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Abstract
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Kangaroo Mother Care (KMC) is an evidence-based intervention, recommended by the World
Health Organization, with the potential to prevent neonatal deaths and morbidity among low-
birthweight and preterm babies. In Bangladesh, where the number of neonatal deaths is high,
KMC is identified as a priority intervention to be scaled up in the country. Our aim was to
explore the experiences of caregivers and healthcare providers (HCPs) of KMC in Bangladesh.
We conducted semi-structured interviews in two hospitals in Dhaka, where KCM service
was provided. In Study I, we interviewed fifteen caregivers. The results showed conducive
conditions for caregivers to perform KMC at the hospital and at home, but support is needed
from both healthcare providers and their families. Caregivers felt empowered and motivated
when they observed improvements in the child's well-being. However, there are challenges to
KMC implementation due to the struggle to keep the baby skin-to-skin, pain after caesarean
section, delayed initiation of KMC, and routines that promote an initial separation between the
mother and baby. In Study II, we interviewed eleven HCPs. The results showed that HCPs
experienced KMC as a continuous process that requires both support and counselling, adapted
to caregivers’ needs. Commitment, supervision, and training are necessary. However, there
are structural conditions that challenge KMC implementation, including clinical routines that
promote the initial separation of the mother and baby, staff shortages, and incomplete follow-up.
In conclusion, the findings from this exploratory research can inform the design of interventions
for scaling up KMC in Bangladesh. Caregivers' and HCPs' experiences show that continuous
support, counselling, and family involvement are essential in the care, and that providing KMC
empowers caregivers. Their experiences also indicate that KMC is sub-optimally implemented
due to structural conditions and routines that need to be addressed to scale up KMC in the
country by avoiding the initial separation of mother and baby, meeting the mothers' needs for
care and support, and strengthening the follow-up. Our results also suggest a need to update
clinical practices in line with the new WHO recommendations.
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Sammanfattning Svenska

Att varda fortidigt fodda och underviktiga barn kontinuerligt hud-mot-hud,
den sa kallade kdngurumetoden (KMC) &r en evidensbaserad intervention och
véardmetod som rekommenderas av Virldshélsoorganisationen och som har
potential att forhindra neonatal dod och sjuklighet bland barn med lag fodel-
sevikt och fortidigt fodda barn. I Bangladesh &r antalet neonatala dodsfall hogt
och KMC pekas ut som en prioriterad insats som ska utokas i landet. Véart syfte
var att undersdka vardnadshavares och sjukvardspersonals erfarenheter av
KMC i Bangladesh. Vi genomforde semistrukturerade intervjuer pé tva sjuk-
hus i Dhaka dar KMC tillhandahélls. I Studie I intervjuade vi femton vard-
nadshavare. Resultatet visade att det finns gynnsamma fOrutsittningar for
vardnadshavare att utfora KMC pa sjukhuset och i hemmet men att stéd be-
hovs bade frdn vardpersonalen och anhdriga. Vardnadshavarna kidnde sig
stiarkta och motiverade nér de sdg hur barnet madde. Det finns utmaningar for
implementeringen av KMC pé grund av svérigheter att varda barnet hud-mot-
hud, smérta efter kejsarsnitt, forsenad initiering av KMC och rutiner som
frimjar den initiala separationen mellan mor och barn. I Studie II intervjuade
vi elva sjukvardspersonal. Resultatet visade att vardpersonalen upplevde
KMC som en kontinuerlig process som kriaver bade stod och rddgivning, an-
passad efter vardnadshavarens behov. Engagemang, handledning och utbild-
ning dr nodvéndigt. Det finns dock strukturella forutsittningar som utmanar
implementeringen av KMC sasom kliniska rutiner som frédmjar den initiala
separationen av mor och barn, brist pa personal och ofullstidndig uppfoljning.
Sammanfattningsvis kan resultaten fran dessa studier ligga till grund for ut-
formningen av interventioner for att utoka KMC i1 Bangladesh. Vardnadsha-
vares och sjukvardpersonalens erfarenheter visar att kontinuerligt stod, rad-
givning och familjens engagemang dr avgdrande i varden, och att KMC stér-
ker vardnadshavarna. Deras erfarenheter tyder ocksé pa att KMC inte &r opti-
malt implementerat pa grund av strukturella forutséttningar och rutiner som
behover atgirdas for att skala upp metoden i landet genom att undvika den
initiala separationen av mor och barn, tillgodose mammornas behov av vard
och stdd samt stirka uppfoljningen. Véra resultat tyder ocksa pa ett behov av
att uppdatera klinisk praxis enligt WHO:s nya rekommendationer.
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Preface

As a paediatric nurse with a keen interest in global health, I welcomed the
opportunity to travel to Bangladesh to gather data on the experiences of care-
givers and healthcare providers with Kangaroo Mother Care (KMC). This was
the beginning of my research journey. I have extensive experience working as
a paediatric nurse at the Children’s Hospital in Uppsala, as well my experience
from working in low-income settings with a non-governmental organisation
in West and East Africa.

Being a mother with personal experience of breastfeeding and caring for a
preterm and low birth weight baby in a skin-to-skin position both in the neo-
natal intensive care unit and at home, I felt empowered to make a difference
for my preterm newborn baby. I am grateful for the support I received from
healthcare staff and my family, which enabled me to provide skin-to-skin care
during the first weeks of his life. With this personal experience and my pro-
fessional knowledge, I am driven to contribute to research about a topic that
is very important to me. Knowing the benefits of Kangaroo Mother Care, [ am
motivated to contribute to further the understanding of this practice, which
might help more babies to receive Kangaroo Mother Care.
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Introduction

Neonatal health — A Global Perspective

Despite the remarkable progress in improving child health during the Millen-
nium Development Goal era between 1990 and 2015, more than 2.3 million
newborns died in 2022 (1) before reaching their first month of life. This time
is the most vulnerable period for child survival. The major causes behind ne-
onatal deaths are preterm birth (born before 37 completed weeks of gestation)
and low birth weight (LBW) (a birthweight less than 2.5 kg (2). Every year,
15 million babies are born preterm, and 20 million are born with LBW, with
half of them born in Asia (3, 4). The estimated global preterm birth rate in
2014 was 10.6%, while the rate for LBW in 2015 was 14.6%, with wide vari-
ations among regions (5). Beyond mere survival, preterm birth and LBW pose
significant risks for both short-term and long-term health consequences, in-
cluding infections, sepsis, cerebral palsy, visual and hearing problems, and
also problems during adulthood such as obesity and diabetes (4, 6). Without
addressing this major cause with concerted efforts, it will be difficult to
achieve the 2030 Sustainable Development Goal (SDG) number 3, with a spe-
cific target to reduce neonatal mortality to 12 per 1,000 live births or below
(5). To help in this work, the World Health Organization (WHO) has endorsed
the Every Newborn Action Plan (7). It is a global commitment to work to-
wards the SDGs, and all countries have a responsibility to “leave no one be-
hind” (5). The Convention on the Rights of the Child (CRC) states in Article
6 that every child has the right to life and in Article 24 that all children have
the right to the highest attainable standard of health. CRC goes hand in hand
together with the Sustainable Development Goals (SDGs). SDG 3 aims to en-
sure healthy lives and promote well-being for all ages, including universal
health coverage, access to quality essential healthcare services, and eradica-
tion of preventable deaths among newborns and children under 5 years of age
(8). Kangaroo Mother Care (KMC) is an intervention targeting both SDG 3
and CRC Articles 6 and 24.

Kangaroo Mother Care

Kangaroo Mother Care (KMC) is recommended by the World Health Organ-
ization (WHO) for caring for all LBW and preterm infants. The method can
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be implemented and initiated either in the hospital or at home (9). It is an
evidence-based and low-cost intervention that is both safe and capable of re-
ducing neonatal mortality and morbidity (10, 11). KMC includes three main
components: early, continuous, and prolonged skin-to-skin contact between
the mother and the baby or other caregiver and the baby, exclusive breastfeed-
ing, and early discharge from the hospital (11, 12).

KMC was first described by two neonatologists, Edgar Ray and Hector Mar-
tinez, in Bogota, Colombia, in the 1970s. They wanted to address the high
infant mortality rate in their hospital in Bogota. They implemented skin-to-
skin care and named it KMC, first with the components of mother, love, and
warmth, and later added the components of breastmilk and early discharge.
The implementation of KMC in their hospital resulted in a remarkable 70%
reduction in infant mortality rates. Today, this method is widely used and is
recommended as part of standard care routines (13).

WHO recommendations for application of KMC

The skin-to-skin care (SSC) should be continuous, lasting from 8 to 24 hours
a day, or as long as possible; moreover, it should be initiated immediately after
birth unless the baby is critically ill (9). When the child is cared for skin-to-
skin, the baby should be positioned naked and placed skin-to-skin in an up-
right position on the chest of the mother or another caregiver (11, 12). Breast-
feeding should be initiated as soon as possible, and support should be provided
for exclusive breastfeeding or giving breastmilk feeding to the baby by ex-
pressing breastmilk from the mother’s milk in the first place. Discharge should
be timely, either to home or a lower level of care, and the skin-to-skin contact
should continue at home, and follow-ups should be done regularly (9).

In 2003, the WHO (12) released a practical guideline for KMC, with updated
recommendations for preterm babies in 2015 (11). The latest recommenda-
tions for the care of preterm or LBW babies were issued in 2022 (9). Some
things have been changed and are worth highlighting. According to the first
guideline and the recommendations in 2015, KMC should be introduced when
the child is clinically stable and weighed from 2000grams or less. However,
the last recommendations from the WHO proposes KMC for all preterm and
LBW babies weighing less than 2500 grams. They also propose Immediate
Kangaroo Mother Care (iIKMC), starting within the first hour after the baby is
born, even before the baby is clinically stable. The recommendation of iIKMC
is based on evidence from different countries, showing that preterm babies
who receive iKMC have lower mortality rates and can be given before stabi-
lisation. However, it is important to note that iKMC is contraindicated for crit-
ically unstable newborns (14).
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Benefits of Kangaroo Mother Care

KMC has several positive benefits for the baby, mother, and family, providing
both physical and psychological advantages for the baby and the well-being
of the caregivers. It also increases survival, and reduces the length of hospital
stays, allowing families to go home earlier to care for their baby in a familiar
environment (10). KMC is proven to be cost-effective compared with conven-
tional care (15).

Psychological and physiological outcomes

KMC has a positive impact on weight gain, stabilises the heart rate and breath-
ing, helps the baby to regulate the body temperature, and reduces the risk of
hypothermia. It further decreases stress, infections, and the response to pain.
In a longer perspective, research has shown that KMC improves the brain and
neurodevelopment of the child (10, 16). Studies have also shown KMC’s abil-
ity to reduce the risk of postpartum depression for mothers (10, 17) and post-
partum haemorrhage (18).

Promoting breastfeeding

Breastfeeding has many positive effects both for the baby and the mother (19,
20), and KMC promotes breastfeeding (10). Placing the child in a skin-to-skin
position enables the mother and baby to initiate and continue breastfeeding
(21). Studies have found that the duration of SSC correlates with the duration
of breastfeeding (22), and early initiation of SSC is associated with a longer
duration of SSC during the hospital stay (23).

Facilitates bonding and attachment

KMC facilitates bonding between the baby and the mother, father, and other
caregivers, empowering them to care for the baby (10). A study already from
the 1970s describes increased maternal affection through SSC introduced
within 12 hours after birth (24). By engaging in SSC for the baby, attachment
between the baby and mother can be improved, enabling the mother to easily
discern signals from the baby. KMC can influence attachment, interaction, and
foster a stronger bond between the baby and the caregiver (25).

Involvement of parents and family in the newborn care

The WHO suggests the involvement of parents and family in the care of new-
borns (9). KMC allows the mother, father, and family to be involved in the
care of their newborn baby and to take a central place, empowering them in
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their parenteral role (26). Family involvement also strengthens the parent-in-
fant closeness (27). Both the newborn and the parents have a fundamental
need and right to physical and emotional closeness (28). However, there are
many factors affecting the parent-infant closeness in neonatal units (29). En-
gaging in SSC for the baby prevents separation between the baby and parents,
as evidence shows that separation between the baby and mother, caregiver,
should be avoided (30-32). Separation has been described to affect the baby’s
vital parameters negatively and to cause stress for both the baby and the par-
ents (31). Family involvement has been associated with positive neurodevel-
opmental outcomes for infants (33) and other positive outcomes for both the
baby and the parents (34-36). Involving parents in the care reduces their stress
and anxiety (25). Family involvement can occur in all settings and at all levels
of newborn care, for example, when it comes to being involved in medical
decision-making and direct hands-on care provided by parents, even if it is in
a crowded ward where a chair can be placed for the caregiver. Family involve-
ment means the participation of the mother, father, or other family members
in the routine care of the newborn in a health facility (9). A model to care for
the baby and family together is Family Centred Care (FCC), recommended by
the WHO (11). In FCC, the mother, family, and healthcare providers work
together. FCC emphasises the presence of the caregivers and their involve-
ment in the care (37, 38). To be able to care for the mother, family, and baby
together as one unit, there is a need to redesign the newborn units. This might
require an extra initial cost that needs to be included in the budget by the gov-
ernment for programmes that cover maternal, newborn, and child health (26).
A study conducted in India found FCC to be both feasible and acceptable by
parents, families, and healthcare providers (39).

Barriers and facilitators to KMC implementation

There are different challenges to KMC implementation. A systematic review
summarises barriers to KMC from the caregivers’ perspective. It concludes
that if KMC benefits are not clearly described, caregivers may perceive that
the baby does not enjoy KMC. Other barriers perceived were a lack of support
from healthcare workers, or that the older generation did not find KMC to be
a suitable method for infant care. Additional barriers identified were house-
hold duties for caregivers at home, economic constraints affecting follow-up
visits, and the medical condition of both the mother and baby, which could
impact KMC implementation (40). Another systematic review describes bar-
riers from the healthcare perspective, such as health workers’ belief that new-
born care was not a priority at their ward, inadequate support from experi-
enced nurses, parents, and facility leadership. Other barriers were staff short-
ages, limited visiting hours for relatives, nurses’ reluctant to implement KMC
if they believed it could harm the baby, inadequate and inconsistent training,
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and lack of communication among health workers (41). A study from Tanza-
nia and Bangladesh on KMC implementation found that only 9% of eligible
children received KMC. The authors in this study also emphasise the im-
portance of preparing health facilities and adopting a family centred approach
when scaling up KMC (42). A model to scale up KMC from Ethiopia proposes
a continuum of care (from pregnancy, during delivery, and after delivery),
linking the steps before admission, during admission, and after the hospital
stay (43). To follow up on the implementation of KMC, it is important to mon-
itor and evaluate the care (44). An observational study was conducted in Bang-
ladesh, Nepal, and Tanzania to assess barriers and enablers to filling in regis-
ters. It found that the registers can be used to monitor the coverage of KMC,
but a consensus is needed on definitions which should be prioritised to get
quality data (45). To increase the uptake of KMC, research has shown the
importance of adapting to the specific context (46, 47). The support from the
government plays a crucial role in the KMC implementation (48). The recom-
mendations for scaling up KMC emphasise that it should be integrated into
the standardcare, and the aim when scaling up is to reach all preterm and LBW
babies (9).

Bangladesh context

Bangladesh is a lower middle-income country (49) in South Asia, with around
170 million inhabitants. Around 90% of the country is below sea level, and
therefore vulnerable to floods. Additionally, more than half of the population
does not have access to clean drinking water (50). Bangladesh suffers from
one of the highest neonatal mortality rates in the world. Preterm birth is the
leading cause, accounting for 29.7% of all newborn deaths in Bangladesh (51).
With more than 600,000 preterm births per year, Bangladesh ranks as one of
the top ten countries with the highest burden of preterm birth. Despite consti-
tuting 2.3% of global live births, Bangladesh contributes to 4% of the total
estimated preterm births globally (3). Low birth weight is a major problem in
Bangladesh, and associations have been found with maternal poverty, antena-
tal care, and place of delivery, assisted by health workers (52). LBW was
found to be around 14.27% among singleton births from national data from
2017 to 2018 and also that it varied among regions in the country (53).

In 2013, the Government of Bangladesh committed to reducing child deaths
by signing “A Promise Renewed”, aiming to reduce child deaths to 20 per
1000 live births by 2035. However, national data reports a number of 30 neo-
natal deaths per 1000 live births (51). Since 2016, KMC has been integrated
as an essential service in facility-based care, with continuation at home for
low-birthweight neonates and preterm babies as part of the strategy to address
preventable neonatal deaths. Currently, KMC is available at 142 facilities in
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Bangladesh, and 132 of them report monthly KMC data. The coverage bench-
mark for KMC has been determined to be 50% by 2020. National data from
Demographic Health Service 2019 suggest that out of 18,445 newborns with
a weight less than 2000 grams, only 3,402 received KMC services (51). A
national guideline for KMC was developed in 2014 and updated in 2021. In a
study looking at the KMC implementation from the uptake, around 20% of
babies met the criteria for KMC, with a low number of follow-ups (54). De-
spite government initiatives to implement KMC, targets are not being met lo-
cally regarding the number of women adopting KMC, the number of days they
remain in a facility to continue KMC, and the number of women continuing
the practice at home. Still, it is not clear why the uptake remains low. The
challenges hindering the uptake of KMC practice from the viewpoint of care-
givers and healthcare providers need to be explored.

Quality of care

Reducing neonatal mortality and maternal mortality is a global priority. Both
outcomes are connected to the quality of care provided and require a contin-
uum of care. The continuum of care covers the period before pregnancy, dur-
ing pregnancy, during childbirth, and the time after birth. Many neonatal and
maternal deaths could be prevented through delivery at healthcare facilities
staffed by skilled personnel and by enhancing the overall quality of care (55).
The postnatal period covers from birth to 42 days after birth and is identified
as a critical period for the baby, mother, parents, and families. To advance
quality of care, the healthcare that is provided must be safe, effective, equita-
ble and person-centred (56). In the global position paper on Kangaroo Mother
care, identified as a transformative innovation in health, it has been found that
there is a need to improve both the quality and coverage of KMC and to de-
velop global indicators for monitoring KMC (26).

The WHO has issued new recommendations since 2022 on maternal and new-
born care to ensure a positive postnatal experience. These recommendations
should be seen as a necessary part in the work of the continuum of maternal,
newborn, and child healthcare and to address the SDGs aimed at reducing ma-
ternal mortality and avoiding deaths that could be preventable among new-
borns. The WHO highlight the need to address the quality of care, including
both provision and experience of care. Ensuring a positive postnatal experi-
ence for women, newborns, parents, and families by providing information
and support through dedicated staff, healthcare workers, as well as through
adequate resources and a flexible healthcare system that addresses their needs
and their cultural preferences (57).
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The Quality-of-Care framework

The Quality-of-Care framework is a framework prepared by the WHO, aiming
to improve the quality of care for mothers and their newborn babies through-
out pregnancy, delivery, and the postnatal period. The focus is on two main
dimensions that are linked to each other: the provision of care and the experi-
ence of care. To work towards quality of care, eight quality standards have
been identified under these two dimensions. The quality standards are: 1. Ev-
idence-based practices for routine care and management of complications; 2.
Actionable information systems; 3. Functional referral systems; 4. Effective
communication; 5. Respect and preservation of dignity; 6. Emotional support;
7. Competent, motivated human resources; and lastly, 8. Essential physical
resources are available. The Quality of care is affected by the structure of the
health system, the process that covers the care provision and the experience of
care, and the outcomes at both individual and facility-levels. It is also im-
portant to consider the local context and adapt the standards to the context
(58). The studies within this thesis explore aspects of both provision of care
and experience of care through the perspectives of caregivers and HCPs re-
garding KMC in Bangladesh.

Structure

Quality of Care

EXPERIENCE OF CARE

1. Evidence based practices for routine 4. Effective communication

§ CHS M uinacje e of comoRccos 5. Respect and preservation of dignity
§ 2. Actionable information systems 6. Emotional support
o 3. Functional referral systems

7. Competent, motivated human resources

8. Essential physical resources available

g Individual and facility-level outcomes
[-]
g Coverage of key practices People-centred outcomes
(o]

Health outcomes

Figure 1. The WHO framework for the quality of maternal and newborn health care.
Reprinted from the Standards for Improving Quality of Maternal and Newborn Care
in Health Facilities, p.16 (58).
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Ethical Considerations

This project was a collaboration between the Department of Women’s and
Children’s Health at Uppsala University (KBH) and the International Centre
for Diarrhoeal Disease Research, Bangladesh, (icddr,b). One of the authors in
the research team from KBH is affiliated with icddr,b. and is the link between
the organisations.

Ethical approvals were obtained from the Ethical Review Board at icddr,b
(PR-1990 and PR-20013) for the studies before data collection was performed.
Ethical approval for processing the data in Sweden was approved by the Swe-
dish Ethical Board Swedish Ethical Board Dnr 2022-05496-01. The research
was performed according to the principles outlined in the Helsinki Declaration
(59). The principle of accessibility was applied by healthcare professionals
and caregivers during the period of datacollection; they could refuse to partic-
ipate or withdraw from the study at any time. They were also informed about
participation being voluntary, the maintenance of confidentiality of the data
would be strictly practiced, and restrictions on access to data would be en-
forced. They all gave written consent to participate before the interviews
started and after being introduced to the research team, and informed about
the aim of the study, methods, risks, and benefits of the study. The transcrip-
tion and translation of the data was done in Bangladesh. The anonymised and
decoded data were processed in Sweden. The original data are stored and man-
aged by icddr,b according to the Ethical approval.

Information provided by the respondents will be used for research purposes
only and will not be shared anywhere by the name of the participant. The data
collection was done in the hospitals, which could have affected the daily rou-
tines. However, efforts were made to minimise this through close collabora-
tion with hospital management. The researchers and data collectors were in-
dependent from the hospitals where the data collection took place.
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Rationale for the thesis

Studies have shown an association between economic growth and child mor-
tality, and it can be argued that both these entities reinforce each other (60). It
is, therefore, important to find ways to improve child health. If fewer children
die, fertility will decrease, leading to more efforts and investments directed
towards each child’s well-being. This will, in the long-term perspective, pro-
mote social and economic development, ensure healthy lives at all ages, em-
power all women and girls, and address the Sustainable Development Goals
(SDG) 3 and 5.

KMC has the potential to reduce neonatal mortality and morbidity, emerging
as a global priority. The implementation and adoption of KMC are related to
health service delivery, leadership, financing, and cultural practices. To facil-
itate effective implementation, it is important to explore factors that could en-
hance or challenge its adoption within specific local contexts and to devise
tailored solutions (61). KMC has been introduced in several places in Bangla-
desh for the care of low birth weight and preterm children, but its uptake re-
mains low. Since KMC is an identified priority intervention in Bangladesh
and to our understanding, there is a gap of knowledge, it is high time to explore
the experiences of KMC further to gain a better understanding of what strate-
gies are effective and what challenges hinder its implementation in the country
to improve neonatal health outcomes and survival rates.
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Overall aim and specific aims

Overall aim

The overall aim of the thesis was to explore the experiences of KMC in Bang-
ladesh.

Specific aims for study I

To explore caregivers experiences of performing KMC in both hospital set-
tings and at home in Bangladesh and to identify enablers and barriers to opti-
mal implementation of KMC.

Specific aims for study I1

To explore healthcare providers experiences of facility-initiated KMC in
Bangladesh.
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Material and Methods

Overview of the included studies

This Licentiate thesis comprises two studies employing a descriptive qualita-
tive design, using semi-structured interviews to explore participants' experi-
ences of KMC. An overview of the two studies is presented in Table 1. Study
I focus on the experiences from the caregivers” perspective and Study II fo-
cuses on the experiences from the healthcare providers' perspective.

Table 1. Overview of the design, methods, participants, and analysis of the studies

Study  Design Participants Data source Analysis
I Qualitative, 15 caregivers Semi-structured  Thematic
descriptive interviews analysis
methodology
11 Qualitative, 11 healthcare Semi-structured  Qualitative
descriptive providers interviews content
methodology analysis

Design for Study I and Study II

Both studies adopted a descriptive qualitative design using semi-structured
interviews, which can be a good way to explore individuals' perspectives on a
given topic (62, 63).

Settings for Study I and Study I1

The studies were conducted in two hospitals located in the Dhaka district of
Bangladesh; “Mohammadpur Fertility Services and Training Centre”
(MFSTC) and the “Institute of Child and Mother Health” (ICMH). MFSTC
(hospital A) is a secondary-level hospital with 100 beds, including six beds
dedicated to newborns, and of them, three beds exclusively for KMC in a
KMC corner. Approximately five patients received KMC each month at
MFSTC, where the care was provided free of charge. ICMH (hospital B) is a
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tertiary-level public hospital with 200 beds, of which 55 beds were dedicated
to newborns and 15 beds were allocated for KMC in a separate KMC ward.
Approximately 50 newborns receive KMC each month at ICMH, where the
caregivers had to pay a daily fee for hospital admission in hospital B. The two
hospitals were purposively selected in consultation with the National New-
born Health Programme and the Integrated Management of Childhood Illness
section of the Directorate General of Health Services. The selection of the
hospital was based on the availability to capture patients coming from differ-
ent socioeconomic areas. Both hospitals offered a weekly follow-up pro-
gramme for 4 weeks after discharge for KMC patients. At hospital A, the staff
had responsibility for the paediatric ward, including the KMC corner, while at
hospital B, the staff were dedicated to the KMC ward. At hospital A, there
was no neonatal intensive care unit, and they had to refer sick children to a
nearby hospital, while hospital B had a neonatal care unit (NICU). Monitoring
of KMC services was in place in both hospitals, as well as with regular staff
meetings held weekly and monthly. Hospital A allowed visitors in the KMC
corner during daytime hours. Hospital B had a mother’s room where the moth-
ers could sleep and rest. Their female relatives could be there during the day-
time, and female relatives could visit the KMC ward.

Recruitment and participants
Study |

Participants for Study I were caregivers who performed KMC for their new-
born baby or caregivers who had performed KMC in the hospital and returned
for a one-week follow-up after discharge. In total, 15 caregivers were included
in the study, of which 10 were in-ward interviews and five were follow-up
interviews. Six participants were from Hospital A and nine from Hospital B.
Convenient sampling was used among available and willing caregivers during
the period of data collection. All participating caregivers were mothers, except
one father and one aunt.

Study II

Participants for Study II were healthcare providers (HCPs) working in the
KMC ward or at the KMC unit within the hospitals. In total, 11 HCPs were
included in the study. Snowball sampling was used among suggested, availa-
ble, and willing healthcare providers during the period of the data collection.
Five of the HCPs were from Hospital A and six were from Hospital B. Among
the HCPs, three of them were males and eight were females. Two were paedi-
atric consultants, three were medical officers, and six were nurses.
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Data collection
Study |

Data collection for Study I took place in two periods with two different data
collection teams. During the first period, data were collected in August 2019
with a team consisting of myself, a paediatric nurse with a master's in Public
Health and previous experience in conducting interviews, a male anthropolo-
gist and researcher from icddr,b, and a female researcher from icddr,b both
with previous training and experience of conducting interviews. This first pe-
riod covered in-ward interviews with caregivers from both hospital A and B.
The data for the second-period were collected in March 2020 with a team con-
sisting of a medical student and a female anthropologist, both with previous
training in conducting interviews. This second period covered the follow-up
interviews with caregivers from Hospital B.

Two different semi-structured interview guides were developed in English and
Bengali (see Appendix I and II for interview questions in English), in collab-
oration between myself, the medical student, and researchers at KBH and
icddr,b. covering questions about caregivers' experiences with performing
KMC for their babies in the hospital, (in-ward interviews) or having cared for
their baby in the hospital and then being discharged and returning for the first
follow-up after one week, (follow-up interviews). The focus was on factors
that enabled and hindered practicing KMC, as well as caring for the newborn
baby, including aspects such as giving breastmilk, caring for the baby skin-to-
skin both in the hospital and at home, and procedures surrounding discharge
and follow-up. The second interview guide was developed from the first in-
terview guide and included some additional questions that were not used in
this study. The first interview guide was pilot-tested and the interview not in-
cluded in the results. Both interview guides were written in English and there-
after translated into Bengali, the local language. All interviews with the care-
givers were performed in Bengali with the Bengali-speaking persons in the
data collection teams. My role as well as that of the medical student was to be
present and get a feel for the atmosphere, write fieldnotes, discuss the out-
comes of the interviews afterwards, and sometimes add or clarify questions
when it was considered useful. The in-ward interviews took place around the
caregivers' beds in the KCM ward or the KMC corner. Efforts were made to
prevent overhearing among caregivers by maintaining space between the beds
and having the data collection team sit close to the caregiver, and kindly re-
questing staff not be present in the room during interviews. We did not want
to separate the caregiver and the child; therefore, the mother could continue
caring for the child skin-to-skin during the interview. The in-ward interviews
lasted between 16 and 41 minutes, with an average duration of 31 minutes.
Data collection ended when saturation was considered to be achieved after
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discussions within the data collection team and with one of the senior re-
searchers from icddr,b. Follow-up interviews were conducted in a separate
room to ensure privacy. These interviews lasted between 33 and 47 minutes,
with an average of 36 minutes. The interviews started after participants pro-
vided their consent to participate. The consent forms were both in English and
Bengali. The interviews with the caregivers started with an icebreaker ques-
tion followed by specific questions. Data collection was promptly ended due
to the coronavirus outbreak, and saturation of the data was considered to have
been achieved afterwards when the in-wards and follow-up interviews were
put together. All interviews were audio recorded and thereafter transcribed
and translated verbatim by persons requested by icddr,b for the first data col-
lection period and by the female anthropologist for the second data collection
period. The interviews were checked for accuracy of both the transcription
and translation.

Study II

Data collection for Study II took place at the same time as the first period for
Study I, in August 2019, with the same data collection team as for the in-wards
interviews with the caregivers. This data collection covered interviews with
HCPs from both hospital A and hospital B.

A semi-structured interview guide in English and Bengali (see Appendix III
for interview questions in English) was developed collaboratively by myself
and a researcher from KBH and icddr,b. The guide covered questions about
HCPs' experiences with providing KMC in the hospital, supporting breast-
feeding, caring for the baby skin-to-skin both in the hospital and at home, as
well as procedures concerning discharge and follow-up. The focus was on
identifying the facilitators and barriers to providing KMC. The interview
guide was pilot-tested and the interview was included in the results. Interviews
were conducted in the participants’ native language, Bengali, except for one
participant who preferred to be interviewed in English. The interviews started
after participants provided consent to participate. The consent forms were in
both English and Bengali. Each interview began with an icebreaker question,
followed by specific questions. My role was to be present and get a feel for
the atmosphere, take field notes, discuss the outcomes of the interviews after-
wards, and sometimes add or clarify questions when it was considered useful.
The interviews with the HCPs were conducted either in a separate room or
near the nurses' desk to ensure privacy. The interviews lasted between 36 and
63 minutes, with an average of 48 minutes. Data collection ended when satu-
ration was considered to be achieved after having discussions in the data col-
lection team and with a senior researcher who was present at icddr,b. The in-
terviews were audio-recorded and thereafter transcribed verbatim and trans-
lated by individuals requested by icddr,b and checked for accuracy.
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Data analysis
Study |

The analysis used for Study I was a thematic analysis with an inductive and
reflexive approach, as described by Braun and Clark (64). Word and Excel
were used to sort the data. The thematic analysis includes six different steps,
with a recursive process observed throughout these steps. First, the text was
read several times to get familiarised with the data. Thereafter, initial coding
was performed systematically to capture the semantic content of the data.
Next, themes were identified by looking for repeated patterns and relation-
ships, with potential themes outlined accordingly. Themes and sub-themes
were then reviewed and refined, returning to the data to ensure everything had
been covered within the themes. Thereafter, the themes and sub-themes were
defined and further refined. The last step was to write the report and to tell a
story with extracts from the interviews giving voices to the participants. The
research group met several times and discussed the findings until a consensus
was reached.

Study II

The method used for Study II was Qualitative Content Analysis with an in-
ductive approach, as described by Elo and Kyngés (65). Word and Excel were
used to sort the data. There are three main phases in qualitative analysis: prep-
aration, organisation, and reporting. In the first phase, after reading the text
several times, the units of analysis were selected, and the text was coded. In
the second phase, the codes were sorted into categories and sub-categories
with some level of abstraction. Thereafter, the last phase is a description of
the categories to clarify the phenomena that have been explored, and the report
was written. Several of the authors met and discussed the analysis and findings
until consensus was reached.
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Results

The results of Study I show the experiences of caregivers regarding Kangaroo
Mother Care, while Study II focuses on the HCPs’ experiences of KMC in
Bangladesh. The findings reveal themes and categories that can be seen as
supportive conditions for KMC, which include conducive conditions an em-
powering process (caregivers’ perspective), a continuous process, and staff
commitment (HCPs’ perspective). Conversely, challenges for KMC include
suboptimal implementation (caregivers’ perspective) and obstacles posed by
structural conditions (HCPs’ perspective). The results will be presented with
the main themes for Study I and the main categories for Study II. When refer-
ring to caregivers, it includes mothers, father, and aunt. When referring to
HCPs, it either includes all professions involved, such as nurses, medical of-
ficers, paediatric consultants, or some of these professions.

Results from Study I — Caregivers’ Perspective

In total, there were 15 interviews with caregivers, comprising ten in-ward in-
terviews and five follow-up interviews. The caregivers were aged between 18
and 39 years, and all had experience providing KMC for their babies. The
analysis conducted in Study I resulted in three main themes and three to four
sub-themes for each team, describing various aspects of the experience from
the caregivers’ perspective on KMC, initiated in the hospital with a continua-
tion at home. See Figure 2.
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Figure 2. Overview of the themes and sub-themes representing caregivers’ experi-
ences with KMC

Conducive conditions

According to the caregivers, they found the conditions for performing KMC
to be conducive. They expressed they had no previous knowledge about KMC,
but after counselling, they displayed an acceptance of the method, particularly
regarding caring for the baby skin-to-skin, both in the hospital and continuing
at home. They mentioned that they trusted the healthcare providers and dili-
gently followed their instructions. The healthcare providers were perceived as
supportive, both by helping them tie the binder to get the baby in the right
position and providing information about the benefits of KMC. The caregivers
experienced the hospital structure as facilitating, since everything they needed
was readily available, and being in the hospital gave them protected time to
focus on their baby without the distraction of other duties they would have at
home. The caregivers also stated that family support was needed, both during
their hospital stay and at home, in order to effectively care for the baby skin-
to-skin. This support could be the presence of a female family member during
the hospital stay or the husband coming to pay for expenses in the hospital and
also helping to care for the baby at home, as well as other family members
helping care for the baby at home or with household chores.

31



An empowering process

KMC was perceived as empowering by the caregivers. They expressed they
felt motivated when they saw improvements in their child, such as weight gain
and being able to breastfeed, which encouraged them to continue with the
KMC. They felt that the interaction with the baby was strengthened, benefit-
ting both themselves and the baby. They felt good when they were close to the
baby. KMC helped instil a sense of agency among the caregivers. They felt
confident and positive about caring for the baby skin-to-skin. They saw pos-
sibilities to perform skin-to-skin even while doing light household chores at
home. Moreover, they viewed themselves as advocates of the KMC method,
both within their own families at home and also with their neighbours.

Suboptimal implementation

The caregivers expressed different barriers, which indicate that KMC is not
fully implemented. They mentioned difficulties in keeping the baby skin-to-
skin and struggling to hold the baby in that position for longer periods. When
the mother returned home, they found it difficult to continue holding the baby
skin-to-skin in the binder due to other duties at home and the need to care for
other children. It was an extra challenge when providing skin-to-skin care with
twins. In the hospital, the caregivers stated that they needed assistance from
the healthcare staff to tie and untie the baby from the binder. They also had
difficulties staying in the ward for as long as needed due to financial con-
straints and the need to go home to take care of the household and family. The
interviews revealed that there was a disregard for the mothers’ needs, which
affected skin-to-skin care. Some caregivers felt uncomfortable during breast-
feeding, they felt too warm in the ward or had pain, particularly after a cae-
sarean section. Sometimes, when they needed support from the staff, they said
no one was present. Many caregivers felt that it took several days after deliv-
ery before the skin-to-skin contact was initiated, often resulting in the baby’s
condition deteriorating before commencement. They stated that they were not
allowed to be in the NICU together with the baby, except during breastfeeding
sessions. In cases of caesarean sections, it could take several days before they
could meet the baby in the KMC ward.
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Results from Study II — Healthcare providers’
perspective

In total, there were 11 interviews with HCPs. The HCPs were aged between
25 years and 64 years, and all had received training on KMC and had experi-
ence working with the provision of KMC care. The analysis in Study II re-
sulted in three main categories, each containing three to five sub-categories,
describing aspects of the experience from the HCPs' perspective of KMC ini-
tiation in the hospital. See Figure 3.
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Figure 3. Overview of categories and sub-categories representing healthcare provid-
ers’ experiences with KMC

A continuous process is needed

The HCPs' experience indicated that repeated counselling and demonstrations
facilitated the acceptance of KMC among families and emphasised the im-
portance of initiating it as soon as the baby arrives at the KMC unit. It could
take some time before acceptance among families, underscoring the need to
involve the whole family, as the mother alone cannot make the decision. Po-
tential co-providers were identified, and often, mothers-in-law or other family
members helped in this role. The repetition of counselling was experienced as
necessary and demanded time and effort from the HCPs. They counselled on
the benefits for both the baby and mother, as well as other advantages for the
family, such as economic aspects compared to care in an incubator. The HCPs
found it useful to invest in motivational efforts, promoting the benefits of in-
creased bonding between the mother and baby, as well as the overall well-
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being of both the mother and baby. They identified illiteracy as a barrier to
accepting the method, as caregivers were often unfamiliar with KMC before
being admitted to the hospital. Motivational efforts aimed at caregivers and
families facilitated follow-up and acceptance to commence with the KMC.
The HCPs stressed the importance of being attentive to the caregivers' chang-
ing needs and adapting care accordingly. This could involve adjusting the tem-
perature in the KMC unit, addressing pain after caesarean sections, or ensuring
privacy in the wards, especially when the mothers are breastfeeding.

Staff commitment is decisive

The interviews with the HCPs revealed that their commitment to KMC is cru-
cial, and that they were positive about the method. They talked about KMC as
a method they believe in and as a source of pride. They were happy when they
saw the babies doing well. They also talked about how KMC had a positive
impact on the mothers when they could be close to their babies compared to
if the baby was in an incubator. The training and supervision were seen as
necessary and helped the HCPs to perform well, giving them motivation as
well. They expressed a need for refresher training and more practical sessions.
Additionally, they mentioned that there could be hesitancy to work in the
KMC ward, but this decreased over time since the start of KMC at the ward.
Sometimes, they felt bored in the KMC ward, and they noted that mothers
could feel the same. Nevertheless, the HCPs did their job, which required en-
durance.

Supporting KMC is challenged by structural conditions

The HCPs described different things that challenged KMC. Lack of facility
readiness, including lack of staff and basic equipment in the ward, as well as
lack of binders, were raised in the interviews. They also stated that staff rota-
tion could hinder continuity of care, suggesting assigning specific staff to the
KMC ward as a beneficial strategy. The HCPs pointed out clinical routines
that could promote an initial separation between the mother and the baby, such
as the mother’s and child’s conditions, which could be a hindrance. They ex-
pressed following national guidelines, stating that skin-to-skin care could only
start once the child was considered stable. Some contextual factors affecting
breastfeeding and breastmilk were also mentioned and privacy was a concern.
The HCPs explained that counselling on breastfeeding was provided regu-
larly, and they tried to strive for privacy for the mothers during breastfeeding
or when expressing breastmilk. No males could be present in the ward when
mothers were expressing breastmilk. Some contextual issues arose regarding
the donation of breastmilk; donation could not be done if the mothers had dif-
ferent religions (Muslim or Hindu), or if the child’s gender differed from that
of the donor (boy or girl) Various pull factors were raised in the interviews
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that affected the length of the stay in the hospital and the possibility of per-
forming KMC at home. Economic aspects, including the costs related to the
hospital stay and the need to take care of family members at home, especially
siblings, sometimes caused the mothers to return home earlier than advised by
the doctor. Additionally, family demands, such as having to take care of the
home and do household work, could affect the mother’s ability to provide skin
to skin care to the baby at home. The HCPs noted that the hospital stay pro-
vided an opportunity for mothers to focus solely on the child without other
distractions. However, incomplete follow-up for four consecutive weeks after
discharge was mentioned by the HCPs to be a problem. It was hard to make
families attend follow-up sessions. It was mentioned that more patients at-
tended the first or second follow-up sessions, but fewer attended the third or
fourth. The distance to the hospital was one factor affecting follow-up attend-
ance. Families did not always see the need to attend follow-ups when the child
was healthy, even though they were counselled about their importance. HCPs
made suggestions to increase follow-up rates, including having a system
where follow-ups could be conducted closer to the families' homes and in-
volving nurses in the follow-up process, which would increase their motiva-
tion towards KMC. Although they had a system in place to send text reminders
to families who did not come for the follow-up appointment, this was some-
times overlooked when there was a high workload.
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Discussion

Caregivers’ and healthcare providers' experiences of
KMC — summary of the main findings

These two explorative studies in this thesis present the perspectives of both
the caregivers' experience (Study I) and the healthcare providers' experiences
(Study II) with Kangaroo Mother Care initiated in the hospital with a contin-
uation at home in Bangladesh. There are both similarities and differences be-
tween the caregivers' and HCPs' perspectives regarding the themes and cate-
gories, and the findings mutually support each other. The results show differ-
ent aspects of provision and experience of care, as well as different aspects
that support and challenge KMC care. Caregivers' and HCPs' experiences of
KMC in Bangladesh reveal that continuous support and counselling for care-
givers, as well as involving other family members in the KMC care, are es-
sential. The empowerment experienced by caregivers facilitates KMC care.
Moreover, commitment among the HCPs is needed, with supervision being
important. The caregivers’ and HCPs’ shared experience point out that KMC
is challenged by structural conditions and suboptimal implementation, which
need to be addressed. Clinical routines promoting initial separation and de-
layed initiation of KMC, as well as pull factors affecting mothers’ hospital
stay, and incomplete follow-up, were identified as issues.

Provision and Experience of Care

The WHO framework for quality improvement of maternal and newborn care,
as presented in the background, will be the basis for the discussion part of this
thesis. Certain results will be highlighted in connection with this framework.
We investigated both the experiences of healthcare providers and caregivers
regarding KMC within the interlinked dimensions provision of care and the
experience of care outlined in this framework. In this thesis, six of the eight
quality standards were explored. These include evidence-based practices for
routine care and management of complications, effective communication, re-
spect and preservation of dignity, emotional support, competent and motivated
human resources, and the availability of essential physical resources (58, 66).
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Evidence-based practices for routine care and management of
complications

The three components of KMC are affected by the practices of routine care.
Our studies revealed that clinical routines often promote initial separation and
delayed initiation of skin-to-skin care, which poses a challenge to KMC. In
Bangladesh, the parents and the family members have to accept the method
before the KMC can be initiated, and it is not included in the standard care.
Caregivers often described that KMC started several days after birth due to
the baby’s medical condition. The importance of promptly identifying eligible
LWB and preterm babies for KMC has been highlighted (67). Supporting
skin-to-skin care for longer periods is crucial, yet our results show that moth-
ers struggled to care for the baby skin-to-skin for longer periods. A multi coun-
try study looking at KMC initiation in facilities found the support for infant
feeding to be insufficient (45). Similar is found in our studies where both the
caregivers and HCPs stressed that the privacy could be improved in the wards
during breastfeeding.

The HCPs in our study emphasised that they were following the national
guidelines, which require the child to be stable before initiation of KMC.
However, since these studies took place, the WHO has introduced new rec-
ommendations proposing iKMC immediately after birth, even before stabili-
sation (9). Therefore, our studies underscore the need to adapt clinical routines
and national guidelines in Bangladesh to be in line with the new recommen-
dations from the WHO. The fact that mothers were only allowed to be in the
NICU while breastfeeding promotes separation. Consequently, caregivers ex-
pressed that they felt stressed being separated from their babies. In the study
involving the caregivers, it was highlighted that mothers wanted to be close to
their babies. The separation of mother and child has been described in the lit-
erature as harmful to both the baby and the mother and should be avoided (31,
68). Through family involvement and FCC, this can be prevented, and parent-
infant interaction can be strengthened. This is supported by the new guidelines
from the WHO (57). The staff may need to change their attitude towards fam-
ily involvement and understand that their role is to support the caregiver in
performing KMC. Families have described a need for support when caring for
their baby in the NICU. To support family involvement, it might help with
specific interventions designed to support parents caring for their preterm
baby in the NICU. An example of such a family-supported intervention is the
“Early Collaborative Intervention” developed by Sahlén Helmer, et al. (69).
This intervention is introduced in the NICU and aims to increase parental
awareness of the baby’s needs and help parents feel empowered in their
parenthood.
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Before discharge, HCPs counselled the mother and family members to make
them feel comfortable going home and continuing with the KMC. By doing
the counselling at the right time, the child can go home early and timely , as
proposed by the WHO (9). Follow-up is an essential part of KMC care and
needs extra focus, as studies have pointed out that it is not working optimally
and needs to be strengthened. Insufficient follow-up has also been described
in a study from Bangladesh (54), highlighting the need to increase awareness
of its importance. A study from rural Uganda investigated KMC both in hos-
pital and its continuation after being discharged. They found that community
follow-up for these babies was important, as well as peer support from moth-
ers who had previously performed KMC successfully (70, 71). In our study,
HCPs suggested finding solutions for follow-up near the family’s home if they
lived far from the hospital. Similar suggestions are made by the WHO, advo-
cating for a clear link between the facility and the community (67).

Effective communication

Continuous counselling and support to caregivers and other family members
were deemed necessary for both accepting and supporting KMC, and had to
be done repeatedly. Results from the two studies show that KMC is a well-
accepted method, and both caregivers and HCPs have positive experiences
with it. However, both studies also reveal that caregivers did not have any
previous knowledge of KMC, which has been described as a barrier (43, 72).
The counselling involved caregivers and family members, and without involv-
ing other family members, the mother could not decide by herself to start the
KMC. A study from Bangladesh described that mothers were not sufficiently
involved in the decision-making process, and the HCPs had a preference for
counselling husbands or mothers-in-law instead of the mother. This shows the
crucial role of communication in supporting KMC (73).

Respect and preservation of dignity

From the caregiver’s perspective, the study revealed concerns about disregard-
ing the mothers’ needs, particularly regarding pain after caesarean section and
discomfort. HCPs acknowledged that privacy could be improved, especially
when the mothers were breastfeeding, which was supported by the caregivers
who described feeling uncomfortable during breastfeeding. In line with our
findings, the WHO emphasises in their new recommendations the importance
of respectful maternity care and ensuring a positive postnatal experience (9,
57), as well as meeting the mothers’ needs (67). This is something that should
be taken into account in the KMC care. A review by Mathias et al. recom-
mends providing quiet, comfortable units for KMC where privacy can be as-
sured (74).
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Emotional support

The support from the HCPs was found to be very important for the caregivers,
and it should also be adapted to the caregiver's specific needs. This should be
seen as a continuous process to support KMC. In our study from the caregiv-
ers’ perspective, we found that mothers struggled to keep their babies in a
skin-to-skin position and wanted more support than they received. Research
indicates that parental readiness can be strengthened by supportive HCPs (40).
Furthermore, family support, both in the hospital and at home with household
chores, was found to be vital, as highlighted in the literature (75, 76). A study
from Bangladesh found that grandmothers were often involved in keeping the
infant in a skin-to-skin position in Bangladesh, and this study indicates that
the grandmothers should be involved in the counselling and be seen as poten-
tial co-providers when necessary. (45). The caregivers in our study felt em-
powered by providing KMC for their babies and felt they could be advocates
of the methods, this is sometime to lift as facilitating for the care. Working
with peer support for caregivers has been described in previous research to
strengthen them (67) and was also highlighted by the caregivers in our study.

Competent and motivated human resources

Our study with HCPs pointed out that their commitment was essential in sup-
porting KMC, with caregivers expressing trust in the HCPs and respecting
their competence, which facilitates KMC. Both caregivers and HCPs are es-
sential in the baby's care and should be seen as valuable resources, requiring
motivation for increased KMC implementation. Both caregivers and HCPs
were positive towards KCM, recognising its benefits for the baby, which fur-
ther motivated them in their care efforts. The staffs’ attitudes matter, as de-
scribed in other studies (72, 77). To increase motivation among HCPs, it was
suggested to involve nurses in the follow-up work to get feedback on the
child’s condition. This is a new finding to our knowledge. For the caregivers,
it was expressed that feedback on the child’s weight and health was important
for their motivation. The results from the HCPs revealed that some of the
HCPs felt bored with KMC, viewing it as low endurance care. Supervision
and training were deemed very important for optimising their work. The im-
portant role of supportive supervision has been described in another study
(74).

Essential physical resources available

The caregivers expressed they had what they needed in the KMC ward and
KMC unit, but they wanted more support from the staff. They noted that some-
times the HCPs were not present when they needed them. At the same time,
HCPs witnessed they had a shortage of staff, equipment, beds, and binders, as
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well as a lack of facility readiness, and had to leave the KMC ward to bring
medicines and equipment, which acted as barriers to KMC. The importance
of service and facility readiness has been described in other studies and should
be ensured by providing an adequate number of staff and equipment needed
(67, 78). Insufficient supplies pose a barrier to KMC (48). Having a dedicated
place for KMC when caring for the newborn babies and staff rotation for new-
born care have been highlighted in a study from Ethiopia as facilitators for the
initiation of KMC (79). The HCPs in our study suggested having separate staff
for the KMC patients assigned to the KMC ward, which is somewhat contra-
dictory to the study from Ethiopia (79) but is supported by other studies (40,
80).

Implementation of KMC

The Quality-of-Care framework for quality improvement of maternal and
newborn care can be used to identify areas that need to be improved in the
work towards increased uptake of KMC. The XIII International Kangaroo
Mother Care Conference in 2022 shed light on the inequity in care between
low-middle and high-income countries and advocated for KMC to be imple-
mented and given to LBW babies all around the world. It was also suggested
that KMC should be included in the standard care to help towards reaching
the Sustainable Goals 3.2, aiming to reduce neonatal mortality (81, 82). The
WHO’s implementation strategy also highlights the equity aspect and access
to healthcare as central to KMC implementation (67). Quality of care has also
been pointed out as important for promoting equity and the right to health for
women and children (83). Despite the well-known benefits of KMC, it is not
yet fully implemented globally from a health system perspective (45). So far,
in Bangladesh, it is a priority but not included in the standard care, even
though evidence from Bangladesh shows that KMC can be feasible within the
country’s healthcare system (84). Successful implementation of KMC by us-
ing a co-creation process among different stakeholders and parents as partners
in design has been observed in Ethiopia (85). Gill et al. recommend KMC to
be included in the standard care protocols and point out factors to be addressed
at different levels, from parents and healthcare professionals to the healthcare
system, to ensure successful KMC implementation (86).

Methodological considerations

Trustworthiness

In qualitative research, it is important to describe in detail all the steps during
data collection and analysis, and to be transparent to strengthening the results.
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To describe trustworthiness in qualitative research, the terms credibility, de-
pendability, confirmability, and transferability are used (87, 88). Credibility
refers to the extent to which the results reflect reality. This was sought to be
increased by involving participants with various experiences and perspectives.
Dependability refers to the extent to which the study can be repeated to
achieve the same result in the same context, using the same method and par-
ticipants. To achieve dependatbility was attempted by providing a detailed de-
scription of the two chosen methods, including all the steps and by pilot-test-
ing the interview guides for both studies. Conformability refers to objectivity.
This was sought throughout the process by reading the field notes and check-
ing recordings for accuracy throughout the process, and by discussing the find-
ings from the interviews objectively among the research team (authors of the
papers). Transferability refers to the extent to which the results can be trans-
ferred to a similar setting based on the reader’s interpretations. To increase
transferability, we have tried to provide an extensive description of the context
(setting, participants).

Semi-structured interviews were chosen for both studies as they can provide
extensive knowledge about the participants' views on a topic (63, 87). As de-
scribed in the method section, we had two different data collection teams dur-
ing two periods. The in-ward interviews and follow-up interviews were
merged after data collections to provide a broader perspective on caring for
the baby both in the hospital and at home. A strength of the studies is that they
offer two different perspectives, both from the caregiver and healthcare pro-
viders, in two different hospitals with a broad uptake of patients. Convenience
sampling among the available caregivers and snowball sampling for the HCPS
were adopted and considered to be effective methods to recruit participants.
Interviews for both studies were performed in Bengali (except one interview),
transcribed verbatim, and thereafter translated into English. To be interviewed
in the participants native language is a strength but there is a risk that some
nuances of the voices of the caregivers and healthcare providers could be lost
during translation. We tried to avoid this by having one of the research team's
native Bengali speakers check some parts of the interviews against the audio
files. Additionally, the people in the research team represents different profes-
sions and have different experience in in research methodologies and settings,
and discussions about the findings among them can be seen as a strength. The
native Bengali-speaking authors could verify that the interpretation of the re-
sults is consistent with the findings. The data collection teams were not con-
nected to the hospital or ward, which can be seen as a strength. There were
two different analysis methods used for the studies: thematic analysis from the
caregivers’ perspective and qualitative content analysis from the healthcare
providers’ perspective. Both methods were chosen to enable learning two dif-
ferent approaches, and they aligned well with the research questions. Qualita-
tive content analysis is useful for explorative research and is commonly used
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in nursing research. It provides the freedom to choose the level of interpreta-
tion and abstraction desired within the different steps of the method (89). The-
matic analysis, however, is a flexible method that allows freedom in identify-
ing themes from the data (90).

Pre-understanding and reflexivity statement

Pre-understanding and reflexive approaches are discussed in qualitative re-
search, referring to the potential impact on interpreting the results. Bias can
be due to the researcher's background and professional experience. I had a pre-
understanding of the context due to my previous work in low-income coun-
tries and as a paediatric nurse and a mother, providing me with both profes-
sional and personal knowledge about Kangaroo Mother Care. Being a research
student coming from a different context might have had an impact on the par-
ticipants’ answers. The caregivers may have felt a power imbalance when
there were three people in the data collection team (including myself) during
the first data collection period, and two people during the second data collec-
tion period with the follow-up interviews. The caregiver may not have felt free
to express what they felt when in a vulnerable situation caring for their new-
born baby in the hospital. Having female Bengali-speaking researcher for the
caregiver interviews, we tried to make the women feel comfortable. The HCPs
may not have felt free to express and share their experiences fully. They might
have withheld some things they did not wish to share with the data collection
team, or might have said things they thought we wanted to hear. They might
have felt a power imbalance as well. This can be seen as a limitation of the
study. During the analysis, I tried to be aware of my pre-understanding while
reading the interviews and interpreting the results. I tried to have a reflexive
approach and this was adopted during the analysis through discussions of the
findings among the authors. When conducting research, it is important to be
aware of how you look at the research and to be transparent. When looking at
these two studies in this thesis and analysing the results, I have done this from
an interpretive and constructivist approach. This epistemological perspective
asserts that the reality of the world around us must be interpreted to discern
the underlying meaning of phenomena, seeking common and universal inter-
pretations (91, 92).
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Conclusions

The findings from the two studies included in this Licentiate thesis shed light
on the experiences of caregivers and health providers regarding KMC in
Bangladesh, where both groups play a central role in KMC care. Emphasising
their important role and their experience is necessary in the work towards im-
proving KMC in the country. There are conducive conditions for caregivers
to perform KMC, and they feel empowered to be involved in the care. Com-
mitted HCPs are crucial, and supportive supervision is important. However,
the results also revealed different challenges in KMC implementation that
need to be addressed. These include emphasising the importance of continu-
ous counselling and support from the HCPs to meet the caregivers’ needs,
working towards early initiation of KMC, and caring for the mother and baby
together by involving the family in the care. Additionally, finding adapted so-
lutions for follow-up care is necessary. The results also suggest a need to up-
date clinical practices in line with the new WHO recommendations.

43



Clinical implications

Clinical implications arising from this research suggest that the national guide-
lines and clinical practices need to be updated in Bangladesh to be in line with
the WHO's new recommendations for LBW and preterm babies. Efforts
should be directed towards strengthening the parenteral involvement and
changing the structure around the mother and baby in the healthcare facilities
to prevent separation and late initiation of KMC. Furthermore, the studies in
this thesis highlight the important roles of HCPs, caregivers, and their families
in the KMC care for the LWB and preterm babies. The healthcare worker
plays a vital role through continuous counselling and support, while the care-
givers contribute by being involved in infant care. Another important area is
to meet the needs of the mothers to give them the support they need, pain
relief, and privacy. Support to the healthcare workers through training and
supervision needs to be highlighted as well. Strengthening follow-up care by
finding solutions for the family to come to a nearby facility or by involving
nurses in the follow-up to increase their motivation should be considered. To
increase motivation among mothers and families, it is important to give re-
peated feedback on the child's weight and health and to involve nurses in the
follow-up. Including KMC as standard care in Bangladesh can lead to in-
creased coverage of KMC in the country, resulting in more preterm and LWB
babies benefiting from this care.
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Future research

We recommend that future studies should focus on how to overcome the struc-
tural conditions that pose challenges to KMC, such as how to care for the
mother and babies together, address the mother's needs, and strengthen family
involvement in the care. Further research should also explore how the follow-
up can be improved and be locally adapted, including the possibilities to in-
volve nurses in the follow-up visits. In the future, it would also be good to
investigate the experiences of community workers and family members re-
garding how support for KMC can be improved, both when initiated in the
hospital with a continuation at home, and when initiated within the commu-
nity.
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Appendix I. Interview questions for
caregivers, in-ward interviews

General question
What do you think of Kangaroo Mother Care? How do you define KMC? What are the ben-
efits of KMC?

Specific questions

1.

2.

10.

Do you have any idea regarding skin-to-skin care, position, timing, and duration of
skin-to-skin care, and how to bind the baby? From whom did you get this information?
What support did you get from healthcare staff to perform:
Skin-to-skin (position, teaching from healthcare about the position of skin-to-skin
care, how to sit during skin-to-skin care, the timing of skin-to-skin care, initiation,
and duration of skin-to-skin care, providing help when the caregivers go to the toi-
let, preparing food
Breastfeeding/ giving breastmilk? (teaching the caregivers about the position and
attachment of breastfeeding; giving breastmilk or extracting breastmilk; teaching
the mother to provide cup feeding if the baby doesn’t suck; initiation and duration
of breastfeeding or cup/nasogastric tube
What support/facilitation did you get from your family to perform skin-to-skin care
at the facility? (coming with prepared meals for mother, taking care of siblings, as-
sisting with skin-to-skin care)
What motivates you to perform skin-to-skin care /breastfeeding/giving breastmilk?
What are the hindrances for you to perform skin-to-skin care /breastfeeding/giving
breastmilk and continuing KMC at the facility? Feeling discomfort in providing skin-
to-skin care, Privacy, Behaviour and availability of healthcare staff, Response from
healthcare staff; did they listen to you? Support from family members (mother-in-law,
husband, other family members, Support from society and culture to perform skin-to-
skin care?
How can we overcome this hindrance: discomfort, privacy, healthcare staff behaviour,
support from family members, society, and cultural support?
Are you satisfied with the KMC service at the health facility?
What can facilitate you to perform the KMC in the facility?
How long should you continue KMC at home after discharge?
What can be the hindrance for you to continue KMC at home?
What can facilitate you to perform KMC at home?
Do you know when you need to bring back/seek care for your baby to the hospital
(danger signs)/
Do you know about the follow-up visits after discharge? If yes, how many follow-up
visits and when? Why are the follow-up visits important for the baby?
Do you have any recommendations on how the quality of KMC can be improved?
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Appendix II. Interview questions for
caregivers, follow-up interviews

Initial question
Can you tell me about your experience of caring for your newborn? What has been difficult?
What has worked well?

Larger conversations areas

1. How did the care of your newborn work out at the hospital? What kind of support did

you get? What was difficult?
Follow-up:
- Who gave instructions for the care of the newborn, if any?
- Who participated in the care of the newborn?
- How did you manage the routines? Any aides used?
- What do you wish would have been different? Any additional help, in-
structions, etc.

2. How did the care of your newborn work out when you came home? What kind of sup-

port did you get? What was difficult?
Follow-up:
- Was there any difference in caring for the baby at home compared to
when you were at the hospital? If so, in what way?
- Who participated in the care of the newborn at home?
- How did you manage the routines? Any aides used?
- What do you wish would have been different? Any additional help, in-
structions, etc.

3. Did you experience any occasions, either at the hospital or at home, when your baby
needed extra care or attention? Like being too cold, having a fever, crying excessively,
or similar? If so, can you please tell me what happened?

Follow-up:
- What did you do to solve the problem?
- Did you encounter any problems when trying to solve the problem?
- Who helped you, if anyone?
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Appendix III. Interview questions for
healthcare providers

Initial question

What do you think of Kangaroo Mother Care? How do you define KMC? What are the ben-
efits of KMC?

Specific questions

1.

How do you motivate the caregivers to perform KMC? What is the process of that

motivation?

How do you support the parents/caregivers to perform?

- Skin-to-skin care (teaching the caregivers about the position of skin-to-skin care,
how to sit during skin-to-care, the timing of skin-to-care care, initiation, and dura-
tion of skin-to-skin care, help given when the caregivers go to the toilet, preparing
food

- Breastfeeding/ giving breastmilk? (Teaching the caregivers about the position and
attachment of breastfeeding, giving breastmilk, or extracting breastmilk, teaching
the mother to provide cup feeding if the baby doesn’t suck, initiation and duration
of breastfeeding or cup/ nasogastric tube

What are the existing facilities to provide skin-to-skin care (binder, fan, AC, KMC

bed, mother waiting area?

What are the existing facilities for expressing breastmilk? (privacy, pump, storage of
breastmilk, spoon or cup feeding, nasogastric tube)

Do you have a checklist to monitor and track the timing of the skin-to-skin care, for
how long the mother is providing skin-to-skin care, how many times the mothers pro-
vide breastmilk for the baby, how do you document and how is the reporting mecha-
nism for that? If yes, what are the problems in managing the checklist, monitoring, and
reporting?

What can support/ facilitate KMC to work? (leadership, management). Do you have
any external supervisor who is responsible for the KMC? What do they do during the
supervision? Do you think this supervision is beneficial in improving the quality of
KMC of your facility?

What can facilitate the implementation of KMC? (training, refresher training, super-
vision, availability of KMC logistics and supplies, documentation. If unavailable,
what are the reasons behind that and how can we strengthen the supervision or moni-
toring mechanism?

What motivates you as healthcare staff to work with KMC/ to continue working with
KMC?

What can be barriers/hindrances for the KMC to work? Barriers for you as
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10.

11.
12.

13.
14.
15.
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healthcare staff to support parents/caregivers performing skin-to-skin care/breastfeed-
ing/continuing work with KMC in the facility
- How can we overcome these barriers? What are your suggestions?

When providing KMC, if the newborn gets sick, how do you identify these babies and
how do you manage them? (sending the baby for special care)

When do you discharge the KMC baby? Which criteria do you follow for discharge?
How do you motivate the caregivers to continue in the facility if they want to be dis-
charged by their own decision?

How do you motivate the caregiver to continue KMC at home after discharge?

Can you give an example of a successful story?

Anything else you want to address?



	Abstract
	List of Papers
	Contents
	Abbreviations
	Summary Bengali
	Sammanfattning Svenska
	Preface
	Introduction
	Neonatal health – A Global Perspective
	Kangaroo Mother Care
	WHO recommendations for application of KMC
	Benefits of Kangaroo Mother Care
	Psychological and physiological outcomes
	Promoting breastfeeding
	Facilitates bonding and attachment

	Involvement of parents and family in the newborn care
	Barriers and facilitators to KMC implementation
	Bangladesh context
	Quality of care
	The Quality-of-Care framework

	Ethical Considerations
	Rationale for the thesis
	Overall aim and specific aims
	Overall aim
	Specific aims for study I
	Specific aims for study II


	Material and Methods
	Overview of the included studies
	Design for Study I and Study II
	Settings for Study I and Study II
	Recruitment and participants
	Study I
	Study II

	Data collection
	Study I
	Study II

	Data analysis
	Study I
	Study II


	Results
	Results from Study I – Caregivers’ Perspective
	Conducive conditions
	An empowering process
	Suboptimal implementation

	Results from Study II – Healthcare providers’ perspective
	A continuous process is needed
	Staff commitment is decisive
	Supporting KMC is challenged by structural conditions


	Discussion
	Caregivers’ and healthcare providers' experiences of KMC – summary of the main findings
	Provision and Experience of Care
	Evidence-based practices for routine care and management of complications
	Effective communication
	Respect and preservation of dignity
	Emotional support
	Competent and motivated human resources
	Essential physical resources available

	Implementation of KMC
	Methodological considerations
	Trustworthiness
	Pre-understanding and reflexivity statement


	Conclusions
	Clinical implications
	Future research
	Acknowledgements
	References
	Appendix I. Interview questions for caregivers, in-ward interviews
	Appendix II. Interview questions for caregivers, follow-up interviews
	Appendix III. Interview questions for healthcare providers



