report writing in qualitative studies often 

overlap. The description below clarifies how the analysis was done systematically. Data 

analysis was done separately for three different groups in the following order: mothers in the 

neonatal/KMC unit; mothers at the POPD; and health professionals in the neonatal unit. The 

transcript of the CHW focus group discussion was excluded from the data analysis. CHWs 

were supposed to have been linked to KMC mother-infant dyads at discharge in order to 

support them at home, encourage follow-up visits and refer in the case of danger signs. This 

appeared not to have happened, and they were unable to answer the interview questions in a 

meaningful way.  

The transcripts were copied into Excel MS templates to facilitate manual analysis. The 

interviews followed the questions in the interview guides fairly closely, and the questions 

were copied in the first column. A separate column was created for each participant’s 

verbatim answers. Participants’ answers to the same question could then be analysed by 

reading through the answers in horizontal rows. At the end of each row, separate columns 
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were created for the inductive coding by the researcher and a second analyst, and for 

facilitators and barriers.  

Each group’s data was deductively analysed according to the barriers and enablers described 

in Tables 2.1 and 2.2 in Chapter 2. Thereafter, the same data sets were analysed inductively 

to contextualise the findings. For this, Braun and Clarke’s six-phase thematic analysis 

approach was followed (89). After further familiarising myself with the data (step 1), a 

process of general initial coding (step 2) was followed, looking for categories and themes 

(step 3), and reviewing the themes, accompanied by constant comparison between transcripts 

(step 4). The next step was the comparison of categories and themes that emerged from the 

analysis of the data collected from mothers and health professionals, with further refining of 

the themes (step 5) to construct an interpretation framework to use for writing the report (step 

6).  

A second independent data analyst reviewed the data, categories and themes that emerged 

from the analysis at various intervals during the analysis process to verify the feasibility of 

the interpretation. The researcher made notes in a column in the Excel database sheets, with 

the second analyst making her notes in a separate column. These notations formed part of 

Braun and Clarke’s step 2, and could be considered as the development of a type of code 

book. The codes were then further explored iteratively throughout steps 3, 4 and 5 in multiple 

discussions between the researcher and the second analyst until consensus was reached on 

themes, sub-themes and categories.  

3.6. Ethical considerations 

The study protocol received ethical approval from the following institutions: the University 

of Witwatersrand, Johannesburg, Human Research Ethics Committee (Medical) (clearance 

certificate no M230711 MED23-05-032); the University of the Free State Health Sciences 

Research Ethics Committee (ethical clearance number: UFS-HSD2022/1513/2504-0006); and 

the Free State Department of Health (no reference number). Permission letters for conducting 

the study are included as Appendices A, B and C. 

Participant information letters were prepared in English, Sesotho and Afrikaans and 

explained the purpose and scope of the study and their rights as participants (see Appendices 

D to F). Participants received further verbal explanations of the content and had time to ask 

questions before signing consent to participate in an interview and to have the interview 
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audio-recorded. Because mothers with sick and small babies are considered a vulnerable 

group, a distress protocol was in place in case a maternal participant needed counselling and 

support as a result of participating in the study (Appendix J).  

3.7. Rigour 

The trustworthiness of the study is demonstrated by various measures put in place from the 

inception of the study until report writing. We used the trustworthiness criteria as described 

by Lincoln and Guba, namely credibility, transferability, dependability and confirmability 

(90). Table 3.2 summarises how the trustworthiness criteria were applied. 

Member checking could not be done because of the wide area in which the mothers lived, and 

communication barriers and time constraints made this difficult. However, at various points  

Table 3.2. Trustworthiness criteria for the study  

Criterion Techniques applied in this study 

Credibility (truth value) • Content validity of data collection tools was ensured and 

evaluated by experts in the field 

• Interviews with mothers continued until data saturation was 

reached (content validity) 

• A second researcher reviewed the data, categories, themes 

and interpretation 

• Verbatim quotes from participants are included in the 

findings chapter   

Transferability 

(acceptability) 

• Study participants were identified and described  

• Interviews elicited basic demographic and other contextual 

information from participants  

• Districts with similar populations may identify with some of 

the findings 

Dependability 

(consistency) 

• Audit trail  

• Reflexive journal documented the research process and 

decisions 

• Triangulation of data sources (key informant interviews 

with health professionals and individual in-depth interviews 

with mothers)  

Confirmability (neutrality) • Self-reflection on the researcher’s positionality is provided 

in Section 3.7.1.  

• A statement on the researcher’s background in public health 

that may have influenced influence the presentation of 

findings is included in the study limitations in Section 5.4. 

• Reflexive journal kept documenting own experiences, 

impressions and potential biases  
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during the interviews, the researcher confirmed her understanding by giving a summary of 

the information back to the interviewee. To overcome this limitation with regard to the 

Sesotho transcriptions, a second translator did independent translations of the transcripts to 

ensure a more accurate interpretation of the mothers’ views.  

3.7.1. Researcher positionality 

Aspects that could have influenced how the study was conducted are my position as a white, 

middle-aged woman with a professional background in nutrition and employed as the 

manager of a school-based HIV- and gender-based violence prevention programme. It was 

easy to relate to the health professionals involved in the study, as we all had similar 

understandings of our professional responsibility of caring for vulnerable people.  

Despite growing up on a farm in the apartheid era, I was raised to respect life, treat people 

with dignity and embrace all human beings. I was aware having received better formal 

education, coming from a privileged background, and not being able to speak the mother 

tongue of the maternal study participants placed me in a position of power. It was thus 

important to create a situation where they would participate voluntarily and not because they 

felt obliged to do so.  

Having a research assistant fluent in the first language of most of the participants assisted in 

bridging some of these gaps. The two of us shared our findings, emotions, and experiences of 

the day while driving back from Kroonstad to home every day. The next morning, we would 

discuss our internalisation of the data collected the previous day. 

My fears of being unable to do justice to the study participants’ expectations were further 

allayed during recruitment and the interviews. Both the research assistant and I were 

cognisant that we entered the space where the mothers had been living or lodging for the past 

month or more as outsiders. By allowing the interviewees to set the pace of the interview, 

they appeared to feel at ease expressing and voicing their experiences and perceptions freely. 

During the interviews, I was touched by the mothers' fears and anxieties about their preterm 

and LBW babies and their socioeconomic circumstances facing poverty, and even more so by 

those of the younger, inexperienced mothers.  

As a healthcare manager, I knew I had to listen with the ear of a researcher, trying to stay 

neutral, leaving my own experiences, values, and beliefs aside during the engagements with 

the participants and the interviewing process. However, minimising subjectivity was easier 
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said than done. During the first few interviews, I had to constantly check myself to not 

respond with expressions of appreciation or agreement. In one or two of the interviews, I also 

found myself ending the interview by counselling a participant on breastfeeding, one of my 

areas of expertise.   

3.8. Conclusion 

This chapter provided an overview demonstrating the systematic processes followed in 

collecting and analysing the data. The findings emanating from the analysis are discussed in 

the next chapter. 
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CHAPTER 4: FINDINGS 

 

The findings are presented in four main sections: study participants; birth and infant 

characteristics; barriers and enablers to KMC practice; and mothers’ experience of KMC. The 

explanation for the codes for direct quotations is the following:  

• M1W#: mothers interviewed in the neonatal and KMC ward; # refers to the unique 

participant number;  

• MPN#: mothers interviewed in the POPD; # refers to the unique participant number; 

and  

• PS#: health professionals interviewed; # refers to the unique participant number. 

4.1. Study participants 

The interview transcripts of 18 participants were included in the analysis. Participants 

comprised six mothers in the KMC or neonatal ward, seven mothers returning for follow-up 

at the paediatric outpatient department (POPD), and five healthcare workers. Table 4.1 

provides detailed demographic information of all participating mothers and Table 4.2 

contains information on the participating health workers.  

A total of 13 mothers were interviewed, six in the KMC and neonatal ward and seven at the 

POPD at a follow-up visit after discharge from the hospital. Their ages ranged between 19 

and 35 years. The participants from the KMC/neonatal ward were slightly younger (range of 

19 -27 years) than the mothers interviewed at the POPD (range of 23-35 years). Ten mothers 

had Sesotho as their home language, whereas two were Xhosa-speaking and one spoke 

English. All mothers in the KMC/neonatal ward were non-local residents, referred from other 

health facilities in the Fezile Dabi District during pregnancy or after birth.  Regarding the 

others who visited the OPD, only two were living further away, and the remaining five were 

local residents living in and around Kroonstad. The travel distance for mothers living 

elsewhere was between 59 km and 122 km. 

All participants had at least a Grade-9 level of education, with one having a post-school 

qualification. Five had completed Grade 12, with four having achieved Grade 11. 

Unemployment was high: eight participants were without any work, three had part-time 

employment or ‘piece jobs’, and one was employed full-time. 
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Table 4.1. Characteristics of maternal study participants (n=13) 

 

Characteristics 

Mothers in KMC and neonatal wards (n=6) Mothers at POPD follow-up visit (n=7) 

M1W1 M1W2 M1W3 M1W4 M1W5 M1W6 MPN1 MPN2 MPN3 MPN4 MPN5 MPN6 MPN7 

Age 27 18 22 19 26 26 27 23 40 30 34 35 28 

Highest education level 

Grade 9 X X            

Grade 10            X  

Grade 11   X X   X   X    

Grade 12     X X  X X  X   

Post-school education             X 

Home language 

Sesotho X X X  X X  X  X X X X 

isiXhosa    X     X     

English       X       

Employment: 

Unemployed X X X X   X X  X  X  

Piece jobs/Part-time     X      X  X 

Fixed position      X   X     

Residence: 

Kroonstad area        X  X X X X 

Further away X X X X X X X  X     
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Characteristics 

Mothers in KMC and neonatal wards (n=6) Mothers at POPD follow-up visit (n=7) 

M1W1 M1W2 M1W3 M1W4 M1W5 M1W6 MPN1 MPN2 MPN3 MPN4 MPN5 MPN6 MPN7 

Relationship with father: 

Married / Living together X          X   

Boyfriend (not living 
together) 

  ? X X X X X    X X 

Single  X       X X    

Sources of family income: 

Child grant for current 

baby 
          X X X 

Child grant for previous 
child 

  X    X     X  

Pension or social grant¥   X X X X     X    

Own salary/wage      X   X     

Partner/husband income X             

Other*     X X X X X  X X  X 

Sources of support at home: 

Husband/partner X          X   

Own mother (=baby’s 
grandmother) 

 X X X X  X X  X    

Own grandmother      X    X    

Other relatives (sister, 

uncle, cousin) 
 X X X X  X    X X X 

No support      X   X     
¥ Pension or grant of participant’s mother or grandmother 

* Mostly family members for whom the type of income is unspecified 

Abbreviations: KMC, kangaroo mother care; POPD, paediatric outpatient department 
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A total of five healthcare workers were interviewed, including one paediatrician, two 

professional nurses (KMC/neonatal ward) and two enrolled nursing assistants (Table 4.2). All 

staff interviewed had more than five years of professional experience. Qualifications were 

appropriate for their designations. The two professional nurses also had an advanced 

midwifery qualification in addition to their general nursing diploma. The paediatrician had a 

certificate in child nutrition.  

Table 4.2. Background of participating healthcare providers (n=5) 

Background PS1 PS2 PS3 PS4 PS5 

Designation 
NICU Manager 

(PN) 

Enrolled nursing 

assistant 
Paediatrician 

Professional 

nurse 

Enrolled nursing 

assistant 

Years in 

career 
11 5 8 

14 (total) 

8 as PN 

13 (>5 years in 

neonatal unit) 

Years at 

Boitumelo 
Hospital 

2½ 5 5 32  

Qualifications 
General nursing 
with midwifery 

(diploma) 

In-hospital 

training 

MBChB; MMed 

(Paeds) 

Assistant nurse 
General nursing 

with midwifery 

In-hospital 

training 

Additional 

qualifications 

Advanced 

midwifery 
 

Certificate in 

Child Nutrition  

Advanced 

midwifery 
 

Abbreviations:  MBChB, Bachelor of Medicine and Surgery; MMed (Paeds), Master of Medicine (Paediatrics);  
NICU, neonatal intensive care unit; PN, professional nurse 

 

4.2. Birth and infant characteristics 

Table 4.3 provides more information on the infants of the mothers in the study. Ten mothers 

reported a first pregnancy, and three already had at least one child. Six mothers had a normal 

vaginal delivery, and seven infants were delivered by caesarean section. There were two sets 

of twins among the mothers in the KMC/neonatal ward and one among mothers visiting the 

POPD. Birth weights and gestational age were, unfortunately, not systematically probed from 

all mothers. For those with a reported gestational age, it ranged between 28 and 38 weeks. 

Only 9 mothers reported the birthweight: two infants were between 500-999g, four infants 

had a weight range of 1000-1499g, and three infants were between 1500-2499g. One mother 

reported that her twins were “underweighted” (M1W1).  

 



30 

 

Table 4.3. Birth and infant characteristics 

 

Characteristic 

Mothers in KMC and neonatal wards (n=6) Mothers at POPD follow-up visit (n=7) 

M1W1 M1W2 M1W3 M1W4 M1W5 M1W6 MPN1 MPN2 MPN3 MPN4 MPN5 MPN6 MPN7 

Parity 

     Primigravida  X  X X X  X X X X X X 

Multigravida X  X    X       

Delivery mode 

      Vagina X  X X   X X    X  

Caesarean  X   X X   X X X  X 

Multiple birth (twins) X    X   X      

Gestational age  28  

weeks 

38 

weeks 

28 

weeks 

29 

weeks 

32 

weeks 

31 

weeks 

7 

months 

30 

weeks 

7 

months 

6 

months 

34 

weeks 

36 

weeks 

Birth weight 

     500-999gr         X  X   

1000-1499g    X XX     X    

      1500-2499g       X     X X 

Low birthweight/SGA X             

Abbreviations: KMC, kangaroo mother care; POPD, Paediatric outpatient department; SGA, small for gestational age 
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4.3. Barriers and enablers to kangaroo mother care practice 

The barriers and enablers to KMC practice are organised around two main themes: support 

(or lack of it); and the health system.  

4.3.1. Theme 1: Support for mothers 

Figure 3 provides a graphic representation of the further division of the overarching theme of 

support into psychosocial and financial support. 

Subthemes for psychosocial support include support from healthcare providers and support 

from the family. Financial support is divided between government support and family 

support. All subthemes are divided into the categories of barriers and enablers.  

 

Figure 3. Graphic depiction of the themes, subthemes and categories of support 

 

Psychosocial support 

In our analysis, we interpreted psychosocial support as actions that addressed the emotional 

and social needs of mothers of preterm or LBW infants, contributing to their feelings of well-

being and confidence to care for their infants. These included actions related to educating and 

supporting mothers on how to care for their infants.  
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Family support. During labour and while in the hospital, most mothers received some form 

of psychosocial support from family members, but especially from healthcare workers. It was 

unclear how much support mothers received from the infants’ fathers, as some worked far 

away. One mother indicated: "He just came to assist" (M1W6). A participant with twins 

indicated that “the father of the babies will help me [at home]; he always visits us at the 

hospital” (M1W1).  From Table 4.1, it appears as if most mothers experienced a general lack 

of paternal support from the infants’ fathers because of their living arrangements. Three 

participants lived on their own, whereas eight lived with other relatives but not with the 

father. Only two lived with their husband or partner. Family support at home varied between 

support from the infant’s grandmother, and the mother’s grandmother, sisters, cousins or 

uncles.  

Healthcare worker support. Overall, mothers experienced the support and treatment they 

received from healthcare workers during antenatal care and their hospital stay as positive – 

“very caring”; “very patient”; “gave me some respect”; “just kind”; “nice”; “friendly”; 

“fair”; and “fine”. One mother referred to the empathy she received from staff: "I think they 

understood what I was going through" (M1W6). The health workers were also described as 

“helpful” – “They show me and help me” (MPN6). This is what one mother visiting the 

POPD said about the support she received with the care of her infant: 

“The nurse will come and help you hold the baby so that you don't drop the baby, and 

when you wake up, they will help you breastfeed, and then if you didn't know how to 

breastfeed, they would show you how to breastfeed and what to do and hold the baby.” 

(MPN1) 

There were also a few comments referring to less desirable treatment from some of the 

healthcare workers, although not all:  

“They treated me well [in antenatal care], but there are some of those that are 

irritating at times and like to shout at people. But overall, they treated me well.” 

(M1W1) 

The same mother remarked that the healthcare workers in the KMC ward were “nice, but 

others like to be harsh to mothers sometimes." (M1W1). Other mothers had similar mixed 

reactions about the treatment they received:  
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“Well, they're okay. … I would say is that everyone is different. You get those that are 

willing to assist, that are friendly towards you. … They understand that this is your first 

experience. And then there are just those that like, so, I think 80% are quite good at 

what they do and they understand. And then the other 20 is just …”. (M1W6) 

A major form of support related to mothers’ psychosocial needs, was the education, guidance 

and reassurance they received from the healthcare workers. This kind of support entailed 

factual education, demonstrations of correct practices, posters and pictures. We argue that 

providing factual information and guidance could give mothers confidence in handling their 

infants and indirectly influenced how mothers experienced KMC and the support they 

received – “They talked to me. If I asked something I could talk to them” (MPN7) and "How 

they told me about how my baby is. ... They always tell me how she is feeling, everything" 

(M1W4).  

“They are always there for us … and if we make mistakes, they're always there to tell 

us, ‘This is this thing you're doing is wrong. You have to do this.’ Yeah, they always 

being very supportive.” (M1W3) 

This is how one of the healthcare workers explained their involvement in providing 

information to mothers: 

“First health talk. The importance of breastfeeding. Mothers must know their babies. If 

they know their babies, they can be able to see if the colour of the baby changes, then 

they will report.” (PS2) 

It appears as if “good hygiene” and “cleanliness” (M1W3) around the preterm baby were 

emphasised in the hospital, from “surroundings must always be clean” (MPN4) to handling 

and feeding the baby – "I realised that hygiene is very important, you know, to prevent the 

baby from getting infected" (M1W6) and “That we should always wash our hands to avoid 

them getting any diseases'' (MPN4).  

“I was not familiar with it [hygiene], or you can be familiar, but practising is difficult. 

I was even to be like to do whatever it takes when I am around the baby. Washing your 

hands and the space around your baby." (MPN7) 

“Like we must keep the germs away from the baby and that's what I know that when we 

arrive there, we wash our hands. Other mothers they're not supposed to change their 

babies’ nappies, while we are still feeding.” (M1W5) 
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Other topics and caring tasks mentioned in antenatal care and during the hospital stay are 

summarised in Table 4.4.  

Table 4.4. Topics and care tasks mentioned in antenatal care and hospital 

Topic/task Quotation 

At antenatal care:  

Safe sexual practices  "About they are talking about using protection. So that the baby must not be 

affected of many things.” (M1W5) 

Wearing tight 

clothing  

“You shouldn't wear too many clothes to suffocate yourself.” (MPN1) 

In hospital:  

Holding position ''They taught me how to pick her up and I must not position her on another side 

because she will bleed, so I had to be careful when holding her.'' (MPN3) 

Breastfeeding “…. when you wake up they will help you breastfeed, and then if you didn't know 

how to breastfeed, they would show you how to breastfeed and what to do and hold 

the baby.” (MPN1) 

Baby’s 

developmental 

milestones 

“… then it was teaching us about how is your baby growing? And then at this 

month, the baby will be this old, … the baby will be doing this and then” (M1W5) 

Caring for the baby • "It was important to us to learn how KMC is, and we must take care of our 

babies." (MPN2) 

• “Feeding the baby, clean the baby's face with a wipe, change the nappy and 

washing of hands.” (M1W4) 

• "They taught me a lot from how to hold and handle the baby, how you give the 

baby medication, how you sleep with baby, be there was a lot." (MPN4) 

• “First, when you are done with the nappy, you have to go and wash through the 

nappy before feeding the baby and wash your hands. Then come feed your baby 

and you always have to wash your baby's cup before feeding, yeah.” (M1W3) 

 

Some mothers, however, did not perceive that they received the necessary informational 

support from healthcare workers during antenatal care – “They only gave me information 

about HIV with pregnancy, they did not say much “(M1W2). 

“They did not tell me much. I am sure they could have helped me with the pains. They 

do not tell me anything. They did not check that much.” (MPN5) 

Most mothers were positive about the educational support they received from healthcare 

workers in the KMC and neonatal wards, although one indicated, “I didn’t get any 

information” (M1W2). The three messages that appeared to have been reinforced the most 

were how to handle the baby and the importance of KMC and breastfeeding. This is how one 

mother with a 900-gram newborn explained the handling of her “too small” baby: 
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“They taught me how to pick her up and I must not position her on another side 

because she will bleed, so I had to be careful when holding her. … In her legs I mustn’t 

pull her up because she will bleed so I have to be careful how I handle her.” (MPN3) 

The quotations below illustrate the importance given to KMC and breastfeeding – “They 

encourage me to feed the baby, always doing skin to skin” (MPN5). 

“They told me to carry on with KMC because if the baby is having pain, it becomes less 

when you are doing KMC and the baby feels warm when on the mother’s lap.” (MPN3) 

“Ah, it was well, because they gave me all the information how to put down my baby in 

there to do the skin to skin.” (M1W3) 

“The other sister came to us in the morning. That side she was showing us the picture 

of the how to breastfeed the child. She was saying, I don't know what is this thing, the 

nipple: ‘So even if you don't have the nipple, the nipple doesn't feed the baby. The baby 

must be holding to this place [pointing at areola], not the nipple. If you, we always say 

we have a problem, for example, I don't have any nipple, so my baby cannot eat and 

stuff. No, the baby can eat. You must just know how to hold your breast for the baby to 

eat.’ She came with the picture and showed us the picture of a good and bad 

breastfeeding.” (M1W5) 

Financial support 

Financial support as a barrier or enabler for mothers and infants is divided between 

government and family support (Figure 3). Most participants reported a mixture of 

government and family support in terms of financial provision. 

The majority of mothers depended on child grants, pensions and other social grants received 

by other family members (Table 4.1) – “We are not working; we live with the grant money” 

(MPN6). Only two participants earned a salary or wage and one participant reported an 

income from the husband. Five participants indicated that a family member – either the 

mother’s mother or grandmother – received a pension or disability grant: “My grandmother 

gets her pension grant, and my mother works as a domestic worker” (MPN4). The grant 

income is often supplemented by a wage or salary earned by one or more of the family 

members: “Well, my mom is earning an income; my granny as well, pension though; my 

uncle, everyone, granny’s brother” (M1W1). 
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Three mothers in the POPD visit group already received a child grant for their last baby, 

whereas two mothers received a grant for an older child. One mother in the hospital group 

received a grant for a previous child. Two mothers referred to using the “grant money” to 

buy food – “Sometimes I buy [food] when I get R350 from the government, but mostly it's my 

sister and mom they buy groceries” (MPN1).  

4.3.2. Theme 2: The health system  

We categorised the barriers and enablers in the health system according to the WHO’s six 

health-system building blocks, namely the health workforce, service delivery, health system 

leadership and governance, financing, medical products and technologies, and health 

information systems (97). Some building blocks are more prominent in the participants’ 

perceptions as barriers or enablers than others, notably the health workforce and service 

delivery. 

In the interviews with healthcare workers, it was apparent that the functioning of the health 

system could provide or neglect to provide sufficient support to KMC mothers, which could 

influence the quality of care for small and sick newborns. The provider participants’ 

descriptions of their impressions of the quality of neonatal care services in the hospital ranged 

from “good” (PS4) to “fairly well” (PS1) to “we are not doing great; we are not doing 

bad” (PS3). Some of the participants gave the improvement in neonatal mortality rates as “a 

positive indicator” (PS1) for their judgement: 

“I think we're more in the middle because our, I think our neonatal mortality rate, 

we're still having a high neonatal mortality rate, but our late neonatal mortality rate is 

low. … after the babies get over the seven- or 10-days period, then they do fairly well.” 

(PS3) 

One participant who described the services as “for myself it is bad” (PS5) gave the service 

delivery, especially infrastructure, discussed below as the rationale.  

The health workforce 

The support that mothers reported they received from healthcare workers has already been 

discussed in the previous section. Issues around the needs of the health workforce and 

healthcare workers included staff shortages and workload, the absence of a multidisciplinary 

team, limited knowledge of KMC, and a need for capacity building. Staff shortages – “We 

must have enough staff” (PS4) – and a high workload were the most frequently reported 
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challenges for health workers to provide good care and effectively implement KMC – “We 

are working through in neonatal, sometimes we admit 18 to 20 babies … being two on duty” 

(PS4). 

“Mainly staff, so we have a really severe shortage of nursing staff and things like we 

would like to send more smaller babies for KMC, but that's the main challenge … and 

in order for us to send even more stable babies to KMC, we are restricted in such a 

way that we know that there is not enough nursing staff to supervise the moms for the 

smaller babies.” (PS3) 

Healthcare workers also expressed the wish for the availability of a multidisciplinary 

healthcare team, as well as more family-participatory care: 

“If we could have a multidisciplinary team, social workers involved, psychologists as 

well and involve family participation, involve the husband, the father, the mother.” 

(PS1) 

A longing to work with a broader team to support mothers with KMC positioning and the 

feeding of premature and LBW infants was also shared: 

“We don’t have facilities like having an OT [occupational therapist], … to come and 

show them, you know, proper positionings, teach them and the dietician to teach them 

about the care of their babies and the benefits of breastfeeding all the time. They [the 

mothers] just know that they have to breastfeed, but they do not know the benefits of 

breast.” (PS3) 

Furthermore, staff allocations determined how much knowledge the nursing staff had about 

KMC and the “different levels of knowledge regarding KMC” (PS3) among the healthcare 

workers was a concern.  

“I found out that our nurses mostly that are working in KMC, they were just put in 

KMC because of the shortage of staff but they were not knowledgeable as to the why, 

the importance of KMC.” (PS1) 

“The nursing staff, I find that the professional nurses that are midwife trained they 

know… some about the benefits of KMC, but the ones that have no midwifery actually 

do not have, you know, any knowledge. I also always have to teach them about the 

benefits of KMC and the lower staff like your staff nurses or your auxiliary nurses, they 
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really have no idea about the benefits of KMC … There is quite a vast difference.” 

(PS3) 

One professional nurse related her KMC training experience in 2012 as follows:  

“It was years back when they started this thing of KMC units when they came. KMC 

units were about to start. We went and we did a, I will … call it a crash course. I was 

still in [name of hospital] by then, but we went for KMC training.” (PS1) 

Medical interns also came with little knowledge of KMC – “I find that the interns from 

medical school, they really do not know much about the benefits of KMC” (PS3). 

Knowledge and skills around KMC were mainly acquired on the job and with in-service 

training sessions with the paediatrician and the nurse with KMC training:  

“Though they [nurses and assistants] are not certified, but at least with what I have 

taught them, the importance of KMC, now at least they are on par with us, they 

practice. We talk one language now.” (PS1) 

A further suggestion was for more KMC training for staff caring for newborns in the hospital. 

“Our staff … should be skilled on the knowledge of KMC because none of our staff 

members have gone for KMC training. I would love to see that happen. At least KMC 

training for the people that are working with the unit specifically.” (PS1) 

Service delivery 

The availability of sufficiently skilled staff members impacts service delivery. In addition, the 

researcher’s observations on the existing infrastructure and equipment, such as the limited 

space and lack of privacy in the neonatal and KMC wards, and worn-out beds in the KMC 

ward, were also confirmed by the healthcare worker participants. This is how participants 

explained the overcrowding of a “not … conducive neonatal unit as according to the 

guidelines is said half a metre spacing in between the beds” (PS1):  

“It is … this space. This is too little and sometimes you find we are having 12 points for 

oxygen, so which means I think we have to admit 12 babies. But we are admitting, like 

now we are having 14 babies, and the other side here doesn’t have the point of oxygen. 

We have to struggle.” (PS5) 

Overcrowding in the neonatal ward increased the risk of neonatal infections: 
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“So, we are challenged in that sense and that actually now makes a challenge of we’re 

having a whole lot of nosocomial sepsis. Sepsis is due to overcrowding in the neonatal 

unit, so that is one of our, you know, the biggest hiccups.” (PS3)  

“Most of our deaths are because of the infection in the unit. We had to do. what we call 

terminal cleaning and then we have to find out the cause and try to mitigate the 

situation because we had the spike of infection rate but mostly caused by … the 

overcrowding in the unit.” (PS1) 

Overcrowding was also experienced in the KMC ward: 

“Secondly, the KMC took six babies. They have to be six, but sometimes you find them 

being eight in the ward and then again there must be a ventilation [of air]. And it's 

wrong again; [it is] good for the babies to be in a good environment. Then the mothers 

are sleeping there, the babies are there, the food, everything in there is so stuffed from 

my side, even in the ward.” (PS5) 

One healthcare worker reflected on the lack of privacy in the KMC ward:  

“To pray whatsoever and the mum cannot somewhere some of them, they are not 

comfortable to like. Let me make an example if I'm taking some kind of medication 

somewhere, somehow, I cannot be comfortable to take that medication in front of the 

people. Secondly, sometimes others cannot breastfeed in front of the people. If there are 

enough space it will be fine.” (PS5) 

Healthcare workers also made suggestions on how to improve the conditions for KMC: 

" To make a KMC like home-friendly; would like to believe the KMC unit should be a 

home away from home. That's why, as I say in the neonatal unit is just here for weight 

gain and we want to see her grow. But in the meantime, let's not neglect the mother. 

They can be here three to four months. They miss the family too much especially over 

the festive season. Let’s make KMC a home from home. Let's accommodate them and 

their own personal … Let's focus on their side as well.” (PS1) 

The paediatrician reflected on the strengths in the neonatal unit that influence the quality of 

care: 

“Our serious strength is that we are very good at breastfeeding, so we get to 

breastfeeding quite quickly in our unit. So that is one of the strengths and you know, I 
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think we have a good protocol as well. So that the doctors, even if I'm not here, they 

know what to do. You know, there's basic things that they follow regarding those kinds 

of things as well. And we have very good antibiotics stewardship programme as well 

we don't just give anybody, you know, antibiotics. And yeah, and I think also the KMC 

integrated also very early as well. The babies might not have gone into the KMC unit, 

but when the mummies do come and visit, they do KMC the babies intermittently as 

well in their unit as well, once they are stable, yes.” (PS3) 

Finances, leadership and governance 

One participant touched upon the importance of leadership and governance and the need for 

support from different management levels, especially financial support, given the challenges 

with space and staff: 

“I think the management needs to get a lot involved regarding the care of these babies 

and in my opinion, … they actually think [for] KMC and the babies, you need very little 

budget, but we actually need a big budget because it’s actually a big thing. If we are 

going to say reduce under-five mortality … but they don’t, you know, I think they don’t 

realise that that’s how important it is so that we can start tackling it down. It needs 

involvement of the management …” (PS3) 

Upgrading of the lodger mothers' facility and the KMC ward, which would have budget 

implications, was also recommended:  

“I think the facilities could also be improved quite a lot for the moms. But the facilities 

where the moms are staying, I think because they stay here long could be, you know, 

very much improved for their comfort. The beds that they stay on are not the most 

comfortable.” (PS3) 

One healthcare worker referred to having a ‘thinking big’ approach to the renovations needed 

for the neonatal and KMC wards:  

“Usually, this hospital, but now these hospitals are now under, they are doing 

renovations and everything. I think in the future they must consider the neonatal ward, 

it has to be big, and it has to have the full equipment, like when we have to wash the 

hands, we don't have to use one basin. I think in this space, maybe there must be 

enough basins enough towels of everything you see. I think they must consider when 

they when they are doing their things, neonatal must be in their mind it has to be big. 
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And KMC also if they want to do continuous KMC, they have to consider that it is big 

to accommodate people.” (PS5) 

Medical products and supplies 

The interviews with healthcare providers yielded fewer perspectives on medical products and 

supplies, except for one participant referring to challenges related to “equipment” and 

“medical consumables” (PS1). Another participant referred to the absence of KMC wraps for 

tying infants to their mothers’ chests: “They are always just using sheets to cover the baby; is 

not your normal KMC wraps” (PS3). Dilapidated beds were also raised as a suggestion for 

improvement: “The beds are old and not comfortable to sleep on. … I think they should 

consider purchasing the new ones for the mothers” (PS2).     

Health information system 

Elements of the health information system to generate data for action to improve practices 

were not probed systematically either. One participant did, however, refer to the causes of 

neonatal deaths as a result of infections due to overcrowding but added that “together with 

the … paediatric team and the nursing team through the support of our doctor we did 

manage to bring the deaths down” (PS1).  

Healthcare professionals utilised KMC tick sheets to record all vitals, temperature, weight, 

expressed breastmilk, methods of milk administration, time, et cetera. Participants also 

mentioned the Road to Health Book all mothers received. In this booklet, growth, 

immunisations, feeding and illnesses are documented and it is also used to track the infant 

between the PHC facility (clinic) and hospital. 

4.3.3. Summary 

In conclusion, this is how one healthcare worker summarised the situation in terms of the 

health system needs of the hospital: 

“As I've told you earlier, we are the only referral hospital in the district, and we are 

receiving babies from all over. When I say all over, I'm saying the whole district is 

referring to us ... So, what I'd like you to take back is to [the authorities] the expansion 

of our facility … The neonatal unit and KMC expand and then when you expand, of 

course, you're going to need human resources as well. You're going to need more 
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equipment, some of which I think for us to produce quality, you need to provide. We are 

one team. You cannot expect quality, but you don't give me the tools of trade.” (PS1) 

From the description above, different configurations of barriers and enablers to KMC practice 

applied to individual mothers. Barriers and enablers are often two sides of the same coin – 

enablers assist with access to an appropriate level of hospital care that will enable KMC 

practice and quality care for the baby. In contrast, barriers make life for the mother and baby 

more difficult. Tables 4.4 and 4.5 provide summaries of possible barriers and enablers 

identified in the analysis of participant responses. 

Table 4.5. Summary of barriers and enablers to KMC practice for mothers and families 

Barriers for mothers and families Enablers for mothers and families 

Mothers’ readiness for dealing with preterm 

birth and practising KMC 

• Mother’s unfamiliarity with KMC prior to 

hospitalisation 

• Inadequate knowledge of the benefits of 

KMC  

• Lack of emotional readiness (discomforts 

and fear of practising KMC) 

General healthcare worker supportive supervision 

and assistance: 

• Information and education on all aspects of 

newborn care, including KMC 

• Guidance and support for practising skin-to-

skin care and breastfeeding 

• Availability of educational material (e.g. 

booklet, posters and pictures) 

 Effect of KMC on mothers’ sense of 

empowerment and increased confidence 

 Good breastfeeding practices 

Little paternal support for most mothers Psychosocial and financial support from family  

 Government support grants 

 

Table 4.6. Summary of health system barriers and enablers to KMC practice 

Health system barriers hampering optimal 

KMC for mothers  

Health system enablers for KMC practice 

Service provision 

Delays in ambulance services Access to a healthcare facility 

Inadequate facilities in the neonatal ward Access to transport – ambulance services 

Facilities from mothers not comfortable – 

lack of privacy 

Ability to lodge in before delivery and while the 

baby is in hospital 

 Access to follow-up services at the POPD 

 Availability of the Western Cape KMC guidelines 

(2001) and standardised criteria for discharge 

 Integration of KMC in neonatal services 

 Good breastfeeding practices 

 Protocol followed 
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Health system barriers hampering optimal 

KMC for mothers  

Health system enablers for KMC practice 

 Integration of KMC early in the care of small and 

sick newborns 

Health workforce 

Little training or refreshers on the latest 

guidelines for KMC practice  

Skilled staff and a constant availability of the 

doctor 

Staffing shortages and workload Good teamwork between doctors and nurses 

 Staff enthusiasm and acceptance of KMC – 

understanding KMC benefits 

 Acting as mentors and sharing KMC knowledge 

Leadership and governance 

KMC and newborn care not considered 

important by managements 

Healthcare workers’ advocacy for KMC 

Financing 

KMC not prioritised in budget planning  

Medical products and supplies 

Shortage of equipment Good antibiotic stewardship 

Shortage of medical consumables   

 

4.4. Mothers’ experiences of kangaroo mother care 

Mothers’ experience of KMC or the ‘absence’ of KMC started during antenatal care and with 

the birth of a preterm or LBW baby. In preparation for the birth, a process was started to get 

transport to deliver at the hospital. Some mothers were brought in by ambulance from towns 

further away from Kroonstad. For two participants in this study, the ambulance did not arrive 

in time, and the infants were born at home – “They were born at home because the 

ambulance arrived late” (M1W1.) This is how this mother (with twins) explained her 

experience of getting to hospital: 

“Yes, I did well in the first and second trimester. Everything was well until the third 

trimester – I had high blood. When I was like, what, 32 weeks? Towards 32 weeks, I 

was told that I also have an ulcer. I was transported here [Boitumelo Hospital]. I went 

to the clinic in Viljoenskroon for my usual checkups, and then when I got the high 

blood, was very high building [up], I got transported here.” (M1W1) 

Mothers living in the Kroonstad area did not all stay in the KMC unit with their infants due to 

the limited beds available. They commuted daily between their homes and the hospital and 

practised KMC intermittently in the neonatal unit during the day. This practical arrangement 
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explains why the study mothers in the KMC unit were from further afield. This is in contrast 

with the participant mothers who came for follow-up at the POPD, who were mostly from the 

immediate area. It could be argued that for the mothers living further away, returning for 

follow-up visits may be more of a challenge, or they were followed up nearer to home.  

Mothers’ experiences related to the early birth of their babies and the practice of KMC are 

discussed under the following headings: preparation for and knowledge of preterm birth and 

KMC; mothers’ emotional reactions; mothers’ experience of caring for small infants in 

hospital; discharge readiness; follow-up; and healthcare worker perceptions of their roles and 

responsibilities in KMC. This section concludes with the advice and recommendations that 

our study mothers would give to other mothers with preterm and LBW babies. 

4.4.1. Preparation for and knowledge of preterm birth and KMC 

Mothers had very little preparation for preterm birth and KMC during pregnancy, also 

because they " did not expect it [labour] to come earlier" (MPN6). One mother did elaborate 

on how she was counselled to deal with danger signs in pregnancy: 

“If there's anything wrong with you during the week, you should come to us, and then if 

it's serious, we will transfer you to the hospital during the week, but then when it's 

weekends, you should go straight to the hospital.” (MPN1)  

Another mother described how her work life was turned upside down with the early arrival of 

her baby:  

" I had already taken maternity leave from the first of March. So having to deliver the 

baby early [6 Feb] had problems because at work they were pestering me as you know, 

you have to submit your leave, and I thought that I would be home to deliver the baby 

where my family [is]. God decided otherwise." (M1W6) 

The majority of mothers in our study did not have any prior knowledge of KMC and first 

heard about it in hospital – “I only heard about it here at the hospital by the sister in the 

ward” (M1W3) – and through observing “other mothers practising it” (MPN3). Three 

mothers knew about KMC: 

• Through word of mouth: “I hear about it at college. This other lady told me about KMC” 

(MPN7). 
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• Through “Social media and from home”: “… before I came here, but I just thought it is 

not necessary” (M1W6). 

• Previous experience of KMC – as illustrated by the quotation below: 

“I heard about Kangaroo in like first time I was having my first pregnancy, and I was 

on 2015 … at Sasolburg Hospital. I even did it like they were telling us that we must 

connect with our baby, putting them in like inside.” (M1W5) 

4.4.2. Mothers’ emotional reactions 

At birth, mothers had mixed emotions regarding their preterm delivery. Ten of the 13 mothers 

in this study were primigravidae and had no previous experience of childbirth and childcare. 

In addition to the challenge of getting to know how to care for a baby, the early birth was 

unexpected. Mothers described their feelings of being ”scared” (MPN7) with expressions 

like "I was surprised, and I was shocked." (MPN1) and “It was something touchy; I went 

through a lot” (M1W6).  

“I was a bit distressed really, because I wanted to be closer to home. But I had to 

accept it because it was a risk, yeah, considering my condition [pre-eclampsia], yeah.” 

(M1W6) 

Mothers also had happy feelings that the baby was alive: “Emotionally, I was scared; scared 

and happy." (MPN2). 

In addition to the shock of preterm birth, mothers also experienced anxiety about the well-

being of their vulnerable newborns, some of whom were “still in an incubator” (M1W6) – 

“It was depressing. She had syphilis and her spleen and lung are big” (M1W4). The baby’s 

growth and weight gain seem to have been one of the biggest sources of stress as mothers 

wanted to go home:  

“I was not ready because of I knew that they were like, tiny, very small. So I was, not 

happy at all that they [twins] came earlier because of now I'm struggling here in the 

hospital with their weight so that they must grow.” (M1W5).  

In addition, breastfeeding was also experienced as overwhelming by this mother of twins: 

"Like my experience since I was here, like being taught about breastfeeding the child. 

Me, I think on my own, it's a little bit too much. Why am I saying that? 

     Like for me was my first time doing the expressing the milk and stuff. I think then 
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like the way they're giving us the meals [breastmilk] to feed the babies and that's how 

you don't have like enough milk. You end up having stress that my babies are not eating 

and then they will not gain weight. And then I'll be not going home soon, that's the 

stress that I'll be having because of me I'm feeding two kids. Like sometimes I can't 

express the meal that they want. So sometimes I feel like if maybe not possible. 

     I like feeding the babies on my own. It won't go through the drip thing [gastric 

tube], so sometimes I come back like, go to my room, feeding them like small, small 

meals. 

     So that thing is giving me stress, meaning I didn't feed them well. Tomorrow is the 

scale day and if they are not gaining the weight, I'm not going home. That's what's 

stressing me a lot." (M1W5) 

4.4.3. Mothers’ experience of caring for small babies in hospital 

One of the big challenges for mothers was to adapt to caring for a small baby while in 

hospital – "we have to take care of our babies so that they can grow" (MPN4). This included 

the general care of the baby as well as breastfeeding and practising skin-to-skin care.  The 

support, treatment, guidance and education the mothers received from the healthcare 

providers have been described above. 

“They support me well and given some I some good advice to me, so I must learn how 

to do things, and I must be patient for my kid.” (MPN2)  

"Just to take care of my baby usually. Keep her warm, it will help her to grow, I will 

know if she is sick or what. I must always know my baby’s weight." (MPN5) 

The study participants were not familiar with carrying their baby skin-to-skin but their 

journey progressed from reluctance to acceptance of KMC – “I was not used to it [KMC], but 

I am now used to it " (M1W1). One mother described it as “a painful journey that you have 

to be patient with” (MPN1). Another mother who knew about KMC beforehand and thought 

it was not necessary said, “I actually got excited that I'll be bonding with the child and then it 

helps with the growing of the child" (M1W6). 

“They encouraged us to practice KMC and I can see that it is working. They advise and 

encourage you so you can raise the child and I saw that the kangaroo helps the child to 

grow faster [than] when they are in the incubator.” (M1W1) 
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“Keeping my baby warm. The KMC helped a lot. I was supposed to leave the hospital 

in January but I had the patience, I left the hospital on 27 December on the weight of 

1.7 kg.” (MPN5)   

From the observation of one of the nurses KMC appeared to be well accepted by mothers and 

promoted social interaction with other mothers: 

“Whether they are lying down, they'll be sitting there with their phones. They'll be 

chatting to another. They will be putting their babies, whether they are sitting on a 

chair, they will be putting their babies here [on the chest]. Yes. They only take the 

babies out and put them down, maybe it's going to the bathroom, and then going for a 

walk. Maybe when they have visitors they accompany their visitors outside the ward, 

then when they come back, they're putting the babies on here [on the chest].” (PS1) 

Mothers received “mouth-to-mouth info" (MPN5) from healthcare workers – “They just 

talked to us” (M1W2). They also referred to the posters and pictures in the KMC ward: “I 

saw all the message[s] of the kangaroo and I read them" (PNM6). One participant visiting 

the POPD remembered: "We must do KMC all the time; must not put the baby in bed" 

(MPN2). 

The “keep breastfeeding” (MPN5) message from healthcare workers was one of the 

messages most cited by mothers. Despite anxiety about breastfeeding and having sufficient 

milk, "The most important one [information] for me was breastfeeding and bonding with the 

baby" (MPN4). One mother found it helpful “that you have to get used to be waking up every 

two hours, to know that it's time to breastfeed the child” (MPN1). Other snippets of “they 

told me to …” information shared by participants are the following: ''… hold her [the baby] 

in a position so that she can breathe to prevent her from choking" (MPN3) and “… feed the 

baby well so that the blood sugar does not drop” (M1W2). 

4.4.4. Discharge readiness  

Discharge readiness was, amongst others, determined by the criteria listed in a discharge 

scoring sheet.   

“What we do have is a KMC score sheet that we score the babies daily. The score is up 

until 20. Then it says: Is the baby feeding well? Has the baby gained weight? … You 

score the baby daily, so it will tell you the score … at the bottom. If the baby doesn't 
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meet [the criteria] or is below 17 or 19, the baby is not eligible yet for discharge. 

That's how we know our babies are doing well by doing the daily score sheet.” (PS1) 

One participant coming for a follow-up consultation said the staff “did not prepare me” 

(MPN5) for discharge. Two mothers just referred to the discharge events: “After feeding the 

baby, the doctor told me I am discharged. They give me medication and how to take care of 

her.” (MPN6) “. The rest of the mothers visiting the POPD recalled a variety of information 

provided during discharge counselling. Three referred to KMC – “carry on with KMC … buy 

a baby wrapper … and hold her so that she does not fall” (MPN1); “I can do KMC” 

(MPN2); and “how to do KMC on my own” (MPN7).  Two mothers referred to hygienic 

practices such “my space should be always clean for the baby” (MPN7) and “always wash 

my hands before I handle the baby” (MPN4). One mother referred to washing her baby:  “I 

should be able … to bath the baby because we did not wash the baby at KMC; they told me 

exactly how to wash the baby” (MPN7).  

One of the discharge criteria was sufficient weight gain. One mother on a postnatal visit 

referred to the discharge criterion of 1.8 kg and said her baby’s “weight was 1,810 kg when 

she was discharged” (MPN3). Weight gain while in hospital has already been discussed as an 

emotional stressor for some mothers – “if they are not gaining the weight, I'm not going 

home” (M1W5).  

All mothers still in hospital looked forward to going home with their babies, and most 

indicated that the family at home was “very ready” (M1W1): 

” I’m very much prepared because I have always been looking forward to receiving the 

baby. Even my family is okay.” (M1W6) 

One mother was hesitant about her own readiness to cope at home:  

” I don’t know. My mother and grandmother know what to do and I will also practise 

what was said at the hospital.” (M1W2)  

Another was concerned about the general hygiene conditions at home:  

"The only thing I'm thinking about is if she will get an infection and stuff. Because at 

home, it’s not that safe.” (M1W3) 

The same mother also referred to having a flat nipple on one breast and how she was going to 

deal with it:  
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“No, I have a problem with my one breast, yeah. So I just I wanted to go with the cup 

so that this one I can to express it and this one. I can breastfeed. I can just do them 

both.” (M1W3) 

The main messages for going home were “to continue with KMC” (MPN4) and “I will 

continue with breastfeeding” (M1W1). 

4.4.5. Follow-up 

Mothers did not share much of their experiences on follow-up during the interviews.  One 

mother did receive a visit from a community health worker after discharge. One of the 

healthcare providers estimated that “5 out of 10” (PS5) mothers continued practising KMC at 

home. 

A professional nurse described the arrangements for following up babies after discharge as 

follows:  

“And then we also do have a POPD after our babies have been discharged from KMC, 

then discharged home, they were given a follow update to come to paediatric clinic. 

They are also seen by the very same team. They do make a follow-up in the POPD.” 

(PS1) 

Another nurse described the return of mothers and babies for follow-up:  

“The best when you see the baby come out alive, when you see your babies are 

growing… and they are going home and then they come back for clinic.” (PS4) 

Mothers or caregivers had “different stories” (PS5) for not bringing their babies back to the 

hospital or defaulting follow-up visits. These included transportation issues (finances), small 

baby referred to the regional hospital from an area far away (distance), relocation to another 

area (mobility), and no caregiver to look after other children (child care). One health worker 

participant referred to “carelessness” –” When they come back, the baby will be sick and the 

baby will be admitted in paediatric ward” (PS5). 

Healthcare workers felt that there was good acceptance of KMC in the community, based on 

what they observed during follow-up visits: 

“I think … the acceptance of KMC [is good]. … From the interviews of the outpatients, 

from the other patients as well, you’ll find that you know the patients that you've seen, 

you know, continue came seeing the baby as well, to say even the father came here and 
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KMC. You find that the fathers are also, now they're at home, are also doing it [KMC] 

as well, or the grandmother is doing it. So there is quite acceptance I think in our 

community of KMC. So, because sometimes that we advocate that the fathers when they 

come for visiting hours here at our hospital that they be led to KMC the baby.” (PS3) 

4.4.6. Healthcare worker perceptions of their roles and responsibilities in 

KMC  

All five healthcare worker participants supported the implementation and facilitation of KMC 

and felt it was important “to ensure that the mothers adhere to KMC and understand it; 

giving them health education every day” (PS2): 

“Don’t leave the baby unattended You keep the baby inside you so that you can be able 

to hear its breathing. Your heartbeat must beat the same, your baby must feel it.” (PS4) 

The provider participants referred to the involvement of the mothers and also the fathers, if 

available, in the care of their small newborns:  

“They [staff] also counsel their mothers as well, because we must also do involvement 

of the family as well. Yes. We also involve the mother. If there is a father, also involve 

the father, then we teach them about the importance of KMC as well.” (PS1) 

In addition to completing the daily score sheet, healthcare providers also used the KMC 

guidelines from the Western Cape government – “They use the neonatal guideline booklet 

used by the … University of the Western Cape (sic) in Cape Town” (PS3). One of the 

participants described her care responsibilities as follows:   

“Our responsibility and mainly in the unit is to make sure that our premature grow and 

then we fight off infection because we know our neonates need. Then most their immune 

system is low, so they are more prone to have infections. So it is to try and stop the 

spread of infection and we must make sure the babies they grow to the optimal 

weight …” (PS1)  

Other caretaking responsibilities mentioned by the nursing participants included the 

following:  

“My main responsibility is to ensure that they are well fed. They are dry, the 

atmosphere, the room in which they are is warm and if they need a peripheral line or 

an infusion line and make sure that the doctors put the line immediately.” (PS4) 
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We are doing everything. We admit the babies. We issue out the medication but under 

the supervision and then sometimes because of shortage of staff, it can happen that you 

find yourself being alone in the ward and you do everything in the ward. … We are 

working under supervision and then we are working under scope of your practice.” 

(PS5) 

A participating enrolled nursing assistant listed in more detail what her care responsibilities 

entailed: 

“My responsibility is to weigh the babies; to do observations to the babies; to check if 

they can eat properly[sucking]. Also to do the observations to the mothers for chronic 

illnesses; to report to my seniors about any abnormalities; to give oral medication 

under supervision.” (PS2)  

4.4.7. In conclusion … “Always be clean – Love your child”  

Towards the end of the interview, maternal participants were asked what advice they would 

give to a new mother with a preterm or LBW baby. A powerful message was that a mother 

should not compare her baby and her situation with those of others:  

“You should never compare yourself to the next person you know. Babies are different 

and the motive behind us being or the babies being in our incubator are different. What 

might be happening to you might not be happening to the next person, so you just need 

to stay focused. Don't let things get to you because you will be in a very emotional 

state, so try by all means to mind your own business, never really pay attention to what 

the next person says to you about you or about your baby. Remember the reason why 

you're here. Yeah, you're not here to make friends. You're just here for your baby and 

stay strong. Continue praying. Yes, I think that is the best advice.“ (M1W6) 

Other messages are summarised in Table 4.7. 

Table 4.7. Advice from maternal participants to new mothers 

Message Quotation 

Listen to your healthcare 

provider 

“They should always listen to the doctors and the nurses because they 

know what's best for us.“ (M1W3)  

“Listen to the healthcare, follow every instruction given to her.” 
(MPN5) 

Ask for help “To always ask for help from anyone.” (M1W4) 
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Message Quotation 

Breastfeeding promotes 

growth 

“I would advise the mother to get the child in the incubator and feed 

them properly so the child can grow.” (M1W1) 

KMC works "I will encourage her to practice KMC because it is working. I saw mine 

when she was in [the] neonatal unit; she was not growing like when we 

were in KMC.” (MPN3) 

Be patient “The baby needs some care. She needs some patience and need some 
time to take care of the baby and here [at the hospital] they will teach 

her to take care of them and they will grow nicely.” (MPN2) 

 

The KMC experiences of each mother-baby pair were unique and barriers and enablers 

affected them in unique ways. 
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CHAPTER 5: DISCUSSION 

 

This study reports on experiences and perceptions of KMC elicited from mothers in the 

neonatal unit and KMC ward at a regional referral hospital in the Free State Province, South 

Africa and from mothers bringing their preterm and LBW babies for a follow-up visit to the 

paediatric outpatient department (POPD) of the hospital. Healthcare worker perspectives 

regarding mothers’ KMC experience and practice were also probed.  

A key finding from our study revolves around health system level barriers that may impede 

the optimal delivery of neonatal services and KMC practices. These include inadequate 

infrastructure leading to overcrowding and lack of privacy in the neonatal and KMC wards. 

The health workforce was characterised by staff shortages, a lack of training in KMC, and the 

absence of allied healthcare workers in the KMC team. Key enablers of KMC were the 

psychosocial support mothers received from staff and family members, and available 

financial support. A prominent finding was the staff’s psychological, emotional and 

counselling support that ensured appropriate guidance and motivation for building mothers’ 

confidence and promoting breastfeeding.  

The rest of this chapter focuses on the following: factors in the health system acting as 

barriers and enablers for KMC service provision, such as the health workforce, infrastructure, 

and policy, leadership and governance; the influence of different types of support for the 

mother; and mothers’ experiences of KMC.  

Findings of our study were framed as barriers and facilitators to KMC practice, and the 

experiences of mothers and healthcare providers of KMC. Our findings have similarities with 

the conceptual framework presented in Chan et al.’s systematic review on barriers and 

enablers to KMC, which is depicted in Figure 4 (91). Data collection focused on mothers 

(and indirectly on parents and family) and health workers, with less attention to broader 

societal factors.  

Chan et al. describe barriers and enablers according to three levels of stakeholders/role 

players: (a) mothers, fathers, and families; (b) healthcare workers; and (c) facilities (health 

system) (91). Studies by South African authors allude to factors that can facilitate successful 

KMC implementation, for example, a multitude of resources, dedicated space in the  
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Source: Chan et al.      

Kangaroo mother care: a systematic review of barriers and enablers (91)     

Figure 4. Conceptual framework for interpreting barriers to and enablers of KMC  

 

healthcare facilities, skilled healthcare workers, supervision, and buy-in from local and 

national healthcare authorities and stakeholders (61, 62, 92).   

5.1. Health system barriers to and enablers of kangaroo mother 

care 

Health system level barriers mentioned in Chapter 2 include, but are not limited to, inade-

quate space in the neonatal and KMC unit, lack of budget, shortage of staff, and lack of 

guidelines and supportive supervision. At the healthcare provider level, increased workload 

and lack of KMC knowledge were perceived as barriers to KMC practice. Lastly, at the 

mother and family level, mothers required support from health workers while practising 

KMC in the hospital and from their families and peers after discharge (25, 52). Vesel et al. 

(45) state that successful KMC implementation –  in the face of poor communication and the 

absence of exchange of best practices – depends on the collaboration and agreement between 

health policymakers, senior management in healthcare facilities, front-line nurses and other 

health workers, and mothers and families. 

Our study uncovered numerous aspects of care provision related to the health workforce. 

Healthcare workers in our study alluded to inadequate services influencing the quality of 

KMC for preterm and LBW infants and the challenge of providing sufficient support to KMC 
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mothers because of staff shortages. The literature reports that inadequate staffing and work 

overload are major contributing factors to the non-optimal implementation of KMC. Staff 

shortages and workload are among the top five on the list of nursing barriers to quality 

KMC (25, 45). Limited staffing levels and high workloads can preclude KMC provision for 

both stable and unstable newborns (93) and can result in errors in service provision (50). In 

one South African tertiary neonatal unit, staff shortages limited KMC to the practice of 

intermittent KMC only (67). Staff and workload barriers also hampered scaling up KMC in 

low- and middle-income countries (LMICs) settings, especially in Africa and Asia (25, 45, 

47, 50, 94). Furthermore, other staffing factors that can negatively impact the quality and 

sustainability of KMC implementation are staff turnovers, policies on staff rotations, and the 

lack of orientation of new staff (62). 

Despite the many barriers to and challenges in providing quality KMC with a limited health 

workforce, we found the positive attitude of healthcare staff towards KMC and its benefits 

for mother and baby to be similar to the findings of other studies conducted in Cape Town, 

South Africa (57, 83). Systematic reviews published by Kinsella et al. (47), Mathias et al. 

(48) and Chan et al. (91) all confirm that health professionals who believed in the benefit of 

KMC and used their vast experience, motivation and willingness to implement KMC 

facilitated successful implementation.  

One of the barriers identified in our study was the absence of a multidisciplinary team to 

improve the care of small and sick newborns. A report from Tshwane Health District in 

Gauteng Province, South Africa on a KMC quality improvement initiative emphasises that 

successful KMC implementation requires partnerships between neonatal and obstetric care 

workers, family physicians and primary healthcare nurses. This illustrates the importance of a 

multidisciplinary team approach to effect change, with team members from different 

disciplines complementing each other (95). This is in line with the WHO’s KMC context-

adaptable implementation strategy for scale-up that refers to the multidisciplinary team 

consisting of paediatricians, neonatologists, obstetrician-gynaecologists, general practitioners, 

nurses and midwives who should lead by example by demonstrating a change in practice 

(51). These professional staff can lead by sharing KMC evidence and providing ongoing 

KMC training sessions to motivate and encourage healthcare staff to work effectively as a 

team (51). Although KMC could be described as “primarily a nursing intervention with 

medical support” which points to the leadership role of the neonatal nurse in the support for 

KMC in a multidisciplinary team (31, 96), allied health professionals such as dieticians, 
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occupational therapists, speech-language therapist and social workers also play important 

roles in providing comprehensive care as part of the KMC services (95). 

In our study, concern was expressed about the different levels of knowledge regarding KMC 

among the nursing staff and medical interns. Knowledge and skills around KMC were mainly 

acquired on the job and with in-service training sessions with the paediatrician and the nurse 

with KMC training. The limits and variance in KMC knowledge were also reported in other 

South African studies. A study from the Western Cape reported that two-thirds of the staff 

lacked knowledge of KMC (83). A study from Limpopo found that poor knowledge among 

healthcare professionals negatively influenced the successful implementation of skin-to-skin 

contact (97). Nurses need continued training to improve their knowledge and skills to better 

support mothers with KMC (80).   

The lack of training for healthcare providers in our study is consistent with Solomons and 

Rosant’s finding that 60% of the nursing staff did not have any KMC training and that access 

to adequate and consistent training presented a barrier for healthcare providers to implement 

KMC (83). The WHO document on an implementation strategy for the scale-up of KMC 

refers to the need for KMC to be incorporated into all newborn-care pre-service and in-

service curricula (51). More so, a contributing factor to the provision of quality KMC in the 

hospital and at home are healthcare professionals who educate and train other staff, parents 

and family members (96). 

Infrastructural constraints such as limited space in the neonatal and KMC units leading to 

lack of privacy and overcrowding were some of the barriers mentioned by healthcare staff in 

their interviews. This appears to be a common barrier globally and in South Africa (45, 71, 

86). It is also confirmed in a systematic review by Cai et al. (98) that facility conditions with 

limited space are an important aspect that influenced the operational implementation of 

KMC. Lack of privacy created an uncomfortable environment for mother and baby, and 

identifying and creating private areas was recommended in some publications (91, 99).   

Overcrowding because of the lack of space in the neonatal and KMC units, which led to 

nosocomial infections, was another barrier identified in our study. Cho et al. (93) came to the 

same conclusion in a study conducted in the Gambia where the hospital had limited capacity 

in the neonatal unit for premature and LBW newborns. 

The importance of leadership and governance and the need for support from different 

management levels, especially financial support, given the challenges with space and staff, 
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were key aspects of our findings. Leadership is an essential requirement for the successful 

rollout of best practices, as viewed by healthcare professionals cited in several studies. Ten 

Ham et al. found that there was a perceived lack of leadership on several levels (individual, 

management and provincial) in the roll-out of KMC in South Africa (100). The Gambian 

study on barriers and facilitators to KMC before infant stability highlighted the importance of 

leadership and management in supporting KMC implementation at all health system levels to 

facilitate successful KMC implementation (93). 

At the Boitumelo Hospital, the availability of a KMC protocol and the Western Cape’s KMC 

guidelines (101) was a facilitating factor for KMC implementation. Dippenaar et al. (69) 

provided suggestions for the safe implementation of KMC in district hospitals and primary 

healthcare maternity units in the Free State Province in South Africa. Various other South 

African studies alluded to the importance of accessible KMC policy documents and that 

policy alignment through protocols and guidelines was key in the implementation process of 

KMC at different management levels (62, 95, 100). The Gambian study mentioned that 

accessible protocols with supportive supervision were a key aspect in the quality of KMC 

practices (93), whereas a lack of clear guidelines has been highlighted in systematic reviews 

as a key barrier for nurses in the LMICs (25).  

5.2. Support for kangaroo mother care 

We framed our interpretation of KMC mothers’ support needs around the constructs of 

financial support and psychosocial support. Mahwasane et al. (81) use a framework of 

support needs of mothers assisting them to understand their baby’s health condition through 

continuous sharing of information to be confident in KMC care practices and continuation at 

home. This framework is divided between informational support needs, instrumental support 

needs through direct supervision, and psycho-cultural and emotional support needs. 

There was little information in the literature linking KMC to financial support. A study in 

Zambia mentioned that less than half of the study mothers received some kind of financial 

assistance from families, with more than half never receiving such support (52). In our study, 

financial support was related to the ability of a mother to return for follow-up visits at the 

hospital. Most of our study mothers were reliant on social support grants as their primary 

source of funding. Kwesiga et al. (102) highlighted the lack of finances as a key barrier for 

mothers not returning for follow-up visits in Uganda.  
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Our study findings regarding psychosocial support correspond well with those of studies that 

highlighted parents’ recognition of the hospital as a supportive environment with healthcare 

workers and other mothers providing encouragement and support (29, 47, 50, 91, 103, 104). 

In addition to the support of the hospital and healthcare workers, mothers and parents also 

require assistance from family members to practise KMC successfully. The valuable role of 

healthcare providers and families as KMC enablers is also highlighted in the literature (25, 

29, 110). 

Support related to mothers’ psychosocial needs in the form of education, guidance and 

reassurance from the healthcare workers was a major finding in our study. In a study in a 

tertiary hospital in the Western Cape Province, Xhosa mothers mostly viewed healthcare 

workers as supportive and representing the older women in communities who taught and 

offered physical support (56). Leonard and Mayers (57) found that other mothers in a Cape 

Town KMC ward provided encouragement and were good listeners when they had bad days. 

A mixed-methods systematic review of healthcare providers’ perceptions and experiences of 

KMC concludes that mothers required the healthcare worker's support to fulfil their needs 

through guidance, structured schedules for holding the baby, and a comfortable, quiet 

environment (105). A Zambian study on the acceptance of KMC recommended that 

healthcare workers share information and support mothers to increase the latter’s knowledge 

and understanding of KMC and to ensure improvement in KMC implementation (52).  

In our study, not all mothers were happy with all the healthcare providers’ treatment and 

attitude. The study among Xhosa women noted that, despite the positive feedback from 

mothers, the KMC ward was understaffed and healthcare workers had a poor work ethic or 

were unapproachable and disrespectful (56). One systematic review mentions mothers’ 

negative impressions of staff attitudes and interactions (25), whereas, in another, parents 

reported healthcare workers to be occasionally loud and not caring (24). Lomotey et al. (106) 

reported that others experienced the behaviour of healthcare workers as unfriendly and 

uncordial, leaving them with the impression that nurses did not care about their well-being. 

Healthcare worker education and information sharing of KMC practices and benefits with 

mothers not only improve mothers’ knowledge of KMC but increase their ability to 

understand and execute specific caring tasks and routines of KMC. Our study findings 

revealed that information on the following topics and caring tasks were perceived to be 
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important for mothers: first health talk; breastfeeding; hygiene; clean surroundings; changing 

of nappies; KMC holding position; milestones of the baby; and general care of the baby. 

KMC training of the mother and supportive supervision were enabling factors for its 

implementation in Northeast Ethiopia (107). Rahmatika et al. (50) describe one of the roles of 

healthcare workers in a KMC unit in Indonesia as being an educator because the low level of 

knowledge or lack of knowledge of mothers and the age of young mothers could be barriers 

to acceptance of or adherence to KMC. In our study, the majority of mothers did not know 

about KMC until hospital admission and relied on healthcare workers to help them 

understand KMC benefits and practice. A Zambian study indicated that mothers accepted 

KMC after receiving well-communicated information (52). The systematic review by Smith 

et al. (24) confirms that mothers were less likely to accept KMC if healthcare workers could 

not clearly explain the benefits of KMC. The presence of skilled healthcare workers trained 

to facilitate KMC implementation reduced the hesitation of mothers to practise KMC and 

take care of their babies (24). In Malawi, Ghana and India, using KMC pictures or dolls, 

pictorial presentations and photographs/posters of mothers practising KMC and return 

demonstration of KMC dolls eased understanding of KMC practice and motivated mothers to 

practice KMC (55). 

5.3. Mothers’ experiences of kangaroo mother care 

Mothers’ experiences related to the early birth of their babies and the practice of KMC are 

discussed below under the following topics: preparedness and emotions; support for 

breastfeeding; acceptance of KMC; and discharge and follow-up.  

The experiences of mothers in the Boitumelo KMC unit started with an unprepared and 

unplanned delivery of a preterm or LBW baby. The unexpected delivery took them by 

surprise and evoked mixed emotions. Most mothers in our study had no prior knowledge of 

KMC and first heard about it in the hospital. This is in line with the findings of two Cape 

Town studies that generally mothers had not heard about KMC before the birth of their 

infants (56, 83). The study by Solomons and Rosant reports that 83% of the postnatal mothers 

still lacked knowledge of KMC at a follow-up visit, although they were pleased with the 

weight progress of their preterm babies.  

Some of the systematic reviews on KMC confirm that many mothers did not know about 

KMC before delivery.  Kinsella et al. (47) refer to an Indian study that found that one-third of 
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mothers had heard about KMC, whereas a Nigerian study cites that nearly 68% of mothers 

had heard of KMC before (24, 25). A Zambian study suggests low knowledge levels of KMC 

among mothers of LBW infants, with a limited understanding of the benefits of skin-to-skin 

contact (108). A Ghana study argues that the reason mothers did not perform KMC was that 

they had never heard of KMC (106).   

Mothers’ mixed emotions regarding their preterm delivery and their lack of awareness of 

KMC, as described in the literature, are similar to our findings. Mothers’ thoughts during 

delivery through to the admission of their babies to a mother-baby unit in Ghana influenced 

the fluctuation between negative and positive emotions (106).  Various other authors refer to 

the experience of positive and negative feelings around the care of a preterm infant. 

According to Robertson and Crowley (82), adolescent mothers found KMC practice 

challenging, but most of the young mothers felt happy and excited when they could be with 

their infants 24 hours per day, practising continuous KMC. Leonard and Mayers (57) report 

that after parents had realised their baby was alive, the shock and anxieties subsided. Parents 

wanted to hold their tiny babies but found it difficult to connect with their infants in the 

unfamiliar neonatal unit – they were scared that they would hurt or drop them. 

Mixed emotions are a result of the stress mothers and parents experience with the birth of a 

premature, LBW or sick baby. Our findings compare well to those of the study by Lomotey et 

al. (106), which concludes that the unexpected birth of a baby was very stressful for the 

parents. The parents’ role had changed when the mother and baby were separated 

immediately after birth, and the baby would receive breastmilk through a tube. These 

unfamiliar practices further contributed to anxiety and stress (106).  

Support for breastfeeding is considered very important for the care of all newborns. 

According to Campbell-Yeo et al. (109), healthcare providers should start to inform and 

encourage mothers of the benefits of KMC and breastfeeding and support them as early as 

possible. A systematic review by Almutairi et al. (105) found the lack of sufficient support 

for breastfeeding preterm babies to be a key barrier in hospital settings. This is in contrast to 

our study setting, where many mothers referred to the encouragement they got for 

breastfeeding. Some mothers were, however, uncertain if their babies were receiving 

sufficient volumes of milk, which is similar to a finding by Madiba et al. (78) in a tertiary 

hospital in South Africa. Mothers in the latter study talked about how painful the initiation of 

breastfeeding was, and that breastfeeding hurt and caused discomfort – these were not in the 
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foreground in our interviews. Lomotey et al. (106) refer to the feeding difficulties expressed 

by mothers, including the initial pain when they started to express breastmilk and the inability 

of the baby to suck well. They confirm that a two-hour feeding schedule was challenging for 

mothers, but on the other hand, it allowed mothers to spend time with their babies (106). 

Two-hourly feeding was also mentioned by some of our study participants, but they did not 

complain about it.  

The joy of bonding as a result of KMC was frequently expressed in our study. Breastfeeding 

– one of the components of KMC – contributes to mother-infant bonding and attachment 

(78). Despite feeding schedules and other challenges, mothers continue breastfeeding as it 

enhances the bonding and interaction time between mother and baby (106).  

According to the literature, just as in our study, there appears to be a general acceptance of 

KMC by mothers and their families. The Zambian study refers to mothers who agreed to 

place their babies in an upright position skin-to-skin continuously for 20 hours, sleep with the 

baby on the chest, and keep doing KMC at home (52). A study in a tertiary hospital in India 

found that mothers were very comfortable practising KMC (110). A systematic review by 

Smith et al. (24) on caregivers’ perspectives of barriers and enablers of health system 

adoption of KMC reports that the positive perception of mothers and families about the 

benefits of KMC promoted KMC uptake. According to a scoping review by Mathias et al. 

(48), maternal love and confidence, coupled with health-seeking behaviour, prompted parents 

of LBW infants to practise KMC regardless of the circumstances, as this brought an 

individual sense of mother-infant bonding and promoted KMC practice. 

At Boitumelo Hospital, health workers did a daily assessment of mothers’ and babies’ 

discharge readiness with a discharge scoring sheet, which is similar to the tool used in 

KwaZulu-Natal Province (86). The sheet captures a number of observations, such as the 

mother’s confidence in caring for her baby, available home support for the mother and baby, 

and compliance with continuous KMC. Upon discharge, mothers were given an appointment 

for the first follow-up visit at the hospital. Our findings also correspond with those of a 

Limpopo study that reported that healthcare professionals provided mothers with some 

discharge information about the practice of KMC and made appointments for follow-up visits 

(54). These authors remarked that although some mothers did not feel ready for discharge to 

care for the baby at home, quality discharge preparation in the KMC unit empowered mothers 

with the skills needed to safely care for infants at home. This is concurred by Madiba et al. 
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(78) regarding the preparation for breastfeeding at home. The WHO document on the scale-

up of KMC in different country contexts also includes recommendations for discharge (51).  

Concerning follow-up, our study did not probe mothers’ experiences of follow-up visits, but 

the healthcare worker participants felt that from their observations of mothers coming for 

follow-up accompanied by fathers or grandmothers, KMC's acceptance in the community 

was good. We could also not find any literature referring specifically to KMC mothers’ 

experiences of follow-up.  

Several barriers mentioned by the study participants to the follow-up of their preterm and 

LBW babies and to the continuation of KMC at home were also found in the literature. Lack 

of follow-up plans and lack of support by healthcare workers to link the mother to a primary 

care facility (111, 112) were different in our study because mothers and babies returned to the 

hospital for follow-up according to specific dates given to them on discharge. In our study, 

only one mother had contact with a community healthcare worker, similar to other studies 

that found that community healthcare workers (CHWs) were not supporting and visiting the 

mothers and babies (102, 112). Kwesiga et al. (107) also found that CHWs did not do follow-

ups of mothers and babies at home due to a lack of an effective community-based follow-up 

system. Some mothers in our study mentioned a lack of transport and distance from home to 

the follow-up hospital (86, 102, 112) as a barrier, especially due to financial difficulties in 

returning for follow-up. Davidge reported that in KwaZulu-Natal Province in South Africa, 

most of the KMC mothers from rural communities had poor public transport access and little 

medical care access (86). It appears as if the lack of preparedness for the continuation of 

KMC and breastfeeding at home (78) was less prominent in our study findings. Our findings 

pointed towards positive attitudes of mothers to continue KMC and exclusive breastfeeding at 

home. Similar to the study by Madiba et al. (78), healthcare workers provided information 

and education on KMC and breastfeeding, which contributed to the mothers’ perception that 

they could provide care and safety to their babies after discharge.    

5.4. Strengths and limitations of the study 

The researcher’s background in nutrition and public health may have influenced the study. 

Her qualifications and experiences in the prevention of mother-to-child transmission of HIV 

and the importance of exclusive breastfeeding for the first six months of life may have 

resulted in a greater focus on the breastfeeding component of KMC. On the other hand, 

exposure to working in hospitals with LBW and preterm infants sensitised her to the other 
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care routines and interventions for these infants. This enhanced her observations during data 

collection and analysis, not only on breastfeeding patterns but also on skin-to-skin care, 

mother and infant behaviour, and matters related to discharge and follow-up. 

Conducting interviews within the health facility may have introduced positive response bias, 

as participants, particularly mothers, may not have wanted to share negative experiences 

about the care they received. Participants could have perceived the research team as part of 

the hospital, feeling obliged to give favourable answers. The researcher had to continuously 

be mindful of her own experiences, values, and beliefs and how they should be set aside 

during the interviews. Measures to further enhance the validity of the findings included 

having a Sesotho-speaking research assistant not connected to the hospital who also shared 

her observations concerning the mothers’ state of mind. Other measures included allowing 

participants to feel at ease in a private room where the interviews took place and letting them 

set the pace and direction of the interviews.  

This study was a qualitative investigation focusing on the perspectives and experiences of 

mothers with LBW and premature infants in the hospital. We did not collect aggregated 

hospital data for quality improvement purposes, for example, the length of hospital stay of 

preterm and LBW babies who did not receive continuous KMC in the hospital, compared to 

those who resided in the KMC unit.  

At the time of the data collection, clinical associates no longer worked at the hospital and 

could not be included in a focus group interview as described in the research proposal. The 

community health workers were interviewed as planned, but could not provide any 

information relevant to the study’s aim and objectives.  

Some of the interviews with mothers were conducted by a research assistant in Sesotho, as 

the researcher was not proficient in the home languages of the participants. The assistant also 

coordinated participant recruitment in collaboration with healthcare staff, scheduled her 

interviews, took detailed field notes, and ensured that informed consent procedures were 

followed. The researcher conducted her interviews with mothers in English. All of them had 

at least 10 years of schooling. However, their level of English proficiency may have 

influenced the depth of the collected information. 

Our cross-sectional study was limited to one hospital setting. The findings may therefore not 

be generalisable to other settings. However, the main themes identified in our study resonate 

with the findings of other international and South African studies.  
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5.5. Conclusion  

The study of mothers’ experiences of KMC in the Fezile Dabi District in the Free State did 

not yield any new findings but confirmed that the experiences of mothers are universal and 

were similar to those reported in other studies across different countries and in systematic and 

scoping reviews. Health professionals in the district expected there would be unique context-

specific insights. Without doing the study, it would not have been possible to confirm the 

similarities with the findings of other studies. Health workers could actually learn from these 

similar findings. The barriers to and facilitators of optimal KMC practice and service 

implementation could also serve as pointers for developing programmes to improve KMC 

services and enhance mothers’ and families’ experience of KMC at the facility level and post-

discharge.  

Healthcare providers, other mothers, partners/fathers and families are key role players in the 

health and well-being of mothers and babies from conception to the first 1000 days of the 

infant’s life.  
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CHAPTER 6: CONCLUSION AND 

RECOMMENDATIONS 

 

In South Africa, neonatal mortality and morbidity continue to be a major challenge. The 

global and local evidence for the positive outcomes for preterm and LBW newborns who 

receive KMC is overwhelming. South Africa has, over the last few decades, succeeded in 

rolling out KMC services to most public district, regional and tertiary hospitals, albeit very 

unevenly (77). 

Our study took place at Boitumelo Regional Hospital in the Fezile Dabi District in the Free 

State Province. It explored mothers’ experiences of caring for preterm and LBW babies both 

in the KMC unit and after discharge. The analysis focused on the support they received and 

health system factors that could shape their experiences and perceptions.  

Mothers received valuable psychosocial support from healthcare providers, who were 

described as empathetic and helpful with baby care and breastfeeding. Support from partners 

was limited, often due to living separately. Other family members played an important 

supportive role, especially grandmothers, sisters, cousins and uncles.  

Mothers’ experiences started with being unprepared for a preterm birth when they were 

admitted to the hospital. Antenatal care did not prepare them for a possible early birth and 

KMC. Their initial emotional reactions ranged between fear, anxiety, uncertainty and 

confusion. The unfamiliar hospital environment and doubts about KMC added to their 

distress. However, education, practical guidance and emotional support from the healthcare 

workers encouraged them to adopt KMC. Over time, mothers gained confidence as they 

bonded with their babies and saw positive growth. At discharge, they received the following 

key messages: continue KMC at home; breastfeed exclusively; and monitor for and report 

danger signs in the baby immediately.   

Healthcare workers understood their roles in prioritising the care of mothers and babies in the 

KMC unit. However, health system challenges throughout the continuum of care affected 

service quality and the adequacy of support to KMC mothers. Key barriers included hospital 

staff shortages, the resultant high workload, and limited refresher training in KMC. Other 
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observations were: overcrowding in the neonatal unit; inadequate infrastructure and facilities 

for the KMC mothers; and limited equipment, supplies and commodities.  

Furthermore, our study identified health system factors that facilitated mothers’ acceptance of 

KMC. Integrating KMC into neonatal services and following KMC protocols and guidelines 

ensured a continuum of hospital care for small and sick newborns.  Enthusiastic and skilled 

healthcare professionals shared the benefits and practices of KMC with mothers. They also 

acted as mentors and demonstrated good teamwork, and a medical doctor was available 

around the clock. Additional enablers included access to the health facility through transport 

and ambulance services, lodging facilities before and after delivery, and post-discharge 

services. 

6.1. Recommendations  

Several recommendations emanated from this study. They are summarised below as 

recommendations for KMC services and practice, for managers and policymakers, and for 

further research.  

6.1.1. For KMC services and practice 

The first set of recommendations pertains to improving KMC services and practice at the 

grassroots level. Any healthcare facility can use it to reflect on and evaluate the state of KMC 

in the institution.  

Visible and concrete messaging about the benefits and practice of KMC in hospitals and 

clinics is an essential step in sensitising the public and families on the importance of KMC in 

caring for small and sick newborns. Learning materials on preterm birth for mothers and 

families during pregnancy should be available during hospital stay and in the KMC unit. 

Mothers should also be prepared adequately during antenatal care for a premature delivery 

and a possible longer hospital stay that would include special care and KMC. According to 

Chan et al., there is a need for clear communication with parents and families about KMC 

and education platforms and materials that could enhance the understanding of KMC 

practices (91). Printed educational materials and videos to play in the KMC unit are 

recommended, as well as identifying online learning modalities. A list of available websites 

with messages for preterm mothers could be compiled. Messages should be included in 

telehealth programmes (e.g. MomConnect), and mothers should be connected to 

organisations supporting mothers of premature babies (e.g. Preemie Connect).  
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Family-centred care in the hospital should be prioritised by involving fathers (and other 

family members) in the care activities in the KMC unit to ensure support for the mother at 

home and continuation of KMC. Parents and families experience high levels of stress and 

anxiety with preterm births. This influences the acceptance of KMC, which is caused mainly 

by a lack of knowledge about KMC (91). An Indian study found that adherence to KMC after 

discharge was better if the husband or other family members assisted in skin-to-skin contact. 

Fathers’ knowledge of the benefits of KMC also increased from 48% at the baby’s admission 

to KMC in the hospital to 80% two weeks post-discharge (112). 

Preparation for the discharge of the mother and baby from the hospital should be a priority 

in the hospital, with measures in place to ensure that all mothers receive adequate 

counselling, e.g., by using a discharge checklist. This preparation should include counselling 

for the mother-infant dyad, the father, and other family members, as well as education on 

danger signs (91). A family meeting before the baby is discharged is important to address the 

family’s social, economic, and other challenges they may face. This is especially important 

for ensuring the safety of babies of adolescent mothers.  

Access for KMC mothers to a multidisciplinary team (e.g., dieticians, occupational therapists, 

physiotherapists, speech therapists, psychologists, and social workers) was not optimal in the 

study hospital. Having these different professionals available could assist with optimising 

care for small newborns during the KMC period in the hospital and after discharge. This 

support could lead to better long-term health outcomes as described in Chapter 2. The WHO 

also emphasises the educational role of a multidisciplinary team at the facility level in 

supporting mothers with continued education on KMC and practical application, and 

providing refresher courses for other healthcare workers (51). 

Mechanisms for sufficient support for continuing KMC after discharge should be devised by 

the hospital and surrounding clinics. The WHO recommends regular follow-up on progress 

through telehealth, phone calls, home visits, and community health programmes to be in 

place (51). Support groups for mothers of preterm and LBW babies could also be created, 

similar to the HIV mothers2mothers initiative in South Africa (113), involving retired nurses, 

social workers, and mothers with preterm birth and KMC experience.   
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6.1.2. For managers and policymakers 

Financing and service delivery are key barriers to successful KMC within health systems and 

hospitals (91). Financial commitment for KMC should be prioritised in newborn care budgets 

to provide sufficient resources and infrastructure improvements to enhance the overall quality 

of newborn care (51, 93). Limited space in KMC wards causes mothers discomfort in 

practising KMC effectively (98). Budgets for KMC should include means to create safe, 

private spaces with appropriate beds and chairs, quality pillows, and sufficient KMC wraps. 

Such arrangements would enhance mothers’ sleep quality and could play a vital role in their 

physical and mental health when they provide KMC for prolonged periods (91, 93).   

The study hospital used the Western Cape KMC guidelines. Nationally and provincially, 

newborn care policies and guidelines that include KMC should be distributed to all relevant 

healthcare facilities and staff members as they become available, emphasising the importance 

of following KMC policies and guidelines developed by the National Department of Health. 

According to the WHO’s KMC implementation strategy for scale-up, governments should 

include KMC in maternal newborn policies and all training curricula for healthcare providers 

at national and district levels (51). The WHO also recommends the training and development 

of all healthcare providers responsible for caring for mothers with preterm and LBW babies 

in KMC through pre-service and in-service training, as well as supportive supervision (51). 

Cho et al. (93) observed that the education of healthcare workers on KMC was a key factor in 

KMC implementation. The education should be supported by relevant protocols and 

guidelines, effective supervision, knowledge sharing between professionals, and hospital and 

primary healthcare networks (93).   

Primary healthcare clinics and community health workers could be better utilised in the 

follow-up with mothers and vulnerable babies after discharge from the hospital, especially 

where specialised follow-up cannot be provided regularly or is unavailable. Follow-up of 

preterm and LBW babies should be integrated into the current primary healthcare 

programmes with functional communication between the different levels of care. Systems 

should be devised to perform the necessary monitoring and evaluation, streamline reporting 

lines, and ensure accountability regarding the outcome and impact of the quality of KMC 

practices (91).  

The greater involvement of primary care facility staff implies the upskilling of healthcare 

providers to enable them to address gaps identified concerning the support of pregnant 
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women and the appropriate support of mothers with preterm babies. There should be 

sufficient coverage of KMC in the district's in-service training plans on caring for and 

managing small and sick newborns. Also for consideration is the training of community 

health workers or ward-based outreach teams on how to do follow-up visits of KMC babies at 

home and identify danger signs in babies that should be referred for care in a health facility 

(98). 

6.1.3. For further research    

Our study covered only one of the 52 health districts and only focused on its regional health 

facility. The data collected reflected the experiences and perceptions of mothers with preterm 

and LBW infants in KMC at the health facility level, as in most other studies. This confirms 

that more research is needed on community-level KMC.   

KMC practices and implementation vary among different provinces and districts in South 

Africa. Further research is also needed nationally and in other districts and provinces on 

systems that enhance the sustainability of KMC implementation.   

Our study focused on one hospital that was the focal referral point of the district. There is a 

dire need for more information on and an understanding of district referral networks between 

different levels of health facilities. Although community healthcare workers participated in 

this study, virtually no information was obtained regarding KMC-supportive home visits to 

mothers with a premature or LBW infant discharged from the hospital. The workers had 

limited knowledge about KMC, and no link could be identified between the hospital and 

primary care health facilities in following up on these special mother-infant dyads. 

Other areas to investigate are the following: how district hospitals care for small and sick 

newborns and how they practice KMC; similarities and differences in experiences and 

perspectives of health professionals and mothers of KMC in district hospitals; and the 

functionality of the referral systems. 

6.2. In conclusion  

Healthcare service delivery in South Africa is still unbalanced regarding quality in KMC in 

healthcare facilities between provinces and districts (77). There are also differences in the 

number and level of competent healthcare workers, the level of adequate resources, and the 

ability to provide the required KMC services. Improved advocacy for and sensitisation of 
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preterm birth and KMC as one of the effective interventions to care for small vulnerable 

newborns can also go a long way in getting the public to demand the best possible small and 

sick newborn care services, including KMC.   
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Appendix H: Interview schedule (professionals) 
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Appendix I: Interview schedule (clinical associates and 

community health workers) 
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Appendix J: Distress protocol for participants (mothers) 

Distress 

Participant indicates that she is 
experiencing a high level of stress or 

emotional disstress 
OR 

Behaviour indicates that the discussion 
or interview is too stressful, resulting in 

shaking, difficulty talking or heavy 
breathing 

↓ 

Step 1: Response 
↓ 

Stop interview immediately 
↓ 

The researcher who is a healthcare professional requests the clinical associate (also a 
healthcare professional) to offer support in the language of choice 

↓ 
Clinical associate reviews mental status of participant:  

(Tell me what thoughts are you having?Tell me how are you feeling?Are you feeling safe?) 
↓ 

Do you feel you can or want to continue with the interview? 

↓ 

Review 
↓ 

Participant feels she is able to continue 
↓ 

CONTINUE WITH INTERVIEW 

↓ 
Participant feels she is not able to continue 

↓ 
GO TO STEP 2 

 
Step 2: Response 

↓ 
The interview will be conducted in a private area. If necessary, assist participant to a quiet 

area and continue with the following: 
↓ 

With participant consent, refer her to the doctor or professional nurse in charge of the  
neonatal unit 

↓ 
If needed or requested, health professional refers participant to the psychological support 

services in the hospital 

↓ 

Follow-up 
↓ 

Follow participant up  (if participant 
consents) 

OR 

Encourage participant to call the 
attending doctor or nurse if she 

experiences increased distress in the 
hours/days following the interview 

 
(Modified from: Draucker C B, Martsolf D S, Poole C. Developing distress protocols for research on sensitive 
topics. Arch Psychiatr Nurs. 2009;23(5): 343-350.) 
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