MOTHERS' EXPERIENCES OF KANGAROO MOTHER CARE

DURING HOSPITALIZATION OF THEIR PRETERM BABIESINA N

ACADEMIC HOSPITAL IN JOHANNESBURG

CHAPTER ONE

OVERVIEW OF THE STUDY

1.1INTRODUCTION

This chapter is an overview of the study investigaimothers’ experiences of kangaroo
mother care during hospitalization of their preteabies at Chris Hani Baragwanath
(CHB) hospital in Johannesburg, South Africa. Theppse of this chapter is to orientate
the reader to the entire process of the reseatub.ificludes the background of the study,
problem statement, study objectives, researchessraptions, design and methods utilized
to meet the study objectives. Ethical considerati@nd principles used to ensure

trustworthiness are outlined.

This research report has been written in the thgedson language. The use of third person
language is an important part of retaining a forntahe in the professional and academic

writing (Lutz, Myers & Place, 2006).

1.2 BACKGROUND OF THE STUDY
Kangaroo mother care (KMC) is an innovative methioat is used to promote closeness

between a preterm baby and the mother. It invoblasing a naked preterm baby covered



only with a nappy in an upright position betweer thother's breasts for skin-to-skin
contact. The name ‘kangaroo’ was obtained fromsihalarities it bears with marsupial
care-giving, in which the baby marsupial born pramgly is guided into the maternal
pouch where he is kept warm with easy access tontbther’'s breast for unlimited

breastfeeding opportunities until maturation (Fr&e€ooper, 2003:792; WHO, 2003:29).

The researcher first came across KMC while working hospital in Johannesburg at the
beginning of his clinical practice. This initial mi@act with KMC occurred when he was
assigned to care for a number of preterm babieswhe of them became unstable in the
incubator, crying even after his basic needs léeding, changing of nappies and being
placed in a comfortable position in the incubat@revmet. A quick assessment of the
baby, which included physical and systemic exanonatand monitoring of the vital signs
was conducted with normal results. While attemptmgind a solution, the baby’s mother
arrived from home and asked if she could be alloteegerform her routine duty of KMC
but since KMC was new to the researcher, he asikelelp from the unit nurse manager.
As a result of this, the baby fell asleep instangbpn being put on the mother’s chest. A
few minutes later other mothers arrived and proeded provide KMC to their babies.
Babies were noted to be quiet and sleepy mosteofithe when on their mothers’ chests
compared to when they were in the incubators. Methethis hospital were at the time of
study providing intermittent KMC to their pretermalibes, living at home and commuting
daily to visit their babies. It is this experiertbat led to the conceptualization of this study
and a visit to the 24-hour KMC unit at CHB hospitdiere the researcher met the senior
paediatrician and nurse unit manager. The ideanflacting the study was presented to

them and they both agreed that it was the timenvestigate mothers’ experiences and



perceptions towards this form of care as no suabyshad yet been conducted in that

hospital.

KMC was introduced at CHB hospital in 2001, prondptey overcrowding which was
noted from bed occupancy of more than 150% at tspital’s preterm baby unit. It was
initially introduced intermittently and later pragsed to 24-hour KMC in 2002. After its
introduction, a pilot study in 24-hour KMC was caoieted which showed varied results
between preterm babies enrolled in KMC and a cogi@up with body weights between
1500 and 1649 grams. Those in the KMC group demeatest higher positive results as
compared with babies in the control group in tewhdreastfeeding, weight gain, and
shorter hospital stay. As a result of this, it wascluded that KMC was safe because of
the reduced exposure to infections, normal grof#guent breastfeeding, and reduction in

hospital stay (Mokhachane, 2004).

However, this form of care did not originate at CHB®spital. Edgar Rey Sanabria and
Hector Martinez first introduced it at San JuanBies Hospital in Bogota, Columbia in

1979 for the following reasons (Whitelaw & SleatB85):
» Shortage of staff and incubators,

* The negative impact of newborns’ separation frogirtmothers in neonatal care

unit,
e Lack of technological resources,
* Unacceptable high mortality and infection ratethe neonatal unit, and

« Burden of a large number of babies being abandbgedeir mothers.



After introduction of KMC at San Juan de Dios Hdapithe results showed improved
babies’ survival rates, maternal confidence inahee of their infants, cost effectiveness,
and enabled mothers to understand their babiesrl@ithitelaw & Sleath, 1985). These
findings have led to several comparative studigs/den KMC and conventional method
of care in both developed and developing countriesed at establishing its effectiveness.
This form of care has been scientifically testesservational and experimental studies
conducted in Colombia and in other countries. fersf additional advantages, regarding
mother’'s empowerment and family bonding to the ggratbabies. It also allows a better
use of the human and technological resources @mitnd decreases the overall costs for
the hospital and the family (Charpak, Ruiz-PelaeFigueroa, 2005). The conventional
method is care that involves artificial warming teyss such as the use of a heated room,
overhead lamp warmers or the use of incubators KWé&rKassie, 2005:94). Some of the
benefits that have been identified in other studietuded stable babies’ physiological
changes such as body temperature, heart rateseapdatory rates, allowing for better
sleeping, faster growth, less crying, and earl@spital release (Bosque, Brady, Affonso,
& Wahlberg, 1995:223; Legault & Goulet, 1995:504erman, Linley & Fawcus,
2004:732; McCain, Ludington-Hoe, Swinth & Hadeed)02:692). Physiologically,
mother’s breasts respond to baby’s thermal needshéfs temperature rises when the
baby’s temperature is low (Ludington-Hoe, Lewis, iyn, Cong, Anderson & Reese,

2006: 225).

Additionally, other studies have indicated sigrafit positive findings in weight gain, high
survival rates, early initiation of breastfeedistyong maternal-infant attachment, shorter
hospital stay, and reduced parental stress in KlCoanpared to other alternative forms

of care (Kambarami, Chidede, & Kowo, 1998:84; FadmEidelman, Sirota, & Weller,



2002:19; Bergman et al., 2004:732; Roller, 2005)218 support of less maternal stress
during KMC, a study of 488 premature infants doméBbgota, Columbia found out that
mothers who cared for their babies in KMC showetamby a stronger bonding effect and
a change in their perception of their child, bwgoah resilience effect (Tessier, Cristo,
Velez, Giron, Calume, Juan, Ruiz-Pelaez, Charpal& €harpak, N.1998). In addition to
improved maternal satisfaction, KMC has also beported to play a role in reducing the
incidence of severe illness and nosocomial infectmd initiating early breastfeeding
(Conde-Agudelo, Diaz-Rosello, & Beliza, 2003; Kast Bergman, & Hann, 2001:443;
Ramanathan, Paul, Deorari, Taneja, & George, 2022;1Feldman et al., 2002:19).
Moreover, a randomized control study done betweehdur KMC and conventional care
involving babies without any congenital malformaticanging between birth weight of
1000 and 1,999 g and without administration of @tygn three hospitals in Ethiopia,
Indonesia and Mexico showed the following results:

» Babies cared through KMC experienced less nosodamigtion.

e Preterm babies submitted to KMC had a larger daigight gain of a mean

difference of 3.6 g/day as compared to those whe weconventional method.

(Venancio & Almeida, 2004).

In terms of breast milk production, Hurst, ValertiRenfro, Burns, and Ferlic (1997:215)
in their comparative study between stable, vemiildbw-birth weight infants (mean 27.7
weeks gestation) and a non-KMC control group shaothatimothers providing KMC had
an increase in milk production than mothers whoewet providing KMC. Breast milk is
readily available and accessible during KMC, allogvionger and frequent breastfeeding

(Charpak et al., 2005 & McCain et al., 2005).



However, in spite of these benefits some parents ‘ancomfortable with KMC’
(Hockenberry, 2003:362). At CHB hospital, the exgeces and perceptions of mothers
involved with the care have not been establishedranpublished research in South Africa

has been found in relation to mothers’ experienads KMC.

Before proceeding with the study, it is necessamydfine what a preterm baby means.

1.2.1 Preterm baby

A preterm baby is any viable baby that is delivebedore the 37 completed weeks of
pregnancy regardless of his or her birth weightl€8e 2005:1791). This preterm delivery
usually causes some level of stress both to prdpamd unprepared parents. Despite the
fact that having a baby is generally a joyful arditng event, having a preterm baby who
must struggle for its survival and is immediateignisferred to a Neonatal Intensive Care
Unit (NICU) becomes a less positive experience parents. The baby’'s fragility,
irritability, and lack of responsiveness to its isbeenvironment may result in many
mothers feeling emotionally distressed and this ra#fgect their parenting behaviour

(Legault & Goulet, 1995:504; Feldman at al., 20821

This emotional distress may be associated with ptera labour. Premature labour can be
the result of several factors which may include:ltiple pregnancy, placenta praevia,
placenta abruption, untreated high blood presseeere maternal infections, emotional
and physical trauma, or some other unknown causehé same time these babies are
usually born with a body weight of less than 2508nts (Fraser & Cooper, 2003:785).
Any preterm baby is hospitalized for care and closmitoring as a result of potential

complications associated with premature birth.



Preterm babies are admitted to hospital for a tsaé reasons and their length of stay
differs according to the condition and the treattrtry require. An infant with very low
birth weight or with severe complications may requinvasive treatment and close
monitoring. This may include oxygenation throughchemical ventilation, or insertion of
naso-gastric tube for feeding (Bennett & Brown, @887). During the period when the
baby is undergoing treatments in NICU, mothersrofiattle with the following negative

experience:

1.2.1.1 Broken expectations of birth experience

Giving birth to a preterm baby is a complex anditmatic emotional event for a mother

with long-term consequences that require ongoingtiemal support extending beyond the

immediate post-natal period. Fears associated aatrelopment and chances of survival
reported in the literature and concerns about nagdyreterm babies unsettles the mothers
as they are unprepared, both psychologically andtiemally, to receive and care for a

preterm baby (Kersting, Dorsch, Wesselmann, Lugdvitthaut, Ohrmann, Hornig-Franz,

Klockenbusch, Harms & Arolt, 2004:474; Bruns-Neuma2006:146).

The behaviour and appearance of a preterm baby aftees not match mothers’
expectations and they may feel less maternal tasvireir babies. A high level of stress
associated with the appearance of their babiespsrted in the nursing literature and is
aggravated by the presence of tubes in the botlyeaf preterm babies and the frightening
sounds in the NICU (Sim-Jones, 1986:395; Miles,cBural, Holditch-Davis, Brunssen, &
Wilson, 2002). The very size of the baby is praidéc to some as mothers are initially

filled with shock and fear. Mothers are also watreven after discharge from NICU about



whether the preterm baby is able to suckle an ateqwolume of milk through

breastfeeding alone (Kavanaugh, Mead, Meier, & Mgy, 1995).

Preterm babies are often separated from their nogwon after birth as a result of their
size and the need for close monitoring. Mothersheikiaried levels of stress during this
period of separation because they feel deprivetiaf maternal responsibilities of breast-
feeding and caring for their babies. Symptoms offrais’ anxiety normally are feelings of
despair, powerlessness, disappointment, and sk=sg@ss (Sim-Jones, 1986:395; Nystrom

& Axelsson, 2002:277; Erlandsson & Fagerberg, 2005)

At CHB Hospital, newborn babies weighing less th@00 grams are separated from their
mothers soon after birth and these preterm babiessaon admitted to NICU for
mechanical ventilation and other forms of specalizntensive care depending on their
individual needs. From NICU, the infants are disged to a KMC ward for KMC and
further management. Prior to discharge, the conoeptMC is introduced to mothers in
NICU. Mothers are fully informed about the benefitsKkMC and those who choose to

provide 24-hour KMC are then transferred to a KM&av

Once discharged from the NICU, mothers are receatetie KMC ward where both the

mother and the baby are monitored and assistetimathers are confident to participate
fully in KMC. Babies are monitored for weight gaintil they are 1650 grams and are then
discharged. The safety of discharging infants &0lgrams was established through an
earlier study conducted by Mokhachane, (2004),réos@aediatrician in the same ward.
The ward records indicated that mothers on avespgat between two and three weeks in

the KMC ward before their babies were dischargBdring discharge, an elderly woman



or any other supportive family member is invitedb@present so as to receive instructions
on the importance of continuing with KMC and thediof support that the mother would

need at home.

1.3 PROBLEM STATEMENT

Since the introduction of KMC at CHB Hospital, \@rs benefits such as rapid weight
gain, short hospital stay, and minimal cross inéecthave been reported and are well
established in the literature (Mokhachane, 2004s(ite these benefits, not all mothers in
this hospital choose to do KMC and no reasons haen established for refusal. At the
KMC ward, mothers spend 24-hours in a day providhC to their hospitalized babies

but since its introduction in 2001 no study has nbe®nducted to establish their

experiences and perceptions towards this kind of.carom this setting, no empirical

evidence has been established as to how KMC isriexged and perceived by mothers of
preterm babies during this period of hospitalizatiOnly anecdotal reports from individual

mothers are known. Based on this problem the follgwesearch question emerged:

* How do mothers of preterm babies experience andepex 24-hour KMC during

the hospitalization of their babies at CHB Hospitallohannesburg?

From this research question, the research purpodeobjectives of the study were

formulated.



1.4 THE PURPOSE OF STUDY
The main purpose of this study was to explore astiibe the mothers’ experiences and
perceptions of 24-hour KMC during the hospitaliaatperiod of their babies in a preterm

baby unit. In order to meet this purpose, the foilmg objectives were set:

1.5 RESEARCH OBJECTIVES
The objectives of this study are to:
» Explore and describe mothers’ experiences and peoos of 24-hour KMC
during the hospital setting.

* Provide recommendations for nursing practice anctabn.

1.6 SIGNIFICANCE OF THE STUDY

Since a study of this nature has never been coeductthis particular setting, the findings
of this study seek to contribute to the body ofwlealge on 24-hour KMC as experienced
by mothers at CHB hospital. Nurses and doctors oy the findings of this study to
formulate interventions relevant to the needs efriothers providing KMC and perhaps

use the knowledge as a baseline for further rekearc

1.7 PARADIGMATIC PERSPECTIVE

According to Creswell (1998:74) qualitative reséais approached with certain paradigm
or world view, basic beliefs or assumptions thatlguesearch approaches towards a topic.
These research paradigmatic perspectives are bmsiny research (De Vos, Strydom,

Fouche & Delport, 2002:265). In this study, thddaling assumptions were made:

10



1.7.1Meta-theoretical assumptions
According to Botes (1993:11imeta-theoreticanssumptionsare non-testable beliefs that
are accepted to be true by the researcher. Thetetheoretical assumptions reflect the

researcher's view of a person, environment, nuigmphealth.

For the purpose of this study, the research wadeguby the following meta -theoretical

assumptions:

1.7.1.1 Person

The persons involved in this study are the mottrer,preterm baby, the nurse and the
doctor. It is believed that there is a close carts$acial therapeutic interaction between
the different persons involved in the KMC ward ahdir environment. For example,
the nurse assumes an important role in meetingnitgue needs of the mother and the
baby during this period of interaction. The unigeesn of each person implies that the

thoughts and feelings of each individual may vary.

1.7.1.2 Environment

The environment is the total context of the persaurroundings that have an influence
on his or her physical, psychological, emotional dmehavioural well-being. The
environment can be internal or external, micro @cro, negative or positive in terms
of all the conditions and circumstances that inilteethe surrounding, development and
behaviour of a person. Any environmental change reguire greater energy to adjust
to the situation. In this study, the environmeriére to the hospital setting, in particular
the KMC ward, which can be considered as an unfanehvironment compared to the

mothers’ home environment.

11



1.7.1.3 Nursing

Nursing encompasses autonomous and collaboratireeatawell, ill or potentially ill
persons of all ages, families, groups and commasit all settings. It comprises the
promotion of health, prevention of diseases andctdre of sick, disabled and dying
persons. Nursing is dynamic and is constantly emglto meet new needs and acquire

new knowledge.

1.7.1.4 Health
Health is an optimal state of all the componends thake up who and what a person is.
It is a state of physical, psychological, emotigrsalcio-economic and biological well-

being that is maintained when a person continuadipts.

1.7.2 Theoretical assumptions

Contrary to methodological assumptions, theoretasdumptions are testable and offer
epistemic pronouncements about the research figates, 1993:12). It was assumed that
the research question in this study could be areibBy going into the field without any
preconceived judgments that might have been aatjulieough previous theories. To
achieve this, the principle of bracketing was aghlicommonly called epoche process by
other researchers so as to view the mothers’ expegs and perception of KMC in an
unbiased manner. Epoche is a Greek word meanimgftain from judgment, to abstain
from or stay away from everyday ordinary ways ofcpeving things and approach the

interview with receptive presence (Moustakas, 1984d).

12



1.7.2.1 Theories

The word theory has a number of distinct meaninmgglifferent fields of knowledge,
depending on individual methodology and the contxtiscussion. They are a set of
statements or principles generalized to explaimoaum of facts or phenomena, especially
one that has been repeatedly tested or is widetgpded and can be used to make
predictions about natural phenomena (Polit, BeclkHéngler, 2001:145). Some of the

theoretical terms used in this study are definddvize

1.7.2.2 Theoretical definitions

» Kangaroo Mother Care
This is a form of care named after the marsupianah the kangaroo, who keeps its
newborn young in her pouch until it reaches matdevel. In the case of humans, mothers
hold their naked preterm babies, wearing only gelisand head cap, on their chests,
between their breasts, so as to ensure that theskin-to-skin contact between the baby

and the mother holding it (Fraser & Cooper, 20@2)7

» Experience
Experience is an observation of or a practical acgance with facts or events which
involves apprehension of an object, thought, or tanahrough the senses or mind and

involves a direct perception of an event (Merrianabater online dictionary, 2006).

* Perception
This is the insight, intuition, or knowledge gainley perceiving a phenomenon which in
this case is KMC (Merriam-Webster online dictiona®006). It includes feelings and

views.
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Feeling(3 are an affective state of consciousness, such @se tihesulting from

emotions, sentiments, or desires (Wehmeier, 2009). 4

View(s)are individual and personal perceptions, judgmentsrpretations or opinions

about a particular phenomenon (Wehme2800:1331).

» Concepts
Polit and Beck (2004:29) define concepts as “abs8tmas of particular aspects of human
behaviour based on observations or characteristinosa theory, concepts are organized
together into a coherent system to describe oragxgome aspect of the world. For the
reader to have a clear understanding of conceptse ®f the terminologies used have been

defined below:

« Emotional Responses:
These are the feelings that mothers show whileimyirtheir babies during KMC in this
study. Some of these feelings include, among otheys love, fear, and discouragement.
Such emotional responses are the result of theiwayhich the mothers perceived and

experienced the care.

Joy
Joy is an expression of emotion evoked by well-pesuccess, or good fortune or by the
prospect of possessing what one desires (MerriamsW#e online dictionary, 2006-2007).
A mother of a preterm baby may express the feelofgsy during their interaction and

observation.
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Love
Love is a basic component of human experiencectirabe conveyed in various ways such
as a sense of tender affection, an intense atirgcthe foundation of intimacy and
willingness to sacrifice oneself on behalf of amstperson. It manifests itself in feelings,
behaviour, thoughts, emotion, attitudes and peimept It underlies, defines and
influences major patterns in interpersonal relaiops and self-identification (Wehmeier,

2000:704).

Fear
Fear refers to an emotion of uncertainty aboutssibde or probable situation or event and
it manifests itself through feelings of fright. (Wmeier,2000:427). Mother’s fear may

result from her baby’s poor prognosis.

* Behavioural Changes:
Behavioural changes refer to observed alterationtheé mother’'s behavioural patterns

during KMC or during the interview that differ sifjnantly from her usual behaviour.

More details about the way in which participantsiational and behavioural changes were

captured during data collection are discussedarfadowing chapter.

1.7.3 Methodological assumptions

In this study a naturalistic paradigm assumptios adopted which is also referred to as a
phenomenological paradigm (Polit et al., 2001: These methodological assumptions are
the expressions of a researcher’s view(s) on thereand structure of research study in

his or her discipline (Botes, 1993:11). This pagadiwas adopted because of the belief
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that reality exists within a context. These assumptions asdtay Polit et al., (2001:12)

are briefly explained below:

 The ontological view suggests that reality variescoading to individual
participants’ experiences and perceptions of amgisguation. This variation is
thought to occur as a result of the way in whichquea individuals mentally
construct the nature of their perceived reality.

* The epistemological approach suggests that theangser is closer to the study
participants, encouraging free interactions betwieem. The findings in this study
resulted from an interactive process between reseaand the participants.

* The researcher encourages the study participanexpeess their thoughts and
feelings freely on phenomena under study withowtr fef their values being
criticized. This assumption departs from the fiefdaxiology in which the theory
of value is studied. Participants’ views and valwese respected throughout the
study and were made possible by the use of epoatwess which as explained
previously involves a clearing of the mind to alléw a receptive response.

e The researcher treats the participants of the sasdgo-researchers by interacting
freely and going back to them for confirmation oferpretation. In this way, they
participate in the methodological processes ofgtuely. The study findings are
contextually bound, meaning they can only be appt that particular context

where study took place.

1.8 METHODOLOGY

The purpose of this research was to explore andridesthe lived experiences and

perceptions of mothers towards 24-hour KMC during hospitalisation of their preterm
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babies at CHB Hospital. Methodological perspectigéshis study relate to the purpose

and objectives of the study and include researskgdedata collection, and data analysis.

1.8.1 Research design

A qualitative approach grounded on phenomenologieablorative, descriptive and
contextual research design was used. AccordingurmBand Grove (2003:195) research
design is a plan or a blueprint of how a researaftends to conduct his or her research.
The selection of the approach depends on whatesearcher would like to investigate, as
well as the type of method that the researchesfagpropriate for the research. A detailed

discussion of each of these will be discussed iap@ir 2.

1.8.2 Research method

The research method includes the steps, procedurdsstrategies for collecting and
analyzing the data in a research study (Polit.e2801:465). The steps used in this study
involved the selection of participants, data cditat, and its analysis. A brief explanation

for each is provided below:

» Selection of participants
In this study, participants who were deemed knogadathle about KMC were selected
through purposive sampling. This involved partiofgawho knew the most about the
phenomenon and who were able to articulate andagxfieir nuances (Polit et al., 2001;
Burns & Grove, 2003; Polit & Beck, 2004). Inclusianiteria for the selection of the

participants are explained in section 2.3.3, pagjef2his study.
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» Data collection
Data was collected through in-depth unstructurednaed interviews using audiotapes and
supplemented with field notes as suggested by Mawsg Field (2002:91). At the
beginning of each interview, the researcher expthithe purpose of the study to each
prospective participant and sought their co-openat{(Kvale, 1996:128). Data was

collected and transcribed verbatim.

e Data analysis
Data analysis is the systemic organization andh&gié of research data (Polit & Beck,
2004:718). Data analysis in this study was conalutiteough Colaizzi’'s (1978) method of
phenomenological analysis as briefly stated below:
(1) The researcher reviews the collected data and bedamiliar with it so as to
gain a feeling for the participant’s own meaning.
(i) Significant statements are then extracted from éaciscript.
(i)  Meaning is formulated from each significant statemen the context of
participant’s own terms.
(iv)  The formulated meanings from a number of intervianes then organized in a
cluster of themes.
(v) A detailed, analytic description of the particigarfeelings and ideas on each
theme is compiled.
(vi)  Researcher formulates participants’ descriptionsnimunequivocal statement in
the form of conclusion.
(vii)  The findings are taken back to the participantsheck if the researcher has

omitted anything.
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As part of research rigour, all data collected nigithe research was kept on record under
lock and key (Morse & Field, 2002:118). Researcults were analysed and compared to

the existing published scientific literature on KMC

1.9 TRUSTWORTHINESS
Measures put in place so as to ensure trustwodhinecluded the four strategies
advocated by Lincoln and Guba, (1985:328). These eedibility, dependability,

transferability and confirmability.

* Credibility
This refers to the truthfulness, accuracy and abdity of the study in terms of its
research findings (Polit & Beck, 2004: 430). Chaldy in this study was achieved
through the use of prolonged engagement, use feiréift methods of data collection that
included interviews, observation, and field notiscussion with experts in the field of

gualitative research and a clear written descmptibhow the study was conducted.

* Dependability
Dependability essentially concerns itself with theestion as to whether the same results
would be obtained if the same study were to be goted twice (Polit & Beck, 2004:434).
A description of how data was collected and analyaas clearly outlined and included in

this study for scrutiny by an external reviewer.

» Transferability
Transferability determines the extent to whichfthdings can be transferred to other

settings (Brink, 2002:125). A detailed descriptajrithe research context and the
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assumptions that were central to the researchsrstady have been made available for the

reader who wishes to transfer and judge the séibitii that transference.

» Confirmability
Confirmability refers to the degree to which theulés can be confirmed or corroborated
by other researchers (Polit & Beck, 2004:435). Stuely procedures have been well
documented in this study in order to allow easyficoration of the study findings by other

reviewers.

These strategies will be described in detail inptéatwo.

1.10ETHICAL CONSIDERATION
The study required an involvement of mothers arrights of these participants were
ensured by seeking their individual consent toipigdte in the study (Appendix A, B, &
C). Permission to conduct the study was also sdugint the following authorities:

* University of Witwatersrand’s postgraduate committappendix E).

* University of Witwatersrand’s Human Research Ethfemmittee [Medical]

(Appendix F).
e Provincial Research Committee, Department of healBauteng Province

(Appendix G).

Chief Executive Officer of CHB Hospital (AppendiX.H
Once the permission from the above stated autbsniias received, strict adherence of the
ethical principles such as the respect of humahtsjgprivacy, and the participants’

anonymity was done and confidentiality as well astgrtion from harm was strictly
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observed. Chapter two provides a more detailedrigien of the ethical considerations

applied in this study.

1.11 OUTLINE OF THE RESEARCH REPORT

This research report comprises four chapters, snatuof this one, structured as follows:
Chapter One: Overview of the study.

Chapter Two: Research design and methodology.

Chapter Three: Presentation of findings and literature control.

Chapter Four: Review, limitations, recommendations, implicatidos nursing practice

and conclusion.

1.12. SUMMARY

This chapter provided an overview of the study aadght to introduce the reader to the
background of the study, a description of KMC atsdhistorical context, the concept of a
preterm baby, and hospitalization of the baby. ©bgctive and purpose of the study,
including the researcher’'s assumptions, study phaee measures of trustworthiness and

ethical considerations have been briefly outlined.
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CHAPTER TWO

RESEARCH DESIGN AND METHODOLOGY

2.1 INTRODUCTION

Chapter one covered an overview of the study. isxdhapter, the design and methodology
chosen to meet the study objectives is discusdael.rdsearch methods are described with
reference to the target population, sample, samphliata collection, and data analysis.
Ethical considerations and ways in which rigour angtworthiness were achieved are

also described in detalil.

2.2 RESEARCH DESIGN
Qualitative approach, grounded in phenomenology \Wadlwed. The study is an
explorative, descriptive, and contextual study tBgamines the lived experiences and

perceptions of mothers providing 24-hour KMC at CH@8spital.

2.2.1 Qualitative research

A qualitative research was chosen for this studyabsee of the flexible approach that it
offers, by means of an in-depth and holistic ing@dton. Its aim is to collect rich lived
descriptions from the participants by allowing theandescribe what they experience and

feel in their own terms (Polit & Beck, 2004:245).

According to Burns and Grove (2003:357) qualitatisesearch may be useful in

understanding human experiences and perceptions the participants’ perspective. It

involves a reasoning process that pieces togethgmiented elements to make rational
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wholes. It is assumed that there is no single tseand that reality is considered as
subjective, based on perceptions that may diffemfperson to person and may be subject

to change within a different time frame.

Creswell (2003:181) describes qualitative reseashemergent, not fixed and can be
redefined as the researcher goes along with eadVidoal interview. This occurs because
of the close, interactive relationship between theearcher and the participants and it
involves the researcher’s observation and recordinthe participants’ perceptions and
lived experiences. To understand these lived egpees, phenomenological study was

chosen.

2.2.2 Phenomenological study

A descriptive phenomenological study was deemedogpiate because it seeks a deeper
and fuller understanding of the lived experiencéshe participants providing 24-hour
KMC. Phenomenological study as described by Palit Beck (2004:253) is an approach
rooted in a philosophical tradition that discovdrs meaning of people’s life experiences
in its “wholeness”. Phenomenological study, basedhis argument, means it focuses on
individual experiences and provides meaning to gaaison’s perception of a particular
phenomenon. This point was particularly importanthis study as each participant was
asked to express her perceptions and experiendeslGfduring an unstructured in-depth

interview. A descriptive phenomenological studyalguinvolves the following steps:

2.2.2.1 Bracketing

Bracketing refers to the process of identifying gudting aside the preconceived beliefs,

ideas, and opinions about the phenomenon undey.dtuthis study, although KMC was a
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new phenomenon to the researcher, thoughts andf$ebout 24-hour KMC that had
developed during clinical practice before condugtthe in-depth interviews had to be
bracketed (Refer to page 33, section 2.4.1). BycKaing, the researcher aimed at
minimizing his bias towards the process. This pnévany existing knowledge and beliefs

from interfering with the research findings (P&iBeck, 2004:253).

2.2.2.2 Intuition

Intuition is the second step in a descriptive pmesioological study. Intuition is an inborn

talent directed towards producing solid and truggjuents in all situations and contexts
(Moustakas, 1994:32; Polit & Beck, 2004:254). Itian was achieved in this study
through the openness to the meanings attributédet@4-hour KMC by the participants.

This study assumed that all things become cleareaitent through an intuitive-reflective

process, which in turn transforms what is seen.

2.2.2.3 Analysis

This is the third phase in a qualitative descrptphenomenological study (Polit & Beck,

2004:253). Data analysis involves extraction ohsigant statements, categorization and
giving sense to the essential meaning of the phenom Analysis in this study was

achieved through the use of Colaizzi's (1978) meétbbdata analysis as explained later in

page 50, section 3.5.2 of this study.

Due to the fact that each person’s views and caosceiffer markedly, phenomenological
study aims to understand each person in his ocdr@ext because the body, the world, and

its concerns are unique to each of them (Burns &&r2003:360).
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2.2.3 Contextual study

The contextual study refers to research conducteahi environment that is as close as
possible to that being studied. In this study,dtte of the current research was not altered
because it is believed that the nature of thengettiay influence the way the participants
behave or feel and this may result in distortedirige and perceptions of a phenomenon

(Polit & Beck, 2004:28).

2.2.4 Explorative research

Exploration is defined by Wehmeier (2000:408) ascareful examination of a
phenomenon. Exploration allows the researcher itoigaight in a phenomenon of interest
especially that which is new or unknown (Brink, 2€01; Morse & Field, 2002; Polit &
Beck, 2004:20). The researcher in explorative studims to investigate the full nature of
the phenomenon, how it manifests and any othetegtfactors. Within the context of this
study, explorative research was useful because Ntas known about the mothers’
experience and perception of 24-hour KMC at CHB pita$ prior to contact with the

researcher, thus allowing him to explore the lieggeriences of mothers.

2.2.5 Descriptive research

The researcher in descriptive study observes, ibescrand documents aspects of a
situation as it naturally occurs (Polit & Beck, 20092). Description of mothers’
experiences and perception of 24-hour KMC at CHBpital occurred after collection of
data through informal in-depth individual interviewData was transcribed verbatim.
Descriptive research in this study involves thecdpson of each theme and their sub-

themes. The research method used is described below
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2.3 RESEARCH METHOD

A research method refers to the methodologicalpeets/es of the study which include
methods of data collection, procedures, populatsample and sampling methods, and
strategies for gathering and analyzing the dathenresearch investigation (Polit & Beck,

2004:723).

2.3.1 Study population
The target population of this study included allthers who satisfied the inclusion criteria
and whose preterm babies were hospitalized andvest@4-hour KMC at CHB Hospital

in Johannesburg.

2.3.2 Sampling andselection of the participants

Sampling is the process of selecting a group ofplegoevents, behaviours or other
elements in the study that is to be conducted {(Ralial., 2001:234). The qualitative
researcher in this process focuses on the qudiitheninformation from the participants
rather than the size. The sample size cannot beefenined in a qualitative study
because participants ought to be selected andviewexd until saturation of information is
obtained and no new information or themes emergern®8 & Grove, 2003:257).
Participants in this study were chosen through @sigg sampling. Purposive sampling is
based on the judgment of the researcher regartengharacteristics of the representative
samples. The researcher selected the participams knew the most about the
phenomenon and who were able to articulate andagxfieir nuances (Polit et al., 2001,
Burns & Grove, 2003; Polit & Beck, 2004). In thstudy mothers who were deemed

knowledgeable about KMC were selected.

26



This method of sample selection was appropriataulsit is perceived as the best method
in qualitative research in contexts where an intgdemderstanding of an experience is

required (Burns & Grove, 2003:255).

Morse and Field (2002:65) state two principles timaist be met in qualitative sampling,

namely appropriateness and adequacy.

2.3.3 Appropriateness

Appropriateness is defined by Morse and Field, 22688) as the identification and
utilization of participants who can best inform tlesearcher according to the requirements
of the study.

Therefore, the appropriateness or the inclusideriai for the participants in this study was
determined as follows:

* Age. Each participant was 18 years and older. Burmk Grove (2003:166-169)
emphasize the strict recruitment of participant®wale capable of comprehending
the information in the research study and possessmds judgment to make
decisions regarding participation or withdrawahfrthe study.

* Language Mothers who were able to understand and spe&agilish were also
chosen because that was the only language in wtiiehresearcher could
communicate with them. The researcher is not alSdidtican and could not
involve a translator as this could distort the flaww information and the
trustworthiness of data may have been compromisedddition to this, probing
was likely to be difficult with the use of the tsdator (Kvale, 1996:125, 133).

* Preterm babies who were free from iliness or congdéal abnormalities. Parents

of a sickly child can be overwhelmed by the powedmotions and this may
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threaten their ability to cope with requirementstioé research. Parents of these
babies more often experience anger, guilt, anxietyplessness and often project
these feelings onto other members of the familizeaith care team (Hockenberry,
2003:958). Consequently, mothers whose pretermebdiad illness or congenital
abnormalities were excluded to avoid misinterpretadf the KMC experience.

* Mothers whose preterm babies were seven days old arore in the kangaroo
care ward with 24-hour KMC. The researcher perceived the first seven dags as

period of adjustment for the mothers and a timieaon and adapt to KMC.

2.3.4 Adequacy

Adequacy refers to the sufficiency and quality eftad achieved. An adequate sample
provides the researcher with richly textured andhglete information (Polit & Beck,
2004:308). The sample size was not predetermin#udsrstudy because participants had to

be selected and interviewed until saturation o deds attained.

2.3.4.1 Saturation

The number of participants in a qualitative stugyadequate once the saturation of the
information is achieved in the field of study. Té&turation limit is a point where no new
additional information emerges and further datdectibn only duplicates data that was

previously attained (Morse & Field, 2002:65).

Morse in Burns and Grove (2003:258) and Polit ardkB(2004:308) describe factors that

influence time period required before the saturalimit is attained in qualitative research.

These are:
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Scope of the studyA wide scope of the study implies that more esiwes data is
required and this increases the time period bdfw@esaturation limit of the data is
attained.

Quiality of the data. If high quality and richness of the data is toalshieved, then
fewer articulate, well-informed and communicativarticipants are needed to
achieve saturation of data in the field of studgr Ehis reason, less than ten
participants were obtained for this study, sinaeséhwho were chosen were well-

informed and could articulate their experienced.wel

Study design This refers to the type of design that is setbkct®ome designs
involve interviewing a participant more than onoemely, before and after the
procedure. Such a design prolongs the study bptatluces quality data. The
interview was conducted only once in this studydose it could have been
inappropriate for the researcher to meet particgpagain after the change of
setting during the follow-up visits. Change of sgjtmay have an influence on the
participants’ way of perceiving things (Polit & Be@2004:28). Each participant in
this hospital spent an average of two to three wéekore discharge.

Nature of the topic. This depends on the topic of the study. Fewetigpaants in

this study were needed to reach the saturation.

The quality of the data and nature of the topiceatbie two factors that had an influence
on the saturation of data. The nature of the tdfM(C, was familiar to all the participants

because they had been actively involved with the cd their babies for at least seven
days at the time of the interview. Participantseweell informed on the topic because of
their active involvement in caring for their babi&aturation of data was attained after

interviewing seven participants. At this point alinerging information was redundant
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because it merely repeated what had already beenwdired. Two more participants were
added to ensure that no new information was lefit Be total sample size became nine
participants. According to Polit and Beck (2004:8@8ample size in phenomenological

studies are ten or less because of the in-depthniaition required.

The sample size for this study included mothers @) ranging between 18 to 38 years
old. The demographic representation of the samptduded seven blacks and two
‘colored’ participants. Among these participantagovas engaged (to be married), two
were married, four were living with their partnees)d two were still living with their

parents. A detailed description of the setting whitrese participants were identified is

provided below.

2.3.5 The setting

The setting of this study was a private room in KMC ward at CHB Hospital. CHB
Hospital is one of the largest academic hospitalslohannesburg, situated in South
Western Township (SOWETO), South Africa. It serntbe densely populated urban
township and acts as a regional centre for thehsontpart othe Gauteng province. It is
the only public sector hospital situated within ®tovand the largest hospital in the world
occupying 173 acres with more than 3000 beds aptbapnately 7000 members of staff.
Patients admitted in this KMC ward come from vaisedio-economic and cultural groups.
Majority of patients attended in CHB live within Beto (Zwi, Pettifor, Soderlund &

Meyers, 2000:227).

At the time of study, the KMC ward at CHB hospitaas an open ward where space

between mothers’ beds was approximately one mékrere were twenty adult beds with
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an equivalent number of baby cots next to each en@tibed. Each baby was to be placed
in his or her cot whenever the mother wanted taoogihe bathroom or to change nappies.
Baby care, which includes breastfeeding and nappyges, were done every three hours.
Each mother had a chair and a small cabinet bdwdded where she could keep her
personal belongings. The nurse’s desk was in theesaom, enabling nurses to observe
all the mothers’ activities in the ward and theables. The warmth of the ward was
maintained at a temperature between 22 and 26 eegentigrade with the aid of the

heaters so as to prevent the babies from developiygpothermia. For mothers’

entertainment, a television set was available.

2.3.6 Researcher’s role

The role of the researcher included the preparadiosh gaining entry into the research
setting. The researcher studied the relevant ikt theoretical framework to avoid the
loss of substantial information that can arise frpaor approach during the interviews
(Kvale, 1996:147). Information regarding the tdgles for obtaining quality data

through interviews was also acquired from the lessand exercises provided by a senior

qualitative researcher within the university’s NogsDepartment.

The tools necessary for data collection, such aarerg the effectiveness of the audio tape
recorder, were tested prior to each interview. Th@duded the replacement of batteries
and carrying of spare cassettes and batteries se o& prolonged interviews. Other

requirements included pens and note books for dleardentation.

2.3.6.1 Gaining Entry
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As part of the preparation to gain entry to theecagsh site, an application letter and an
attachment of a 14-page copy of the research pabplesailing the purpose and procedure
of the study was submitted to the chief executiffieer of CHB Hospital. It also included
clearance letters from the Postgraduate Commitfethe Faculty of Health Sciences
(appendix E), Human Research Ethics Committee eMfitwatersrand (appendix F), and
the Gauteng Provincial Research Committee, (appe@yli Similar copies of the proposal

were also given to the senior paediatrician antinunise manager of the KMC ward.

Access to the KMC ward was granted more speedigethaon the fact that the senior
paediatrician manning the unit and the unit nursmager had prior knowledge of the
study. The unit nurse manager provided orientditotine unit, including a brief history of

the ward. Once the researcher had become famddhrdth the setting and the staff, the
potential participants were approached. Particpavtio met the selection criteria were
individually approached and invited to participatehe study. The researcher reintroduced
himself, issued them invitation letters containihg information of the study and provided
them with a brief description of the study. The gmse of the tape recorder was also

explained (appendix A).

Once each patrticipant had agreed to participate,imformed consent forms were signed,
whereby participants consented to being intervieared recorded (appendices B & C).
Participants were informed that it was not compuylso complete the interview recording

and that they were free to stop at any point, shthéy wish to do so.

2.4 DATA COLLECTION

32



Data was collected using in-depth, unstructuredrimews, combined with field notes.
Data collection was a reiterative process and stediof two phases: The first phase
involved bracketing the interview and analysis sacenable the researcher to suspend his
preconceived ideas and judgments on KMC and todas do participants’ descriptions
(Moustakas, 1994:84). The second phase of datactiolh involved the actual interviews

with the participants selected for the study.

2.4.1 Bracketing phase

During the bracketing phase the researcher hackdmiee his thoughts by means of a
reflective process. Any beliefs, thoughts, and oneeptions that the researcher may have
had about 24-hour KMC during his clinical experieneere bracketed. To achieve this, he
had to reflect on the nature and meaning of thelepoa term similar to bracketing used
mainly in phenomenological studies (Moustakas, 1B8@). Although this bracketing may
not always be perfectly achieved, one reason forgdib in a phenomenological study is to
enable the researcher to become aware and consdfiauslerlying thoughts and beliefs
that may influence the research and consciouslytresh aside. The second reason for
bracketing allows readers to determine for theneselwvhether or not the researcher was
successful in suspending his or her own views ahdther or not any inherent biases
influenced the research (Moustakas, 1994:180). ,Tinukis study, bracketing allowed the

researcher to clear his mind and suspend his etpats of 24-hour KMC.

Two preconceived thoughts that the researcherdbdacket before data collection and
analysis were:
» 24-hour KMC exposes preterm babies to cold stresause they have less

subcutaneous fats than full term babies.
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* Preterm babies require professional managemeniemzk transferring them to
mothers’ chest while still requiring intensive cargjects them to danger because

mothers have neither the knowledge nor experiehoersing care.

2.4.2 Interviewing phase

Unstructured in-depth interviews were chosen fog study, whereby participants had the
opportunity to narrate their lived experience wlitte interruptions from the researcher.

This kind of interview often begins with a broadegtion, sometimes called a grand tour
guestion, relating to the research question (RblBeck, 2004:340). Based on Kvale’s

(1996:32) description, unstructured interviews wappropriate for this study because it
gave the participants an opportunity to speak loeit texperiences and perceptions of 24-
hour KMC in their own way, providing rich descrigtis essential for understanding

mothers’ experiences and perceptions. The intewvie@re recorded onto audio cassette
after obtaining permission from each participamtfgr to appendix C). A more detailed

description of this process is described in pagesdétion 3.4 of the next chapter.

The type of questioning used in these interviewsewsdnsistent with the requirements
suggested by Moustakas (1994:104), in which questghould be stated in clear and
concrete terms by ensuring that key words are défidiscussed, and clarified so that the

intent and purpose of the study is evident.

The length of each interview ranged from 45 to G@utes. This was determined by the
amount of information provided by the participadtging each interview. The recording
was considered complete when no further clarificatvas required as suggested by Kvale

(1996:128). Field notes, written down by the reslear himself as indicated below,
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supplemented each interview. The researcher didnmotve a different person in writing
the field notes as this could have interfered vpi#inticipants’ privacy and confidentiality

(Burns & Grove 2003:171).

2.4.3 Field Notes

In order to enrich and explain the gaps of sileimcéhe taped interviews, the researcher
made use of field notes. These included portrditsaoh participant and sought to describe
their physical appearance, mannerisms, or styl¢éalking. Field notes were collected
through observations before, during, or after gatérview (Morse & Field, 2002:91-93)
and were written during or immediately after théemiiews and inserted at the relevant
points during transcription. Such observationsuded the objective description of time,
location, events, behaviours, and conversationsttwk place. Participants’ behavioural
patterns during the interview period were obseraad noted, including body language
and other non-verbal behaviours such as facialnwotienal responses (Morse & Field,
2002:92). A full description of the environment, atleer, external distracters, and any
other activities occurring at the time of the intew were also noted and utilized during

data analysis.

2.5 DATA ANALYSIS

The audio-taped interviews were transcribed andidtidely analyzed together with the
field notes. According to Creswell (2003:182), detdlection and analysis are "developed
together in an iterative process”. Careful desmipof the data after accurate transcription
of the interviews and the development of categonesvhich to place behaviours or
processes have been proven to be important stefigeiprocess of analyzing the data.

Colaizzi’'s (1978) steps of phenomenological datalyans were used in this study because
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it provides a clear account of the procedural stepslved in phenomenological data

analysis (Polit & Beck, 2004:584).The following dhe seven steps of Colaizzi method of

analysis applied:

()

(ii)

(iii)

(iv)

v)

(vi)

(Vi)

The researcher read the collected dateetmme familiar and develop a feeling of it,

Each transcript was reviewed and any significstatement extracted,

Meaning was formulated from each significastatement in the context of

participant’s own terms,

Formulated meanings were then organized ihisters of themes,

Results were integrated into an exhaustiverason of the phenomenon,

Researcher formulated participants’ descripi@n an unequivocal statement in the

form of conclusion and provided a visual referetacspecific themes,

Finally the researcher in this stage usualbkes back the findings to the

participants for validation.

The tape recorded interviews of all nine particisamere transcribed verbatim and field

notes were inserted where appropriate. After tn@pison the researcher re-listened to the

tape recorded interviews while reading the writi@mscribed interviews so as to check for

completeness. Each transcript was then analyzddr Repage 49, section 3.5 of the next

chapter for full descriptions of each step usedata analysis.

2.6 TRUSTWORTHINESS
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Trustworthiness of this study was achieved throogkenness and thoroughness in the
collection of data with scrupulous adherence tchdopophical perspective of the study.
Four strategies for ensuring trustworthiness suggeby Lincoln and Guba (1985:294)

were followed; namely, credibility, transferabilityependability, and confirmability.

2.6.1 Credibility

Credibility refers to the confidence in the trusttcuracy, or believability of findings that
have been collected and analyzed by the reseafEbét & Beck, 2004:430). To ensure
credibility in this study, the six techniques peititout by Lincoln and Guba, (1985:328)

were followed.

2.6.1.1Prolonged engagement

Data collection took one and a half months. Durihig time, the participants became
acquainted with the researcher. The researcherhaldoan opportunity to be with the
participants, observing the interaction between hexst and their babies during

breastfeeding, changing of nappies, sleeping astthge

2.6.1.2Triangulation

Triangulation is the use of various methods to eramthe same phenomenon
simultaneously or sequentially Morse & Field 20@®p For example triangulation may

involve interviewing multiple key informants abaie same topic (person triangulation);
multiple methods of data collection such as with tise of observations and interviews; or
time triangulation where data are collected atedéht times of the day or at different times
in the year (Polit & Beck, 2004:148). However, doetime constraint in this study as

stated in page 85, section 4.3 of chapter folangulation was not fully exhausted. It was
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partially employed with the use of interviews, alvs¢ions, and field notes. Several
participants were also interviewed on the same @memon, 24-hour KMC, at different
periods. The study collection was done using aag®trecorded interviews which were
then supplemented by field notes and observatidhe aim of triangulation was to

validate the conclusions through multiple perspedti

2.6.1.3Peer Debriefing

Peer debriefing is recommended by Polit and BeOk42432) as one of the processes that
enhance the credibility of qualitative research dose it exposes the researcher to
deliberations posed by peers who are experiencedititer the methodology or the
phenomenon being studied, or both. The resear@reachieve this by presenting written
or oral summaries of the data that has been gatrerd analyzed. Though Babbie and
Mouton, (2001:277) argued that peer debriefing khe done by a colleague holding a
similar status, the researcher in this study chioseyive his data analysis with the
transcripts and audio tapes to the supervisor ¢autiny because of her experience in
qualitative method as advocated by Polit and B&f)04:432). This process promoted

truthfulness and ensured that errors and biasness minimized.

2.6.1.4Member checking

Member checking enhances credibility. In membeckimg, researchers provide feedback
to the participants of the study concerning therprtetation of the emerging data.

However, Polit and Beck (2004:433) caution that sqarticipants may express agreement
or fail to express disagreement with the reseaisi@erpretations either out of politeness
or in belief that the researcher is more knowledigethan themselves. Member checking

was not used in this study because by the timenpredry results were ready, all the study
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participants were discharged. Though member chgakas not done, prolonged
engagement, partial triangulation, and peer dehgeds explained in this text was utilized
to enhance credibility of the study. Exploring atheethods of data analysis minimized
chances of biasness, which could result from ldeckember checking. During this
exploration period researcher identified two otimethods frequently used in analysis. He
found out that even though Colaizzi’'s method adtexgoing back to the participants, in
literatuire this matter is being debated. For exi@m@iorgi’'s method relies solely on the
researcher for validation of results arguing th@hg back to the participants with the
analysed data is beyond their capabilities. Theratiethod frequently used is Van
Kaam'’s four-phase phenomenological method whicblires extraction of descriptive
expressions, identification of dimensions, intuéteategorization of expressions, and
identification of common elements. Instead of mendbecking, Van Kaam'’s method
requires inter subjective agreement with other gsg@olit & Beck, 2004:584). One of
the limitations in this study was that member clwgkvas not done. Validation of data
was done through peer review and extensive litezatview. Experienced researcher
was also invited to through the different stagedaif collection and using the journal

notes to confirm and scrutinise data.

2.6.1.5Searching for Disconfirming Evidence

Disconfirming of evidence is a systemic searchdata that will challenge an emerging
categorization or descriptive theory (Polit & Be@04:433). In this study the researcher
systematically searched for data that could chg#eamerging themes by purposively
selecting the participants that he thought couldvigie conflicting information. Two

participants were chosen, one with a preterm b&lay tvas not breastfeeding due to
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medical reasons and the other was the mother aktwihe two participants chosen did not

disconfirm the evidence already gathered.

2.6.1.6Researcher’s credibility

A researcher’s credibility is based on his or healdications and experience in interview
techniques which may be important in establishingfidence in the collection of data
(Polit & Beck, 2004:434). In this study, interactiovith mothers nursing their newborn
babies was not a new experience to the researchegiube he had obtained prior
experience of more than two years working in a bpsgt-natal ward. Part of the
interactions in this ward involved counselling whigequired mothers to express
themselves more with minimal interruptions, similer the interviews that he had

conducted.

2.6.2 Transferability

Transferability refers to the extent to which fingé can be generalized to other situations.
Thick description is one of the techniques useckrieure transferability in qualitative
studies (Brink, 2002:125; Polit & Beck, 2004:439h this research report, thick
description provided included rich and thorough cdgesion of the research context,
participants’ characteristics and the process obseduring data collection so that readers

can evaluate the applicability of the data to ottwrtexts.

2.6.3 Dependability
Dependability refers to the stability of data otiene and over conditions (Polit & Beck,
2004:434). Raw data and the description of how dais collected and analysed was kept

for scrutiny by an external reviewer and the deston of this data will only occur after
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the publishing of this report. The audit trail Heesen written in thick descriptions to enable
the reviewer to follow the trail of the researcleasily and confirm the findings of the

study.

2.6.4 Confirmability

The confirmability ensures that the findings of #tedy are grounded in the data and can
be confirmed by other reviewers (Polit & Beck, 2@B5). Confirmability has been
ensured in this study by providing an audit tramhtaining the tracking of all the references
used; audiocassettes made and interviews with guaoying field notes. All rough copies
of data analysis were kept for peer review and negrobecks in order to validate how the

findings were achieved.

2.7 ETHICAL CONSIDERATIONS

Before the study commenced, the researcher obtaammoval from the relevant
authorities stated previously in page 20, sectidi® bf chapter one. The researcher in this
study was conscious of the ethical principles angiexl to adhere to them. These include
respect of individual human rights, namely rigliself determination, privacy, anonymity
and confidentiality, fair treatment and protectistom discomfort and harm (Burns &

Grove, 2003:166).

2.7.1 Right to self determination

Burns and Grove (2003:166) describe the right tbdstermination as an ethical principle
of respect for persons, indicating that human beiag capable of controlling their own
destiny. The participants in this study were infedmabout the study by means of the

information sheet that was issued to them befotaiwing their informed consent. They
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were also allowed to choose whether or not theyedsto participate in the study. This
included an availability of freedom to withdraw rfinathe study at any stage of the study,
even after signing the consent form, without beasffed to give the reasons or being

victimized (Refer appendix A).

2.7.2 Informed Consent
Written consent from the participants was only esqed after disclosing the following
essential information to the prospective partictpaas suggested by Department of Health
and Human services and Levine in Burns and Grod@32.77-181):
» Introduction of the researcher and research aietsvit
e Purpose of the research.
* Explanation that the participants’ role only rededsthat they share their
experiences and perceptions within their given tame date in the hospital.
* Assurance of anonymity and confidentiality.
» The study was voluntary and participants had th@opo decline or withdraw at
any point without prejudice.
* An opportunity was given to them to ask questiooscerning the study before
accepting to participate. The researcher’s contatails were attached to each

letter of information sheets. (Refer to apperflix

2.7.3 Anonymity and confidentiality

Before each interview, participants were requestedive a pseudonym which was used

during the course of the audio-recorded intervi€iaese names were also to be used when
quotes were mentioned in the research report. ®ee ai these pseudonyms ensured

participants’ anonymity and confidentiality. Audiassettes and raw copies contain
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confidential information and are stored in a safmation until the conclusion of this study,

at which point, it will be destroyed.

2.7.4 Privacy

The interview process took place in a separate redrare others could not hear the
conversation for they had no right to such infororat It would have been a serious
violation of the dignity of the participants if @h people were to be exposed to the

interview process (Burns & Grove, 2003:171).

2.7.5 Fair treatment

The rights of all the participants who acceptedieclined to take part in the study were
equally respected. For example, the decision ofpamgcipant who declined to participate
was respected and was not made public to the mumsiaff. In addition to this, the

researcher did not ask for the potential partidiparmotivate her decision.

2.7.6 Discomfort and harm

Each participant’'s comfort was ensured before ttrammencement of each interview and

throughout the study. The room where interview t@bkce was warm and quiet. The

researcher’s seat was identical to that of thaqyaaints and comfortable cushions ensured

the participants’ comfort throughout the duratidrihe interview.

2.8 SUMMARY
In this chapter research design and the methodolsgyl was described. The research
process involving the study population, the seftsgmpling techniques and data analysis

was discussed. The steps taken before gaining datrthe research site have been
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explained. Lincoln and Guba’s (1985:294) four stgits used in this study for ensuring

trustworthiness were discussed.
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CHAPTER THREE

PRESENTATION OF FINDINGS AND LITERATURE CONTROL

3.1 INTRODUCTION

This chapter presents the data that was analyzetemify themes and sub-themes from
the nine interviews conducted. Colaizzi's (197&)pstof analysis will be discussed and the
participants’ profiles and setting will be outlinethe emerging themes and the sub-themes

are described and situated within the body ofditere on KMC and related literature.

3.2 INTERVIEW SETTING

Each interview was conducted separately in an sidanroom at the KMC ward. This
room was chosen because it was quiet, familiarhto garticipants and warm for the
preterm babies. The senior paediatrician and thieenunit manager of the KMC ward
were approached for assistance in obtaining hdgitards in order to identify potential
participants. The interview setting was arrange@ imanner that allowed the researcher
and each participant to communicate on equal |éM&tre was no desk separating them.

All the nurses were very helpful throughout thersewf the study.

3.3 THE PARTICIPANTS

In order to meet the purpose of this study, pardiots who had experienced the KMC
process and were willing to provide a full descaptof their lived experiences and
perceptions of 24-hour KMC were purposely selecheclusion criteria were based on the

age, language, state of wellness and durationafiging 24-hour KMC. The full criteria
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detailing steps taken in selecting participantprisvided in page 27, section 2.3.3 of the
previous chapter. Moreover, in a phenomenologitalys the researcher aims to be the
instrument for the collection of data by gatherindividual narratives from a purposively

selected sample (Morse & Field, 2002:116).

Potential participants were individually approachesited to participate in their own time
and issued with an information sheet pertainingh® purpose and procedure of study
(appendix A). Individual appointments for the iniew were arranged with participants
who were willing to participate. The language dé thterview was English which was the
second or third language for some of the partidgpadll the participants who consented
were actively involved in 24-hour KMC under supsion of the nurses. Table 3.1

provides a profile of the nine participants.
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Table 3.1 A profile of the participants

Names Age Race Duration | Her total | Marital Baby’s mode of
(Pseudonym) (Years) in KMC No. of Status feeding
ward children

Amikai 28 Black 7 days 2 Married Formula milk

Gloria 38 Black 7 days 5 Married eBstfeeding

Lissi 26 ‘Coloured’ | 10 days 3 Engaged, lives Breastfeeding
with her partner

Maggie 34 Black 13 days 3 Single, lives with Breastfeeding
her partner

Maria 18 Black 8 days 1 Singleje§ with | Breastfeeding
her parents

Pearl 19 Black 11 days 1 Singleediwvith | Breastfeeding
her parents

Precious 22 Black 7 days 1 Single, lives with| Breastfeeding
her parents

Rachael 30 ‘Coloureq’ 14 days 3 Single, lives with| Breastfeeding
her partner

Rebecca 26 Black 13 days 2 Single, liveth wBreastfeeding

her partner

3.4 INTERVIEW PROCESS

Participants were given the information about theppse and objective of the study and

two separate consent forms were signed; one fosttdly and the other for audio taping

(appendices A, B & C). Participants’ questions aqeries were answered to their

satisfaction. At the beginning of each interviewytcipants were assured of anonymity

and confidentiality.

The interview process started in a relaxed andhditie manner so that a relaxed and

acceptable environment could be created (Moustdl@®}:114). This introductory phase
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of the interview involved explaining to the panpiants their expected role, the purpose of
the interview, use of the tape recorder and anyetgtons that the participant may wish

to discuss.

Each participant was requested to provide a pseatioe to be used by the researcher
whenever referring to her self during the courséhefinterview. This was done to ensure
the anonymity of each participant. As explainedchmpter two, each interview was
conducted using in-depth, unstructured intervieesighed to elicit a detailed description
of the participant’'s experience. The researchenegesach interview with the following

question:

“Can you please talk to me about kangaroo mothee®ed
would like to know what you know based on your

experiences, views, feelings, and perceptions”.

This question was developed with the intention obvling participants with the
opportunity to describe their experiences and ppdimes of KMC in their own words

(Moustakas, 1994:104).

After the initial request was made, each partidipaas expected to proceed with the
expression of her experience for some time withmeing interrupted by any probing
guestions although the dynamics of each intervieas wWlifferent. Some participants
expressed their experiences and perceptions in suyrfiorm and therefore prompting was
required on the part of the researcher. Probingtres were asked in the interview either

to elicit more information from the participant tr re-establish communication where the
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participant had indicated that she had exhaustediées, feelings and opinions of KMC.
At times, the original request was repeated, ormsarg statements were made using the
participant’s own words or phrases to encouragthdéurdescription or clarification. This
style of questioning was adopted from Kvale (1998)land Moustakas (1994:114). Any
observed information such as silence, emotiongbarses, body gestures, or style of

talking during this interview process was noted kter written down under field notes.

At the end of each interview, once the tape recondes switched off, each participant was
allowed to add any additional information or exgragay feelings about the interview. This
was in line with Kvale’s (1996:128) statement th#ter each interview the participants
may feel a sense of emptiness resulting in tenaiwh the anxiety of having exposed
herself to a stranger without getting anythingaturn. Any new information that emerged
was written down under field notes and later tramsfl to the relevant section during

transcription. The length of interviews ranged fréito 60 minutes.

3.5 THE DATA ANALYSIS PROCESS

Data analysis within phenomenological research lies uncovering the essential
structures of the phenomenon in question (Morseée8dF2002:103). The process of data
analysis used in this study was informed by Colaz¢g978) phenomenological data
analysis. This was chosen because it provides & eecount of the procedural steps

involved in phenomenological data analysis (Polié&ck, 2004:584).

Each interview was transcribed verbatim (appenylixhle process of which will now be

discussed in greater detail.
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3.5.1 Transcription of data

As explained earlier, transcription of data is @ical stage in preparing for data analysis
because the researcher has to ensure that theripsions are accurate, reflecting the

totality of the interview experience and organiaeda manner that facilitates analysis

(Morse & Field 2002:107; Polit & Beck, 2004:348hd transcription was done word by

word and empty spaces filled with field notes. Rausere either indicated by the word

“pause” or represented by ellipsis as supportedlbyse and Field (2002:108). Recorded

voices such as laughter or sharp reactions weteewiin brackets within the context of the

statement (refer to appendix I). On completion athetranscript, the researcher checked
for accuracy by simultaneously reading and listgnio the audio-taped interview and

making necessary corrections.

3.5.2 Steps of data analysis

Once the transcriptions were completed, a systenaatalysis sought to reveal themes
common to each participant’s experience and peeply using the steps recommended
by Colaizzi (1978). The following discussion expkihow each step was used in this

research.

Step One: Reading all the transcripts to acquire &eling of the data

All the participants’ transcripts were read. Thegmse of this initial reading was to check
the flow of conversation and to acquire a feeliogdarticipants’ experience. This process
allowed the researcher to understand what thecgaatits were saying and how they were
saying it. The tapes were replayed several timethabthe researcher could familiarise
himself with each participant’s experience. Thdestents that appeared to be revealing

the mothers’ experience and perception of 24-hoMiCKwere written in the margin or
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highlighted. This was done to facilitate the orgation, identification and retrieval of

meaningful information within the data.

Step Two: Review of each transcript and extractiomf significant statements

The researcher then reread the transcripts andgddcan a line-by-line analysis. In total,
the transcripts’ eighty-three significant statersent phrases that directly pertained to
mothers’ experience and perception of 24-hour KMEirdy the hospitalization of their
preterm babies were extracted. However, the relseatook into account that repetitive
statements may also serve as an expression of emplaad accordingly went through
each of the eighty-three statements again. Iddrdrcaimilar meanings found were either
combined together to provide fuller understandinglominated from the list. Thus, this
elimination process finally resulted in 56 sigréiit statements which eventually became
the raw data for the analysis. An example of ttetatements isthe baby becomes warm

and grows faster{appendix J).

Step Three: Formulation of meanings from each sigficant statement

In this step, each significant statement was reaefally and the following questions were
asked to direct the process and thinkinghat does this statement mean&id“What is

the participant really saying?The researcher then took each significant stateareh
formulated the meaning in the context of the pgodicts’ own terms (appendix K). These
meanings were arrived at by reading, re-readingd raftecting upon the significant
statements in the original transcripts, extractimgmeaning of the participant’s statement
as it was in the original context. This was achielg paraphrasing what the participants

meant without changing the meaning of what theg.sai
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Step Four: Organizing the formulated meanings intaclusters of themes

The above step was repeated for each transcripstteld simply, concisely and in the
researcher's own words. This required interpretatdd each significant statement and
discovery of meaning of the participants’ commetitgvas at this stage that the meanings
from a number of interview transcripts were groupearganized together into clusters of
themes using inductive reasoning. This form of oeasy involves reasoning from specific
observations to more general rules as explaineBddy and Beck (2004:12). Once these
formulated meanings were organized into clustetb@mes, each theme was referred back
to the original copies of the transcripts for vatidn. In doing this, the researcher had to
ask himself whether there was anything that wadadoed in the original transcript that
perhaps was not accounted for in the clusterseshéfs and he also had to verify whether
the clustered themes proposed any new informatiahwas not included in the original
transcripts. The emerging themes were then re-ateduand compared with the original

data for accuracy.

Following the initial readings and preliminary idiication of themes in each of the
interview transcripts, the researcher met withshigervisor to discuss the themes and areas
that required more investigation. This processudetl re-examination of the previous
clusters until three main themes finally emergedféR to table 3.2). Meetings with the
supervisor were meant to ensure that the ‘decisiaifi could be followed and that the

themes could be refined (Polit & Beck, 2004:435).
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Step Five: Integrating results into an exhaustive éscription of the phenomenon

under study

The results of stage four; namely, the particigastperiences and views from each theme
were compiled and described at this stage. Thisga®is called an exhaustive description
of the phenomenon by Colaizzi (1978). Using aniiivierreflective process, the meanings
of the clustered themes were examined and an etwwdescription of the lived
experiences formulated. This step involved tramsfiog a unit of meaning in everyday
language into a statement that described the etuess and perceptions of 24-hour KMC

and thereby, disclose and elucidate the phenomenon.

Step Six: Formulating an exhaustive description aan unequivocal statement

The exhaustive description of mothers’ experieraresperceptions of 24-hour KMC,
described above, was at this stage written dowmambiguous statements. Similar
themes were grouped together and synthesized iotmler, yet more descriptive, themes
that were common to all the transcripts. Three midgemes emerged, each having two or
more sub-themes (Refer to table 3.2) which wees l&duced into a common story
describing the mothers’ experiences and percepti@d-hour KMC in the hospital

setting. The participants’ exhaustive descriptiohexperiences and perceptions at the end
of each theme were at this stage presented irothedf a conclusion or with the use of

diagrams (Refer to figures 3.1 and 3.3).

Step Seven: Member-checking

This is the final step that is required before mpoehensive research report can be written.
It is at this stage that the researcher returnsedach participant to validate the

interpretations of his or her findings (Polit & Be®004:432). However, this step was
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omitted from the present study because all of thdysparticipants had been discharged
from the hospital by the time the preliminary réswere completed. As a result, other
methods were explored as explained earlier in [@8jesection 2.6.1.4. In this case the
researcher subjected the results for scrutiny texqerienced researcher as advocated by

Van Kaam’s method of phenomenological analysisi{RoBeck, 2004:584).

3.6 THEMES AND SUB-THEMES OBTAINED FROM THE DATA AN ALYSIS

Three major themes and eight sub-themes emerged tine data analysis. Table 3.2

provides a summary of the themes and sub-themewéna identified.

TABLE 3.2 THEMES AND SUB-THEMES

NO MAJOR THEMES SUB-THEMES

1 “It is a bond between me and | “I play and talk with him/her”(3.6.1.1)
my child” (3.6.1)
“My baby is close to me{3.6.1.2)

“I give love to my child” (3.6.1.3)
2 Nurse-parent interactioB.6.2) | “They (nurses) taught us(3.6.2.1)

Partnership in car@.6.2.2)

3 “It is tiring and exhaustive] “We don’t sleep”(3.6.3.1)
(3.6.3)

“My back is sore”(3.6.3.2)

“It is very hot” (3.6.3.3)

Each theme and sub-theme will now be described amendetail and illustrated by

quotations from the participants, and supportethbycurrent body of literature on KMC.
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3.6.1_THEME ONE: “IT IS ABOND BETWEEN ME AND MY C HILD"

All nine of the study participants described bogdas an ongoing affectionate process that
takes place between the mother and her preterm datdyg their close contact, talking,
playing and breastfeeding. Bonding is referred rtothe literature as “maternal-infant
attachment” (Hockenberry, 2003:282). The period edrately after delivery and for a
short time after is also regarded as a sensitivedgevhere maternal-infant attachment
commences (Klaus & Kennel, 1976:68; Klaus, 19983. & result of maternal-infant
interactions, close contact, and commitment to lared care, attachment process
progresses between the mother and her baby andesnaleer time as the mother comes to
know, love, and accept her baby (Klaus & Kennel 668; Tilokskulchali,
Phatthanasiriwethin, Vichitsukon & Serisathien, 2@0; Hockenberry, 2003:362) as

explained by one participant .

“Kangaroo care is lovely because it is a bond betwae and my child{Rachael).

3.6.1.1Sub-theme One: “I play and talk with him/her”

All the participants in this study described magdinfant attachment as developing during
interaction with their preterm babies. Talking gidying is referred to in the literature as
maternal-infant interaction that takes place betwde mother and her baby during the
attachment process (Feldman et al., 2002). Theseaations involved talking, touching,
gazing, smiling, and playing. It takes place evdremwthe baby is asleep or breastfeeding.

Two participants said:

“When he is not asleep, | just talk with him, plaigh him” (Amikai).
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“lI sometimes just look at his face and smile. #kes me happy; most of the time | enjoy

watching him sleeping(Lissi).

These behaviours do not occur in a sequence bgtath®ach individual behaviour pattern
triggers several others. The effect of maternanhinteraction is like a multitude of ever-
increasing rings that appear in a pool of waterwaestone is dropped into it (Klaus &
Kennel, 1976:67; Dodd, 2005:224). For example, laytsacry may prompt other forms of
interactions listed above such as mother’s touabtking and kissing to soothe the baby.

One participant explains:

“When my child cries | just play with him and talkh him” (Maggie).

Maternal-infant attachment is a process that begmos after birth in cases where there is
no interference with the interaction between motedt baby (Klaus & Kennel, 1976:67;
Klaus, 1998:1244). However, at the time of study situation at CHB hospital was
different because mothers whose preterm babieshegidess than 1200 grams were
immediately separated from their babies after biftteterm babies were soon transferred
to NICU for specialized treatment. Mothers werecdaged home and only allowed to
visit their babies. For example, two participantpressed their joy while in the KMC

ward:

“I am happy about KC because | am with my baby ulgrwut but beforgprior to KMC] |
was with my baby only during the day; at night lswa sleeping - thinking about my baby
all the time; 1 am now the one feeding, chandihg nappies]you know ... | am happy for

that” (Maggie).

“KC is very nice... | am now with her for 24 hour§?recious).
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Literature studies promote 24-hour KMC as a prefitrmethod of maternal-infant
interactions and care by mothers with preterm lsmbecause it avoids the separation that
normally takes place soon after birth (Legault &ulb, 1995:504; Roller 2005:215).
Separation negatively affects the maternal caraig and results in unsatisfying moments
of alienation from their responsibilities of carii§im-Jones, 1986:395; Miles, Funk &
Kasper, 1991; Miles, Funk & Kasper, 1992). Thisasafion traditionally takes place soon
after delivery because the baby’s prematurity detsargorous care in NICU (Fraser &
Cooper, 2003:893; & Hockenberry, 2003:338). Frorasth studies, maternal calmness
observed during interaction with their babies tlglousensory experiences of touch

promotes the maternal-infant attachment process.

However, failure to introduce 24-hour KMC soon efteth leads to maternal fear of touch
while the baby is still on monitoring machines (BstNeumann, 2006). According to most
of the participants in this study, fear hindereenthfrom freely touching their babies while
in the NICU. This could have had a negative immact normal attachment process that

is expected to begin soon after birth.

“l couldn’t touch the baby because he was very,tsmall. It took me four days to touch
the baby and feel the baby; | told myself may ey timve changed my baby; this is not

mine” (Rebecca).

However, attachment through interaction was aldtuenced by the expectations that
mothers had with regard to their babies’ state wfvisal and indeed, some of the
participants did not expect their babies to sunfimelong. One mother in this study was

affected to the extent that she did not purchageadditional clothes for her preterm baby.
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She stated that she was not expecting her tiny tiabyrvive for long and therefore there

was no need to purchase more clothes.

“He was so small; It was my first time to get suckmall tiny baby; | didn’t buy a lot of
clothes for him; I only bought two vests, one oltepair of socks, and a blanket because |

didn’t believe my child was going to be alive forleng” (Maggie).

Another participant with a similar experience dwt wish to be attached to her baby soon

after birth because she did not believe that hby Bauld survive. She said:

“Ah... there were no feelings because he was so dmathe only thing that | said is that

if he can grow up then he can stay there in thalator” (Rebecca).

Literature studies show that the arrival of a pratdaby is a fearful experience for
mothers because they are psychologically and emadtjo unprepared to receive them.
This fearful experience is aggravated by uncenyahithe baby’s survival (Kersting et al.,
2004 & Bruns-Neumann, 2006). Similar findings ofpteparedness were found in this
study because none of the participants who weeriigwed were expecting premature
deliveries in the course of their pregnancy. Farnegle one participant in this study was
just attending a scheduled check-up when she wasf@aeadmission after assessment as

explained below.

“When | went to the clinic | was told | was to bekén to the hospital for admission
because my blood pressure was high; the sonarateticthat my child was not breathing

nicely and hence | was done caesarean section ééfoe” (Maggie).

In spite of these interferences with maternal-ibfareractions soon after birth, the

findings of this study noted a change of perceptdier each participant had started
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providing KMC to their babies. Their negative pegatiens of their babies did not last long
and some of participants who were initially afr&adtouch their babies were then able to

interact with their babies freely during KMC. Onetimer explains:

“Before, | was so scared; | was so scared becatrgevgas so small; | couldn’t even wash
her; it is my first child ... so you understand whyds so scared; | kept looking at her; |
had never touched her until hef[gMC ward] and as time goes by, | became fine and
accepted; actually when | see her now | see a hilglicl am used to her now; | am no

longer scared of anything’{Precious).

Interruptions during the early interaction processnbined with concerns about the
newborns’ survival and long term prognosis may riete with the maternal-infant
attachment process (Klaus & Kennel, 1976:67; Nyst@Axelsson, 2002:278). However,
with early introduction of KMC, initiation of mateal-infant attachment is enhanced even

in the NICU environment (Roller, 2005:213).

3.6.1.2Sub-theme Two: “ My baby is close to me”

Maternal-infant closeness was described by alligpants to have had a link in bonding
them with their babies because of being with thetnhdurs a day. In addition, each
participant perceived a close relationship betwibenbaby’s safety and closeness during
the attachment process and breast milk producitthough most of the participants did
not use the word ‘safety’, their descriptions obsdness linked KMC to the easy

monitoring of their babies with regard to any paoi@rcomplications.

“When providing KC to the child, it is easy to dex if in case any changes like colour or

anything happens to her. It is easy to see. Eveathing you can hear the heart beat when
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she is in your chest but in the incubator you wdrgtable to notice that earlier. In the

incubator she is not all that close like in my dhg#recious).

A similar experience was shared by another pagitivho stated:

“You know sometimes ‘nneh’ one thing about kangarare is that the baby is with you

but when she is in the bed you can’t hear if somgtgoes wrong with her{Gloria).

Evidence of attachment during KMC is noted whenath@ar and her baby are temporarily
separated. For example, one participant in thidystwwho was temporarily separated from
her baby when she was taken for specialized tredtegerienced a feeling of loneliness
within 12 hours even though she could deliver hsuall maternal services such as

cleaning, changing of nappies and feeding. She said

“| feel lonely because | am used to having her eltsme; kangaroo is a nice experience”

(Rachael).

Similarly, another participant reported that helbyaould feel uncomfortable even with a

short separation.

“My child cries whenever | am not with her unticbme back... that's when | leave her

and go to the toilet'{Gloria).

The literature suggests KMC plays a major rolerial#ing mothers and babies to become
acquainted with each other as this is the firgh stethe attachment process (Goulet, Bell,
St-Cyr, Paul, & Lang, 1998:1073; Roller 2005:21B)ey argued that mothers’ closeness
to their babies during KMC enables them to becoamilfar with each other’s cues. For

example, one participant in this study said:
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“My baby gets to know me better because | am reket. She gets used to the smell; in

the incubator she is not all that close like in cmgst” (Precious).

The literature suggests that recognition througlsahess to the mothers’ nipples and
auxiliary odours play a major role in maternal-imfattachment. Newborn babies tend to
learn more about their mothers’ cues through timd kf odour thus enabling them to
recognize their mothers’ unique scents and attheit maternal responsiveness towards
their needs. Mothers’ responses may include gréatels of nurturing and loving care in
terms of feeding, embracing, rocking and maintajrprolonged visual contact (Cernoch
& Porter, 1985:1596; Goulet et al., 1998; PorteWWdberg, 1999; Britton, Britton &

Gronwaldt, 2006).

In addition to the process of acquaintance andexmsdor the baby’s safety, other
additional benefits of maternal-infant closenesghaeen observed. For example,
stimulation of mothers’ breast milk and early iatton of breastfeeding have also been
observed among the preterm babies when mothersiempe this kind of closeness to
their babies through skin-to-skin contact (Tessteal., 1998; WHO, 2003). In this study,
one participant who had twins initially did not lege@nough breast milk for her two babies

but observed an improvement after starting to pt@WMC.

“My milk wasn’t enough to accommodate my two babief®re but now is much better ...

the milk is just coming out fine; it can accommediie two of them(Lissi).

Another participant explains that her breast miksvenough for her baby to breastfeed at

any time that her baby wished to suckle during KMC.

“I am breastfeeding on demand; my milk is too mufifaggie).
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It has been noted that early maternal-infant clesserpromotes breastfeeding. Moreover,
mothers who breastfeed their babies, in the absehcentra-indication, are noted in the
literature to display an enhanced sensitivity tasaheir babies, fostering secure maternal-
infant attachment (Gromada & Spangler, 1998:448jdy&a Sharma, & Dhungel,

2005:138; Britton et al., 2006).

3.6.1.3Sub-theme Three: “I give love to my child”

The sub-theme “I give love to my child” was desedbby each participant as an
experience that creates responsibilities and chale benefit the baby. All participants in
this study felt responsible for the love, growthdasevelopment of their babies. For

example, one participant said:

“l just give love to my child wholly. Kangaroo caveants you, a real mother... because
sometimes you feel so tired but if you are a moyfwer can do it. You can't feel tired
because you like it and you want your child to gugwbut if you are not a real mother you

can’'t do thisfKMC]; premature baby needs love, strong care, you $Aafikai).

Feelings of love in the relationship with the bag essential for acquiring higher levels
of affiliation that may create an emotional climatsnducive to attachment (Goulet et al.,
1998:1075). A close link between attachment and hmthers respond to their babies’
cues however, has been established in the literdMercer, 2004:227; Roller 2005:213).
Attachment enables parents to provide nurturingabielurs that support the baby’s growth

and development (Dodd, 2005:226).

For conducive growth and development of the babhynduKMC all participants in this

study conceded with the fact that any mother piagid24-hour KMC ought to
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demonstrate love for her baby. Based on their gagun, attached mothers feel engaged
toward their babies’ growth and development by geiommitted not only to oneself but
also by ensuring that nothing within their envir@mh distracts their commitment in

administering their maternal loving care. Two pap@ants said:

“You must be happy, you must be friendly, you rtalkt[while providing KMC] and if
there is anything worrying you then you must dadl sister and say | have a problem like

this and this and she can help yoiMaggie).

“If you are stressed it affects the baby; it affeecthe weight... especially when
breastfeeding because of the bond... the child samgiing that goes on in your life”

(Rachael).

According to Radke-Yarrow and Nottleman (1989);|8s&urski, Cox and Hayes (1999),
babies are in tune with their mother's emotionajnais such as voice, gestures,
movements and facial expressions. At the samedmyenegative or less positive emotions
may interfere with the attachment between the nmo#imel her baby. Babies who elicit
negative emotions during the care may cause thkenut feel rejected and discourage her
efforts in developing a mother-baby intimacy (Goam& Gotlib, 1999; Armstrong,
Fraser, Dadds, & Morris, 2000:558). In this stutig fparticipants expressed that their
observation of their babies’ growth played a cruoisde in their commitment to love and
care while providing 24-hour KMC. This involved thenitoring of their babies’ weight.
Positive results encouraged them to continue viighctare and findings revealed that they
slowly became convinced of and satisfied with tlemddits of 24-hour KMC as they

continued with the care.
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“At first | didn’t believe in this thing called KMQ thought it was a waste of time but since
| came here to KMC ward my baby has grown; it bele baby to grow; | then started
believing in this thing, it is amazing; it is wonkj; | am happier my baby is growing

because of KCT{Lissli).

In this study the benefits of KMC were found to édeen more rewarding than any of the
challenges that participants were facing. For examme participant explains how the

benefits of KMC provided her with strength and j&e said:

“For the first time, you get tired but after sonmais, you don’t get tired because you need

that weight, you are pushing that weight; it giyesi power and happinesgMaggie).

In a separate study by Karen (1994), Bernal anceid€1995), mothers were noted to
develop pride and deep satisfaction when they wétetheir babies, providing nurturing
care and observing their growth. In addition, matheso expressed their comfort during
KMC through active participation in gazing at thieabies, talking, smiling and even
playing with them (Klaus & Kennel 1976:67; LegaflGoulet, 1995:504; Feldman et al.,

2002).

Based on their experiences, each participant s gstudy attributed their babies’ progress
to their commitment to love and care during 24-hkMC. Besides commitment to love,
they all described KMC as a provider of a comfddabatisfying, and warm environment

for their babies. For example, one participant:said

“Kangaroo care is a good thing because it keepskiaby warm and make the baby grow

faster; this kangaroo thing is still an incubato(Rebecca)
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Warmth was measured by some participants througlatswwo participants said:

“I have noticed the child becomes warm while inahgst... every time | take her out, | see

some sweats coming out from both of (Gforia).

“I am feeling hot even when | am sitting in a chair | am feeling sleepy.When asked

what this meant to her she sdili, neans my baby is growing(Rebecca).

Mothers and their preterm babies appeared to hatreeranal synchrony during KMC.
Thermal synchrony is described by Anderson (1989;66udington-Hoe and colleagues
(2006:227) as a state in which a mother’s tempezatises when the baby’s temperature is

low as a natural attempt to restore the equilibrium

Another positive result of mothers’ commitment tare and love during KMC was
evidenced through the quality of the baby’s sldep.example, one participant noted that
her baby slept quietly for longer periods of timken he slept on her chest compared to
his sleeping patterns in the incubator. This mtwde participant feel that KMC was a
comfortable environment for her preterm baby. In dmgument, KMC is similar with the
mother’s uterus, making the baby feel comfortablglay and move around freely. She

said:

“Once in my chest, he could sleep quiet longer tivaien he was in the incubator... so you
can see that he is much more comfortable; in mast< ... what he is experiencing is what
he was experiencing while in my ‘stomach’, the whrnme moves around, you know,

because of the warmti{Pearl).
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As a confirmation of these findings a comparatiasecstudy done between an open-crib
and KMC by McCain and colleagues, (2005:692) shosmllar results. They discovered
that the baby in the open-crib was restless andyfushich revealed the baby’'s stress
levels. However, soon after he was transferred MCKthese signs of restlessness ceased

immediately and the baby fell into a quiet sleep.

Although the majority of the participants found Bdur KMC to be exciting, satisfying
and felt that it enhanced their commitment to lawe care during the attachment process,

the youngest participant, however, found the wasdrenment boring. She explains:

“You just long to get home quickly because theytdoake the environment friendly for

the mothers; it is good for the babies but the probis for the mothers because we are not
sick; it is not fun to be here; it is boring, & boring; doing the same thing day in day out;
at least the TV is here, it gives us company busheailld go out at times instead of being

locked here for 24 hours; | missed the people,amyjly and friends”(Maria).

Boredom is defined by Wehmeier (2000:124) as & sthbeing weary and impatient due
to lack of interest. Based on WHO (2003:23), math@oviding 24-hour KMC are
required to engage in any acceptable activity siscalking, standing, sitting or getting
involved in different recreational, educationalmrome-generating activities to reduce
boredom. These activities may make their hospigal siore enjoyable and reduces

boredom.

As stated in page 30, section 2.3.5 of chapter the KMC ward at this hospital consists

of a hall with twenty adult beds and an equal nundfdaby cots. There is a chair and a

small cabinet next to each bed. It is approximatelg meter between each bed. Newly
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admitted babies and their mothers were given bedsto the nursing station while those
who had demonstrated competence in care and wetg tthbe discharged were placed at
the extreme end of the ward. The ward had oneigitevset. Each mother was free to
move around within the ward with the exceptiontod specialized treatment room unless
her baby was in that room undergoing treatmenteSihe surrounding walls were made of

transparent glass, it was not possible for the erstto look out.

3.6.1.4 Conclusion on the theme “It is a bond betve@ me and my child”

Bonding (maternal-infant attachment) involves comdél maternal-infant interaction,
closeness and maternal commitment to love andfoatbeir babies. Interaction with their
babies through talking, playing, smiling, gazingdaouching are among the attachment
behaviours that mothers display during their atta@ht process. This arouses feelings of
love and joy in the mother and enhances materfiahirattachment. Figure 3.1 provides a

summary of the theme.
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Fig 3.1 Maternal-infant attachment
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3.6.2 THEME TWO: NURSE-PARENT INTERACTION

Reciprocity

The nurse-parent interaction was described by aftiggpants as helpful in acquiring

knowledge and getting into partnership to carehefliaby. The partnership with the nurse

was of great significant in the period of transitim motherhood and adjustment in the

KMC ward. Some of the expectations noted in thigdgtincluded mothers’ desire to

acquire information regarding their babies and KMW@dich was new to all, close

supervision, and to be involved as partners ircdre of their babies.
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3.6.2.1Sub-theme One: “They (nurses) taught us”

All participants needed information regarding th@ieterm babies and the care during their
transitional period to motherhood. From each dpsion, nurses played a crucial role in

helping them to learn how to care for their balgiesng this period.

“They[Nurses]have taught us to look at the legs of the baby hdinds, finger tips ... you
see and toe nails; we have also been taught whatcgo do when the baby reacts that

way, ...” (Pearl).

The literature describes the role of the nursectvincludes the sharing of health
information with the mothers, the organisation pportunities for them to network with
others mother facing similar problems and helphmeg in their transition to motherhood
(Abriola 1990; Gill, 2001:403 Ekstrom & Nissen, Z)0Through the organized support
group facilitated by nurses in this KMC ward, sopaeticipants in this study reported that

they were able to learn more about preterm baby daring their 24-hour KMC.

“We get to come together and talk about our childreehen they get sick what to do and
then to check actually ... the whole issue about enbtod; obviously you will know what

to do when the child gets sick since we have tadkedit that” (Lissi).

The knowledge of care during the transition pemaaly originate from interactions with
nurses, paediatricians, mothers in the same %tatielatives, friends, books and
magazines (Bondas-Salonen, 1998; Veddovi, Kenngs@i & Starte, 2001). However,
this knowledge may not be possible without thelitation of the nurses. In this study,
knowledge acquired during 24-hour KMC was highlypraeiated by each participant

because their preterm babies were prone to conipitsaand such knowledge prepared
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them for any such crisis. In their explanationsaiat they had learnt, two participants

said:

“I know the colour of my child is pink, so if | k@t her and see a colour like blue, | know
that there is something wrong with my child; | alstow how she breathes; if she can

breathe slower or faster, | can tel(Precious).

“What | have also learnt here is that when doing,K@u have to be observant; it might

happen that your baby changes colour, you see..ifiless oxygen(Pearl).

The role of the nurse during the transition peli®do maintain ongoing communication
with parents and enhance maternal responsibilities control in the care of their babies
(Holditch-Davis & Miles 2000; Jackson, Ternesst&dschollin, 2003:126). Continuous
communication between the mothers and the nurskgding support and counselling may
enable mothers to develop a sense of meaning, masted self-esteem during KMC
(Affonso, Bosque, Wahlberg & Brady, 1993; Mok & ltep2006; Wiegers, 2006). In this

study, the sense of meaning and mastery was evéddRachael explains:

“It is something new | have learnt. | never knewabKC and so thejnursesjtaught me
the first time | came hergKMC ward]; | want now to take my baby home... | know how to
take care of him because | have the experiencelarah do it for myself; | am not

complaining now about KC... it is a nice experiendgeis.lovely ” (Rachael).

Knowledge acquired through nurse-parent interaaimpowers parents in the care of their
babies, encouraging them to participate in decisi@king, and ensuring continuity of
care. Parents expect nurses to be a human resanglcgive support, not an authority but

someone who would be on their level to share tieellings during hospitalization of their
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babies (Fagerskiold, Wahlberg & Ann-Christina, 2000hen the nurses are friendly, the
mothers’ fears of disease, strangeness and abenaire replaced by feelings of
satisfaction, belonging and involvement and theadly contributes to a deeper enjoyable
experience (Geanellos, 2002 & Jackson et al., 2@F3: Moreover, this relationship
within the present study was reported to have lidegreat value when participants were
faced with problems. For example, one participahbvat the beginning of KMC was
discouraged by a drop in her baby’'s weight laterab®e satisfied because of the support
she had received from the nurses at the KMC wahe §&id her discouragement had
resulted in her negative perception of KMC, perirgjt as a waste of time and could not

believe in it any more.

“l got discouragedwhen the weight of her baby droppetjd couldn’t believe in it... but
later 1 got encouragement when the nurse talkedm® about KC and explained

everything” (Lissi).

Encouragement and support provided by nurses theroturing 24-hour KMC improved

their level of confidence. This in turn facilitatése continuous involvement of their
babies’ nursing activities and prepares them fav nkallenges that may arise during the
course of their maternal responsibilities (Leg&ulGoulet, 1995:505; Mercer, 2004:227;

Mok & Leung, 2006).

3.6.2.2Sub-theme Two: Partnership in care

Participants in this study expressed satisfactionng their babies’ hospitalization for
being treated by nurses as partners in the catleeof babies. Partnership in care started

while their babies were still in NICU. Negotiatidretween the parent and the nurse in
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relation to the wishes of the family forms the bas$or partnership in baby care
(Darbyshire, 1994; Thompson, Hupcey, & Clark, 20@3). In this study, the participants

were involved in decision-making. For example, padicipant said:

“When he was off medication, one sister came t@amikasked me if | knew about KMC. |
asked her a lot of questions. What does it do? Hoes it help my baby... things like that

(Pearl).

In relation to the baby’s nursing management angibgicipant said:

“They asked us if we want early discharg&laggie).

Taking time to listen and communicating has beeoggized as a crucial requirement in
building a trusting relationship between parentd gaediatric nurses (Mok & Leung,
2006:729; Lynn-McHale & Deatrick, 2000). Positiverse-parent relationship in this study
enabled some participants to express their feelrfigisappointment freely to the nurses

whenever they were affected. One participant maetidhe following example:

“Whenever the sister hurts me | go to her and espnay feelings and as soon as she

apologizes it gets finished like thgiMaggie).

Handling different parents’ needs in an individizahion is perceived as an important way
of establishing a nurse-parent partnership wittheadividual parent (Darbyshire, 1994).
This study revealed that the nurse-parent relatipnsade some participants feel at home

and comfortable during the hospitalization of thwbies.
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“When | came here | felt at home; KC is so excitir{gearl).

Although all the mothers in this setting were aelyvinvolved in the care of their babies,
nurses were always there for them, available fastjans and assistance in case of any
problem. For example one participant in this stodgrated how partnership in care helped

her friend’s baby. She said:

We were breastfeeding the babies and after shehputbaby insidelher chest] she
couldn’t feel the baby breathing. Due to this shekked at him and the baby’s mouth was

bluish and the sister helped her... the sister tbekiaby back to the ICU(Rebecca).

Partnership in care enables mothers to shift fragind passive observers to active
participants. This occurs when nurses provide iiffe kinds of information at different

stages of their babies’ hospitalization. When misthere continuously and consistently
informed about their babies’ condition, they becdmewledgeable and more likely to be
active partners in caring for their babies, paftéidy in the areas of babies’ health, babies’

care, coping with and adapting to her individuddypéVok & Leung, 2006:731).

3.6.2.3Conclusion on theme of nurse-parent interaction

Mothers were satisfied with the nurse-parent imttsa because of the role that nurses
played in helping them during the transition periatb motherhood and adjustment to

KMC through their teaching, support, guidance amshitoring.
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3.6.3 THEME THREE: “IT IS TIRING AND EXHAUSTIVE”"

All the patrticipants in this study described thexperience in the KMC ward as including
a consistent feeling of tiredness during 24-hour&k a result of inadequate sleep, high
body temperatures, and the use of one positionsiieep and rest. This experience is
referred in the literature as fatigue and is coer@d as a common problem among mothers
that continues for as long as 19 months after dgliyCarty, Bradley & Winslow, 1996;

Troy, 2003:254). A detailed description of the emtrstudy is provided below:

3.6.3.1Sub-theme One: “We don't sleep”

Each participant described inadequate sleep asethdt of interruptions to the normal

sleep cycles. These disruptions were the resulthef routine three-hourly baby care
provided by the mothers to their preterm babiegs€hncluded feeding and the changing
of nappies. Besides this, the sleep according tnesparticipants was not comfortable

because their babies lay on their chests while Wexg asleep.

“You don'’t sleep normally, you are always awakesses are always here, they check on
you, you change the nappies, feed the baby; yoi sleep nicely; besides that you don't
sleep normally, you sleep with the baby; that is marmal, baby in the chest, that is not

normal” (Rebecca).

According to DelLaune and Ladner (2002:944) sleeregdly occurs in a periodic cycle
that usually lasts for several hours at a time.nNdrsleep consists of two stages; namely
non—rapid eye movement (NREM) and rapid eye moveiiidaM) stages. NREM is
further subdivided into the following 4 stages:d&@ne is comprised of light sleep while

stages two, three and four comprise of deep sEt@ges one, two, three and four are
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followed by REM sleep. A complete sleep cycle, fribra beginning of stage one to the
end of REM sleep, usually takes about 90 minutdseMéach stage is interrupted the
cycle begins afresh. One complete sleep for art adaiprising of all the cycles lasts

approximately seven to eight hours.

However, it is clear from the findings of the stutigt one complete sleep was not possible
with the care of the newborns because each balyreeqgthree-hourly feeding. This made
adjustment, both to KMC and the environment, sonawdifficult for most of the mothers

in the first few days. DeLaune and Ladner (2002)948her explain that when the sleep
pattern is not consistent, a desynchronizationpismatching of the circadian biological
rhythms occurs, thereby disrupting the timing ofygiblogical and behavioural activity,

which in turn causes fatigue. In relation to tloise participant said:

“Oh ... I was so tired, | felt like crying; | feltde crying because my eyes were painful but

my baby kept me strong because | love my childtdl myself that | have to be strong; |

shouldn’t allow my tiredness to overpower nfEtecious).

In summary of these individual experiences, alth@ participants in this study initially

found 24-hour KMC to be tiring.
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3.6.3.2Sub-theme Two: “My back is sore”

Fig 3.2
All participants in this KMC

ward were expected to be in
reclined or semi-recumbent
positions whenever they wanted

to sleep or rest as observed in

figure 3.2.

(WHO 2003: 24) [Permission for reproduction obtained from WHO -fdR¢o appendix L]

Each participant described this position as a pescuo backache and fatigue during
KMC. Backache was a common problem among all nirieeomothers doing KMC. For

example one participant in this study said:

“Everything was okay except that it was diffictieftfirst time to kangaroo the child; | had

the back sore ... backache ... you s@aloria).

The literature suggests exercise as a means ofiadifegy discomfort and backaches
(Cailliet, 1984; Fraser & Cooper, 2003:218; RaileviHartigan, Martinez, Limke, Jouve,
& Finno, 2004). Exercise alleviates backache bymiting greater movement of the back
when the muscles are elongated. Two participamswoed with this as they temporarily

discontinued 24-hour KMC in order to relieve thaaicks through slight exercises:
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“I happen to get pain may be on my shoulder, mykp#ads discomforting me; | stop the
kangaroo; they[Nurses]just asked us why are you not doing KC and thentgduhe

reason; do some exercise may be for fifteen mirartes” (Lissi);

Another participant similarly said:

“When you are tired you can let your baby on thid,cyou are resting your back and you

are resting yourself and then you take back younylend kangaroo again{Pearl).

Fraser and Cooper (2003:33) understood womengutiluring the postnatal period as a
consequence of the physical demands of caring hewdborn baby and that is augmented
by disturbed sleep. WHO (2003:24) instructs motlre are providing KMC to sleep in
a reclined or semi-recumbent position forming agl@ef about 15 degrees upwards as

shown in figure 3.2. This position was achievethis ward by using several pillows.

Once the preterm baby was in this KMC positionwés able to feed well, maintain a
stable body temperature and once it had attainethemum weight of 1650 grams, he or
she was eligible for discharge especially if thetheo had demonstrated confidence in
KMC. This is crucial because according to Tessteale (1998) and WHO (2003:25),
mothers are expected to continue providing 24-HQdC after discharge until the baby
completes 40 weeks of gestational age. Howevern udlecting on their individual
experiences of fatigue, all the participants irs $tudy conceded not to use 24-hour KMC
once discharged. Their decision was made mainly nugmticipation of other
responsibilities that are expected of mothers & hbme environment. For example two

participants said:
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“I don’t want to lie to you; | want to tell you stight; at home there are many things that
you need to do; it is not like here; I am not goinglo for 24 hours but will do most of the

time” (Precious).

“It is going to be difficult because at home | whié doing some work; it is not like here
where they cook for us, they do everything for m$ @anly leave us to do kangaroo care

and bathe ourselvegdMaggie).

Although mothers realize the importance of KMC, soeral and family problems with
maternal responsibilities have been shown to iaterfvith their active involvement of care

(Toma, 2003).

3.6.3.3Sub-theme Three: “It is very hot”

All participants experienced high temperatures ruriKMC and felt these were
responsible for their continuous exhaustion. Pigditts found it difficult to adjust to the
high temperature caused both by the ward’s tempestand their bodies’ heat in relation
to direct skin contact with their preterm babietieTheaters were at the time of study
regulated to the WHO's suggested environmental égatpres of 22-24C. (WHO, 2003:

15). Two participants said:

“They opened the heaters; it is hot; the heaters always open here; it is hot; we open

the windows sometimes but sometimes are closegstyethe babies need to get warmth;

it makes me feel so tiredRebecca).
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“It is tiring; it is hot when the baby is here, skito skin, though the heaters also
contribute; you can’t do anything out there whee thaby is here; this is what | have

experienced; you feel sleep{faria).

The continued use of heaters was encouraged totammaithe recommended ward
temperature as explained previously, especiallgmihat the data was collected during the
winter season where exterior temperatures rangedeba 0 and 16 degrees centigrade.
Moreover, mothers’ feelings of exhaustion and steegs could be attributed to the heat
generated through skin contact with their babiesthle literature studies, skin-to-skin
contact during KMC enables a mother’s breasts teigge heat in response to the thermal
needs of the baby (Anderson, 1989:663; Ludingtoe;Heéguyen, Swinth, & Satyshur,

2000; Ludington-Hoe et al., 2006:227).

3.6.3.4 Conclusion on the theme “It is tiring and xhaustive”

Fatigue during 24-hour KMC appears to result froothers’ inadequate sleep, high
temperatures of the ward and supine position @fpsées illustrated previously in figure 3.2.

Fatigue is summarized in the next page, figure 3.3:
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Fig 3.3 Fatigue

“My back is
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3.7 SUMMARY

The lived experiences and perception of motherse Haaen expressed in this chapter
through descriptions of their narrated experiengesys, and perceptions of KMC during
the hospitalization of their preterm babies. Thregor themes with eight sub-themes have
also been described and supported with direct ¢joogafrom the participants involved,

and available literature.
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CHAPTER 4

REVIEW, LIMITATIONS, IMPLICATIONS, RECOMMENDATIONS

AND CONCLUSION OF THE STUDY

4.1 INTRODUCTION

This chapter reviews the findings of the study webards to the mothers’ experiences and
perceptions towards 24-hour KMC during hospitalaatof their preterm babies at CHB
Hospital. The limitations of the study are desalibacluding the implications of the
findings for nursing practice and education. Cosido and recommendations for further

research are also discussed. The chapter therdpsothe summary of the study.

4.2 REVIEW OF FINDINGS

The purpose of this study was to convey the expee® and perceptions of mothers
towards 24-hour KMC at CHB hospital. Objectives gmgrpose of the study were
adequately met. A total of nine participants wenernviewed, thereby producing the data
for the study. Data analysis resulted in three #eeeind eight sub-themes. The findings
showed that KMC initially seemed strange and diffidor all the participants during the
first few days in the KMC ward and their satisfaati evolved gradually as they
experienced its benefits. Among the benefits regbmvere their closeness as well as
continual interactions with their babies, which rthéacilitated the maternal-infant
attachment. KMC was found to be a relief and aihgaderiod from the separation anxiety
that had occurred when their preterm babies waresterred to NICU or a transitional unit

soon after birth.
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Maternal-infant attachment was a recurrent expedemamong all the participants
interviewed in this study. This maternal-infantaatiment was described as a process that
emerged from maternal-infant interactions, matemfant closeness and maternal
commitment to love and care for their babies. Ftbeir descriptions, these interactions
involved gazing at each other, smiling, touchingl @aasponding to the baby’'s cry and
breastfeeding. The findings with regards to matenfant attachment during 24-hour
KMC were consistent with the findings by Klaus amdnnel (1976:67), Klaus,
(1998:1244), and Tessier et al., (1998) where KM&3 Wound to promote the attachment
process between the mother and her newborn balgypaticipants experienced that, as
attachment evolves, other benefits associated WMC emerge, such as the baby’'s
security and nurturing care. This may have occubehuse attachment is known to play a
role in promoting maternal nurturing behavioursttisapport a baby's growth and
development (Dodd, 2005:227). It has also beenatedethat maternal-infant attachment
during KMC empowers the mothers’ feelings, makidgn more responsible and
confident in their capacity to care for their babi@essier et al., 1998; Feldman et al,

2002).

However, the main factor reported to play a roleinterfering with maternal-infant

attachment during 24-hour KMC is the mother's pbgkiand psychological discomfort
resulting from exhaustion, a boring environmenttoe longing to go home due to
separation from the rest of the family members faetids. In this state of mind, a mother
may not be in a position to respond quickly to biady’s cry or provide gentle soothing
measures that include smiling, playing or rockiRgdke-Yarrow & Nottleman, 1989). In
addition to this, a related study by Bialoskurskidacolleagues, (1999) identified

attachment as a process that may not occur autattatbecause of overt and covert

82



attachment processes involving the health stattiseobaby and the mother, environmental

circumstances, and the quality of care which theylvaceives.

Both this study and the literature reveal that KMGn ideal environment, which equips
mothers with the knowledge and skills associatetl wiotherhood responsibilities (Roller,
2005:214; Mercer, 2006:650; Mercer & Walker, 20086 The love and an enabling
environment created by closeness between motherchitddl during KMC appears to

promote a conducive environment for the learninges skills and increases the mother’s

understanding of her baby’s cues.

Nurse-parent interactions according to the findirgfsthe study improve mothers’

satisfaction during the hospitalization of theirbles. Trust within the nurse-parent
interaction is regarded in the literature as a emtone for any quality care (Mok & Leung,
2006; Lynn-McHale & Deatrick, 2000). This may fee to the guidance, support and
health care information received directly or indthg from nurses. In this case, direct
information was communicated to the mothers throbghlth training provided by the

nurses. Indirect information on the other hand, wdsained through sharing of

information in peer groups’ forums of discussioreated. The knowledge which the
mothers acquired from the nurses and their own geemp are crucial for the care of their
preterm babies as it provided empowerment, confidesnd feelings of satisfaction at

being able to do something positive for their pratbabies.

Meeting other mothers with similar problems wascpared as one way of receiving

support and satisfaction during this period of @mat birth and KMC experience. Abriola

(1990) argued that the support group during thisodeis helpful because it provides
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mothers with care information and it connects thena group of other mothers with
similar problems. As a result of this connectionganother in this study developed a
strong commitment to care, realising that she watsatone and that there were other
similar babies in the KMC ward gaining weight aneing discharged. Observing their
babies’ progress was a time of relief and joy, eslg for those mothers who at the

beginning felt that KMC was a waste of time.

Mothers took a sense of pride and satisfactiondiggotheir babies’ companion, observing
their growth and providing maternal nurturing céBernal & Meleis, 1995). In addition to
maternal nurturing care, babies’ developmental @eg in this study was attributed to a
warm comfortable KMC environment resulting in thably’'s ability to sleep quietly for
longer periods of time and rapid weight gain. Weighin is partly associated with the
baby’s ability to sleep longer, thus conservingrgpeand preserving caloric expenditure
toward growth (McCain et al., 2005:692 & Melnyk,ifigein, Alpert-Gillis, Fairbank,
Crean, Sinkin, Stone, Small, Tu. & Gross, 2006)tlWKMC, babies have been observed
to spend longer hours sleeping which other liteeagiudies link KMC to baby’s natural
habitat (Ferber & Makhoul, 2004). This was in agneat with the description of one
participant in this study who viewed a similaritgtiveen the mother’s uterus and KMC,

referring to it as a comfortable environment in gvhthe baby can play and move around.

All participants however, encountered fatigue asirttmain challenge during 24-hour

KMC. This was associated with factors experiencethe KMC ward such as inadequate
sleep, the use of one position for sleep and segtiie/back position) leading to backache,
high temperatures from skin-to-skin contact andwlaed environment. Inadequate sleep

was the result of interruptions to normal sleepleycaused by the three-hourly feeding
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programme of their preterm babies. This interruptal sleep therefore contributed to

mothers’ fatigue while providing 24-hour KMC.

4.3 LIMITATIONS OF THE STUDY

The following limitations were noted in this study:

Language The use of the English language could have lunike participants from fully
articulating their experiences, feelings, and amsi of 24-hour KMC as this might not
have been the case if they were allowed to speakfitst languages. The researcher is not
familiar with the local languages in South Africadathe chosen language was the second

or third language for all the participants.

Time — given unlimited and unrestricted time and resasiateones disposal, the researcher
would have spent more time with participants. Fangulation, the researcher situated the
data into the current debate in qualitative phenmiwgyical studies to add credibility to

the study.

Validation- Since an average period of hospital stay wastomiree weeks as stated in
chapter three, member checking was not utilisedhis study because by the time
preliminary results were completed, all particigamtere already discharged. Thus, if
member checking was done, additional points or gilesmments to the researcher’s

interpretations might have emerged.

4.4 IMPLICATIONS FOR NURSING PRACTICE

The findings of this study may have the followingrsing implication:
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Nurses should use the positive and negative firsding this study to formulate
interventions relevant to the needs of individualtimers providing KMC and perhaps use
it as baseline knowledge for further research. Thisecause not all mothers had the same
experiences. For example, some enjoyed the hosgiaironment while others
experienced boredom, meaning participants’ wayest@ving things were different and

should be handled differently.

4.5 CONCLUSION

As | finally reach the end of this study, | am ovbBelmed by a sense of gratitude and very
excited about the idea of ‘closing up’. This stuglplored and described the mothers’
experiences and perceptions of 24-hour KMC durlmgy hospitalization period of their
babies in a preterm baby unit. Participants’ fegdirand thoughts suggested that KMC
influenced on their satisfactions and maternalfabfattachment. This form of care
facilitated by a positive nurse-parent interactimelped mothers in the healing process
from their preterm birth experience and separafiiom their babies soon after birth. Fear
of touch and separation initially hindered mothéi@m freely interacting with their
preterm babies soon after birth but the introductd 24-hour KMC alleviates mothers’
fears of their babies’ survival and enables thenpdcceive their preterm babies in the
same way as a normal baby. Nursing support, colimgaind teaching enabled mothers to
touch, smile and talk with their babies and therglsatly enhancing their satisfaction of
care. This in turn promotes positive nurse-pareglaitionships and maternal-infant

attachments.

Maternal-infant closeness manifested through skiskin contact stimulates the

production of more breast milk during KMC as conguhto days before 24-hour KMC.
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The resulting outcome enables mothers to breastfeenl babies on demand. Other
benefits of 24-hour KMC included a satisfying expece for mothers because the warm
and comfortable environment accelerated the bapytgress, and was evidenced by
weight gain. Moreover, the closeness, a factoraesiple for maternal-infant attachment,
in combination with continual maternal-infant irdetions and knowledge from nurses,
enabled mothers to observe any danger signs in liadies and immediately take the
necessary measures. Contrary to their joy of buiitig their babies throughout, mothers
may experienced fatigue due to inadequate sleg, teimperatures and one position of

sleep and rest (supine position), which subseguédito backache.

The findings of this study also confirmed the earissumptions stated under paradigmatic
perspective in chapter one that human beings perdbe phenomenon differently based
on internal and external influences. For exampdéa énalysis as indicated in chapter three
revealed that the hospital environment and mothesen relationship were some of the
factors that influenced mothers’ way of perceptiowards 24-hour KMC. Moreover, the
researcher also succeeded in bracketing his thewgtit feelings about 24-hour KMC as
stated in page 33, section 2.4.1 of chapter twaeNai the participants’ experiences in this
form of care came closer to the researcher’s btadkereconceived thoughts on 24-hour
KMC as evidenced in this research report. Thus rdsearcher did not influence the
participants’ ways of thoughts and feelings abo#th@ur KMC during hospitalization

period of their babies.

In conclusion therefore, nurses and doctors in uhg may consider these findings,

appreciate their input and assess what they cda dolve the few problems caused by the
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environmental set-up and fatigue so as to maxirthe& objective of quality care to the

mothers and babies in the unit.

4.6 RECOMMENDATIONS
Recommendations are given for the future nursingcation, research and nursing
practice.
4.6.1 Recommendations for nursing education
* The principle of 24-hour KMC should be incorporastl emphasized in
all levels of educational training as this practiees been found to have

numerous benefits both to the mothers and theieprebabies.

4.6.2 Recommendation for further nursing research

* Subject to the availability of funds, the hospitay consider conducting a
small study to find out mothers’ experiences andcggation of 24-hour
KMC in a hospital setting in the presence of wejl#pped private rooms
with facilities such as DVD players. Consideratsmould also include a
parent-friendly unit in which both parents are anowdated, a play area
for other children, a telephone just for parentkitahen with a stocked
refrigerator, and a visiting area with couches anelevision set.

* A study using a quantitative approach could endightnore on the use of

24-hour KMC and breast milk production.

4.6.3 Recommendations for nursing practice
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The benefits of KMC were well articulated in thisidy by the mothers providing
KMC. The negative comments identified can be used basis for improving the
quality of care for both the mother and her balifierefore recommend:

» Alight exercise programme for the mothers. Exersisould not be tedious
to accommodate all mothers providing 24-hour KM(te3e should be
done during the 24-hour care as recommended by W2D3:23).

* A home friendly approach to environmental design.

* The hospital may also consider introducing intetenit KMC while the
preterm babies are still in NICU. Early initiatioh KMC soon after birth,
while the baby is in NICU may shorten the periodhofkpital stay and

alleviate parental anxiety levels.

4.7 SUMMARY

This chapter has presented a summary of the stydgviewing all the findings within this
study. All three themes have been discussed andnauzed, namely “It is a bond
between me and my child”, nurse-parent interactemmg “it is tiring and exhaustive”.
Mothers were noted to be satisfied with 24-hour KMé€cause it allowed them greater
proximity to their babies, hence giving them theaunity to observe their growth and
become fully involved in the care. KMC was addiafiy noted to have provided a
comforting and warm environment for their babidsst enabling them to grow faster and
this in turn increases maternal satisfaction. H@vedespite these benefits, mothers feel
exhausted while providing KMC in the hospital segtiand further research may be
necessary to eliminate these negative elementsallyirthe chapter presented the

limitations, conclusion, and recommendations ofdtugly.
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APPENDIX A
UNIVERSITY OF WITWATERSRAND, JOHANNESBURG

INFORMATION SHEET

My name is Titus Tarus, MSc Nursing student at Wméversity of the Witwatersrand. |
wish to interview you as part of my research study mothers’ experiences of their

Kangaroo mother care during hospitalisation ofrtbabies.

You will be requested to share your experiencegamgaroo mother care as well as any
other related information with me. This will beyatur appropriate date and time within the
KMC unit where you are in the hospital. The lengthhe interview will be determined by
the amount of the information that you will wishdleare with me.

If you agree to take part in the study, you mayhdiaw at any time without any
disadvantage to you and your baby. Your namemailappear in the research report and

therefore you will remain anonymous.

| will also need your permission to tape record thierview so as to enable me to
accurately remember and write up your views andmgents. Tape recordings and other
information collected will be destroyed after tlmmpletion of the research study.

Please be assured that the study has the apprbda¢ dHuman’s Ethics Committee of

Witwatersrand University.

Please feel free to ask me any questions relatédaetstudy and your participation at any
time.

Your participation is greatly appreciated.

Yours sincerely,

TITUS K. TARUS

Contacts: kipwin77@yahoo.coar 0722292686
Date:
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APPENDIX B

VOLUNTARY INFORMED CONSENT TO PARTICIPATE IN THE ST UDY

I , give consenvidlimhly agree to participate in

the kangaroo mother care study which intends toainbin-depth knowledge and

understanding of mothers’ experiences to KMC fdtdréhealth services.

I am willing to participate in providing my percégt, views and experiences pertaining to
kangaroo care through the interview which will helia-recorded and later transcribed for
the sake of accuracy and reliability.

| have also read and fully understand the resemngtdcedures and fully understood that
my participation is completely voluntary and ifhanse not to participate or withdraw at

any time, | will be free to do so without any digadtage to me or my baby.

The researcher has given me assurance of anongmityonfidentiality in the study and

that | will be given access to the research fingjrafpould | wish to do so.

| hereby consent to participate in this study

Signature Date

Research participant

Signature Date

Interviewer
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APPENDIX C

VOLUNTARY CONSENT FOR INTERVIEW TO BE TAPE RECORDED

I consentbdo interviewed and |

understand that this interview will be recordedaoidiocassette.

| have also been informed that the interviews aiedrecorded for the sake of accuracy
and reliability. |1 understand that consent is vetduyp and that once the data has been
accurately transcribed and no longer needed fatystooth transcripts and tapes will be

destroyed.

Signature

Date
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APPENDIX D

Interview Schedule

Introductory questions:

What name do you want me to call you by? (Don’egne your real name for the sake of
anonymity)

Guiding Question

Can you please talk to me about kangaroo mothe. ¢arould like to know what you
know based on your experiences (views, feelingd panceptions).
Probes:

The opening question was followed by general praueh as ‘could you say more about
that? How did that make you feel?’ (This variede@l®gting on their individual responses).

Ending questions:

(End of interview. Participant was thanked and imfed that she was to be contacted later
to confirm and/or clarify the identified issues tthaas going to emerge from the

interview).

107



APPENDIX E

Faculty of Health Sciences
\/ UNIVERSITY OF THE WITWATERSRAND, JOHANNESBURG

7 York Road PARKTOWN Johannesburg 2193 Telegrams WITSMED Telex 4-24655.SA
FAX 643-4318 TELEPHONE 717-2075/2076
E-MAIL healthpg@health.wits.ac.za

MR TK TARUS APPLICATION NUMBER 0502497G
ROOM 211, WEST CAMPUS VILL : STATUS ( DEG 37 ) ( MM033 ) PZZ
PO WITS 2050
1 JAN SMUTS AVENUE
2050

2006-07-06

Dear Mr Tarus

Approval of protocol entitled Mother’s experiences of kangaroo mother care during hospitalization of
their preterm babies in an academic hospital in Johannesburg

I should like to advise you that the protocol and title that you have submitted for the degree of Master
Of Science In Nursing (Full-Time) (Coursework) have been approved by the Postgraduate Committee
at its recent meeting. Please remember that any amendment to this title has to be endorsed by your
Head of Department and formally approved by the Postgraduate Committee.

Mrs. AA Tjale has/have been appointed as your supervisor/s. Please maintain regular contact with your
supervisor who must be kept advised of your progress.

Please note that approval by the Postgraduate Committee is always given subject to permission from

the relevant Ethics Committee, and a copy of your clearance certificate should be lodged with the
Faculty Office as soon as possible, if this has not already been done.

Yours sincerely

P st
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APPENDIX H

CHRIS HANI BARAGWANATH HOSPITAL

DR A. MANNING
CHIEF EXECUTIVE OFFIGER
PO BERTSHAM

| 2013

TEL.NO. (011) 833-8146
FAX.NO. (011) 938-8161
E-MAIL: amanningGmweb.co.zs.

Titus K. Tarus
University of Witwatersrand, Johannesburg
Faculty of Health Sciences,

Nursing Department
7 York
Dear Sir
: PERM N Ji RCH STUDY AT CH_EH

Your request for permission to conduct a reserch study on Mother's experiences of
kangaroo mother care during hospitalization of their preterm babies in kangaroo care
unit (ward 40) is approved.

Thanks.

DR A. MANNING

CHIEF EXECUTIVE OFFICER

CHRIS HANI BARAGWANATHN HOSPITAL
04 July 2006

112



APPENDIX |

EXCERPTS FROM THE INTERVIEW TRANSCRIPTS

Below are selections of short excerpts from eachatan transcript of the nine interviews.
These short excerpts have been selected to erableedder to have a glimpse of the
content and process of the interview. Field notatsioed through observation during the
course of each interview are presented in brackBtese were inserted during the

transcription of each interview.

The interviewer is represented by letter ‘I' whilee name of each participant varies
depending on the pseudonym names they chose toPuse.to each interview, every
participant was asked to give her preferred psenatoe. This was for the sake of their

confidentiality and anonymity.

GLORIA (G)
I Tell me what you know about kangaroo care basegoar experience
G Pause
...kangaroo care... | have noticed the child becomesnwa and grows
faster
I How did you know that?
G Yes because every time | take her from my tcHesee some sweats
coming out from both of us
Silence
G Sometimes the child also forgets to breathe

I Oh
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... and so by my breathing, she remembers tthee
Mm mm
yes, you know sometimes ‘nneh’ one thing abougkaoo care is that
the baby is with you but when she is in the bed gamit hear if something
goes wrong with her. If she is here on my chesanl hear
anything. If her nose gets blocked, | can hearghathas stopped breathing.
Pause
Mm mm... one other thing is that the child canilgascognized me
Can recognize you...
Yes by smelling.
Oh
Silence
What prompts you to say this during this periédh@ kangaroo care?
She cries whenever | am not with her until | cdraek
(Gloria then abruptly looked at the interviewertwgome question marks

on her face)

RACHAEL (R)

R

It is something new that | have learnt. | neveew about KC and so they
taught me about it the first time | came heres i inew experience.

yah...

It helps the baby to breathe

At the beginning, | didn’t understand. | asked sllysvhy should | have to

do this...it is unnecessary... but as days goesreglized the importance of

it.
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Why were you thinking it was unnecessary?

It was like any other baby, just feeding ...

What was the weight?

1354 grams.

mm mm...

| was not happy because according to me my gakl healthy

the baby was healthy?

‘Yah’, only the weight. | just wanted it to go.ugust wanted to go home.

I had prematures before but | didn’'t kangaroo th&mey got bigger and
was discharged after a week

So this is your first experience in KC.

Yes

So in these two weeks what have you experienced

Ummm... the negative part of it is that | want tolgpme

so you want to go home

Yes, as a mother, | want to go and see the @thigies. | want now to take
my baby. | know how to take care of him becausaviehthe experience and
| can do it for myself

Silence

So....

| am okay now about the weight. It is only thendice

So when was the child put in the phototherapy?

It was yesterday

How do you feel now without your baby?

| feel lonely
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MAGGIE (M)

M

Lonely...

yah (she then laughs)... because | am used todnaeinclose to me
Silence

So still tell more about KC. | am seeing you havet of.....

One thing... for me is... a nice experience. Ibigly because it is a bond
between you and your child... so since | put her @) Khave a great bond
with him. I am not complaining of anything about K@cause even when

they will discharge me | will still go and do it.

Before | started KMC | was feeling sore. My heads sore because | didn’t
know if | was going to lose my baby or ‘gonna’ beve... you know...
Coming in the morning | hold him, check him, anteesometimes | saw he
is growing with treatment but then he was too smiser treatment they
told me to wait for weight to pick up and for it tee quick | must do
kangaroo

mm mm

When the baby is in KC then you can feel now tieis breathing

Okay

mm and then if you don’t give him love that yoe dhe mother; tomorrow
you can see the weight. It will drop or stay in Hagne place but if you talk
with him, you give him like the mother...tomorrow yaull see the weight
is up. You must be happy, you must be friendly, yaust talk and if there

iIs anything worrying you then you must call thetesisand said | have a
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problem like this and this, say it out and then gan give love. Even if you
are worried while feeding the child, you can’t hgpatience, yah that is it
Silence

I What is the difference between now and before statted KMC

M Yah here in KMC ward, | am with my baby throughoubefore | was with
my baby only during the day. At night | wasn't gd@®y. | was thinking
about my baby all the time. At home | didn’t kndwny baby was eating or
not, nappies changed or not but now | am with migybaroughout. |1 am
the one feeding, changing; you know | am happytat.
Silence

I If you were to advise other mothers what would yell them?

M | would advise them not to take their home pratdeat heart and come here
to kangaroo their babies. This would affect thaibies because they would
not be breathing nicely, busy thinking in their d8n It is like eating

‘chepps’0. It is not nice for kangaroo.

PRECIOUS (P)

P | have experienced a lot since | started KC and very nice actually. |
have bonded with her and | don’t think | will bel@ko leave her here
It is actually so nice feeling skin to skin, fexwiheart beat, breathing. It is
S0 nice
Silence

I What else,

P Let me see.... because | am next to her, she get®uhe smell... yah
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The only problem is that you can’t sleep. You caféep on the side; you
have to sleep up straight... yah

What do you mean by up straight

Every time you sleep at the back and so the petkso tired

| also felt like crying because my eyes were pdibut my baby kept me
strong because | love my child. | told myself thdtave to be strong. |
shouldn’t allow my tiredness...

How can you compare then with now?

| am getting used to it now. | am not getting kvdaam getting used to it
now

Silence

How about after discharge?

| don’t want to lie, | am not going to do for Bdurs at home but | will do it
when there is nothing | am doing because at honi ribt like here. At
home there are many things that you need to denit like here

| am not going to do KC for 24 hours but mostta time | will be doing it.
mm... you will be doing it

| don’t want to lie to you. | want to tell youaight. At night | will be doing
it for few hours but during the day I will do it sioof the times

Silence

So tell me more

| know the color of my child is pink. So if | le@t her and see a color like
blue 1 know that there is something wrong with nmja | also know how
she breathes. If she can breathes slower or fastan, tell

What of if she was in the incubator?
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P It is not easy, it is not easy. In the incubatoe is not all that close like in
my chest.

I mm mm

P Even breathing, you can hear the heart beat sihems on your chest but in

the incubator you won’t be able to notice thatiearl

REBECCAH (RE)

I So Rebeccah as you saw it in the letter, | anmgl@i research on mothers’
experiences on KC. So please talk to me about ggperiences of KC in
terms of your feelings, opinions, views, etc

Re The kangaroo is a good thing because it keeplahy warm and keeps the
temperature in a good position but the bad thingaskangaroo the babies

for 24 hours

I mm mm

Re So sometimes we don’t get rest

I Okay...

Re It is so stressful. It is good for a baby inmerof bonding between me and

her...the baby grow faster. It is good for them beeasometimes they
forget to breathe so when my heart beats he renrsntib& | must breathe
again
Silence

Re | was scared to touch the baby and feel the babg after birth. | was so
scared

I What came to your mind?
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Re | told myself may be they changed my baby. it mine

I Laughs

Re But after delivery... at least they showed me iyylbut the following day
when | went to see him, esh, he was so small

I So what were your feelings when the baby waséincubator

Re Ah there were no feelings because he was sd buaiaghe only thing that |
said is that if he can grow up then he can stanethethe incubator

I How are you feeling now?

Re | am feeling hot even when | am sitting in aichal am feeling sleepy

I So what does that mean to you

Re It means my baby is growing
Silence

I So what are some of the other things you caneswéh me about kangaroo
care?

Re Before ... | didn’t accept my baby... so now becdusengaroo, | love my
baby because she is in my chest and | think thg sabetting used to me

that this is my mum

MARIA (MA)

I Talk to me about your views, experiences, anaiops about KMC

Ma At first | didn't like it but now | understandt is okay although exhausting

and tiring. But it is okay because it helps theybbgrow

| mm mm
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Ma

Ma

Ma

Ma

Ma

.... because | have seen the changes in the bhllg doing kangaroo...
growing better now in kangaroo care

Silence

I think this place is good for the babies althloufor mothers it is Oh...
no... | don’t know how I can put it. You are worri@dbout babies, being
woken up, we all sit here breastfeeding the balles)g kangaroo, doing
the same thing day in day out, you know... get tigk at least it is better
when compared with before when we could just seebtibies at specified
times, when feeding, and changing nappies. Hereayeuwith your baby
for 24 hours

mm mm

Yah... you see... in here there is nothing else tbatare doing, doing the
same thing day in day out, doing KC, eat, sleepd fehange the nappy,
nothing new... nothing...

What does that mean to you?

It is boring

I miss the people, my family, friends you see

Besides TV, what else do you think can be donditoinate boredom

There should be DVDs, CDs... yah

Silence

It is good for the babies but the problem istfed mothers because we are
not sick. You are not ill and the environment feris... | don’t know how
to put it...we are just being locked... for theileaht is good. | recommend it

for the babies. The babies are warm
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PEARL (PE)

Pe

Pe

My baby was delivered through caesarean sebioause of the foetal
distress and so | had to be taken to the theafter delivery my baby was
taken to ward 66, apparently he was not taken td, ke was okay, got
medications, whatsoever. When he was off the médits one sister came
to me and asked me if | was breastfeeding or nmtldl her that | was not
breastfeeding. She encouraged me that | shouldstastfeeding and then
she asked me if | knew what KMC is. | told her th&hew nothing about
KMC and she convinced me that | should start d&iN{C. | asked her a lot
of questions, “what does it do, mm mm how doeseiphmy baby?”...
things like that. Then she told me that it is mothe child bonding
apparently, so once the baby’s chest touches ngt,che can feel my heart
beat. mmm... mm for premature babies it happens tiey forget to
breathe and so when he hears my breathing he reensithiat he has also to
breathe... so that is how it helps in most casessandnce the baby is
attached to my chest... it helps in warmth. In m@stes aa aah what he is
experiencing is what he was experiencing while ynstomach, the warmth
... you see yah, yes that is it. When he is in mysthe feels as if he is still
in my “stomach”, he moves around, you know, becanfsithe warmth ...
yah.

mm mm

So kangaroo care also lets you be able to bredstspecially on preterm
babies. It gives them ha ha mm a chance to groterfato get out of

hospital quickly. And so we are encouraged notdp svhen we get home.
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Pe

Pe

Pe

Pe

Pe

Pe

Pe

Silence

You also talked of the baby...forgets to breathe...?

Yes that is what we were taught, that's whaiviehseen

Tell me what you have seen

What | have seen?

Yes

Right, aa mm, it happens when the baby is yougig, he feels my heart
beat, we bond through the heart beat, so in masscavhen he forgets to
breathe it is for about five seconds or so and whencomes back he
breathes like... faster

Ooh

Yah, faster to catch his breath and so | rehlibat Oh you were not
breathing, you see (she then laughs with the reseamafter nodding her
head and looking at the chest)

He breathes a lot, faster to catch his breathe

mm mm

Yah that is what happens

You also talked of the baby growing faster... tadkme more about that
Yah, as | said that is as if he is inside myprfsich”, the warmth that he
gets from me “yah”

| thought the incubator is also warm

Not as warm as my chest

(She responded sharply with her eyes wide openisigatisapproval of the
interviewer’s statement)

(Interviewer laughs following her sharp reacgpn. okay
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Pe

Pe

Pe

Pe

Pe

Pe

Silence
Tell me what you felt the first time
Oh, it was my first experience, “yah”. For thetftime, it was weird... you
know it was really weird
What do you mean that it was weird?

| don’'t know, ‘man’... | had this feeling... you kmpsomething | was not
used to, it was different, but, you see... but | daadtually feel the bonding
between me and the baby
“Yah...”

Because once he was in my chest, he could gie&plonger than when he
was in the incubator... so you can see that he wat more comfortable
Silence
So how do you entertain yourself while here?
We have got music, TV, “yah”, the crying of th&bies (The participant
laughs upon mentioning crying of babies which mé#ue interviewer to
laugh too) that entertains us. And there are othethers in the ward, we
chat a lot.

| talk too much
With who?
Other ladies (Laughs and the interviewer jomsih laughter because she
was all full of humour making her laughter contagip
What are the rest of the mothers saying about RMC
Oh they are very excited. There is another mail® is here, was not
actually admitted for KMC, her child had jaundiégparently she puts her

baby on KC now
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Pe

Pe

Pe

Pe

LISSI (L)

Oh...

.. why are you doing that... ‘no men... it looks nigeu all look cute
when having your babies on you, so | feel like dairtoo “yah”
Silence
tell me in summary the advantages that you hapemrenced with KMC
The baby grows faster, you bond with the babg,the baby gets warmth,
“yah” and the baby is happy
Is happy
yes
How do you know that?

Always smiling (she then laughs)

At first | didn’t believe in this thing called KA thought it was a waste of
time but since | came to ward 40, my baby was wegyii400 but though
KC was actually difficult ...l saw improvements ag/slavent by ‘yah’ well

I think it is ... it is ... a way of mother bonding Wwithe baby “yah’... it

helps the baby to grow

Silence

... okay, so | got used to it and | found thatsitftun and | started believing
in it. 1 didn’t believe at first because my babyad at one weight for more
than four days

for more than four days

“Yah”
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When we came here he was weighing 1400. He theredjan three days
and then became static at 1450 for two days amdrdghuced thereafter
mm mm

“Yah”, so | got discouraged and | couldn’t bekeit. So | thought it was a
waste of time and ... | got encouragement “yah”, witennurse talked to
me about KC and explained everything. So | justized ... you know |
would just mm ... carry on doing it and then ... wedlimproved, “yah” he
improved

What do you think might have happened to contgbio the drop of the
weight?

... well I think may be | had something disturbimg as this also affects the
baby, that’'s what | think, mm

What might have disturbed you then

“Yah” the fact that | couldn't breastfeed, my kiwasn’'t enough to
accommodate the two... so | just got stressed

Okay

mm mm

But | didn’t tell anyone (she then laugh)

| didn’t tell anyone so that was it

Silence

Now if you compare your first experience with nexat can you say?

| think now is better because | am used to it reowd | see improvement in
my baby and | will continue doing it because ibest

It is best

mm mm for both me and my baby
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AMIKAI (A)

You have talked of it being best for you too. &le | want to hear more
about it

It is obvious when you see your baby growing y@ecome happier and then
you don’t have to think of some other stuff “yahduyhave to relax. | am
happier my baby is growing because of KC “yah” tlsat

Oh...

mm anything | think for sure you get to talk wittie baby and sometimes |
just look at his face and smile yah stuff like tHatmakes you happy. Most
of the time | enjoy watching him sleeping “yah” dgiKC

Silence

Talk to me more about your experience here.

Well ... we get to come together and talk about children, when they get
sick, what to do and then to check actually... theol@hissue about
motherhood. It is accommodating for mother andctiitl

How was it the first time?

| was afraid (Laughs) May be when | am holdinghhine might just fall
down but the sister told me hold your baby and gifead him. | told her |
am scared. She said no, there is nothing, go ahead did it “yah”

How is it now. Are you still afraid?

No | am not | am used to it now and it is enjagaflaughs) being a mother

KMC is alright...you share everything with your kthiand ... he sees that

you are a mother
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What were your feelings the first time?

Just scared because | wasn’'t expecting anythinthat's why ... it was a
miracle for him to survive. | was so scared, vargred. | thank God

mm mm

Yah but now my child is alive, growing up fastdbn’t know... and |
support with KMC. Every time | take him here (Pamgt her chest) | just
see him like he is a baby of 9 months. As a payenthave to care, give
him some love and everything will be okay like iy of 9 months “yah”
What is your experience now with KC?

| have a nice experience because he is growisty 1a doesn’t affect
anything, only feeling good, you give him some loymsu feel like you are a
mother. He is growing fast “yah”

Silence

Yah it is a nice experience because | now seeirtiprovement which |
didn’t expect. My child is growing (She said withughter) yah...you see
like now when he is not a sleep, | just talk witmi{The baby was awake at
this time and quiet on her chest), talk with hidaypwith him.

Pause

| just give love to my child wholly. You know wHaanybody can’t do KC.
Kangaroo care wants you, a real mother... anybodyt @m like this
because sometimes you feel so tired but if yowmarether you can do, you
can't feel tired because you like it and you wamtirychild to grow up but if
you are not a real mother you can’t do this... wilket “yah”

What do you say about 24-hour KMC
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It is okay, alright “yah” because premature babmeed love, strong care,
you see

What do you mean by strong care

Strong care is like... like you do everything whigaby is here; caring for

your baby but not going to the toilet with him besa it is unhygienic
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APPENDIX J

SIGNIFICANT STATEMENTS

1. ltis the best thing to do, it is nice experierites fun.

2. | play, talk, and sing with him.

3. |l am so happy to do kangaroo because... | am so hdqipy it.

4. At first | didn’t like it but now | understand. Is okay although exhausting and
tiring. But it is okay because it helps the babgtow.

5. It was weird the first time.

6. It was new, | didn’t understand.

7. | accepted as time goes by.

8. At the beginning | couldn’t sleep properly becausewater on my chest and

waking up every three hours. You wake up becauseyirig... you go through all
those things.... But today | am happy.

9. | was complaining and saying | want to go back.yTled to me.

10.1 was so scared, she was so small; | couldn’t évech or wash her.

11.Why did God punish me like this.

12.1t was a miracle for him to survive.

13.1 said this is not my baby.

14.1 am getting used to it now, don’t fear anythingmdVhen | see her, | see a big
baby now.

15.Every day | had to go home leaving the child in tlospital. During this period |
couldn’t sleep at night. By 3 o’clock | am awakenttag to go to the hospital. |
had to wait till 7 o’clock always to come here a®&e her.

16.At home | didn’'t know if my baby was eating or nagppies changed or not but
now | am with my baby throughout. | am the one fegdchanging; you know | am
happy with that.

17.They teach and supervise us.

18.We get to come together and talk about our babies.

19.1 want now to take my baby. | know how to take cafédim because | have the

experience and | can do it for myself.
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20.1 know the color of my child is pink. So if | lookt her and see a color like blue |
know that there is something wrong with my chilédldo know how she breathes.
If she breathes slower or faster, | can tell.

21.The baby becomes warm and grows faster.

22.1t helps the child to breathe.

23.The baby is safe on my chest.

24. Sleeps quiet longer on my chest.

25.The breast milk is too much.

26.1 think lying on the tummy for long makes him undontable.

27.1t is unnecessary for 24 hours. It is not posdibldo for 24 hours at home.

28.You don’t sleep normally.

29.Feeling hot, exhausted, and tiring.

30.There is no rest, it is so stressing... you feel babk. Every time you sleep at the
back and so the back gets so tired.

31.We are just being locked here.

32.They are keeping us for long.

33.1 miss home so much.

34.You long to get home quickly.

35.As a mother, | want to go and see the other babies.

36.Home will not be like here. You have no worries,longing for anyone because if
you get stressed it affects the baby.

37.1t is not fun to be here, | don't like it.

38.The environment is good for the babies but nontiig to the mothers because we
are not sick.

39.The place is boring, doing the same thing day nai4.

40.1f her nose gets blocked, | can hear that she toggped breathing when she is in
my chest but in the incubator | won'’t be able tticethat earlier.

41.KC requires a real mother to provide strong care.

42.You have to be patient.

43.1 encourage other mothers to do it, they shoulcenée lazy.

44.Baby must see love from the mother.

45.Baby’s growth provides power to continue with KC.

46. The mother should not be stressed because stfestsdhe child’s weight.
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47.1 felt like crying because my eyes were painful imytbaby kept me strong because
I love my child. | told myself that | have to bewstg.

48.You can't sleep in 24- hour kangaroo care becaosehpve to take care; you have
to listen every time because they make funny saunds

49.Baby can easily recognize me by smelling.

50. Cries when | am not with her.

51.The baby sense what is going on in mother’s life.

52.1 am with my baby throughout.

53.1 feel lonely now when my baby is in the phototipgrédecause | am used to having
her close to me.

54.You have to listen to all those things to be awadrgour child.

55.1 have experienced a lot since | started KC anid wery nice actually. | have
bonded with her and | don’t think | will be ableleave her here.

56.No, it is going to be difficult because at homeill Wwe doing some work. It is not
like here where they cook for us, they do evenghor us and only leave us to do

KC and bathe ourselves.
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APPENDIX K

EXAMPLES OF FORMULATED MEANINGS FROM THE SIGNIFICAN T

STATEMENTS

SIGNIFICANT STATEMENTS

FORMULATED MEANINGS

| have experience a lot since | started

KKMC is a satisfying experience that promo

and it is very nice actually. | have bondeahaternal-infant attachment.

with her and | don't think | will be able t
leave her here

o

fes

If her nose gets blocked, | can hear that she|
stopped breathing when she is in my chest b
the incubator | won't be able to notice th

earlier.

R®ximity enables a mother during KMC
|&asily detect any abnormality with her baby.

at

| am getting used to her now, | don'’t fe
anything now. When | see her, | see a

baby now.

btlzélanges her perception of her preterm baby.

#KMC facilitates the mother’s adjustment and
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APPENDIX L

Subject: RE: Permission

Date: Fri; 3 Aug 2007 16:41:00 +0200
From: "permissions” <permissions Bwho.int> EjjAdd ta Address Book  H Add Moblle Alert
To: "Titus Tarus” <kipwin?7@yahoo.com>

Thank you for your enguiry. Un behalf of the World Health
Organization, B R

We are pleased to grant you permission te repreducs the following WHO
item, as indicated in vour message below:

Please note that the material should not be reproduced for use in
association with commercial or promotionsl activities. You are allowed
to use our material so lend as you do not suggest that WHO endorses any
apecific company or preoducts.

Pleasea &nsure that the original WHO source is appropriately
acknowledged

and please provide a copy of your publication for wour recerds and/or a
link of where and how WHO material will appsar on your site if
applicable.

Thank you and best regards.

Ms Dolores Campanaric

WHO PRESS (Permissions)

Knowledge Management and Sharing
WORLD HERLTH ORGANIZATION

20, avenue Appia

CH-1211 Genewva 27

Bwitzeriand

Web site : hrte://www.who.int
Copyright and licensing information
hrtp://www.who.int fabout /licensing/en/

Tel. direct: +41 Z2 791 2483
Fax diract: +41 22 791 4857
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