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From the heart of the Editors 

Dear Readers

We are delighted to present this newsletter, the second in 2016 and the fourth of the series. 

The Kangaroo Mother Care Foundation is spreading the theme of KMC throughout the country. 

Our aim is to accelerate activities related to awareness, advocacy, attitude, training, quality 

improvement in practice of KMC and research. KMC is not just for infants in the NICU but also 

important for home based care. Dr. Vani has conducted TOT workshops for home based KMC 

in Orissa which have been very well received. More are being planned.

A lot of people believe that KMC is only for well babies in low resource settings. In this issue, 

we present the evidence behind the use of KMC even in a ventilated infant. There is good 

evidence that babies remain physiologically stable. Common barriers to KMC in ventilated 

infants are discussed and recommendations for practice presented. Standard Safe KMC protocol 

for ventilated infants is also presented.

We are pleased to share hand written case studies from community health workers working 

in the rural area and the success stories of 2 extremely low birth infants and how KMC helped 

these infants and the mothers. This reflects the excellent work put in by our ASHA workers and 

needs to be appreciated by everyone.

A brief note about our recent activities and forthcoming events is also presented. We request 

your help and support in these activities to further the spread of Kangaroo Mother Care and 

help many more tiny babies and their families.

Dr. Anuj Grover Dr. Shashi N Vani
dranujgrover@yahoo.com shashinvani@googlemail.com
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Kangaroo Care was first presented over 
2 decades ago by Rey and Martinez 
in Bogotá, Colombia, where it was 

developed as an alternative to inadequate 
and insufficient incubator care for those 
preterm newborn infants who had overcome 
initial problems and required only to feed 
and grow.

KMC was defined as: “The care of preterm 
infants carried skin-to-skin with the mother.” 
(WHO, 2003) Its key features were described 
as:

1. Early, continuous and prolonged skin-to-
skin contact between the mother and 
the baby.

2. Exclusive breastfeeding (ideally)

3. Being initiated in hospital and continued 
at home

4. Providing small babies with the 
opportunity to be discharged early.      

A compelling body of literature supports 
the practice of Kangaroo Care in all stable 
infants over the age of twenty-eight weeks 
gestation, irrespective of financial setting, 
due to benefits in maintaining physiological 
stability, increasing immunity, optimising 
breastfeeding and facilitating parent-infant 
bonding (Shiau & Anderson, 1997; WHO, 
1997; WHO, 2003). 

In their 2003 publication’ Kangaroo Mother 
Care: a practical Guide’ the World Health 
Organisation (2003) state that the benefits 
of Kangaroo Care offer more than an 

Kangaroo Mother Care in Ventilated Infant

Dr. Anuj Grover, Dr. Jatin Mistri and Dr. Ravi Parikh
Setu Newborn Care Centre, Ahmedabad, Gujarat, India

alternative to incubator care, saying that it 
offers an effective way to meet baby’s needs 
for warmth, breastfeeding, protection from 
infection, stimulation, safety and love across 
all health care settings.

   Each year some 20 million low-birth-
weight (LBW) babies are born mostly in 
less developed countries due to preterm 
birth and impaired intrauterine growth, 

These infants contribute substantially to the 
extremely high rate of neonatal mortality 
associated with extreme poverty. In a low 
resource setting, good care of preterm and 
LBW babies is very difficult, with hypothermia 
and opportunistic infections jeopardising 
the already poor chance of survival. beneath 
mosquito nets.KMC is proven to immensely 
benefit these babies.

However in a setting such where there is a 
wealth of modern neonatal care technologies 
and a comparative wealth of highly 
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specialised and skilled health professionals 

questions arise as to what extent Kangaroo 

Care should be practiced? Moreover there 

are concerns about use of KMC in ventilated 

infants or infants on CPAP. 

The use of KMC amongst ventilated infants was 

first presented as a case study demonstrating 

that two ventilated infants responded well to 

KC, showing signs of increased quiet sleep and 

decreased oxygen consumption (Drosten-

Brookes, 1993). Whilst the main focus of this 

article was on preparation of parents and staff 

for KC and the extremely small sample group 

negated transferability of results, this case 

study highlight that KC may have benefits 

amongst ventilated infants. Following this a 

study by Gale, Frank & Lund (1993), involving 

twenty-five ventilated infants, indicated that 

during KC temperature, pulse, oxygenation 

and respiratory rate remained within normal 

parameters for infants of thirty to thirty-

three weeks gestational age or weighing 

between 1.2-3kg. However, infants weighing 

less then 1.2kg or younger than 30 weeks 

gestational age showed signs of restlessness, 

tachycardia  and decreased oxygenation 

during prolonged periods of KC. As only 

twenty-five infants were recruited in this 

quantitative study the findings may not be 

transferable to other infants. Furthermore, 

due to poor methodological quality other 

variables may have been interacting in 

physiological observations observed, such 

as medical status or positioning of hold. 

However, whilst not providing any answers 

this study indicated that KC may be safely 

practiced with some intubated neonates 

and therefore acted as a catalyst for further 

studies.

More recent research by Ludington, 

Ferreira and Swinth (1999) involving twelve 

ventilated very premature infants weighing 

less than 1kg indicated that physiological 

observations remained stable during KC 

and oxygen requirement decreased. Whilst 

these perceived benefits of KMC with small 

infants apparently contradicts findings by 

Gale et al (1993) advances in health care 

technology in the 6 years separating the 

studies may account for discrepancies in 

results. Again, this study had an insufficient 

sample group for the methodology used; 

however the rigorous methodology could 

indicate benefits of KC with LBW infants in 

other centres. 

On the other hand, results from Smith’s 

(2001) quantitative study involving fourteen 

intubated LBW infants were contradictory to 

Ludington et al’s (1999) results. Smith found 

that infants experienced increased oxygen 

requirement, and experienced an overall 

reduction in body temperature. However, 

in this study infants were on average 

thirty-four days post-birth, still requiring 

ventilation and all had been diagnosed with 

chronic lung disease. Therefore, due to the 

decreased physiological stability related 

to infants with chronic lung disease, these 

findings may not be generalisable to infants 

of younger gestational age who have not 

yet acquired this condition, as demonstrated 

in other studies. Moreover, the variation in 

results between studies may be due to other 

interacting factors such discrepancies in 

technologies used to measure physiological 

stability, differences in room temperature, 

positioning of KC holds or nurses ability to 

transfer infants competently. 
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Transfer Technique

A major factor affecting physiological 

stability during KC in ventilated infants is 

transfer technique: Ludington-Hoe, Ferreira, 

and Goldstein (1998) indicated that this is 

the greatest contributing factor to heat loss 

and increased stress, resulting in tachycardia 

or episodes of apnoea. Additionally, the 

transfer of the infant into KC involves 

positioning and lifting, similar to that used 

during weighing or radiographic procedures, 

which have been associated with oxygen 

desaturation (Danford, Miske, Headley & 

Nelson, 1983; Peters, 1992). 

In their quantitative study involving fifteen 

intubated LBW infants Neu, Browne and 

Vojir (2000) noted that although the 

infants experienced some physiological or 

behavioural distress during both parent 

and nurse led transfer, observations quickly 

returned to baseline levels during and after 

skin-to-skin care regardless of the transfer 

method employed. Whilst there is some 

degree of physiological disruption associated 

with transfer into KC it has been indicated 

that during skin-to-skin contact infants’ 

can experience less variation in oxygen 

saturation and heart rate the during pre-

KC period, plus improved muscle tone and 

ability to employ self-regulatory manoeuvres 

(Neu et al, 2000). These positive outcomes 

affirm the decision to undertake KC in spite 

of initial stress caused by transfer.

Physiologic Stability of infants receiving KMC whilst on the ventilator

Researcher(s) Type of Study 
Sample 
group 

Findings 

Drosten-Brookes 
(1993) 

case study 2 

•	 Infants responded to Kangaroo care with 
increased quiet sleep and decreased Oxygen 
requirement.

•	 Highlight possible benefits and need for 
further research.                             

Gale, Frank & 
Lund (1993) 

Quantitative 25 

•	 During KC period pulse, oxygen and 
respiratory rate remained within normal 
parameters for infants of ≥30/40 or >1.2kg.

•	 Infants <30/40 or <1.2kg showed signs of 
restlessness, tachycardia and decreased 
oxygenation during prolonged kangaroo care. 

Ludington-
Hoe, Ferreira & 
Goldstein (1998) 

case study 1 
•	 a 27-day old neonate weighing 894g received 

SIMV at a rate of 12 breaths per minute whilst 
receiving Kangaroo Care for 45minutes. 

Ludington, 
Ferreira & Swinth 
(1999) 

Quantitative 12 
•	 The physiological observations of Infants <1kg 

remained stable during KC and decreased 
oxygen requirement. 

Smith (2001) Quantitative 14 
•	 Infants oxygen requirements increased and 

body temperature dropped. 
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Ludington-Hoe et al (2003) proposed that in 

order to reduce impact of transfer into KC 

on physiological status 2-3 nurses should 

assist in moving the infant from incubator to 

mother in order to ensure that the process 

is swift, thus reducing heat loss and distress. 

Moreover, involving 2-3 nurses minimises the 

risk of extubation or any other monitoring 

leads and intravenous lines becoming 

dislodged whilst decreases the amount of 

time that ventilation system is disconnected 

for (Ludington-Hoe et al, 2003). 

Barriers to Kangaroo Care with ventilated 
neonates in practice

	Fear of arterial or venous line 

dislodgement

	Fear of accidental extubation

	Safety issues for very low birthweight 

infants

	Inconsistency in technique

	Nurses’ feelings that their work load 

increased.

	Nursing reluctance.

	Medical staff reluctance

	Difficulty administering care during KC

	Staff concerns for parental privacy

	Lack of experience with KC

	Insufficient time for family care during 

KC

	Belief that technology is better than KC

The two main concerns expressed were 

intrinsically linked to the safety of the infant; 

namely security of intravenous and arterial 

lines, and a fear of accidental extubation 

(Engler et al, 2002). Engler et al (2002) 

suggest that a lack of uniform guidelines for 

practice and inconsistency in the way KC is 

carried out may contribute to these barriers. 

It has been shown that policies and protocols 

guide clinical activities and promote 

consistent quality care whilst providing 

nurses with legitimacy of their knowledge 

(Manias & Street, 2000). Subsequently it can 

be deduced that guidelines would be of 

benefit in this instance. Therefore, in order 

to combat  fears regarding the safe practice 

of KC comprehensive evidence-based 

policy and protocol guidelines, such as that 

shown in Appendix, should be developed 

and applied within individual NICU’s, thus 

increasing the safety and consistency of KC 

in practice. 

Recommendations for practice

	Development of evidence based policy at 

Hospital level.

	Incorporate an inter-disciplinary 

approach.

	Remain aware of limitations of policy 

implementation

	Comprehensive education detailing the 

benefits and risks.

	Up to date evidence based information.

	Incorporated into new staff induction or 

learning beyond registration study days.

	Encourage critical reflection on 

experiences of Kangaroo care with 

ventilated infants
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Safe protocol for kangaroo care with mechanically ventilated infants (KC-Vent)
Kangaroo care is skin-to-skin contact between a preterm infant and a parent, usually mother, chest-to-chest in an 
upright prone position. The infant is clad in a diaper and has a receiving blanket covering the infant’s back. The 
optimal chair for experiencing kangaroo care is a recliner. Mechanically ventilated infants are intubated or receiving 
nasal CPAP or oropharyngeal CPAP via a ventilator. The physician will be contacted for approval to kangaroo the infant 
and confirmation of infant’s haemodynamic stability.

Prior to transfer
1. Record infant’s baseline ventilator parameters (SIMV/IMV, PIP, PEEP, FiO2) and haemodynamic (HR, RR, SaO2) and 

thermal values (axillary temperature). These measures should be carefully monitored during KC-Vent to ascertain 
the infant’s tolerance of this intervention.

2. With support of a second person, place the infant in supine position. Note any significant changes in the infant or 
mechanical  ventilator requirements.

3. Auscultate the infant’s chest for quality of breath sounds, suction the endotracheal tube, and change the infant’s 
diaper as necessary.

4. Suction infant if necessary and drain the vent circuit of condensation. The water condensed in the ventilator 
tubing will be drained to decrease resistance and maintain flow (Bhutani & Abbasi, 1992).

5. Assess infant’s response to the above actions. Wait up to 15 minutes to allow for physiological adaptation to 
the above ministrations. Adaptation is defined as all physiological parameters returning to baseline and staying 
there for three minutes. If adaptation has not accurred in 15 minutes, the infant is probably not stable enough to 
receive KC-Vent on that day.

6. Place receiving blanket, folded in fourths, underneath the infant (or in the bed but easily accessible to the 
mother) so mother picks up her infant by placing her hands underneath the blanket and moving infant and 
blanket simultaneously.

7. Position and prepare the chair to be used.

Transfer from incubator to KC-Vent
1. Have two or three staff members assist the mother in the transfer of the infant.
2. Have mother stand at the side of the incubator/warmer while one staff member gathers all the infant’s lines on 

one side of the infant.
3. A second staff member is responsible for transferring and securing the ventilator tubing. (A third staf member 

may be needed to assist the mother.)
4. Disconnect the ventilator tubing from the ETT and have mother lift her infant and place prone on her chest in 

one movement.
5. Reconnect the ventilator tubing and have mother or staff member quickly secure the receiving blanket across the 

infant’s back (if not already placed when mother picks up her infant as instructed in step 6 above).
6. Disconnect the ventilator tubing and move mother backwards to recliner/chair, assisting her in sitting once she 

feels the rediner against her calf. Reconnect ventilator tubing to ETT.
7. Raise the footrest and reposition the infant, as needed, and make sure the infant is tucked in a slightly flexed 

or comfortable position underneath the blanket. If infant is in fully flexed position, monitor for respiratory 
compromise and reflux.

8. Drape the ETT circuit securely over the mother’s shoulder (be sure adequate circuit tubing length has been 
provided).

9. Change the setting on the incubator/warmer to air control and set it at 33.0°C for duration of KC-Vent.
10. Monitor the infant’s condition every 10 minutes during KC-Vent, Allow KC-Vent for a minimum of one full hour if 

infant’s condition remain stable. 

Transfer from KC-Vent back to the incubator
1. Have one staff member assist the mother in moving to the front edge of the chair, a second staff member handle 

the lines, and a third staff member disconnect the ventilator tubing.
2. Assist the mothet to a standing position, reconnect the ventilator tubing, and give the infant several ventilator 

breaths.
3. Disconnect the ventilator tubing and replace the infant in the incubator/warming table in one movement.
4. Reconnect the ventilator tubing and make sure all ventilator tubing is stabilised and all lines are placed securely 

within the incubator/warming table.
5. Document infant’s participation in and tolerance of KC-Vent.

Bhutani, V., Abbasi, S. Evaluation of pulmonary function in the neonate. In: Polin & Fox (Eds.) Fetal and Neonatal 
Physiology 1992; 2:853-71. Philadelphia: W B Saunders.
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Abstract 

Within the field of neonatal care, two 
approaches have gained prominence – 
incubator care and kangaroo mother care. 
Each contributes to a baby’s physiological 
well-being. The aim of this study was to 
conduct an investigation into the effects 
of incubator care and kangaroo mother 
care from a psychological perspective – 
specifically an interactional approach – by 
undertaking interactional pattern analyses 
of mother–baby pairs receiving incubator 
care and kangaroo mother care, respectively. 
Person-centred interviews were conducted 
and audio recorded with 17 mothers whose 
babies were receiving either incubator care 
or kangaroo mother care at the Dr George 
Mukhari Academic Hospital in Ga-Rankuwa, 
South Africa. Each interview was studied 
by an independent clinical psychologist 
trained in observation and, in particular, the 
interactional pattern analysis and who then 
completed an adapted interactional pattern 
analysis questionnaire. The procedure 
yielded standardised interactional pattern 
analyses for the mother–baby pairs. Mann–
Whitney U tests revealed that, in relation to 
their babies, the mothers in the kangaroo 
mother care group yielded significantly more 

effective interactional patterns than those 
in the incubator care group, highlighting 
that, in terms of the interactional approach, 
kangaroo mother care may be the preferred 
method of neonatal care. 

Keywords 

General system theory, incubator care, 
interactional approach, interactional pattern 
analysis, interactional pattern analysis 
questionnaire, kangaroo mother care, 
mother–baby relationship 

Birth is arguably the most important 
transition process in a human being’s life. 
After birth, all babies receive some form of 
neonatal care, and often, to prevent cold 
stress, special warmth is provided until he 
or she can thermoregulate. When premature 
or low birth weight (LBW) babies struggle 
to thermoregulate – a major risk factor 
– regulation is essential for physiological 
stability, weight gain, and development 
(Charpak & Ruiz-Palaez, 2006). Specialised 
(and complex) care may be required to 
provide a thermoregulated environment. 
Two such methods are incubator care (IC) 
and kangaroo mother care (KMC). Both 
provide suitable conditions promoting 
thermoregula¬tion; yet in practice, each 
is vastly different. Several studies have 

  A few notes from:
Interactional pattern analysis of mother–baby pairs: 

Kangaroo mother care versus incubator care
Sian L Green1 and Warwick D Phipps2 

1Department of Clinical Psychology, University of Limpopo, Medunsa Campus, South Africa 2Independent Practice, 
South Africa 

Corresponding author:  Sian L Green, Department of Clinical Psychology, University of Limpopo, Medunsa 
Campus, Postnet Suite 606, Private Bag x4, Menlo Park, Pretoria 0181, South Africa. Email: sianldavy@gmail.com
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suggested that KMC may be advantageous 

to the psychological health of both mother 

and baby (Bigelow, Littlejohn, Bergman, & 

McDonald, 2010). However, research has 

tended to focus on either mother or baby. 

The aim of this study was to investigate the 

interactional effects of IC and KMC on the 

mother–baby relation¬ship as a whole, by 

applying Vorster’s (2011) interactional pattern 

analysis (IPA), a recent develop¬ment in the 

interactional approach. To detail the study 

more thoroughly, it is necessary to examine 

the two forms of neonatal care.

In IC, the baby is placed in an incubator – a 

transparent enclosed unit. The unit, with its 

sophisticated equipment, enables external 

thermoregulation. During IC, the mother 

and baby are separated while the baby is 

in the unit. The mother might stay at the 

hospital (in a separate ward) and would 

be with her baby for short periods several 

times a day (feeds and nappy changes). IC is 

advantageous as physiological development 

occurs because the necessary conditions are 

provided. However, some limitations include 

high stress levels, poor sleep organisation, 

and painful experiences resulting from 

being in the incubator (Lemmen, Fristedt, 

& Lundqvist, 2013; Scher et al., 2009). 

Of considerable significance, from a 

psychological perspective, is that IC isolates 

both mother and baby, which may affect the 

quality of their ‘bond’ (Cattaneo, Davanzo, 

Uxa, & Tamburlini, 1998).

KMC is regarded an ‘effective and safe 

alternative to conventional neonatal care 

in . . . LBW infants’ (Conde-Agudelo & 

Diaz-Rossello, 2014, p. 2) and has been 

described as a ‘total health care strategy’ 

marked by support, skin-to-skin contact, 

and breastfeeding (Nyqvist et al., 2010). 

The baby stays with the mother (and at 

times, the father or others) in an upright, 

skin-to-skin, kangaroo position (KP) on the 

chest (Jefferies, 2012). The thermoregulated 

environment is established through this KP. 

There are two forms of KMC: intermittent 

and continuous. Intermittent is where the 

KP is of short duration (a few hours), while 

in continuous KMC, the KP is maintained 

for up to 24 hr/day (Nyqvist et al., 2010). 

A Cochrane review reported that using 

KMC has substantial physiological benefits 

(Moore, Anderson, Bergman, & Dowswell, 

2013). Another Cochrane review concluded 

that ‘there is sufficient evidence to support 

the use of KMC in stabilized LBW infants as 

an alternative to conventional neonatal care’ 

(Conde-Agudelo, Belizán, & Diaz-Rossello, 

2011, p. 20). Nonetheless, some drawbacks 

of KMC include cultural perceptions that 

mother–baby skinto-skin or breast contact 

is improper (Solomons & Rosant, 2012). 

Additionally, there is a high demand placed 

on the mother in providing continuous 

contact, and there are concerns about the 

baby’s safety in the KP (Chia, Sellick & Gan, 

2006).

From the psychological investigations already 

conducted, KMC appears advantageous to 

the mental health of both mother and baby 

(Ludington-Hoe, Morgan, & Abouelfettoh, 

2008). The benefits for the mother include 

enhanced maternal sensitivity (Tessier et 

al., 1998), improved sense of competence 

(Cattaneo et al., 1998; Chiu & Anderson, 

2009), and reduced symptoms of stress 

and depression (Bigelow, Power, MacLellan-
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Peters, Alex, & McDonald, 2012; Feldman, 

Eidelman, Sirota, & Weller, 2002). Benefits 

for the baby include improvements in 

behavioural organisation (Gathwala, 

Singh, & Balhara, 2008) as well as lowered 

psychological stress and thus increased well-

being (Ferber & Makhoul, 2004).

Each of the KMC-associated benefits 

outlined above contributes to enhanced 

secure attachment and increased bonding 

between mother and baby (Gathwala et al., 

2008). According to Bowlby and Ainsworth 

(Ainsworth & Bowlby, 1991; Bretherton, 

1992, 2003; Kurth, 2013), secure attachment 

has to do with the sense of security that 

the child develops following early contact 

with a primary 196 South African Journal 

of Psychology 45(2) caregiver, typically the 

mother, wherein the caregiver is available 

and responsive to the infants’ needs. Since 

then, the concept of secure attachment 

has been developed further with many 

studies showing that early infant–mother 

attachment is vital for later social and 

emotional development of a child (Benoit, 

2004). A closely related but distinct concept 

from that of (emotional) attachment 

pertains more generally to the nature and 

characteristics of behaviour or interaction 

between mother and baby.

Research specifically on observable 

interaction between mother and baby 

has found that KMCreared babies were 

active participants, engaging with their 

environment and specifically with their 

mother (Chiu & Anderson, 2009). Bigelow 

and Power (2012) who reported that babies 

in KMC displayed increased interactive 

behaviour also established this. Furthermore, 

in a study by Bystrova et al. (2009), ‘it was 

found that those mothers who had early 

contact with their infants interacted in a 

more reciprocal and mutual way’ (p. 106).

However, the research conducted on 

attachment, as well as that focusing on 

interaction between mother and baby in 

this field, has examined the mother and 

the baby separately – that is, the mother’s 

contribution and the baby’s contribution to 

attachment or to interaction, respectively. 

When examining the interactions as a whole, 

studies have tended to focus on limited 

elements, such as reporting that there is 

increased reciprocity within the dyad. To 

date, no comprehensive examination of the 

mother–baby interaction and relationship as 

a whole has been undertaken in this field – 

that is, viewing both the mother’s and baby’s 

contribution simultaneously and hence 

capturing the whole (dyadic) interaction 

while also allowing for the investigation into 

which specific aspects of whole interaction 

are implicated. To do so, as was attempted 

in this study, it was necessary to invoke 

a specific lens of observation. The study 

utilised an application of the interactional 

approach (within general system theory 

[GST]): the IPA. 

Method

This investigation was exploratory in nature 

and employed a multi-case, mixed methods 

design. The multi-case included mother–

baby pairs engaging in IC or KMC. The 

mixed methods involved qualitative and 

quantitative data gathering (interviewing 

and questionnaire) and quantitative analysis 

(statistical analysis) of the data.
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Participants
The population was mother–baby pairs in IC 
or KMC at the Dr George Mukhari Academic 
Hospital in Ga-Rankuwa, South Africa. Non-
probability sampling with a purposive strategy 
was used. The mothers in the population were 
all between the ages of 15 and 40, and the 
babies were all pre-term and of LBW.

At the hospital, the KMC ward and IC ward were 
adjacent, but run as separate units. In IC, the 
babies were kept in incubators; the mothers 
‘lived’ in a separate, but onsite housing unit. 
In the IC ward, the pairs practised a form of 
intermittent KMC – restricted to periods 
during feeding and Green and Phipps 199 
nappy changing. In the KMC ward, the pairs 
practised continuous KMC being separated 
for brief periods, such as when the baby was 
bathed (L. Masote, 14 May 2014, personal 
communication).

Allocation of babies was based on birth 
weight and the medical condition of the baby 
– this was considered in participant selection. 
The inclusion and exclusion criteria were as 
follows:

•	 The World Health Organization (WHO) 
standards of LBW were followed, with 
babies considered LBW or very LBW being 
included (≥2500 g) and those of extremely 
LBW (≤1000 g) excluded.

•	 Respiratory complications influence the 
stability of the baby, compromising the 
potential for group comparison. Dyads 
were included if relative stability had 
been established – determined on an 
individual basis considering respiratory 
complication.

•	 Only dyads with a singleton baby were 
included.

A group discussion was held with potential 
participants. Thereafter, the names of the 
interested mothers were placed on a list, and, 
using a random numbers table, participants 
were selected. The random numbers table 
enabled some random strategy during 
selection.

Conclusion 
The investigation showed that a significant 
difference existed in the interactional 
patterns of mother–baby pairs when exposed 
to different neonatal care approaches. 
Mother–baby pairs receiving KMC displayed 
significantly more optimal interactional 
patterns than those receiving IC. This 
preliminary investigation ultimately showed 
that when viewing neonatal care from a 
psychological standpoint, an interactional 
approach, KMC, appeared to be the preferred 
method. 
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økk{: Mkkøkçkkhk-2 > ykþk: þi÷kçkuLk  [kinký 
÷k¼kÚkeo: MkÃkLkk Mktíkku»k Lkfðe

rLkËkLk: Very low birth weight or sick high 
risk 

MkÃkLkkçkuLkLke «kÞ{he Mkwðkðz níke. çkuLkLku 

Mkkík{ku {kMk [k÷íkku níkku. çkuLk støk÷{kt ¾uíkh Au 

íÞkt ÍqtÃkze çkktÄe hnuíkk. íkk. 11-11-14Lke hkºku 

çkuLkLku y[kLkf Ëw:¾kðku WÃkzâku. ½hLkk MkÇÞkuLku 

òý fhíkkt Úkkuze s ðkh{kt çkuLkLke Mkwðkðz ÚkE 

økE. y[kLkf Mkwðkðz ÚkE økE suÚke ykþkçkuLkLku 

çkku÷kðe Lk þõÞk. ðnu÷e Mkðkhu ykþkçkuLkLku 

òý Úkíkkt ykþkçkuLk íkhík s {w÷kfkíku økÞk. çkuLk 

çkk¤fLke íkÃkkMk fhíkkt çkk¤f ¾qçk s Lkkswf. 

ðsLk fÞwO íkku Võík 900 økúk{ s ðsLk ÚkÞwt. 

ykþkçkuLku ½hLkk MkÇÞkuLku Mk{òÔÞwt fu ðsLk 

ykuAwt Au. yíÞkhu s Ëðk¾kLkk{kt ÷E sðwt Ãkzþu. 

½hLkk ÷kufku íkiÞkh Lk Úkíkk ½hu çkk¤fLkuçkhkçkh 

ðªxk¤eLku hk¾ðk {kxu þe¾ÔÞwt yLku çkk¤fLku 

ðªxk¤eLku ykÃÞwt.

ykþkçkuLku {kuçkkE÷{kt Mkwðkðz Ãkrhýk{Lke 

yuLxÙe fhíkkt ðuçk{kt çkk¤fLkwt Lkk{ Ëu¾kÞwt. 

nuÕÃk÷kELk{ktÚke ykþkçkkLkLku VkuLk fheLku {krníke 

ÃkqAíkkt ykþkçkuLku sýkÔÞwt fu Võík 900 økúk{ ðsLk 

Au. Ëðk¾kLkk{kt ÷E sðk Mk{òÔÞwt. Ãkhtíkw Lkk Ãkkzu 

Au. ÷k¼kÚkeoLkku fkuLxuõx Lktçkh Lk nkuðkÚke ykþkçkuLkLku 

÷k¼kÚkeoLkk ½hu {kuf÷e ÷k¼kÚkeo MkkÚku ðkík fhkððk 

sýkÔÞwt. ykþkçkuLk íkhík s ÷k¼kÚkeoLkk ½hu økÞk yLku 

½hLkk ÷kufkuLke MkkÚku ðkík fhkðe çkuLk íku{s íku{Lkk Ãkrík 

íku{s MkkMkwLku Mk{s ykÃke Mk¾ík Xtze Au. ðsLk ¾qçk 

ykuAwt Au. rþÞk¤ku [k÷u Au çkk¤fLku nwtVk¤wt hk¾ðkLke 

sYh Au. Lkkswf nkuðkÚke çkk¤fLku Äkðý ÷uðk{kt Ãký 

{w~fu÷e Ãkzu. ykx÷wt yku[wt ðsLk nkuÞ íkku çkk¤fLku ½hu 

Lk hk¾e þfkÞ íkuLku íkkífkr÷f Ëðk¾kLkk{kt ÷E sðwt 

Ãkzu. Ëðk¾kLkk{kt fk[Lke Ãkuxe (ðku{oLk){kt hk¾ðkÚke 

çkk¤f nwtVk¤wt hnu. [uÃk Lk ÷køku ðøkuhu Mk{s ykÃke 

Ëðk¾kLku sðk íkiÞkh fÞko. ykþkçkuLkLku MkkÚku ÷ELku 

sðk sýkÔÞwt. ykþkçkuLku Mke.yu[.Mke. Mkkøkçkkhk{kt 

÷E økÞk íÞk tçkk¤fLku Ëk¾÷ fÞwO. 4-5 rËðMk hÌkk 

ÃkAe ½hLkk MkÇÞku çkk¤fLku ÷ELku ½hu ykðe økÞk. 

çkk¤fLkwt ðsLk ðÄíkwt níkwt.

Ãkhtíkw Ëk¾÷ Lk hkÏÞwt íku{ s ¾uíkeLkwt fk{ MkkÚku fkuý 

hnu. ½ýk «&™ku Lku ÷eÄu Lk hÌkk. nuÕÃk÷kELk{ktÚke 

Mkuðk Áh÷, Í½rzÞk, økwshkík

yrík òu¾{e Lkðòík rþþwLke fuMk Mxze
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Mkíkík VkuLkÚke Vku÷kuyÃk [k÷w s hÌkwt. VkuLk fhíkkt 

¾çkh Ãkze fu zeM[kso {éÞk ðøkh ½hu ykðe økÞk Au. 

½hu fuðe heíku Mkt¼k¤ ÷uðe íku ykþkçkuLkLku Mk{òÔÞwt. 

çkk¤fLku Lkðzkððwt Lkrn ¾qçk s ykuAw tðsLk Au yux÷u 

Ëhhkus ÷qAðwt Ãký Lkrn. fÃkzkt ÃknuhkðeLku çkhkçkh 

[kuÏ¾k fÃkzk{kt ðªxk¤eLku økh{ þk÷ fu Äkçk¤k{kt 

÷ÃkuxeLku hk¾ðwt íku{s Ëhhkus fktøkkY {Äh fuh 

fhkððk sýkÔÞwt. ykþkçkuLku fÌkwt fu fktøkkY {Äh fuh 

fhíkkt ykðzíkwt LkÚke. fuðe heíku fhkððwt íku çkÄe s 

Mk{s ykþkçkuLkLku ykÃke MkkÚku [kuÏ¾kE hk¾ðe çkuLkLku 

ßÞkt Mkwðzkðu Au íÞkt søÞk nqtVk¤e hk¾ðe.

çkk¤f Lkkswf Au yuLku Äkðý ÷uðk{kt {w~fu÷e Ãkzu. 

çkhkçkh [qMke Lk þfu. {kíkkLkwt Äkðý [kuÏ¾e ðkxfe{kt 

fkZeLku [{[eÚke çkk¤fLku Ãkeðzkððk {kxu Mk{òÔÞwt. 

ÄkðýLke ðkík fhíkkt sýkÔÞwt fu çkuLkLkku zªxzeLkku ¼køk 

¾qçk s ytËh nkuðkÚke çkk¤f Äkðý ÷E þfíkwt LkÚke. 

ykþkçkuLkLku Mk{òÔÞwt fu zªxzeLkku ¼køk ytËh nkuÞ 

íkku çkk¤f Äkðý Lk ÷E þfu yLku {kíkkLku Akíke{kt 

Äkðý ¼hkE hnu íkku íkf÷eV ÚkkÞ. {kíkkLke zªxzeLku 

Mkehªs ðzu fuðe heíku çknkh ¾U[ðwt íku Mk{òÔÞwt. 

zªxze çkhkçkh çknkh Lk ykðu íÞk tMkwÄe hkus ¾U[íkk 

hnuðwt. þYykík{kt Ëhhkus çkk¤fLkwt Vku÷kuyÃk fhðkLkwt 

[k÷w níkwt. çkk¤f yuf{kMkLkwt ÚkÞwt ÃkAe Ëh yXðkrzÞu 

Vku÷kuyÃk fÞwO. ËkuZ{kMk ÃkAe Ëh ÃktËh rËðMku Vku÷kuyÃk 

fÞwO.  çkk¤f çku {kMkLkwt ÚkÞk ÃkAe Ëh {rnLku Vku÷kuyÃk 

fhðkLkwt [k÷w hkÏÞwt. çkk¤fLkwt ðsLk 26-11-14Lkk 

hkus 1.1 rf.økúk. ÚkÞwt. 3-12-14Lkwt ðsLk 1.3 

rf.økúk., 30-12-14Lkwt ðsLk 1.7 rf.økúk, 20-1-15Lkwt 

ðsLk 2-3 rf.økúk. íkk. 19-2-15Lkk hkus MkwÃkhðkEÍh 

îkhk ÷k¼kÚkeoLkk ½hu YçkY {w÷kfkík ÚkE. çkk¤f 

ºký {kMkLkwt ÚkÞwt íkku Ãký fktøkkÁt {Äh fuh [k÷w Au. 

çkk¤fLkwt ðsLk fÞwO íkku 2-5 rf.økúk ÚkÞwt. {kíkk íku{s 

½hLkk MkÇÞkuLkk fnuðk «{kýu çkk¤fLku fktøkkY {Äh 

fuhLke ykËík Ãkze økE Au. fktøkkY {Äh fuh fhu íkku s 

çkk¤f Mkqðu Au Lk®n íkku Mkqíkwt LkÚke. çkk¤fLku Mkwðzkððk 

{kxu Úkkuze ðkh fktøkkY {Äh fuh ykÃku íkku çkk¤f 

íkhík s MkqE òÞ Au.

AuÕ÷wt yur«÷Lkwt ðsLk 3-5 rf.økúk ÚkÞwt Au. ½hLkk 

MkçÞkuLku su «{kýu Mk{s ykÃke íku «{kýu Mkt¼k¤ ÷eÄe. 

ykþkçkuLku Ãký su «{kýu Mk{òÔÞwt íku «{kýu fhkðeLku 

çkk¤fLkku Sð çk[kÔÞku. çkk¤f çk[kÔÞkLkku ½hLkk 

MkÇÞkuLku ¾qçk s ykLktË Au. íkuyku ¾qçk s ¾wþ Au. 

ykþkçkuLkLku Ãký Ãkkuíku «ÞíLk fheLk uçkk¤f çk[kÔÞkLkwt 

økkihð Au. ykLktË Au. {kuçkkE÷ xuf÷kuLkkuSLkk fkhýu 

nuÕÃk÷kELk{kt {krníke ÃknkU[e suÚke íkwhtík Mk÷kn ykÃke 

þõÞk Mk{òðe þõÞk suÚke yþõÞ ðkík þõÞ çkLke. 

900 økúk{ ðsLkLkwt çkk¤f Mk¾ík rþÞk¤kLke Xtze{kt 

çk[kððwt fÃkÁt níkwt. fËk[ nkuÂMÃkx÷{kt Ãký þõÞ 

Lk çkLku su rVÕz{kt «ÞíLkkuÚke çkåÞwt. çkk¤fLkwt AuÕ÷wt  

sw÷kELkwt ðsLk 4 rf.økúk. ÚkÞwt Au. ykþkçkuLk íku{s 

½hLkk MkÇÞkuLku ¾qçk ¾qçk yr¼LktËLk. 

økk{: Lk÷Ähe > PHC: suMk÷Ãkkuh

ykkþk: þeík÷çkuLk

÷k¼kÚkeo: ntMkkçkuLk [e{Lk¼kE {kAe

rLkËkLk: Highrisk low birth weigh of preterm  

Weight: 1.1 kg) 

ntMkkçkuLkLke ºkeS Mkwðkðz yøkkW çku çkk¤fku Sðeík 

Au. çkuLkLkk Ãkrík ËkYLkwt MkuðLk fhu Au. çkuLk MkkÚku Í½zku 

fhe çkuLkLku {kheLku fkZe {qõÞk. Úkkuzk rËðMk MkøkkLkkt 

½hu hneLku çkuLk ÃkeÞh{kt ykÔÞk. íÞkhu çkuLkLku 8{ku 

{kMk [k÷íkku níkku. çkuLk ykÔÞk yuLkk Úkkuzk rËðMk ÃkAe 

çkuLkLku yÄqhk {kMku Ëw:¾kðku Úkíkkt çkuLkLke Mkwðkðz ½hu 

s ÚkE økE. Ëw:¾kðku [k÷w ÚkÞku yuLke òý ykþkLku 

fhe Lk níke. 

Mkwðkðz ÚkE yuLke òý çkeò îkhk Úkíkkt ykþkçkuLk 

÷k¼kÚkeoLkk ½uh økÞk. çkk¤fLkwt ðsLk fhðkLkwt 
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sýkðíkk ½hLkk MkÇÞku íku{s çkuLku Lkk Ãkkze fu y{khk 

½hu Lkk ykðíkk y{khu ftE LkÚke fhkððwt. Aíkkt Vý 

ykþkçkuLku ðsLk fÞwO íku 1.1 rf.økúk ÚkÞwt. ykþkçkuLku 

IMTechoLke íkk÷e{ yuf {kMk Ãknu÷kt s ÷eÄe níke. 

íkuykuyu Mk{òÔÞwt fu 

ðsLk ykuAwt Au. 

çkk¤fLku nkuÂMÃkx÷{kt 

÷E sðwt Ãkzþu. Ãkhtíkw 

fkuE íkiÞkh Lk ÚkÞwt.

nuÕÃk÷kELk{kt òuçkLke 

÷eMx{kt çkk¤fLkwt 

yu÷xo ykðíkkt 

ykþkçkuLkLku VkuLk 

fhe çkk¤fLkwt 

Vku÷kuyÃk fhíkkt 

ykþkçkuLku sýkÔÞwt 

fu Ëðk¾kLkk{kt ÷E 

sðk Mk{òÔÞwt Ãkhtíkw 

Lkk Ãkkzu Au. ÷k¼kÚkeo 

MkkÚku ðkík fhkððk 

{kxu ykþkLku sýkÔÞwt. 

÷k¼kÚkeoLkku fkuLxuõx 

Lktçkh Lk nkuðkÚke 

ykþkçkuLk íku{Lkk 

½hu økÞk yLku ðkík fhkðe. ntMkkçkuLk íku{s ½hLkk 

÷kufku MkkÚku ðkík fhe ðsLk ykuAwt Au. rþÞk¤ku Au 

yLku Ãkw»f¤ Xtze Ãkzu Au. çkk¤f Xtzw Ãkze òÞ íkku {]

íÞw Ãký ÚkE þfu. Lkkswf nkuðkÚke Äkðý ÷uðk{kt Ãký 

{w~fu÷e Ãkzu. ykŠÚkf ÂMÚkrík Mkkhe Lkk nkuðkÚke ÃkiMkk 

LkÚke {kxu nkuÂMÃkx÷ LkÚke ykððwt yuðwt fÌkwt. Mkhfkhe 

Ëðk¾kLkk{kt Mkkhðkh {Vík ÚkkÞ íku{ sýkÔÞwt íkku 

çkeò LkkLkk çkk¤fkuLku fkuý hk¾u yu «&™ ykðíkkt 

çkuLkLku Í½rzÞk{kt çkeò çkk¤fkuLku MkkÚku ÷ELku ykððk 

Mk{òÔÞwt hnuðk-s{ðkLkwt íku{s Ve Lkne ¼hðe Ãkzu 

ðøkuhu Mk{òÔÞwt íkku çkuLk ykððk íkiÞkh ÚkÞk Ãký ½hLkk 

÷kufku Lkk {kLÞk.

½hu çkk¤fLku fuðe heíku hk¾ðwt íkuLke Mk{s ykÃke. 

ykþkçkuLkLku sýkÔÞwt fktøkkY {Äh fuh fhkðu. çkk¤fLku 

Lkðzkððwt Lkrn. 

[kuÏ¾kE hk¾ðe. 

÷qAeLku hk¾ðwt, 

Äkðý ðkxfe{kt fkZe 

[{[eÚke ykÃkðwt 

ðøkuhu. ykþkçkuLkLku 

fktøkkY {Äh fuh fuðe 

heíku fhkððwt íkuLke 

çkhkçkh Mk{sý Lk 

nkuðkÚke Mkk{uÚke ÃkqAâwt 

fu þwt fhðwt fuðe heíku 

fhkððwt. yu{Lku VkuLk 

îkhk Mk{òÔÞwt yu 

«{kýu fktøkkY {Äh 

fuh [k÷w fhkðe. su 

«{kýu Mk{òðíkkt 

yu «{kýu Vku÷kuyÃk 

fhðkLkwt [k÷w hkÏÞwt.

çkk¤f çku {kMkLkwt 

ÚkÞwt íÞkt MkwÄe fktøkkY 

{Äh fuh [k÷w hk¾e. nk÷ çkk¤f 3 {kMk yLku çku 

rËðMkLkwt ÚkÞwt. AuÕ÷wt ðsLk 27-2-16Lkk hkus 3.2 

rf.økúk ÚkÞwt. nk÷{kt {kíkk yLku çkk¤f çktLku íktËwhMík 

Au. he^ÞwÍ Vur{÷e nkuðk Aíkkt ykþkçkuLkLku Mk{òÔÞk 

«{kýu Vku÷kuyÃk [k÷w hkÏÞwt. nuÕÃk÷kELk{ktÚke VkuLk 

îkhk ½hLkk MkÇÞkuLku òu¾{Lke òýfkhe ykÃke. 

fktøkkY {Äh fuh ÷uðk {kxu íkiÞkh fÞko. Ãkrík-ÃkíLkeLkk 

Í½zk{kt rLkËkuo»k çkk¤fLkku þwt ðkf? íku{ Mk{òðíkkt 

{kLke økÞk Lku çkk¤fLke fk¤S ÷uðkÚke Sð çk[e 

økÞku. Vur{÷eLkk MkÇÞku íku{s ykþkçkuLkLku ¾qçk ¾qçk 

yr¼LktËLk.
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Recent and Forthcoming Events Related to Kangaroo Mother Care
One thousand charts on KMC education have been printed in Oriya Language and 
distributed in Orissa

■ KMCF has prepared a module for the community health workers in resource restricted 
areas and has provided technical support for the first series of TOT in Orissa

■ First two TOTs were conducted on 5th and 6th may 2016 at Department of Pediatrics 
of MKCG medical college Berhampur with the support of their faculty members and 
guidance of Dr. Suvarna Devi, the retd. Senior professor of pediatrics from Orissa and 
Dr. Niranjan Mohanty, Prof. HOD of Pediatrics and supported by UNICEF and Govt. of 
Orissa

■ Another one session has been planned to cover the remaining districts in month of 
June.

■ The module is being translated in local language Oriya

■ One KMC ward of SNCU at Virudhunagar of Tamilnadu was visited on 9th may 2016

■ One CME was conducted at Chennai for UG students and nurses at Savitha Medical 
College, arranged by Dr. Kumutha Professor & Head of Pediatrics.

■ 15th May 2016, : International KMC Awareness Day Celebration and Felicitation of 
Community Health workers in achieving excellence in KMC at Asmita Bhavan, Civil 
Hospital, Ahmedabad.

■ 14-17 November 2016 : 11th Workshop and congress of the International Network on 
Kangaroo Mother Care, Kangaroo Mother Care : 20 years later Trieste, Italy

■ 8th December 2016 : National Workshop on Kangaroo Mother Care (Pre - Conference 
workshop), 36th National Conference of National Neonatalogy Forum, NEOCON 
Indore, Madhya Pradesh.
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Founder Trustees of KMCF India

Managing Trustee : Dr. Shashi N. Vani  |  Hon. Secretary: Dr. Nikhil  M.Kharod
Hon. Joint Secretaries: Dr. Parag Dagli | Hon. Joint Secretaries : Dr. Abhishek M. Bansal |  Treasure: Dr. Viren S. Doshi

Trustees:  Dr. K.M.Mehariya | Mr. Bharat Sarabhai Shah | Dr. Narendra T. Vani | Dr. Anuj J. Grover
Dr. Ravi kumar D. Parikh | Dr. Jatin Gunvantlal Mistri | Dr. Ashish Arunbhai Mehta |  Dr. Deepa Alay Banker

Dr. Somsekhar Nimbalkar

Office: 10, Shamiana Apartment, 61, BMM Society, Ellisbridge, Ahmedabad - 380 006
Administrative Wing: Department of Paediatrics, Pramukhswami Medical College, Gokal Nagar, Karamsad 388 325, Dist. Anand
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