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Abstract
Aim: Building strategies for the country-level dissemination of Kangaroo mother care
(KMC) to reduce the mortality rate in preterm and low birth weight babies and improve quality of life. KMC is an evidence-based healthcare method for these infants.
However, KMC implementation at the global level remains low.
Methods: The international network in Kangaroo mother brought 172 KMC professionals from 33 countries together for a 2-day workshop held in conjunction with
the XIIth International KMC Conference in Bogota, Colombia, in November 2018.
Participants worked in clusters to formulate strategies for country-level dissemination and scale-up according to seven pre-established objectives.

Abbreviations: KMC, Kangaroo mother care; ENAP, Every newborn action plan.
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Results: The minimum set of indicators for KMC scale-up proposed by the internationally diverse groups is presented. The strategies for KMC integration and implementation at the country level, as well as the approaches for convincing healthcare
providers of the safety of KMC transportation, are also described. Finally, the main
aspects concerning KMC follow-up and KMC for term infants are presented.
Conclusion: In this collaborative meeting, participants from low-, middle- and high-income countries combined their knowledge and experience to identify the best strategies to implement KMC at a countrywide scale.
KEYWORDS

health plan implementation, Kangaroo mother care, low birth weight infants, premature infants

1 | BAC KG RO U N D
Key Notes
Preterm birth is now the leading global cause of mortality in infants
under 5 years of age (16%) and an important cause of disability and
loss of human potential.1,2 Kangaroo mother care (KMC) is a method
developed in 1978 in Bogota, Colombia, for caring for low birth
weight infants weighing less than 2500 g and/or preterm infants
under 37 weeks’ gestational age.3 KMC includes the kangaroo position with continuous skin-to-skin contact between mother and in4

fant with exclusive breastfeeding and follow-up after discharge. The
World Health Organization currently recommends KMC for clinically
stable newborn infants weighing 2000 g or less at birth.5 Enough
scientific evidence is currently available on its improved outcomes,
including short- and long-term physical and mental health benefits.

• Kangaroo mother care (KMC) is an evidence-based
method of caring for preterm and low birth weight
infants.
• The XIIth International KMC conference discussed topics around indicators for KMC scale-up, strategies for
KMC integration and implementation at country level,
safe KMC transportation, KMC follow-up and skin-toskin care for term infants.
• KMC is no longer perceived as an alternative for the
poor, but as a universal best-care tool.

6-9

Kangaroo mother care is an important intervention towards the
realisation of United Nation's Sustainable Development Goal 3: ensure healthy lives and promote well-being for all at all ages.6,7,10,11 As

November 2018 was attended by professionals from low-,middle-

KMC is vital for the survival, well-being and development of small

and high-income settings who included doctors, paediatricians,

or preterm newborn infants, it can contribute significantly to the

neonatologists, nurses, midwives, psychologists, physiotherapists,

achievement of Target 3.2, which focuses on ending preventable

public health experts and programme managers. The conference

neonatal deaths, with each country aiming for a neonatal mortality

comprised a 2-day workshop, followed by a 2-day scientific con-

rate of less than 12 per 1000 live births by 2030.10 Despite clear

gress. Facilitated groups including 172 participants coming from

evidence of its many benefits, the global implementation of KMC

33 countries worked together to elaborate strategies for country-

12

Reasons include social and cultural

level dissemination and scale-up of KMC across seven pre-es-

barriers, reluctance of healthcare providers to help parents care for

tablished topics (Table 1). At the congress, each group presented

has encountered resistance.

their fragile infants and merely sporadic inclusion of KMC in national
newborn infant priorities and policies.13,14
The International Network in KMC was established in 1996 and
aims to facilitate the sharing of new scientific evidence and innovative solutions to promote KMC implementation among professionals.
The 2018 workshop focused on strategies for the integrated dissemination of KMC at national level, and the workshop outputs are the
basis for this article.

TA B L E 1

Workshop's specific objectives

Workshop's specific objectives
1. Minimum set of indicators to assess dissemination at country
level
2. Integrating KMC to the objectives of NGOs, development
partners and other institutions (public and private)
3. Implementation of KMC in all hospitals in a country
4. KMC transportation

2 | M E TH O D
The XIIth International KMC Conference held at the Pontificia
Universidad Javeriana in Bogotá, Colombia, from 14 to 17

5. All on board: Ministry of health, academia and professional
associations
6. Systems for follow-up
7. KMC for term infants
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the strategies for further participant discussion (n = 290 from 43

the Sustainable Development Goals. KMC is one of the selected core

countries).

coverage indicators currently being validated.20 The workshop group
used the data pyramid

20

to discuss the way countries choose which

indicators to measure and the levels of the health system at which to

3 | R E S U LT S

measure them. Agreement on core KMC indicators is vital for national

3.1 | Minimum set of indicators for assessing
dissemination at country level

and international tracking of progress, but the selection of indicators
for measurement at subnational, at district level, facility and individual
levels requires country prioritisation. Figure 1 illustrates the proposed
minimum set of indicators necessary to evaluate the strategy of KMC

Indicators play a critical role in simplifying complex data to facilitate
15

monitoring and evaluation of heath interventions.

diffusion discussed in other workshop groups 21.

This group dis-

cussed the indicators needed for priority-setting in terms of national
KMC coverage and impact, as well as information required by the public
and investment and policy decision makers. Discussions were based on

3.2 | Integrating KMC with the objectives of
different partners and institutions

the measurement of strategic objectives of the “Every Newborn Action
Plan” (ENAP)

16,17

(Figure 1). Indicators developed by the Colombian

This group discussed the integration of KMC with the objectives of

Kangaroo Foundation in collaboration with the Colombian Health

non-governmental organisations, development partners and other

Ministry were also considered. The latter indicators were derived from

public and private institutions, by looking specifically at barriers and

information obtained from over 40,000 KMC infants at three centres

recommendations across four areas (Table 3) :

of excellence in Colombia and include processes and outcomes at both
40 weeks’ corrected gestational age and 1 year 18,19 (Table 2).
The ENAP measurement improvement roadmap (2015-2020)
aims to transform global measurement for newborn infants to enable the use of data to track progress towards the 2030 targets of

• Standard definition of KMC in the creation of KMC programmes,
without simplifying the method;
• best practices to support the first implementation of a KMC programme and promote sustainability;

F I G U R E 1 Routine data needs of
different health system levels, adapted for
kangaroo mother care. Based on: Louise
T. Day et al, Chapter 5 “Use Data for
Action” (Figure 5.1) “Survive and Thrive
Transforming care for every small and sick
newborn” WHO 2019

|
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Colombian quality KMC indicators for processes and outcomesa

Stage of KMC practice

Adherence indicators

Outcomes indicators

Immediately after birth

• Kangaroo position immediately after birth
• Breastfeeding in the first 30 min after birth whenever
possible
• Transportation in kangaroo position from the delivery
room to the neonatal unit or the mother and infant
room

Parent satisfaction

Intra-hospital KMC
programme in the NCU

• Loss to follow-up after direct discharge to home
• Delay to be included in a KMC programme or in the
KMC ward after discharge
• Non-adherence to discharge criteria to home or to a
KMC ward
• 24 h access for parents to the NCU including the NICU

• Exclusive breastfeeding at discharge
• Duration of skin-to-skin contact (kangaroo position)
in the NCU

Intra-hospital KMC
programme in the KMC
ward

• Non-adherence to discharge criteria to home
• Desertion
• Delay to be included in a KMC programme after
discharge

• Exclusive breastfeeding at discharge
• Duration of skin-to-skin contact (kangaroo position)
in the NCU

KMC from discharge
at home up to 40 wk
gestational age

•
•
•
•
•

•
•
•
•
•
•

KMC from 40 wk to
12 mo corrected age

•
•
•
•

Loss to follow-up at 40 wk
ROP screening
Cerebral ultrasound
Neurological evaluation
Immunisations

Loss to follow-up before 12 mo corrected age
Audiometry screening performed
Optometry screening performed
Neuromotor and psychomotor development
assessment performed
• Vaccination schedule completed

Exclusive breastfeeding
Readmission
Mortality
Avoidable mortality at home
Weight, height and head circumference at 40 wk
Number of emergency visits

• Breastfeeding at 3 and 6 mo corrected age
• Readmission between 40 wk and 12 mo corrected
age
• Mortality between 40 wk and 12 mo corrected age
• Weight, height and head circumference at 12 mo
corrected age

Abbreviations: NCU, neonatal care unit; NICU, neonatal intensive care unit; ROP, retinopathy of prematurity.
a

A Taskforce coordinated by ‘Fundacion Canguro’ produced a detailed implementation and quality assurance plan for the Colombian Ministry of
Health in (year), including process (adherence) and outcome quality indicators.18

• set of accessible KMC manuals; and

depends on identifying possible solutions to parental difficulties

• aligning public and private providers of KMC.

such as geographical barriers, financial limitations, lack of family
support or paid family leave and medical problems.
The group also discussed a perceived need for more trained

3.3 | Implementation of KMC in all hospitals in
a country

KMC champions and leaders from health centres, hospitals and
the community. This would include adding KMC to health professions’ curricula and creating a separate manual for community
KMC. Community involvement to diffuse KMC might be possible

This working group lobbied for state policies on KMC led by the na-

with surrogate KMC providers and community health agents to

tional Ministry of Health, as well as routine positive reinforcement

support the mother after discharge. Participants emphasised the

across the spectrum ranging from government bodies to health

need for the establishment of culturally adaptable KMC ambula-

facilities. Collaboration between government, academia and KMC

tory programmes with the necessary infrastructure, equipment

programmes was identified as a priority in ensuring KMC implemen-

and personnel. They advocated mother-friendly laws, such as ex-

tation in all hospitals in a country. This collaboration would require

tended and paid family leave, as well as education and empower-

the establishment of effective intersectoral coordination mecha-

ment of mothers, fathers and the community. Additionally, they

nisms at central and local levels of KMC implementation (Table 4).

highlighted the importance of capturing hospital data and using

To fulfil basic hospital requirements for KMC implementation

statistics on deliveries, preterm infants, low birth weight infants,

(Table 5), welcoming parents in the neonatal intensive care unit

length of stay in the neonatal intensive care unit, morbidity, mor-

24 hours a day, 7 days a week is an initial step towards a KMC-friendly

tality and other infant outcomes. Periodic assessment of quality

environment. Strategies for increasing families’ adherence to KMC

indicators of KMC implementation was also recommended. Lastly,

include hosting families of hospitalised preterm infants by provid-

participants stressed the importance of conducting periodic sur-

ing housing, food and transportation facilities. KMC implementation

veys to ensure baseline knowledge of KMC implementation.14 The

2282
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Barriers and recommendations for integrating KMCs objectives
Barriers

Recommendations and next steps

Standardisation of
KMC’s definition

• Countries with different definitions of hours of skinto-skin contact
• Challenges achieving all three components of KMC a
• Follow-up challenges for families who live far from
hospitals and must travel long distances

• Develop, update and disseminate WHO guidelines and
tools
• Align KMC with Baby Friendly Hospitals
• Share experience from Latin American countries with
the world

Supporting first
implementation of
a KMC programme
and promoting
sustainability

• Acceptance from management with budget allocation
and guidelines
• Government ownership
• Training and learning from functional KMC
programmes
• Retention of staff
• Indicators to track process
• Media and behaviour change strategies

• Intensive training of healthcare providers with ongoing
supervision
• Strengthen health system links between districts and
community facilities
• Increase the emphasis on continuum of care
• Engagement of professional associations
• Government ownership and buy-in including budget
association

Compiling KMC
manuals that are
accessible

•
•
•
•

• Resources centralised into one online location and
curated and available in multiple languages
• Translating existing resources into multiple languages

Aligning public and
private providers for
KMC

• Understanding the roles of both public and private
providers
• Standard guidelines
• Budget availability

Electricity and internet issues
Language availability
Funding for translation
No central location

• Align both public and private providers under the
same national plan
• Include non-traditional partners into the promotion of
KMC

a

Kangaroo position as soon as possible, kangaroo nutrition based on exclusive breastfeeding and kangaroo discharge policies: home discharge in
kangaroo position in an outpatient KMC follow-up clinic.

Stage

Levels/steps to hospital-level adoption of the KMC program

Planning and initiation
of the KMC programme
in the hospital
(infrastructure and
training)

• Needs assessment for KMC programme in the hospital
• Written KMC policy approved by the hospital authorities
• KMC team training (OB, paediatricians/neonatologists, nurses/
midwives, social workers, therapist and psychologists) in
existing KMC programmes (under KMC champions)

Sustaining the KMC
programme (hospital
budget, human
resources)

• KMC teams empowerment to implement and sustain the
program
• Hospital support in regards to infrastructure, personnel, budget
and others
• Support from other institutions, both government and nongovernment organisations for continued resources, quality
assurance and training for KMC implementation

Facilitate ambulatory
KMC follow-up units

• Return to the hospital and training of other hospital personnel
• To obtain a hospital memorandum on the approval of the KMC
programme in the hospital together with its standard operating
procedures

Periodic assessment of
the KMC program

• Obtain support for research, research-related activities and
quality care improvements

TA B L E 4 Levels/ steps of KMC
implementation to facilitate hospital
adoption

results of these surveys should inform the actions of profession-

community to health facilities. In India, a home-made styrofoam box

als, leaders and policymakers.

with two openings for inserting feeding and oxygen tubes and an
X-ray film for monitoring the baby is used. Neonates are carried skin-

3.4 | KMC transportation

to-skin or on the lap of an adult in rural India. In South Africa, private
cars are used for transport within the community. In Mali, Cameroon
and Malawi, babies are wrapped and placed between two 1.5-L bot-

Methods of neonatal transportation vary widely by geographical area,

tles filled with hot water. In Belgium, skin-to-skin contact has been

and there is insufficient knowledge of the use of KMC for neonatal

the favourite mode of back transfer in the neonatal department of

transport. In countries like Brazil, Spain, South Africa and Colombia,

Erasme Hospital for the last 3 years. 22 Participants regarded the lack

incubators are used for inter-facility transport and transport from

of policy on KMC between national government, regional authorities

|
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Basic hospital needs for KMC implementation

Facility preparedness for kangaroo mothers
• Infrastructure to rest for mothers living far away from the
hospital while not carrying the infant in KMC.
• Infrastructure for cooking/feeding
• Comfortable chairs or beds with backs and armrests for mothers
or caregivers in the ward/neonatal unit
• Lycra bands or support for the kangaroo position for the mother
to sleep and relax
• On-site running and drinking water
• Parental access to the ward/neonatal unit 24 hours a day
KMC method in general
•
•
•
•
•
•
•
•
•
•
•
•
•

Sinks with running water
Feeding equipment
Changing area
Toilets
Mobile screens
Breast pumps
Educational and recreational materials
Resuscitation devices
Alarm systems
Electronic scale
Institutional KMC policy
Oxygen Supply and nasal cannula
At least one nurse or professional midwife trained in KMC

F I G U R E 2 Conditions for engagement and progress with KMC
implementation and scale-up
adequate monitoring system is essential to generate statistics, which
could include indicators on implementation outcomes and cost-effectiveness, morbidity and mortality, quality of life, impact on children's developmental and parental outcomes (Figure 2). Participants

and hospitals as a major challenge in implementing KMC neonatal

also discussed the snowball effect of establishing a KMC programme

transport. Health personnel do not advocate this mode of transport

reference centre to serve as a model centre and demonstration site.

because they have not been trained in KMC transport and it is not

Once this centre is established, more centres of excellence could

practised at their workplace. Other barriers are resistance to using

be implemented to make KMC programmes available throughout a

KMC for transportation and parents’ uneasiness about the kangaroo

country. In addition, centres of excellence could provide education

position, especially for unstable infants.

on KMC to future health professionals.

An initial step in informing and convincing primary healthcare
centres and first-level hospitals of the safety and efficiency of KMC
transportation is to create a manual and incorporate these guidelines
into the curricula of health professionals. Participants recommended

3.6 | Establishing KMC follow-up systems to assure
safety and document benefits

using KMC transport not only between hospitals (if the baby is stable) but also within hospitals.

Different institutions have established outpatient KMC programmes
for the ambulatory care and systematic follow-up of high-risk

3.5 | Getting health ministries, academia and
professional associations on board

newborn infants at least during their first year of life. Infants are
discharged to a KMC outpatient clinic where the continuation of
hospital initiated kangaroo position and nutrition (ambulatory phase
of KMC) takes place. This phase, which usually concludes when the

This group worked to identify conditions for engagement in KMC

infant reaches term (40 weeks after conception), is focused on assist-

implementation and scale-up. Collaboration between ministries,

ing the late transition to extrauterine life until the infant achieves the

academia and professional bodies and the strengthening of various

so-called “stable growth period”. After that, many KMC outpatient

components of their activities has been identified as essential for

clinics also provide high-risk neonate follow-up programmes extend-

bridging the policy-implementation gap in KMC.

ing from term to at least 1 year of corrected age, focused not only on

Participants used a previously developed stages-of-change

survival but on quality of life. Nevertheless, these programmes are

model for KMC implementation (Figure 2) to frame the conditions

usually not established as national follow-up systems, but in many

and steps needed to accelerate implementation.13 As these may dif-

countries, they are the only opportunity for these infants to have a

fer, depending on whether KMC has already been implemented in a

high-risk follow-up.

country or not, a situational analysis is recommended to assess qual-

Colombia with its 53 outpatient KMC programmes has an ad-

ity and coverage of essential newborn infant care and the nature of

vanced KMC follow-up system for infants born premature or with

existing KMC services. Results of the situational analysis should be

less than 2500 g, with official guidelines developed by the Kangaroo

validated on existing evidence. Once implementation is underway, an

Foundation and adopted nationally by the Ministry of Health. 23

2284
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However, there are limited data on compliance with national recom-

a roadmap for systematic dissemination of KMC at scale. Prior to

mendations, as there is no adequate KMC monitoring system. The

implementation of KMC, the following should be evaluated: size

group believed that compliance could be increased if KMC could be

and location of the target population; enabling policies; estimated

initiated as soon as possible during hospitalisation and if follow-up

cost of implementation; existing national resources including cen-

took place at the same city where hospital-based KMC was provided,

tres of excellence for training; local barriers; and access to KMC

given that follow-up rates fall when families come from diverse and

kits. These should include lycra bands or other binders for kanga-

isolated populations. The minimum requirements for scaling up a

roo positioning, a small cap, socks and a sleeveless shirt. Once this

high-risk follow-up system at country level should include written

information is available, a second step would be to understand the

national KMC guidelines.

quality of KMC practice: Are KMC protocols available, according
to the level of care? Is KMC transportation available? How is KMC
follow-up organised? Are the eligibility criteria for the KMC ward

3.7 | KMC for term infants: state of the art

or for home discharge available in writing? Does KMC follow-up at
home occur up to a gestational age of 40 weeks? Are high-risk fol-

This group wrote a “Resolution of the international network of KMC

low-up services provided for up to 1 or 2 years of corrected age?

about skin-to-skin care for full-term newborn infants” (Appendix S1).

The collection of this information is imperative for implementing

The preamble states that “Skin-to-skin care is the ideal habitat for

quality KMC countrywide.

initial physiological and behavioural development of the full-term

Kangaroo mother care is a complex intervention. Integrated

newborn infant and is the foundation of optimal health and devel-

and coordinated implementation throughout a country requires

opment throughout life”. Indeed, skin-to-skin care promotes physi-

close involvement of several partners. First, hospitals should pro-

ological stability, increases and maintains appropriate infant body

vide the minimum set of inputs required to deliver quality KMC

temperature, as well as rewarming babies and preventing hypother-

to patients. Secondly, scientific societies and training institutions

24,25

even in the term infant. The only difference between term

should promote KMC knowledge transfer to under- and post-grad-

and preterm infants regarding KMC is the duration of the Kangaroo

uate students and conduct local KMC research. Finally, govern-

position given that term babies can already regulate their tempera-

ment is responsible for promoting KMC and developing national

ture and will only tolerate short periods in the kangaroo position.

KMC guidelines, minimum standards and supportive policies

KMC reduces the pain of procedures, provides increased protection

(Table 4).

mia

against pathogens and reduces rates of infection. 23 It also increases

The working groups suggested key responsibilities for govern-

initiation, duration and exclusivity of breastfeeding; improves suck-

ment, academia and professional bodies in KMC implementation

ing competence; and increases milk production. It lengthens good

and scale-up. The role of government and national agencies could

sleep periods, improves alertness, increases non-distressed vo-

include incorporating and integrating KMC into national policies

calisations, social interactions and awareness and reduces crying. 24

and programmes. For academia, priority initiatives for creating

Furthermore, it can provide comfort and a sense of security, pro-

uniformity in KMC across a country could include the incorpora-

tect infants from the negative effects of separation and facilitate

tion of KMC into medical and health sciences curricula as an inte-

26

gral part of training in newborn infant care. Professional bodies

Given the benefits, participants proposed that initial skin-to-skin

should be urged to have KMC as a standing agenda item for meet-

care is the natural state in which all newborn infants should receive

ings and to use current updated evidence in their dissemination

comfort, nutrition and security. All mothers or designated caregivers

activities. Professionals to target include paediatricians, neona-

should practise skin-to-skin care, regardless of the feeding method,

tologists, nurses, midwives, obstetricians, therapists, community

immediately after birth for all stable newborn infants. In those who

specialists and social workers. Specific detailed dissemination,

were initially unstable at birth, skin-to-skin care should be initiated

implementation and monitoring strategies were not discussed by

as soon as possible.

the working groups.

maternal-infant interactions, promoting bonding and attachment.

At the hospital level, there are two subgroups of needs: in-

4 | D I S CU S S I O N

frastructure for families and babies; and human resources with
competencies in neonatal care and KMC. In low-income countries,
participants agreed that necessities included drinking water and

The XIIth international conference on KMC focused on collabora-

running water and soap in the neonatal unit, the ward, and the

tively building the best strategy for country-level dissemination

ambulatory programme. Additional needs for mothers are food,

and scale-up of the Kangaroo method, including rigorous follow-

comfortable chairs, beds, lycra bands or other binders to secure

up. To date, diffusion of KMC in many countries has typically

babies in KMC position. Needs for babies include oxygen cannulas

been carried out by KMC centres working independently without

to enable feeding and holding the baby in the kangaroo position

health system integration or KMC networks. During this confer-

as soon as possible. Open neonatal units would enable mothers

ence, health professionals from around the world reviewed cur-

to remain with their babies and express milk and/or feed directly

rent evidence and experience with local implementation to build

at the breast.

|
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For KMC programme implementation and sustainability, infra-

national policies and KMC protocols and agreed on core KMC process

structure and staff should be accounted for, as well as dissemina-

and outcome indicators and the integrated and coordinated dissemi-

tion costs at country level, but possible savings through reducing the

nation of KMC. Furthermore, KMC-trained multidisciplinary staff and

number of days of hospitalisation should be considered. While KMC

the establishment of a network of Kangaroo community leaders to

is a low-cost intervention, it is not a no-cost intervention. A care-

support new parents are vital to promote dissemination of KMC as

ful and realistic identification of implementation and running costs

a standard of care for all premature or low birth weight infants. The

must be made to properly plan and execute a sustainable KMC pro-

knowledge summarised in this paper combined with the available sci-

gram. In hospital, KMC involves training and allocation of additional

entific evidence of KMC benefits must be used to further support the

human resources, access to space to accommodate mothers and

extension of KMC coverage to the 15 million preterm and low birth

families within neonatal care facilities. Ambulatory KMC clinics do

weight KMC candidates who are born each year.

have human and physical resources needs (office space, equipment,
supplies, health care providers, administrative support, etc) which

AC K N OW L E D G E M E N T S

must be provided on a continuous and reliable basis to support am-

The authors express their sincere gratitude to all the workshop par-

bulatory KMC and high-risk follow-up activities at least during the

ticipants for sharing their knowledge and experience.

first year of corrected age as a minimum. 27 Each country's economic
burden of care for these infants will depend on the available invest-

C O N FL I C T O F I N T E R E S T

ments in survival and quality of life. As the cost of a KMC programme

The authors have no conflict of interest to declare.

is based on volume of cases, institutions attending to deliveries with
high-risk neonates are encouraged to implement intra-hospital pro-
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babies from several institutions.
All groups agreed on the importance of systems for monitoring
compliance with ambulatory KMC (at hospital and patient level).
Participants did not have direct experience or adequate knowledge
of community follow-up care for high-risk KMC babies after discharge because to date many countries are still working to ensure
survival rather than quality of life after survival; however, they suggested following strategies such as those developed by the World
Health Organization for the Integrated Management of Newborn
and Childhood Illnesses. 28
The strength of this report is that information was derived
from participants representing 33 countries. This enabled the collection of rich contextual data on KMC practice and implementation across the globe. It is, however, acknowledged that the views
expressed were those of workshop participants and may not necessarily reflect the true state of KMC implementation in some of
the countries.

5 | CO N C LU S I O N
Over the years, the conferences and workshops facilitated by the international network in KMC have become strategic meetings where
KMC scientists, researchers and practitioners meet and share best
practices, innovations, successes and challenges in KMC implementation. At the XIIth international KMC Conference in 2018, participants
used their combined knowledge and experiences to propose a way
forward for providing access to KMC to infants around the world irrespective of country of origin. We acknowledged that KMC is no longer
perceived as an alternative for the poor, but as a tool for the best care
of premature and low birth weight infants in low-, middle- and highincome settings. To further strengthen scale-up of high quality KMC
globally, the 2018 workshop identified the need for more focus on
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