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SUMMARY

Aim: To measure progress with the implementation of
kangaroo mother care (KMC) for low birth-weight
(LBW) infants at a health systems level.

Design: Action research design, with district and re-
gional hospitals as the unit of analysis.

Setting: Four regions in Ghana, identified by the Gha-
na Health Service and UNICEF.

Participants: Health workers and officials, health care
facilities and districts in the four regions.

Intervention: A one-year implementation programme
with three phases: (1) introduction to KMC, skills de-
velopment in KMC practice and the management of
implementation; (2) advanced skills development for
regional steering committee members; and (3) an as-
sessment of progress at the end of the intervention.
Main outcome measures: Description of practices,
services and facilities for KMC and the identification
of strengths and challenges.

Results: Twenty-six of 38 hospitals (68%) demonstrat-
ed sufficient progress with KMC implementation. Half
of the hospitals had designated a special ward for
KMC. 66% of hospitals used a special record for in-
fants receiving KMC. Two of the main challenges were
lack of support for mothers who had to remain with
their LBW infants in hospital and no follow-up review
services for LBW infants in 39% of hospitals.
Conclusions: It was possible to roll out KMC in Gha-
na, but further support for the regions is needed to
maintain the momentum. Lessons learned from this
project could inform further scale-up of KMC and oth-
er projects in Ghana.

Keywords: kangaroo mother care, premature infant,
implementation, evaluation, Ghana
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BACKGROUND

Kangaroo mother care (KMC) is a safe and effective
method of caring for low birth-weight (LBW) infants,
especially in low-resourced settings.' It has also been
described as a cost-effective,” high-impact interven-
tion*> for improving newborn survival. Beneficial
physiological and behavioural effects of KMC for the
infant are well documented. ®’ Physiological effects
include better thermoregulation, improved cardio-
respiratory stability, lower risk of infection and faster
growth. Behavioural effects relate to better sleep cy-
cles, less crying and an analgesic effect during painful
procedures. Beneficial effects for the mothers include
better breastfeeding (increased milk production, exclu-
sivity, duration, early initiation) and psychosocial ef-
fects (reduced anxiety, more maternal satisfaction, im-
proved maternal-infant attachment and bonding).*”’

KMC entails a ‘total health-care strategy’® applied
within a supportive environment, with the skin-to-skin
position of the infant against the mother’s chest as one
of the major components. Other components include
exclusive breastfeeding wherever possible and early
discharge from the health care facility (i.e. when
breastfeeding has been established, the mother shows
an appropriate level of infant-handling competency and
the infant is gaining weight) with a proper follow-up
system in place for regular review of the infant.” Con-
tinuous KMC is practised when the mother and infant
are in skin-to-skin contact day and night for at least 20
hours or more per day. If the infant is placed in the
skin-to-skin position for shorter periods of time every
day (preferably at least 70 minutes per session), inter-
mittent KMC is said to be practised."” The World
Health Organization’s kangaroo mother care guide
provides a detailed description and illustration of the
correct and safe positioning of the infant in KMC."'
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Although KMC has become widely accepted during the
past decade, it remains, according to Lawn and col-
leagues, ‘unavailable at-scale in most low-income
countries’.'” Until 2007 no KMC was practised in
Ghana.” The KMC Ghana initiative was the first roll-
out attempt in four regions, namely the Central, North-
ern, Upper East and Upper West Regions. The year-
long intervention during 2008 and 2009 consisted of
three phases. The first phase entailed the introduction
of the KMC concept and the provision of the basic
KMC information and skills needed to start practising
KMC, as well as the development of management and
leadership skills for the district representatives identi-
fied as part of the regional steering committees. Six
months later the second phase followed, with an ad-
vanced workshop for steering committee members in
each region. Each district was expected to provide
feedback on progress made with their individual, con-
textually developed action plans, and emerging chal-
lenges and possible solutions were discussed. The ad-
vanced skills development covered KMC practice and
the management of implementation. After a further six-
month period the KMC Ghana intervention was con-
cluded with a third phase which involved the assess-
ment of progress with KMC implementation.'* This
paper gives an overview of the evaluation process and
a descriptive profile of KMC practices, services and
facilities in the four regions.

METHODS

The purpose of the end-of-intervention assessment,
which was called ‘progress monitoring’, was to review
the status and level of KMC implementation and prac-
tice in health facilities in the four regions with a view
to identifying strengths and challenges and, where nec-
essary, making recommendations for improvement.
This formed part of an action research design used for
monitoring the process and outcomes of the interven-

tion. Action research often entails a developmental and
participatory approach where a group of people are
intensely involved in the change process and reflect on
ways of improving what they are doing."” In the case of
KMC Ghana health workers participated in the imple-
mentation of KMC in their quest to reduce mortality
and morbidity in LBW infants. The research design
was therefore emerging as the process unfolded, to
accommodate individual differences and needs be-
tween regions, districts and facilities."* The design of
this exercise drew strongly on the experiences of other
countries and on two randomised trials that measured
the effect of different outreach strategies for the im-
plementation of KMC in South Africa.'®"

A standardised progress-monitoring instrument was
used to collect quantitative and qualitative data for
each hospital.'"® The instrument makes provision for
collecting comprehensive information on issues that
could affect KMC practice and services. Items are or-
ganised under 18 headings (see Table 1). Some items
rely on the self-report by health workers and others on
observations. Some of the quantifiable items contribute
towards a progress score out of 30 points. The number
of points scored by a health facility indicates which
level of implementation that facility has reached. The
model, which is described in detail elsewhere,”’18 has
six levels of implementation: (1) creating awareness;
(2) adopting the concept; (3) taking ownership; (4)
evidence of practice; (5) evidence of routine and inte-
gration; (6) sustainable practice. Sufficient progress
with implementation refers to a score on levels 4, 5 or
6. The period of one year would not provide imple-
menters time to achieve the level of “sustainable prac-
tice” and was therefore neither an anticipated nor real-
istic goal.

Table 1 Organisation of the progress-monitoring instrument in themes

1 Health care facility 10
2 Neonatal and kangaroo mother care 11
3 Skin-to-skin practices 12
4  History of KMC implementation 13
5  Involvement of role-players 14
6  Resources 15
7  KMC space: continuous KMC 16
8  Neonatal unit/nursery: intermittent KMC 17
9  Feeding and weight monitoring 18

Records in use for KMC information

KMC education

Documents

Referrals, discharge and follow-up

Staff orientation and training

Staff rotations

Strengths and challenges

Questions guiding informal interviews with mothers
General observations and impressions

The progress-monitoring process

The assessment exercise took place one year after the
first workshops had been conducted. Altogether 38
hospitals were visited — 33 district hospitals, four re-
gional hospitals and one teaching hospital. Participants
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had already been prepared for the monitoring process
during the advanced workshops conducted six months
earlier, when they were required to continue with the
refinement and further development of their action
plans.
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Additional guidelines providing information on what to
prepare for the progress-monitoring visit were also
distributed at a later stage, prior to the assessment.

In each region, members of the regional steering com-
mittee were nominated to be trained as progress moni-
tors or assessors. A total of six monitoring teams were
trained, one for each of the two smaller regions and
two for each of the two larger regions. Each team con-
sisted of three to four members.

The three-week progress-monitoring process consisted
of three components, which ran consecutively:

(1) Two-day preparation workshop to train the KMC
progress monitors. This interactive workshop included
a role-play to introduce participants to the progress-
monitoring tool. On the second day a local hospital was
visited and scored by the freshly trained ‘progress
monitors’.

(2) Visit to each district and regional hospital in the
four regions. Each team of monitors was accompanied
by one of the three facilitators who had been involved
in the KMC Ghana initiative from the outset and who
had experience in monitoring progress with the imple-
mentation of KMC.

Table 2 Main elements of each progress-monitoring visit

(3) One- or two-day debriefing workshop to compile
the first draft of the report for each region. Feedback
was given on the fieldwork and the quantitative data
were collated and processed as far as possible. Each
region collaboratively compiled its own report, which
included recommendations and a discussion of the way
forward.

The approach used differs somewhat from a formal
summative evaluation at the end of a project. The pro-
gress-monitoring visits largely doubled as outreach
visits used as an additional KMC learning opportunity
for personnel at the health care facilities and for the
trained progress monitors, who did not merely serve as
data collectors, but also as peer facilitators. Table 2
summarises the typical course of events during the visit
itself and the approach followed. Immediate supportive
feedback, delivered in a cordial and non-threatening
manner, was given at the conclusion of each visit. Rec-
ommendations for individual hospitals were made in a
written report presented to management before depar-
ture.

Sequence of events

Approach

hospital management

- hospital
- district (including health centres)

» General discussion

monitoring tool)

management

- neighbouring district (with no district hospital)

« Courtesy call on the District Health Management Team and

Presentations by KMC representatives on activities in

Interview of role-players (using progress-monitoring tool)
« Visit to and observations in KMC ward (using progress-

« Separate meeting of progress monitors to prepare feedback -
« Discussion of written feedback with representatives
Presentation of copy of report to KMC coordinator and or

* Three-fold purpose:
- Outreach by means of supportive
facilitation and supervision
- Data collection
- Immediate written feedback for
maximum impact, motivation and
continued momentum
« Supportive facilitation and supervi-
sion
- On-site assistance with problems
Critical thinking and problem
solving, specifically regarding
LBW infant management, KMC
practices and operational efforts

Progress monitors also evaluated the preparation and
debriefing workshops, the progress-monitoring visits
and their experience of the whole process. At various
points relating to a particular activity they were re-
quested to respond to open-ended and structured ques-
tions.
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RESULTS

Twenty-six of the 38 participating hospitals (68%)
demonstrated sufficient progress with KMC implemen-
tation. Table 3 summarises the results according to the
six levels of KMC implementation. The detailed results
of individual hospital scores on progress with KMC
implementation are the subject of a separate report.'*
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Table 3 Implementation according to the different progress levels

Implementation level

n hospitals

% hospitals Implementation status

1. Creating awareness 2 5
2 Adoptine th " 3 8 On the way to imple-
. Adopting the concep mentation

3. Taking ownership 7 18

4. Evidence of practice 19 50

5. Evidence of routine and integration 7 18 Sufﬁcwnt implementa-

tion progress

6. Sustainable practice - -

TOTAL 38 100

Feedback from the progress monitors

The trained monitors considered the progress-monitor-
ing exercise successful with regard to the process, the
immediate feedback to each facility and the additional
skills developed in the process (e.g. data collection,
problem solving, evaluation and report writing). Pro-
gress monitors in three of the regions emphasised the
evidence base built into the monitoring. The recom-
mendations made to individual hospitals and the writ-
ten report presented at the end of each visit typically
included points related to the following: improvement
of communication between KMC midwives and mater-
nity and hospital management; improvement of record
keeping and statistics; improvement of written docu-
ments and guidelines on strengthening KMC; better
integration of KMC into antenatal care activities; con-
tinuation of on-the-job training of midwives working in
maternity units and the sensitisation of other staff. All
role-players indicated that the written report immedi-
ately following the visit was highly appreciated.

In-hospital services and practice

At the time of the progress-monitoring visits, the self-
report of hospitals on the type of KMC they were prac-
tising was as follows: five hospitals with both intermit-
tent and continuous KMC (13%); 26 hospitals continu-
ous KMC only (68%); and one hospital intermittent
KMC only (<1%). The others were, as yet, not prac-
tising KMC.

In 15 hospitals, infants were observed in the KMC po-
sition during the visit (40%). Where no LBW infants
were present at the time of the visit, records were scru-
tinised for evidence of practice. Twenty-five hospitals
used a special register or collective record for infants
receiving KMC (66%). These generally corresponded
with the 24 hospitals that were able to provide figures
for the number of infants who had received KMC
(63%). With regard to positioning for KMC, handling
techniques that might provoke stress and other negative
physiological reactions in the neonate were observed.
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A feeding job-aid for LBW infants created during the
intervention was displayed in half of the hospitals, but
it was difficult to establish whether this was being used
and how correctly the described regime was being fol-
lowed.

Nineteen (19) hospitals had a separate KMC ward
(50% of the total), and 13 hospitals indicated that they
used beds in the lying-in or postnatal ward (34%). Not
much had been done to make the environment com-
fortable for those mothers and infants who needed to
remain within facilities for an extended period of time
— six hospitals had low beds (16%), two provided pil-
lows (5%) and 10 had comfortable chairs (26%). Alt-
hough not probed in depth, most of the facilities did not
provide food for the mothers, who were thus then de-
pendent on their relatives for their daily sustenance.
Qualitative information obtained from mothers present
during visits demonstrated that the concept and practice
of KMC was generally acceptable and that they were
able to cite the benefits of KMC. As a motivational
factor, mothers and health workers also mentioned var-
ious success stories of infants who had survived having
been nursed in KMC.

Documentation and information

Other documentation that is known to promote sustain-
able KMC practice had not been developed at most
hospitals. None of the hospitals had a written checklist
for procedures on admission to KMC, and only seven
hospitals had some form of written guidelines, proto-
cols or policies related to some aspect of KMC (e.g.
discharge criteria) (18%). Although all 26 baby-
friendly hospitals were expected to have a written feed-
ing policy, only 21 indicated having such a policy
(81%). Twenty-three hospitals indicated that they had a
long-term plan to ensure that all health workers were
trained in KMC (61%). However, only nine of the 23
(39%) were able to show a written plan.
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Thirty hospitals displayed the ‘KMC made easy poster’
provided as part of the outreach (79%). Six hospitals
had developed their own posters as well (16%). Three
hospitals had erected billboards at the entrance or at the
maternity ward to advertise their KMC services (8%).
Other forms of publicising KMC included notices to
the effect that KMC was being practised and displaying
photographs of mothers and infants who had delivered
at the hospital. Eight hospitals displayed KMC vision
statements (21%). The KMC DVD provided as part of
the original orientation was used regularly by eight
hospitals (21%).

Discharge and follow-up

Discharge of infants appeared to be a particularly chal-
lenging area. Very few hospitals had consistent dis-
charge criteria to help with effective discharge deci-
sions. One of the discharge criteria for KMC infants is
that they should gain weight before being discharged.
However, at most hospitals there was a tendency to
discharge LBW infants within 72 hours and in facilities
with a high patient turnover within as little as two
hours. Informants ascribed this to the prevailing gen-
eral practice and inadequate community sensitisation
regarding LBW infants and KMC — mothers did not
stay in hospital for long after delivery and insisted on
going home and, where there was space, the hospital or
health centre did not provide food for the mothers (not
even for those who lived far away). In some areas, cul-
tural practices dictating that all infants be discharged
from hospital within 24 hours after birth were per-
ceived to be a barrier to sensitisation and to interfere
with the continuity of extended hospitalisation.

Although 23 of the 38 hospitals indicated that infants
born there could return for review (61%), it was evi-
dent from the qualitative feedback that the follow-up
arrangements to ensure the well-being of these infants
were generally not well structured or the referral and/or
feedback network within the district was not function-
ing well. Even where a good follow-up system was in
place, many mothers did not come back for review
because of the difficulty they experienced in returning
to the hospital. Only 14 of the 23 hospitals providing
follow-up care kept records of follow-up visits (61%).

Health workers

Eighty of the 89 hospital health workers originally ori-
ented in KMC were still working in KMC (90%).
Twenty-six hospitals did not rotate their KMC staff to
wards outside the maternity and/or neonatal unit
(68%). Hospitals that did not rotate their staff had a
slightly higher mean progress score than those hospi-
tals with a rotation policy, but this was not statistically
significant.
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The redeployment of one steering committee member
also impacted negatively on at least one district’s abil-
ity to achieve any measure of effective practice since in
that case the nurse had taken the resource materials
along.

Generally, districts reported making use of or creating
opportunities for sensitising other health workers such
as traditional birth attendants and community health
nurses to KMC, although exact numbers were difficult
to obtain. Most activities appeared to have been in the
form of a durbar or a short slot as part of other health
care activities. Only a few hospitals or districts organ-
ised larger scale half-day or full-day orientation ses-
sions for health workers. In contrast, one hospital
trained all 150 staff members at the hospital in a simi-
lar fashion as is required if a hospital is to become a
baby-friendly hospital. On-the-job orientation and
training of midwives involved in deliveries also ap-
pears to have been of variable quality and to have taken
different forms.

Structural, systems and personnel factors derived from
the feedback that were conducive to KMC implementa-
tion included the following: support from management;
good communication at all levels; leadership demon-
strated by KMC coordinators; the ability of KMC-
trained health workers to continue with education and
sensitisation; having a wide range of health care work-
ers on board; and the efficient functioning of the re-
gional KMC steering committee.

DISCUSSION

The progress-monitoring exercise was a complex pro-
cess that elicited data on a number of issues from a vast
number of institutions and individuals. The main find-
ings relate to the progress of individual hospitals and
the collective group of hospitals participating in the
initiative. It is clear from the results that the majority of
hospitals managed to mobilise towards implementation
and were able to demonstrate evidence of KMC prac-
tice.

Results on KMC practices, services and facilities indi-
cate that many hospitals have gone a long way towards
taking the necessary measures to institute KMC with
the potential for KMC practices to become institution-
alised there. The two areas of greatest concern were
that the environment of health care facilities did not
enable LBW infants and their mothers to remain in
hospital for a longer period of time because family
support for their daily needs would have been required,
and that most mothers did not have access to adequate
review opportunities, as is required for LBW infants
after discharge.
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The problem of providing adequate postnatal care for
full-term and LBW infants is virtually universal in low-
and middle-income countries. In a study in Malawi
only 54 per cent of KMC infants discharged home
completed their review schedule at the hospital."” This
study cites transport issues as one of the main barriers
to accessing health care. This also seems to be the case
in Ghana. An in-depth investigation into the function-
ing of the current follow-up network for LBW infants
after discharge from hospital may be needed to identify
the gaps in the system. An investigation into how
community health nurses, community and mother sup-
port groups, traditional birth attendants and other opin-
ion leaders could be involved in strengthening the sys-
tem could also contribute to the finding of appropriate
solutions.

Although most mothers and health workers seemed to
understand the benefits of KMC, personal and commu-
nity cultural beliefs and practices may have contributed
to resistance to and non-compliance with KMC follow-
ing the discharge of some mothers from hospital.
Nguah and colleagues found that perceived community
attitudes did no affect continued KMC practice in Ku-
masi, an urban area."’ Innovative ways of accommodat-
ing KMC in current cultural practices, especially in
rural areas, is an area requiring more research. The
Newhints intervention for newborn care in the Brong-
Ahafo region in Ghana is an example where cultural
practices informed the design and execution of the pro-
ject.?”® In a community-based skin-to-skin care pro-
ject in rural India the practice was found to be highly
acceptable where communication and behavioural
change strategies were compatible with prevailing cul-
tural paradigms.** This could also pave the way for
more research into the introduction of community
KMC, which is currently not widely advised as a result
of one trial in Bangladesh that did not show a signifi-
cant improvement in neonatal and infant mortality."*
There is therefore a need for strong linkages between
community and facility systems in this regard.

CONCLUSION

Implementing KMC into the health care of newborns in
the four focus regions of Ghana was a visionary, but
challenging undertaking. After one year, there was evi-
dence of sufficient progress in 68% of the targeted
hospitals where KMC had been unknown before. Not
much evidence is available on the scale-up of KMC to
district hospitals in low- and middle-income countries.’
The lessons learned from KMC Ghana could therefore
inform other projects, even those beyond KMC. In fu-
ture KMC should also be linked to and integrated into
relevant programmes and approaches such as Essential
Newborn Care (ENC), the Baby-friendly Hospital Ini-
tiative (BFHI), the Integrated Management of Neonatal
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and Childhood Illnesses (IMNCI) and High Impact
Rapid Delivery (HIRD).

Other KMC scale-up projects elsewhere in the world
found it important to continuously support regions for
two to three years so as to enable health care facilities
and districts to strengthen their KMC services and in-
tegrate KMC into all relevant programmes. Although
health care workers participating in KMC Ghana were
receptive and eager to learn about KMC, support for
the initiative should continue, especially through the
development of KMC centres of excellence and out-
reach programmes.
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