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GREAT NEWS July 29, 2015!! The Bill and Melinda Gates Foundation has funded Bjorn Westrup (PI), Barak Morgan, & Nils Bergmanôs 

randomized controlled trial of Birth Kangaroo Care for  Preterm Newborns in 7 different countries. 

The entire August 2011 Issue of Cur rent Womenôs Health Reviews is about KC   

Page numbers are probably off as the bib is updated frequently and the page numbers are not changed that often, but the content 

sequence is not. 
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Ludington-Hoe SM and United States Institute for Kangaroo Care  
  

The following is a list of published articles and materials related to Kangaroo (Mother) Care.  For professionals, the resource that will be 

easiest and most comprehensive to have about Kangaroo Care is Dr. Susan Ludingtonôs book called ñKangaroo Care:  The Best You Can 

Do for Your Preterm Infant,ò that was published in 1993 by Bantam Books.  You can buy a copy from any e-reader book seller, from Dr. 

Ludington at Frances Payne Bolton School of Nursing, 10900 Euclid Ave. room 322D, Cleveland, OH 44106-4904, from La Leche League 

at 1400 N. Meacham Rd., Schaumburg, Ill. 60173, or from Amazon.com for about the same cost.  As of Sept. 2011 the book is available on 

ereader services such as Nook, Amazon.com, etc.  For consumers, the best book to have is Jill Bergmanôs book, (2011). Hold Your 

Preemie. Captetown: New Voices Publishing, Pp. 1-144. It is a wonderful book for parents, interactive, helpful, practical advice, clear 

guidelines, and eases anxiety about the preterm birth experience as well.  Now available from Geddes Productions in Los Angeles. Contact 

them at http://www.geddesproduction.com or  orders@geddesproduction.com.    Thank you. 

    

Kangaroo Mother Care:  Babyôs Right ï Motherôs Delight! (Kangaroo Mother Care Initiative of India ï see AIIMS et al., 2004 and Parikh 

et al., 2004). 

 

Mrs. Kangaroo, is it true 

You are hiding someone new 

In the pocket part of you? 

There must be someone new and growing 

Itôs little ears have started showing. 

      Kitty McCausland RN, BSN, UCLA 

 

In talking to the kangaroo,  

Its opinion would be 

To care ñfor your child as 

My mother cared for me.ò 

 In order to be stable, 

 When you are able, 

 ñCare for your child the way 

 My mother cared for me.ò 

Close to her heart ï 

Warmth, gentle beating, 

Love unfleeting. 

 Research shows itôs so, 

 This Kangaroo Care. 

 No matter what the species, 

 Itôs a motherôs care.   By Joan Moon, CNM, MSN  [Moon, J. 2004.  Kangaroo Care. Journal of Perinatal Education, 13(1), p. iii.] 

 

ñKeep them bare for Kangaroo Careò.   Created by Kellie Kinas, RN of Fairview Hospital, Cleveland, OH. 

Oh, tiny baby a few minutes old 

All bundled up to fight off the cold, 

Kangaroo care, or skin-to-skin, 

Much more resembles the past world within. 

Before I take a needed rest 

I want to place you on my chest, 

This will calm you and help you grow, 

Keep you safe from things you donôt know 

This world is so big to one so small, 

My breathing and heartbeat you  can  recall. 

 

Skin-to-skin and close to my heart, 

In my memory forever, will not part. 

Although lifeôs not easy, I can attest 

Yours will be healthier when fed at the breast. 

This new phenomenon called Kangaroo Care 

Has been with us forever, we werenôt aware. 

 

http://www.geddesproduction.com/
mailto:orders@geddesproduction.com
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So rest little one, close to my heart 

And know you are loved, right from the start.     Sandra D. Brown, RN, IBCLC 

 

Close and warm, skin-to-skin 

Is a loving way for life to begin. 

Parent and baby make a loving pair 

Sharing the embrace of Kangaroo Care.   Intensive Wear, Rt 2, Box 4310, Berryville, VA 22611 (540) 955-9513 or (800) 556-4230. 

 

A kiss may just be a kiss, a sigh may be just a sigh, but a touch like Kangaroo Care can change your life (or at least your nervous system!). 

(Ardiel, EL, Rankin CH. 2010.  The importance of touch in development.  Paedriatic and Child Health, 15(3), 153-156/ 

 

CONFERENCES: 

 

Meeting the Mandate:  Fast Track to Breastfeeding.    A four hour course of essentials to get every member of health staff on board with 

the Joint Commissionôs mandate that begins Jan. 1 2014 that every healthy term infants should be exclusively breast milk fed by discharge. 

This cannot happen without Kangaroo Care and the course relates the effects of KC on breastfeeding, how it all occurs, how to conduct safe 

kangaroo care at birth, how to support the first breastfeeding, and safe kangaroo care throughout postpartum for continuing breastfeeding, 

and how to manage breastfeeding problems.  Good for 4 hours of CEUs and 4 hours of Baby Friendly USA credit too. Contact the US 

Institute for Kangaroo Care at www.kangaroocareusa.org or Dr. Susan Ludington at Susan.ludington@case.edu.  This course has been 

exceptionally well received with perfect scores from those attending in 2013. 

 

June 5-6. 2017. 13th Annual Intern ational Intensive Kangaroo Care Certification Course by the U.S. Institute for Kangaroo Care at 

Fairview Hospital on Lorain Avenue in Cleveland.  Starts Saturday morning and continues through Sunday (8-6:00 on Saturday and 8:30-

3:45 on Sunday) of certification lectures, demonstrations, skills labs, question and answer periods and group work on Kangaroo Care 

science tasks and developing an implementation plan and planning solutions to implementation barriers. Approx. 19 Contact hours and 19 

CERPs and 4 hours of Baby Friendly USA credit.  For more information contact US Institute for Kangaroo Care at 

www.kangaroocareusa.org or info@kangaroocareusa.org or USIKC2010@gmail.com or register on-line at www.kangaroocareusa.org or at 

USIKC, 3850 Ellendale Road, Moreland Hills, OH 44022-1124, USA.  Participants at past courses, which have included 12 neonatologists,  

have said the course was ñòAWESOME,ò ñFABULOUS,ò ñREALLY STRETCHES YOUR MIND,ò  ñEveryone in maternity and 

neonatal care should take this course!!!ò ñThe best course I have EVER taken,ò  ñDonôt ever stop teaching this fantastic course,ò and 

ñPhenomenal ï I learned so much and want to make Kangaroo Care happen for all infants now.ò 

 

2018.  NOVEMBER 1-15.  Bogota, Colombia.  The 13th Biennial Internal Network of Kangaroo Mother Care Workshop and  Conference.  

Specific Dates and program to be forthcoming. 

2020.  The 14th Bienneial International Network of Kangaroo Mother Care Workshop and Conference may be in Turkey, Vietnam or South 

Africa. 

 

Past Meetings of Note: 

Nov. 14-17, 2016  The 20th Anniversary of the International Network of Kangaroo Mother Care (INK)  is actually the 11th Workshop and 

Congress of the International Network of Kangaroo Mother Care. The theme of the meeting is ñKangaroo Mother Care:  20 Years Later.ò 

There are two meetings: the first is a Workshop on Nov. 14,and 15 for 70-100 people can be accommodated.  Representative of health 

institutions representing different countries who will present and discuss in detail and share eperiences that will hopefully lead to improved 

implementation of KC around the world.  The second part on Nov. 16-17 is a Congress with presentations across 3-4 different themes by 

keynote speakers and other speakers and posters not selected for presentation.  There is no honorarium for any attendee; each must cover 

their own expenses entirely and REGISTRATION cost is expected to be 100 Euros for 4 days and 50 Euros for 2 days. If you want to 

participate, please contact alessandraa.knowles@burlo.trieste.it  or Adriano.cattaneo@gmail.com . The website for information and 

registration is http://www.aleitamelnto.com/eventos/conteudo.asp?cod=229   The tentative schedule as of Feb. 29, 2016 is:  

KMC 20 years later, Trieste, Italy, 14 to 17 November 2016. Objectives of the 

Worshop were to gather and discuss experiences with the implementation of the programme at different levels 

of health systems and to provide ideas for future improvements (coverage, quality) and the expected outcomes 

of the workshop were sharing Experiences on what we have learned that is now pract, Identification of key gaps 

and obstacles, and ways to fill and overcome them, Proposals for plans of action and Identification of areas that 

need research ï basic and operational.Objectives of the Conference were to: review the progress in KMC 

research and development worldwide, identifying the main determinants of success and sharing best practices 

and the expected outcomes were dissemination, through participants and KMC websites, of research and 

development results, to promote and activate scale up KMC universally. 

http://www.kangaroocareusa.org/
mailto:Susan.ludington@case.edu
http://www.kangaroocareusa.org/
mailto:info@kangaroocareusa.org
mailto:USIKC2010@gmail.com
http://www.kangaroocareusa.org/
mailto:alessandraa.knowles@burlo.trieste.it
http://www.aleitamelnto.com/eventos/conteudo.asp?cod=229
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NEO-BFHI . May 19-20, 2015, Uppsala, Sweden by the Nordic and Quebec Working Group.  More information and registration on 

meeetingôs website:  http://www-conference.slu.se/neobfhi2015/  A revised draft of the Baby Friendly Hospital Initiative program has been 

adapted for neonatal wards (NW) often called NICUs, so the draft is called BFHI-NICU, and is available on the website.  The expert group 

drafted the BFHI-NICU External Assessment Tool which was tested in Brazil in 2014 by Kerstin Nyqvist who was hired by the Bill and 

Melinda Gates Foundation to get BFHI-NICU started in Brazil.  Pilot testing was originally scheduled to be conducted, preliminarily in 

Quebec (Canada), Finland, and Sweden in 2013, but did not occur.  The final tool was completed and tested in 2014 in Brazil.  This tool will 

be available from the UNICEF web site in the same way as the original BFHI tool. On the UNICEF website, there will be a link to the BFHI-

NW(Neonatal ward) or BFHI-NICU document at another web site yet to be determined.  

  

THE KANGAROO CARE BIBLIOGRAPHY  

 

This bibliography contains original articles from all around the world, published abstracts, published articles in foreign languages, a list of 

sample pamphlets and protocols that are available and a list of researchers in the area and what they are studying.  Some of the articles 

listed are annotated.  The bibliography is available online at thewebsite of the United States Institute for Kangaroo Care 

(www.kangaroocareusa.org  go to the Resources page) of from 

  Susan M. Ludington, CNM, Ph.D., FAAN 

  Walters Professor of Pediatric Nursing, 

  FP Bolton School of Nursing, Case Western Reserve Univ. 

  10900 Euclid Ave. Room 322D  Cleveland, OH 44106-4904 

  (216) 368-5130  Email: Susan.ludington@.case.edu 

Terminology:  KC = Kangaroo Care; KMC = Kangaroo Mother Care (KC given by mother); KFC = Kangaroo Father Care (KC given by 

father); KPC or PKC = Kangaroo Parental Care (KC given by mother and father and data reported as results of parental KC); KSC = 

Kangaroo SURROGATE Care (KC given by someone other than  biological parents).  PT = preterm; FT = fullterm, KCBF = breastfeeding 

while in Kangaroo Care position, BF = breastfeeding, RCT= randomized controlled clinical trial. 

 

ORIGINAL ARTICLES  

 ________2017. Immediate and Sustained Skin-to-Skin Contact for the Healthy Term Newborn After Birth: AWHONN 

Practice Brief Number 5. Nursing for Womens Health. (2017 Dec 2016 ï Jan.) 20(6):614-616. doi: 10.1016/S1751-4851(16)30331-2. 

One PUBMED citation says there are no authors, and another lists the author as Association of Womenôs Health, Obstetric and 

Neonatal Nurses, so the full annotation is under that author. 

 

 ______(2015-June), Achieving skin to skin contact in theatre for healthy newborns. Pract Midwife. 18(6):9-10, 12.The 

evidence base is supportive of early skin to skin contact (SSC) for optimal newborn-physiological adaptation, bonding and 

breastfeeding, and national guidelines encourage SSC as soon as possible, regardless of mode of birth. With an ever-rising caesarean 

(CS) rate, implementing SSC in theatre stands to benefit an increasing number of mothers and babies. While it may be best practice, in 

reality there is a lot of variation from trust to trust, and many hospitals do not facilitate it, citing numerous reasons as to why it is not 

possible. Midwives may feel that they should focus on normal birth, but it is our role to provide holistic care and normalise birth in all 

settings. This article looks at current evidence and the role of the midwife around facilitating SSC in theatre with an example from 

practice of how change has been implemented so that mothers and babies get the best start in life. FT, Rev, cesarean KC, 

implementation.  Not on Charts 

 

 

 

 _____2014  PT, survey of 129 NICU nurses beliefs about almost continous SSC and how those beliefs and barriers should be 

considered to improve implementation. This appeared in Neonatal Network, so need to get full 

citation 

  

 ________. (2013-June).  Hospital celebrates skin to skin contact to raise awareness. Nursing of Children and Young People. 

25(5):5.  doi: 10.7748/ncyp2013.06.25.5.5.s6. Neonatal nurses at Birmingham's City Hospital have been celebrating the benefits of 

skin to skin contact with premature babies. They held a week of celebrations in the unit last month, in which they promoted the 

kangaroo care technique and breastfeeding to parents. PT, practice report 

 

 

http://www.kangaroocareusa.org/
mailto:Susan.ludington@.case.edu
https://www.ncbi.nlm.nih.gov/pubmed/27938802
https://www.ncbi.nlm.nih.gov/pubmed/26320329
http://www.ncbi.nlm.nih.gov/pubmed/23988055
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 ________. (2012).  Evaluation of the Effects of Kangaroo Mother Care on Mental and Psychomotor Development in Very Low 

Birth Weight (VLBW) infants.  International Journal of Nursing Studies.  Few longitudinal studies with VLBW infants have been reported, 

so a retrospective panel cohort study was used that included 5 cohrots of VLBW infants (n=631 cases) who were born between 2003 and 

2007 in one hospital in Taiwan. Bayley MDI and PDI at 6, 12, and 24 months   were performed on 63.23% of infants who completed the 

study (there were 96 deaths and 136 missing cases)..  KMC group had 219 infants, and 180 infants got no KMC. AT start of study KMC 

infants had lower GA, lower birthweight, and more cases of chronic lung disease, but still at all three time periods the KMC infants got 

higher MDI and PDI scores than non-KMC infants.  Birthweight was a predictor of MDI and PDI at 24 months, but no interactions were 

present.  KMC has good long term effects on mental and physical development.  Authors recommend that KMC be included in routine care 

and actively promoted for VLBW.  Retrospective qualitative study, KMC, development, mental and motor development, 

micropreemie  

 

 ________, (2008).  Community Kangaroo Mother Care Manual.  Available for free from 

http://kangaroo.javeriana.edu.co/sitio_ingles/de_nuevo_eng.html. Community KC  PT. 

 

 ________. (2007). Better births feature continuous care for moms: ñKangarooò care for kids.   Medical News, 2007.  Available 

from http:/www.newswise.com/articles/view/531475/?sc=mwhr.  Released July 12, 2007. Author may be ñnewswiseò or ñhealth behavior 

news serviceò. 30 studies with 1925 mother-infant pairs were reviewed in this updated meta-analysis of KC immediately after birth and 

within 30 miinutes of birth. Pairs who had early skin-to-skin contact were more likely to breastfeed and to breastfeed for longer than those 

who did not.  The review also showed that baqbies who had KC immediately after birth ñinteracted more with their mothers, stayed 

warmer, and cried less.ò  See following citation which is very similar.  Review of new Cochrane (Moore et al., 2007) results, BirthKC, 

VEKC, Breastfeeding, crying, interaction, fullterm  
 

 _________(2007).  Better births feature continuous care for moms, ñKangarooò care for kids. Health Behavior News Service.  

July 12, 2007.  Available from http://newswise.com/p/articles/view/531475/  This is a review of two recent publications, one being 

Hodnettôs review of 16 studies and 13,391 women showing that continuous supportive one-on-one care throughout labor and massage (i.e 

doula care) has many benefits and ñshould be the norm, rather than the exception.ò The second study reviewed is Moore et al.ôs 2007 

Cochrane review of 13 randomized controlled trials and 1,925 subjects (some were in control groups so not all were KC)..   Relates that 

Moore says time immediately after birth is a sensitive period for programming future infant behavior and maternal behavior. Some near 

term infant studies were included in Mooreôs Cochrane of 2007..  Review, full term infants, meta-analysis, BF, near term (late 

preterm) 

 

 ________(2006). Management of asymptomatic hypoglycaemia in healthy term neonates for nurses and midwives.  

Australian Nursing Journal, 13 (2) (June), pg. 13.  Evidence Based Practice report.  An increasingly litiginous society has caused the 

lower level of euglycemia to rise from that which existed in the original work by Hartmann and Jaudon in 1937 (i.e. the limits are 

within 2 standard deviations of population mean for both healthy term and preterm infants). ñHealthy term newborns that are breast-

fed on demand need not have their blood glucose routinely checked and need no supplementary foods or fluidsò is a WHO 1997 

recommendation that is still considered a grade A recommendation.  Other WHO 1997 recommendations that still have grade A best 

practice status are: ñThermal protection (the maintenance of normal body temperature) in addition to breastfeeding is necessary to 

prevent hypoglycaemiaò and ñGiven the importance of thermoregulation, skin to skin contact should be promoted and ñkangaroo careò 

encouraged in the first 24 hours after birth.ò  The standards for evidence based practice used in this article are those of the Joanna 

Briggs Institute (www.joannabriggs.edu.au) and are:  Grade A=effectiveness established to a degree that merits application; Grade 

B=effectiveness established to a degree that suggests application, Grade C=effectiveness established to a degree that warrants 

consideratioin of applying the findings, Grade D= Effectiveness established to a limited degree, Grade E= Effectiveness not 

established.   Recommendations, hypoglycemia, breastfeeding, birth KC, evidence-based guidelines, fullterm . 

   

 _________(2002). Newscap:  Kangaroo Care. American Journal of Nursing. April 2002. This is an early report of the US Survey 

by Engler in MCN.  Survey report. PT 

 

 _________(2001).  Third International Workshop on Kangaroo Mother Care:  Indonesia November, 2000.   Report and abstracts 

from the meeting. Meeting report. PT How do we access these? 

 

 ______ (1999).  Kangaroo care tops incubators. Childbirth Instructor Magazine, 9(1), 7.  Clinical Report, Warming, full term. 

Birth  KC/VEKC  
 

http://kangaroo.javeriana.edu.co/sitio_ingles/de_nuevo_eng.html
http://newswise.com/p/articles/view/531475/
http://www.joannabriggs.edu.au/
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 _______ (1997). ñKangaroo careò helps preemies.  Indian Medical Tribune, 5 (1-2),1.  This is a summary of the Bier study.  

Clinical report , Preterms 

 

 ______, 1995.  Appropriate technologies can help make motherhood safer. Safe Mother, 18, 4-8. Review of available technologies 

and KC is one that is identified as keeping the infant warm against the motherôs skin and is recommended.  Review.  Temperature, 

Fullterm  

 

 _______, 1985.  The marsupial mother. Lancet, 2(8446), 99-100. This is a commentary on the article entitled Myth of the 

Marsupial Mother by Waterston, T. in June 29, 1985 Lancet ;1(8444):1507-8. Review PT GET Both  

 

Aagaard H, Uhrenfeldt L, Spliid M, Fegran L. (2015-Oct). Parents' experiences of transition when their infants are discharged 

from the Neonatal Intensive Care Unit: a systematic review protocol. JBI Database System Rev Implement Rep.,13(10):123-32. doi: 

10.11124/jbisrir-2015-2287.  The objective of this review is to identify, appraise and synthesize the best available studies exploring 

parents' experiences of transition when their infants are discharged from the Neonatal Intensive Care Unit (NICU).The review 

questions are:  Giving birth to a premature or sick infant is a stressful event for parents. The parents' presence and participation in the 

care of the infant is fundamental to reduce this stress and to provide optimal care for both the premature or sick infant and family. A 

full term pregnancy is estimated to last between 37 and 40 weeks. Preterm infants born before 28 week (5.1%) are defined as 

extremely preterm, while those who are born between 28 to 31 weeks (10.3%) are defined as very preterm. The majority of the 

preterm (84.1%) are born between 32 to 37 week and may have significant medical problems requiring prolonged hospitalization.The 

prevalence of preterm birth is increasing worldwide. More than one in ten babies are born preterm annually. This is equal to 15 million 

preterm infants born globally and the second largest direct cause of deaths in children below five. The highest rates of preterm birth 

are in Sub-Saharan Africa and South Asia (more than 60%) and the lowest rates are in Northern Africa, Western Asia, Latin America 

and the Caribbean. The preterm birth rates in the developing countries vary widely and follow a different pattern than in high income 

countries.The preterm birth rate has increased between 1990 and 2010 with an average of 0.8% annually in almost all countries. 

Morbidity among critically ill newborn and preterm infants vary widely from no late effects to severe complications, such as visual or 

hearing impairment, chronic lung disease, growth failure in infancy and specific learning impairments, dyslexia and reduced academic 

achievement. Full term infants may also experience significant health problems requiring neonatal intensive care. The most common 

reasons for a full term infant to be admitted to a NICU after birth are temperature instability, hypoglycemia, respiratory distress, 

hyperbilirubinemia and neonatal mortality. Admission of a full term newborn infant from home within the first four weeks after birth 

is due to jaundice, dehydration, respiratory complications, feeding difficulties, urinary tract infection, diarrhea and meningitis.In the 

last two to three decades, technological advances in neonatalogy have improved the survival rates of critically ill and preterm 

infants.Two major issues have influenced the design of the NICU wards: i) the increased volume of preterm infants with extremely 

low gestational age who need neonatalogy assistance, and ii) the impact of the parents' presence in the NICU to support the infant's 

development.The health status of preterm babies can have a significant impact on the family wellbeing and function. The separation 

between the preterm infant and the parents is a threat to the attachment and bonding process. Worldwide, there has been a paradigm 

shift in the NICUs over the last decade, inviting parents to be admitted together with the infant or at least to spend most of the day 

together with their critical ill and preterm infant in the NICU. Parental involvement increases the performing of Kangaroo Mother 

Care during the admission in the NICU and increases parental preparedness for discharge to home. This change prepares the parents 

to take over tasks such as nurturing and feeding. The parents are the most important caregivers for the infant during the admission in 

the NICU and their co-admission increases the bonding and prepare the parents for the transition discharged to home.Family centered 

care (FCC) based on a partnership between families and professionals is described as essential in current research on neonatal care. 

Family centered care is facilitated by parental involvement, communication based on mutuality and respect, and unrestricted parental 

presence in the NICU. According to Mikkelsen and Frederiksen, the central attribute of FCC is partnership with the core value of 

mutuality and common goals.A NICU is a high-tech setting where highly specialized professionals care for premature or critically ill 

infants. During the infants' hospitalization, the relationship between parents and nurses evolves through an interchange of roles and 

responsibilities. However, this collaboration is challenging due to a discrepancy between parents' and nurses' expectations of their 

roles.To facilitate parents' skin-to-skin contact and involvement in their infant's care, NICUs are now redesigned to facilitate 

parents' "24-hour" p resence, also called "rooming-in".  Seporo et al. describes several benefits with "rooming-in" the NICUs. 

Staying in the same room increases infants' and parents' possibility for "skin-to-skin care". This improves the infant's sleep 

time and temperature regulation, decreased crying and need for oxygen, increases parental confidence and positive infant-

parent interaction. Parents' experience of "skin-to-skin care" and "rooming in" may help parents to be acquainted with their 

infant and thus prepare for the transition to home. However, despite these positive effects of rooming-in, some negative effects, 

e.g. less sleep and lack of privacy, have been described by parents who have stayed with their child in a pediatric unit.The 

hospitalization may challenge the normal attachment process and parents' confidence as caregivers; parents' preparation for bringing 

the infant home is thus essential. The infant's discharge from the NICU is experienced as a moment of mixed feelings. Going home is 

a happy event, but at the same time it is combined with parental anxiety. Parents' pervasive uncertainty, medical concerns and 

adjustment to the new parental and partner-adjustment role are common concerns. To make parents confident and prepared for taking 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Aagaard%20H%5BAuthor%5D&cauthor=true&cauthor_uid=26571288
https://www.ncbi.nlm.nih.gov/pubmed/?term=Uhrenfeldt%20L%5BAuthor%5D&cauthor=true&cauthor_uid=26571288
https://www.ncbi.nlm.nih.gov/pubmed/?term=Spliid%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26571288
https://www.ncbi.nlm.nih.gov/pubmed/?term=Fegran%20L%5BAuthor%5D&cauthor=true&cauthor_uid=26571288
https://www.ncbi.nlm.nih.gov/pubmed/26571288
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their infant home tailored information, guidance and hands-on experience caring for their infant before discharge is crucial.During the 

literature research we became aware of a systematic narrative review protocol by Parascandolo et al.'s concerning nurses', midwives', 

doctors' and parents' experiences of the preterm infants' discharge to home. The aim of our comprehensive review is to perform a 

metasynthesis on parents' perspectives and their experiences of transition from discharge from NICU to home. We will include 

qualitative primary studies to offer a deeper understanding of the parent perspective.. PT, Review, maternal involvement, 

separation-2015. Not on charts 11-2015 

 

Abadía-Barrero CE. (2018-Jan). Kangaroo Mother Care in Colombia: A Subaltern Health Innovation against For-profit 

Biomedicine. Med Anthropol Q. 2018 Jan 24. doi: 10.1111/maq.12430. [Epub ahead of print] This ethnographic study presents the 

origins, growth, and collapse of the first Kangaroo Mother Care (KMC) program, a well-established practice for neonatal care created 

in 1978 in Colombia. The WHO and UNICEF praised this zero-cost revolutionary technique for its promotion of skin-to-skin contact 

between premature and low-birth-weight newborns and family members. KMC facilitates early hospital discharge, brings many 

clinical and psychological benefits, and constitutes an excellent alternative to placing babies in incubators. However, these benefits 

and political potential against biomedical interventions were undermined after being relabeled as a "reverse innovation," a business 

concept that encourages corporate investments in low-income countries to develop technologies that can both solve global health 

problems and boost multinational corporations profits. In response, I propose "subaltern health innovations" as a label for KMC that 

accounts for the power dynamics in global health between health care initiatives that originate in the Global South and neoliberal 

configurations of for-profit biomedicine.  Not on charts 3-25-2018. Article on office electronicKC articles. 
 

 

 Abdel Razek, A & Az El-Dein, N. (2009).  Effect of breast-feeding on pain relief during infant immunization injections.  

International Journal of Nursing Practice, 15(2), 99-104. Doi:  10.1111/j.1440-1721X.2009.01728.x Quasi-experiimental study of FT 

infants under 1 year of age coming to Jordan clinic for immunization.  60 infants in (short duration?  Less than 5 minutes? Unspecified in 

study but says that shot was given as soon as infant had full areola in mouth and that KC occurred before,during and after the study) KC 

group (private room, seated, reclined mom, awake infants in arms, no cloth, with clean diapers, cradled during breastfeeding to maintain 

full body skin-to-skin contact during immunization.  60 infants in control group. Control was routine (mom in room and clothed infant 

seated on table not breastfeeding, not being held, just touched by mother for positional support, nurse give shot).  Pain measured by Facial 

Pain Rating Scale and Neonatal/Infant Pain Scale before, during and after injection.  HR measured before (KC=129; control = 125) and 

after (KC= 149; Control = 162) injection ï text says there was significant difference between groups but the table reports a p = 1.33 which 

is not significant, so I do not know the effect on HR between groups except to guess that HR after injection was lower in KC group than 

controls (Pg. 101, 102) and the variability in HR for KC group was half that for the control group in both before and after measurements.  

Stopwatch for crying from insertion of injection up to cessation of crying   duration of crying was  shorter in breastfed + KC group during 

and after injection (M=125.33) than control (M=148.66 seconds (10 KC infants had audible cry vs. 39 controls, so fewer KC infants cried 

than controls), also KCers spent 16.7% of time crying and controls spent 65.3% of time crying (pg. 103), free cry and end cry were also 

measured but not explained as to what they meant (pg. 102).  Crying time was shorter in KC Breastfed group (duration of crying shorter 

during and after KC (Residual effect).   No changes in HR, NIPS, or facial coding scale scores. NIPS pain scores consistently lower in KC 

than controls (no significance level computed), and more facial pain in KC group than control (p<0.05, pg. 103). KC and breastfeeding 

significantly reduce crying during immunization. On page 103 it says that crying was reduced in BF+KC group because ñthis reflects the 

penfecilarity of BF over other types of pain reduction as destruction of attention.ò  What this means is beyond me! Does also say that 

ñfunction of mother-infant interaction serves as a means of preventing and/or reducing pain and stress among infantsòpg. 103 and cites Barr 

R, Young S. 1999. A two phases model of the soothing taste response implication for temperament and emotion regulation, soothing and 

stress. Hillsdale, NJ: Erlba Um. (This is an incomplete reference).  Quasi-experimental (no randomization to groups), HR, stability, 

crying, NIPS, pain, FT, facial coding .not on Charts yet 4/30/09 

 

 Abolyan, L.V. (2006). The Breastfeeding Support and Promotion in Baby-Friendly Maternity Hospitals and Not-as-Yet Baby 

Friendly Hospitals in Russia.  Breastfeeding Medicine, 1(2), 71-78.   Randomized evaluation of 741 mothers (383 experimentals from the 4 

Baby Friendly Hospitals; 358 controls from not as yet Baby Friendly Hospitals) interviewed about infant breastfeeding rates.  Mothers in 

Baby Friendly Hospitals had positive effect of BFH on increased rate of exclusive BF, duration of BF, mothers and babyôs health, and 

maternal knowledge about BF.  BFH moms liked rooming-in, BF on demand, taking care of baby by themselves.  Initiation and one year 

BF rates higher in BFH group. Baby Friendly Hospitals in Russia have a few shortcomings:  frequent use of labor anesthesia, insufficient 

placing of newborns on the motherôs abdomen (birth KC), rooming-in insufficient, and insufficient intiating of breastfeeding immediately 

after birth, and a short length of ñskin-to-skinò contact (<30 minutes total). But, Russia is in compliance with Baby Friendly Intiative Goals 

for the country.  RCT, fullterm, Breastfeeding duration and exclusivity, birth KC  Not on Charts. 

 

 Aboudiab, T., Vue-Droy, L., Al Hawari, S., Attier, S., & Chouraki, J.P. (2007).  Is there a risk with skin-to-skin practice at babyôs 

birth? Archives de Pediatrie, 14(11), 1368-1369.    Two case studies in France of healthy, normal APGAR, full term infants, one boy and 

one girl, who were given Birth KC and then had cessation of breathing while on the motherôs chest.  The baby girl was placed in Birth KC 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Abad%C3%ADa-Barrero%20CE%5BAuthor%5D&cauthor=true&cauthor_uid=29363780
https://www.ncbi.nlm.nih.gov/pubmed/29363780
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immediately after birth and in the first few minutes experienced cyanosis, cessation of breathing and was hypotonic.  She was taken from 

the motherôs chest and given oxygen by mask and stimulation and recovered quickly and did not go to the NICU. The baby boy was also 

placed in Kangaroo Care immediately after birth and at 45 minutes post birth was seen to have palor and be hypotonic and was treated with 

stimulation and oxygen by mask, but persistence of palor and bad coloring required him being taken to the NICU where his lactate was 

elevated to 8.7 nmol/l.  He recovered rapidly and the mother was very tired.  Birth KC is a risk factor for apparent life threatening events.  

Pediatricians and obstetricians believe that observation of the newborn is very important and that this responsibility is the nursesô and is 

particularly important for mothers during the immediately postpartum period.  Nurses should not abstain from vigilant observation. Case 

studies, Birth KC, Fullterm, life threatening events,   

 

 Abouelfettoh, A., & Ludington-Hoe, S.M. (2014).  Preterm twins cardiorespiratory, thermal, and maternal breast temperature 

responses to shared kangaroo care. International Journal of Nursing and Midwifery, 8(4), 22-28.  This is a descriptive study of 5 mother-

twin triads who all got Kangaroo Care for 1.5 hours.  Baseline (5 minutes) and KC measures were taken every 30 seconds throughout.  No 

difference in HR, RR, SaO2 and infant temp between baseline in incubator and KC periods, but maternal breast temperatures wer highly, 

positively, and significantly related to infant temperatures and behaved independently of each other.  PT, Temp, HR, RR, SaO2, breast 

temp, Twins, multiples, shared KC Check if on charts 
  

 Abouelfettoh A., Ludington-Hoe, S.M., Burant, C., & Vi sscher, M.  (2011). Effect of skin-to-skin contact on preterm infant skin 

barrier function and hospital-acquired infection.  Journal of Clinical Medical Research, 3(1), 36-46. Doi: 10.4021/jocmr479w   Descriptive 

study (N=10) of infants 30-32 wks GA tested within 9 days of birth and without signs of infection who received 5 days of KC (1.5 

hours/day).  On Days 1 and 5 pretest (incubator) values of stratum corneum hydration and TEWL (transepidermal water loss) were taken 

and compared to values at beginning, middle, and end of KC session and then posttest values were taken too. Stratum corneum hydration 

and TEWL increased during KC, indicating a higher humidity environment, better skin barrier function (increased stratum corneum 

hydration), and the expected higher humidity (transepidermal water loss ï water in the skin-to-skin interface) in the enclosed interface 

occurred.  No infant had any infection while hospitalized after KC had begun and no mothers reported signs of infection within the first 

month post-discharge.  PT, pretest-test-posttest within subjects control descriptive (or quasi-experimental) study, skin hydration, 

TEWL, infection, barrier function , separation. 

 

Academy of Breastfeeding Medicine.  (2007). Protocol #2, 2007 Revision:  Guidelines for hospital discharge 

 of the breastfeeding term newborn and mother:  ñGoing home protocolò. Breastfeeding Medicine, 2(3), 158-165.  DOI:  

10.1089/bfm.2007.9990. Retrieved 6/2/2011from www.bfmed.org/ace-files/protocol/going_home.pdf.   FT, BF 

 

 Academy of Breastfeeding Medicine (2002). Peripartum breastfeeding management for the healthy mother and infant at term. 

Academy of Breastfeeding Medicine Protocols, protocol #5, 1-2. All protocols are on their website. ñThe healthy newborn can be given 

directly to the mother for skin-to-skin contact until the first feeding is accomplished. The infant may be dried and assigned APGAR scores 

and the initial physical assessment performed as the infant is placed with the mother. Such contact provides the infant optimal physiologic 

stability, warmth, and oppprtunities for the first feeding. Delaying procedures such as weighing, measuring, and administering vitamin K 

and eye prophylaxis (up to an hour) enhances early parent-infant interactionò.  Available from website: www.bfmed.org/ace-files/protocol/ 

THEN type in peripartum.pdf (2002) or cosleeping.pdf (2003) or mhpolicy_ABM.pdf (2004a) or near_term.pdf (2004b) or 

NICUGradProtocol.pdf (2004c) for the ones relevant to KC.  Fullterm FT, BF, Birth KC, guideline 

 

 Academy of Breastfeeding Medicine Protocol Committee. (2007). ABM clinical protocol #7. Model breastfeeding policy.  

Breastfeeding Medicine, 2(1), 50-55.  This is an excellent protocol article that endorses birth KC by saying ññAt birth or soon thereafter all 

newborns, if baby and mother are stable, will be placed skin-to-skin with the mother. Skin-to-skin contact involves placing the naked 

baby prone on the motherôs chest. The infant and mother can then be dried and remain together in this position with warm blankets 

covering them as appropriate.Mother-infant couples will be given the opportunity to initiate breastfeeding within 1 hour of birth. Post-

cesarean birth babies will be encouraged to breastfeed as soon as possible, potentially in the operating room or recovery area. The 

administration of Vitamin K and prophylactic antibiotics to prevent opthalmia neonatorum should be delayed for the 1st hour after 

birth to allow uninterrupted mother-infant contact and breastfeeding.ò(pg. 52). FULL TERM, BF, Birth KC, guideline s NOT ON 

charts 

 

 Academy of Breasfeeding Medicine Protocol Committee. (2010). ABM clinical protocol #7. Model hospital policy. Revision 

2010.  Breastfeeding Medicine, 5(4), 173-177.  This is an update of the 2007 Model breastfeeding policy listed above.  It is also an 

EXCELLENT article on directions to give new mother about breastfeeding while we are doing immediate Birth KC.   Protocol #7 has 

several things to say about KC: ñAt birth or soon thereafter all newborns, if baby and mother are stable, will be placed skin-to-skin with 

the mother. Skin-to-skin contact involves placing the naked baby prone on the motherôs chest. The infant and mother can then be dried 

and remain together in this position with warm blankets covering them as appropriate.Mother-infant couples will be given the 

opportunity to initiate breastfeeding within 1 hour of birth. Post-cesarean birth babies will be encouraged to breastfeed as soon as 

possible, potentially in the operating room or recovery area. The administration of Vitamin K and prophylactic antibiotics to prevent 

http://www.bfmed.org/ace-files/protocol/going_home.pdf
http://www.bfmed.org/ace-files/protocol/
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opthalmia neonatorum should be delayed for the 1st hour after birth to allow uninterrupted mother-infant contact and breastfeeding.ò 

(pg. 173).Breastfeeding motherïinfant couples will be encouraged to remain together throughout their hospital stay, including at night 

(rooming-in). Skin-to-skin contact will be encouraged as much as possible. (pg. 173-174).  ñAfter 24 hours of life,é.. skin-to-skin 

contact will be encouraged.ò (pg. 175).  Fullterm, cesarean, BF, Birth KC, Postpartum KC, guidelines (not on charts) 

 

 Academy of Breastfeeding Medicine. (2010). Clinical Protocol Number #23:  Non-pharmacologic management of procedure-

related pain in the breastfeeding infant.  Breastfeeding Medicine 5(6), 1-5. DOI:  10.1089/bfm.2010.9978.   It states on page 1:  

ñCoordinating a breastfeeding session with the timing of the procedure is best, but, if this is not possible, skin-to-skin contact can comfort 

infants undergoing a procedure such as heel lance.  Skin- to-skin contact also gives the mother a caretaking role during the procedure that is 

unobtrusive, and by Cong infant stress, it can increase maternal confidence as to her value to the infant (based on Gray, Watts & Blass). 

ñSucrose and pacifier can both be combined with the skin-to-skin component of parental contactò.  On page 2 it says ñSkin-to-skin contact 

provides effective pain reduction for premature infants.ò  PT, FT, Guidelines, Pain, Not on Charts 

 

Academy of Breastfeeding Medicine Protocol Committee, Chantry C, Howard CR, McCoy RC. (2002) & (2003). Clinical 

Protocol #5: Peripartum breastfeeding management for the healthy mother and infant at term. New Rochelle, NY:  Americann Academy of 

Breastfeeding Medicine.  Protocol #5, 1-2.  Retrieved 6/2/2003 from www.bfmed.org/ace-files/protocol/  but this URL is NOT GOOD in 

2013 because the protocol was update in 2008 and is found on www.guideline.gov under Perinatal Breastfeeding Management (NGC: 

006817 ï see publication below).  Protocol #5 on Breastfeeding recommends birth kc to promote temperature regulation, maintenance of 

euglycemia and successful BF.  Protocols of Academy of BF Medicine are available at the website listed directly above.  Says babies and 

mothers should not be separated.  Full term, BF, Birth KC, separation. NOT ON CHARTS  This 2002 protocol that was updated in 

2008 and is listed below as a 2008 publication. 

 

Academy of Breastfeeding Medicine Protocol Committee.  (2004).  Protocols #6, 7, and 20.  Peripartum breastfeeding 

management for the healthy mother and infant at term. 

 

 Academy of Breastfeeding Medicine Protocol Committee. (2008). ABM Clinical Protocol #5:  Peripartum breastfeeding 

management for the healthy mother and infant at term. Revision, June 2008. Breastfeeding Medicine, 3(2), 129-133.  This is available from 

www.guideline.gov and type in Perinatal Breastfeeding management and several guidelines will come up, but the first one is from 

Academy of Breastfeeding medicine and it is NGC:006817.  This is an update of the 2002 protocol #5.  These revised guidelines state that 

prenatal education should be given to the mother, give group discussions, and peer counseling.  Under labor and delivery it says thatò 

women will benefit from the continous presence of a close companion (doula) throughout labor and deliveryòpg. 129.  Under immediate 

postpartum it states ñ1.  The healthy newborn can be given directly to the mother for skin-to-skin contact until the first feeding is 

accomplished. The infant may be dried and assigned APGAR scores, and the initial physical assessment performed as the infant is placed 

with the mother.  Such contact provides the infant with optimal physiologic stability, warmth, and opportunities for the first feeding. 

Extensive skin-to-skin contact may increase the duration of breastfeeding.ò (pg. 129-130).  Under #2. It speaks to separation: ñWhenever 

possible, mothers and infants are to remain together during the hospital stay.  To avoid unnecessary separation, infant assessments in the 

immediate postpartum time period and thereafter are ideally performed in the motherôs roomò (pg. 130).  FT, Guidelines, BF, Birth KC, 

non-separation  Not on Charts 

 

 Acolet D, Sleath K, & Whitelaw A. (1989). Oxygenation, heart rate, and temperature in very low birthweight  infants during skin-

to-skin contact with their mothers.  Acta Paediatrica Scandinavica, 78, 189-193. KC for 10 minutes in 14 very low birth weight infants 6-

134 days old and between 1000-1200 grams (five infants had BPD; two on nasal cannula, and  9 had no lung disease). When asleep, infants 

placed prone in incubator or prone 60º incline on momôs chest. 5 minutes of stabilization and then VS every 30 seconds for 10 minutes.  

Then positions were changed (KC went to incubator; incubator went to KC) for another 10 minutes. During KC HR rose significantly 

within normal limits, BPDers had significant rise in transcutaneous pO2, no infant had apnea, bradycardia during KC, all maintained their 

temperature.  Concluded KC was safe for BPD babies. No change in RR. States they do not do KC with infants having serious 

apnea/bradycardia.  Descriptive comparative (Cross-over Study), PreTerm, VLBW (Micropreemie), BPD, Nasal cannula, HR, RR, 

SaO2, Axillary Temp, Bradycardia, apnea, Safety   

 

 Adam T, Lim SS, Mehta S, Bhutta ZA, Fogstad H, Mathai M, Zupan J, & Darmstadt GL (2005). Cost effectiveness analysis of 

strategies for maternal and neonatal health in developing countries. British Medical Journal, 31(7525), 1107-1113.  Descriptive study of the 

cost of 21 interventions (ie. Screening for pre-eclampsia, management of LBW babies by giving feeding support, additional warmth, close 

monitoring, and treatment with oxygen if necessary).  Kangaroo Care or skin-to-skin contact is not mentioned per se anywhere in the 

article, but is ASSUMED to be referred to by the ñadditional warmth for LBW infantsò because of Zupanôs and Darmstadtôs inclusion as 

authors. The researchers took trials and expert opinion papers and WHO guidelines and assigned costs to the 21 interventions. Concluded 

that preventive interventions at community level for newborn care are highly cost effective (pg. 3 of 6) followed by antenatal screening. 

Evaluative Descriptive, Fullterm, preterm Community-based interventions (may include KC for warmth). 

 

http://www.bfmed.org/ace-files/protocol/
http://www.guideline.gov/
http://www.guideline.gov/
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 Adams. S (2017-May) Pediatric Experts Find Aromatherapy Effective for Promoting Infant Healing, NAS Recovery. UK Now:  

University of Kentucky News, May 12, 2017. A summary of a study. Available from uky.edu/uk4ky. #uk4ky #seeblue 

Not a KC study. Pulling away the seal of a fresh aromatherapy patch, Dr. John Daniel took a deep inhalation as the fragrance of 

lavender and chamomile essential oils permeated his surroundings.  Daniel was ending an overnight shift in the neonatal intensive care 

unit (NICU), and one waft of lavender was enough to calm his senses and induce a state of relaxation. While popular with pediatric 

residents, fellows and nurses in the NICU, the aromatherapy patches are meant to soothe and mitigate stress in the hospitalôs smallest 

and most agitated patients ð babies suffering from drug withdrawal. Demonstrating how babies receive aromatherapy as part of their 

medical treatment, Daniel applied thumbnail-size patch to the ñpalmò of a floppy green pillow called a Zaky arm. The Zaky arms, 

which mimic the feeling and shape of a caregiverôs arm, carry both the scent of the babyôs mother and calming aromatherapy oils. He 

then placed the lavender-scented pillow alongside a baby dozing off in a NICU bed. Herbalists, chemists and massage therapists have 

long professed the therapeutic and healing properties of essential oils. Lavender oil, which produces the mood-balancing serotonin 

chemical in the brain, triggers sedative states and relaxation while chamomile oil balances out emotions. Dr. Lori Shook, a 

neonatologist in the NICU, wondered if the oils could help mitigate disease-related stress and anxiety in NICU babies. Shook was 

familiar with veterinarians' use of lavender to calm skittish animals and, as a horse owner, had seen spooked horses respond to 

lavender. Knowing many of her infant patients were inundated with drugs in the early days of their lives, she wanted to integrate more 

non-pharmaceutical therapies to treat babies experiencing stress and medical complications related to withdrawal from drug exposure 

in the womb, or neonatal abstinence syndrome (NAS). Few studies conducted through rigorous scientific testing have produced 

evidence showing an association between aromatherapy exposure and improved health outcomes. Shook and Daniel, a pediatric 

fellow, set out to examine the potential to use aromatherapy to reduce stress in agitated infants. ñThere is a lot of complementary 

alternative medicine research out there that is not subjected to rigorous scientific methodology,ò Daniel said. ñWhen we started 

this project,that was our goal.ò Shook and Daniel recently completed a pilot study reporting positive results from administering 

aromatherapy as an adjunctive treatment for babies recovering from NAS. Since launching recruitment in fall of 2015, Shook and 

Daniel have enrolled 40 infants admitted to the NICU with symptoms of NAS. Infants assigned to the experimental condition 

received an aromatherapy patch, in addition to other necessary medical interventions to facilitate recovery. The preliminary results 

show babies who received aromatherapy stayed in the NICU an average of 6.4 fewer days than babies who did not receive the 

aromatherapy treatment. The researchers found babies who received aromatherapy needed smaller doses of withdrawal 

maintenance medication than those who didnôt receive aromatherapy.  Shortening an NAS infantôs length of stay in the NICU 

helps families, but also reduces medical costs. One day of treatment in the NICU nursery costs about $5,000 for one baby. The 

study suggests that aromatherapy patches, at about two dollars apiece, can be implemented cost-effect measure for reducing drawn-out 

hospital admission for NAS treatment. ñThe cost of caring for these babies is astronomical,ò Shook said. ñBeing able to shorten their 

stay is a financial and social windfall for everybody.ò Shook considers aromatherapy another element in a comprehensive medical 

ñtoolboxò to facilitate recovery in babies experiencing stress from NAS or other medical complications at birth. Titrated doses of 

methadone and morphine are the standard pharmaceuticals for babies experiencing withdrawal. But Shook and NICU providers 

avoid medications as a first-line treatment, trying multiple interventions and natural therapies before prescribing maintenance 

medication. ñItôs easy to throw drugs at these babies. The traditional approach is a dark, quiet room and swaddling, and if that doesnôt 

work then you use morphine,ò Daniel said. ñWe would prefer to not use drugs. Once they get started, itôs a long haul 

sometimes.ò Shook has integrated multiple non-pharmaceutical therapies and practices, such as shushing, meditation, energy flow, 

music therapy, occupational therapy, skin-to-skin bonding and infant massage, to decrease stress and promote recovery in NAS 

babies at Kentucky Childrenôs Hospital. Parents and families receive instruction on how to perform stress-reducing practices to soothe 

babies at home. Shook references both scientific and anecdotal evidence from working with new mothers to support the effectiveness 

of adjunctive therapies for distressed babies. She only introduces medication after many non-pharmaceutical alternatives are ruled 

ineffective in reducing infant stress. Shook has proposed another study to explore whether aromatherapy alleviates stress and increases 

sleep hours in NICU nurses. She is also working to extend the study of aromatherapy in babies to multiple sites across Kentucky and 

rural satellite nurseries receiving NAS babies. Ideally, babies showing symptoms of untreated drug exposure will receive 

aromatherapy before the onset of withdrawal. Many babies admitted to the KCH NICU are transferred from smaller rural hospitals and 

already experiencing withdrawal.  Shook also thinks future research must identity the specific processes in the brain stimulated by 

aromatherapy, contributing to scientific evidence in favor of using aroma as a clinical therapy. Aromatherapy could be used in 

numerous pediatric settings to help calm children undergoing treatment. Shook would like to see the medical community 

embracing alternative therapies and natural remedies rather than relying only on medication to heal patients.òThere is so 

much opportunity here,ò Shook said of researching alternative therapies. ñThere is a reason these things exist in folklore, and itôs 

because they work.ò (PT, FT, RCT??, infant stress, infant anxiety, NAS, LOS, medication use, cost of NAS stay, using 

nonpharmacologic interventions is promoted. )  

 

  

 Advance for Nurses. (2009, November 24). Joint Commission introduces perinatal care core measures set.  Retrieved from 

http://nursing.advanceweb.com/Article/Joint-Commission-Introduces-Perinatal-Care-Core-Measures-Set.aspx.  This is a review of the 

perinatal care core measures set (see also Joint Commission for Accreditation of Health Care Organizations citations in this bibliography).  

This review lists the exclusively breastmlk fed by discharge for healthy term infants and says that skin-to-skin contact is the key to 

http://www.uky.edu/uk4ky
http://nursing.advanceweb.com/Article/Joint-Commission-Introduces-Perinatal-Care-Core-Measures-Set.aspx
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exclusive breastfeeding and should be the new vital sign for maternity care. Review, Guidelines, BF, Exclusive breastfeeding, birth KC, 

Vital Sign, maternal feelings (Not on charts 9/9/2011).  See also US BF Committee that put out many things to help hospitals achieve this 

new guideline.  

 

 Affonso, D.D., Bosque, E., Wahlberg, V., & Brady, J. (1993). Reconciliation and healing for mothers through skin-to-skin 

contact provided in an American tertiary level intensive care nursery. Neonatal Network, 12(3), 25-32.  Mothers interviewed two years 

after preterm birth who had KC during hospitalization had better resolution of the birth experience and were able to move on better 

than control mothers who were still asking basic questions about the hospitalization experience. KC helps closure over preterm birth. 

Mothers and fathers expressed a very special and unique sense of joy and happiness doing KC.  PT, Qualitative, maternal feelings. 

 

 Affonso, D.D., Wahlberg V, & Persson, B. (1989). Exploration of mothersô reactions to the Kangaroo method of prematurity 

care. Neonatal Network, 7, 43-51.  Motherôs have lots to say about preterm birth as it is very stressful to them, and KC helps with the 

maternal ñpsychological hemorrhageò associated with preterm birth (pg.50).  Mothers felt relaxed when doing Kc and were fascinated 

with ifnantôs movmements and competence in looking around. PT, Descript. Maternal confidence, psychological stability.  

 

 Aghdas, K., Talat, K. & Sepideh, B. (2014, Mar)).  Effect of immediate and continuous mother-infant skin-to-skin contact on 

breastfeeding self-efficacy of primiparous women:  A randomized control trial.  Women and Birth, 27(1), 37-40. pii; S127(1871-

5192(13)00401-0. DOI:10.1016/J.WOMBI.2013.09.004. Purpose was to determine effect of immediate skin-to-skin contactafter birth on 

primip momôs breastfeeding self-efficacy (at 28 days post-birth; self efficacy in KC group was 53.42 +/-8.57; in control was 49.85+/-5.50; 

p=0.0003) by randomized controlled trial with 92 (47 dyads kn KC; 45 inn routine care group) 18-35 year old Iranian women with healthy 

infants after normal spontaneous vaginal delivery in Iran.  Successful BF initiation rate was 56.6% in KC, 35.6% in controls (p=0.02) and 

mean time of first breastfeeding was 21.98 +/-9.10 minutes I KC vs. 66.55+/-20.76 minutes in control (p<0.001).  Skin to skin contact at 

birth is easy, available melthod of enhancing BF self-efficacy.  High breastfeedng self efficacy increases EXCLUSIVE breastfeeding 

duration. . Full term, BF, Exclusive/exclusivity of BF, BF self-efficacy, RCT.  Not on charts 12/24/2013.GET THIS 

 

 Agostino, R., DeLuca, T., Marino, P., Gerardi, R., Patrizi, S., & Bucci, G. (1988). La marsupioterapia come nuovo approccio per 

favorire l'attaccamento madre bambino nei neonati di peso molto basso. Risultati prelimina. Italian Journal Pediatrics, Supple. 14(5), 136-

139.  ITALIAN  Preterm LBW  

 

 Aguilar Cordero, M.J., Batran Ahmed, S.M., Padilla López, C.A., Guisado Barrilao, R., & Gómez García, C.(2012). [Breast 

feeding in premature babies: development-centered care in Palestine]. Nutr Hosp. 27(6):1940-4. doi: 10.3305/nh.2012.27.6.5995. 

[Article in Spanish]. In addition to its important role in the initiation of breastfeeding, early skin-to-skin contact benefits both mothers 

and their babies. Objective was to inform all mothers of premature babies about the importance of skin-to-skin contact and breast-

feeding in order to foment a closer bond between mother and child (development-centered care). A prospective cohort study was 

conducted in various hospitals on the West Bank in Palestine during 2008-2011 where there were an estimated average of 2,500 

childbirths per year in each hospital. All of the subjects in the sample population of n = 252 (SML question: over three years in more 

than one hospital with 2,500 births per year of which 250 at least would have been premature, they only got/studied 252 subjects? 

Why so few?) babies had a gestational age of less than 37 GWs, and had weighed less than 2,500 grams at birth. For health reasons, 

they were hospitalized in neonatal care units. In Palestine, young women tend to breastfeed their babies and have skin-to-skin contact 

with them more often than older mothers. Once the new mothers were informed of the advantages of these practices, they showed 

greater interest in learning how to care for their babies in the neonatal care units. Breastfeeding premature babies as well as having 

skin-to-skin contact with them was made possible by informing and teaching new mothers about the advantages of this type of infant 

care. This research has had widespread impact and has been very well received by the female population in the country. This is the 

first study of its kind to be carried out in Palestine.  3rd world, PT, descriptive study, just teaching KC increased KC, 

implementation, developmental care  

 Ahmed, S., Mitra, S.N., Chowdhury, A.M., Camacho, L.L., Winikoff, B. & Sloan, N.L. (2011). Community kangaroo mother 

care: implementation and potential for neonatal survival and health in very low income settings. Journal of Perinatology, 31(5), 361-7. doi: 

10.1038/jp.2010.131.  Immediate Kangaroo Mother Care (KMC), an intervention following childbirth whereby the newborn is placed 

skin-to-skin (STS) on mother's chest to promote thermal regulation, breastfeeding and maternal-newborn bonding, is being taught in 

very low-income countries to improve newborn health and survival. Existing data are reviewed to document the association between 

community-based KMC (CKMC) implementation and its potential benefits.New analyses of the sole randomized controlled study of 

CKMC in Bangladesh and others' experiences with immediate KMC are presented.  Newborns held STS less than 7 h per day in the 

first 2 days of life do not experience substantially better health or survival than babies without being held STS.Most women who were 

taught CKMC hold their newborns STS, but do so in a token manner unlikely to improve health or survival. Serious challenges exist 

to provide effective training and postpartum support to achieve adequate STS practices. These challenges must be overcome before 

scaling up.Community KC, Birth K C, mortality . Not on Charts 2/17/2011  

http://www.ncbi.nlm.nih.gov/pubmed?term=Aguilar%20Cordero%20MJ%5BAuthor%5D&cauthor=true&cauthor_uid=23588442
http://www.ncbi.nlm.nih.gov/pubmed?term=Batran%20Ahmed%20SM%5BAuthor%5D&cauthor=true&cauthor_uid=23588442
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http://www.ncbi.nlm.nih.gov/pubmed?term=Guisado%20Barrilao%20R%5BAuthor%5D&cauthor=true&cauthor_uid=23588442
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 Ahmed A.H. & Sands L.P. (2010).  Effect of pre- and post-discharge interventions on breastfeeding outcomes and weight gain 

among premature infants.  Journal of Obstetric, Gynecologic, and Neonatal Nursing (JOGNN), 39(1), 53-63. A systematic review of 310 

studies, only 8 were Randomized controlled trials of infants <37 weeks GA that measured breastfeeding and weight. Kangaroo care (based 

on Hake-Brooks & Anderson, 2008), peer counseling, in-home breast milk intake measurement and postdischarge lactation support 

improved breastfeeding outcomes among preterm infants, and that maternal satisfaction improved with post-discharge interventions. KC 

during hospitalization was associated with increased EXCLUSIVITY and DURATION of BF (pg. 58). Also tested cup feeding before 

discharge and found no differences in BF outcomes and a high non-compliance rate with cup feeding.  Late preterm infant costs are 3 times 

higher (12,247.00) than term infant costs (4069.00) (McLaurin KKet al., 2009, Persistence of morbidity and cost differences between late-

preterm and term infants during the first year of life. Pediatrics 123(2), 653-659).    Review, preterm, BF, Exclusivity, Duration, post-

discharge intervention, COST of Prematurity, cup feeding, peer counseling.  Not on Charts as of 6/19/2010  LOOK AT 

FOLLOWING CITATION  

 

 Ahmed AH & Sands LP.  (2010). Effect of pre- and postdischarge interventions on breastfeeding outcomes and weight gain 

among premature infants.  Journal of Obstetric, Gynecologic, and Neonatal Nursing, 39(1), 53-63.  310 studies were reviewed and 8 met 

inclusion criteria (<37 wks GA, RCT in English, in developed countries and had BF and weight gain outcomes).  The systematic review of 

8 RCTs revealed that KC (along with peer support, in home breast milk intake measurement, and postdischarge lactation support) improved 

breastfeeding outcomes, maternal satisfaction improved with postdischarge interventions, and no difference in weight gain found between 

pre and post discharge interventions. Used Hake-Brooks & Anderson 2008 for the KC RCT and says that national ñguidelines are now 

available and provide a protocol for implementation of KC by health professionals (pg. 58)ò PT, BF, Meta-analysis 

 

 Ahn, J.Y., Lee, J., & Shin, H.J. (2010) Kangaroo Care on premature infant growth and maternal attachment and post-partum 

depression in South Korea. Journal of Tropical Pediatrics, 56(5), 3343-344.  Experimental study of 10 sessions of 60 min KC for 3 weeks 

in a level III NICU.  KC infants had increased length, larger head circumference but not weight differences. Maternal attachment scores 

were higher in KC group.  Kc has beneficial effects on infants and mothers but mood of mothers was not significantly different between the 

groups.   RCT yes,  Experimental PT, weight, length, head circumference, postpartum depression,  maternal mood  

   

 AIIMS - New Delhi, IOG ï Chennai, KEM- Mumbai, KGMU-Lucknow, & PGI-Chandigarh. 2004. Presentation at ñWorkshops 

on KMC at Neoncon 2004.  XXIV NNF Annual Convention at Chandigarh, 28October, 2004ò Available from 

file://E:\KangarooMotherCareInitiative(KMCI)..htm.    This is a report of a KMC network in India that has the goals to disseminate 

awareness about KMC among health care providers by conducting workshop in the country and by providing knowledge and evidence for 

KMC through the website, to catalize initiation of KMC practice at selected hospitals by onsite training of personnel in outreach hospitals, 

to provide in service training opportunities about KMC for healthcare providers, and to promote research and generate evidence about 

feasibility of KMC in the community.  The network gives support for implementation of KMC and wants KMC to spread around India.  

Policy report, Preterm, 3rd world, network, implementation.  Not yet on charts 

 

Aires LC, Santos EK, Costa R, Borck M, Custódio ZA. (2015). [Baby follow-up in primary care: interface with the third 

stage of the kangaroo method].(Portugese). Rev Gaucha Enferm. 2015;36 Spec No:224-32. doi: 10.1590/1983-

1447.2015.esp.56805.To know the perceptions of health professionals in primary care on the follow-up of preterm and/or low birth 

weight babies and their families, and the interface with the third stage of Kangaroo Care.Exploratory and descriptive research with a 

qualitative approach, carried out in Basic Health Units in the municipality of Joinville, Santa Catarina, Brasil. The data were collected 

between September and October of 2014, through semi-structured interviews, with 31 health professionals. Data treatment was 

performed through content analysis technique, thematic modality.The following categories emerged: Segment organization in Primary 

Care; The enigmatic preterm and/or low weight baby and childcare in primary health care; The interfaces of the third stage of 

Kangaroo Care with Primary Care.The use of Kangaroo Care in Primary Care is still shy, caring for preterm babies is fraught with 

uncertainty and still focused on the biomedical model.  Brazil, PT, qualitative study, little KC being done, barrier is biomedical model 

of care, not family integrated nor humane.  Not on charts  I have full article for better review if I can read Portugese 

 

 

 Akcan E, Yigit R, & Atici A. (2009).  The effect of kangaroo care on pain in premature infants during invasive procedures.  

Turkish J Pediatrics 51(1): 14-18.  No doi.   Randomized controlled trial of 25 KC (30 minutes of KC before invasive procedure and then 

10 minutes after procedure) vs. 25 controls (in incubator for invasive procedure). Infants were 26-36 weeks gestational age and 0-28 days 

postnatal age when tested once. No infant received narcotic analgesic.  Behavioral (crying), physiologic (HR), and PIPP were measured. 

PIPP was significantly lower during and after the procedure in KC group  so HR was not increased during KC.  HR results???, 

crying was less???.   KC is effective in decreasing pain during and after invasive procedure in preterm infants.  PT, RCT, pain, HR, 

crying, PIPP. duration  Get this. 
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 Akseer N., Lawn J.E., Keenan, W., Konstantopoulos, A., Cooper, P., Ismail, Z., Thacker, N , Cabral, S. & Bhutta, Z.A.  (2015).  

Ending preventable newborn deaths in a generation. International j of Gyneology and Obstetrics, 131, S43-S48.  Doi: 

http://dx/doi.org/10.1016/j.ijgo.2015.03.017   The end of the Millennium Development Goal (MDG) era was marked in 2015, and while 

maternal and child mortality have been halved, MGD 4 and MDG 5 are off-track at the global level. Reductions in neonatal death rates 

(age <1 month) lag behind those for post-neonates (age 1ī59 months), and stillbirth rates (omitted from the MDGs) have been 

virtually unchanged. Hence, almost half of under-five deaths are newborns, yet about 80% of these are preventable using cost-

effective interventions. The Every Newborn Action Plan has been endorsed by the World Health Assembly and ratified by many 

stakeholders and donors to reduce neonatal deaths and stillbirths to 10 per 1000 births by 2035. The plan provides an evidence-based 

framework for scaling up of essential interventions across the continuum of care with the potential to prevent the deaths of 

approximately three million newborns, mothers, and stillbirths every year.  Essential interventions are 1) strengthen and invest in care 

during labor, birth, and the first day and week of life, 2)  Improve the quality of maternal and newborn care, 3) Reach every woman 

and newborn to reduce inequities, 4) Harness the power of patients, families, and communities, 5) Count every newborns: 

measurement, program tracking, and accountability  On page S46 under the paragraph entitled Interventions that Work, it says 

ñFocusing on smll or sick newborns could achieve the highest impact; interventions that reduce infection risk, thermal stress, and 

delayed/poor nutrition have the potential to prevent almost 600,000 newborn daeths by 2025.  Much of this impact is possible in 

facilities without intensive care, with the MOST IMPORTANT BEING CARE OF PRETERM NEONATES INCLUDING 

KANGAROO MOTHER CARE AS AN ENTRY POINT AND ADJUNCT TO MORE COMPREHENSIVE NEONATAL 

CAREé.ò AND CITES BHUTTA ET AL., 2014 (which is on this bib, too). Page S46 continues with ñThe time around labor and 

birth plus the first week is the most critical for maternal and newborn death and stillbirths, and for child disability.  Intervening at this 

time is not only crucial for redcing deaths but also for decreasing the risk of life-long morbidities.ò  Page S48 relates ñIn addition, 

there is a clear need to imrpove the quality of care for mothers and newborns in healthy systems everywhere.ò Two million stillbirths 

and newborns could be saved by care at birth and care of small and sick newborns, giving a triple return on investment at this key 

time. Commitment, investment, and intentional leadership from global and national stakeholders, including all healthcare 

professionals, can make these ambitious goals attainable. PT, review article, mortality. Supc, improve maternal-newborn health 

everywehre., morbidity /2016   Not on charts 1/18/2016 

 

 

 Albright, L. (2001).  Kangaroo Mother Care:  Restoring the Original Paradigm for Infant Care and Breastfeeding. LEAVEN, 

37(5), 106-107.   Review of Nils Bergmanôs talk about habitat and original paradigm..  Available from 

nhtml:file://G:\Research\Articles\BFDG Initiation\1-18-2007\KMC original paradigm 200é FT GET COPY FROM BARB 

 

Alenchery AJ, Thoppil J, Britto CD, de Onis JV, Fernandez L, Suman Rao PN.(2018-Feb). Barriers and enablers to skin-to-

skin contact at birth in healthy neonates - a qualitative study. BMC Pediatr. 18(1):48. doi: 10.1186/s12887-018-1033-y. Skin to 

skin contact (SSC) at birth is the standard of care for newborns without risk factors. However, implementation of SSC at birth has 

been far from optimal. A qualitative study was undertaken to determine the barriers, enablers and potential solutions to 

implementation of SSC at birth in healthy newborn infants in a level III neonatal-care facility in Bangalore, India. Consultants and 

residents/postgraduates (PG) from the departments of Obstetrics (n = 19) and Pediatrics (n = 14) and nurses (n = 8) in the labor room 

(LR) participated in the study. In depth interviews (IDI) and focus group discussions (FGD) were carried out with an interview guide 

and a moderators' guide containing inbuilt probes. Subjects of FGD were homogenous. All IDI and FGD were audio-taped, 

transcribed and analyzed using N VIVO version 9 (using free and tree nodes). Two authors separately coded the transcripts. Major and 

minor themes were identified. Rigor was ensured by triangulation and theoretical saturation. Informed consent and ethical approval 

was obtained. All subjects were aware of SSC at birth, some of its benefits and had practiced SSC. The major barriers  identified 

were lack of personnel (nurses), time constraint, difficulty in deciding on eligibility for SSC, safety concerns, interference with 

clinical routines, and interdepartmental issues. Recall of an adverse event during SSC was also a major barrier (SUPC???) 

Furthermore, we found that most participants considered 1 h as impractical; and promoted 5-15 min SSC. Minor themes were 

gender bias of the newborn and cultural practices. The participants offered solutions such as assigning a helper exclusively for SSC, 

allowing a family member into the LR, continuing SSC after initial routines, antenatal counselling, constant reminders in the 

form of periodic sessions with audiovisual aids or posters in the obstetrics ward, training of new nurses and PG, and inclusion 

of SSC in medical and nursing curriculum. The major barriers to SSC at birth are lack of personnel, time constraint and safety 

concerns. Training, designated health personnel for SSC and teamwork are the key interventions likely to improve SSC at birth. Full 

term FT, BirthKC,  little KC being done,  3rd world, descriptive evaluative study, SUPC, barriers, enablers, implementation, 

need pictures and posters, duration of 1 hour is too long, Standard of care for newborns, routine,   Not on charts 3-25-2018. 

 

  

 Ali Z & Lowry M. (1981).  Early maternal-child contact:  Effects on later behaviour. Developmental Medicine and Child 

Neurology 23, 337-345.  50 fullterm healthy newborns given 45 minutes of  skin-to-skin contact immediately after  birth in Jamaica.  These 

infants were compared to matched controls at 6 and 12 weeks age.More early contact moms Breastfed exclusively than non-contact moms, 

early contact infants were less likely to be crying or restless during 6 and 12 week interviews. At 12 weeks, early contact moms were more 
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likely to rise and follow their babies when babies were taken from them, gazed more frequently at their infants, and were more likely to 

vocalize to the infants during interview.  Early contact promotes a closer relationship between mom and infants.   RCT, Fullterm ,BF, 

Exclusive BF, Maternal Behavior, birth KC, 3 rd world., crying, restless, Interaction 

 

 Alisjahbana, A., Usman, A., Irawaty, S., & Triyati, A. (1998). Prevention of hypothermia of low birth infants using the kangaroo 

method.  Paediatrica Indonesiana, 38, 205-214. 

 

Almutairi, W. & Ludington-Hoe, S.M. (2016-Nov). Kangaroo Care Education Effects on Nurses' Knowledge and Skills 

Confidence. Journal of Continuing Education in Nursing. 47(11):518-524. Doi: 10.3928/00220124-20161017-11.   Less than 20% of 

the 996 NICUs in the United States routinely practice kangaroo care, due in part to the inadequate knowledge and skills confidence of 

nurses. Continuing education improves knowledge and skills acquisition, but the effects of a kangaroo care certification course on 

nurses' knowledge and skills confidence are unknown. A pretest-posttest quasi-experiment was conducted. The Kangaroo Care 

Knowledge and Skills Confidence Tool was administered to 68 RNs at a 2.5-day course about kangaroo care evidence and skills. 

Measures of central tendency, dispersion, and paired t tests were conducted on 57 questionnaires. The nurses' characteristics were 

varied. The mean posttest Knowledge score (M = 88.54, SD = 6.13) was significantly higher than the pretest score (M = 78.7, SD = 

8.30; t [54] = -9.1, p = .000), as was the posttest Skills Confidence score (pretest M = 32.06, SD = 3.49; posttest M = 26.80, SD = 

5.22; t [53] = -8.459, p = .000). The nurses' knowledge and skills confidence of kangaroo care improved following a certification 

continuing education course, suggesting a need for continuing education in this area. Quasi-Experiment, Nurses knowledge, skills, 

implementation, certification course.  Not on charts 11/3/2016 exept for certification chart. 

 

Als, H.B. & McAnulty, G. (2011).  The Newborn Individualized Developmental Care and Assessment Program (NIDCAP) with 

Kangaroo Mother Care (KMC):  Comprehensive care fopreterm infants.  Current Womenôs Health Reviews, 7(3), 288-301 doi:  

10.2174/157340411796355216.  NICU has costly repercussions. Everyone caring for these infants needs to know about preterm infant 

personhood as well as the neuro-essential importance of the parents, otherwise even the best care jeopardizes infantsô long term potential 

and deprives parents of their critical role.  This is time of rapid brain growth, conventional NICU contributes to long term physical and 

mental health problems and developmental disabilities.  NIDCAP aims to prevent iatrogenic sequelae of intensive care and to maintain the 

intimate connection between infant and mother, one EXPRESSION of which is KMC. NIDCAP embeds the infant in the natural parent 

niche, avoids over stimulation, stress, pain, isolation and supports self-regulation, competence, and goal orientation. NIDCAP improves 

brain development, functional competence, health and life quality.  It is cost effective, humane, and ethical, and promises to become the 

standard for all NICU care.   (To Susie, this sounds like an advertisement for NIDCAP and puts KMC as only one feature of NIDCAP, and 

it is a separate, independent intervention that should be joined with NIDCAP, not considered one piece of NIDCAP which has been  

previously identified as having 27 components to its  program (Als, 1986). Not until 1992 did Als acknowledge t hat KMC could be 

different than skin-to-skin contact as she said at the International Conference of Infant Studies in Miami Beach  in 1992, ñhaving the baby 

at breast is skin-to-skin contact.ò And then Susie got up and told her that skin-to-skin contact, and using those words, indicated chest-to-

chest skin-to-skin positioning of the infant, not breastfeeding.  And in fact, Als has failed to identify any parameters of frequency, duration, 

intensity of KMC as part of NIDCAP in any of her publications about NIDCAP and its results. )  PT, Review, developmental care, NICU 

environment.  Not on Charts 10/2/2011. 

 

 Altimier L. (2001).  Preface:  Alternative therapies.  Newborn and Infant Nursing Reviews 1(4), 204.  This is an editorial 

introduction to the move from ñminimal handlingò to providing developmentally supportive care.  She presents the Eichel article on KC 

with ventilated infants and an article by Jones and Kassity in the same issue.  The editor comments that KC benefits are improved 

oxygenation, stable heart rate and respirations, thermal synchrony, longer periods of sleep, and faster weight gain. Review, PT, comment, 

vent kc, wgt, HR, RR, stability, oxygenstaion, sleep, temp.Not on Charts Yet 

 

 Altimier, L.B. (2015-Sept). Neuroprotective Core Measure 1:  The Healing NICU Environment. Newborn & Infant Nursing 

Reviews, 15(3), 91-96. PT, NICU environment, stress,  Not on Charts 9/6/206, New to biblio study. 

 

Aluvaala J, Nyamai R, Were F, Wasunna A, Kosgei R, Karumbi J, Gathara D,  English M, & On behalf of the SIRCLE/Ministry 

of Health Hospital Survey Group. (2014, August). Assessment of neonatal care in clinical training facilities in Kenya. Arch Dis Child. vol. 

??, pages 1-6.  pii: archdischild-2014-306423. doi: 10.1136/archdischild-2014-306423. [Epub ahead of print] An audit of neonatal care 

services provided by clinical training centres was undertaken to identify areas requiring improvement as part of wider efforts to improve 

newborn survival in Kenya.Cross-sectional study using indicators based on prior work in Kenya. Statistical analyses were descriptive with 

adjustment for clustering of data.Neonatal units of 22 public hospitals and Neonates aged <7 days had their records studied.Quality of care 

was assessed in terms of availability of basic resources (principally equipment and drugs) and audit of case records for documentation of 

patient assessment and treatment at admission.All hospitals had oxygen, 19/22 had resuscitation and phototherapy equipment, but some key 

resources were missing-for example kangaroo care was available in 14/22. Out of 1249 records, 56.9% (95% CI 36.2% to 77.6%) had a 

standard neonatal admission form. A median score of 0 out of 3 for symptoms of severe illness (IQR 0-3) and a median score of 6 out of 8 

for signs of severe illness (IQR 4-7) were documented. Maternal HIV status was documented in 674/1249 (54%, 95% CI 41.9% to 66.1%) 
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cases. Drug doses exceeded recommendations by >20% in prescriptions for penicillin (11.6%, 95% CI 3.4% to 32.8%) and gentamicin 

(18.5%, 95% CI 13.4% to 25%), respectively.  Specifically related to KC on Page 2 of the online issue, in ñTable 1. Availability of 

Essential Newborn Care Resources (n=22 hospitals). Kangaroo Mother Care (in any form)én=14/22; %=64%; 5/14 units had designated 

space for providing Kangaroo Careò (pg. 2), and on page 5 it reads ñKey resources were missing in some hospitals, for instance, alchohol 

hand rub, bag valve mask sets, and Kangaroo Mother Care (KMC).  Although KMC is recommended for stable babies in national 

guidelines as it may reduce mortality and risk of sepsis and hypothermia (cites Conde-Agudelo et al., 2011), its implementation requires 

significant resources, including staff time.  These resources are often not aavailable likely explaining the challenges hospitals face in 

translating this policy into practice.ò Basic resources are generally available, but there are deficiencies in key areas. Poor documentation 

limits the use of routine data for quality improvement. Significant opportunities exist for improvement in service delivery and adherence to 

guidelines in hospitals providing professional training. PT, FT, Descriptive retrospective evaluative study, Mortality, 3 rd World, 

Essential care of newborn, guidelines, hypothermia, sepsis/infection, barriers, staff issues 

 

Alvarez, Manny. (2016- Oct. 5).  Fox News story about Utah Valley Hospital charging a Utah father, Mrl Rya Grasskey of 

Spanish Fork, Utah,  $39.35 for skin-to-skin contact with his newborn. When he questioned this on his bill, complaining after spending 

$3,000 + for cesarean section, he was told that it was for observation of the newborn, a nursing charge.  SML thinks this is a cheap price to 

pay to prevent SUPC.  FT, Birth KC, cesarean KC, case report, SUPC, costs  of KC  Available from FoxNews.com 

 

Amaliya S, Rustina Y, Agustini N. (2017). Comparison of Various Kangaroo Mother Care Carriers on Maternal Comfort: A 

Pilot Study. Compr Child Adolesc Nurs.40(sup1):52-61. doi: 10.1080/24694193.2017.1386971. Kangaroo mother care (KMC) is an 

evidence-based approach that has been scientifically proven to have a positive effect on mothers and infants. One of the barriers to 

performing KMC at home is the absence of a special KMC carrier. The most widely used KMC carriers in Indonesia 

are kangaroo pouch, thari, wrap and traditional wraps in the form of a long strip of fabric. This study's aim was to compare the 

level of maternal comfort when performing KMC with three different KMC carriers. The study used crossover design involving 20 

mothers with low birth weight (LBW) infants as responders, selected through a consecutive sampling method. Data were collected 

using a maternal comfort questionnaire, maternal anxiety questionnaire, and KMC observation  sheet. The results of repeated 

analysis of variance (ANOVA) showed that there was no significant difference in maternal comfort when performing KMC with 

any of three KMC carriers (maternal comfort p = .366, Ŭ = .05). Therefore, KMC can be implemented using any of the types of 

carriers including kangaroo pouch, thari wrap, and traditional wrap. PT, descriptive comparative study, wraps/holding devices, 

maternal feelings, comfort, observation study.  GET THIS  

 

 American Academy of Family Physicians Maternity Care Committee.  (2001, 2007). Appendix 1:  Recommendations for 

Breastfeeding Promotion and Management  In. Breastfeeding (Position Paper). Leawood, KS: American Acad of Family Physicians 

(2007).  Accessed at http://www.aafp.org/online/en/home/p olicy/policies/b/breastfeedingpositionpaper.html on 9 January 

2008   Published on the AAFP website under Patient Care ï Recommendations.    Available from url www.aafp.org  (accessed June 5, 2009, 

but no longer available on 8/7/2013). This is a policy statement from the Academy.   Recommendation 2b says ñIf mother and baby are 

stable, facilitate immediate postpartum breastfeeding. Minimize separation of mother and infant and wait until after the first breastfeeding 

to perform  routine newborn procedures such as weighing, opthalmic  prophylaxis, vit K injection,etc.ò (pg. 15).  Recommendation 2C says 

ñProvide warming for the stable newborn via skin-to-skin contact with the mother, covering both mother and baby if necessary.;ò (pg. 15). 

In 2013 the Patient Care policy page on their website only says ñBreastfeeding, Structured Education and Counseling. The AAFP 

recommends interventions during pregnancy and after birth to promote and support breastfeeding. (2008). (Grade: B recommendation).ò 

This recommendation is accessible at  http://www.aafp.org/patient-care/clinical-recommendations/all/breastfeeding.html  and is referring to 

the recommendations posted by the US Preventive Services Task Force document entitled  Primary Care Interventions to Promote 

Breastfeeding Recommendation Statement accessed 8/7/2013 at 

http://www.uspreventiveservicestaskforce.org/uspstf08/breastfeeding/brfeedrs.htm 

 
Bader L.  (2014- sept-Oct). Brain-oriented care in the NICU: a case study. Neonatal Netw. 33(5):263-7. doi: 10.1891/0730-

0832.33.5.263.With the advances of technology and treatment in the field of neonatal care, researchers can now study how the brains 

of preterm infants are different from full-term infants. The differences are significant, and the outcomes are poor overall for premature 

infants as a whole. Caregivers at the bedside must know that every interaction with the preterm infant affects brain development-

it is critical to the developmental outcome of the infant. The idea of neuroprotection is not new to the medical field but is a fairly new 

idea to the NICU. Neuroprotection encompasses all interventions that promote normal development of the brain. There are ten 

neuroprotective interventions: pain relief, kangaroo care, reading avoidance cues, positive touch (such as massage, massaging the 

face, and deep pressure and massage techniques), parental involvement, titration of interactions according to the developmental 

capacity of the sensory systems, infant-driven feeds, and social conversation with the infant. The concept of brain-oriented care is a 

necessary extension of developmental care in the NICU. By following the journey of 26-week preterm twin infants through a case 

study, one can better understand the necessity of brain-oriented care at the bedside. (see also Tyebkhanôs 2015 response to this article). 

PT, neuroprotective care, development, brain, neuroprotective interventions, parent involvement.  Not on chart 8/29?2015 
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FT,PT,BF, separation, warming, temp.   NOT On Charts 8/7/2013. .  

 

American Academy of Pediatrics. (2013). Expansion of recommendations for a safe infant sleeping environment.  Available from 

pediatrics.aappublications.org/content/1615/1245.fall   SEE the following article too 

 

American Academy of Pediatrics (2013).  The changing concept of Sudden Infant Death Syndrome: Diagnostic coding shifts, 

controversies regarding the sleep environment, and new variables to consider in reducing risk. Pediatrics, 123(1), 1248-1257.  On page 

1251 it says ñMothers will copy at home behaviors seen in the hospital.ò And In general, the new guidelines are :  NO SIDE SLEEPING, 

NO SOFT BEDDING, soft objective in crib, NO sleeping with parent on parental bed.  DO SLEEP IN SAME ROOM with infantôs bed 

proximal to parents,  nor use Pacifiers, but if breastfeeding, wait until one month of age to introduce these (donôt worry about dental 

problems, they go away when child is five years).  The most likely REASON FOR SIDS and Apparent Life Threatening Events in the first 

month of life is ñcertain infants, for reasons yet to be determined, may have a maldevelopment or delay in maturation of the brainstem 

neural network that is responsible for arousal and affects physiologic responses to life challenges during sleep. It has been found that 

thebrain stem has a deficit in serotonin receptors in a network of neurons throughout the ventral medulla.  The ventral medulla is 

responsible for arousal, chemosensitivity, respiratory drive, thermoregulation, and blood pressure (pg. 125l).  On page 1252, under 

Recommendations, it says to keep head to one side for one week and then turn to theother side to reduce plagiocephaly. And it goes on to 

talk a bout ways to reduce plagiocephaly.  It also says on page 1252 that sleep sacks can be recommended (left column) but then on right 

coloumn it says to ñavoid commercial productes claiming to reduce SIDS because none has been s ufficientily tested to make this claim.ò 

Says in NICU nurses should adopt supine sleep ASAP.  PT, FT, ALTE, Sudden Unexpected Postnatal collapse, pacifiers, model 

behaviors in hospital. 

 

American Academy of Pediatrics 2013 statement on Back to Sleep in NICU is under Gelfer, P et al., 2013 

 

 American Academy of Pediatrics & American Heart Association (2000).  Neonatal Resuscitation Textbook- 4th Edition, 

Washington, D.C.:  American Heart Association.  The change in this edition  was  ñFor all healthy babies, keep the baby with his mother 

and provide all initial evaluations and steps with the baby on the motherôs chest.  This recommendation is for all healthy babies.ò (Pg. 1.11) 

Fullterm, PT, guideline, Birth KC  

  

 American Academy of Pediatrics & American Heart Association, (2006). Neonatal Resuscitation Textbook- 5th Edition, (pp. 1-18) 

Washington, DC: American Heart Association. Lesson #1, page 18 states:  ñNearly 90% of newborns are vigorous term babies with no risk 

factors and with clear amniotic fluid. They do not need to be separated from their mothers after birth to receive the equivalent of the initial 

steps of resuscitation. Thermoregulation can be provided by putting the baby directly on the motherôs chest, drying, and covering with dry 

linen. Warmth is maintained by direct skin-to-skin contact with the mother.  Clearing of the upper airway can be provided as necessary by 

wiping the babyôs mouth and nose.ò:  Fullterm, Guideline, Birth KC .    

 

 American Academy of Pediatrics and American Heart Association (2011).  Neonatal Resuscitation Textbook, 6th Edition, 

Washington, D.C.:  American Heart Association.  Page 258 it says ñConsider using the mother as a heat source. Place the infant skin-to-

skin with the mother, and cover both of them with one blanket.ò There are new changes and they have been written up by Kattwinkel et al. 

2010 and Zaichkin et al., 2011, and Perlman et al.  2010 (So see their explanation of how people should interpret what has been written in 

the 2011 NRP guidelines.  Essentially saying that KC should be practiced immediately after birth if infant is not needing resuscitation, no 

matter whether preterm or full term .  PT, FT, Guidelines, Birth KC, See also Zaichin article and Kattwinkel article in Circulation on 

this bib.   

 

 American Academy of Pediatrics and American Heart Association (2016).  Neonatal Resuscitation Textbook, 7th Edition, 

Washington, D.C.:  American Heart Association.   This edition maintains the guidance in the 2011 edition and notes that the biggest 

changes are in the process of being NRP certified with examination preceding the demonstration of skills and use of various simulation 

models to determine accuracy of NRP skills.  

 

 American Academy of Pediatrics and American Pain Society. (2001). The assessment and management of acute pain in infants, 

children, and adolescents. Pediatrics 108(3), 793-797. ñInclusion of the family in pain management is encouraged. Involve family and 

tailor interventions to the individual childò (pg. 796). Does not mention KC in this article, but it does say that pediatricians should 

expand their knowledge and use multi-modal approach to pain management and incorporate families. PT, FT, Pain, Family inclusion 

NOT ON CHARTS 2/2001 

 

 American Academy of Pediatrics & Canadian Paediatric Society. (2006). Prevention and management of pain in the neonate:  An 

update.  Pediatrics, 118(5), 2231- 2241. On pg 2232 it says ñéeach neonatal unit should provide effective nonpharmacologic and/or 

pharmacologic pain relief for all procedures.ò  On page 2234 it states: ñA variety of nonpharmacologic pain-prevention and relief 

techniques have been shown to effectively reduce pain from minor procedures in neonates..  These include use of oral sucrose/glucose, 
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breastfeeding, nonnutritive sucking, ñkangaroo careò (skin-to-skin contact), facilitated tuck (holding arms and legs in a flexed position), 

swaddling, and developmental care, which includes limiting environmental stimuli, lateral positioning, use of supportive bedding, and 

attention to behavioral cues.ò  Page 2236 relatesò Reducing Pain from Bedside Care Procedures. 2.  Use of a combination of oral 

sucrose/glucose and other nonpharmacologic pain-reduction methods (nonnutritive sucking, kangaroo care, facilitated tuck, swaddling, 

developmental care) should be used for minor routine procedures.  FT, PT, pain 

 

 American Academy of Pediatrics, Section on Breastfeeding, (2005).  Breastfeeding and the use of human milk.  Breastfeeding in 

full  term healthy newborns. Pediatrics, 115 (2), 496-506.   On page 498, as #3 of 15 recommendations, it is stated that ñ3. Healthy infants 

should be placed and remain in direct skin-to-skin contact with their mothers immediately after delivery until the first feeding is 

accomplished.  The alert, healthy newborn infant is capable of latching on to a breast without specific assistances within the first hour after 

birth.  Dry the infant, assign APGAR scores, and perform the initial physical assessment while the infant is with the mother (pg. 498).  The 

mother is an optimal heat source for the infant.  Delay weighing, measuring, bathing, needle-sticks, and eye prophylaxis until after the first 

feeding is completed. Except under unusual circumstances, the newborn infant should remain with the mother throughout the recovery 

period (pg. 499).ò  On page 500 there are ñAdditional Recommendations for High-Risk Infants:  Hospitals and physicians should 

recommend human milk for premature and other high-risk infants either by direct breastfeeding and/or using the motherôs own expressed 

milk.  Maternal support and education on BF and milk expression should be provided from the earliest possible time.  Mother-infant skin-

to-skin contact and direct breastfeeding should be encouraged as early as feasible.ò (pg. 500).Guidelines, FT and PT,  BF, birth KC, 

spontaneous search for nipple and latch.  Not on charts yet. 

 

American Academy of Pediatrics Section on Breastfeeding. (2009). Sample hospital breastfeeding policy for newborns.  Retrieved 

7/5/2010 from www.aap.org/breastfeeding/curriculum/document/pdf/Hospital%20Breastfeeding%20Policy_FINAL.pdf  NOT ON 

CHARTS YET or available from http://www.aapnj.org/uploadfiles/documents/f48.pdf 

 

 American Academy of Pediatrics Section on Breastfeeding (2012).   Breastfeeding and the use of  human milk. Pediatrics, 129(3), 

e 827-e841  Doi:10.1542/peds.2011-3552    ñBreastfeeding and human milk are the normative standards for infant feeding and nutrition.   

Infant nutrition should be considered a public health issue and not only a lifestyle choice.  The Academy reaffirms its recommendation of 

exclusive BF for about 6 months, followed by continued BF as complementary foods are introduced, with continuation of BF for 1 year or 

longer as mutually desired by mother and infant.  Infant growth should be monitored with the WHO Growth Curve Standards (BMI) to 

avoid mislabeling as underweight or failure to thrive. HOSPITAL ROUTINES TO ENCOURAGE AND SUPPORT THE INITIATION 

AND SUSTAINING OF EXCLUSIVE BREASTFEEDING SHOULD BE BASED ON THE AAP-ENDORSED WHO/UNICEF ñTEN 

STEPS TO SUCCESSFUL BREASTFEEDINGò.(p. e727)  National strategies supported  by US Surgeon General Call to Action, Centers 

for Disease Control and Prevention, and The Joint Commission is involved to facilitate BF practices in US hospitals and communities.  

ñPediatricianséshould be knowledgeable about the techniques for managing and supporting the breastfeeding dyad.ò  The 2010 and 2020 

(respectively) Healthy People targets for breastfeeding are:Ever breastfed: 75% and 81.9%;  BF at 6 mos= 50% and 60.5%; BF at 1 

yr=25%, 34.1%; exclusive breasrfeeding to 3 months=40%,44.3%;exclusive BF to 6 months= 17% ad 23.7%; formula use in first 2 days of 

life= no more than 15.6% by 2020 (pg. e828). Latest BF data from National Immunization Study show that WIC clients have low initiation 

(67.5%) , Black=58.1%, Hispanics 80.6%, no-WIC clients=84.6%, low income non--Hispanic Black moms=37%; non-Hispanic Black 

moms <20 yrs=30% (the lowest).  Over past decade, only a modest increase in rate of ñany breastfeedingòat 3 and 6 months (pg. e828).  

Breastfeeding is associated with a 36% reduced risk of SIDS.(e829) and positive effect of BF on SIDS is independent of sleep position. All 

preterm infants should receive human milk and motherôs milk can be stored at refrigerator temperature (4ÁC) for 96 hours (pg. e831). 

CONTRAINDICATIONS TO BREASTFEEDING ARE: infant galactosemia, phenylketonuria, maternal positive serum for human T-cell 

lymphotrophic virus type 1or 11, untreated brucellosis, active untreated TB, active herpes simplex lesions on breast (but expressed milk is 

okay in this case), mothers with varicella (separate from infant if she has had it from 5 days before to 2 days after delivery (expressed milk 

can be used), mothers acutely infected with H1N1 influenza who are febrile should be separated from infant until afebrile(can provide 

expressed milk)(pg. e832).Moms who take street drugs (PCP, cocaine, cannabis) should not breastfeed. If drinking alcohol, mom should 

have no more than 2 oz liquor, 8 oz wine, or 2 beers and wait 2 or more hours to breastfeed to minimize alcohol concentration in milk. On 

page e834 there is a section called HOSPITAL ROUTINES and it says, ñIn particular, emphasis is placed on the need to revise or 

discontinue disruptive hospital policies that interfere with early skin-to-skin contact, that provide water, glucose water, or commercial 

infant formula without a medical indications, that restrict the amount of time the infant can be with the mother, éò(e834).  ONLY 27% of 

hospitals support breastfeeding mothers after hospital discharge; only 3.5% of hospitals practice 9-10 steps, 37% practice more than 5 of the 

ten steps.. ñ BREASTFEEDING SHOULD BEGIN within the first hour after birth(even for cesarean deliveries) and the infants must be 

continually accessible to the mother by rooming-in arrangements that facilitate around the clock, on-demand feeding for the healthy infant. 

Formal staff  training should not only focus on updating knowledge and techniques for breastfeeding support but also shold acknowledge 

the need to change attitude and eradicate unsubstantiated beliefs about the supposed equivalency of breastfeeding and commercial formula.  

Emphasis should be placed on the numerous benefits of exclusive breastfeeding.  Thus Joint Commission has adopted the rate of exclusive 

breastfeeding as a Perinatal Care Core Measure (The Joint Commission: Specifications Manual for Joint Commission National Quality 

Core Measures. 2009. Available at http://manualjointcommission.org/releases/TJC2011A/  The recommendation in Table 5 on page e835  

states under recommendation 2) ñDirect skin to skin contact with mothers  immediately after delivery UNTIL THE FIRST FEEDING IS 

http://www.aapnj.org/uploadfiles/documents/f48.pdf
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ACCOMPLISHED and encouraged throughout the postpartum period. Delay in routine procedures (weighing, measuring, bathing, blood 

tests, vaccines, and eye prophylaxis ) until  after the first feeding is completed.ò (pg. e835) (Table 5, p.e835.).      and that exclusive 

breastfeeding should be for 6 months (used to be just three months).  FT, Guidelines, BF, Postpartum KC, WHO Charts, newborn 

procedures, exclusive BF til 6 months)   Only 3.5% of hospitals do 9-10 steps (which would include step 4 for  birth KC).. 

    

American College of Nurse Midwives. (2013-May/June). Promoting skin-to-skin contact. J. of Midiwfery and Womenôs Health. 

58(3). 359-360. Doi:  10.1111//jmwh.12034 This is a two page position paper posed in question format to help nurse midwives explain KC 

to their patients.  The questions are:  What is SSC? (placement on your chest instead of being wrapped in blanket), How do I have SSC with 

my baby? (baby is placed directly on your chest and you heat him up), Why is SSC important? (you keep your babyôs temp normal, it is 

comforting, he knows your scent and touch, hour voice and rhythm of breathing are soothing, It is good for you and baby). When should 

SSC start?(right after baby is born and good later on by you and your partner which allows bonding). What are some benefits of SSC? (List, 

temp control, cardiorespiratory stability, shortened placenta delivery time, helps breastfeeding by helping baby smell and find nipple and 

you produce more milk, lowers stress hormones, builds confidence in parenting and ability to take care of baby, less crying, more sleeping, 

longer quiet/awake periods, less likely to need NICU care, helps a sick baby heal), What are risks of SSC? (No risks in healtlhy moms and 

babies), When might baby need to be taken to incubator?  (if he needs help breathing and keeping normal heartbeat in first minutes after 

birth), When can I expect my baby to be taken to incubator?(in some hospitals nurse takes baby to incubator in first hour after birth for 

exam, shots and eye ointment, but exam can be done in SSC and eye drops and vit K can be put off for a couple hours. If you want SSC, 

ask what the hospitalôs usual practice is before you go into loab. Notify staff ahead of time you do not want to be separated from your baby 

in first hour after birth), and  How do I let my nurse and provider know I want SSC?(discuss your birth plan before labor, when you glet to 

hospital).   FT, policy/guidelines/recommendation, separation, HR, RR, stabilization, temperature regulation, placenta delivery, BF, 

healing, stress, milk production, search nipple, relaxation, sleep, crying, quiet alert.  Not on Charts 1/2/2016 

 

American College of Obstetricians and Gynecologists Breastfeeding Expert Work Group, (2018).  Committee Opinion: 

Optimizing support for breastfeeding as part of obstetric practice. Obstetr Gynecol, vol?? Issue?  Pages????.  In this opinion paper, the 

Committee has cited the USIKCôs Safe Positioning Checklist in Table ?? ñCompnents of the Safe Positioning for the Newborn While Skin-

to-Skinò and the components that they modified and have included from the original list (in Ludington-Hoe & Morgan, 2914) are: 1) 

ñInfantôs face can be seen 2) Infantôs head is in ñsniffingò position, 3) Infantôs nose and mouth are not covered, 4) Infantôs head is turned to 

one side, 5) Infantôs neck is straight, not bent, 6) Infantôs shoulders and chest face the mother, 7) infantôs legs are flexed, 8) Infantôs back is 

covered with blankets, 9) Mother-infant dyad is monitored continuously by staff in the delivery environment and regularly on the 

postpartum unit, and 10) When mother wants to sleep, infant is placed in basinet or with another support person who is awake and 

alert.ò(pg.????.  ACOG SAFE POSITIONING STATEMENT 

  

American College of Obstetricians and Gynecologists [ACOG] Committee on Health Care for Underserved Women and 

Committee on Obstetric Practice. (2007). Special report from ACOG. Breastfeeding: Maternal and infant aspects.  ACOG Clinical Review 

12(Suppl. 1), 1S-16S. retrieved May 31, 2007 from http://www.breastfeedingaskforla.org/ACOG%20statement%20on%20BF.pdf.   

Recommends KC from birth for better BF outcomes ñDelivery.  The immediate postpartum period should allow the woman and her 

newborn to experience optimal bonding with immediate physical contact, preferably skin-to-skin.  The initial feeding should occur as soon 

after birth as possible, preferably in the first hour when the baby is awake, alert, and ready to suck. Newborn eye prophylaxis, weighing, 

measuring, and othere such examinations can be done after the feeding.ò (pg. 279.)  Full term, Guideline, Birth KC  

      OR the same recommendation is in: 

 American College of Obstetricians and Gynecologists [ACOG] Committee on Health Care for  

Underserved Women and Committee on Obstetric Practice. (2006).  ACOG Educational Bulletin #258, July 2000. 

Breastfeeding:  Maternal and Infant Aspects. In American College of Obstetricians and Gynecologists (Ed.) 2006  

Compendium of Selected Publications,  ACOG:  Washington, DC:  Pp. 274-289.  Available through ACOG Distribution 

Center by calling 800-762-2264 or from website at www.acog.org. American College of Obstetricians and 

Gynecologists, 4009 12Street SW, PO Box 96920, Washington, DC 20090-6920. Full term, Guideline, Birth KC  

 

 American Perinatal Association 2012 or 2013.  New guidelines for KC being included in care of Late Preterm Infants. GET THIS 

 

 Amolo L, Irimu G, Njai D.(2017-Sept). Knowledge of postnatal mothers on essential newborn care practices at the Kenyatta 

National Hospital: a cross sectional study. Pan Afr Med J.  28: 97. doi: 10.11604/pamj.2017.28.97.13785..Of the 130 million babies 

born yearly, nearly 4 million die in the neonatal period. Kenya Demographic Health Survey (KDHS) 2014 places neonatal mortality 

rate at 22 deaths per 1,000 live births, well above the Sustainable Development Goal (SDG) 3 that aims to reduce these mortalities to 

at least 12 deaths per 1000 live births by 2030. The aim of the study was to assess maternal knowledge on selected components of 

essential newborn care: breastfeeding, cord care, immunisation, eye care and thermoregulation.A hospital based cross-sectional study 

http://www.breastfeedingaskforla.org/ACOG%20statement%20on%20BF.pdf
http://www.acog.org/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Amolo%20L%5BAuthor%5D&cauthor=true&cauthor_uid=29255567
https://www.ncbi.nlm.nih.gov/pubmed/?term=Irimu%20G%5BAuthor%5D&cauthor=true&cauthor_uid=29255567
https://www.ncbi.nlm.nih.gov/pubmed/?term=Njai%20D%5BAuthor%5D&cauthor=true&cauthor_uid=29255567
https://www.ncbi.nlm.nih.gov/pubmed/29255567
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was conducted on 380 postnatal mothers in Kenyatta National Hospital. Interviews were conducted using structured pretested 

questionnaires. A score of one was given for correct response and zero for incorrect. Data were analysed using SPSS version 18. 

Modes of thermoregulation identified included kangaroo care (7%), warm room (4%) and warm clothing (93%). Almost all mothers 

knew of breastfeeding on demand, exclusive breastfeeding and colostrum use. Only 17.8% of mothers identified Bacillus Calmette-

Guérin (BCG) and Oral Polio Vaccine (OPV) were birth vaccines. Only 4 mothers knew no substances should be applied to the cord. 

In logistic regression, factors significantly associated with poor knowledge included lack of education on newborn care during 

pregnancy, incomplete (less than 3) or no antenatal visits with an odds ratio (OR) of 3.3 (95% confidence interval (CI), 1.5 to 7.4 ), 

2.5(1.5 to 4.2), 5.1(1.3 to 19.3) and p values of 0.003, 0.001 and 0.018 respectively.Knowledge gaps existed regarding cord care, 

eye care, and immunization. Mothers had good knowledge on breastfeeding practices. Those who fail to fully attend antenatal clinics 

should be targeted for newborn care education. FT, Essenital Newborn Care, maternal knowledge, 3rd world.  NOT ON CHARTS 

 

 Anand, K.J. (2008). Analgesia for skin-breaking procedures in newborns and children: What works best? Canadian Medical 

Association Journal, 179 (1), 11-12.  doi: 10.1503/cmaj.080834.  This is a review and it says:  ñHealthy newborns routinely 

experience acute pain during blood sampling for metabolic screening, injection of vitamin K or hepatitis vaccine, or circumcision. 

Children are similarly exposed to acute pain due to vaccination, invasive procedures or trauma. Acute pain caused by skin-breaking 

procedures can lead to physiologic instability and behavioural distress, and it has downstream effects on subsequent pain processing, 

development and stress responsivity.1ï5 Because of these detrimental effects, reduction or prevention of pain are worthy clinical goals 

that are also expected by most parents.ò Opioids, such as fentanyl and morphine, form the mainstay of pediatric pain management, but 

they may not be effective against injury-induced acute pain in newborns or children.8,9 Accumulating data suggest that opioids lead to 

harmful side effects, tolerance and possibly altered brain development.10 Other analgesic and anesthetic agents also appear to increase 

brain cell death in animal studies,11,12 fuelling concerns about their use, particularly in newborns. Such concerns have led to the 

development of nonpharmacologic therapies such as sucrose, massage and kangaroo care for neonatal pain, and distraction 

techniques, hypnosis and cognitive-behavioural interventions for pediatric pain. Abstract, page 11 for quote.  Review, PT, FT, PAIN  .  

 Anand, K.J., Aranda, J.V., Berde, C.B., Buckman, S., Capparelli, E.V., Carlo, W. Hummel P, Johnston CC, Lantos J, Tutag-

Lehr V, Lynn AM, Maxwell LG, Oberlander TF, Raju TN, Soriano SG, Taddio A, Walco GA.(2006).  Summary of proceedings from 

the neonatal pain-control group.  Pediatrics, 117(1098-4275; 3). S9-S22.  DOI: 10.1542/peds.2005-0620C. The summary recommends 

maternal kangaroo care as a non-pharmacologic approach  to treating procedural pain in premature and full-term newborns.  Preterm, 

Fullterm,  Review, Pain, Guidelines 

 

 Ancora, G. (2010).  The well-being of the newborn infant in neonatal intensive care.  Minerva Pediatrics, 62(3 Suppl 1), 55-58 

(No DOI).  This is a review of developmental interventions to improve preterm infant outcomes from Italy.  Says that preterm period is 

critical period because brain is still developing and is sensitive to the environment. Abstract statesò We are shaped by our environment and 

in early life the environment has a particularly important  role, so minimally invasive treatment and a developmentally appropriate 

environment is best for preterms.  ñPain control, music therapy, massage, kangaroo care and family centered care are essential to optimize 

results obtained from the intensive care unit: (p. 55).  PT, review, critical period developmental care,  family centered care, NICU 

environment.  Not on charts 2/1/2011 

 

 Anderson GC (1977). The mother and her newborn: mutual caregivers. Journal of Obstetric, Gynecologic, and Neonatal Nursing. 

6(5), 50-57.  NOT A KC study, but relevant because it describes how mother and baby take care of each other when not separated and this 

has become know in the early 2000ôs as CO-REGULATION.   

 

 Anderson, G.C., (1989). Risk of mother-infant separation postbirth.  Image: Journal of Nursing Scholarship, 21(4), 196-199.  

NOT A KC STUDY, but early identification of the need to prevent separation and highlights the negative outcomes of separation. THIS IS 

A CLASSIC separation REPORT, so it is included here. Non-separation is highlighted in the Nyqvist et al., 2010a and 2010b reports of the 

2008 meeting of INK in Uppsala, Sweden. 

 

Anderson GC. (1989). Skin-to-skin:  Kangaroo care in western Europe. American Journal of Nursing, 89, 662-666. This article 

relates the practice of KC in Europe and how helpful it has been found to be in relation to breastfeeding and reducing infant crying. 

Review, BF, Crying, PT 
 

http://www.cmaj.ca/content/179/1/11.long#ref-1
http://www.cmaj.ca/content/179/1/11.long#ref-5
http://www.cmaj.ca/content/179/1/11.long#ref-8
http://www.cmaj.ca/content/179/1/11.long#ref-9
http://www.cmaj.ca/content/179/1/11.long#ref-10
http://www.cmaj.ca/content/179/1/11.long#ref-11
http://www.cmaj.ca/content/179/1/11.long#ref-12
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hummel%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Johnston%20CC%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lantos%20J%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Tutag-Lehr%20V%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Tutag-Lehr%20V%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lynn%20AM%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Maxwell%20LG%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Oberlander%20TF%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Raju%20TN%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Soriano%20SG%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Taddio%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Walco%20GA%22%5BAuthor%5D
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 Anderson, GC (1989). Skin-to-skin:  The kangaroo technique in Western Europe. Servir, 37(6), 316-320.  This is a copy of the 

article listed above. PT 

 

 Anderson GC. (1991). Current knowledge about skin-to-skin (Kangaroo) care for preterm infants. Journal of Perinatology, 11(3), 

216-226. All of the KC studies are classified to the type of design so one can clearly differentiate randomized controlled trials from others.  

Good summary statements and terminology related to KC nomenclature. Literature Review, HR, RR, crying, oxygen, temperature, 

nomenclature, PT 

 

 Anderson GC (1993).  Kangaroo care. Neonatal Network, 12(5), 56-57. (Letter) PT 

 

 Anderson GC (1993). Current knowledge about skin-to-skin contact (KC) for preterm infants. Breastfeeding Review, 2(8): 364-

373. PT, FT 

 

 Anderson GC. (1995). Touch and the kangaroo care method. In T. Field (Ed.), Touch in Early Development.  Hillsdale: L. 

Earlbaum, pg. 34-51. Literature Summary of studies to date.  Nice pictures,  FT, PT. 

 

 Anderson GC. (1996). Kangaroo Care Videotape. Neonatal Network, 15(4): p. 70.  PT 

 

 Anderson GC (1998). Kangaroo care. In J.J. Fitzpatrick (Ed.) Encyclopedia of Nursing Research. Pp. 284-286. New York: 

Springer.  Review the funded nursing research related to KC to date and the publications from the research. Review. PT, FT 

 

 Anderson GC. (1999). Kangaroo care of the premature infant.  In E. Goldstein (Ed.) Nurturing the Premature Infant:  

Developmental Interventions in the Neonatal Intensive Care Nursery. NY: Oxford University Press. pp. 131-160. This is a review of all 

studies to te 1999 date.  Review, crying, PT 

 

 Anderson, G.C., (2005). Kangaroo care. In J.J. Fitzpatrick (Ed.) Encyclopedia of Nursing Research. 1st. Edition Springer Publ. 

Pg.???  Review of funded nursing research related to KC to date and publications from the research.  Review. FT, PT 

 

 Anderson, G.C. (2005). Waking up baby:  Barrier to Kangaroo Care as an aid to breastfeeding.  Presentation at the Conference of 

the International Lactataion Consultant Association, Chicago, July 7-12, 2005.   A fascinating descriptive study of  the frequency with 

which newborn infants were awakened or self-awakened and the association of each with success of breastfeeding because when infants 

self-awakened and were put in KC, they then latched well and successful breastfeedings occurred, but infants seldom self-awakened.  20 

multiculturally diverse healthy BF dyads were observed.  Mothers used a pager to notify the researcher sitting outside her postpartum door 

when infant sleeping and feeding began and ended.  After each feeding, the researcher and mother discussed the feeding and awakenings. 

Infants were awakened 74% (141 times) and self-awakened 50 times (26%).  The top 4 reasons for awakening infants were vital signs, 

feedings, changing diapers/clothes/linens, and assessments.  62% of infants awakenings were by hospital staff, 12% by mothers, 7% by 

visitors.  Average sleep time before self-awakening was 32 minutes.  After infants were awakened, 42 feedings occurred (2% formula, 69% 

exclusive, 5% mixed and 24% unsuccessful. When self-awakened, 24 BFs occurred, 0% formula, 88% exclusive, 0% mixed, and 12%  

unsuccessful.  More exclusive and successful breastfeeding occurs after self-awakening. Remaining questions are:  how can clinicians 

reduce interruptions? Why didnôt infants sleep longer than 30 minutes before self-awakening?  Were infants hungry when self-Awakened? 

Did infants ever complete a sleep cycle?   For more information, contact Gene Anderson at Gene.anderson@case.edu. 

  

 Anderson GC (2006).  Kangaroo care. In  J.J. Fitzpatrick (Ed.). Encyclopedia of Nursing Research. 2nd Ed. Springer Publishers.  

Pg. 302-303.  In this edition, Anderson reviews nursing theories that are appropriate to Kangaroo CAre studies and enumerates her case 

study publications.  Review.  Theoretical Frameworks. PT., FT   

 

 Anderson, G.C. (2017). Kangaroo Care. In Fitpatrick, J. (Ed.)  Encyclopedia of Nursing Research. St. Louis: Springer Publ. Pages 

211-217.  This is a review of updated research findings related to KC. This review covers early kangaroo care studies and knowledge. PT, 

FT, BF, Temperature, HR, RR, SaO2, infections, GER. Not on charts 

 

 Anderson GC, Burkhammer M, Morrison B, Ludington-Hoe short SM, & Chiu S-H. (2003). Skin-to-skin contact improves 

breastfeeding outcomes.   In T Field, Touch 2nd edit. Skillman, N.J.: Johnson & Johson Pediatric Institute.  FT BF not on charts 

 

 Anderson GC, Burkhammer M, Morrison B, Ludington-Hoe SM, & Chiu S-H. (2003). Skin-to-skin contact improves 

breastfeeding outcomes.  Abstract #346, pg 188 at Research ShowCASE, CWRU, April. 4, 2003, Cleveland. This is same as Anderson, 

Chiu, Morrison et al. 2004 publication below.  50 fullterms who were having ñdifficultyò (a yes/no answer to the question ñAre you 

having any difficulty breastfeeding?ò) BF between 11-24 hours postbirth, were given 3 consecutive KC sessions (n=50) with BF (KCBF) in 

the presence of lactation consultant on Postpartum Day 2 and one on the morning of discharge (postpartum day 3 n=48 as 2 withdrew). At 

mailto:Gene.anderson@case.edu
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the end of the KCBF on postpartum day 3, 98% were BF,  75% (n=36) were EXCLUSIVELY BF, 11% (n=23) partially exclusive.  At one 

week post discharge, 73%(35/46) exclusively BF, 5/46 partially, 6/46 none and 2 lost (So n=46).  One month postdischarge 52%(25/45) 

exlusive, 9/45 partial, 13/45 none, 1 lost (so n=45).  Rampant interruptions to infant sleep and BF (nine in one hour).  The data at discharge 

are better than the 71.9% in Ross Mothersô Surveys (Cadwell, 2002), and the 75% as the Healthy People 2000 objective and 2010 National 

Health Objectives (USDHHS, 2000).Abstract, Fullterm, KCBF, exclusive BF, Discharge BF, one week post discharge, one month 

post discharge, BF interruptions, 

 

 Anderson, G.C., Chang, H-P., Behnke, M., Conlon, M. & Eyler, F.P. (1995).  Self-regulatory mothering (SR) post-birth. Effect on 

and correlation between infant crying and salivary cortisol.  Pediatric Research, 34(4), part 2, (Abstract 57), 12A. . Not a KC study per 

se.   In a randomized controlled trial (N=224), full term infants who were separated from their mothers at 60 minutes post-birth cried twice 

as much between 60 minutes and 300 minutes (1 and 5 hours), compared to infants who remained with their mothers.  The separated infants 

also had salivary cortisol levels that were twice as high at 5 hours .  FT, RCT, crying, separation,   Not on charts because not KC. 

 

 Anderson GC, Chiu SH, Dombrowski MA, Swinth JY, Albert JM, & Wada N. (2003). Mother-newborn contact in a randomized 

trial of Kangaroo (skin-to-skin) care. J Obstet Gynecol Neonatal Nursing,32 #5, 604-611. This reports the actual number of hours mothers 

got KC in an RCT of early KC with preterm infants  from 0-48 hours postbirth.. 47 Kcers and 44 control LBW preterm infants given KC or 

wrapped holding during first 48 hours after birth. KC moms did very little KC when its practice was not structured (28.5% of observations 

(not of time) if on Postpartum, 10.0% of observations if infant in NICU). KC moms did wrapped holding 14.8% of observations on 

postpartum and 2.6% of observations in NICU.(wrapped holding of Kcers = to wrapped holding of controls on postpartum unit). 

Observations taken q 15 min for 1st 6 hours and then as seldom as q3 hours for 24-48 hours postbirth. Kcers had 2x as much contact as 

controls.  When KC began was not specified and KC was given much less than 82% of time as in Syfrett 1996 abstract.  VERY LITTLE 

KC occurs naturally and amount was much less than expected.  Reasons were unavailability of infant or mothers and hospital staff  

interrupting contact. Total contact time of KCers was almost double that of controls.  Hospital and social supports for families are needed to 

facilitate early iniation of KC, prolonged periods of KC contact, and reduction of maternal stress. RCT, Preterm PT, Very Early KC, 

Early KC , maternal stress, has data on swaddled holding too. 

  

 Anderson, GC, Chiu, SH, Morrison, B, Burkhammer M & Ludington-Hoe, SM.  (2004). Skin-to-skin Care for Breastfeeding 

Difficulties Postbirth.  In Field, T. (Ed.).  Touch and Massage in Early Child Development (pp. 115-136). Skillman, N.J.: Johnson & 

Johnson Pediatric Institute.  50 Mother/infant dyads who said they were having difficulty BF within 11 hours of birth were given three 

consecutive supervised BF in the KC position on postpartum day 1 and another on Day 2. Amount of KC varied but occurred between 11-

24 hours postbirth. Several measures were recorded with each BF and at discharge, 7 days postbirth, and one month postbirth.  2 dyads 

withdrew before discharge, so 48 finished KC sessions:  at discharge, 39 (81.3%) were exclusively BF & 9/48(18.7%) were partially BF. 

At 1 week postdischarge, 35/48 (72.9%) were exclusively BF; 5 (10.4%) were partially, 6 (12.5%) were not BF, and 2 (4.2%) were lost to 

FU. At one month postdischarge, 25 dyads (52.1%) were exclusively BF, 9 (18.8%) were BF partially,, 13 (27.1%) were not BF, and 1 

(2.1%) lost to FU. These data compare favorably with with the 71.9% of Ross Motherôs Survey and the 75% designated as Objectives 16-

19 of Healthy People 2010. Descriptive, Fullterm, BF at discharge, 1 week, 1 month, exclusive BF, KCBF, Early KC 

 

 Anderson GC, Dombrowski MAS, & Swinth JY.  (2001). Kangaroo Care:  Not just for stable preemies anymore.  Reflections in 

Nursing Leadership, 2nd Qtr, 2001,32-34,45.  An integration of the case studies published in MCN:  Early KC, Latch-on KC, Reflux KC, 

Twins, Triplets, Depression, Adoptive parent KC, Grandmother KC.  EARLY KC, Ventilated KC, SURROGATE KC, MULTIPLE 

KC, you name it, its in here. FT 

 

 Anderson GC, Marks E., & Wahlberg, V. (1986).  Kangaroo care for premature infants. American Journal of Nursing. July 1986, 

807-809.[erratum appears in Am J. Nursing, 1986 Sept (86 #9), p. 1000]. A general overview of KC effects with preterm infants.  

REVIEW  PT 
 

 Anderson, GC, Marks E., & Wahlberg V (1986). AGA preemies can be Kangaroo infants too[Letter]. American J. Nursing, 86(9), 

1000.  Short letter providing experience with AGA infants getting KC.  Letter. PT 

v 

 Anderson, G.C., Moore E.,&  Hepworth J. (2001). Early skin-to-skin contact for mothers and their healthy newborn infants. 

(Cochrane Review).  In The Cochrane Library, March 16, 2001.  This relates plans for a meta-analysis of Kangaroo Care.  Good review of 

the literature and list of studies that will be included.  Meta-analysis preparation. Late PT, FT 

 

 Anderson GC, Moore E, Hepworth J, & Bergman N. (2002).  Early skin-to-skin contact for mothers and their healthy newborn 

infants (Cochrane Review). In The Cochrane Library, Issue 1, 2002. Oxford: Update Software.  16 RCTs were reviewed and showed  

significant and positive effects of KC on BF, neutral thermal range (maintain temp in KC better than elsewhere), blood glucose, crying and 
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maternal affectionate love, touch, and contact behavior during an observed BF.  FT, late PT, Cochrane Meta-analysis procedure, BF, 

temperature, blood glucose, maternal behaviors, 
 

 Anderson GC, Moore E, Hepworth J, & Bergman N.  (2003).  Early skin-to-skin contact for mothers and their healthy newborn 

infants. (Cochrane Review). In The Cochrane Library, Issue 2, 2003 Oxford: Update Software.  or Cochrane Database Systematic Review 

2003: CD003519. 806 mother-infant pairs studied across eight randomized controlled trials.  Pairs with early KC had significantly 

better performance on all measures of BF status up to three months postbirth and on BF duration up to 12 months postbirth.  KC 

infants were more likely to maintain temperature within neutral  thermal zone, were less likely to cry, and had higher blood 

glucose and a lower respiratory rate. Infants in KC are more settled/calm/lower behavioral state. Mothers with early skin-to-skin 

contact displayed more affectionate behaviors   Late PT, FT Cochrane Meta-analysis results.Cry, Behavioral State, Blood 

Glucose, RR, Temp., maternal behaviors, early KC, BF, Exclusive BF, 

 

 Anderson GC, Moore E, Hepworth J, & Bergman N. (2003).  Early skin-to-skin contact for mothers and their healthy newborn 

infants.  Birth 30 (3), 206-207. This is a summary of the meta-analysis results. Summation report, FT, PT  

 

 Anderson, GC, Radjenovic, D., Chiu, S., Conlon, M., & Lane, A. (2004). Development of an observational instrument to 

measure mother-infant separation post birth.  Journal Nursing Measurement, 12(3), 215-234.  It says on page 217 that from birth 

ñmother and their newborns are dependent upon each other for mutual caregiving, meeting each othersô needs when they are in their 

proper habitat together, undisturbed and in skin-to-skin contact.ò  Research method, separation, closeness, FT, PT NOT on 

CHARTS 3/31/2010 

 

 Anderson GC, & Swinth JY. (2004).  Concerns about parents sleeping while holding their infants in Kangaroo Care [Letter to 

the editor].  Neonatal Network, 23(2), 53. Sleeping, PT,   

 

Anderzén-Carlsson A1, Lamy ZC2, Eriksson M3. (2014- Oct). Parental experiences of providing skin-to-skin care to their 

newborn infant-Part 1: A qualitative systematic review. Int J Qual Stud Health Well-being.;9:24906. doi: 10.3402/qhw.v9.24906. 

eCollection 2014.To describe parental experiences of providing skin-to-skin care (SSC) to their newborn infants .SSC care for 

newborn infants has been reported to have positive physiological and psychological benefits to the infants and their parents. No 

systematic review regarding parental experiences has been identified. In this first part of a meta-study, the findings of a systematic 

literature review on parental experience of SSC care are presented. Four databases were searched, without year or language 

limitations, up until December 2013. Manual searches were performed in reference lists and in a bibliography of the topic.After a 

quality-appraisal process, data from the original articles were extracted and analysed using qualitative content analysis.The systematic 

and manual searches led to the inclusion of 29 original qualitative papers from nine countries, reporting experiences from 401 mothers 

and 94 fathers. Two themes that characterized the provision of SSC emerged: a restoring experience and it is an energy-draining 

experience due to obstacles in the environment.This review has added scientific and systematic knowledge about parental 

experiences of providing SSC. A supportive environment has been described as facilitating the restorative experience.When the 

process is experienced as positive, it facilitates the growth parental self-esteem and makes the parent ready to assume full 

responsibility for their child.  The results show that KC an be interpreted not only as family-including and an important health care 

intervention, but also in terms of actually becoming a parent.  The process of becoming a parent is influenced in three different levels:  

family and friends, community, and society at large.  Further research about fathers' experiences is recommended.  Qualitative 

systematic review of all studies of parents experiences, thoughts, beliefs, values, etc, FT.  NOT ON chArts 10/23/2014 

OBSTACLES 

 

Anderzén-Carlsson A1, Lamy ZC2, Eriksson M3.(2014-Oct). Parental experiences of providing skin-to-skin care to their 

newborn infant--part 1: a qualitative systematic review. Int J Qual Stud Health Well-being. 13;9:24906. doi: 10.3402/qhw.v9.24906. 

Aim was to describe parental experiences of providing skin-to-skin care (SSC) to their newborn infants.SSC care for newborn infants 

has been reported to have positive physiological and psychological benefits to the infants and their parents. No systematic review 

regarding parental experiences has been identified.  In this first part of a meta-study, the findings of a systematic literature review on 

parental experience of SSC care are presented.Four databases were searched, without year or language limitations, up until December 

2013. Manual searches were performed in reference lists and in a bibliography of the topic. After a quality-appraisal process, data 

from the original articles were extracted and analysed using qualitative content analysis.The systematic and manual searches led to the 

inclusion of 29 original qualitative papers from nine countries, reporting experiences from 401 mothers and 94 fathers. Two themes 

that characterized the provision of SSC emerged: a restoring experience and an energy-draining experience.1) Feeling good was 

dominant finding (a heart-warming feeling, instantaneous and overwhelming love for infant, moms melted when first did KC, 

wonderful experience, very special and unique sense of joy and happiness (Helth & Jarden, 2013; Johnson, 2007) and 

warmth(Eleuterio et al., 2008), and strong emotions that were a gift from god (Furlan et al, 2003), sense of calm and peace (Dalybe et 

al. 2011), relaxation (Affonso et al., 1989; Heinemann et al., 2013, Neu 2004, Roller, 2005), fascinated with infantôs abilitiy to look 

around and move about (Affonso et al., 1989; Finigan & Davies, 2004), delight in watching baby develop (Leonard & Mayers, 2008) 

http://www.ncbi.nlm.nih.gov/pubmed?term=Anderz%C3%A9n-Carlsson%20A%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed?term=Lamy%20ZC%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed?term=Eriksson%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed/25319746
http://www.ncbi.nlm.nih.gov/pubmed/?term=Anderz%C3%A9n-Carlsson%20A%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lamy%20ZC%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed/?term=Eriksson%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25319746
http://www.ncbi.nlm.nih.gov/pubmed/25319746
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and immediate sense of love and compassion for infant was accompanied by reduced  guilt, anguish (Campos et al., 2008; DeMoura & 

Araujo, 2005) and fear and rejections (De Moura & Araujo, 2005.  2) relief of maternal  emotional suffering by helping moms find 

meaning in the preterm birth (Affonso et al. 1989), seeing infantôs strength eased maternal pain aused by preterm birth (Nakajima, 

2003) and her guild (DeMauros & Araujo, 2008; Nakajima, 2002) and fear (De Moura & Araujo, 2005) and made parents hope 

everything would be alright (Braga et al., 2008;Caetano et al., 2005; Furlan et al., 2003) and that infant would survive (Campos et al., 

2008). 3) it was a rewarding experience (Duarte & deSEna 2004; Finigan & Davies, 2004, and met motherôs need for affection (De 

Moura & Araujo, 2005) and provided mome with well =being (Campos et al., 2008 ) and energy (Dalbye et al,., 2011).  4) it was 

natural instinct   5) it was a learning experience,  6 helped mom find a role  7) improved self-esteem, 8)empowered mom to feel she 

had control , This is End of all things moms recounted as part of FEELING GOOD.  The second major area was a  feeling of doing 

good for infant because they saw infnatôs improvement and learned how important it was for the infant when they were there.  The last 

area was it helped mothers feel like they were becoming a family.  This review has added scientific and systematic knowledge about 

parental experiences of providing SSC. Further research about fathers' experiences is recommended. PT, Systematic review, 

maternal feelings 

 

 

Anderzén-Carlsson A1, Lamy ZC2, Tingvall M3, Eriksson M4. (2014-Oct). Parental experiences of providing skin-to-skin care 

to their newborn infant-Part 2: A qualitative meta-synthesis. Int J Qual Stud Health Well-being. 13;9:24907. doi: 

10.3402/qhw.v9.24907. eCollection 2014. Aim : To synthesize and interpret qualitative research findings focusing on parental 

experiences of skin-to-skin care (SSC) for newborn infants.SSC induces many benefits for newborn infants and their parents. Three 

meta-analyses have been conducted on physiological outcomes, but no previous qualitative meta-synthesis on parental experiences of 

SSC has been identified.The present meta-synthesis was guided by the methodology described by Paterson and co-workers.Four 

databases were searched, without year or language limitations, up until December 2013. Manual searches were also performed. The 

searches and subsequent quality appraisal resulted in the inclusion of 29 original qualitative papers from 9 countries, reporting 

experiences from 401 mothers and 94 fathers.The meta-synthesis entails a meta-data analysis, analysis of meta-method, and meta-

theory in the included primary studies. Based on the three analyses, the meta-synthesis represents a new interpretation of a 

phenomenon. The results of the meta-data analysis have been presented as a qualitative systematic review in a separate paper.When 

synthesizing and interpreting the findings from the included analyses, a theoretical model of Becoming a parent under unfamiliar 

circumstances emerged. Providing SSC seems to be a restorative as well as an energy-draining experience. A supportive 

environment has been described as facilitating the restorative experience, whereas obstacles in the environment seem to make the 

provision of SSC energy-draining for parents. When the process is experienced as positive, it facilitates the growth of parental 

self-esteem and makes the parents ready to assume full responsibility for their child. The results show that SSC can be 

interpreted not only as a family-including and important health care intervention but also in terms of actually becoming a 

parent. The process of becoming a parent in this specific situation is influenced by external factors in three different levels; family 

and friends, community, and society at large. The descriptions of providing SSC are similar to what has previously been described as 

the natural process of becoming a mother or a father. Qualitative Meta-Synthesis, FT, Parent experience/feelings NOT ON 

CHARTS 10/23/2014  obstacles wonderful, restorative, draining, barriers.  See also  Chen, Chang et al., 2015 for another 

systematic review of maternal and paternal experiences, feelings, beliefs with KC 

 

 Andres, V., Garcia, P., Rimet, Y, Nicaise, C. & Simeoni, U. (2011).  Apparent life-threatening events in presumably healthy 

newborns during early skin-to-skin contact.  Pediatrics, 127(4), e1073-e1076. DOI:10.1542/peds.2009-3095.  ALTEs in delivery room are 

uncommon (6 citations to this). This is a report of 6 case of apparent life threatening events (ALTEs)  in the delivery room during the first 2 

hours of life over four years (2004-2007) in Provence-Alpes, Cote dôAzur FRANCE).  In all cases, infants were given physical examination 

and those were normal and then infant was placed in direct skin-to-skin contact with mothers while in delivery room. Breastfeeding was 

then initiated.  In each case, the incident occurred in a healthy infant who was in prone position in skin-to-skin contact.  Baby 1 was found 

motionless at 30 mins postbirth; cardiac and respiratory failure mandated resuscitation, sent to NICU and improved rapidly. No obvious 

neurologic deficit, no early onset neonatal sepsis, no abnormality of EKG, brain MRI, malformations.  Baby 2 had cardiorespiratory arrest 

at 90 minutes post-birth and then needed resuscitation, respiratory support, ionotrope, anticonvulsant therapy and had severe HIE and died 

at 23 days.  Baby 3 had cardiorespiratory arrest at 60 min postbirth, resuscitation with intubation and mechanical ventilation, inotrope, 

anticonvulsants and antibiotics took place, but infant had severe cerebral bleed and HIE and died at 15 days. Baby 4 at 120 minutes 

postbirth became motionless with facial cyanosis.  Recovered rapidly after vigorous stimulation. Baby 5 became motionaless, cyanotic, and 

bradycardic óseveral minutes after birthô(pg. e1074) with rapid recovery after vigorous stimulation.  Baby  6 had cardiorespiratory arrest at 

120 mins postbirth. Resuscitated, intubated, inotrope, severe HIE, and died at day 15.  Other possible causes such as abnormal EKG or 

brain MRI, early-onset sepsis, malformations, metabolic abnormalities, myotonic dystrophy, hypoglycemia, upper airway obstruction, 

asphyxiating position, covered face, increased vagal tone  were ruled out.   Most mothers were primiparous, and  in ALL CASES, mother 

and Infant WERE NOT OBSERVED during the initiation of birth KC and breastfeeding.   Birth KC DID NOT INCREASE THE 

INCIDENCE OF NEONATAL MORTALITY: ñoverall incidenceof ALTEs is 0.025-0.032 per 1000 births and mortality of 0.018 per 

1000 birth; those rates were concordant with the findings of ALTEs  of 0.034 per 1000 and a mortality rate of 0.017 per 100  births  during  

the 4 years of BIRTH KC practice that were studiedò ( pg. e1075).  SURVEILLANCE of newborns is needed and a standardized 

http://www.ncbi.nlm.nih.gov/pubmed?term=Anderz%C3%A9n-Carlsson%20A%5BAuthor%5D&cauthor=true&cauthor_uid=25319747
http://www.ncbi.nlm.nih.gov/pubmed?term=Lamy%20ZC%5BAuthor%5D&cauthor=true&cauthor_uid=25319747
http://www.ncbi.nlm.nih.gov/pubmed?term=Tingvall%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25319747
http://www.ncbi.nlm.nih.gov/pubmed?term=Eriksson%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25319747
http://www.ncbi.nlm.nih.gov/pubmed/25319747
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investigational workup should be performed after an ALTE . KC may be a risk factor for ALTE (pg. e1075), and mothers who have had 

sedatives, sepsis, tiredness (especially in primips), and unavailability of health observer are contraindications for Birth KC.   ñPromotion of 

early mother-infant skin-to-skin contact and breastfeeding in the delivery room should be encouraged, but perinatal medical personnel 

should be aware of ALTEs and carefully monitor and ensure proper positioning of healthy neonates during this delicate period of mother-

infant attachment, especially for primiparous women.ò (e1076).  FT, Birth KC, negative effect, mortality, life threatening events, 

mortality, guidelines,  No increase in ALTE nor mortality rate.  See also Aboudiab, Andres, Becher, Branger, Dageville, Espagne, Gatti 

(Not KC, so only in related literature on the life threatening chart), Nakamura articles and life threatening events and on/negative effects 

charts. FT, Birth KC, Life threatening events, BF, guidelines 

 

 Angood, P.B., Armstrong, E.M., Ashton, D., Burstin, H., Corry, M.P., Delbanco, E.F. et al., (2010).  Blueprint for action:  Steps 

toward a high-quality, high-value maternity care system.  Womenôs Health Issues, 20(1Suppl 1), S18-S49.   This review article says that 

current maternity practice data are aimed at data that result in medical billing and do not measure the maternal care experience and 

measures that indicate quality according to the mPinc guidelines from CDC.  Better data collection about duration of skin-to-skin contact at 

birth is needed to show how exclusive breastfeeding goals can be met.  Review, guidelines, Birth KC, BF,  Not on Charts 9/10/2011 GET 

THIS  

 

 Anisfeld, E.,& Lipper E. (1983).  Early contact, social suppost and mother-infant bonding. Pediatrics 72(1), 79-83. On one day all 

moms (29) given KC (immed. After birth put naked on moms abdomen for a total of 45-60 min. Then transferred to nursery), on other day 

all moms(30) got routine care (taken to warmer, wrapped, shown to mom, then to nursery) Then routine ï saw moms q 4 hrs for feed, most 

bottle fed. ï day determined randomly. At 2 days observed q l min x 15 min during feeding.   KC moms had more affectionate behav than 

controls and if in low social support group as compared to hi social support group.  Quasi-experimental, Fullterm, Delivery KC. 

Maternal behavior 
 

 Anner J. (1994).  Kangaroo care:  A father's story of caring for his premature daughter.  Childbirth Instructor Magazine. Spring 

1994, 12-17.  PT, FATHER , Qualitative  

 

Arane K, Claudius I, Goldman RD. (2017-Jan). Brief resolved unexplained event: New diagnosis in infants. Can Fam 

Physician, 63(1):39-41.QUESTION: For many years, the term apparent life-threatening event (ALTE) was associated with sudden 

infant death syndrome, and parents who described an acute event in their infants were sent to the hospital for admission. I understand 

that for infants new terminology is recommended. What is the current approach to a near-death experience of an infant? ANSWER: A 

recent clinical practice guideline revised the name and definition of an ALTE to a brief resolved unexplained event (BRUE). The 

diagnosis of BRUE in infants younger than 1 year of age is made when infants experience 1 of the following BRUE symptoms: a brief 

episode (ie, less than 1 minute and usually less than 20 to 30 seconds) that is entirely resolved (infant is at baseline), which remains 

unexplained after the history and physical examination are completed, and includes an event characterized by cyanosis or pallor; 

absent, decreased, or irregular breathing; hypertonia or hypotonia; or altered responsiveness. Low-risk infants should not be admitted 

to the hospital and overtesting is discouraged. PT, FT, review, ALTE, BRUE, SUPC  Not on Charts 

 

  

Armstrong,H.C. (1987).  Breastfeeding low birthweight babies:  Advances in Kenya. Journal of Human Lactation, 3(2), 34-37.  

BF, 3rd world, PT 

  

 Arandia, R., & Morales, L. (1993).  Programma Madre-Canguro (Mother Kangaroo Program). Gac Med Boliv, 17 51-55.non- 

not-RCT  SPANISH, PT 

 

 Argote, L.A., Rey, H., Ludington, S., Medelllin, G., Castro, E., & Anderson, G. (1991).  Management of difficult transitory 

respiration using early skin-to-skin contact.  Presentation made at XVII Congreso Colombiano de Pediatria, Nov. 1, 1991, Cali, Colombia.  

Preterm infants from 1500-2499 grams were given KC 10-20 minutes (M=11.00 +/1 2.00) after birth and continued for 6 hours.  One infant 

who weighted 1920 grams began having difficult respirations, but SaO2 was > 88 so KC continued.  At 2 hours and 10 m inutes post-birth, 

all signs of transient respiratory distress disappeared and infant remained with mother in KC  for  6 hours and then in postpartum. Infant and 

mother were discharged at 24 hours post-birth.  Since this first infant, 6 more infants had respiratory distress.  All improved with KC.  

Observed by neonatologist and if deterioration occurred would have been admitted to nICU but deterioration in KC did not occur and all 

infants showed higher temmp than in incubator, and end of signs of distress.  First time this method is described in the world and KC can be 

used for respiratory distress in villages and small towns.  PT, descriptive report, case study, respiratory distress, temperature. 

 

 Arivabene, J. C. & Tyrell, M.A. (2010). Kangaroo Mother Method:  Mothersô experiences and contributions to nursing.  Revista 

Latino Americana de Enfermagen 18(2), 262-268.  Descriptive study of focus group derived stories of KMC experiences of mothers in 

Brazil.  Themes were survival and recovery of the infant, mothersô daily life modified by KMC, valuation of family affective bonds, 

increased maternal-infant bonding, decreased separation of infant from family, increased confidence in parental care before and after 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Arane%20K%5BAuthor%5D&cauthor=true&cauthor_uid=28115439
https://www.ncbi.nlm.nih.gov/pubmed/?term=Claudius%20I%5BAuthor%5D&cauthor=true&cauthor_uid=28115439
https://www.ncbi.nlm.nih.gov/pubmed/?term=Goldman%20RD%5BAuthor%5D&cauthor=true&cauthor_uid=28115439
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discharge, and improved maternal relationship to infant and to infantôs care team.  PT, Qualitative study, maternal feelings, 

confidence, non-separation, daily life adaptations, 3rd world, bonding 

 

 Arizona Dept.of Health Services. (2010). Overcoming Barriers to Implementing the Ten Steps to Successful Breastfeeding. 

Arizona Baby Steps to Breastfeeding Success. Model Hospital Policy Resource Guide 2010. 

www.azdhs.gov/phs/bnp/gobreastmilk/hospitalPolicy.htm  FT, cesarean KC, birth KC  NOT ON CHARTS  
 

 

Arnon S1, Diamant C, Bauer S, Regev R, Sirota G, Litmanovitz I. (2014). Maternal singing during kangaroo care led to autonomic 

stability in preterm infants and reduced maternal anxiety. Acta Paediatr. 2014 Jul 11. doi: 10.1111/apa.12744. [Epub ahead of print]  

Kangaroo care (KC) and maternal singing benefit preterm infants and we investigated whether combining these benefitted infants and 

mothers. A prospective randomised, within-subject, crossover, repeated-measures study design was used, with participants acting as their 

own controls. We evaluated the heart rate variability (HRV)  of stable preterm infants receiving KC, with and without maternal singing. 

This included low frequency (LF), high frequency (HF) and the LF/HF ratio during baseline (10 minutes), singing or quiet phases (20 

minutes) and recovery (10 minutes). Physiological parameters, maternal anxiety and the infants' behavioural state were measured.We 

included 86 stable preterm infants, with a postmenstrual age of 32-36 weeks. A significant change in LF and HF, and lower LF/HF ratio , 

was observed during KC with maternal singing during the intervention and recovery phases, compared to just KC and baseline (all P-

values<0.05). Maternal anxiety was lower during singing than just KC (P=0.04). No differences in the infants' behavioural states or 

physiological parameters were found, with or without singing. 0 This effect is not detected in behavioural state or physiological parameters 

commonly used to monitor preterm infants.  PT, Randomized one group crossover pretest-test-posttest design, maternal anxiety, 

stability, Heart rate variability, singing, state/sleep???? 

 

 Arora, S., (2008).  Kangaroo mother care. Nursing J of India, 99(11), 248-250.  Review of KMC (method of caring for the 

newborné it is particularly useful in caring for low birth weight infants.  Relates the definition of KMC with frequent and exclusive 

breastfeeding and early discharge, relates breastfeeding, thermal and metabolic benefits to infant and increased confidence, self-esteem and 

fulfillment in mothers.  Then presents eligibility criteria (BW>1200) and says one of the best ways to transport an infant is in KC (p. 

249); Mothers should be willing and in good generalhealth.  Parents may need counseling, need to be told how to clothe the infant, and how 

to KC position the infant and feed and  have psychological support. Relates that mothers can sleep with baby in KC position, should 

initiate KC as soon as infant is able, start KC gradually, working up to continuous KMC and it says that one hour sessions of KC should be 

avoided because frequent handling is stressful (pg. 250). Says other family members should KC when mom is unable to do so, and when 

infant is in good general health, feeding well, gaining at least 15g/kg/day for 3 consecutive days, has regained birthweight, temp is stable 

and within normal limits for at least 3 consecutive days and mother is confident of her ability to care for infant at home and is able to come 

for regular follow-up, early discharge is encouraged (pg. 250). Nurses need to become informed of KMC.  PT, FT, Review, early 

discharge guidelines, KC duration, KC at home. Surrogate KC, transport KC, sleep  Not on Charts as of 8/12/09.   

  

 Asher AB. (2006).  Kangaroo care and its effects on the newborn.  Kentucky Nurse (KY Nurse), 54(1- Jan-Mar): 13.  Relates the 

virtues of KC in a one page brief review encouraging nurses to start offering KC more often to NICU and fullterm mothers .  Review, 

Fullterm, Preterm ï Not on charts yet 

 
 Ashmore, S. (2001).  Implementing skin-to-skin contact in the immediate postnatal period. MIDIRS Midwifery Digest 

11(2), 247-250.  This is a review of the reasons for implementation and the barriers cited against implementing and the 

midwives say that skin to skin contact takes time and Ashmore points out that it is not the midwife who has to have skin 

contact, but the mother.  FT, Birth KC, implementation , barriers. TRY TO GET THIS FROM UK . Not on Charts 

5/2/2011 

 
Association of Womenôs Health, Obsetric and Neonatal Nurses [AWHONN]. (2000). Evidence-based clinical practice guideline:  

Breastfeeding support: Prenatal care through the first year.  Washington, DC: Author.  Recommends birth KC to improve breastfeeding 

outcomes.  Full term, birth KC, guideline  

 

 Association of Womenôs Health, Obstetric and Neonatal Nurses. (2004). AWHONN news and views. Promoting 

breastfeeding. Women encouraged to nurse their infants for six months or more.  AWHONN Lifelines, 8(4), 366-367. ñKC should be 

provided within 30 minutes of birth and procedures should be delayed during this time.ò  FTfullterm, BirthKC, guidelines . 

 

 Association of Womenôs Health. Obstetric and Neonatal Nurses (AWHONN). (2008). AWHONN Members:  Help Moms 

Breastfeed.  August 5, 2008 from AWHONN.   In honor of Breastfeeding Week, each member was sent the following message in which 

ñFrom the birth of the baby through the first two weeks postpara\tum, healthcare providers should: 1.  facilitate uninterrupted skin-to-skin 

contact at birth and during hospitalization, whenever possible. Ideally the first feeding should occur within one hour of birth if mother and 

http://www.azdhs.gov/phs/bnp/gobreastmilk/hospitalPolicy.htm
http://www.ncbi.nlm.nih.gov/pubmed?term=Arnon%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed?term=Diamant%20C%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed?term=Bauer%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed?term=Regev%20R%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed?term=Sirota%20G%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed?term=Litmanovitz%20I%5BAuthor%5D&cauthor=true&cauthor_uid=25039678
http://www.ncbi.nlm.nih.gov/pubmed/25039678
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infant are stable.ò  This tip is from Breastfeeding Support:  Prenatal Care through the First Year. 2nd Edit. AWHONNsô evidence-based 

guideline. On page 2443 it states that KC decreases incidence and severity of infection in infants.  BF, Fullterm, Healthy PT, Birth  KC, 

Guidelines, infection 

  

 Association of Womenôs Health, Obstettric and Neonatal Nurses (AWHONN), (2013). Womenôs health and perinatal nursing care 

quality draft measures specifications. Washington, DC: AWHONN. Available from 

http://www.awhonn.org/awhonn/content.do:jsessionis=36FFF2AC15EBAD71FBE5052C2   Accessed 05.29.2013 on the AWHONN 

website.  This is AWHONNôs effort to measure and improve womenôs health and perinatal nursing care quality.  They propose 12 

measures and measures 03 and 04 relate to KC:   Proposed Measure 3 is:  Skin to skin is initiated immediately following birth.(pgs.1,  40-

43 which constitute Appendix C) ñHealthy term newborns should be placed in skin-to-skincontact with their mothers immediately (within 

the first five minutes of life) following birth. The measure identif ies newborns that are placed skin-to-skin at birth.  For stable mothers and 

healthy, term newborns, the goals is 100% immediate skin-to-skin contact (pg. 40).  Components:  1) Size of sample ï minimum of 30 

randomly selected newborns or all newborns if population is less than 30). 2)  data collection ï concurrent or retrospective chart review, 3) 

Numerator statement = healthy term newborn (greater than 37 weeks 0 days gestation) that are placed skin-to- skin with their mother 

immediately at birth. 4) Denominator statement ï all healthy, term newborns (greater than 37 weeks 0 days gestation) born via vaginal or 

cesarean birth.  Denominator exceptions ï mothers who are not alert, responsive, or are unstable following birth.  Mothers with a severe 

illness that prevents them from caring for their infants, e.g. sepsis. Newborns with a diagnosis that requires admission to special care or 

neonatal intenaive care unit at birth.ò(pg. 40)  Page 41 relates the following ñSupporting Guidelines and Other Referencesò and 

ñImportanceò statements about Measure 03: ñSupporting Guidelines and Other References. The Joint Commission (TJC) announced (2012) 

that the Perinatal Care Core Measure Set was newly designated as one of their accountability measures (a mandate).  Exclusive breast milk 

breast milk feeding is one of the quality measures within the Perinatal Care Core Meaure Set.  Uninterrupted skin-to-skin during the first 

two hours of life improves breastfeeding rates.  Guidelines and evaluation criteria for the United States Baby Friend Hospital Initiative 

(2012) specify that all mothers whould be given their babies to hold in skin-to-skin contact immediately after birth.  ñThe Warm Chain is a 

set of ten interlinked procedures carried out at birth and during the following hours and days which will minimize the likelihood of 

hypothermia in all newborns (WHO, 1997, pg. 8).  Skin-to-skin contact is the third procedure in the warm chain. ñSkin-to-skin contact is an 

effective method of preventing heat loss in newborns, whether they be full term or preterm babies.  The motherôs chest or abdomen is the 

ideal surface to receive the newborné It can be kept in skin-to-skin contact with the mother while she is being attended to, during transfer 

to the postnatal ward, and for the first hours after birth (WHO, 1997, p. 9).ò(pg. 41). Relationship to desired outcome:  The evidence shows 

that newborns have better outcomes, including stable temperature, heart rate, respiratory rate and glucose levels when they transition to 

extrauterine life while in skin-to-skin contact with their mothers (Dabrowski 2007; Galligan, 200; Hung & Berg, 2011: WHO 1997) than 

elsewhere.  For mother who choose to breastfeed, evidence shows that skin-to-skin contact at birth is associated with higher rates of 

exclusive breastfeeding (Dabrowski, Hung & Berg).  Opportunity for Improvement:  Perinatal RNS have the opportunity to advocate for 

and promote uninterrupted skin-to-skin contact as the optimal environment for stable mothers and newborns.  Skin-to-skin care 

addresses all of the IOMôs domains of health care quality:  it is SAFE, EFFECTIVE, PATIENT-CENTERED, TIMELY, EFFICIENT, and 

EQUITABLE.  Exception Justification:  Care of the unstablemother or newborn needs to take priority before skin-to-skin can be initiated.  

Harmonization with Existing Measures:  Supports guidelines and evaluation criteria for United States Baby-Friendly Hospital Initiative.  

(end pg.41). Measure 4 is Duration of Uninterupted Skin-to-Skin Contact. Description is ñUninterrupted and sustained skin-to-skin contact 

should be maintained for as long as mother and infant can do so or for at least 60 minutes immediately after birth.  All routine procedures 

and assessments should be performed while the newborn is skin-to-skin with the mother.  Procedures that require separation of the mother 

and infant, such as bathing and weighing, should be delayed until after the initial period of skin-to-skin contact.  The goal is for 100% of 

stable mothers and healthy, term newborns to have at least 60 minutes of uninterrupted skin-to-skin contact.òPg. 44.  Components:  

Numerator statement is : Healthy term newborns (greater than 37 weeks 0days gestation) that are provided with sustained and uninterrupted 

skin-to-skin contact wit their mother for at least 60 minutes.  Skin-to-skin contact should be initiated within the first five minutes of life.  

Denominator statement; All healthy, term newborns (greater than 37  weeks 0 days gestation) born via vaginal or cesarean birth. 

Denominator exceptions:  mothers who are not alert, responsive or are unstable at delivery.  Mothers with severe illness that prevents them 

from caring for their infants, e.g. sepsis. L Newborns with a diagnosis that requires admission to special care or neonatal intensive care unit 

(NICU) at birth.ò(Pg. 44)  Page 45 has the following content:  ñThe Joint Commission (TJC) announced (2012) that the Perinatal Care Core 

Measure Set was newly designated as one of their accountability measures.  Exclusive breast milk feeding is one of the quality measures 

within the Perinatal Care Core Measures Set.  Uninterrupted skin-to-skin during the first two hours of life improves breastfeeding rates.  

Guidelines and evaluation criteria for the United States Baby-Friendly Hopsital Initiative (2012) specify that all mothers should be given 

their babies to hold in skin-to-skin contact immediately after birth. óThe warm chain is a set of ten interlinked procedures carried out at birth 

and during the following hours and days which will minimize the likelihood of hypothermia in all newbornsô(World Health Organization, 

2003, pg. 8).  Skin- to- skin contact is the third procedure in the warm chain:  ñSkin-to-skin contact is an effective method of preventing 

heat loss in newborns, whether they be full term or preterm babies.  The motherôs chest or abdomen is the ideal surface to receive the 

newborn.  It can be kept in skin-to-skin contact with the mother while she is being attended to, during transfer to the postnatal ward, and for 

the first hours after birthò (WHO, 1997, p. 9).  Importance:  1) relationship to desired outcome. The evidence shosws that newborns have 

better outcomes, including stable temperature, heart rate, respiratory rate and glucose levels when they transition to extrauterine life while 

in skin-to-skin contact with their mothers (Dabrowski, 2007; Galligan, 2006, Hung and Berg, 2011, WHO. 1997).  For mothers wwho 

http://www.awhonn.org/awhonn/content.do:jsessionis=36FFF2AC15EBAD71FBE5052C2
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choose to breastfeed evidence shows that skin-to-skin contact at birth is associated with higher rates of exclusive breastfeeding (Dabrowski, 

2007; Hung & Berg, 2011).  Opporutnity for Improvement:  Perinatal registered nurses have the opporetunity to advocate for and promote 

uninterrupted skin-to-skin contact as the optimal environment for stable mothers and newborns.  Institute of Medicine Domains of 

Health Care Quality Addressed:  Safe, Effective, patient-centered, timely, efficient, equitable.  Exception Justification:  The priority is to 

provide care to uanstable mothers and/or newborns prior to initiation of  skin-to-skin contact. Harmonization with Existing Measures:  

Supports guideline and evaluation criteria for United States Baby Friendly Hospital Initiative.  (End pg 45).  On Page 46:  ñDefinitions:  

Skin-to- Skin is placing the naked newborn baby prone on the motherôs bare chest, and covering them with a blanket.  Uninterrupted skin-

to-skin is skin-to-skin contact that is continuous and not stopped for the purpose of providing routine care (pg. 46).  FT, Guidelines, Birth 

KC, Exclusive BF, transfer to postpartum, postpartum KC, thermoregulation, hypoglycemia, HR/RR stability, sick mothers.  NOT 

ON CHARTS 6/26/2013 

 

Association of Womenôs Health, Obstetric, and Neonatal Nurses. (2016-Nov-Dec). AWHONN Practice Brief: Immediate and 

Sustained Skin-to-Skin Contact for) the Healthy Term Newborn After Birth: AWHONN Practice Brief Number 5. JOGNN, 45, Issue 

6, Pages 842ï844 DOI: http://dx.doi.org/10.1016/j.jogn.2016.09.001. This position statement focuses on full term infants and starts 

with ñ1. All stable infants greater than 37 weeks and 0 days gestation born by vaginal or cesarean birth should be placed in immediate 

skin-to-skin contact for at least the first hour of life or until the first breastfeeding is completed.  2.All mothers of stable infants greater 

than 37 weeks and 0 days gestation should be offered the option of skin-to-skin contact during painful neonatal procedures, such as 

vaccinations and blood sampling,whenever possible.  3. All parents of healthy infants greater than 37 weeks and 0 days gestation 

should be encouraged to have frequent uninterrupted skin-to-skin contact with their newborns while in the hospital and after 

discharge.  FT, Position statement, post-discharge KC, birth KC  recommendation, need to get full article.  Not on charts 1.2017. 

 

 

 Association of Womenôs Health. Obstetric and Neonatal Nurses (AWHONN), American Association of Critical-Care Nurses 

(AACN), & National Association of Neonatal Nurses (NANN).  (2009).  M.T. Verklan & M Walden, (Eds.).  Core Curriculum for 

Neonatal Intensive Care Nursing, 4th Ed. St. Louis: Saunders Elsevier.  Chapter 23 which is Care of the Late Preterm Infant says on its first 

page under  ñThermoregulation:  A3c.  Encourage skin-to-skin holdingò to prevent hypothermia in late preterm infant.  TEXTBOOK.  PT, 

Temperature, hypothermia prevention, 

Guideline 

 

 Atchan, M.(2013).  The Baby Friendly Health Initiative inAustralia:  Desirable strategy or lame duck?  Women and Birth, 26 

(Suppl 1) (Oct. 2013),S22-S41.   BF is the biologic norm. The Baby Friendly Health Initiative is a global, mulit-faceted strategy that aims 

to create a positive breastfeeding culture.  In 2013,19% of Australian facilities are BFHI certified and impediment is doing birth KC (a 

ñdiscord with practice and organizational attitudinal issue)ò pg. S23. Critics say BFHI is not working in Australia and that money devoted 

to it should be redirected elsewhere.  FT, Birth KC, implementation, Baby Friendly 

 

 Athanasopoulou E & Fox J.R.E. (2014). Effect of Kangaroo Mother Care on maternal mood and interaction patterns between 

parents and their preterm, low birthw eight infants:  a systematic review.  Infant Mental Health Journal 35(3), 245-262 DOI:  

10.1002/imhj.21444  Because birth of premature infant can had adverse effects on interaction between parents and infant, authors sought to 

do a review to learn if KMC could attenuate adverse psychological effects by  ameliorating negative maternal mood and /or promoting 

more positive interactions. Mothers of preterms are more controlling, anxious, and concerned about their infantôs health as well as less 

emotionally involved than full term mothers (Forcada-Guex et al., 2006) and are less likely to initiate or respond to their babyôs emotional 

expressions, especially when babies are expressing sadness or anger (Malatesta CZ et al., 1986. Emotion socialization and expressive 

development in preterm and full term infant. Child Dev 57, 316-330 SEPARATION plays a role in development of adverse dyadic 

relationship (TAllandini & Scalembra, 2006).  When infant is in incubator, opportunities for physical proximity and touch are limited and 

development of child infant attachment is negatively affected (Feldman, Weller, Sirota, Eidelman, 2003).  Separation also creates a physical 

and emotional distance between mother and infant and can enhance maternal feelings of distress and inadequacy (Stern, 1977; Tallandini & 

Scalembra, 2006). The NICU poses many challenges to mothers as they strive to establish their  role in their babyôs life and their identity as 

mother while having less opportunity to be with their baby around the clock (Fenwick J, Barclay L, Schmied V 2008, Craving closeness: a 

grounded theory analysis of womens ô experiences of mothering in the special care nursery. Women and Birth, 21, 71-85).  In this review, 

all studies were evaluated for BIAS using the COCHRANE Collaboration guidelines (Green S & Higgins,JPT 2008. Preparing a Cochrane 

Review. In JPT Higgins and S. Green (Eds). Cochrane Handbook for Systematic Reviews of Interventions.  Chichester, United Kingdom:  

Wiley-Blackwell.)  Findings of studies were inconclusive but there is some evidence to suggest that KMC can make a positive 

difference on these areas.  Specifically, KMC can improve negative maternal mood (anxiety and depression), and promote more 

positive parental-child interactions.  PT, Review, maternal depression, maternal anxiety, interaction, separation.   
 

 Augustin, A.L., Donovan, K., Lozano, E.A., Massucci, D.J. & Wohlgemuth, F.  (2014-Jan). Still nursing at 6 months:  A suvey of 

breastfeeding mothers. MCN:  American Journal of Maternal Child Nursing, 39(1); 50-55.  DOI: 10.1097/01.NMC.000437534.9   A 

descriptive study of 20 questions was sent through survey monkey to 806 moms of a community hospital 6 months after birth. 50% 

http://dx.doi.org/10.1016/j.jogn.2016.09.001
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responded and over 59% were still breastfeeding at 6months. Mothers who initiated kangaroo care in the first hour had a higher rate 

of BF during the first six months postbirth than mothers who did not perform skin-to-skin contat.   C/S moms and primips reported 

higher use of formula while in hospital and BF for shorter duration. Cesarean moms did not do KC in first hour and breastfed later.  Author 

sys that policies need to allow for KC in first hour after cesarean section.  Reasons for stopping were decreased milk supply, return to 

work, baby did not latch, baby did not nurse well .  FT, descriptive, BF duration, cessation of BF, birth-VEKC (within one hour of 

birth), postpartum KC, home kc, cesarean section. 

 

 Awi, D.D. & Alikor, E.A. (2004).  The influence of pre-and post-partum factors on the time of contact between mother and her 

newborn after vaginal delivery.  Niger Journal of Medicine 13(3), 272-275 and erratum in Niger journal of Medicine 2005 (Oct-Dec) 14(4), 

460.  Analysis of interviews and observations and medical records of pre and postpartum factors influencing time interval from vaginal 

delivery to first KC between 250 moms and newborns in a University Nigerian hospital showed that only 38.4% of moms started KC 

within 30 minutes of birth. Factors associated with early KC were maternal age < 25 years, primiparity, labor <12 hours, and later 

episiotomy repair.  Factors associated with late KC (after first 30 minutes post-birth) were early performance of routine cleaning and 

measurement of newborn.  A higher proportion of mothers who had BF assistance had had early KC (48.8%) than those who did not have 

any assistance (17.1%).  A delay in the time of repair of episiotomy is associated with early Breastfeeding initiation.  96/242 (39.7%) moms 

who received information on BF had early contact compared with none of the 8 moms who did not get BF education. Marital status and 

momsô education had no association with KC.  Immediate contact between newborn and mother should take precedence over hospital 

routines..Fullterm,  Descriptive, Regression Analysis,  Birth KC , Very Early KC,  episiotomy repair, BF education., 3rd world, 

barriers 

 

 Axelin, A., Lehtonen, L, Pelander, T. & Salantera, S. (2010).  Motherôs different styles of involvement in preterm infant pain care.  

Journal of Obstetric, Gynecologic, and Neonatal Nursing, 39(4), 415-425.    Study showed that mothers are willing to activitely participate 

in their preterm infantôs pain care.  

 

 Azevedo VM, Xavier CC, Gontijo F .(2012) Safety of Kangaroo Mother Care in intubated neonates under 1500 g. Journal 

of Tropical Pediatrics;58(1):38-42. doi: 10.1093/tropej/fmr033. Quasi-experimental, one group, prekc-KC ïpostKC study of 43 preterms 

(GA=29.1 +/-1.6 wks), BW = 1.1334 +/-2318g) were assessed for 90 minutes (15 min before,, 60 mins during KC and 15 mins afterKC) 

for HR,  saO2, axillary temp, and mean arterial MAP Blood Pressure of ventilated infants. Statistically significant (but not clinically 

significant) differences in HR (varied the most by 5 bpm (pg. 2/5), SaO2, axilary temp (maximum variation was 0.2C), mean 

arterial BP  showed small increase during KC and greatest difference was 4.0mmHg.  FiO2 decreased most significantly, up until 30 

mins of KC and thereafter it decreased less noticeably. FiO2 variation was statistically significant but not clinically (0.05%). SpO2 

decreased over time but the change was only 0.7% (clinically insignificant)  No change in PIP, PEEP, RR though . No infant was 

removed from vent KC.  Because no clinically significant differences between the three periods,  VS stability occurred during KC.  

Thus, KC is a safe method for intubated infants.  PT, Quasi-exp, Pretest-test-postest, HR, SaO2, axillay temp, BP, MAP, vent KC, 

stability , micropreemie., FiO2, duration  
 

 Baby Friendly Hospital Initiative. (2014). Guidelines and evaluation criteria. Facilities sseeking designation.  Baby-Friendly USA 

website. https://www.babyfriendlyusa.org/get-started/the-guidelines-evaluation-criteria. Accessed Aprl 10, 2014.  Guidelines state that 

all mothers should have continuous skin-to-skin contact with their baby immediately after birth until completion of the first feedinf 

and that skin-to-skin contact should also be encouraged throughout the hospital stay.  Guidelines, birthkC, BF, postpartum KC . Not 

on charts 

 

 Baby Friendly USA (2016). The Baby Friendly Hospital  Initiative ï guidelines and evaluation criteria for facilities seeking 

Baby-Friendly designation.  Retrieved from https://www.babyfriendlyusa.org/get-started/the-guidelines-evaluation-criteria 

Badiee Z, Faramarzi S, MiriZadeh T.  (2014-Oct.20). The effect of kangaroo mother care on mental health of mothers with 

low birth weight infants. Adv Biomed Res.;3:214. doi: 10.4103/2277-9175.143262   The mothers of premature infants are at risk of 

psychological stress because of separation from their infants. One of the methods influencing the maternal mental health in the 

postpartum period is kangaroo mother care (KMC). This study was conducted to evaluate the effect of KMC of low birth weight 

infants on their maternal mental health.The study was conducted in Isfahan, Iran. Premature infants were randomly allocated into two 

groups. The control group received standard caring in the incubator. In the experimental group, caring with three sessions of 60 min 

KMC  daily for 1 week was practiced. Mental health scores of the mothers were evaluated by using the 28-item General Health 

Questionnaire by Goldberg DP (Goldberg DP. Gater R, Sartorius N, Ustun TB, Piccinelli M, Gureje O, et al. 1997. A scaled version of 

general mental health questionnaire, Psychol Med, 27: pg. 191-197 and Taghavi, MR. 2002. Evaluation of validity and reliability of 

General Mental Health Questionnaire. Psychiatry, 5: 381-398).  The General Health Questionnaire has four subscales:  1) scale of 

physical symptoms: feeling of health, tiredness, physical and sensory intake, emotional excitation.KC pretest =9.46; control = 8.96; 

Posttest KC = 8.56, Control = 8.73),  2) Anxiety and sleep disorder subscale; anxiety, insomnia in 7 items Pretest KC=9.43, control 

=10.23; Posttest KC =10.23, control=9.96), 3) Social functioning: coping with demands, feelings of how they are coping, 7 items  

http://www.ncbi.nlm.nih.gov/pubmed/21508081
https://www.babyfriendlyusa.org/get-started/the-guidelines-evaluation-criteria
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(Pretest KC= 9.30, control =8.96; Posttest KC =8.96, control =8.66) and 4) Depressive symptoms: measures of severe depression, 

suicidal tendency, 7 questions, Pretest KC = 5.86, control = 5.40; Posttest KC = 4.96, control = 4.96).  Total subscle score Pretest - 

Posttest KC = 33.50 - 25.63; control = 32.60- 31.20). Statistical analysis was performed by the analysis of covariance using 

SPSS.2013 g in experimental and control grps respectively (pg. 3 of 7) and no sig difference in birthweight,  Birthweights were 2100 

(KC) and 2013(controls). The scores of 50 infant-mother pairs were analyzed totally (25 in KMC group and 25 in standard care 

group).  Pretest was taken on first day of infant hospitalization and was not sig diff between groups (KC = 33.50 and control = 32.60); 

posttest taken on day of discharge and was sig difference between groups (KC = 25.63, control = 31.20).   Three of the subscales were 

significantly different between groups over time: Anxiety and Sleep symptoms p= 0.001, Social interaction p=0.017, Depression 

p=0.001).  Results of covariance analysis showed the positive effects of KMC on the rate of maternal mental health scores. There 

were statistically significant differences between the mean scores of the experimental group and control subjects in the posttest period 

(P < 0.001) and it refers to Table 2, but Table 2 is about PRETEST, not posttest, but when you look at data from Table 1 (pretest and 

posttest scores for both groups, I think ñpretestò in table two is a typo and it should be Posttest).. KMC for low birth weight infants is a 

safe way to improve maternal mental health; KC affects maternal mental health, especialy because the square of Eta was 95%. 

ñSeparation of mother from infant due to clinical conditions and rules of NICU may have negative effects on mother and premature 

infantsò (pg 4 of 7). Therefore, it is suggested as a useful method that can be recommended for improving the mental health of 

mothers.  KC improves symptoms of anxiety and sleep disorders, level of social interaction, and depression. KC had no effect on 

motherôs physical disorders.  Physical disorders of mother were pain of cesarean or episiotomy, breast congestions, insatiable needs 

of newborn. So when these occurred, mothers may have felt victimized, depression, isolation, loneliness and KC did not help this 

aspect.   PT, RCT, maternal mental health, stress, separation, rate of change in stress, duration, depression, anxiety. Sleep, 

physical disorders of mother, infant mental health, development 

Badr ,L.K. & Purdy, I. (2007).  Brain injury in the infant:  The old, the new, and the uncertain.  J Perinat Neon Nurs 20(2): 163-

175.  This is a review of brain injuries in newborns and it states several important things:  on page 170 it statesò maintainenance of 

respiration and physiologic stability is essential in reducing the risk of brain injuryò, on page 170 it relatesòmeasures aimed at reducing 

stress in the term or preterm infant may actually reduce the incidence and negative consequences of brain injuryò and on page 171 it states 

ñKangaroo Care may reduce the need for respiratory support.ò  Review, PT, FT, dev, stress reduction, stability, brain development  

NOT ON CHARTS as of 5/20/09. 

 

Bagby K. & Bowen, S. (2012).Kangaroo care increases breastfeeding rates.  Journal Obstetric, Gynecologic and Neonatal 

Nursing, 41, S49.  Doi:  10.1111/j.1552-6909.2012.01360.x  Descriptive study of fullterm infants getting birth KC to increase breastfeeding 

rates. Says that education was done in 2007 but  the philosophy was not adopted as a standard of care until 2010. Current lit was examined, 

policies were revised, staff expectations were established, KC champions were identified and assisted staff with completion of KC 

competencies, three staff were CERTIFIED in KC, and documentation was improved. BF and KC progress was shared with staff monthly.  

BF INITIATION rates increased from 51% in July 2010 to 74% in July 2011 and birth KC increased from 60% to 73%.  Documentation of 

KC in the mother-baby unit also increased from 35% to 51%. 90% of Labor/delivery and mother-baby staff completed the KC competency 

assessments in the 12 months following July 2010. Implementation of birth KC improved breastfeeding rates (initiation).  It is essential that 

all levels of leadership support and monitor standard of care practice at the bedside, have accurate data collection, using a comprehensive 

educational program is vital to support the change, and staff accountability is crucial to any successful change in practice. Their quality 

improvement project is being shard with 57 irthing hospitals throughout Kentucky.  FT, Birth KC, BF I nitiation,  quality improvement 

project,  implementation, accountability, education, KC Certfication.  Not on Charts 1-1-2013.   UNIVERSITY OF LOUISVILLE 

HOSPITAL program where Kathy and Susie taught in 2007. 

 

Bahl, J (2012).Setting research priorities to reduce lobal mortality from preterm birth and low birth weight by 2015.  Global 

Health, 2(1), 10403: Doi: 10.7189/ojgh.02.010403.  This is an evaluative study using the   method to measure important research strategies 

to meet Millenium Development Goal #4: to reduce neonatal mortalities and they somewhat used a Delphi Technique and had 21 scientists 

create and evaluate proposed topics for further research and rate then along specified criteria. Three of the ideas were new technology ideas 

(one for finding technical ways to keep infants warm at home when moms donôt want to do KC, another was,, and another was.  Among 

these three ideas, the authors incorrectly concluded that finding another way to keep babies warm other than KC was the most popular idea.  

Not on Charts 3/19/2013 

 Bailey, S., (2012). Kangaroo mother care. British Journal of Hospital Medicine (London), 73(5), 278-281.  NEED TO GET 

THIS  Kangaroo mother care is a safe, simple method to care for low birth weight infants. This article looks at its origins, what is 

involved in kangaroo mother care and reviews the evidence for improved outcomes resulting from its implementation.  PT, Review 

 Baker, A. M. (1993). Maternal perceptions of the kangaroo care experience. Unpublished masterôs thesis, The College of St. 

Catherine, St. Paul, Minnesota. Focused interviews with 3 mothers. KC decreased or eliminated maternal anxiety.  Physical and emotional 

intimacy were HIGHLIGHTS of experience-they had much pleasure. KC heightened the dilemma of caring for other children, and KC 

http://www.ncbi.nlm.nih.gov/pubmed/22585327
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supported mat-infant interaction, and moms were more aware of infantôs behaviors and cues.KC also helped moms develop awareness of 

their own feelings and responses to infant.Qualitative, Maternal Anxiety , maternal pleasure, PT 

 

 Baker, N. (2011). Sudden unexpected infant death ï no more ñstunned amazementò! New Zealand Medical Journal, 124(1345), 9-

12.  (GET THIS, no ABSTRACT AVAILABLE)   FT, ALTEs, life threatening events, negative events  Not on Charts 2/10/2012.   

 

 Bakewell-Sachs, S. (2002). Physiologic stability of intubated VLBW infants during skin-to-skin care and incubator care. 

Comment by Susan Bakewell-Sachs. MCN. American J. Maternal Child Nursing, 27(2), 123. This is a short one paragraph reiteration of 

Smithôs report in Advances in Neonatal Care, vol. 1, pg. 28-40 and concludes that incubator care may be less stressful for intubated infants 

than KC.Ventilated KC, Preterm, Summation, Stability 

 

 Bakewell-Sachs S, & Blackburn S. (2003).  State of the science:  achievements and challenges across the spectrum of care for 

preterm infants.J. Obstetric, Gynecologic, and Neonatal Nursing 32(5), 683-695.  This is a review article of advances made in relation to 

perinatal intervention, resuscitation, retinopathy, nutrition and feeding, pain management, developmental care, discharge management, 

transition to home and implications for neonatal nursing practice and research/ On page 688 under the section on developmental care it 

states ñMany developmentally supportive care strategies were implemented before undergoing adequate scientific testing.  More research is 

needed, but the evidence base is growing for interventions such as cycled lighting, kangaroo care, nonnutritive sucking, containment, touch, 

and positioning, due in large part to the work of nurse researchers.ò  Also, ñIndividualized developmentally based  care is a third focus of 

need for neonatal nursing research.  Research demonstrating the effect of developmental care and oher nursing care on infant outcomes, 

consistency of care, and  costs will emphasize the importance of skilled nursing care.ò(pg. 691).  PT, Review, developmental care, Not on 

charts 4/30/09 

 

 Bakewell-Sachs S & Gennaro S. (2004).  Parenting the post-NICU premature infant. MCN, the American J of Maternal/Child 

Nursing  29 (6), 398-403.  This article is designed to assist nurses in giving comprehensive, evidence-based care in preparation for 

discharge and when working with the mother after discharge.  Mothers need information, guidance from nurses, support from other 

mothers, and interventions that improve parent-infant interactions.  ñMost studies have focused on interventions such  with mothers 

such as kangaroo care, developmentally based care,éKangaroo care has been shown to have beneficial effects for infants and parents; 

a recent study found that mothers who participated in kangaroo care had more positive mood, touch, and adaptation to infant cues,and 

their infants showed greater alertness and less gaze aversion compared to control group (Feldman, Eidelman, Sirota, Weller, 2002).ò 

(pg. 400). On page 402 in Figure 1, entitled ñnursing interventions for the care of the NICU graduateò, #5 is ñEncourage use of 

kangaroo care and infant massage.ò Clinical review, post-discharge, maternal mood, PT 

 

  
Bala P, Kaur R, Mukhopadhyay K, Kaur S. (2016-JAN).  Oromotor Stimulation for Transition from Gavage to Full Oral 

Feeding in Preterm Neonates: A Randomized controlled trial. Indian Pediatr. 2016 Jan 8;53(1):36-8.  A randomized controlled trial to 

assess the effect of additional oromotor stimulation along with routine care on transition from gavage to full oral feeding in preterm 

neonates.51 neonates (28-34 weeks) randomized to receive either oromotor stimulation along with routine care (n=25, intervention), 

or routine care alone (n=26, control) (which included Kangaroo mother care and non-nutritive sucking).Median (IQR) days to reach 

partial and full spoon feed were significantly lesser [5(3-9.5) vs 10(5-15) P=0.006; and 7(5-14.5) vs 12.5(7-21); P=0.03] in 

intervention than in control group, respectively. A significantly higher number (56%) in intervention group as compared to control 

group (31%) achieved partial direct breast feeding at discharge (P=0.01).Oromotor stimulation along with routine care, Kangaroo care 

and non-nutritive sucking) reduces the duration of gavage feeding in preterm neonates. PT, RCT, BF, feeding transition,from 

gavage to breast, KMC is routine care.  NEW for BIBLio study 

 

 

Balde, P. (1998). [Dr. Pierre Balde, pediatrician.  The Kangaroo Method (interview by Anne-Claire Delval-Motro)]. Rev Infirm 

35, p. 29, PT. 

 

Baley J & COMMITTEE ON FETUS AND NEWBORN .(2015-Augst 31). Skin-to-Skin Care for Term and Preterm Infants 

in the Neonatal ICU.Pediatrics,136(3):596-599 .doi:10.1542/peds.2015-2335 pii: peds.2015-2335. Finally, the AAP produces a 

document acknowledging Kangaroo Care just as Canada did 3 years ago! (see Jefferies & Canadian Paediatric Society, 2012) 

"Kangaroo mother care" was first described as an alternative method of caring for low birth weight infants in resource-limited 

countries, where neonatal mortality and infection rates are high because of overcrowded nurseries, inadequate staffing, and lack of 

equipment.Here it recapitulates Lawnsô meta-analysis of 2010 in which 988 LBW <2000 gms infants in 3 RCTs  who got KMC 

continuously starting about 1 week of age showed a 51% reduction in mortality, and it says that Lawnôs methods have been questioned 

(see Sloan et al.,2011). Then goes on to relate Conde-Agudeloôs Cochrame meta-analaysis of 2014 in which 18 studies of KMC 

beginning within 10 days of birth in infants <2500 gm showed significant reduction in mortality and morbidity  (decreased sepsis 

and improvement in growth, breastfeeding and mother-infant attachment) at discharge or 40-41 postmenstrual age. Intermittent skin-

http://www.ncbi.nlm.nih.gov/pubmed/?term=Bala%20P%5BAuthor%5D&cauthor=true&cauthor_uid=26840669
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kaur%20R%5BAuthor%5D&cauthor=true&cauthor_uid=26840669
http://www.ncbi.nlm.nih.gov/pubmed/?term=Mukhopadhyay%20K%5BAuthor%5D&cauthor=true&cauthor_uid=26840669
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kaur%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26840669
http://www.ncbi.nlm.nih.gov/pubmed/26840669
http://www.ncbi.nlm.nih.gov/pubmed/?term=Baley%20J%5BAuthor%5D&cauthor=true&cauthor_uid=26324876
http://www.ncbi.nlm.nih.gov/pubmed/?term=%22COMMITTEE%20ON%20FETUS%20AND%20NEWBORN%22%5BCorporate%20Author%5D
http://www.ncbi.nlm.nih.gov/pubmed/26324876
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to-skin care (SSC), a modified version of kangaroo mother care, is now being offered in resource-rich countries to infants needing 

neonatal intensive care, including those who require ventilator support or are extremely premature, but intermittent SSC in resource 

rich countries has NOT been associated with decrease mortality and the data are insufficient to draw this conclusion (and she cites 

Conde-Agudelo & Dias-Rosello, 2014). She proceeds with a review saying that the most substantial evidence is for long and more 

exclusive breastfeeding and more milk production and citing Hake-Brooks & Anderson 2008 and the Renfrew et al., 2009 systematic 

review) SSC may improve motherôs attachment/bonding, her feelings of being needed, or comfortable with infant (pg. 597). SSC 

promotes participation of mother and father in infantsô care, strengthens familyôs role and decreases feelings of helplessness (citing 

Nyqvist et al., 2010 Towards Universal KMC). Mothers report less stress, more satisfaction with NICU care, and better ability to read 

infantsô cues. Increased parent satisfaction, better sleep organization, a longer duration of quiet sleep, and decreased pain 

perception during procedures have also been reported in association with SSC.  ñEvidence is less clear for a beneficial effect 

regarding sleep and neurobehavioral maturation.  One report found increased frontal brain activity during both quiet and active sleep 

which is thought to be predictive of improved neurobehavioral outcomes (cites Welch et al., 2014). Other studies using EEG and 

polysomnography data indicate that preterm infants who receive SSC have more maturce sleep organization, whith increased total and 

quiet sleep & decreased REM sleep and arousals frpm sleep and an improvement in sleep cyling (cites Ludington-Hoe et al., 2006 and 

Feldman & Eidelman, 2003).They also appeared more alert & observant and spent less time crying (Feldman & Eidelman, 2003).ò(pg. 

597). She goes on to related that SSC infants have better autonomic regulation, maternal-infant interactions, high scores on Bayley 

Scles at 6 and 12 months, and at 10 years (Feldmen et al., 2014) have attenuated STRESS response, improved autonomic functioning, 

better organized sleep, and better cognitive controlò.(pg. 597).  ñSSC has also been advocated for nonpharmacologic management of 

procedural pain.  A Cochrane review (Johnston et al., 2014) concluded that KC seemed to be effective for a single painful procedure 

such as heel lance and that behavioral indicators of pain tended to favor SSC whereas physiologic indicators were generally not 

affected, suggesting possible observer bias in scoring behavioral indiatorsò (pg. 597). (She did not cite Abouelfettohôs study which 

showed effects in physiologic outcomes and was conducted at the authorôs own hospital in the USA!) However, infections may be 

spread among mothers, infants, and caregivers, particularly in multi-bed uiits as has been shown for respiratory syncytial virus (Visser 

et al., 2008) and tuberculosis (Heyns et al., 2006).  Although a recent report described an association between SSC and development 

off MRSA among infants in one NICU, the authors did NOT believe that there was a causal relationship (Sakaki et al., 2009).ò She 

then gives the clinical guidelines that ñparents should be monitored for skin infections and might need cleansing of the skin for infant 

contact. Some experts consider infants with open lesions (open neural tube defects, abdominal wall defects) to be particularly at 

risk.ò(pg. 597). So these could be CONTRAINDICATIONS TO KC. ñDespite apparent physiologic stability during SSC, it is 

prudent that infants in the NICU have continuous cardiovascular monitoring (pg.596) and that care be taken to verify /monitor  correct 

head positioning for airway patency as well as the stability of the endotracheal tube, arterial and venous access devices, and other 

life support equipment.ò Pg. 596 and 598 ï two times on page 598 in exactly the same words).  ñAny infant who requires careful 

temperature regulation or a high-humidity environment might have SSC delayed until he or she is more stableò(pg. 598). ñResistance 

to KMC from staff may be due to fear of harm to the infant, lack of experience, time, or assistance to transfer the infant to the parent 

and/or monitor the infantôs well-being. A nursing simulation program may help promote acceptance of SSC (cites Hendricks-Munoz 

et al., 2014) and says that multiple guidelines for the provision of SSC have been published (Kledzik 2005; DiMenna, 2006; Welch et 

al., 2013), Ludington-Hoe, et al., 2003)ò(pg. 598). ñBecause SSC has been shown to be feasible and safe in the NICU in infants as 

young as 26 weeksô gestations (cites Bier et al., 1996), with benefits for both parents and infants, FACILITIES ARE 

ENCOURAGED TO OFFER THIS CARE WHEN POSSIBLE.ò(PG 598).òSSC significantly improves milk production by the 

mother and is associated with a longer duration of breastfeedingò(pg 596 and on page 598 it says ñIt has been shown that skin to 

skin care results in improved brastfeeding, milk production, parental satisfaction and bondingò(pg. 598). (and this is all it says 

that KC causes, and all the other benefits listed here are simply ASSOCIATED WITH, which underplays the strength of randomized 

controlled trial and meta-analyses findings).  PT, FT, Review, position statement, guidelines, PT, position statement, guidelines, 

review, milk production, breastfeeding duration, satisfaction, sleep, pain, physiologic stability, supc positioning, ET, arterial 

and venous access, life support equipment, SUPC, barriers to KC, nursing education, transfer skills, contraindications, fear of 

infant well-being   
 

Ballou, J.F., Gray, B.P., & Mancuso, P. (2014-Sept/Oct). Bradycardia in a term newborn. Journal of Pediatric Health Care 

;28(5):456-60. doi: 10.1016/j.pedhc.2014.01.004.  Case study of a NSVD 39-40 wk GA,male infant with birthweight of 2670 gm  born to 

gestational diabetic mom, with apgars of 9/9 , lusty cry. Pediatrician attended delivery for potential hypoglycemia and risk of respiratory 

depression due to mec stained amniotic fluid.  ñHe immediately was placed across his motherôs bare chest and covered with warm blankets. 

The baby fed for 5-10 minutes on each breast at approximately one hour of life. At 2 hours he was transferred to newborn nursery.ò The 

heart rate was 136 at 30 mins (RR=68, T=36.4C, BG=68mg), 120 at 60 mins (RR=42, T = 37.1C), 132 at 90 mins (RR=50,T= 36.8C, 

BG=75mg), 128 at 120 mins (RR=56,T=36.5C), 128 at 150 mins (RR=42, T=36.7C, BG=63mg, Hct=57.7%-59.7% (normal is 40-60%). 

Umbilical cord pH=7.25 Normal RR is 40-60 bpm, normal Blood glucose is >40 mg/deciliter, and umbilical cord pH less than 7.0 indicates 

risk of intrapartum anoxia). AT discharge, infant had HR of 87 (99% of infants have HR over 100, so this was concern), BP of 58/31 in 

right arm, 75/51 in right calf, 66/37 in left arm, and 59/37 mmHg in left calf.. Wonderful review of HR and RR physiology at birth. 

Conclusion:  baby is undergoing normal extrauterine adjustment and low HR probably due to parasympathetic dominance while waiting for 
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sympathetic activation following birth or a hypervagal response.  ñMost HRs less than 80 bpm are considered pathologic, but a few infants 

may exhibit episodes of rates in the 80s or lower that are a result of hypervagal responseòpg. 4).  FT, Case study, HR, RR, temp, 

 Blood glucose, Birth KC, parasympathetic NS, sympathetic NS, autonomic NS, BP. Residual Effect, Bradycrdia,  

 
Barabach L, Ludington-Hoe SM, Dowling D, Lotas M. (2017-Apr). Role of Baby-Friendly Hospital Care in Maternal Role 

Competence. Nurs Womens Health. 21(2):96-107. doi: 10.1016/j.nwh.2017.02.006. The objective of this pilot study was to determine 

women's perceptions of their levels of maternal role competence at discharge from a Baby-Friendly hospital. A convenience sample of 

30 women completed two self -report questionnaires: a demographic questionnaire and the Perceived Maternal Parenting Self-Efficacy 

scale. Women report that they perceived high levels of maternal role competence with a mean total score of 69.80 (standard deviation 

= 6.86) out of 80. As women experience breastfeeding in Baby-Friendly hospitals, maternal role competence may develop with 

appropriate support.  FT, descriptive evaluative study, BF, Baby Friendly, maternal feelings, competence. Not on 
charts 4-28=2017 

 

Barabach, L., Sedlock, J., & Salmon, K. (2012). Making kangaroo care the norm:  implementation of a new model of care.  

Journal of Obstetric, Gynecologic, and Neonatal Nursing, 41 (Suppl): S53-S54.  Doi: 10.1111/j.1552-6909.2012.01360.x.  Report of 

quality improvement project at Lakewood Hospital Birthing Center in NorthEast Ohio to obtain Baby Friendly designation.  A key 

component was KC in the immediate postpartum period.  In 2009 they began training the nurses on KC and implementation followed.  

Goal was all appropriate infants would be placed in KC shortly after birth and would remain with their mother or the motherôs support 

person for 60-90 minutes. Time in KC would facilitate transition to extrauterine life and allow self-latch at the breast.  A nationally 

recognized expert on KC provided a 4-hour program that included discussion of benefits, infant placement, on-going care of the infant and 

assessment of infant. Placement was demonstrated to validate understanding. The electronic health record was modified to include 

documentation of time in and out of KC and who was doing KC. Patient education handouts were given during prenatal appointments, 

prepared childbirth classes, and breastfeeding classes and tours of the unitl. Pediatric, obstetric, and anesthesia providers were educated 

about KC and Baby Friendly requirements.  The percentage of infants in Birth KC is reviewed monthly:  Between 90-98% of appropriate 

infants are placed in KC, and infants are placed in KC shortly after cesarean while mother is still in operating room. Lactation consultants 

report a decrease in delayed latch and breastfeeding problems.  Families have reported increased satisfaction with birth experiences.  KC is 

used throughout the hospital stay and families are encouraged to continue KC at home.  FT, Birth KC, breastfeeding, home-based KC, 

satisfaction. Quality improvement, implementation, cesarean KC.  Not on Charts 1-1-2013. 

 

Barbier, D., & University of Louisville University Hospital Center for Women and Infants. (2010).  Jumping into Kangaroo Care. 

A comprehensive educational toolkit.  University Hospital.  Available from:  Denise Barbier, 34 hill Road, Louisville, KY 40204,  502-

458-2324.  Disc 1 is a DVD that contains ñeverything you  need to know to implement Kangaroo Care, from prenatal visits to patient 

discharge.  Disc 2 is a CD ROM that contains instructor guide, participant guide, sample hospital policies, research  references, patient 

education brochures, national and international policy statements and other supportive materials.  The program is designed to promote KC 

in the delivery room and throughout the hospital stay in order to increase the number of infants who are breastfed upon discharge.  BF rates 

at University of Louisville Hospital rose from 45% to 64% in 7 months when new mothers were encouraged to be skin-to-skin with their 

healthy full term infants immediately after birth.  KC is a simple and effective way to increase the number of newborns who are breastfed 

and, as a result, will increase the number of mothers and their infants who enjoy the significant health benefits of breastfeeding.  Disc one 

has 10 chapters of content and is absolutely  BEAUTIFULLY DONE. All USA Safety precautions followed, and they demonstrate 

birth KC procedure (but they put baby head up on motherôs chest ), all babies have head caps and they emphasize uninterrupted 

continuous BIRth KC for one hour and stress the important of this one hour even if mom is formula feeding her infant.  

EXCELLENT film.  THE BEST SUSIE L HAS SEEN YET!!!   Birth KC,  BF, antenatal KC, PP KC. Not on Charts in 11/2010. 

 

Barcenas, . (2003). Programa madre canguro. Medicina basada en la evidencia. Rev Fac Med Univ Nac Colomb, 51(2), 80-86.  

GET THIS AND PUT ON CHARTS 

 

 Barnes,  N.P.,  & Roberts, P. (2005).  ñExtrasystolesò during Kangaroo Care.  Pediatric Critical Care Medicine, 6(2), 230. GET 

THIS . This is commentary on Kluthe et al.ôs 2004 case study of an extrasystole appearing on the EKG of a preterm infant during KC and 

concluded that they were picking up maternal heart beat. It was Not A Life Threatening Event during KC,  PT,  Apnea. Life threatening 

event,  HR, Maternal VS Pickup by Infant, 

  

Barradas J, Fonseca A, Guimaraes CL, & Lima GM. (2006).  Relationship between positioning of premature infants in Kangaroo 

Mother Care and early neuromotor development.  Journal Pediatrics (Rio Journal), 82(6), 475-480.  Kangaroo Care is considered normal, 

routine and infants were placed either in lateral decubitus position or in full prone position while receiving 24/7 KC.  Better flexed 

positioning and motor dev  in 24/7 KC infants.  Correlational study, preterm, development, motor, position 
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 Barreto AC, Maia CR, Lima KD, Maranhão HD.(2013).Postnatal growth restriction and predictors of nutritional outcome in 

very low birth weight infants fed human milk and assisted by the Kangaroo Mother Care method.J Matern Fetal Neonatal Medicine 

26(2), 201-206. doi: 10.3109/14767058.2012.722720. Determination of the prevalence of postnatal growth restriction (PNGR) and the 

predictors of nutritional outcome in 112 very low birth weight (VLBW) infants fed unfortified breastmilk while hospitalized on KMC 

ward. Cross-sectional study conducted in a maternity school between July 2005 and August 2006. The number of days required to 

reach minimum weight and regain birth weight, the percentage of weight loss, and the deterioration of nutritional status were 

outcomes that were converted into a factor termed "nutritional outcome" using factor analysis. Multiple linear regressions were used to 

identify predictors of nutritional outcome. PNGR was observed in 89.3% of the infants at hospital discharge. The predictors of 

nutritional outcome were: appropriate-for-gestational-age infants, children of mothers aged Ò20 years old, need for mechanical 

ventilation, longer stays in the neonatal intensive care unit, and a greater number of days to achieve full enteral nutriti on. It is 

important to know the factors that negatively influence the nutritional outcome of VLBW infants, as these can be modified through the 

improvement of perinatal care and can reduce PNGR.  PT, regression analysis, descriptive study, micropreemie, BF, 24/7 KMC, 

weight ï I think this is 3 rd world-Brazil, but am not sure til I get full article to review.   Not on Charts 2012  

 Barros, F.C., Bhutta, Z.A., Batra, M. et al., (2010).  Global report on preterm birth and stillbirth (3 of 7):  Evidence for 

effectiveness of interventions.  BMC Pregnancy Childbirth 10(Suppl1): S3. doi: 10.1186/1471-2393-10-S1-S3. This is a review of 

effective interventions and in relation to KC it says that KMC is an important intervention to decrease morbidity and mortality for low-

birthweight infants in developing countries.  PT, 3rd world, mortality, morbidity , implementation See also Victora, Reubens & GAPP, 

2010;  for other reports from same Brazilian work group for scaling up KMC 

 

Bass JL, Gartley T, Lyczkowski DA, Kleinman R. (2018-Feb). Trends in the Incidence of Sudden Unexpected Infant 

Death in the Newborn: 1995-2014. J Pediatr. 2018 Feb 5.. doi: 10.1016/j.jpeds.2017.12.045.  Not an KC study per se, but about 

SUPCs that resut in death an are then labelled SUID and the article does address SUPCs increasing since skin to skin contact has been 

encouraged and this report starts with the story of a physician father who was watching TV on his couch and picked up his infant son 

to put him chest to chest (not skin-to-skin) and then Dad fell asleep and when he woke up his sone was dead from suffocation in the 

prone position.  Purpose of study was to evaluate the epidemiology of sudden unexpected infant death (SUID) over a 20-year period in 

the US, to assess the potential frequency of sudden unexpected postnatal collapse(SUPC) in the early days of life, and to d/about 

standetermine if SUID rates in the neonatal period (0-27 days) have changed in parallel with rates in the postneonatal periods, 

including the percentages attributed to codes that include accidental suffocation. Data from the US Centers for Disease Control and 

Prevention Linked Birth/Infant Death Records for 1995-2014 were analyzed for the first hour, day, week, and month of life. The US 

Centers for Disease Control and Prevention define SUID as  ñthe death of an infant less than 1 year of age that occurs suddenly and 

unexpectedly, and whose cause of death is not immediately obvious before investigationò (CDCP, 2017. About SUID and SIDS. 

https://www.cdc.gov/sids/aboutsuidandsids.htm). A similar acronym that is used is SUDI for sudden unexpected death in infants 

(Victoria State Government, Australia. Sudden unexpected eath in infants (SUDI and SIS) 

https://www.bapm.org/sites/default/files/files/SUPC_Booklet.pdf.  Accessed jan 5, 2018).  The definition of SUID includes sudden 

infant death syndrome (SIDS) as well as accidental suffocation and strangulation in bed (ASSB) and unknown causes of death in 

infants less than 1 year of age (CDCP 2017 just above). Althougoh the rate of SIDS peaks between 1 and 4 months of age, newborns 

are also vulnerable.  Sudden unexpected postnatal collapse (SUPC) describes healthy infants born at greater than 35 weeks 

gestations, with 10-minute APGAR score of greater than 7 who collapse suddenly and unexpectedly within the first postnatal 

week of life (Herlenius & Kuhn, 2013 on this bib).  Though SUPC is not an official category in the International Classification of 

Diseases (ICD), newborn deaths after SUPC confoor to the CDC definition of SUID. SUID encompasses all categories of sudden 

unexpected deaths in infancy, including SIDS, SUPC, and ASSB. Purpose is to focus on data on the early ddays of life that may 

reflect SUPC deaths, analyzing deaths in the first hour, hours 1-23 and days 1-6 of life 

 

A comparison of neonatal and postneonatal data related to SUID, including accidental suffocation, was carried out. 

Death records for 1995-2014 indicate that, although SUID rates in the postneonatal period have declined subsequent to the 1992 

American Academy of Pediatrics sleep position policy change, newborn SUIDs have failed to decrease, and the percentage of 

SUIDs attributed to unsafe sleep conditions has increased significantly in both periods; 29.2% of the neonatal cases occurred 

within the first 6 days of life.  From 1995 to 2014, 8869 SUIDs occurred in first month, 2593 (29.2%) in first six days of life, 

1317 (14.8%) on first day, and 625 (7%) in the first hour of life (pg. 2).  Average annual USA rate of SUIDs is 31 in first hour, 

95 in 1-23 hours, 64 in 1-6 days, and 314 between 7-27 days.  511 (60.1%) of annual SUIDS are in infants > 35 weeks GA and 

64 (39.9%) were in infants < 35 weeks GA.   Rates of neonatal (<27 days) SUID remain at 11 in 100,000 births and the 

percentage of SUIDs in neonatal period rose from 9-10% in 1995 to 11-13% in 214 (pg 2). Mechanical suffocation in bed and 

cradle and accidental suffocation/strangulation in bed increased from 1995 (2.1%) to 2014 (22.7%), representing an 11 fold 

increase in the neonatal population.  SUPC is now globally recognized (pg. 3) and contributes to the alarming increase in 

neonatal SUIDS which now represents 29.2% of all neonatal SUIDS (pg. 3)The frequency of SUIDs during the neonatal period 

warrants ongoing attention to all circumstances contributing to this category of deaths, including skin-to-skin and chest-to-chest 

positions and breastfeeding positions. The development of a standardized definition of sudden unexpected postnatal collapse and a 
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national registry of these events is recommended. Ongoing research on the effects of early neonatal practices on postneonatal SUID 

should also be encouraged. FT, descriptive evaluative study, SUPC, definition of  SUPC that differs from others, SUID,  KC, BF  

Not on charts 2/24/2018 See also Lambert et al., 2018 

 

 

 Bar Yam, N.B., (2002).  Kangaroo mother care:  Restoring the original paradigm for infant care and breastfeeding. J. Human 

Lactation, 18 (3), 289 for a review of the film in the title that was made by Nils Bergman.  FILM, BF, FT  

 

 Bass, J.L., Gartley, T., Kleinman, RAlva. doi: 10.1001/jamapediatrics.2016.1529. This is a review article that relates the 

occurrence of SUPCs had come to their attention and that ñUnfortunately, there is now emerging evidence that full compliance with the 10 

steps of the (BFHI) initiative may inadvertently be promoting potentially hazardous practices and/or having counterproductive outcomes,ò 

(pg. 923). So the authors did a review of the records from the Massachusetts Dept. Of Public Health Registry of Vital Records and Statistics 

from 2004-2013 to determine statewide rates of sudden unexplained infant deaths among newborns by looking for the code for SIDS and 

found that 14% of SIDS occurred in first 28 days of life with 8 (22.2%) of SIDS cases in newborns and 20 (35.1%) of newborn sudden 

unexplained deaths occurred in first 5 days of life, suggesting that the incidence might be more common than that reported by Goldsmith JP 

in 2013 (pg.. 924). He suggests that the accelerated implementation of Baby Friendly Hospital status should be reconsidered, and hospitals 

should place more attention on ensuring compliance with safe sleep programs. (pg. 924).  This article resulted in many published replies by 

health professions (see Ferrarello reply in JAMA Pediatrics  as a sample, also Meek & Noble, etc ).  Policy paper, FT, SUPC. Life 

threatening events, Baby Friendly, Birth KC, BF.  Not on charts  Oct. 12, 2016  ( see related citation on Baby Friendly Hospital 

Initiative criteria from 2014; and see also  Benjamin et al., 2011 for Surgeon Generalsô comments on accelerating adoption of BFHI.) 

 

 

Bastani F, Rajai N, Farsi Z,  & Als, H. (2016-Dec 29).  The Effects of Kangaroo Care on the Sleep and Wake States of 

Preterm Infants. J, Nurs Res.  doi: 10.1097/jnr.0000000000000194. EPUB AHEAD oF PRINT Developing interventions that improve 

deep sleep and quiet awake is important to improve the quality of care that is provided to preterm infants.The aim of this study was 

to compare the effects of kangaroo care and in-arms-holding on the sleep and fants with gestational ages of 32-37 weeks and their 

mothers were recruited from the neonatal intensive care unit of Valiasr Hospital in Tehran, Iran . Seventy participants completed the 

trial. In the preintervention phase, nurses placed all of the infants, clad only in diapers, in supine position in their incubator for 20 

minutes. Next, the infants in the kangaroo care group were placed onto their mothers' bare chest, whereas those infants in the in-arms-

holding group were cradled in their mothers' arms, with the head and back supported by the mother's left arm. The intervention period 

lasted for 70 minutes. In the postintervention phase, the infants were returned to their incubators and placed in supine position for 20 

minutes. The observer recorded the status of the infants during the three phases of study.There were no significant differences 

between the two groups in terms of state distribution in the preintervention phase. However, the kangaroo care group had longer 

periods in deep sleep (p < .001) and in the quiet awake/alert state (p = .004) during the intervention phase and less time in the light 

sleep or drowsy state (p < .001) and in the actively awake state (p = .02) than the in-arms-holding group. No significant group 

differences were found in terms of crying.Kangaroo care appears to increase the length of time that preterm infants spend in deep 
sleep and quiet awake states as compared with simply being held in their mothers' arms. Replication of this research 

will strengthen the results. A Tehran, Iran study. PT, RCT, Pretest-test-posttest, control was MOTHERSô ARM, pre and post was 

SUPINE in incubators, state, sleep, quiet awake, crying,  duration of KC was 70 mins, 3rd world.  GET THIS  

 

 Batton, D.G., Barrington, K, Wallman, C. (2006). Prevention and management of pain in the neonate:  an update.  Pediatrics, 118 

(5): 2231-2241.  This is a report that says that Canadian  Pediatric Society and AAP now both recommend KC to reduce procedural pain.  

PT, FT, Pain, guidelines 
  

 Bauer K. (2005).  Interventions involving positioning and handling in the neonatal intensive care unit:  Early developmental care 

and skin-to-skin holding.  In J. Sizun & JV Browne (Eds.). Research on Early Developmental Care for Preterm Infants. Montrouge, France; 

John Libbey Eurotext, pp. 59-65.   This is a review that covers prone positioning, SIDS, prone sleeping helps acquire motor milestones 

earlier (pg. 60), supine positioning does not prevent asymmetrical postures which  increases functional asymmetries that prone positioning 

does not, head up positioning minimizes apnea and bradycardia for 6 hours (Jenni  OG et al, in Pediatr1997, vol 100, 622-625), swaddling, 

nesting, postural support, sling carrying, minimal handling, and KC is on page 62-63. They conclude on page 63 that ñskin to skin care has 

several aspects that support the infantôs neurobehavioral development. It promotes stability of heart and respiratory function, it is a time 

when infant is protected from painful interventions, it offers opportunity for maternal proximity and interaction, and provides stimulation 

by skin to skin contact, stroking, and by the sound of the motherôs body and voice. Reported short term benefits are an increase in sleep 

time.  Yet, there are few studies of medium-term or long-term effects of skin to skin holding on neurodevelopment.  Review, Preterm, 

development, devel care, HR, RR, A/B, prone, interaction, swaddling. Stabilization , minimal handling  Not on charts as of May 20, 

2009. 
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 Bauer, K., Pasel, K., Versmold, H. (1996).  Chest skin temperature of mothers of term and preterm infants is higher than that of 

men and women. Pediatric Research, 39(#4)Part2: 195A. Reports the chest temperature of women who are not mothers, mothers of term 

and preterm infants, and chest temp of men.  Descriptive, not KC, chest temperature, PT 

 

 Bauer K, Pyper A, Sperling P. Uhrig C, & Versmold H. (1998). Effects of gestational age and postnatal age on body temperature, 

oxygen consumption, and activity during early skin-to-skin contact between preterm infants of 25-30 week gestation, AGA, and their 

mothers. Pediatric Research, 44(2): 247-251.  27 infants spontaneously breathing infants (GA=25-30 wks) given 60 min in incubator and 

then 60 min in KC and 60 min. back in incubator in wk 1 and then got KC DAILY for 1 hr each day until 7 days later (2nd week of life).  

Interfeeding observations made with 1 hour periods of observation.  No change in oxygen consumption, but there is more sleep in KC, 25-

27 weekers lose rectal heat during KC, 28-30 weekers gain heat in KC (0.3̄Cin l hour). No sig change in oxygen consumption. In week 2 

all infants slept more in KC (Sig diff)..Maternal chest temp at 2 cm below clavicle. Maternal chest temp stayed at 34.3-34.4 during KC. 

Sleep was Brueck score of 3or 4, based on behavioral observation.Humidity was 80% in incubator., 40% in room air. Temp dropped during 

transfer into and out of KC in 25-27 weekers. Oxygen consumption did not increase during SSC or during temp drop with transfer.  

Maternal temp under towel was same as surface temp in incubator. In wk 1 infants slept >90% time in incubator and KC. IN wk 2 infants 

spent more time asleep in KC (pretest 78%, KC 90%, posttest 82% for25-27 wkers; 92% to 97% to 85% for 28-30 weekers..  KC had no 

effect on HR and 02 consumption.Pretest-test-posttest, one group, NOT an RCT, oxygen consumption, sleep, temperature,  HR,  

Small vs. not so small,  Maternal temp., sleep , transfer, micropreemie, PT, humidity., transfer  CHECK IF ON ALL CHARTS< ie. 

humidity and transfer 

 

Bauer, J., Sontheimer, D., Fischer, C., & Linderkamp, O. (1996).  Metabolic rate and energy balance in very low birth weight 

infants during Kangaroo Care holding by their mothers and fathers. Journal of Pediatrics, 129(4), 608-611. 25-27 weekers did not gain 

body heat during KC, 28 weeker or more did.  Gain in body heat is not accompanied by increased metabolic rate nor increased oxygen 

consumption. No difference in infection rate in infants with paternal or maternal KC and infection rates lower in KC infants.  FATHERS, 

INFECTION (p. 608). Temperature, oxygen consumption, stability maintained.  How many subjects?  How much KC? Compared 

to incubator? Micropreemie, PT  Type of study??? Susie check this. 

  

Bauer, K., Uhrig, C., Sperling, P., Pasel., K., Wieland, C., & Versmold, H.T. (1997). Body temperatures and oxygen consumption 

during skin-to-skin (Kangaroo) care in stable preterm infants weighing less than 1500 grams. Journal of Pediatrics, 130(2), 240-244.  22 

stable preterms <1500 grms and AGA given first KC in first wk of life.  Continuously measures HR, rectal temp, foot skin temp and 

oxygen consumption for 1 hr in incubator, during 60 min of KC, and 1 hr in incubator. HR never changed from 151.  During KC, rectal 

temp is 0.2C and foot temp 0.6C higher than pretest.  During posttest, body temps returned to pretest. O2 consumption during KC (6.1+0.9 

ml/kg/min.) was not higher than in incubator (5.8+0.8 ml/kg/min. Time in Quiet sleep (Brueck score of 3 or less ïbehavioral state) as % 

total time was 93 + 7 pretest, 96+ 7 KC, 91+9 posttest and state was NOT SIG DIFF.Everything returned to pretest value in posttest period. 

For stable preterm infants <1500 gms and < 1 week of age, one hour of KC is not a cold stress compared with incubator care.  TRANSFER 

to mom took 9+ 4 min.GERMANY. Pretest-test-posttest, one group, NOT an RCT. Transfer time, rectal temp, foot temp, 

oxygenation, oxygen consumption,stability, First week of life. QUIET TIME, sleep <1500 gm. Stability. PT 

 

 Bauer, K., Uhrig C, & Versmold H. (1999).  How do mothers experience skin contact with their very immature (gestational age 

27-30 weeks), only days old premature infants? Z Geburtshilfe Neonatol, 203(6):  250-254.  English Abstract.  17 mothers recorded their 

experiences with ad lib KC over 14 days beginning 3 days postbirth with 27-30 (median was 27.5wk;median wgt of 1130g). They 

increased KC from 60-120 minutes, 21% wanted longer KC periods, 82% had positive feelings and 78% said KC increased attachment to 

baby.Descriptive Qualitative Study, duration of KC, mat feelings, attachment. Same subjects as in Tornhageôs two studies.  

Micropreemie PT, longer KC visits 

 

  
Bavaro JB, Mendoza JL, McCarthy RJ, Toledo P, Bauchat JR. (2016-June). Maternal sedation during scheduled versus 

unscheduled cesarean delivery: implications for skin-to-skin contact. International Journal of Obstetrical Anesthesia..27;17-24 doi: 

10.1016/j.ijoa.2016.06.003].1Department of Anesthesiology, Northwestern University Feinberg School of Medicine, Chicago, IL, 

USA. Electronic address: joseph.bavaro@northwestern.edu. Early maternal skin-to-skin contact confers numerous benefits to the 

newborn, but maternal sedation during cesarean delivery could have safety implications for early skin-to-skin contact in the operating 

room. We compared patient-reported and observer-assessed levels of sedation during unscheduled and scheduled cesarean deliveries. 

Laboring women undergoing unscheduled cesarean delivery with epidural anesthesia, and scheduled cesarean delivery with spinal 

anesthesia were enrolled. Sedation levels, measured using patient-reported (1=least sedated to 10=most sedated) and observer-assessed 

(0=most sedated to 5=least sedated) scales, were evaluated at baseline and 15, 30, 45, and 60 min following a T4 sensory level. The 

primary outcomes were patient-reported sedation at 45min and the areas under the sedation curves.Patient-reported levels of 

sedation were greater at 45min in laboring women undergoing unscheduled (median 7.5, IQR 5-9) versus scheduled cesarean delivery 

(median 4, IQR 3-6) (difference in medians 3.5, 99% CI 0 to 5). Observer-assessed sedation was not different between groups. The 

area under the time curve for patient-reported sedation was greater in the unscheduled group, median difference 162 score min (95% 
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CI 52 to 255). The area under the time curve for observer-assessed sedation was greater in the unscheduled group, median difference 

26 score min (99% CI 0 to 41). Times to skin-to-skin contact and breastfeeding were not different. Women undergoing 

unscheduled cesarean deliveries are more sedated than women undergoing scheduled cesarean deliveries. Skin-to-skin protocols 

for cesarean deliveries must consider maternal sedation and anesthesiologists should use sedating medications judiciously. FT, 

comparative descriptive study, cesarean section, KC initiation time, BF initiation time.  Not on charts 7-19-2016, new to biblio  

 
Baylis R1, Ewald U, Gradin M, Nyqvist KH, Rubertsson C, Blomqvist YT.(2014). First time events between parents and 

preterm infants are affected by the designs and routines of neonatal intensive care units. Acta Paediatr. 2014 Jun 12. doi: 

10.1111/apa.12719. [Epub ahead of print].  Early parental bonding with preterm babies is particularly important and the aim of our 

study was to explore when parents experienced what they regarded as important events for the first time while their infant was in the 

neonatal intensive care unit (NICU).The study was part of a longitudinal project on Kangaroo Mother Care at two Swedish university 

hospitals. The parents of 81 infants completed questionnaires during their infants' hospital stay. Most parents saw and touched their 

infants immediately after birth, but only a few could hold them skin-to-skin or swaddle them. Other important events identified by 

parents included the first time they performed caregiving activities and did so independently, interaction and closeness with the infant, 

signs of the infant's recovery and integration into the family. The timing of the events depended on the physical design of the NICU, 

whether parents' could stay with their infant round-the-clock and when they were allowed to provide care under supervision and on 

their own.The design and routines of the NICU dictated when parents first interacted with their infants. Clinical guidelines that 

facilitate early contact with preterm babies can help parents to make the transition to their parental role. PT, Descriptive evaluative 

study, parent feelings and activities, parents as providers,  guidelines, need to guidelines to facilitate early contact, Birth KC   

 

BCG Foundation (Bill & Melinda Gates Foundation), 2013. (2013 ï Aug).  BCG field research in Malawi: A  Motherôs 

Perspective on KMC- Malawi.  Boston: Bill and Melinda Gates Foundation, pg. 15-24. Exploratory interviews of 34 mothers in Malawi 

found that one mother thought ñthere is good motherly love, the infant knows that this is my motherò and ñwith KMC, there was 

restored warmth and closeness to the baby.ò Interviews were conducted to generate hypotheses on the most important barriers and 

opportunities for KMC in Malawi.  What is the perception of value that may support awareness, adoption, adherence?  What are the 

message that will resonate with mothers?   What are the channels to provide those messages?  KMC was introduced to Malawi in 1992 

at  Zomba Hospital and as of 2012 was available in 121 hospitals because government policy mandated each hospital have a KMC 

ward.    Practitioners are trained in KMC and KMC is integrated into the nursing curriculum.  Community engagement efforts have 

been tried but challenges in widespread awareness, adoption and adherence continue. Barriers are within facilties, and within 

communities.  Conducted 23 in depth interviews with 16 practicing mothers, 5 guardians of practicing mothers and 2 fathers who had 

KMC experience, then did 5 focus grouips with 12-30 participants each (2 grps with community women, 2 with community men, 1 

with Mat/NB health Community Action Group) and concluded with 11 in depth interviews about practicing mothers with 8 health 

practitioners, 2 traditional chiefs, and 1 Minister of Health.  Mothers are 18-34 (median =22), majority had some schooling but not 

completed 8th standard, average parity is 1.9 (1-4), all are married, work as farmers.  There is low awareness in broad community, but 

targeted programs have created awareness (all men in Ekwendeni could explain what KMC was), seeing other women do it can 

convince women, but male adoption barriers are very high (i.e. KMC is petticoat governmentéò(pg. 20).  There are 6 stages of a 

motherôs journey in Malawi: 1) Prepreg= never heard of KMC, may have seen STS before. Barrier is low awareness of KMC. 2) 

Pregnancy, she attends 3-4 classes and hears about KMC briefly but does not think it is relevant for her because it is about preterms, 

Barriers are lack of prenatal training and low participation of family members during prenatal training. 3) delivery and immediate 

postnatal care ï she is trained in KMC and told to do it intermittently until space in KMC ward is available ï which can be many days 

later (pg. 21). Barrier is lack of dedicated space to practice continuous KMC.  4) post delivery in facility-when KMC ward space is 

available, she is told to do it continuously, and she takes breaks. Barriers are maternal pain, fatigue, and KMC messaging only about 

warmth. 5) post discharge KMC- once home, it is difficult to do it while sleeping and she has little support for doing KMC at home. 

Barriers are lack of support for practicing KMC, lack of support for other chores, trouble sleeping, stigma of having a preterm birth. 6) 

Post-KMC.  Once infant weighs 2500 gram, she returns to normal life and does no more. C, especially outside her family. Barrier is 

lack of spontaneous discussion about KMC and lack of awareness of long term benefits of KMC.  Critical barriers in Malawi make 

post-discharge adherence challenging:  donôt know what KMC is better source of warmth than blankets.  Think KMC is for warmth, 

and when baby is warm then mother can stop, at night the mothers donôt want infantôs presence then, and during the day they donôt 

want infant near the smoke when they are cooking and near the dust when mom is farming, and people in the community associate 

preterm babies with immature sperm, so will not pass on the rightful things to the woman thinking she made the manôs sperm 

immature or did something else bad. PT, Descriptive, 3rd world, community KMC, maternal beliefs and perceptions, BF, 

barriers, implementation-not on charts 9/2013.  See also citation under Bill and Melinda Gates Foundation 2014. 
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Beake S, Bick D, Narracott C, Chang YS. (2016-Nov). Interventions for women who have a caesarean birth to increase 

uptake and duration of breastfeeding: a systematic review. Matern Child Nutr. 2016 Nov 24. doi: 10.1111/mcn.12390. [Epub ahead of 

print].Rates of breastfeeding uptake are lower after a caesarean birth than vaginal birth, despite caesarean rates increasing globally 

over the past 30 years, and many high-income countries reporting overall caesarean rates of above 25%. A number of factors are likely 

to be associated with women's infant feeding decisions following a caesarean birth such as limited postoperative mobility, 

postoperative pain, and ongoing management of medical complications that may have triggered the need for a caesarean birth. The 

aim of this systematic review was to evaluate evidence of interventions on the initiation and duration of any and exclusive 

breastfeeding among women who had a planned or unplanned caesarean birth. Seven studies, presenting quantitative and qualitative 

evidence, published in the English language from January 1994 to February 2016 were included. A limited number of interventions 

were identified relevant to women who had had a caesarean birth. These included immediate or early skin-to-skin contact, parent 

education, the provision of sidecar bassinets when rooming-in, and use of breast pumps. Only one study, an intervention that included 

parent education and targeted breastfeeding support, increased initiation and continuation of breastfeeding, but due to methodological 

limitations, findings should be considered with caution. There is a need to better understand the impact of caesarean birth on maternal 

physiological, psychological, and physical recovery, the physiology of lactation and breastfeeding and infant feeding behaviors if 

effective interventions are to be implemented. FT, PT, systematic review, BF, birth KC, early KC.Not on charts 1/2017 

  

Beal, J.  (2005).  Toward evidence-based practice. MCN: American Journal Maternal Chld Nursing 30(5), 338.  This is a 

commentary of Doddôs 2005 article and Rollerôs 2005 article.  She recommends using these manuscripts for evidence-based practice.  

Review 

 

 Beal, J. (2005). Evidence for best practices in the neonatal period. MCN: American Journal Maternal Chld Nursing, 30 (6), 397- 

403.  PT, Review, implementation.  REaD AND PUT ON ARTICLE. 

 

 Bear, R (Rebecca). (2017-April). Kangaroo Mother Care:  A strategy to improve the quality of postpartum care.  Healthy Newborn 

Network, April 28, 2017 available from https://healthynewbornnetwork.org/blog/kangaroo-mother-care-strategy-improve-quality-

postpartum-care/ This post originally appeared on the Maternal Health Task Force blog. The author for the post is Rebecca Bear, PhD 

candidate, Victoria University of Wellington. The recent release of an International Consensus Statement on Kangaroo Mother Care 

(KMC) for preterm and low birthweight babies has once again highlighted the importance of the KMC intervention for reducing global infant 

mortality and perinatal morbidities. Raising awareness of the value of KMC in all global healthcare settings is a key public health strategy 

towards realizing Sustainable Development Goal 3ðparticularly the target for preventable neonatal deaths, which are often prematurity-

related.The postnatal period is a critical phase of development for both mother and baby, and its importance in the transition between fetal 

and infant life is well known. From the third trimester, the environment and experience of the baby become as important for brain development 

as genetic processes. The biological expectation of the baby at birth and during the postnatal period is the immediate closeness of the mother, 

including skin-to-skin contact, close physical proximity, reciprocal gaze and vocalization, maternal smell and breastfeeding. With skin-to-

skin contact, inborn behaviors are stimulated, which motivate the baby to seek motherôs milk. Physiological stability is established more 

quickly among babies who remain close to their mothers compared to those who are separated, laying the foundation for positive emotional 

and mental health.Importantly, for babies born preterm and requiring hospitalization, KMC provides safety from the three main challenges 

these infants can endure: separation from their mother, environmental stress and unbuffered painful procedures. In the KMC position, the 

infantôs parasympathetic nervous system is activated by oxytocin, resulting in a perception that the environment is ósafe.ô The sympathetic 

system and associated ñfight, freeze or flightò responses are downregulated, and physiological, metabolic and immunological functioning is 

optimized. Crucially, KMC helps babies to establish breastfeeding sooner and continue longer, and it also provides babies with pain relief. 

Furthermore, research suggests that the benefits of KMC can last throughout the childôs life.The case for widespread KMC use as a ñbest 

practiceò to enhance a ñnormal physiological postnatal period,ò is highlighted by this statement made by the World Health Organization 

(WHO) in 2015: 

ñKangaroo mother care is recommended for the routine care of newborns weighing 2000 grams or less at birth, and should be initiated 

in health care facilities as soon as the newborns are clinically stableé should be provided as close to continuous kangaroo mother care 

as possibleé(or) intermittent kangaroo mother care rather than conventional care.ò 

For KMC to be implemented and scaled more widely, a paradigm shift needs to occur away from routine care practices in the early 

postnatal period involving the separation of mothers and babies and towards a ñzero-separationò model of care. This shift is 

recommended by the Wor ld Association for Infant Mental Health, the American Academy of Pediatrics and WHO. Supporters 

of this perspective agree that this strategy will result in more humanized perinatal care. KMC can be especially important for preterm 

and low birthweight infants in settings with limited resources, as seen in countries such as Malawi, Mali, Rwanda and Uganda. 

Timely use of KMC is safe, effective, efficient, equitable and people-centered and therefore meets the WHO definition of high quality 

care. Short and long term physiological, psychosocial, humanitarian and financial benefits are expected for individuals, professionals 

and healthcare systems implementing KMC on a large scale; indeed, there is an urgent moral and ethical imperative to do so. PT, FT, 

birth KC, separation, recommendations, parasympathetic system.  Not on Charts 4-28-2017 
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 Becher, J., Ashworth, M., Bell, J. et al., (2011). Guidelines for the Investigation of Newborn Infants Who Suffer a Sudden 

and Unexpected Postnatal Collapse in the First Week of Life: Recommendations from a Professional Group on Sudden Unexpected 

Postnatal Collapse, Wellchild, London, UK, 2011. Fullterm babies who have SUPC and die should have postmortem done and this 

article tells exactly what features of a post-mortem should be done and that 60% of causes of SUPC will be known at end of 

postmortem. It also lists the studies to be done while infant is still alive.  This is also listed under WELLCHILD on this bib This 

document is also available from:  British Association of Perinatal Medicine.2011. Guidelines for the investigation of newborn infants 

who suffer a sudden and unexpected postnatal collapse in the first week of life: recommendations from a professional group on sudden 

unexpected postnatal collapse. Ediburgh: British Association of Perinatal Medicine at https://www.bapm.org/resources/guidelies-

investigation-newborn-infants-who-suffer-sudden-and-unexpected-postnatal.  Accessed 3-1-2018.    FT,  

review, SUPC/life threatening events. New to Bibliostudy   This is listed also under Wellstart 

 

 Becher, J-C., Bhushan, S.S., & Lyon, A.J.  (2012). Unexpected collapse in apparently healthy newborns ï a prospective national 

study of a missing cohort of neonatal deaths and near ïdeath events.  Arch Dis Childhood Fetal Neonatal Edition, 97(1), F30-F34.  doi: 

10.1136/adc.2010.208736.  A prospective study in Scotland of sudden, unexpected, postnatal collapse (SUPC) to determine the incidence 

over 13 months 2008-2009. Sudden and unexpected postnatal collapse of a healthy newborn is a rare event, carries high risk of mortality 

and significant neurodisability. Previous work has shown associations with prone positioning, breast feeding, and primiparous status.  

SUPCduring Birth KC is rare but well-recognized. 13 months of data from British Paediatric Surveillance Unit data were examined from 

all hospitals in UK (England, Scotland, Ireland). Infants were Ó 37 wks GA, Apgar Ó 8 at 5 minutes, collapsed within 12 h of birth in 

hospital and required resuscitation, and died or received NICU care.  91 cases reported, but 32 were in error and 10 were duplications and 

four did not meet eligibility. Thus 45 cases of SUPC were reported out of 858,466 births, 12 (27%) died and 33 survived til discharge. 15 

infants had an underlying condition responsible for collapse and 6 of these died. In the rmaining 30 cases, no underlying condition was 

found, and 24 postmortems showed accidental suffocation.  In the further 6cases, no cause was determined and 1 died. Iincidence of SUPC 

within the first 12 hours of life was 0.05/1000 (1/19,000) term live births and mortality was 0.01/1000(1/72,000) term live births.   When no 

underlying disease/abnormality of infant was present (n=30), incidence was 0.0353/1000 (1/29,000) term live birth.  In infants without 

underlying condition, 23 (77%) of mothers were primiparous, and all were in good health. Two smoked and 4 had hypertension. 16 infants 

born NSVD, 4 by instrumental vaginal delivery, n ine by cesarean.  In four cases there was mec staining, in 11 cases cord gas median pH 

was 7.18 (R=7.09-7.3) and base deficit was 5.3nmol/l (R=209.5 nmol/l).  GA median was 40 wks (37-42 wks), and Mean Birth weight was 

3328g (R=2260-4030g). All had Apgar scores of 8 or more at 5 minutes of age and were assigned routine postnatal care with mother.  Age 

of collapse was Median=70 (6-643 mins) and 73% (n=22/30) collapsed in first 2 hrs. A high percentage (24/45 cases, or 53%) of SUPC 

were attributed to airway obstructions assoc with breastfeeding, skin-to-skin or prone position.  One of 2 (20%) mothers who were alone in 

the room recognized baby was not well.   7 sets of parents were with infant when collapse occurred and 71% (5/7) of these parents 

recognized infant not well.  In 13/30 cases clinical staff were present at time of collapse and 100% of them recognized when infant was 

unwell.  In 18/30 cases (60%), the infant was PRONE on momôs breast, chest or abdomen, 9 cases (30%) occurred when infant was in 

momôs arms, 3 (10%) occurred when baby was in cot.  It is interesting that 8 of the mothers were health professionals and only one of these 

recognized signs of deterioration of their infant.   Two babies died immediately despite resuscitative efforts (one with sepsis, one with 

transposition of the great arteries), 23 infants (58%) developed multiorgan dysfunction and 17 others (40%) had single organ dysfunction.  

In the whole population of SUPC), 8 kids (24%) had neurological abnormalities at one year. Of the 30 SUPC kids without underlying 

cause,all had accidental suffocation as cause and 5 of the 19 who lived to discharge had neurological abnormalities (26% [3 CP, 1 probably 

CP, 1 with mild global delay & hypotonia]). All six with no identified cause for collapse were normal at follow-up.  Mooreôs 2007 meta-

analysis showed BF duration and bonding improvements without serious adverse events, and BF benefits of KC are not disputed, so early 

S2S and BF are increasingly promoted accompanied by withdrawal of clinical staff to facilitate uninterrupted bonding.  S2S, BF, prone 

position, frequency of maternal sedation, co-bedding on soft surface, blankets covering infant head are riskfactors for SUPC immediately 

after birth and during this critical adapation period of the first two hours of life.  The newborn is less able to cope with hypoxic stress, such 

as airway obstruction (Poets et al. 2011). Majority (BUT NOT ALL) of moms were primiparous.  This study shows that Mom and parents 

were often left alone and that parents donôt recognize problem signs in infant (due to inexperience, lack of knowledge, distraction, sleep). 

ñFor the significant majority of newborn infants, it is clear that breast feeding and skin-to-skin practices are safe, beneficial and should be 

recommended. For such recommendations to be safe for all infants, guidelines should include appropriate vigilance of infants.  

Responsibility should be with clinical staff to ensure that during breast feeding and skin-to-skin practices, parents are able to asses the 

airway, breathing, and colour of their infant.  Where parental observations of these parameters may be impaired by exhaustion or sedation, 

the responsibility should reside with the clinical staff.ò Pg. F4 of 5.  FT, descriptive, United Kingdom, Birth KC, life threatening 

events, mortality, guidelines.  See also Byard, 2012 commentary on this article. 

 

 Begley, C.M., Guilliland, K., Dixon, L., Reilly, M, & Keegan, C. (2012 - Dec). Irish and New Zealand midwivesô expertise in 

expectant management of the third stage of labour. The óMEETò study.  Midwifery ;28(6):733-9. doi: 10.1016/j.midw.2011.08.008..  
Descriptive study fo 27 midwives who related what they routinely practiced in the third stage of labor and they believe that the 3rd stage is 

aspecial time of parent-baby discovery and ówatchful waitingô, with no intervention necessary.  Skin to skin contact, breastfeeding, not 

clamping the cord, upright positions and maternal effort were also used.  FT, Descriptive, Birth KC  Not on charts 2/12/2012.. 
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 Begum EA, Bonno M, Ohtani N, Yamashita S, Tanaka S, Yamamoto H, Kawai M,  & Komada Y. (2008). Cerebral oxygenation  

responses during kangaroo care in low birth weight infants.  BMC Pediatrics 8(1)(Nov. 7, 2008), 51- 60. online publication available from 

http://www.biomedcentral.com/1471-2431/8/51    SLEEP, HRV, Sao2, RR, cerebral oxygenation of both hemispheres.  The manuscript has 

been reprinted below in Neonatal Intensive Care and has actual page numbers for reference.  So the review is under the Neonatal Intensive 

Care citation that follows.  PT 

 

Begum EA, Bonno M, Ohtani N, Yamashita S, Tanaka S, Yamamoto H, Kawai M, & Komada Y.  (2009). Cerebral oxygenation  

responses during kangaroo care in low birth weight infants.  Neonatal Intensive Care 2(2),  2-25. Quasi-experimental one group pretest-test-

posttest design. Because preterm infants are susceptible to cerebral lesions due to immaturity, the effects of KC on cerebral hemodynamics 

should be known.  Cerebral oxygenation is an important parameter in cerebral hemodynamics. 19 stable (no o2 support) preterms with 

birthweight <1600g (Median=1228g), gestational age <33 wks (median=28 wks), postconceptional age>32(actually were 33-42) weeks 

(M=36 weeks), entry wgt M=1458g), 8 by c/s, 7 had a median of 6 days of mechanical ventilation prior to study. 4 infants got theophylline 

on KC day. 30 minutes in incubator, one hour of KC, then 30 min in incubator, moms at 60 degree angle, covered with light blanket. 

Infants fed 1 hr before KC (30 min before incubator pretest). Near Infrared Spectroscopy (NIRS) probes placed on bilateral frontoparietal 

areas. Data recorded every 10 seconds (averaged over 10 seconds).  First 30 min of KC data not included to allow for adaptation time. 

Behavioral state (Brazelton Neonatal Behavioral Assessment Scale states) at beginning and end of KC, before KC, & 30 min after end of 

KC. HR was 149.4(6.3) pretest, 150.0±10.0; KC, 150.4Ñ 8.7 post;  RR = 39.4Ñ8.9Ÿ 44.0Ñ5.1 Ÿ39.7Ñ7.9; SaO2= 98.0Ñ1.3 Ÿ97.6Ñ2.5 

Ÿ97.5Ñ1.7; left regional cerebral oxygenations (left Rso2%) = 46.8Ñ5.6 Ÿ47.3Ñ6.1 Ÿ47.5Ñ7.3; right RSO2% = 48.6Ñ6.9 Ÿ49.1Ñ9.4 

Ÿ47.8Ñ6.9; infant temp = 37.0Ñ0.2 Ÿ37.3Ñ0.3 KC. Sig differences only in RR (increase during KC was p<0.05; temp gain in KC was 

p<0.01; the coefficient of variance of HR indicated a drop in variance by 2.2% p<0.05 and it increased after KC by 2.9%(p<0.05).  Spectral 

analysis of the power of all variables was calculated and total power of HR decreased during KC and increased after KC (drop in power 

indicates more parasympathetic control)(total power of HR = 635Ñ280 preKCŸ268Ñ134 KC Ÿ618Ñ240postKC; total power of SaO2 had 

same trend as HR; total power of RR increased from before (458±186)to KC(713±175) and decreased after KC (461±231ms2/Hz) (all 

p,0.01).  KC significantly decreased total power of right and left cerebral oxygenation and it increased after (total power right RSO2 

preKC=123Ñ69 Ÿ55Ñ30KCŸ98Ñ46ms2/Hz postKC); (total power left RSO2 prekc =121Ÿkc=54Ñ41 Ÿpostkc =90Ñ56) ( all p values 

were <0.001). Low frequency HR increased significantly during KC (41.4 preKC to 48.3KC)(increase in sympathetic activation) and 

%High frequency HR declined (45.9 preKC to 33.5KC)(less parasympathethic influence).  Percent of low frequency RSO2 decreased 

during KC for both left (preKC 63.5 to 49.2K to postKC63.8; p<0.01) and right (preKC59.1 to49.9KC to 57.0 postKC; p<0.05).  The 

%High frequency RSO2 decreased during KC for right region only (preKC28.1 to kc 22.6 to postkc26.2; p<0.01).  The % of low frequency 

RR  increased significantly (increase in sympathetic activation) and % high frequency decreased significantly (less parasympathetic) after 

KC and  LF/HF ratio for RR increased significantly after KC (more sympathetic control). Infants who got theophylline acted same way as 

non-theophylliine infants.  The number of infants with Behavioral state Quiet Sleep increased from prekC (15.4%) to KC (61.5% beginning 

of KC to 76.9% at end of KC) to 38.5% 30 min after KC.  Percentage of infants with active sleep was prekc 53.8%, kc 23.1% in middle of 

KC, and 54.0% 30 min after KC.  In summary, changes occur during KC and go back to prekc values when KC ends.  Temperature and RR 

increase significantly during KC, KC induces predominance of parasympathethic system (seen in HR) but not in regional oxygenation. 

Spectral characteristics of cerebral oxygenation differ during KC even though no differences in mean values were found.  Spectral analysis 

showed LF of HR was increased during KC and the LF of cerebral oxygenation was decreased during KC.  An increase in sympathetic 

activity and a decrease in cerebral oxygen delivery with the head in an upright position are assumed to be due to gravity causing pooling of 

blood and activating baroreceptors (Smith 2004 in Biol Neonate).  Activation of the CNS and brain function occurs during KC(pg. 23).  

The decrease in coeeficient of variance and total power during KC is probably associated with reduced activity and increased quiet sleep 

during KC and can be interpreted as ñphysiologic stability elicited by the KC intervention.ò(pg. 23).  The lack of HF dominance in HR 

in this study, which is quite unusual because during quiet sleep there is dominance of HF of HR, was due to the high upright position of the 

head (pg. 24). All results similar toMcCain et al., 2005.  Discrepancy between right and left RSO2 might have been due to infantôs head 

position.  Infants were placed onto the skin between the breasts and head position was not described in the manuscript (pg. 22).  So, next 

study should control the way the head is positioned and turned. In summary, because the results are quite extensive, significant differences 

were: RR and temperature increased during KC; HR variation decreased  by 2.2% during KC(indicating stability),  decreased cerebral 

oxygenation during KC because of 60 degree upright and less stress, and increased sympathetic activity during KC and predominance of 

parasympathetic activity during KC.  Preterm, quasi-experimental pretest-test-posttest, HR, RR, SaO2, cerebral oxygenation, 

behavioral state, stability of HR, heart rate variability , behavioral state, QS, AS, Low Frequency/High Frequency, LF/HF ratio, 

stress (parasympathetic vs sympathetic control) 

 

.  
Beiranvand S, Valizadeh F, Hosseinabadi R, Pournia Y (2014-)  The Effects of Skin-to-Skin Contact on Temperature and 

Breastfeeding Successfulness in Full-Term Newborns after Cesarean Delivery. Int J Pediatr. 2014: 1-7 doi: 10.1155/2014/846486. The 

skin-to-skin contact (SSC) of mother and newborn is uncommon full-term newborns after delivering via cesarean section due to the 

possibility of hypothermia in the infants. The aim of this study was to compare mothers' and infant's temperatures after delivering via 

cesarean section. Material and Methods. In this randomized clinical trial , 90 infant/mothers dyads delivered via cesarean section 

were randomized to SSC (n = 46) and routine care (n = 44). In experimental group, skin-to-skin contact was performed for one hour 

http://www.biomedcentral.com/1471-2431/8/51
https://www.ncbi.nlm.nih.gov/pubmed/?term=Beiranvand%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25610472
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and in the routine group the infant was dressed and put in the cot according to hospital routine care. The newborns' mothers' 

temperatures in both groups were taken at half-hour intervals. The data was analyzed using descriptive statistics, t-tests, and chi-

square tests. Results. The means of the newborns' temperatures immediately after SSC (P = 0.86), half an hour (P = 0.31), and one 

hour (P = 0.52) after the intervention did not show statistically significant differences between the two groups. The mean scores of 

the infants' breastfeeding assessment in SSC (8.76±3.63) and routine care (7.25±3.5) groups did not show significant differences (P 

= 0.048). Conclusion. Mother and infant's skin-to-skin contact is possible after delivering via cesarean section and does not increase 

the risk of hypothermia. FT, RCT, cesarean, duration of KC, temps- maternal and infant, hypothermia, breastfeeding success. 

IRAN, Not on Charts 
 

 

 Belizan, J.M. (2011).  Kangaroo Mother Care:  A paradigm of a wise and humanitarian solution to a limiting situation in 

developing countries.  Current Womenôs Health Reviews, 7(3), 226.  A one page editorial that says Kangaroo care is one of the most 

compelling interventions to save newborn lives in the world.Many studies in all parts of the world have concluded that KC,when compared 

with conventional neonatal care, is associatedwith a reduction in mortality, severe infection/sepsis,hypothermia, length of hospital stay, as 

well as an increase in weight gain, exclusive or any breastsfeeding (cites Conde-Agudelo 2011 Cochrane).  Results show consistency that 

neonatal deaths canbe reduced by 40% and that approximately 40 infants need to be treated to prevent one death.  KC should be widely and 

strongly recommended..it is desirable to stimulate the creation of a leading KC inititiave advocating for the use of  the intervention and 

providing support and training to those willing and supposed to implement it.  KC should be used  at all levels of care.  PT, 

commentary/editorial, mortality, sepsis, length of stay, KC initiative.  Not on charts 10/1/2011. 

 

Bell E H., Geyer J, & Jones L. (1995).  A structured intervention improves breastfeeding success for ill or preterm infants.  Amer. 

J. Maternal Child Nursing, 20(6): 309-314  KC helps maintain an adequate milk supply.IMPLEMENTATION, BF ,PT 

 

 Bell AF, Lucas R, White-Traut RC.  2008.  Concept clarification of neonatal neurobehavioral organization.  J. Adv 

Nursing 61(5), 570-581 (GET THIS.   PT 

 

 Bell, R.P., & McGrath, JM (1996). Implementing a research-based Kangaroo Care program  in  the NICU.  Nursing Clinics of 

North America, 31(2), 387-403. Relates their step-by-step procedure to implementing KC so that it became routine care. Lack of 

consistency in KC implementation was major factor in lack of KC use.  They developed the evidence-based procedure with detailed 

eligibility policy and procedure for staff and parent education.  After the protocol was fully implemented, BF rate in NICU rose by 41%.  

IMPLEMENTATION , BF rate ï Excellent Resource. PT 

 

 Benjamin, R., Frieden, T.R. Jones, WK. et al., (Eds.) (2011). Action 7: Ensure that maternity care practices throughout the United 

States are fully supportive of breastfeeding. In The Surgeon Generalôs Call to Actionô to Support Breastfeeding. Washington, DC:  The US 

Dept of Health and Human Services/Office of the Surgeon General. 2011: 44-45. On these pages of the Call to Action to Support 

Breastfeeding book, it states that accelerated implementation of the Baby Friendly Hospital Initiative is needed, and this includes the 

provision that all mothers should have continuous skin to skin contact with their babies immediately after birth until completion of the first 

feeding and that skin to skin contact should be encouraged throughout the hospital stay.  Guidelines, recommendations, Birth KC, BF, 

postpartum KC  Not on charts. 

  

 Benoit, B., Campbell-Yeo, M.., Johonston, C, & Latimer, LM. (2015). Staff nurse adoption of kangaroo mother care as an 

intervention for management of procedural pain in preterm infants. Advances in Neonatal Care.    Preterm, Pain, implementation, staff 

issues.  Not on Charts, GET this 

 

Benoit B, Campbell-Yeo M, Johnston C, Latimer M, Caddell K, Orr T. (2016-June). Staff Nurse Utilization of Kangaroo 

Care as an Intervention for Procedural Pain in Preterm Infants. Advances in Neonatal Care. 16(3):229-238. doi: 

10.1097/ANC.0000000000000262.  Skin-to-skin contact between mother and infant, commonly referred to as Kangaroo Care (KC), 

has demonstrated efficacy as a pain-relieving strategy for infants, yet, it remains underutilized in clinical practice.To evaluate changes 

in neonatal intensive care unit staff nurse beliefs, utilization, and challenges related to practice change in implementing KC as an 

intervention for management of procedural pain in preterm infants between 2 time points. Nurses who participated in a larger clinical 

trial examining the sustained efficacy of KC were asked to complete a questionnaire at 2 time points: 1- and 6 month(s) following 

study initiation. Identified benefits, expectations, frequency of use, and challenges related to practice change uptake were described 

using frequencies and percentages. Data from the 2 different time points were compared using ɢ analysis.Of the 40 nurses approached, 

all completed the questionnaire (19 at the 1-month and 21 at the 6-month time point). Of the sample (n = 40), 97% of participants 

indicated that they expected KC to provide good pain relief or better. Staff nurses reported significantly improved 

preconceived ideas (ɢ = 22.68, P < .01) and significantly fewer concerns (ɢ = 22.10, P = .01) related to using KC as a pain-relieving 

intervention between the 2 time points. No significant differences were seen in the frequency of using KC as an intervention 

between time points.Despite increasingly positive preconceived ideas and reduced concerns, the frequency of using KC for 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Benoit%20B%5BAuthor%5D&cauthor=true&cauthor_uid=27148835
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procedural pain relief remained unchanged. Further research addressing ways to overcome barriers to utilizing KC as an 

intervention for procedural pain is warranted. PT, descriptive evaluative study, longitudinal, pain, use of KC to reduce pain did 

not change, staff ideas and concerns improved and expected KC would reduce pain, but did not change behavior. Little use of 

KC for pain.  Not on charts 5-29-16, New to biblio 

 

 
Benoit B, Martin-Misener R, Latimer M, Campbell-Yeo M. (2017Apr-June). Breast-Feeding Analgesia in Infants: An Update 

on the Current State of Evidence. J Perinat Neonatal Nurs. 31(2):145-159. doi: 10.1097/JPN.0000000000000253. This is a systematic 

review. To provide an updated synthesis of the current state of the evidence for the effectiveness of breast-feeding and expressed 

breast milk feeding in reducing procedural pain in preterm and full -term born infants. A systematic search of key electronic 

databases (PubMed, CINAHL, EMBASE) was completed. Of the 1032 abstracts screened, 21 were found eligible for inclusion. 

Fifteen studies reported on the use of breast-feeding or expressed breast milk in full -term infants and 6 reported on preterm infants. 

Direct breast-feeding was more effective than maternal holding, maternal skin-to-skin contact, topical anesthetics, and music 

therapy, and was as or more effective than sweet tasting solutions in full -term infants. Expressed breast milk was not consistently 

found to reduce pain response in full-term or preterm infants. Studies generally had moderate to high risk of bias. There is sufficient 

evidence to recommend direct breast-feeding for procedural pain management in full-term infants. Based on current evidence, 

expressed breast milk alone should not be considered an adequate intervention. PT, FT, Systematic Review, pain, BF, Breastmilk, 

KC, swaddling, sucrose.  Not on charts 4-28-2017 

 

 Bera, A., Ghosh, J., Singh, A.K., Hazra, A., Mukherjee, S.,  Mukherjee, R. (2014-June)  Effect of Kangaroo Mother Care on 

growth and development of low birth weight babies up to 12 months of age.  Acta Paediatrica, 103(6), 643-650. doi: 10.1111/apa.12618.  

KMC is a non-conventional method of newborn care.  Purpose was to assess effect of sustained KMC on growth and development of LBW  

Indian babies up to 12 months. Five cohorts of LBW infants and mothers. Final N=500 dyads.  The three infants with lowest birth weight in 

each group received KMC until 40 weeks corrected age or weighed 2500 grams, while the other two received care in incubators.  All babies 

were exclusively breastfed for 6 months.  KMC babies rapidly achieved physical growth parameters similar to control babies at 40 weeks 

correted age, but aftet that the KMC babies surpassed the control infants despite being smaller at birth. Growth was weight, length, head 

circumference, chest circumference, and arm circumference.  The Developmental Assessment Scales for Indian Infants (DASII) at 12 

months showed significantly better MOTOR and MENTAL quotients for KMC infants. PT, controlled trial, development, growth, 3rd 

world (India)  

 

  Berges, Barbara (2010).  Skin-to-skin quality improvement project at Geauga. Available from Barbara.Berges@UHhospitals.org. 

or Barbara Berges, BS,RN, IBCLC, Lactation Consultant, UH Geauga Medical Center, 13207 Ravenna Road, Chardon, OH 44024, phone 

440-285-6005; Fax: 440-285-6629.   This is a proposal that instead of swaddling babies after birth, babies are placed skin-to-skin with 

mother while baby recovers from the stress of delivery and adapts to extra-uterine life.  It is not a ñbreastfeeding projectò, but a project to 

enhance care of all infants and mothers and it is presented as such. Before they began their initiative, they collected information on 

temperature regulation (temps in 1st 90 minutes postbirth to assess time to temp stabilization in swaddled vs KC at birth, time to first 

successful breastfeeding, number of breastfeedings in first 24 hours, amount and number of supplementations vs exclusive breastfeeding 

during stay to address the new Joint Commission measurements.  The only change that was made was ñNo change in routine care of infant 

after birth from current practices, except instead of swaddling the baby and placing in momôs arm, the baby, wearing only a diaper, is 

placed upright against the motherôs bare chest in a prone position.  The babyôs back is covered with a warm blanket to maintain warmth and 

privacy.ò  Unfortunately, the starting time, and duration of uninterrupted KC time may be compromised by this simple method, but the 

simple change from swaddling to skin-to-skin may facilitate later adaptation of the finer points of Birth KC.  Fullterm, Birth KC, 

breastfeeding. 

 

 Bergh A-M, Arsalo I, Malan AF, Patrick M, Pattinson RC,  & Phillips N. (2005).  Measuring implementation progress in 

kangaroo mother care. Acta Paediatrica 94, 1102-1108.  This is a report of testing an implementation model (pg. 1104) and recording 

benchmarks that show progress in adapting and using KMC in hospitals in South Africa.  She offers indicator (bench marks) for each of the 

implementation constructs: creating awareness, adopting the concept, taking ownership, evidence of practice, evidence of routine and 

integration, sustainable practice.  Model and quanitification of progress has worked well.  PT, Implementation Plan, Benchmarks 

Bergh AM, de Graft-Johnson J, Khadka N, Om'Iniabohs A, Udani R, Pratomo H, De Leon-Mendoza S.  (2016-Jan). The three 

waves in implementation of facility-based kangaroo mother care: a multi-country case study from Asia. BMC Int Health Hum 

Rights.16(1):4. doi: 10.1186/s12914-016-0080-4.Kangaroo mother care has been highlighted as an effective intervention package to 

address high neonatal mortality pertaining to preterm births and low birth weight. However, KMC uptake and service coverage have 

not progressed well in many countries. The aim of this case study was to understand the institutionalisation processes of facility-

based KMC services in three Asian countries (India, Indonesia and the Philippines) and the reasons for the slow uptake of KMC in 

these countries.Three main data sources were available: background documents providing insight in the state of implementation of 

KMC in the three countries; visits to a selection of health facilities to gauge their progress with KMC implementation; and data from 
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interviews and meetings with key stakeholders.The establishment of KMC services at individual facilities began many years before 

official prioritisation for scale-up. Three major themes were identified: pioneers of facility -based KMC; patterns of KMC 

knowledge and skills dissemination; and uptake and expansion of KMC services in relation to global trends and national 

policies. Pioneers of facility-based KMC were introduced to the concept in the 1990s and established the practice in a few individual 

tertiary or teaching hospitals, without further spread. A training method beneficial to the initial establishment of KMC services in a 

country was to send institutional health-professional teams to learn abroad, notably in Colombia. Further in-country cascading took 

place afterwards and still later on KMC was integrated into newborn and obstetric care programs. The patchy uptake and expansion 

of KMC services took place in three phases aligned with global trends of the time: the pioneer phase with individual 

champions while the global focus was on child survival (1998-2006); the newborn-care phase (2007-2012); and lastly the 

current phase where small babies are also included in action plans.This paper illustrates the complexities of implementing a new 

healthcare intervention. Although preterm care is currently in the limelight, clear and concerted country-led KMC scale-up strategies 

with associated operational plans and budgets are essential for successful scale-up. PT, case study, qualitative, implementation, 3rd 

world. NEW for biblio study  

 

Bergh AM, Kerber K, Abwao S, de-Graft Johnson J, Aliganyira P, Davy K, Gamache N, Kante M, Ligowe R, Luhanga R, 

Mukarugwiro B, Ngabo F, Rawlins B, Sayinzoga F, Sengendo NH, Sylla M, Taylor R, van Rooyen E, Zoungrana J. (2014). Implementing 

facility-based kangaroo mother care services: lessons from a multi-country study in Africa. BMC Health Serv Res. 2014 Jul 8;14(1):293. 

doi: 10.1186/1472-6963-14-293.  
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Some countries have undertaken programs that included scaling up kangaroo mother care. The aim of this study was to systematically 

evaluate the implementation status of facility-based kangaroo mother care services in four African countries: Malawi, Mali, Rwanda and 

Uganda. A cross-sectional, mixed-method research design was used. Stakeholders provided background information at national meetings 

and in individual interviews. Facilities were assessed by means of a standardized tool previously applied in other settings, employing semi-

structured key-informant interviews and observations in 39 health care facilities in the four countries. Each facility received a score out of a 

total of 30 according to six stages of implementation progress. Across the four countries 95 per cent of health facilities assessed 

demonstrated some evidence of kangaroo mother care practice. Institutions that fared better had a longer history of kangaroo mother care 

implementation or had been developed as centres of excellence or had strong leaders championing the implementation process. Variation 

existed in the quality of implementation between facilities and across countries. Important factors identified in implementation are: training 

and orientation; supportive supervision; integrating kangaroo mother care into quality improvement; continuity of care; high-level buy in 

and support for kangaroo mother care implementation; and client-oriented care.The integration of kangaroo mother care into routine 

newborn care services should be part of all maternal and newborn care initiatives and packages. Engaging ministries of health and other 

implementing partners from the outset may promote buy in and assist with the mobilization of resources for scaling up kangaroo mother 

care services. Mechanisms for monitoring these services should be integrated into existing health management information systems. PT, 

observation and questionnaire evaluation study, implementation, enhanced, barriers.,little use  NOT on CHARTS 

 

 Bergh, A-M., Manu, R, Davy, K., van Rooyen, E., Quansah Asare, G., AWoonor Williams, JK, Dedzo, M., Twumasi, A, Nang-

Beifiubah, A. (2012).  Translating research findings into practice-  the implementation of kangaroo mother care in Ghana.  Implementation 

Science, 7(1), 75-??  Because of its many benefits, Ghana created a program to scale up KMC in 4 regions, so delivery units were equipped 

with necessary skills for KMC practice and to singleout KMC for special attention instead of embedding it in other newborn practices.    A 

three-phase outreach interventionwasadapated from previous research findings  and a regional steering committee was formed.  During 

Phase 1, IMCOMPLETE. 

 

 Bergh, A.M., Manu, R., Davy, K., Van Rooyen, E., Quansah, Asare-G., Awoonor-Williams, J., Dedzo, M., Twumasi, A., & Nang-

Beifubah, A.(2013) . Progress with the implementation of kangaroo mother care in four regions in ghana. Ghana Med J. 2013 

Jun;47(2):57-63. Aim was to measure progress with the implementation of kangaroo mother care (KMC) for low birth-weight (LBW) infants 

at a health systems level using Action Research design with district and regional hospitals as the unit of analysis in four regions in Ghana, 

identified by the Ghana Health Service and UNICEF. Health workers and officials, health care facilities and districts in the four regions 

underwent a  one-year implementation programme with three phases: (1) introduction to KMC, skills development in KMC practice and 

the management of implementation; (2) advanced skills development for regional steering committee members; and (3) an assessment of 

progress at the end of the intervention. Measures were d escription of practices, services and facilities for KMC and the identification 

of strengths and challenges. Twenty-six of 38 hospitals (68%) demonstrated sufficient progress with KMC implementation. Half of the 

hospitals had designated a special ward for KMC. 66% of hospitals used a special record for infants 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. It was possible to roll out KMC in Ghana, but further support for the regions is needed to maintain the momentum. 
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Lessons learned from this project could inform further scale-up of KMC and other projects in Ghana.  3rd  world, implementation, 

preterm.   Not on charts 9/13/2013  

 

 

 Bergh A-M, & Pattinson RC. (2003).  Development of a conceptual tool for the implementation of Kangaroo Mother Care. Acta 

Paediatrica 92, 709-714.  This provides a conceptual model to assist the implementation of KC.  A Qualitative research approach  used in 

South Africa to elicit main issues in establishing a program of KC and they developed a set of core questions to assist in decision making 

about using KC at the institution level. Implementation, staff issues , PT 

 

 Bergh, AM, Rogers-Bloch, Q., Pratomo, H., Uhudiyah, U., Poermomo Sigit Sidi, I., Rustina, Y., Suradi, R. & Gibson, R. (2012-

Oct.). Progress in the implementation of kangaroo mother care in 10 hospitals in Indonesia.  Journal of Tropical Pediatricss 58(5):402-
405. doi: 10.1093/tropej/fmr114  Using her implementation scale, she evaluated the progress of 10 hospitals having kangaroo mother 

care wards (24/7 KMC) for preterm infants. Hospitals scored 28-85, with a mean score of 62.1. One hospital had not reached the level of 

ñevidence of practiceò, five hospitals had reached the level of ñevidence of practiceò and 2 hospitals scored on the level of ñevidence of 

routine and  integration.ò.  The 2 training hospitals were on the border of ñevidence of sustainable practiceò.  Implementation of KC is 

along process that requires dedication and support for a number of years.  Some items in the progress monitoring tool could be used to set 

standards for KMC that hospitals must meet for accreditation purposes.   PT, 3rd World,  guidelines, implementation, routine KC NOT 

on charts as routine 

  

 Bergh AM, van Rooyen E, & Pattinson RC. (2008). Scaling up  kangaroo mother care in South Africa:  óon-siteô versus óoff-siteô 

educational facilitation.  Human Resources & Health, 23(6), 13 + 6 pages.  Descriptive comparative study.  Implementation study of 36 

hospitals implementing KC were assigned to two matched groups: one received 2 on- site education visits and the other matched site 

received one off site hands-on workshop education session at a training hospital. Evaluation was 6-8 months later.  Successful 

implementation was a score >10 on Berghôs scale.  No differences between groups.  15 of on site hospitals and 16 of off site hospitals were 

successfully implementing KC.  Site of training/education did not influence ability to successfully implement KC.  Local circumstances 

should guide educational strategy. PT, Implementation 

 

 Bergman, J.   (2010).  Hold Your Prem.  Capetown: New Voices Publishing, Pp. 1-144.  This is a great book for parents and has 

many fantastic resource chapters with good documentation of sources to validate factual statements.  The chapters in the book are :the first 

few hours, how preemies are different from full term neonates, what parents can do to help their baby, emotions and coping, skin to skin 

contact, breast milk and feeding, how the brain develops and works: neuroscience, protect sleep, separation and stress, developmental care, 

technology, problems preemies face in the NICU, long term problem preemies face and how skin-to-skin contact can  help, how friends and 

family can  help, going home, parenting, compassionate care for a dying baby, and resources.  PT, parent, guides, book, dev., stress  NOT 

on Charts as of 3/24/2010 

 

 Bergman, J. (2011). Hold Your Preemie. Captetown: New Voices Publishing, Pp. 1-144.  This is an Americanized version (i.e. 

instead of ónappiesô the text has ódiapersô, instead of ópremô it says ópreemieô, etc) of the J. Bergman book reported above.  It is a wonderful 

book for parents, interactive, helpful, practical advise, clear guidelines, and eases anxiety about the preterm birth experience as well.  Now 

available from Geddes Productions in Los Angeles. Contact them at http://www.geddesproduction.com or  orders@geddesproduction.com.  

They take credit cards and mail the same day.  

 

 Bergman J, &  Bergman N. (2013, Winter). Whose Choice? Advocating Birthing Practices According to Baby's Biological 

Needs. Journal of Perinatal Education, 22(1):8-13. doi: 10.1891/1058-1243.22.1.8.Modern western society and media often present the 

mother's choices for her birth as paramount. Various gurus provide the mother with often conflicting advice. But the reality is that 

childbirth often becomes a medicalized event with many interventions and less than ideal outcomes. In many instances, the choices are 

made to suit health professionals and hospital routines rather than the mother. All the aforementioned are based on ideas and 

assumptions which predate evidence-based medicine and recent neuroscience. In reproductive biology, the newborn is an active 

participant and agent in birthing (Alberts,JR.  1994.Learning as adaptation in the infant.  Acta Paediatrica Supplement, 397, 77-85). 

Based on this, the perspective which has been lacking is what is best for the baby; our choices should be primarily based on the basic 

biological needs of the infant. The AAP published policy statement called ñEarly Adversity, toxic stress, and the role of the 

pediatricianò by Garner & Shonkoff, 2012 (on this bib) and an accompanying technical report (Shonkoff & Garner, 2012, also on this 

bib) that describes the ECOBIODEVELOPMENTAL MODEL in which eco stands for ecology or the newbornôs environment and for 

the newborn, the environment is the motherôs body (pg. 8).  Motherôs body provides buffering protection of adult support to prevent 

harmful EPIGENETIC changes from taking place during sensitive periods of development (Meaney MJ & Szyf M, 2005.Maternal 

care as a model for experience-dependent chromatin plasticity? Trends in Neurosciences, 28(9), 45 6-463; Shonkoff & Garner, 2012). 

ñ These sensitive periods operate in the early hours and days of life.  Motherôs body is also the source of sensory input that drives 

ñneeded neural processesò(Graven, SN,2004. Early neurosensory visual development of the fetus and newborns.  Clinics in 

Perinatology, 31(2), 199-216.).  The motherôs body is also the source of basic biological need (the bio of the model) that provide 
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physiologic regulation and stabilization. Prolonged regulation leads to establishment of internal set points that will determine the 

resilience over the life span (McEwen BS, Seeman T, 1999.  Protective and damaging effects of mediators of stress. Elaborating and 

testing the concepts of allostasis and allostatic load. Annals of NY Acad of Sciences, 896, 30-47).  The key objective of this early 

development is establishing emotional (end of page 8 as citation for the quote which continues onto page 9) resilience and social 

competence, and the brain pathways for this are laid deown starting at the first hour of birth (Schore AN,  2001. Effects of a secure 

attachment relationship on right brain development, affect regulation, and infant mental health. Infant Mental Health Journal, 22(1-2): 

7-66)ò(pg. 9)  ñDevelopment is accomplished ñin the light of motherôs bodyò(Hrdy SB, 1999. Mother nature. Longdon, UK:  Chatto & 

Windus.)  ñAny adverse events in early development affect the life span of the individual, with negative impact on learning and 

education, public health, and economic productivity (Garner & Shonkoff, 2012; Shonkoff & Garner 2012- both on this bib).  ñTo 

make the BEST transition to life in the outside world, place the naked baby in skin-to-skin contact on the motherôs bare chest 

immediately after birth and dry the baby, covering them both. The baby inside the mother has been warmed, fed continually, and held 

and protected in the dark, so when the baby is born, we need to adapt the sensory environment with dim light, warmth, and quiet to aid 

healthy adaptation. The baby is biologically expecting to hear the motherôs familiar voice and heartbeat, the motherôs smell, the taste 

of breast milk,and warmth from her body.  With these sensations, the baby will have a more stable heart rate, blood pressure and 

breathing. All of these sensory signals form the motherôs body help the baby to find healthy set points for all aspects of physiologic 

function, which may last the babyôs entire life.  In the RIGHT place,-motherôs chest- the baby will be warmer and have higher blood 

sugar (Chirstenssen et al., 1992).  As with all mammals, human babies are born knowing how to breastfeed.  Any interruption to the 

nine essential stages of self-attachment at birth will make self-attachment more difficult.  Knowing the impact of immediate skin to 

skin contact, we need to make every effort to provide that at cesareans, too (Smith, Plaat, & Fisha, 2008- on this bib).  ANY 

SEPARATION OF MOTHER AND BABY DISRUPTS ESSETNIAL BRAIN DEVELOPMENT, WHICH IS REQUIRED FOR 

BONDING.(PG. 9).  Baby needs to stay in skin to skin for the first two hours at least, and then remain in skin to skin contact for the 

first 24 hours to keep uninterrupted access to the breast. Father and other family members can do skin to skin. Holding a clothed baby 

over motherôs clothes is NOT skin-to-skin contact. Stress hormones rise rapidly in the baby and destabilize the baby. Stress hormones 

remain high during separation; 30-60 minutes of skin to skin contact is required to return to healthy baseline. Strong evidence exists 

for importance of COLOSTRUM for the first few days to improve immunity (Eidelman, AI 2012. Breastfeeding and the use of human 

milk: an analysis of the American Academy of Pediatrics 2012 Breastfeeding policy Statement.  Breastfeeding Medicine, 7, 323-324.)  

ñ So, even if a mother has chosen not to breastfeed, the babyôs right to this immune booster should be honored and take 

preference.ò(pg. 9).  The AAP defines Breastfeeding as the NORMATIVE STANDARD (Eidelman, 2012).  (go to 

http://www.infactcanada.ca/RisksofFormulaFeeding.pdf to get all the negative aspects of formula feeding).  Hospital routines 

provided for survival, but neglected bonding and attachment and long-term development and is based on SEPARATION for the last 

100 years. ñModern neuroscience shows that separation causes significant harmòpg. 10) .  An infantôs basic biological needs are the 

babyôs basic human rights and it is necessary to put the babyôs needs first (even if parentsô societal expectations are not aligned with 

the babyôs basic biological needsò (pg. 10).  Doulas support the mother and can now emphasize the infantôs needs based on current 

neuroscience, an advocate for the babyôs birth right (Kangaroulaò) p. 10.  Role of Kangaroula is to 1. SUPPORT THE PARENTS TO 

SUPPORT THEIR NEWBORN , 2. Explain technical terminology, 3.give information on choices that support the baby in needed 

neural processes, 4. Five information on how adults protectively buffer the infant from a toxic environment to support brain 

development , citing Shonkoff & Garner, 2012) , 5. Mediate between parents and staff,  6. Support staff in adjusting routines, and 7. 

RECOGNIZE the rights of the newbornò (pg. 10).   Kangaroula needs to tell family in Labor that induction with oxytocin produces 

high levels of oxytocin  in labor and make oxytocin levels drop in mother 2 days later, making mothering more difficult ( Alberts JR, 

1994. Learning as adaption of the infant. Acta Paediatrica Supplement, 397, 77-85; Phaneuf S, Rodriguez Linares B, et al., 2000. Loss 

of myometrial oxytocin receptors during oxytocin-induced and oxytocin augmented labour.  J Reproduction & Fertility, 120(1), 91-

97).  Demerol in labor makes the baby floppy and unresponsive at birth (Nissen E., Lilja G, Matthiesen A.S. et al., 1995. Effects of 

maternal pethidine on infantsô developing breast feeding behavior.  Acta Paediatrica, 84(2), 140-145.) and the mother less tuned ïin to 

her newborn (Hale TW, 2006. Medication and motherôs milk.  (12 th ed), Amarillow, TX:  Hale.), which in turns inhibits ability to self 

ïattach and breastfeed.   Epidural mandates that mother lie down (not walk, not be upright) and this increases likelihood of fetal 

distress and epidural also blocks oxytocin stimulation in maternal brain, affecting quality of her mothering experience (SwainJF 2011.  

The human parental brain: in vivo neuroimaging. Progress in Neuro-psychopaharmacology and Biological Psychiatry, 35(5), 1242-

1254) and later breastfeeding success (Torvaldsen S, Roberts CI, et al. 2006.  Intrapartum epidural  analgesia and breastfeeding: a 

prospective cohort study.  International Breastfeeding Journal, 1, pg. 26.).  At birth, all weighing bathing, measuring, eye care, vit K, 

and so forth can be done after the first six hours of peaceful early breastfeeding (Eidelman, AI, 2012).  Do not encourage planned 

Cesarean because it delays the pain from labor to postpartum when Mom should be caring for her baby and making her less able to 

look after her baby effectively for the first few days (Swain JE, Tasqin E et al., 2008.  Maternal brain response to own baby cry is 

affectived by cesarean section delivery. J Child Psychology and Psychiatry, 40(10), 1042-1052.) In c/s baby needs to be protected 

from harsh sensory environment of operationg room and further unnecessary separation and interventions (McClellan & Cabianca, 

1980 on this bib). After birth, do not take baby to nursery so mom can sleep because mom sleeps better if baby is with her and mom 

has less anxiety (pg. 11). Maternal newborn nurses have to undergo role shift so that Parents are primary providers on mother-infant 

unit, starting at birth and building on the maintenance of their togetherness. Nurses should no longer be the one to do the practical care 

of newborn, instead the nurse should become mentor, teaching parents the skills needed to parent their baby (Westrup, B 2004 Family-

http://www.infactcanada.ca/RisksofFormulaFeeding.pdf
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centered developmentally supportive care in neonatal intensive care units. In R.E. Trembley, R.G. Barr & R.D.V Peters (Eds), 

Encyclopedia of Early Dhildrhood Development, pp. 1-6) Montreal, Qebec:  Centre of Excellence for Easrly Childhood Development. 

Retrieved from www.pediatrics.org/cgi/doi/10.1542/peds.2011-3552.). Empower parents with practical skills and confidence in 

new role.  FT, clinical article, Birth KC,  Family Friendly Initiative, Toxic environment, family centered, paternal KC, 

cesarean, surrogate /sibling KC, parents as primary providers, Culture specific on page 10, BF, birth KC, biologic needs of 

infant, COLOSTRUM, separation,  Not on Charts 1/8/2014 

 

 Bergman, N. (1998).  Making newborn care work.Child Health Dialogue, Issue 11, 2nd quarter, p. 4.  This document relates the 

role of KC in good care for all newborns. Clinical Report. 

 

 Bergman, N. (1999). Kangaroo mother care:  Rediscover the natural way to care for newborn baby.  International J of Childbirth 

Education 18 (1), 30 & 27.  This is a simple to read reason why KC should be practiced with fullterm infants. Article conveys two 

concepts:  No separation and Breastfeeding. Rewarming occurs when no separatioin. Review, Full Term, BF, temp, rewarming, BF  not 

on charts 7-11-16   TRY TO GET THIS ARTICLE  

 

Bergman, N. (2005).  More than a cuddle:  skin-to-skin contact is key. Practicing Midwife 8(9), 44. Short commentary on the 

importance of kangaroo care for breastfeeding and providing the natural niche for the infant. PT, FT, Commentary, Review.. 

 

Bergman, N. (2006).  Kangaroo mother care and skin-to-skin contact as determinants of breastfeeding success.  Retrieved 

1/20/2007 from www.Iwantmymum.com (http://www.iwantmymum.com/content/view/32/47). Clinical review of habitat and ecological 

niche of the infant and that KMC is really good for promoting breastfeeding. Says the biggest barrier to BF success is separation of mother 

and newborn. First part of article summarizes neurodevelopment of fetus and newborn, and second identifies barriers and how to fix them.   

Promotion of uninterrupted and continuous KC is needed. Does not have an actual measure of breastfeeding success (such as Carfootôs 

desire and final study had), but is talking about overall success.  This is very similar content to Winbergôs article. Not on charts yet  PT. 

 

Bergman, N. J.(2011). Kangaroo mother care. Retrieved from, http://wwww.kangaroomothercare.com.  A general review of 

kangaroo care effects on infant and parents.  Good simple facts presented with Bergmanôs convincing style. Rev. FT, PT.attachment 

 

 Bergman, N.J. (2014 ï Nov). The neuroscience of birth - and the case for Zero Separation. Curationis, 37(2):1-4.  doi: 

10.4102/curationis.v37i2.1440.PMID:25685896 
 

 Bergman, N.J. (2015-Dec). Kangaroo Mother Care in African countries. Acta Paediatrica,104(12):1208-1210. doi: 

10.1111/apa.12933. GET THIS AND REVIEW.  NEW TO BIBLIO Study. PT, implementation  Not on charts 2.10/2016sd 

 

 Bergman, N.J. (2015-Sept). Neuroprotective Core Measures 1-7:  Neuroprotection of skin-to-skin contact (SSC).  Newborn 

and Infant nursing Reviews, 15(3), 142-146.  PT, neuroprotection, review.  Not on charts 9-6-2016, new to biblio study 

 
Bergman NJ. (2015-Jan). Proposal for mechanisms of protection of supine sleep against sudden infant death syndrome: an 

integrated mechanism review. Pediatr Res.  77(1-1):10-19. doi: 10.1038/pr.2014.140. Supine sleep decreases sudden infant death 

syndrome (SIDS) incidence, however the mechanisms for this are unclear. The triple risk model for SIDS requires that one or more 

underlying abnormalities of breathing or autonomic control are present; these are rare, but brainstem defects are found in most SIDS 

cases. Supine sleep increases sympathetic nervous system tone, and level of state organization, and may therefore act as a stressor. 

This is evidenced by physiological arousal, and by delayed neurodevelopment in supine compared to prone sleepers. It is argued here 

that prone sleep position is the biological normative standard in healthy infants, supporting autonomic regulation. During rapid eye 

movement (REM) sleep (and other circumstances), a parasympathetic-mediated adverse autonomic event (AAE) may be 

spontaneously triggered. In healthy infants, gasping initiates autoresuscitation and recovery.The underlying vulnerability to SIDS is 

specific to autoresuscitation from an AAE, the initial serotonin-dependent gasp is commonly compromised. Serotonin metabolism 

defects also influence sleep architecture, increasing the likelihood of AAE. The mechanism whereby supine sleep decreases SIDS may 

therefore be a stressor effect, disturbing sleep architecture to decrease REM and AAEs, and increasing sympathetic tone, which may 

prevent and counteract the purely parasympathetic-mediated AAE, thereby decreasing the risk of SIDS.  PT, FT, Review, Sleep, 

position,  SUPC, SIDS 

  

Bergman NJ. (2016-Aug). Hypothesis on supine sleep, sudden infant death syndrome reduction and association with 

increasing autism incidence. World J Clin Pediatr.5(3):330-342. doi: 10.5409/wjcp.v5.i3.330.To identify a hypothesis on: Supine 

sleep, sudden infant death syndrome (SIDS) reduction and association with increasing autism incidence.Literature was searched for 

autism spectrum disorder incidence time trends, with correlation of change-points matching supine sleep campaigns. A mechanistic 

model expanding the hypothesis was constructed based on further review of epidemiological and other literature on autism.In five 

http://www.iwantmymum.com/
http://wwww.kangaroomothercare.com/
http://www.ncbi.nlm.nih.gov/pubmed/26768777
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bergman%20NJ%5BAuthor%5D&cauthor=true&cauthor_uid=25268147
https://www.ncbi.nlm.nih.gov/pubmed/25268147
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bergman%20NJ%5BAuthor%5D&cauthor=true&cauthor_uid=27610351
https://www.ncbi.nlm.nih.gov/pubmed/27610351
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countries (Denmark, United Kingdom, Australia, Israel, United States) with published time trends of autism, change-points coinciding 

with supine sleep campaigns were identified. The model proposes that supine sleep does not directly cause autism, but increases 

the likelihood of expression of a subset of autistic criteria in individuals with genetic susceptibility, thereby specifically 

increasing the incidence of autism without intellectual disability.Supine sleep is likely a physiological stressor, that does reduce 

SIDS, but at the cost of impact on emotional and social development in the population, a portion of which will be susceptible to, and 

consequently express autism. A re-evaluation of all benefits and harms of supine sleep is warranted. If the SIDS mechanism proposed 

and autism model presented can be verified, the research agenda may be better directed, in order to further decrease SIDS, and reduce 

autism incidence. FT, PT, Review, SUPC, position, autism, SIDS, sleep 

 

Bergman N.J., Carney G, & Ludington-Hoe SM.  (2010). Kangaroo Care for the preterm infant.  Infant, Child, and Adolescent 

Nutrition, 2(3), 165-169.  This is an article that is a roundtable in which the three authors were asked the same questions and their answers 

are posted.  The first question was KC has distinct known advantages for our preterm infants.  Can you briefly outline those advantages 

from your perspective?  Nilôs related; Carney related,, and Ludington-Hoe related a one sentence answer of all outcomes reported in 

Ludington-Hoe, Morgan, & Abouelfettoh, 2008).  The second question was ñthe practice of KC for the preterm infant is not always 

standard protocol.  From your perspective, when should KC be initiated?  Bergman says the question should be ñwhen should incubator 

care be initiated?ò Carney replied:         ;Ludington replied that the American Academy of Pediatrics and WHO say it should begin as soon 

as possible, continue for as long as possible, and be uninterrupted during hospitalization, whether full term, preterm, vaginal or cesarean 

birth, singleton or multiple birth and she refers to the two Nyqvist et al., 2010 publications in Acta Paediatrica.  PT, Review, c/s, multiple 

birth, etc.   

 

Bergman, N.J., & Jurisoo, L.A. (1994).  The "kangaroo method" for treating low birth weight babies in a developing country. 

Tropical Doctor, 24, April 1994, 57-60 not.RCT, PT. 

 Bergman NJ, Linley LL, & Fawcus SR (2004).  Randomized controlled trial of skin-to-skin contact from birth versus 

conventional incubator for physiological stabilization in 1200- to 2199-gram newborns. Acta Paediatrica, 93(6), 779-785. No doi. RCT, 18 

KC and 13 in incubator over first 6 hours post birth, gave either KC or incubator care to LATE PRETERM/NEAR TERM infants  and 

measured  number of times infantôs physiologic values exceeded clinical norm range and scored the values using SCRIP, a stability scoring 

system.  Stability was measured in terms of a set of pre-determined physiological parameters, and a composite cardio-respiratory 

stabilization score (SCRIP). Stabilization scores were 77.11 for SSC versus 74.23 for incubator (maximum 78), mean difference 2.88 

(95% CI: 0.3-5.46, p = 0.031). All 18 SSC subjects were stable in the sixth hour, compared to 6/13 incubator infants. Eight out of 13 

incubator subjects experienced hypothermia. ñNewborn care provided by KC on the motherôs chest results in better physiological 

outcomes and stability than the same care provided in closed servo-controlled incubators. Cardiorespiratory instability seen in separated 

infants in the first 6 hrs is consistent with mammalian ñprotest-despairò biology, and with ñhyperarousal & dissociationò response patterns 

described in human infants.  Newborns should not be separated from their mothers.ò (pg.779).PT, RCT, HR, RR, stabilization, birth KC  

, stability.  See also Nagai et al.,2010 for 24/7 KMC starting in first 24 hours postbirth with premature infant, LATE 

PRETERM/NEAR TERM  

 

Bergman N, Malan A, Hann M, & Organizing Committee.  (2003). Fourth International Workshop on Kangaroo Mother Care. J. 

Tropical Pediatrics 49 (5), 311-312.  Report of the 4th Workshop is Cape Town in 2002.  Reports that objectives of the workshop were to 

review clinical research, examine KMC public health policy, empower delegates to more effectively implement KMC, and equip delegates 

with ability to promote KMC to general public.   KMC starting at birth with 1200 gramers and larger was shown to be safe (pg. 

311),developmental and bonding benefits of KMC beyond 12 months were shown, Cochrane (Anderson et al., 2003) of fullterm early 

KMC outcomes ï BF outcomes most marked, less crying, improved attachment were reviewed.  Many provinces and countries have 

adopted KMC as formal government policy, and WHOôs Kangaroo Mother Care ï a Practical Guide was reviewed. Social marketing 

principles (selling KMC to the public) were presented on Day 3 by Dr. Amy Seidel Marks. Principles are:  identify stake holders, package 

the message separately for each target audience or market sector, sometimes putting aside was the medical manager knows and whats for 

the community and instead putting in what the peopleôs needs and wants (the consumerôs perspective) are.  Thus, KMC requires marketing 

not just a product,but new behaviours and values associated with KMC.Each segment of the market has a different value. Packaging must 

also match clientôs stage of change.  Barriers to change need to be understood and addressed for each market (readers are referred to 

Prochaska & DiClemente, 1983. Stages and processes of self-change of smoking:  toward an integrative model of change. J. Consult Clin 

Psychol 51,390-395).   Report, Birth KC, preterm birth KC, longitudinal KMC (AFTER 12 MONTHS), Fullterm, cry, attachment, 

BF, policy, implementation.  
 

Bergman, N., Nyqvist KH, Charpak N, Ruiz-Pelaez JG, Ludington-Hoe SM. (2013). Response to Bahl et al.Global Health, 

2012,June, 2(1): 10403.  Setting research priorities to reduce global mortality from preterm birth and low birth weight by 2015.  Global 

Health , ( in press).    
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Bergstrom A, Byaruhanga RN, & Okong, P. (2005). The impact of newborn bathing on the prevalence of neonatal hypothermia in Uganda:  

a randomized controlled trial.  Acta Paediatrica 94, 1462-1467.  Full term, KC after bath prevents hypothermia.  Full term, RCT, 

hypothermia, Birth KC .   

 
Bergström A1, Byaruhanga R, Okong P. (2005-Oct). The impact of newborn bathing on the prevalence of neonatal 

hypothermia in Uganda: a randomized, controlled trial. Acta Paediatr. 94(10):1462-1467.To elucidate the impact of bathing on the 

prevalence of hypothermia among newborn babies exposed to the skin-to-skin (STS) care technique before and after bathing.Non-

asphyxiated newborns after vaginal delivery (n = 249) in a Ugandan referral hospital were consecutively enrolled and randomized 

either to bathing at 60 min postpartum (n = 126) or no bathing (n = 123). All mothers practised skin-to-skin care of their 

newborns. Four rectal and tympanic registrations of newborn temperatures were carried out in both groups directly after drying at 

birth, and at 60, 70 and 90 min postpartum.Bathing of newborns in the first hour after delivery resulted in a significantly 

increased prevalence of hypothermia, defined as temperature <36.5 degrees C, at 70 and at 90 min postpartum despite the use of 

warmed water and the application of the STS method. There was no neonatal mortality. Aside from the bathing procedure, no 

background factor potentially predisposing the newborns to hypothermia was identified.Bathing newborn babies shortly after birth 

increased the risk of hypothermia despite the use of warm water and STS care for thermal protection of the newborn.  FT, RCT, 

baths, hypothermia. 

 

Bergstrom A, Okong P, & Ransjo-Arvidson AB. ( 2007).  Immediate maternal thermal response to skin-to-skin care of newborn.  

Acta Paediatrica 96(5), 655-658.  39 Ugandan  moms who had normal spontaneous vaginal delivery and non-asphyxiated newborns were 

studied.  Maternal skin and axillary temps were taken immediately before KC, then every two minutes for 20 minutes and 10 minutes after 

neonate was removed.  Infant axillary and forehead temps were measured immediately before KC, twice after initiating KC, and 10 minutes 

after newborn had been removed from KC.  Maternal breast skim immediately displayed a rapid thermal response after KC was initiated 

(rose by 0.5 C p<0.0001 within first 2 minutes of KC and then dropped by 0.5C by 10 minutes after end of KC.  Maternal axillary temp 

similarly rose by 0.5C).  Descriptive, Fullterm, birth KC, maternal breast temperature, maternal axillarly, infant axillary and 

forehead temps. 3rd world, Maternal-Infant Thermal Synchrony (see also Mori R, et al., 2010) 

 

Berman J.  (2010).  The A to Z Guide to Raising Happy Confident Kids. Los Angeles:  New World Library.  She has a chapter in 

her book about the importance of touch and has tracked down  the baby Steven who was born at 24 weeks at Brigham Womenôs and 

Childrenôs Hospital in Boston and who survived (with many disabilities) with KC by his mother Dorothy.  Dr. Berman used KC with her 

twin daughters and found it to be so helpful.  You can contact Dr. Berman at 310-278-9666; fax is 310-278-9669, email is 

BermanPsych@aol.com, DoctorJenn@DoctorJenn.com, www.DoctorJenn.com  FT 

 

Bernard-Bonnin A., Stachtenko S, Girard G. et al. (1989).  Hospital practices and breastfeeding duration:  meta-analysis of 

controlled trials. Birth 16, 64-66.  Insufficient evidence about effect of KC on breastfeeding initation and duration.  FT.  BF  GET THIS 

AND PUT ON CHARTS 

 

 Bernardini, V., De Liso, P., Santoro, F, Allemand, F. & Allemand, A. (2011).  Procedural pain perception in preterm newborns in 

the Neonatal Intensive Care Unit:  Assessment and non-pharmacologic approaches.  Minerva Pediatrics, 63(4), 247-255. Italian  

randomized controlled trial of 28 preterm infants of 30-35 weeks  (postmenstrual age?) assigned to sucrose and non-nutritive sucking 

during heel lance (n=14) or sensorial saturation (kangaroo mother care) (n=14).  Pain during heel stick was measured by PIPP.  A 

significantly lower PIPP scored occurred in KC infants (median PIPP = 6.52) than in sucrose +non-nutritive sucking group (median PIPP = 

13.80).  Sensorial saturation decreased pain threshold perceived by newborn better than sucrose water.   PT, RCT, Pain, sucrose 

 

 Bhandari, N., Mazumder, S., Taneja, S., Sommerfelt  H., Strand, T.A., IMNCI Evaluation Study Group. (2012).  Effects of 

implementation of integrated management of neonatal and childhood illness (IMNCI) programme on neonatal and infant mortality: 

clustered randomized controlled trial. BMJ 344: e1634.  Kangaroo care immediately after birth has a protective effect against mortality in 

the newborn.  RCT, FT, PT, mortality, guideline/recommendation, birth KC    

 

 Bhutta ZA, Darmstadt G, Hasan B & Haws R. (2005). Community-based interventions for improving perinatal and neonatal 

health outcomes in developing countries:  review of the evidence. Pediatrics 115, 519-617.  Review of at home intervention studies and 

cites one for KMC and puts in the chart that benefits from home KMC have been documented.  Review, community KMC, 3rd world, PT, 

FT, mortality   Not on Charts 

 

   
Bhutta ZA, Das JK,, Bahl R, Lawn JE, Salam RA, Paul VK, Sankar MJ, Blencowe H, Rizvi A, Chou VB, Walker N; Lancet 

Newborn Interventions Review Group; Lancet Every Newborn Study Group. (2014-July). Can available interventions end preventable 

deaths in mothers, newborn babies, and stillbirths, and at what cost?  Lancet, 384(9940):347-370. doi: 10.1016/S0140-6736(14)60792-

http://www.ncbi.nlm.nih.gov/pubmed/?term=Bergstr%C3%B6m%20A%5BAuthor%5D&cauthor=true&cauthor_uid=16299878
http://www.ncbi.nlm.nih.gov/pubmed/?term=Byaruhanga%20R%5BAuthor%5D&cauthor=true&cauthor_uid=16299878
http://www.ncbi.nlm.nih.gov/pubmed/?term=Okong%20P%5BAuthor%5D&cauthor=true&cauthor_uid=16299878
http://www.ncbi.nlm.nih.gov/pubmed/16299878
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mailto:DoctorJenn@DoctorJenn.com
http://www.doctorjenn.com/
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http://www.ncbi.nlm.nih.gov/pubmed/?term=Salam%20RA%5BAuthor%5D&cauthor=true&cauthor_uid=24853604
http://www.ncbi.nlm.nih.gov/pubmed/?term=Paul%20VK%5BAuthor%5D&cauthor=true&cauthor_uid=24853604
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3. Erratum is in Lancet. 2014 Jul 26;384(9940):308. Sankar, Jeeva M [corrected to Sankar, M Jeeva]. Progress in newborn survival 

has been slow, and even more so for reductions in stillbirths. To meet Every Newborn targets of ten or fewer neonatal deaths and ten 

or fewer stillbirths per 1000 births in every country by 2035 will necessitate accelerated scale-up of the most effective care targeting 

major causes of newborn deaths. We have systematically reviewed interventions across the continuum of care and various delivery 

platforms, and then modelled the effect and cost of scale-up in the 75 high-burden Countdown countries. Closure of the quality gap 

through the provision of effective care for all women and newborn babies delivering in facilities and this includes 

KANGAROO CARE,  could prevent an estimated 113,000 maternal deaths, 531,000 stillbirths, and 1.325 million neonatal 

deaths annually by 2020 at an estimated running cost of US$4·5 billion per year (US$0·9 per person). Increased coverage and 

quality of preconception, antenatal, intrapartum, and postnatal interventions by 2025 could avert 71% of neonatal deaths (1·9 

million [range 1·6-2·1 million]), 33% of stillbirths (0·82 million [0 ·60-0·93 million]), and 54% of maternal deaths (0·16 million 

[0·14-0·17 million]) per year. These reductions can be achieved at an annual incremental running cost of US$5·65 billion (US$1·15 

per person), which amounts to US$1928 for each life saved, including stillbirths, neonatal, and maternal deaths. Most (82%) of this 

effect is attributable to facility-based care which, although more expensive than community-based strategies, improves the likelihood 

of survival. Most of the running costs are also for facility -based care (US$3·66 billion or 64%), even without the cost of new hospitals 

and country-specific capital inputs being factored in. The maximum effect on neonatal deaths is through interventions delivered during 

labour and birth, including for obstetric complications (41%), followed by care of small and ill newborn babies (30%). To meet the 

unmet need for family planning with modern contraceptives would be synergistic, and would contribute to around a halving of births 

and therefore deaths. Our analysis also indicates that available interventions can reduce the three most common cause of neonatal 

mortality--preterm, intrapartum, and infection-related deaths--by 58%, 79%, and 84%, respectively. PT, Review, infant mortality 

 

 

 Bieda, A. (2007).  Where are the data? Applying evidence to neonatal care. Nursing for Womenôs Health, 11 (3), 316-318.  This is 

a review about using evidence to guide practice and how to use Cochrane reviews.  States on page 316, ñNeonatal nurse researchers have 

contributed to evidence-based practice through well-documented nursing research in many areas, including neonatal skin care, infant 

massage, kangaroo care (cites Ludington-Hoe et al., 2000), pain management, infant bathing, developmental care, NICU environment, and 

infant feeding.ò  Reference to PT KC only, review of evidence-based practice procedure.  

 

 Bier, J-A.B., Ferguson, A.E., Liebling, J.A., Morales,Y., Archer, D., Oh, W., et al. (1995).  Skin-to-skin contact improves 

physiologic states of breast-fed low-birth-weight (LBW) infants.  Pediatric Research 37(4) part 2, 103A.  Abstract of study that appears in 

1996.  N= 21 KC; 13 swaddeled.  Gave KC for 10 minutes each day for 10 days but mean KC was 13 mins/day .  HR in KC was 165, HR 

swaddled was 174 PT, RCT, BF, HR, RR, Axillary Temp, # desats, BF, milk production, KCBF. 

  

 Bier J-A.B., Ferguson A.E., Morales, Y., Liebling, J.A., Archer, D., Oh, W., & Vohr, B. (1996).  Comparison of skin-to-skin 

contact with standard contact in low birth weight infants who are breast-fed.  Archives Pediatric and Adolescent Medicine, 150, 1265-1269. 

Gave KC once medically stable and no oxygen support to 50 PT <3.3lbs BW for 10 minutes only each day x 10 days and measured every 

minute HR, RR, SaO2, Axillary Temp, # Desats. First 10 minutes of 176 KC sessions and 137 standard contact sessions were scored. RR, 

HR, temperature were same between groups. SSC temps rose in first 5 minutes and then matched control group thereafter. A warming 

effect of KC was seen. SaO2 was higher during KC and fewer desats (<90%) during KC (11% of 1716 SaO2 recordings during KC) and 

24% of 1334 recordings during standard care (swaddled by moms).  No diff in mean daily maternal milk expression, more stable milk 

production in KC. 90% of KC moms vs 61% non-KC moms were breastfeeding thruout hospitalization and 50% vs 11% were still BF at l 

month after discharge. At 6 months, 20% of KC & 10% control still BF. All mothers of multiples who Kced breastfed at discharge, and 

only 50% of multiples in standard care were BF at discharge, but no mother of multiples was still BF at 3 and 6 months.  Moms and babies 

calm in KC. RCT,PT,  KCBF, BF,milk production, milk expression, duration of BF, SaO2,oxygenation, HR, RR, Axillary Temp, 

#Desats, stability, twin KC  

 

 Bier J-A.B., Ferguson A.E., Morales, Y., Liebling, J.A., Oh, W., & Vohr, B. (1997). Breastfeeding infants who were extremely 

low birthweight. Pediatrics 100(6): E3.   Kangaroo care increased MILK PRODUCTION and duration of BF.  GET THIS ARTICLE 

5/13/2013   PT, Micropreemie, BF., milk production, duration of BF  (Check if all outcomes are on outcome charts) 

 

 Bier J., Oliver T, Ferguson, A., & Vohr B .(2002).  Human milk improves cognitive and motor development of premature infants 

during infancy. J Human Lactation 18 (4), 361-367. 29 preterms got motherôs milk and 10 preterm got formula only.  Infants were assessed 

at 3,7,and 12 months with Peabody Picture Vocabulary Set was administered to mothers.  Milk fed infants had higher motor scores than 

formula fed at 3 months (63Ñ20 vs 46Ñ15) and at 12 months.(101Ñ11 vs 90Ñ9).  Momôs milk infants had higher motor score than formula 

too, adjusting for oxygen requirements and maternal vocabularly score.  Human milk is associated with improved development of 

premature infants at 3 and 12 months age.   PT, BF, Development ï NOT A KC STUDY AT ALL!!!! But  shows how to test for 

maternal intelligence in follow-up developmental studies. 
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 Bigelow, A. (2012).   Breastfeeding, skin-to-skin contact, and mother-infant interactions over infantsô first three months.  

Maternal and Child Nutrition, 2012. Epub ahead of print.   FT, Early KC,BF, Interactions   

KC=26, control = 51 

 

 Bigelow, A. & Littlejohn, M.  (2002). Infant competence during still-face trial after Kangaroo Care. Presentation at the 5th 

International Conference of the International Network of Kangaroo Mother Care, South Africa, Cape Town, November, 2002.   Charpak 

refers to this too. Looked at maternal satisfaction with KC in South Africa. No publication as yet, just a poster.  Maternal Satisfaction., 

FT, PT Early KC, NOT ON CHARTs 

 

 Bigelow, A., Littlejohn, M., Bergman, N., & McDonald, C. (2010).  The relation between early mother-infant skin to skin contact 

and later maternal sensitivity in South African mothers of low birth weight infants. Infant Mental Health Journal, 31(3), 358-377. Doi: 

10.1002//imhj.20260    12 mother infant pairs from a randomized controlled trial   of early KC were visited in their homes in South Africa 

at less than one year age.  Amounts of SSC were taken from hospital records and home interviews.  Videotapes of mother-infant 

interactions in the home were scored for maternal sensitivity on the Maternal Behavior Q-Sort (DR Petereson, G Moran, S Bento,1990).  

Nursing Child Assessment Teaching Scale (Summer & Spietz, 1994- Kathy Barnardôs NCAST tool).  Amount of KC in first 24 hours of 

life independently accounted for maternal sensitivity on both measures, indicating that early maternal-infant KC predicted susbsequent 

maternal sensititivity.   PT, RCT. Early KC, interaction, sensitivity.  Not on charts 

 

 Bigelow, A., & Power, M. (2012).  The effect of mother infant skin-to-skin contact on infantsôs response to the still face task from 

newborn to three months of age. Infant Behavior and Development  35(2), 240-251.  doi: 10.1016/j.infbeh.2011.12.008. FT, interactions, 

still face.  Full term infants who got KC (n=26) (not birth kc but Early kc starting in first 24 hours of life and then 5 hrs/day for first week 

and then 2 hrs/day for weeks 2,3, and 4 of life)  were compared to full term infants who did not get KC (n= 51)on still face tasks at one, two 

a nd 3 months of age.  KC infants engagedwith their mothers in Still Face Task at ages 1 wk, 1,2, and 3 months and began responding to 

CHANGES in still face at 2 months (controls did not respond to changes in Still Face until 3 months)  KC infants increased their non-

distress vocalizations  during still face phase at 3 months ï suggesting social bidding to their mothers.  KC accelerated infantôs social 

expectations for their motherôs behavior and enhanced infantsô awareness of themselves as active agents in social interactions.  FT, RCT, 

Early KC,  maternal-infant interactions, Still face, infant vocalizations, and  self-identity, brain maturation/brain studies , home 

KC .  Not on Charts. 

 

 Bigelow, A., Power, M., Maclellan-Peters, J., Alex, M. & McDonald, C. (2012).  Effect of mother/infant skin-to-skin contact on 

postpartum depressive symptoms and maternal physiological stress.  Journal of Obstetric, Gynecologic, and Neonatal Nursing, 41(3), 369-

382. Doi:  10.1111/j.1552-6909.2012.01350.x.  Longitudinal quasi-experimental study of  30 KC moms  of fullterm infants who gave 

approximately 5 hours of KC/day for the first week of life and then >2 hrs/d ay until infants were one month old.  60 control group moms 

provided little or no KC. Self-report depression scales of signs/symptoms of depression showed lower scores in KC group at one week and 

marginally lower scores at one month; no differences betweengroups at 2 and 3 months.  Over the first month of life, KC moms had greater 

reduction in salivary cortisol than control group moms. mean value of salivary cortisol for one week visit was .340 ug/dl (SD=0.163 for 

SSC and .278 (SD=.128 ug/dl) for controls; at one month  means values dor KC was 0.234 (sd=0.095) and for controls was 0.244 

(SD=0.161) ug/dl but these were not significantly different.  Change from one wk to one month was sign diff:KC moms had a larger 

decrease in salivary cortisol over th- Sept. 29e first month than controls.  Mother/infant KC benefits mothers by reducing their 

depressive symptoms and physiological stress.   FT, comparative effectiveness study, depression, maternal salivary cortisol, 

Postpartum KC, home KC.   

 

 Bill & Melinda Gates Foundation, (2014-Sept. 29). Kangaroo mother care product forum. Background on meeting in Kigali, 

Rwanda on November 14-16, 2014.  This 15 page document starts with the background for this meeting.  But first, remember that in 2012 

this group held a meeting in London that Kerstin Nyqvist and Anne Marie Bergh attended, and then another meeting was held Oct. 20-22, 

2013 in Istanbul and this document is for the meeting in Rwanda, Nov. 14-16, 2014.  The Bill and Melinda Gates Foundation is run by the 

Boston Consultancy Group and is separate from the SAVE THE CHILDREN group that Bill and Melinda Gates also financially sponsor.  

This group is backing ACCELERATION OF KMC (See Engmann publication of Istanbul outcomes on this bib).  

 

Bill and Melinda Gates Foundation.  (2012). A Motherôs Perspective on KMC ïMalawi.  Pg. 15-24.  Interviews were 

conducted to generate hypotheses on the most important barriers and opportunities for KMC in Malawi.  What is the perception of 

value that may support awareness, adoption, adherence?  What are the message that will resonate with mothers?   What are the 

channels to provide those messages?  KMC was introduced to Malawi in 1992 at  Zomba Hospital and as of 2012 was available in 121 

hospitals because government policy mandated each hospital have a KMC ward.    Practitioners are trained in KMC and KMC is 

integrated into the nursing curriculum.  Community engagement efforts have been tried but challenges in widespread awareness, 

adoption and adherence continue. Barriers are within facilities, and within communities.  Conducted 23 in depth interviews with 16 

practicing mothers, 5 guardian or practicing mothers and 2 fathers who had KMC experience,  then did 5 focus groups with 12-30 
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participants each (2 grps with community women, 2 with community men, 1 with Mat/NB health Community Action Group) and 

concluded with 11 in depth interviews about practicing mothers with 8 health practitioners, 2 traditional chiefs, and 1 Minister of 

Health.  Mothers are 18-34 (median =22), majority had some schooling but not completed 8th standard, average parity is 1.9 (1-4), all 

are married, work as farmers.  There is low awareness in broad community, but targeted programs have created awareness (all men in 

Ekwendeni could explain what KMC was), seeing other women do it can convince women, but male adoption barriers are very high 

(i.e. KMC is petticoat governmentéò(pg. 20).  There are 6 stages of a mothers journey in Malawi :  1)  Prepreg= never heard of 

KMC, may have seen STS before. Barrier is low awareness of KMC. 2) Pregnancy, she attends 3-4 classes and hears about KMC 

briefly but does not think it is relevant for her because it is about preterms, Barriers are lack of prenatal training and low participation 

of family members during prenatal training. 3) delivery and immediate postnatal care ï she is trained in KMC and told to do it 

intermittently until space in KMC ward is available ï which can be many days later (pg. 21). Barrier is lack of dedicated space to 

practice continuous KMC.  4) post delivery in facility-when KMC ward space is available, she is told to do it continuously, and she 

takes breaks. Barriers are maternal pain, fatigue, and KMC messaging only about warmth. 5) post discharge KMC- once home, it is 

difficult to do it while sleeping and she has little support for doing KMC at home. Barriers are lack of support for practicing KMC, 

lack of support for other chores, trouble sleeping, stigma of having a preterm birth. 6) Post-KMC.  Once infant weighs 2500 gram, she 

returns to normal life and does no more. C, especially outside her family. Barrier is lack of spontaneous discussion about KMC and 

lack of awareness of long term benefits of KMC.  Critical barriers in Malawi make post-discharge adherence challenging:  donôt know 

what KMC is better source of warmth than blankets.  Think KMC is for warmth, and when baby is warm then mother can stop, at 

night the mothers donôt want infantôs presence then, and during the day they donôt want infant near the smoke when they are cooking 

and near the dust when mom is farming, and people in the community associate preterm babies with immature sperm, so will not pass 

on the rightful things to the woman thinking she made the manôs sperm immature or did something else badI.  In conclusion:  1) 

Pregnancy education has to be expanded to full term infants so mothers sense relevance to them, 2) Break down the expectation of 

KMC ward admission and do 24/7 KMC everywhere! 3) KMC is for more than warmth!  Read Ludington-Hoe 2011 physiologic 

outcomes of KMC and Ludington-Hoe 2010 Kangaroo Care is Developmental Care sources. 4) Build support for post-discharge 

KMC, with incentives for closest families to help and do it themselves.  (See the Anderson, G.C. articles with surrogate KMC 

providers). 5) Where is evidence that KMC should stop when infant reaches 2500 grams?  Original Colombian work (Charpak et 

al..1989é.) had mothers do KMC 24/7 for 1-2 years of preterm life. Preterm, evaluative study, 3rd world, implementation, 

barriers, staff perception, community KC .  NOT ON CHARTS as of 12/12/2014. 

  

 Bingham RJ. (1997). Roo the day:  Rudiments of Kangaroo Care.  NANN Central Lines, 13(4) (November, 1997, p 10-13.  A 

simple to read review of the history, development and benefits of KC.  Available through Dr. Ludington or by contacting Academy of 

Neonatal Nurses, 1304 Southpoint Blvd., Suite 280, Petaluma, CA 94954-6861.  Clinical review,  P 

 

 Black, A M. (2012). Breastfeeding the premature infant and nursing implications.  Advances in Neonatal Care, 12(1), 10-14, DOI:  

10.1097/ANC.0b013e3182425ad6  This is a clinical review of effects of breastfeeding on premature infant, his mother,nurses, and ends 

with nursing implications.  On page 12 it states: ñThe skin-to-skin contact that is involved in breastfeeding can provide additional 

advantagesfor the mother.  Typically it will make the mother feel much closer to her infant and she tends to perceive a much more intimate 

connections.  Theé goes on for a whole long paragraph.  Will finish later.   

 

 Blaymore-Bier, J-A 1997.  See Bier, JAB above. 

 

 Blencowe H, Kerac M, & Molyneux E. (2009). Safety, effectiveness and barriers to follow-up using an óEarly Dischargeô 

Kangaroo Care policy in a resource poor setting. J. Tropical Pediatrics, 55(4):  244-248.   Prospective descriptive study of  all 272 babies 

admitted to KMC ward in Malawi from Nov to May. When infant weight 1300 gram and gained weight daily he was discharged.  Follow 

up continued until 2500 grams. 201/272 (73.9%) reached 2500 grms; 46(16.9%) died, unknown outcome in 25(9.2%). Mortality was 

highest in weights of 1300 to 1500 grams. Barriers to seeking healthcare postdischarge were transportation problems, late recognition of 

illness.  Early discharge is safe, feasible, but issues regarding access to healthcare need to be addressed. PT, descriptive, 3rd world, KMC,  

early discharge, weight gain, mortality. 

 

 Blomqvist Y.T., Ewald U, Gradin M, Nyqvist KH, Rubertsson C.Acta Paediatr. (2013 Jan), Initiation and extent of skin-to-skin care 

at two Swedish neonatal intensive care units. Acta Paediatrics, 102(1): 22-28. doi: 10.1111/apa.12056.  To describe initiation and extent of 

parents' application of skin-to-skin care (SSC) with their preterm infants at two Swedish neonatal intensive care units.The duration of SSC 

was recorded in 104 infants' medical charts during their hospital stay, and the parents answered a questionnaire.Both parents were involved 

in the practice of SSC. Three infants experienced SSC directly after birth, 34 within 1 h, 85 within 24 h and the remaining 19 at 24-78 h 

postbirth. SSC commenced earlier (median age of 50 min) in infants whose first SSC was with their father instead of with their mother 

(median age of 649 min: p < 0.001). The earlier the SSC was initiated, the longer the infant was cared for skin-to-skin per day during his/her 

http://www.ncbi.nlm.nih.gov/pubmed?term=Ewald%20U%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
http://www.ncbi.nlm.nih.gov/pubmed?term=Gradin%20M%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
http://www.ncbi.nlm.nih.gov/pubmed?term=Nyqvist%20KH%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
http://www.ncbi.nlm.nih.gov/pubmed?term=Rubertsson%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
http://www.ncbi.nlm.nih.gov/pubmed/23072448
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hospital stay (p < 0.001). The median daily duration of SSC was 403 min. Early initiation of SSC had positive impact on the extent of 

parents' application of SSC. Even though the infants in this study were cared for skin-to-skin to a high extent, there is a potential for 

extended use of SSC in this type of hospital setting for reducing separation between infants and parents. PT, descriptive, Earlier KMC, 

duration, reducing separation. Earlier KC leads to improvements Not on CHARTS 2/19. 2014 

 
  
Blomqvist YT, Ewald U, Gradin M, Nyqvist KH, Rubertsson C. (2013 ïJan). Initiation and extent of skin-to-skin care at two Swedish 

neonatal intensive care units. Acta Paediatr. 2013 Jan;102(1):22-8. doi: 10.1111/apa.12056. To describe initiation and extent of 

parents' application of skin-to-skin care (SSC) with their preterm infants at two Swedish neonatal intensive care units.The duration of 

SSC was recorded in 104 infants' medical charts during their hospital stay, and the parents answered a questionnaire. Both 

parents were involved in the practice of SSC. Three infants experienced SSC directly after birth, 34 within 1 h, 85 within 24 h 

and the remaining 19 at 24-78 h postbirth. SSC commenced earlier (median age of 50 min) in infants whose first SSC was with 

their father instead of with their mother (median age of 649 min: p < 0.001). The earlier the SSC was initiated, the longer the 

infant was cared for skin-to-skin per day during his/her hospital stay (p < 0.001). The median daily duration of SSC was 403 

min. Early initiation of SSC had positive impact on the extent of parents' application of SSC. Even though the infants in this study 

were cared for skin-to-skin to a high extent, there is a potential for extended use of SSC in this type of hospital setting for reducing 

separation between infants and parents. PT, descriptive evaluative study, duration SSC, birth kc, separation. Pat KC. Not on 

charts 3-25-2018 

 Blomqvist YT, Frölund L, Rubertsson C, Nyqvist KH. (2013 June). Provision of Kangaroo Mother Care: supportive factors 

and barriers perceived by parents. Scandinavian Journal of Caring Science,;27(2):345-353  Doi: 10.1111/j.1471-6712.2012.01040.x. 

Kangaroo Mother Care (KMC) supports parents' role at the neonatal intensive care unit (NICU). To enhance parents' provision of 

KMC, it is essential to obtain knowledge of what parents perceive as supportive factors and barriers regarding their opportunities to 

perform KMC. Aim:  To identify factors that parents of preterm infants perceived as supportive factors or barriers for their 

performance of KMC and to explore the timing of and reasons for parents' discontinuation of KMC. Methods:  A descriptive study 

performed at two NICUs in Sweden with 76 mothers and 74 fathers of preterm infants born at gestational ages ranging from 28 to 33 

weeks. Data on infant characteristics were obtained from the infants' medical records. A questionnaire, based on scientific literature 

and the researchers' clinical experience, was completed by the mothers and the fathers separately, shortly after the infant's discharge 

from the hospital. The data were analyzed with qualitative content analysis and descriptive statistic. Results: Four categories were 

identified in parents' responses regarding support and barriers for their performance of KMC: Parent related factors, Time, Infants 

related factors and The NICU and home environment. The hospital staff and environment were described by the parents as both 

supportive and barriers for their application of KMC. Some mothers described the infants' feeding process as an obstacle to KMC. 

Sleeping with the infant skin-to-skin in the same position throughout the night could be difficult, as an uncomfortable sleeping 

position caused insufficient sleep. A majority of both mothers and fathers continued providing their infant with KMC to some extent 

after discharge. Conclusion:  Interventions for enhancing parents' opportunities for performing KMC should address both hospital 

staff attitudes and practices and the NICU environment. PT, Qualitative, Descriptive quantitative too, barriers, disconintuation 

reasons, implementation, NICU, home KC/post-discharge KC.  This is about KMC ï 24/7 KMC in Sweden, not intermittent 

KMC  

 Blomqvist, Y.T., & Nyqvist, K.H. (2011).  Swedish mothersô experiences of continuous Kangaroo Mother Care.  Journal of 

Clinical Nursing, 20(9-10), 1472-1480. (doi:10.1111/j1365-2702.2010.03369.x.).  Descriptive study to characterize the infants receiving 

continuous 24/7 KMC from birth to discharge in Swedish NICU and report motherôs experiences of this model of care.  Retrospective 

survey with purposive sampling of 23 mother-infant pairs. Infants were 31-41 weeks GA, birthweights were 1715-3700 gms. moderately 

preterm and ill newborn infants. Moms showed good acceptance of the idea of 24/7 KMC during NICU stay, their evaluations of 24/7 

KMC were predominantly positive, negative comments concerned lack of information about practical application of the method and some 

mothers perceive their infantsô care during the night exhausting.  No mother would have preferred NOT to perform KMC or to terminate 

KMC earlier than they did.    Mothers accept the model well when giving help and support they need.    Moms should be offerred 

opportunity to do 24/7 KMC to the extent that they are able and willing to do so and as permitted by infantôs medical condition and care.  

PT, 24/7 KMC, maternal feelings, implementation. Not on charts 2/1/2011 

 

 Blomqvist, Y.T., Rubertsson, C., Kylberg, E, Joreskog, K., & Nyqvist,K.H. (2012). Kangaroo Mother Care helps fathers of 

preterm infants gain confidence in the paternal role. Journal of Advanced Nursing, 68(9):1988-1996. DOI: 10.1111/j.1365-

2648.2011.05886.x.  Qualitative study of 7 fathers who were individually interviewed and who thought incubators were a barrier and 

separation was stressful.   KC facilitated role attainment, allowed them to feel in control an that they were doing something good for their 

babies.  As active agents in their infant's care, some fathers stayed with the infant during the whole hospital stay, others were at the 

neonatal intensive care unit all day long. Despite the un-wished-for situation, they adapted to their predicament and spent as much 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Blomqvist%20YT%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ewald%20U%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gradin%20M%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
https://www.ncbi.nlm.nih.gov/pubmed/?term=Nyqvist%20KH%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rubertsson%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23072448
https://www.ncbi.nlm.nih.gov/pubmed/23072448
http://www.ncbi.nlm.nih.gov/pubmed/22816503
http://www.ncbi.nlm.nih.gov/pubmed/22816503
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time as possible with their infants. This article is a report on a descriptive study of fathersô experiences of providing their preterm 

infants with Kangaroo Mother Care. During neonatal intensive care, fathers describe the incubator as a barrier and the separation from 

their infant as stressful. Fathers consider it important to be close to the infant, and performing Kangaroo Mother Care makes them feel 

an important participant in their infants' care. Individual interviews conducted in 2009 with seven fathers who performed Kangaroo 

Mother Care were analysed using qualitative content analysis.The fathers' opportunity for being close to their infants facilitated 

attainment of their paternal role in the neonatal intensive care unit. Kangaroo Mother Care allowed them to feel in control and that 

they were doing something good for their infant, although the infant's care could be demanding and stressful. As active agents in their 

infant's care, some fathers stayed with the infant during the whole hospital stay, others were at the neonatal intensive care unit all day 

long. Despite the un-wished-for situation, they adapted to their predicament and spent as much time as possible with their infants. 

Fathers' opportunities for Kangaroo Mother Care helped them to attain their paternal role and to cope with the unexpected situation. 

The physical environment and conflicting staff statements influenced their opportunity for, and experience of, caring for their preterm 

infants. PT, qualitative, paternal KC, role attainment, paternal feelings, separation is stressful, incubator is barrier   

 

 Blomqvist, Y.T., Rubertsson, C., Nyqvist, K.H. (2011) Parent-infant skin-to-skin contact:  How do parent records compare to 

nurse records?  Acta Paediatrica, 100(5), 773-775.   DOI: 10.1111/j.1651-2227.2011.02160.x.   A descriptive study of measurement of  

daily amount of time infants spend in KC and who best documents the amount of time.   Parents and nurses differed in the documentation 

of the actual number of times infants were in KC.Agreement between nurses and parents for KC duration and starting/termination times 

was 40%.  Parents also noted more people who provided KC than did nurses. ñAnother relevant consideration is that parental 

documentation of KC may serve as a strategy for empowerment of parent.ò  Be sure to read commentary by Boukydis in 2011. PT, 

duration of KC, parent records.  This is in KCelectronic records ï office computer 
  

 Boge, B. (1986).  Anecdote from Gambia on Kangaroo Care. Comments at International Nursing Research conference, Univ. of 

Alberta, Edmonton, Alberta, CANADA. PT 

 

              Bogota Declaration.  See Charpak 2000 citation 

  

 Bohnhorst, B. (2010). Skin-to-skin care in the neonatal intensive care unit:  More data regarding seriously ill infants are badly 

needed.  Commentary on Heimann et al. ñ Impact of skin to skin care, prone and supine positioning on cardiorespiratory parameters and  

thermoregulation in premature infants ( Heimann et  al., Neonatology, 2010, 97(4), 311-317).  Neonatology, 97(4): 318-320.  DOI:   GET 

THIS 2/17/2011.  Write to bohnhorst.bettina@mh-hannover.de to get article.Micropreemies, need more research.  

 

 Bohnhorst B, Gill D, Dordelmann M, Peter CS, & Poets CF. (2004).  Bradycardia and desaturation during skin-to-skin care:  

No relationship to hyperthermia. J Pediatr 145 (October), 499-502.  This is a second study of the 2001 study and authors state that 

second study was conducted because in first study they did not control the infantôs airway position during KC and some infants had 

flexed their heads and occluded their airways.  22 preterm infants (median age 32 weeks) with postconceptional age <36 wks at study 

time underwent three 2-hour recordings of breathing movements, nasal airflow, HR SpO2, and oximeter waveforms.  Pretest was 

prone in incubator at neutral thermal temperature, followed immediately by KC at 15-30 degree incline prone, and posttest was back 

in incubator where ambient temp had been elevated by 1 degree C (or up to 2 degrees C if infantôs body temp did not rise at least 0.4 

degrees C during posttest).  Head was uncovered and body covered by towel. Took rectal temp every 5 mins and uncovered baby if 

necessary to keep temp stable during KC. Desats <80%, brady (>1/3 of baseline HR for at least 5 seconds), apnea >10 sec were rare, 

Periodic breathing (3 or more central apneic pauses of 4 sec or more, separated by less than 20 breaths) were recorded as %.  Temp 

did not rise during KC, but rose 0.6C in posttest.  Proportion of regular breathing was lower during KC than pre & posttest. Baseline 

HR (154) & RR (66) did not change with KC (HR = 156, RR =67), rose in posttest (HR= 162, RR = 78). SpO2 did not change at all 

(Pretest = 97.5, kc=98.0, posttest=98.0). # of bradys + desats (comibined together) was significantly higher during KC (3.0/hr) than 

posttest (1.7/hr) & higher (but not significantly) than pretest (2.2/hr).  # of bradys alone/hr was 0.0 during KC, versus 0.3 during 

pretest and 0.6 in posttest.  # of desats/hr was 1.0 pretest, 2.3 KC, 0.9 posttest (Sig. Differ between KC and posttest only). Mean nadir 

of bradys and desats did not change, & PB showed trend to increase during posttest (pretest = 0.01%, KC = 0.0%, posttest = 0.75%). 

ñFrequency of apneas remained largely unchangedò(pg. 500) (pretest = 1.0/hr, KC=0.8/hr, posttest = 1.2/hr).  ALL VALUES ARE 

MEDIANS, not means. Authors conclude that POSITIONAL FACTORS interfering with respiration play a role during KC. KC 

effects had disappeared with 3 hours of KCôs cessation.  KC was associated with less regular breathing. Authors suggest continuous 

monitoring of HR, oxygenation, and temp during KC.  PT, pretest-test-posttest Quasi Exp. Rectal temp, HR, RR, SPO2, desats, 

bradycardias, apnea, periodic breathing, ir regular breathing pattern, negative effect,  ALL MEDIANS, NOT MEANS , 

residual effects 
 

 Bohnhorst B, Heyne T, Peter CS, & Poets CF. (2001).  Skin-to-skin (Kangaroo) care, respiratory control, and thermoregulation. J. 

Pediatr 138 (2), 193-197. 22 spontaneously breathing preemies (28wks, 26 days, 1310g) had a 2hr recording B4, during, after  KC (of 2 hrs 

duration). HR, RR, # of bradys, # hypoxemia (<80%)  & rectal temp (from 36.9 to 37.3) increased, proportion of regular breathing 

mailto:bohnhorst.bettina@mh-hannover.de
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decreased during KC.  Changes may be due to heat stress. SaO2 decreased in second hour of KC by ????%.  The irregular breathing was 

due in part to airway obstruction from flexed head and no nursing monitoring to be sure positioning was correct was conducted.  KC effects 

had disappeared within 3 hours of KCôs cessation.  Pretest-Test-Posttest Quasi Exp.. Negative Effect. PT, HR, RR, Brady, apnea, 

desats, temp, breathing pattern, residual effects. safetyF 

 

 Boju, S.L. , Gopi Krishna, M., Uppala, R., Chodavarapu, P. & Chodavarapu, R. (2012).  Short spell Kangaroo Mother Care and its 

differential physiological influence in subgroups of preterm babies. Journal of Tropical Pediatrics,  58(3):189-93. doi: 
10.1093/tropej/fmr072..A quasi-experimental, pretest-posttest study of 86 preterm infants in India who got one hour of Kc done because 

mothers said that 4-6 hours of KC was too much. KC was given when infants were 7.7 +/-5.2 days old. One hour of KC created many 

physiologic changes:  HR: in all infants, HR decreased by 3 bpm; in SGA decreased  by 5 bpm; RR: in all infants decreased by 3 per 

minute; in females decreased by 6/min; SaO2 increased by 1.1% in all infants, increased by 2.1% in SGA, and increased  by 1.5% in 

females; Axillary Temp Increased by 0.4F  in all infants; increased by 0.6F in SGA, and by 0.3F in Females.  Concluded that preterm  

infants benefit from one hour of KMC and that SGA and female preterms had different and greater responses than males and AGA infants.  

PT, Quasi-Exp pretest-posttest, HR, RR, Temp, SaO2, and 4-6 hours of KC was TOO LONG for mothers, 3rd world, duration of 

KC,  

 

 Bonner, K (Krista,) M.  (2007).  A case study comparing kangaroo care with conventional holding and the effects on heart rate, 

respiratory rate, oxygen saturations, and ventilator settings in the very low birthweight infant.  Presentation at National Association of 

Neonatal Nursesô 2nd Annual Research Summit, April 10-12, 2007 Scottsdale, AZ.  Watch for this in Advances in Neonatal Care:  Official 

Journal of NANN.  Preterm, ventilated KC, descriptive, HR, RR, SAO2, swaddled holding (Not on charts yet) 

 

 Bonner, K. M. (2008). A case study of the effect of kangaroo care on physiologic parameters and ventilator settings in very low 

birth weight fraternal twins.  Advances in Neonatal Care 8(2), 134-135.Case study of fraternal twin sisters on mechanical vents, born at 25 

wks ga, bw = 740 grams- one got KC, the other swaddled holding.at 29 wks postmenstrual age.  HR, RR, axillary temp saO2, and 

ventilator settings taken before, then every 15 minutes during 2 hours of KC or swaddled holding, and 15 minutes after KC/swaddled 

holding.  This was repeated 4 times over a 2 week period. NO sig difference in temp between the twns but KC twin tended to have higher 

mean overall temp (99.6, SD=0.69)  than swaddled (98.0SD 0.33).  No differences in HR, SaO2, and vent settings trended downward with 

both types of holding.  KC was not harmful to the VLBW infant.  PT, Descriptive Case Study, Vent KC, micropreemie, VLBW, temp 

HR, RR, SaO2, swaddled holding, multiples  NO differences 

 

Bonner O, Beardsall K, Crilly N, Lasenby J (2017-Feb). 'There were more wires than him': the potential for wireless patient 

monitoring in neonatal intensive care. BMJ Innov.3(1):12-18. doi: 10.1136/bmjinnov-2016-000145.  The neonatal intensive care unit 

(NICU) can be one of the most stressful hospital environments. Alongside providing intensive clinical care, it is important that parents 

have the opportunity for regular physical contact with their babies because the neonatal period is critical for parent-child bonding. At 

present, monitoring technology in the NICU requires multiple wired sensors to track each baby's vital signs. This study describes the 

experiences that parents and nurses have with the current monitoring methods, and reports on their responses to the concept of a 

wireless monitoring system. Semistructured interviews were conducted with six parents, each of whom had babies on the unit, and 

seven nurses who cared for those babies. The interviews initially focused on the participants' experiences of the current wired system 

and then on their responses to the concept of a wireless system. The transcripts were analysed using a general inductive approach to 

identify relevant themes.  Participants reported on physical and psychological barriers to parental care, the ways in which the current 

system obstructed the efficient delivery of clinical care and the perceived benefits and risks of a wireless system. The parents and 

nurses identified that the wires impeded baby-parent bonding; physically and psychologically.Parents wanted to do Kangaroo Care 

and often were not allowed to do so because of wires. While a wireless system was viewed as potentially enabling greater interaction, 

staff and parents highlighted potential concerns, including the size, weight and battery life of any new device. The many wires 

required to safely monitor babies within the NICU creates a negative environment for parents at a critical developmental period, in 

terms of physical and psychological interactions. Nurses also experience challenges with the existing system, which could negatively 

impact the clinical care delivery. Developing a wireless system could overcome these barriers, but there remain challenges in 

designing a device suitable for this unique environment.  PT, Qualitative study, involvement of parents, closeness/separation. Not 

on charts 3-4-2017 

 

 Boo, N-Y (for Nem-Yun), & Jamli, F.M. (2007).  Short duration of skin-to-skin contact:  Effects on growth and breastfeeding.  

Journal of Paediatrics and Child Health, 43(12), 831-836.126 STABLE preterm infants were randomized into KC(n=64) who got 10.0+/-

5.6 days of one hour/day KC (wearing only diaper and head cap while semi-upright between breasts and for at least one hour per day) for a 

mean  total duration of 11.3 +/-5.9 hours of KC) or to control (n= 62, no kc, stayed in incu bator.  KC was with mother or father.  8 KC 

infants received KC less than 50% of hospital stay because moms were too frightened to handle infant (n=3), unable to visit regularly 

(n=4), or afraid KC would prevent weight gain (n=1).  They found KC improved head circumference growth  

PT, RCT, stable, 3rd world-Malaysia, paternal KC, duration of KC, head circumference  NEED to finish THE ResulTS Not on 

charts 11.13.2011 
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 Borck, M., & dos Santos, E.K. (2010).  Third stage of the Kangaroo method converging investigative and care practices with 

families in outpatient care.  Rev Gaucha Enferm, 31(4), 761-768.  Qualitative study to assess how KC at home (3rd stage) with premature 

and LBW newborns is progressing. Six mothers and family members were observed and participated in semi-structured interviews. Results 

showed that there is a need to strengthen the role of the family when mother and  newborn leave the hospital and communication among the 

multidisciplinary team, as well as rethinking criteria for discharge to home KC.  PT, qualitative study, HOME KC/Community KC . Not 

on charts 8/19/2011. 

 

  Bosque, E.M., Brady, J.P., Affonso, D.D., & Wahlberg, V. (1995). Physiologic measures of kangaroo versus incubator care in a 

tertiary level nursery. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 24(3), 219-228. Pretest in incubator-test in KC-posttest in 

incubator. All 8 infants got this 4 hrs/day, 6 days/wk x 3 weeks for 18 data collection periods per infant. Infants served as own control. 

Reports that skin temperature  was lower in KC than before or after (p=0.03).  Control over insulation across the infantôs back was 

questioned even though manuscript reports control. State measured every 10 minutes using Anders and Parmelee scale and showed  no 

difference in apnea, bradycardia or lowest SaO2 between KC and incubator periods and there was lower % of total sleep, and lower Active 

Total % Sleep time was lower and more transistional sleep during KC(p=0.003), no differences in % or amount of Quiet Sleep.  

Bradycardia increased with gavage and bottle feedings and decreased frequency associated with breastfeeding independent of KC or 

incubator care.   Sleep and temperature differences were statistically significant but were so slight they were not clinically significant. 

Quasi-Experimental pretest-test,-posttest design. Not an RCT. Preterm, Negative Effect., skin temp. HR, RR, SaO2 during KC and 

posttest, Quiet Sleep, Active Sleep, Total sleep time, Transitional Sleep, Apnea, Bradycardia  

  

Bosse, H.M., Sontheimer, D., Bussmann, H. (1997).  Erfahrungen mit der Kanguruh-Methode in Botswana. Curare, 201 (2): 183-

187.  Report of Kangaroo Care in primary pediatric setting where they have little, if any, equipment to handle preterm infants.  GERMAN , 

PT 

 

Bouanene, I., Elmhaamdi, S., Sriha, A., Bouslah, A. & Soltani, M. (2010).  Knowledge and practices of women in Monastir, 

Tunisia regarding breastfeeding.  East Mediterranean Health Journal, 16(8), 879-885.No DOI.  354 women were assess for prevalence, 

exclusivity and duration of breastfeeding when attending childôs 6- month vaccinatioin appointment.  94.4% initiated BF after birth but 

only 1.9% continued exclusive BF until 6 months.  Exclusive Breastfeeding over 3 months was associated with Birth KC contact 

(OR=1.93; 95% CI: 1.016-3.69) (pg. 881).  PT, FT. Breastfeeding, exclusivity. Birth KC.    

 

Bouchez C. (2002).  The magic of ókangaroo careô. USA Today Health & Science 6/27/2002.  This is an interview with Dr. Karen 

Hendricks-Munoz, director of NICU at NY University Medical Center who reports that parents who feel a sense of depression and anxiety 

about birth of baby feel more connected when they do KC. Infants sleep better and deeper, grow faster, are more stable and go home sooner 

and that there is no evidence of increased risk of infection.  PT, review, interview, infection, stability, growth, sleep, maternal feelings, 

length of stay. Not on charts as of 6/6/09. 

 

 Boukydis, Z. (2011). Parent-infant skin-to-skin contact: parentsô views versus nursesô views. Acta Paediatrica, 100(5), 638-640.  

DOI:10.1111/j.1651-2227.2011.02195.x.  From Turku, FINLAND. This is a commentary on Blomqvist, Rubertson & Nyqvistôs 2011 

study of measurement of hor nurses record vs mothers record of daily amount of time infants spend in KC compared and who best 

documents the amount of time.   Parents and nurses differed in the documentation of the actual number of times infants were in 

KC .Agreement between nurses and parents for KC duration  and starting/termination times was 40%.  Parents also noted more people 

who provided KC than did nurses.  He believes the parentôs count might be more accurate because they were actually there holding the 

infant and sometimes were behind screens so nurses could not see. He says that videorecording (suggested by Blomqvist) is not needed to 

confirm accuracy, infant temperature and HR changes can be used as a criterion measure as could sensors indicating infantôs position in 

space and rhythmic movement on maternal chest. He quotes considerable literature on reliability of parental verbal or questionnaire 

report  of infantôs behavioral, temperament, and documentation of 24 hour cycles of cry and sleep patterns (Salisbury A, Minard K et al., 

Audio recording of infant crying, Int J Beh Dev 2001, 25;458-465). Parental records are 50-85% in comparison with independent measure 

of the childôs behavior. He says that parental anxiety might decrease reliability in charting or that parental ñalertnessô might be 

heightened as some parents want to do everything possible and be more reliable in charting. Future study should control for parental 

mental health status, stress, depression, early attachment, sense of competence, self-esteem, and understanding of the rationale or purpose 

for charting.  Parents volunteered and this could cause Hawthorne Effect.  For this he recommends a colleagial ñreliability checkô between 

nurses and parents who collaborate on the documentation.  Also, one should question parents about how they felt about completing the 

charts: did they value it as a contribution to their infantôs care, see themselves collaborating with staff in care of infant, or was it an 

unnecessary chore or even an intrusion on their private time ï he cites the Axelin study in which some parents wanted to do facilitative 

tucking to reduce pain, some did not, and some were ambivalent about doing so (Axelin A, Lehtonen L, Pelander T., Salantera, S..( 2010). 

Mothersô different styles of involvement in preterm infant pain care. J Obstet Gynecol Neonatal Nurs, 39, 415-424 doi: 10.1111/j.1552-

6909.2010.01150.x .).  Commentary, attitudes about doing interventions for PT infants (Not on charts yet).  
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Bouloumie E. (2008).  The kindness of skin-to-skin contact during labor and delivery. Soins Pediatrie Puericulture, 245, 36-38.  

Available from ebouloumie@hbh-paris.com.  Study of 47 questionnaires that were returned by 17 moms and staff of Full term birth KC 

infants from birth (and 40% of these got KC both day and night for the first 3 nights of life) and 30 from infants who got routinecare before 

initiation of birth KC and postpartum KC. No difference in groups in birth weight loss, nor in recovery of birth weight rate. Mothers felt 

very much pleasure with KC and more confidance.  Staff think that KC is okay if mother is very vigilant and they reported that infants 

were calm during KC.  Better cardiorespiratory stabilitiy in KC than when not in KC.  FT, Birth  KC, early KC, weight loss, mat feelings, 

HR-RR stability, calmed infants,  staff feelings, postpartum KC, quasi experiment.   

 

Boundy, E.O.  Dastjerdi, R,, Spiegelman, D. Fawzi, W.W., Missmer,S.A., Lieberman, E., Sandhya Kajeepeta, S.,Wall,S., 

Chan,G.J. (2016-Jan).  Kangaroo Mother Care and Neonatal Outcomes: A Meta-analysis. Pediatrics 137 (1), e20152238 , 

doi:10.1542/peds.2015-2238.  Kangaroo mother care (KMC) is an intervention aimed at improving outcomes abstract among preterm 

and low birth weight newborns. A systematic review and meta-analysis estimating the association between KMC and neonatal 

outcomes was conducted after searching the following data sources: PubMed, Embase, Web of Science, Scopus, African Index 

Medicus (AIM), Latin American and Caribbean Health Sciences Information System (LILACS), Index Medicus for the Eastern 

Mediterranean Region (IMEMR), Index Medicus for the South-East Asian Region (IMSEAR), and Western Pacific Region Index 

Medicus (WPRIM). They included randomized trials and observational studies through April 2014 examining the relationship 

between KMC and neonatal outcomes among infants of any birth weight or gestational age. Studies with <10 participants, lack of a 

comparison group without KMC, and those not reporting a quantitative association were excluded.  Two independent reviewers 

extracted data on study design, setting, participant characteristics, KMC intervention, outcomes, study quality, and relative risk (RR) 

or mean difference measures.  1035 studies were screened; 124 met inclusion criteria. Among newborns who survived to receive 

KMC, KMC was associated with 36% lower mortality  among LBW newborns compared with conventional care (RR=0.64, 95%CI 

0.46-0.89).  KMC decreased risk of neonatal sepsis (RR=0.53, 94%CI=0.34-0.83), hypothermia (RR=0.22, 95%CI= 0.12-0.41), 

hypoglycemia (RR= 0.12, 95%CI = 0.05-0.32, hospital readmission (RR=0.42; 95%CI=0.23-0.76) and increased EXCLUSIVE BF 

(RR=1.50; 05%CI=1.26-1.78).  Newborns receiving KMC had lower mean respiratory rate and pain measures and higher oxygen 

saturation, temperature, and head circumference growth.  Ability to assess dose-response relationship was limited by lack of data 

available on KMC duration practiced.  Interventions to scale up KMC implementation are warranted.   Most of meta-analysis is based 

on developing nation data.  This meta-analysis did not include randomized controlled trials, including only CORRELATIONAL 

studies showing an association.   This is a weakness, but note the data base they had in 2015 (1035 studies) to conduct their study.   

PT, Meta-analysis, RR, temperature, infection, readmission, EXCLUSIVE BF, hypoglycemia, head circumference, SaO2, 

mortality,  pain.  See also PNP Daily News for media coverage of this article.  See also Chan 2016 article 

 

Bouza, H. (2009). The impact of pain in the immature brain. Journal Maternal Fetal and Neonatal Medicine, 22, 722-732.  Clinical 

review that says that acute episodic pain pain may cause early neurologic injury, repeated and prolonged exposure to p ain may alter 

subsequent psychokinetic development, as well as affet long term neurodevelopmental, behavioral and social outcomes. Thus, use of 

pharmacologic and non-pharmacologic interventions are recommended.   IS this a KC article?  Get tTHIS,  May be KC recommendation.  

PT, FT, Pain 

 

 Bowden VR, Greenberg CS, & Donaldson NE. (2000). Developmental care of the newborn. Online Journal of Clinical 

Innovations or CINAHL Information Systems (Glendale, CA). 3, issue 7, 77 pages with 286 ref.  Available online at 

http://www.cinahl.com or from Cinahl Information Systems, 1509 Wilson Terrace, Glendale, CA 91206.  The 14 pages that appear online 

do not include all references (only 27 pages are in the online version).  In the full text, in  essence, KC is part of development care for all 

NEWBORNS.  This review starts with cost of NIDCAP program over 3 years was 440,00 but saved 2.19 million in hospital charges 

(129,000 per infant) and excluded physician charges. Lower cost attributed to earlier discharge from NICU to transitional unit and infantôs 

lower intensity of care needs.   60 VLBW infants cared for in NIDCAP unit had average cost savings at time of discharge of $4,340 per 

infant (page 2) when discharge occurred within the first 35 days of life. Page 2 relates NIDCAP results.  Behaviors indicating less stress and 

signs of stability are in table on page 8.  On page 10 it identifies all the resources needed to implement NIDCAP (developmental staff 

positions, initial and ongoing NIDCAP training, leadership involvement, multidisciplinary team involvement, Reflective process.  Then it 

reviews the WEE CARE program of developmental care on page 11, and then the FIRST program on page 11, and then on page 12 it lists 

Kangaroo Care as ñdata-based interventionò for infant handling aspect of developmental care with full discussion of KC on page 20-24. 

Page 20 states: ñHowever, the intervention, the protocol for implementation, and the documented benefits to the infant have still not been 

clearly definedò (this was published in 2000). ñAn an intervention, KC has different description dependiung on thelocation of the practice. 

In international literature KC is most often termed KMC or kangaroo mother method and has three components: the Kangaroo position 

(skin to skin, between breasts for up to 24 hrs/day), kangaroo feeding (unlimited and exclusive breastfeeding) and Kangaroo discharge 

(early discharge when infant has overcome all major adaptations to extrauterine life, and continuation of Kangaroo practices in the home 

settingé In western countries, KC or skin to skin contact is associated solely with placing the preterm diaperclad infant upright, vertical, 

chest to chest with parent..  Such contact may last from 60 minutes to several hours.ò  ñTwo seminal articles exist which discuss KC as an 

intervention to promote neurobehavioral organization of the infant (and it cites Ludington-Hoe and Swinth, 1996 and Anderson, 1991).  

Page 21-22 lists the problems with KC studies: ñ..crticial evaluation of individual studies reveals that many methodological problems exist 

mailto:ebouloumie@hbh-paris.com
http://www.cinahl.com/


KCBib 2018 

in this body of research, and that continued investigation is warranted.  The major methodological problems can be attributed to 1) lack of 

consistency in KC implementation protocols (amount of time in KC and not enough time to determine if negative consequences exists . 

2)feeding the infant during Kc occurs in some studies and not in others and not accounted for as a controlled variable. 3) Use of headcaps is 

inconsistent among investigators. 4) Only non-ventilated, medically stable infants have been tested. 5) some studies included a teaching 

component in which parents are taught to recognize and respond to infant cues. 6) small sample size, 7) lack of control groups, 8) lack of 

randomization, and 9) short testing periods (and for this one is cites only one study, Bosqueôs 1995 and she practically tethered moms to 

babies for 4 hours per day for every day per week for 4 weeks).  Page 22 says that more ventilated KC studies are needed as are studies 

with ELBW and phototherapy infants.   The practice of KC would benefit from the development of an interdisciplinary and internationally 

developed protocol of care, with criteria and contraindications for infant selection, nursing care monitoring and documentation, the 

procedure for the entire KC episode with assessments before and after implementation of KC, and minimal standards for parent education 

and staff development.ò (pg/. 22-23).   On PAGe 36 it has another section on KC under Tactile Stimulation and says ñKC is another form of 

tactile stimulation that has produced many beneficial outcomes for the infant and parent caregiver (See Table 4).  This intervention was 

discussed earlier.ò Pg. 36).  Table 4 is on page 21 and is entitled ñBenefits Aslsociated with Kangaroo Care  and the categories of benefits 

are  1) Autonomic stability and improvement in basic physiologic functions, 2) motor regulation, 3) state regulation, 4) parental 

attentiveness and interactions with the infant, 5) serlf regulatory abilities, and 6) others (i.e. decreased maternal stress, psychological healing 

of mother, decreased pain, decrease hospital stay, better weight gain, better breastfeeding outcomes).  Review,  Preterm, Developmental 

Care, stress signs, stability signs, needed research, vent KC, phototherapy KC. Limitations of studies, NIDCAP vs. other 

developmental programs. 

 

Boyce SC  McDougal L, Silverman JG, Atmavilas Y, Dhar D, Hay K, Raj A.(2017-Nov). Associations of intimate partner 

violence with postnatal health practices in Bihar, India. BMC Pregnancy Childbirth.17(1): 398. doi: 10.1186/s12884-017-1577-0. 

Reducing neonatal mortality is a global priority, and improvements in postnatal health (PNH) practices in India are needed to do so. 

Intimate partner violence (IPV) may be associated with PNH practices, but little research has assessed this relationship. A cross-

sectional analysis of data from a representative household sample of mothers of neonates 0-11 months old in Bihar, India was 

conducted. The relationship between lifetime IPV experience (physical violence only, sexual violence only, or both physical and 

sexual violence) and PNH practices [clean cord care, kangaroo mother care, early initiation of breastfeeding (EIBF), delayed 

bathing, receipt of a postnatal care visit, exclusive breastfeeding, and current post-partum contraceptive use] was assessed using 

multivariate logistic regression.Over 45% of the 10,469 mothers experienced IPV in their lifetime. The three types of IPV experiences 

differentially related to PNH practices. Adjusted analyses revealed that compared to those who had never experienced IPV, women 

who experienced physical violence only (29.0%) had higher odds of skin-to-skin care (AOR = 1.67, 95% CI = 1.42, 1.96) and 

delayed bathing (AOR = 1.19, 95% CI = 1.03, 1.37), but lower odds of EIBF (AOR = 0.81, 95% CI = 0.70, 0.93) and exclusive 

breastfeeding (AOR = 0.83, 95% CI = 0.71, 0.96). Mothers who had experienced sexual violence only (2.3%) had lower odds of 

practicing EIBF (AOR = 0.52, 95% CI = 0.36, 0.76). Those who had both experiences of physical and sexual violence (14.0%) had 

increased odds of postpartum modern contraceptive use (AOR = 1.35, 95% CI = 1.07, 1.71) and lower odds of delayed bathing 

(AOR = 0.76, 95% CI = 0.63, 0.91).The results of this study found differing patterns of vulnerability to poor PNH practices depending 

on the type of IPV experienced. Efforts to increase access to health services for women experiencing IPV and to integrate IPV 

intervention into such service may increase PNH practices, and as a result, reduce neonatal mortality. PT, FT, KC as a postnatal 

health practice, maternal feelings/issues.  

 

 

Boyd, M.M. (2017-June). Implementing Skin-to-Skin Contact for Cesarean Birth. Association of Operating Room Nurses 

J.105(6):579-592. doi: 10.1016/j.aorn.2017.04.003. Skin-to-skin (STS) contact in the OR facilitates the development of mothering 

behaviors, breastfeeding success, and newborn adaptation to extrauterine life. A team at my institution performed a quality 

improvement project to implement a standard of care for STS contact in the OR during and after cesarean birth. Thirty-seven of 50 

mother-infant dyads experienced STS contact in the OR or in the postanesthesia care unit. Twenty-five mothers and newborns who 

experienced STS contact did so on the OR bed. The median time newborns spent engaged in STS contact with their mothers was 42 

minutes and 30 seconds. Developing and using a standard of care to implement this evidence-based practice facilitated acceptance of 

this intervention. Obstacles that staff members encountered included maternal or neonatal instability, equipment problems, and nurse 

staffing issues. Staff members addressed these obstacles through creative problem-solving.FT, QIP, cesarean KC, birth kc, 

barriers .  Not on charts 6-1-2017 

- 

Brady K, Bulpitt D, Chiarelli C. (2014, July). An Interprofessional Quality Improvement Project to Implement 

Maternal/Infant Skin-to-Skin Contact During Cesarean Delivery. Journal of Obstetric, Gynecologic, and Neonatal Nursing.43(4), 488-

496. doi: 10.1111/1552-6909.12469. Immediate skin-to-skin contact between a mother and her newborn has been associated with 

successful breastfeeding outcomes. One of the challenges nurses face in promoting skin-to-skin occurs in the operating room during a 

cesarean delivery. Utilizing an interprofessional approach for this quality improvement project, we successfully implemented skin-to-

https://www.ncbi.nlm.nih.gov/pubmed/?term=Boyce%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=McDougal%20L%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=Silverman%20JG%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=Atmavilas%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dhar%20D%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hay%20K%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/?term=Raj%20A%5BAuthor%5D&cauthor=true&cauthor_uid=29187158
https://www.ncbi.nlm.nih.gov/pubmed/29187158
https://www.ncbi.nlm.nih.gov/pubmed/28554355
https://www.ncbi.nlm.nih.gov/pubmed/28554355
http://www.ncbi.nlm.nih.gov/pubmed?term=Brady%20K%5BAuthor%5D&cauthor=true&cauthor_uid=24981767
http://www.ncbi.nlm.nih.gov/pubmed?term=Bulpitt%20D%5BAuthor%5D&cauthor=true&cauthor_uid=24981767
http://www.ncbi.nlm.nih.gov/pubmed?term=Chiarelli%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24981767
http://www.ncbi.nlm.nih.gov/pubmed/24981767
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skin contact for all eligible mother/infant couplets after cesarean birth. Exclusive breastfeeding rates for these women increased as 

a result. Descriptive evaluative, quality improvement project, cesarean, c/s, breastfeeding, full term, Not on charts 7/8/2014 

 Braga, D.F., Machado, M.M.T., & Bosi, M.L.M. (2008). Achievieng EXCLUSIVE BREASTFEEDING of premature babies:  

The perceptions nd experience of 8 women from public health services (Portugese).  Revista De Nutricao-Basilian Journal of Nutrition, 

21(3),10.1590/1415-52732008000300004.  This article is also on www.scopus.com and is an article on kcôs effectiveness as helping 

breastfeeding and mothers related that moms must really have the time to do KC because the nurses should never impose KC on the 

mothers.  PT, qualitative phenomenology, BF, Exclusive BF, maternal feelings/perceptions.   

 

 Bramson, L., Lee, J.W., Moore, E., Montgomery, S., Neish, C., Bahjri, K., & Melcher, C.L.  (2010).  Effect of early skin-to-skin 

mother-infant contact during first 3 hours following birth on exclusive breast feeding during the maternity hospital stay. Journal of  Human 

Lactation , 26(2), 130-137. . doi: 10.1177/0890334409355779. 19 hospitals participated in this prospective descriptive study of 

breastfeeding mong 21,842 patients delivering 37-40 week term singleton infant.  Maternal demographics and  prenatal feeding method  

intention and  very early KC (in first 3 hours of birth) were correlated with exclusivity of breastfeeding during maternal hospitalization.  

Exclusive breast feeding was higher in KC moms than in moms who got more rather than less KC in first three hours:  If mom got 1-15 

mins KC Odds Ratio (OR) was 1.376; 16-30 mins (OR =1.665), 31-59 mins KC (OR= 2.357); and > 1hour (OR = 3.145). So, there is a 

dose response relationship between duration of very early KC and breast feeding exclusivity.   FT, population study, dose response, BF, 

exclusivity, implementaton, quality -improvement project. Purported to have SaO2 data too. Authors are certified Kangaroo 

Caregivers by USIKC.    See Romano 2010 and 2011 reviews of this article because she states that data is consistent and compelling and 

that duration of skin-to-skin at birth is key to EXCLUSIVITY .  The Loma Linda University Perinatal Services Network supported the 

study and has produced flyers, handouts, and posters for SOFT that you can access from http://bit.ly/bo8K6e .(I tried to access this 

3/22/2013 and this website was no longer available).  

   

 Branger, B, Savagner C, Roze JC, Winer N, & Pediatries des Maternites des Pays-de-la-Loire. (2007). Eleven cases of early 

neonatal sudden death  or near death  of full term and healthy neonates in maternity wards.  Journal de Gynecologie, Obstetrique et 

Biologie de la Reprod (Paris). 36(7, Nov):  671-679.  Descriptive report that over 5.5 years there were 7 deaths and 11 apparent life-

threatening events (1 life threatening event/26,000 births; one death/40,000 births). Five times in 8  ówell-knownô cases the newborn was in 

maternal KC at the time, one other case the infant was in maternal arms and the last one in the delivery room far from  mother at 3 minutes 

of life. In two deaths (of all the deaths, not just the KC deaths) the infants were prone on their own bellies.  One baby was declared dead in 

maternity, ten transferred to NICU, and 6 died on postpartum.  They donôt know if the frequency of these events is increasing or not or if it 

is related to birth KC, but have undertaken a province wide survey. On pages 337 and 338 it states that ñSkin-to-skin has many benefits, 

ameliorates maternal-infant difficulties, and benefits the newborn by aiding suckling, prolonging breastfeeding, and improving neurological 

outcomes. So, skin to skin should not be questioned because it is a positive practice for infants. Nonetheless, if the organizationôs condition 

and surveillance are not adequate, or if the health of the mother or infant are not optimal, skin-to-skin may be contra-indicated.  Better 

surveillance is needed. ñ so, this is a CONTRAINDICATION guideline. They provide a sample of the questionnaire that could be used to 

determine region wide the incidence of ALTEs and early deaths in this part of France.  Descriptive, Full term, mortality , negative 

outcome. Life threatening event, Birth KC.  Bradycardia, apnea, support KC, questionnaire for survey, guidelines,   

 

 Breast crawl.  See UNICEF, 2007 for this reference to the manuscript and to the video. Video is at www.breastcrawl.com FT, 

birth KC, breastcrawl  

 

Breitbach, KM. (2001).  Kangaroo Care. In Craft & Rosenberg (Eds.) Nursing Interventions for Infants. Thousand Oaks, CA:  

Sage Publ.pp. 151-162. This is a chapter that talks about listing Kangaroo Care as a nursing intervention within the taxonomy of the 

NANDA system for nursing diagnoses in the United States.  Defined it and listed 18 activities associated with Kangaroo Care.  

Terminology, FT, PT 

 

Brenneman, A., & Price, K.A. (2014). Couplet care:  The magic within.  Journal of Obstetric, Gynecologic and Neonatal Nursing, 

43 (Suppl 1), S28.  Doi:10.1111/1552-6909.12363 This article is from Grant Medical Center in Columbus, OHIO.   It is a descdriptive 

evaluative report of a quality improvement project to enhance the delivery experience and provide excellent outcomes for couplets.  The old 

way of doing things was that vaginally born healthy term infants received birth kc and then were taken to the nursery for observation for 

hours and in the nursery at night.  They did literature review and then had meetings about barriers, then identified resources needed to make 

a change, wrote up a patient pamphlet about couplet care and rooming-in, including the infant staying with the mother at night.  They gave 

the pamphlets to all mothers and initiated 24/7 couplet care. The outcomes have only been positive. Couplet care (which includes 

postpartum kangaroo care at this site even though it is not mentioned in this abstractôs publication) has been successful and an increase in 

maternal satisfaction, increased maternal confidence in care of newborn, increased in staff satisfaction, and a decrease in transiety 

tachypnea of the newborn and decreased in number of infants being admitted to NICU for neonatal abstinence syndrome have been 

documented.  FT, descriptive evaluation study, quality improvement project, implementation, postpartum KC, 24/7 rooming-in 

http://www.scopus.com/
http://bit.ly/bo8K6e
http://www.breastcrawl.com/
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even at night, maternal satisfaction, maternal confidence, staff satisfaction, transient tachypnea of the newborn, neonatal 

abstinence syndrome.  Not on charts 6/17/2014 

  

Brett, J., Staniszewska, S., Newburn, M., Jones, N. & Taylor, L.  (2011). A systematic mapping review of effective interventions 

for communicating with, supporting and providing information to parents of preterm infants.   BMJ Open, 1(1), e000023.  A systematic 

review of interventions to improve communication with parents of preterm infants.  The review of the 72 studies showed that parents felt 

supported through individualized developmental and behavioral care programmes, through being taught behavioral assessment scales, and 

through breastfeeding, kangaroo-care, and baby massage programmes. On page 5 it reports that Randomized controlled trial evidence 

suggests that KC reduces maternal anxiety, gives mother a greater sense of competence and greater sensitivity with their infants (cites  

Tessier et al., 1998) and that music with KC significantly lowers maternal anxiety (cites Lai & chen, 2006). On same page it says Feldman 

et al.,  study (Feldman, Eidelman, Sirota, et al., 2002 )that KC produced better levels of maternal infant interaction, more touch, better 

adaptation to infant cues and better perception of the infant, and less maternal depression at 37 wks .  Then it credits LeGault and Goulet 

(1995) finding that mothers preferred the kangaroo method because the baby is close to them and touch is important to mothers because it 

induced feelings of well-being and fulfillment in parents.  Affonso et al.  (1993) reported that KChelped parents get to know their infant, 

increased their confidence and made them feel that their baby needed them, and study showed that parent mood was improved and that they 

perceived their infant differently and that they felt a strong sense of identifiying with their infant (Gale, Franck, Lund, 1993).    Review, PT, 

massage, NIDCAP, maternal feelings, maternal behaviors, maternal anxiety, maternal perception of infant, music, communication.  

 

Briere, C.F., Lucas, R, McGrath, J.M., Lussier,M., & Brownell, E. (2015).  Establishing breastfeeding with the late preterm 

infants in the NICU. Journal of Obstetric, Gynecologic, and Neonatal Nursing. 44(1),102-113.  Doi:10.1111/1552-6909.12536   This was a 

review of literature found on Pub Med and CINAHL from 2009-2014 related to challenges late preterm infants face with breastfeeding and 

to provide an overview of current policy statements and practice guidelines that support breastfeeding for late preterm infants. Purpose was 

to describe challenges that late preterm infants (LPIs) face with breastfeeding and to provide an overview of current policy statements 

and practice guidelines that support breastfeeding for LPIs. In addition, we describe current breastfeeding research related to the LPI 

and combine this research with policies and practice guidelines to provide evidence-based recommendations to guide practice and 

future research in the NICU. Late preterms have greater challenges than full term infants due to neurologic immaturity, weak suck tha my 

lead to not transferring sufficient milk volume.  Maternal challenges are insufficient milk supply, something that might be compromised by  

proximity of the mother and infant for frequent breastfeeding and skin to skin contact.  There is also support for skin to skin contact 

between mother and infant, regardless of when breastfeeding is initiated.  Nurses play an important role in encouraging early and frequent 

maternal-infant contact. PT,  Review of lit, Breastfeeding, separation, guidelines, staff issues  

   

 Briere, C.E., McGrath, J., Cong, X., &  Cusson, R. (2014- May). An Integrative Review of Factors that Influence 

Breastfeeding Duration for Premature Infants after NICU Hospitalization. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 

43(3):272-81. doi: 10.1111/1552-6909.12297. The objective was to determine what factors affect breastfeeding duration after 

discharge home from the neonatal intensive care unit (NICU) for high-risk mothers and their premature infants. Using exclusion and 

inclusion criteria, 292 articles were initially assessed for relevance to the research question through abstract review. Further screening 

resulted in full review of 52 articles. Reference list searching added an additional six articles. Finally, in-depth review of these 58 

articles resulted in 24 studies that fully met inclusion and exclusion criteria. Studies were reviewed for information related to factors 

associated with breastfeeding duration for high-risk mothers and preterm infants after NICU discharge home. Studies were categorized 

into five themes, including NICU factors, feeding and soothing methods, maternal characteristics, maternal experiences, and support 

programs. Most significant factors affecting duration included exposure to kangaroo mother care, prenatal education, and quantity of 

maternal breast milk supply during the first week after discharge. Breastfeeding also was affected by maternal breastfeeding 

knowledge and perception of providing appropriate volumes. Mothers face many challenges breastfeeding their premature infants after 

NICU discharge. Ideally, all mothers need to receive support after NICU discharge, and the transition to home can be challenging 

even if breastfeeding is well established. However, NICU professionals are in a perfect position to provide guidance to families so 

they are able to anticipate and effectively solve lactation challenges at home. Review, PT,  breastfeeding, discharge, duration, 

neonatal intensive care unit, preterm infants, transition to home Not on charts 5/7/2014 

 

 Brimdyr, K., Cadwell1,K., Stevens,J., Takahashi, S., (2017-Nov).   An implementation algorithm to improve skinȤtoȤskin 

practice in the first hour after birth.  Maternal and Child Nutrition, e12571, 15 pages DOI: 10.1111/mcn.12571.  Evidence supporting 

the practice of skinȤtoȤskin contact and breastfeeding soon after birth points to physiologic, social, and psychological benefits for both 

mother and baby. The 2009 revision of Step 4 of the WHO/UNICEF ñTen Steps to Successful Breastfeedingò elaborated on the 

practice of skinȤtoȤskin contact between the mother and her newly born baby indicating that the practice should be ñimmediateò and 
ñwithout separationò unless documented medically justifiable reasons for delayed contact or interruption exist. While in immediate, 

continuous, uninterrupted skinȤtoȤskin contact with mother in the first hour after birth, babies progress through 9 instinctive, complex, 

distinct, and observable stages including selfȤattachment and suckling. However, the most recent Cochrane review of early skinȤtoȤ
skin contact cites inconsistencies in the practice; the authors found ñinadequate evidence with respect to details é such as timing of 

initiation and dose.ò This paper introduces a novel algorithm to analyse the practice of skin to skin in the first hour using two data sets 

http://www.ncbi.nlm.nih.gov/pubmed?term=Briere%20CE%5BAuthor%5D&cauthor=true&cauthor_uid=24689979
http://www.ncbi.nlm.nih.gov/pubmed?term=McGrath%20J%5BAuthor%5D&cauthor=true&cauthor_uid=24689979
http://www.ncbi.nlm.nih.gov/pubmed?term=Cong%20X%5BAuthor%5D&cauthor=true&cauthor_uid=24689979
http://www.ncbi.nlm.nih.gov/pubmed?term=Cusson%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24689979
http://www.ncbi.nlm.nih.gov/pubmed/24689979
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and suggests opportunities for practice improvement. The algorithm considers the mother's Robson criteria, skinȤtoȤskin experience, 

and Widström's 9 Stages. Using data from vaginal births in Japan and caesarean births in Australia, the algorithm utilizes data in a new 

way to highlight challenges to best practice. The use of a tool to analyse the implementation of skinȤtoȤskin care in the first hour after 

birth illuminates the successes, barriers, and opportunities for improvement to achieving the standard of care for babies. Future 

application should involve more diverse facilities and Robson's classifications.  Not on charts 3-25-2018 

 

Brimdyr K, Cadwell K, Widström AM, Svensson K, Neumann M, Hart EA, Harrington S, &  Phillips R.(2015-Dec) The 

Association Between Common Labor Drugs and Suckling When Skin-to-Skin During the First Hour After Birth. Birth, 42(4):319-28. 

doi: 10.1111/birt.12186 Intrapartum drugs, including fentanyl administered via epidural and synthetic oxytocin, have been previously 

studied in relation to neonatal outcomes, especially breastfeeding, with conflicting results. We examined the normal neonatal behavior 

of suckling within the first hour after a vaginal birth while in skin-to-skin contact with mother in relation to these commonly used 

drugs. Suckling in the first hour after birth has been shown in other studies to increase desirable breastfeeding outcomes. Prospective 

comparative design of 63 low-risk mothers self-selected to labor with intrapartum analgesia/anesthesia or not. Video recordings of 

infants during the first hour after birth while being held skin-to-skin with their mother were coded and analyzed to ascertain whether 

or not they achieved Stage 8 (suckling) of Widström's 9 Stages of newborn behavior during the first hour after birth. Vdieo 

recordings confirmed the 9 stages outlined by Widstrom et al., 2011. A strong inverse correlation was found between the amount and 

duration of exposure to epidural fentanyl and the amount of synthetic oxytocin against the likelihood of achieving suckling during the 

first hour after a vaginal birth.Results suggest that intrapartum exposure to the drugs fentanyl and synthetic oxytocin significantly 

decreased the likelihood of the baby suckling while skin-to-skin with its mother during the first hour after birth. FT, descriptive 

comparative study, BF, newborn behaviors observations, Birth KC , Oxytocin, BF, sleep, 9 stages after birth   NOT on 

Chart10/30/2015 

, 

 Brimdyr, K., Widstrom, A-M., Cadwell, K., Svensson, K. & Turner-Maffeir, C. (2012).  A realistic evaluation of two training 

programs on implementing skin-to-skin as a standard of care.  The Journal of Perinatal Education, 21(3): 149-157.  DOI: 

http://dx.doi/org/10.1891/1058-1243.21.2.149  Comparison descriptive study of two methods to teach RURAL EGYTPTIAN health 

professionals how to do and SUSTAIN skin-to-skin at birth as step 4 of the rvised Baby Friendly Hospital Initiative.  The two training 

techniques were 5-DAY programs, one with education only and the other with video and debriefing from the video called a five day 

IMMERSION model (Practice, Reflection, Education & training, Combined with Ethnography for Sustainable Success (PRECESS). 

Precess embraces ethnographic understanding of current practice and best practice models, evidence based education, and process-

oriented immersion.  Immersion means work practice video ethnography and education means lactation content expertise (pg. 152).  Article 

stresses that use of PRECESS prepares practitioners to deal with cultural barriers that arise after the teaching has been done. The 

practitioners in a hospital are the EXPERTS in their context; hospital staff are experts in the history, practice, and people of the 

hospital.ANY CHANGE IN PRACTICE NEEDS TO GROW FROM WITHIN THE ALREADY EXISTING ENVIRONMENT TO 

SUCCEED (pg. 152).  Step 1 was education (large grp lecture, small grp discussion, informal hallway conversation, one-to-one questions. 

Step 2 was DEMONSTRATE with a live patient. Use of PRECESS alone or with education both were effective in changing and sustaining 

the standard of care of skin-to-skin practice.  3rd world  Implementation, education, barriers   See also Crenshaw 2012 

 

 Britton, G.R., (1980 ïMar/Apr).  Early mother-infant contact and infant temperature stabilization. Journal Obstetric,Gynecologic 

and Neonatal Nursing, 9(2):84-6. Thirty-four healthy mother-infant dyads were divided into two groups to determine the effect of 

postdelivery skin-to-skin contact on infant temperature stabilization. Nineteen control infants were placed in heated cribs, while 15 

study infants were given immediate and extended physical contract with their mothers. Axillary and rectal temperatures were 

measured five minutes after birth and one hour after the infants left the delivery room. The results indicate that separating normal 

newborns from their mothers for the purpose of stabilizing temperature may not be necessary because uninterrupted dyad has better 

thermoregulation.  FT, RCT, temperature, birth KC , separation  New to biblio study 

 

 Brodribb W, Kruske S, Miller YD. (2013). Baby-Friendly Hospital Accreditation, In-Hospital Care Practices, and 

Breastfeeding.Pediatrics 131(4):685-92. doi: 10.1542/peds.2012-2556. To investigate the effect of Baby-Friendly Hospital Initiative (BFHI) 

accreditation and hospital care practices on breastfeeding rates at 1 and 4 months.All women who birthed in Queensland, Australia, from 

February 1 to May 31, 2010, received a survey 4 months postpartum. Maternal, infant, and hospital characteristics; pregnancy and birth 

complications; and infant feeding outcomes were measured.Sample size was 6752 women. Breastfeeding initi ation rates were high (96%) 

and similar in BFHI-accredited and nonaccredited hospitals. After adjustment for significant maternal, infant, clinical, and hospital variables, 

women who birthed in BFHI-accredited hospitals had significantly lower odds of breastfeeding at 1 month (adjusted odds ratio 0.72, 95% 

confidence interval 0.58-0.90) than those who birthed in non-BFHI-accredited hospitals. BFHI accreditation did not affect the odds of 

breastfeeding at 4 months or EXCLUSIVE  breastfeeding at 1 or 4 months. Four in-hospital practices (early skin-to-skin contact, 

attempted breastfeeding within the first hour, rooming-in, and no in-hospital supplementation) were experienced by 70% to 80% of mothers, 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Brimdyr%20K%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cadwell%20K%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Widstr%C3%B6m%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Svensson%20K%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Neumann%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hart%20EA%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Harrington%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/?term=Phillips%20R%5BAuthor%5D&cauthor=true&cauthor_uid=26463582
http://www.ncbi.nlm.nih.gov/pubmed/26463582
http://dx.doi/org/10.1891/1058-1243.21.2.149
http://www.ncbi.nlm.nih.gov/pubmed?term=Brodribb%20W%5BAuthor%5D&cauthor=true&cauthor_uid=23478863
http://www.ncbi.nlm.nih.gov/pubmed?term=Kruske%20S%5BAuthor%5D&cauthor=true&cauthor_uid=23478863
http://www.ncbi.nlm.nih.gov/pubmed?term=Miller%20YD%5BAuthor%5D&cauthor=true&cauthor_uid=23478863
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with 50.3% experiencing all 4. Women who experienced all 4 hospital practices had higher odds of breastfeeding at 1 month (adjusted 

odds ratio 2.20, 95% confidence interval 1.78-2.71) and 4 months (adjusted odds ratio 2.93, 95% confidence interval 2.40-3.60) than women 

who experienced fewer than 4.When breastfeeding-initiation rates are high and evidence-based practices that support breastfeeding are 

common within the hospital environment, BFHI accreditation per se has little effect on both exclusive or any breastfeeding rates. FT, 

descriptive comparison, Exclusive BF, BF at one month, 4months. 

 

 Broughton, E.I., Gomez, I, Sanchez, N. & Vindell, C. (2013, Sept).  The cost-savings of implementing kangaroo mother care in 

Nicaragua.  Review Panamerican Salud Publica, 34(3), 176-182.  The costs of 46 randomly selected NICU infants before KC started were 

compared to costs of 52 preterm infants in NICU after KC started in Sept. 2010.   Infant weight, medication use, formula consumption, 

incubator use, hospitalization for 6 months before and after KC data were collected.   Data were taken from accounting records of the 

trained implementation staff and from health ministwry foromularies.  Neonates after implementation of KC had lower lengths of 

hospitalization by 4.64 days (p=0.017) and 71% were EXCLUSIVELY breastfed (p<0.001).  The intervention cost US$23,113, but the 

money saved with shorter hospitalization, elimination of incubator use, and lower antibiotic and infant formula costs made up for this 

expense in 1-2 months.  Extending KMC to 12 other facilities in Nicaragua is projected to save US$166,000 based on referral hospital 

incubator use estimates, or US $233,000 after one year based on more conservative incubator use estimate. Authors concluded that 

ñTreating preterm and Low Birth weight infants with KMC implemented as a quality improvement program saves money within a short 

period even without considering the beneficial health effects of KMC.   Implemenmtation in more facilities is strongly recommended.KC is 

a low cost intervention.     PT, length of stay, incubator use, quality improvement projects, recommendations.  Not on charts 

12/24/2013. 

 

Brown, L.D.,& Heermann, J.A. (1997).  The effect of developmental care on preterm infant outcome. Applied Nursing Res, 10(4), 

190-197.  On pg. 193 they identify that they encouraged KC as soon as possible on the tiniest of infants as part of their intervention (and 

they have a picture of VENT KC on page 196). 25 infants <1500 grm given NIDCAP and compared to RETROSPECTIVE sample. 

Treatment grp had fewer and  less severe IVH, fewer days of ventilation, shorter hospitalization, greater wgt gain. Retrospective 

comparison, IVH, Days of Vent, LOS, WGT, VENT KC, PT 

 

Brown, P. A., Kaiser, K. L., & Nailon, R. E. (2014- Sept/Oct). Integrating Quality Improvement and Translational Research 

Models to Increase Exclusive Breastfeeding. Journal of Obstetric, Gynecologic, & Neonatal Nursing, 43(5), 545-553. doi: 10.1111/1552-

6909.12482  Exclusive breastfeeding (EBF), a perinatal core measure, is associated with a longer duration of breastfeeding. The purpose of 

this quality improvement project was to increase the percent of healthy term singleton newborns who were exclusively breastfed at an 

academic medical center in the Midwest. Implementation of skin-to-skin contact between mother and newborn immediately following 

birth resulted in an increase in the percent of healthy term singleton newborns who were EBF from 55% to 64%. FT, Quality 

Improvement Project, implementation, BF, Exclusive BF, Birth KC.  This might be cesarean KC too, get full article. 

 

 

 Brown, T., & Redmon, M. (2012).  Supporting breastfeeding in the hospital:  a better start.  Journal Obstetric, Gynecologic and 

Neonatal Nuring, 41 (Suppl):  S51. Doi:  10.1111/j.1552-6909.2012.01360.x    Report of a quality improvement project to meet the Joint 

Commissionôs objective PC-05 which is exclusive breast milk feeding during an infantôs entire hospital stay.   Goal was to increase  rates of 

breast milk feeding during hospital stay and rates of infants who were exclusively breast milk fed at discharge by placing infants skin to 

skin during the immediate post delivery period and encouraging early pumping for moms whose infants were not breastfeeding well or 

were unable to nurse.  All breastfeeding infants were placed in Birth KC within the first hour and allowed to self-attach to the breast for the 

first feeding. This increased success of breastfeeding (initiation) by 80%. They collaborated with a local pharmacy to provide easy and 

competitively priced breast pump rentals and lactation supplies, and educated staff on importance of supporting breastfeeding. ñPatients are 

excited about skin to skin process and early support and intervention.ò(pg. S51).  FT, Birth KC, quality improvement project, Joint 

Commission PC-05, BF, education.  Not on Charts 1-1-2013. 

 

 Browne, JV (2001).  Considerations for touch and massage in the neonatal intensive care unit. Neonatal Network 19(1), 61-64. 

NO doi, just PMD !  GET THIS. PT. KC, massage. GET THIS, not on charts 

 

 Browne, J.V. (2004). Early relationship environments: physiology of skin-to-skin contact for parents and their preterm infants. 

Clinics in Perinatology, 31(2), 287-298, vii.General review of outcomes of KC and that few adverse outcomes have been noted.  Concludes 

that ñthe early, intimate, and physiologically stabilizing benefits of skin-to-skin care provide for a new conceptualization of the optimal 

environment for preterm infants in intensive care.ò   Review, PT., developmental care, separation  

 

 Buckley, S.J. (2015).  7.  Early skin-to-skin contact between mothers and newborns. In Hormonal Physiology of Childbearing:  

Evidence aad Implications for Women, Babies, and Maternity Care.  Washington, DC: Childbirth Connection. National Partnership for 

Women and Families.  This is a two page chapter in this phenomenal physiology book about care around the childbearing period.  
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 Buil, A., Carchon, I., Apter, G., & Devouche, E. (2016-July). Kangaroo supported diagonal positioning:  New insights into skin-

to-skin contact for communication between mothers and very preterm infnats.  Arhives de Pediatrie, July 201. Doi: 

10.1016/arcped,201.04.023  Skin to skin contat shows benefits in the relationship developed between a mother and her premature infant.  In 

the skin to skin session, fact to face exxhccharges are impossible in vertical infant positioning. We therefore undertook an observation, 

prospective, single center study using kangarooòsupported diagonal flexion (SDF) positioning.  The first purpose was to evaluate the safety 

of the kangaroo SDF positioning compared to the usual vertical positioning. The second was to evaluate the communication between 

mother and infant in SDF positioning and compare it to communication in vertical postion.   And the diagonal position was safe. More 

communication was observed with the diagonal flexed position than the vertical.     PT, descriptive observational and comparative 

study, communication/language development, safety, position, maternal talking to infant .  Not on charts 9/15/2016; new to biblio 

study. 

 

Buil A , Carchon I, Apter G, Laborne FX, Granier M, & Devouche E. (2016-July). Kangaroo supported diagonal flexion 

positioning: New insights into skin-to-skin contact for communication between mothers and very preterm infants. Archives of Pediatr. 

4. pii: S0929-693X(16)30256-1. doi: 10.1016/j.arcped.2016.04.023. [Epub ahead of print]. .Skin-to-skin contact shows benefits in the 

relationship developed between a mother and her premature infant. In the skin-to-skin session, face-to-face exchanges are impossible 

in vertical infant positioning. We therefore undertook an observational, prospective, single-center study using kangaroo "supported 

diagonal flexion" (SDF) positioning. The first aim was to evaluate the safety of kangaroo SDF positioning compared to the usual 

vertical positioning. The second aim was to evaluate SDF positioning on early communication between the mother and her infant and 

to improve their well-being.Fifteen mothers and their very premature infants (birth 26<32 weeks' gestation) were assigned to one of 

the two kangaroo positioning modes, either the current vertical positioning (n=7) or SDF positioning (n=8).Physiological variables 

and critical events were recorded before, during, and after ten successive skin-to-skin contact sessions. The first and last sessions 

were videotaped to allow later behavioral measurements. Mothers' risk for depression and feelings about the way they experienced 

communication with their infant were assessed through questionnaires.In terms of the infant's physiology, no negative effects were 

associated with SDF positioning in comparison with the usual vertical positioning. SDF positioning led to fewer disorganized 

gestures, negative vocalizations, and drowsiness, in favor of more deep sleep. SDF led to more mother-infant eye-to-eye contact 

as well as maternal vocalizations, smiles, and caressing, although these differences did not reach significance. The score for the 

risk of postnatal depression decreased significantly between the first and the last session in the SDF group, whereas it did not 

change in the vertical positioning group.These results support the idea that the kangaroo SDF positioning technique is physiologically 

safe, has obvious immediate benefits on mothers' infant-directed communicative behaviors, and respects the baby's naturally flexed 

and asymmetrical tonic neck posture. It is an innovative, inexpensive, easy-to-use technique in daily practice, by all healthcare 

professionals working in a neonatal intensive care unit. These data suggest that the current kangaroo positioning technique could 

be improved. More studies are needed to confirm the benefits and safety of the kangaroo SDF positioning in larger groups of preterm 

infants. PT, quasi-experimental of Vertical vs. Supported Diagonal Flexion position.  Sleep, activity, vocalizations, states, 

maternal behaviors, PP depression. Not on charts 7-12-16, new to biblio study 

 

Buil A1, Renault N2, Boulonnois É2, Apter G3, Devouche E4. (2017-Nov/Dec). [An innovative position during skin-to-skin 

contact in neonatology]. Soins Pediatr Pueric. 38(299):36-39. doi: 10.1016/j.spp.2017.09.008. [Article in French, abstract in 

English].Skin-to-skin is, by its very nature, the only relational care entirely devoted to the parent-baby relationship, from the infant's 

time in neonatal intensive care. However, current practice is unsuited to visual and tactile exchange. A simple change to the baby's 

positioning helps to improve the quality of the immediate interaction between the infant and the mother, benefiting the development of 

the baby and parenthood. PT, clinical article, positioning, dev. Not on charts 3-25-2018. 

 

 

 Bulfone, G., Nazzi, E., & Tenore, A. (2011).  Kangaroo Mother Care and conventional care:  A review of the literature.  

Professioni Infermieristiche, 64(2), 75-82 (ITALIAN).   An effective and efficient human care model is Kangaroo Mother Care. Literature 

review conducted to compare short and long term outcomes of KMC compared to conventional (incubator) care. Short term outcomes were 

HR, RR, SaO2, tcpO2, body temp, sleep wake cycles, stress and pain; Long term outcomes were mortality, somatic-psychomotor and 

cognitive development, infections, length of stay. 19 of 80 studies looked at were reviewed and showed that KMC reduces pain, infections, 

LOS, favors breastfeeding, and results in earlier and better cognitive and motor development.  No differences in body temperature were 

found and data on HR, RR, and oxygenation are so contradictory from one study to the next that comparison between KC and incubator 

was not completed.  PT, FT, Review of Lit,  separation, sleep cycles, HR, RR, SaO2 and TcpO2, Temp, stress, pain, long term 

outcomes, short term outcomes, length of stay, mortality, dev,infections,  BF,   Not on charts 8/19/2011. 

 

 

              Bunik, M., Chantry, C.J., Howard, C.R., Lawrence, R.A., Marinelli, K.A., Noble, L., & Academy of Breastfeeding Medicine 

Protcol Committee. (2010) ABM Clinical Protocol #23: Non-pharmacologic management of procedure-related pain in the breastfeeding 

infant.  Breasteeding Medicine 5(6), 315-319. Doi:10.1089/bfm.2010.9978.  Review, says that KC is effective in reducing procedural pain 

especially when done in combination with breastfeeding.  Review, pain.  
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Burke-Aaronson, A.C. (2015-March). Skin-To-Skin Care and Breastfeeding in the Perioperative Suite. MCN, American 

Journal of Maternal Child Nursing,40(2), 105ï109. doi: 10.1097/NMC.0000000000000113  Current trends are moving toward 

immediate skin-to-skin care after birth of a newborn. STSC is highly beneficial, both physiologically and emotionally, to the mother 

and the baby. Strategies and considerations for initiating skin-to-skin care in the perioperative suite immediately after cesarean birth, 

such as thermoregulation of the baby in the operative suite, equipment, baby and family positioning, and maternal monitoring, are 

presented. Initiating skin-to-skin care as soon as possible after birth is recommended because SSC inceases BF intensity and duration. 

Clinical report, FT, Birth KC, cesarean, implementation 

  

 Burkhammer MD, Anderson GC,& Chiu S-H. (2004).  Grief, anxiety, stillbirth, and perinatal problems: Healing with Kangaroo 

Care. J.Obstetric, Gynecologic, & Neonatal Nursing, 33 (6), 774-782. No doi. Case study of one mother with history of stillbirth who had 

anxiety and Bf difficulties with term newborn. When she Kced first time, she cried, had memories of stillbirth baby, then relaxed. Infant 

moved unaided to breast, self-attached, and had successful BF.  Infant breathing pattern became more regular in KC. She learned to BF on 

cue, protecting her babyôs sleep-wake cycle and contributing to 100% BF success, 4% nipple pain, no breast pain.   Got 8 KCBF sessions in 

hospital, and was exclusively BF at 1 week post discharge & had 100% BF success score, 2% nipple pain, and no breast pain. ñThere is a 

sense of calm and peacefulness between Makaia (baby) and me while kangarooing.  KC and BF helped ease my unsteady emotionséAfter 

coming home from hospital, we spent most of our time kangarooingé. Within seconds of KC, Makaiaôs whole body relaxes, his breathing 

slows to a soothing rhythm, and he has the most tranquil look in his eyes.ò Pictures of KC are on page 778.  Case study, FTfullterm, 

relaxation, mat stress, BF, BF success, nipple pain, breast pain, KC post-discharge, sleep, exclusively BF,  respiratory pattern  

 

 Burton P, Kennedy K, Ahluwalia JS, Nicholl R, Lucas A, Fewtrell MS. (2013). Randomized Trial Comparing the 

Effectiveness of 2 Electric Breast Pumps in the NICU. Journal of Human Lactation. 29(3):412-419. doi: 

10.1177/0890334413490995. Not a KC study per se, but KC is measured as an intervening variable.  Mothers with preterm infants 

may need to express milk for considerable periods. Research to improve breast pump design has focused on compression stimuli, 

frequencies, and vacuums.Objective:This study aimed to compare the effectiveness of 2 electric pumps: Medela Symphony (pump S) 

and a novel pump (Philips AVENT Twin electronic pump; pump A). Both offer flexibility of rate and suction; pump A also 

incorporates petal compression cushions. Primary outcomes were (1) milk weight expressed during 10-day study period and (2) 

weight of milk expressed in a 15-minute test.Methods:Seventy-one mothers with preterm infants < 34 weeks were randomized. 

Mothers completed 10-day diaries including weight of milk expressed. Milk weight expressed during a single 15-minute test period 

and data on pumping mode, skin-to-skin contact, breastfeeding at infant discharge, and mothers' opinions of the pump were 

recorded.Results:There was no significant difference in milk expressed during the first 10 days between groups. Pump S mothers 

expressed significantly more milk during a fixed 15-minute period. Mothers using pump A awarded higher scores for certain 

characteristics of the pump, notably location of control button and ease of use. Similar proportions of infants received breast milk at 

discharge, but pump A mothers were more likely to be directly breastfeeding (odds ratio, 4.27 [95% confidence interval, 1.29, 

14.1]).Conclusion:The breast pumps showed similar effectiveness in terms of milk expression and maternal opinions. The finding that 

breast pump design may influence breastfeeding at infant discharge merits further investigation. PT, comparative study of two 

breast pumps, KC is an intervening variable. 

 

 Bustani PC. (200).  Developmental Care: Does it make a difference?  Arch of Dis Childhood:  Fetal & Neonatal Edition 93(4), 

F317-F321. PT  GET THIS 

 

Butruille L1, Blouin A2, De Jonckheere J3, Mur S2, Margez T4, Rakza T5, Storme L5.(2017-Aug). Impact of skin-to-skin 

contact on the autonomic nervous system in the preterm infant and his mother. Infant Behav D ev. 2017 Aug 1;49:83-86. doi: 

10.1016/j.infbeh.2017.07.003.Before, during and after mother-newborn skin-to-skin contact (SSC), parasympathetic activity was 

evaluated by heart rate variability (HRV) analysis. SSC had a favorable impact on maternal and premature infant parasympathetic 

activities with a more pronounced response for neonates when the basal HRV values were lower, without modifications of EDIN 

scores, temperatures or oxygen saturation. PT, quasi-experiment, Heart rate variability, autonomic NS. 

 

 

 Byard, R.W. (2011).  Breastfeeding and unexpected neonatal and infant death. Archives of Disease in Childhood-Fetal Neonatal 

Edition,  97(1); F75  DOI: 10.1136/archdischild-2011-300804). This is a review of the Becher et al. 2011 publication in same journal.  ñOf 

concern was the high percentage (53% based on 24/45 infants) of casese identified whewre the episodes owere attributed to airway 

obstruction associated with breastfeeding, skin-to-skin, or the prone position. ..certain infants may suffer lethal airwawy obstruction while 

feeding.  The problem was reported a number of years ago now, not only in neonates in hospital but also in infants up to 9 There are a range 

of potentially lethal conditions to newborns that remain unsuspected until sudden collapse.  BF is important, situations may arise where 

certain infants may suffer lethal airway obstruction while feeding.  This problem exists in hospital and at home up to 9 weeks of age (Byard 

RW. 1998. Is breast feeding in bed always a safe practice? J Paediatr Child Health 34, 418-419).  Such events may be under-reported.  

Certain difficulties arise in making diagnosis of suffocation or choking. There are no pathogonomic features at autopsy to enable the 

http://journals.lww.com/mcnjournal/pages/currenttoc.aspx
http://www.ncbi.nlm.nih.gov/pubmed?term=Burton%20P%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed?term=Kennedy%20K%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed?term=Ahluwalia%20JS%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed?term=Nicholl%20R%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed?term=Lucas%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed?term=Fewtrell%20MS%5BAuthor%5D&cauthor=true&cauthor_uid=23776081
http://www.ncbi.nlm.nih.gov/pubmed/23776081
https://www.ncbi.nlm.nih.gov/pubmed/?term=Butruille%20L%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=Blouin%20A%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=De%20Jonckheere%20J%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mur%20S%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=Margez%20T%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rakza%20T%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/?term=Storme%20L%5BAuthor%5D&cauthor=true&cauthor_uid=28777974
https://www.ncbi.nlm.nih.gov/pubmed/28777974
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diagnosis of asphyxia to be made, although occasionally congential abnormalities or tumors of the oral cavity may be found to obstructive 

(Byard RW. Jensen L. 2007. Fatal asphyxia episodes in the very young- classification and diagnostic issues. Forensic Sci Med Pathol, 3, 

177-181.)  In the absence of such lesions, conclusions must be based on an evaluation of the circumstances of death and the exclusion of 

other possibilities. Some infants are particularly vulnerable to airway compromise and may stop breathing very quickly and without 

struggle once their airways are occluded (Byard RW, Burnell RH, 1995. Apparent life threatening events and infant holding practice. Arch 

Dis Child 75, 502-504), and this can even occur during breastfeeding while the mother is awake (Byard, 1998 citation above).  A certain 

level of caution is needed, particularly in situations in which the mother may fall asleep due to fatigue, sedation. Potential dangers should be 

minimized by vigilance and supervision so that safe BF can be facilitated and promoted (Byard RW, 1998. Is breastfeeding in bed always a 

safe practice?  J Paediatri Child Health 34, 418-419).    FT, BF, Very Early KC, ALTE   NOT ON CHARTS 12.10.2011 

 

 Byaruhanga R, Bergstrom A,& Okong P. (2005-August).  Neonatal hypothermia in Uganda:  prevalence and risk factors. J 

Tropical Pediatrics, 51(4), 212-215.  The aim of the study was to determine the prevalence of neonatal hypothermia and associated 

risk factors. A cross sectional, descriptive study of neonatal hypothermia was performed on 300 newborns consecutively recruited day 

and night during 2 months at a Ugandan periurban hospital. Parallel tympanic and rectal temperature measurements were made at 10, 

30, 60, and 90 min post partum. Rectal temperatures taken at 10, 30, 60, and 90 min showed that 29, 82, 83, and 79 per cent of the 

newborns, respectively, were hypothermic. Newborns observed to have no body contact with the mother comprised 87 per cent of 

hypothermic newborns, whereas this was the case in 75 per cent of non-hypothermic newborns (p = 0.03). The mean birthweight 

was 3218 g. Low birthweight newborns constituted 9/86 (10 per cent) among hypothermic newborns, whereas this was the case in 

9/209 (4 per cent) among non-hypothermic newborns at 10 min (p = 0.08). Adolescent mothers were encountered more often among 

mothers with neonatal hypothermia of the newborn than among non-hypothermic newborns (p = 0.025). Parity, preterm delivery, 

daytime or night time delivery, rupture of membranes >24 h and location of newborns in theatre, labour ward, or nursery did not differ 

when hypothermic and non-hypothermic newborns were compared. A persistent pattern of high prevalence of neonatal hypothermia 

was confirmed and indicates that more vigorous efforts have to be undertaken, also in a tropical setting, to overcome problems of non-

adherence to appropriate methods for thermo-protection of the newborn.  Full Term, RCT, hypothermia, KC rewarms fast,  not a 

bath study! 

 

 Byaruhanga, RN., Bergstrom A, Tibemanya J, Nakitto C, & Okong, P. (2008).  Perceptions among post-delivery mothers of skin-

to-skin contact and newborn baby care in a periurban hospital in Uganda.  Midwifery 24, 183-189.  Qualitative with focus group 

discussions, five focus groups (6 moms in each group) w ith moms of normal spontaneous vaginal delivery 24-48 hours before (n =30 of 

249 moms) to learn momôs perceptions of skin-to-skin contact and newborn baby care as a way to understand factors influencing 

acceptability of KC. Two main themes were:  acceptability of health practices is influenced by knowledge and sensitization, and pregnant 

womenôs choices are dependent upon social, cultural, and economic factors.  Mothers had varying opinions about the usefulness of KC 

because some knew it would reduce the risk of infant hypothermia, others were ignorant, some believed KC was intervention to distract 

mother from the pain of post-delivery period.  Moms perceived vernix caseosa and amniotic fluid with blood to be dirty and infectious 

and worried about spread of HIV when baby had not been bathed and the umbilicus was bloody and raw. Moms reported that KC gave 

them immediate access to their babies, enabled them to feel close to babies, and helped them initiate breastfeeding and moms considered 

it ónatural.ô   Some mothers were very tired after birth and found it hard having the baby on their chest (pg. 187).  Some moms thought 

vernix is dirty and infectious (this is misconception but a common one ï see page 188 for two references about how common this 

misconception is). The best informants for helping mothers understand KC were health care providers.  A gap between knowledge and 

practice of KC in hospitals exists and needs to be closed.  Health care providers need to be encouraged to continuously advocate for, 

educate, and  regularly implement  KC. FT, Qualitative study, Birth KC, breastfeeding, episiotomy pain, hypothermia, 

implementation, maternal feelings, Fullterm, 3rd world-Uganda. Temp, EDUCATION IS NEEDED 

 

Bystrova, K. (2009).  Novel mechanism of human fetal growth regulation:  A potential role of lanugo, vernix caseosa and a 

second tactile system of unmyelinated low-threshold C-afferents.  Medical Hypotheses, 72(2), 143-146. Doi: 

10.1016/j.mehy.2008.09.033 Not KC per se, but tells why KC works and mentions KC on page 144.  This theoretical review talks 

about regulation of human growth by GI hormones (their growth effects are promoted by activation of the parasympathetic system 

[vagal nerve] and inhibited by the sympathetic system), C-Afferent nerves, lanugo, and amniotic fluid.  Vagal nerve is mainly 

activated by stimulation of sensory nerves in oral mucosa during sucking, resulting in GI hormone release to optimize digestion and 

direct metabolism toward anabolism and growth (Uvnas-moberg, K. 1989. The gastrointestinal tract in growth and reproduction. 

Scientific American, July, 78-83). Growth is probably achieved through the incretin effect which is glucose-induced release of insulin 

(pg. 143).  Cholescystokinin is a GI hormone and in 24-34 wkGA infants it is doubly present during KC with NG tube feeding 

(Tornhage et al., 1998). The recently discovered low threshold unmyelinated C-afferents that are exquisitely sensitive to light, slow, 

gentle touch because it produces pleasure, so the C-afferents play a role in growth too, and these same C-afferents also reduce pain.  

The C-afferents constitute the second tactile system; the first tactile system is large myelinated tactile A- afferents (pg. 144).  C-

afferents are in the hairy skin, not the glabrous skin of the elbow, palm, etc.  C-afferents convey pleasure, no pain, no temperature, itch 

or tickle. The C-afferents go to the insular cortex but not the somatosensory areas which are served by myelinated tactile A-afferents. 

Elevating vagal tone in infant occurs via activation of somatosensory skin nerves by massage, stoking, and touch (Diego MA, Field T, 
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Hernandez-Reif M. 2005. Vagal activity, gastric motility, and weight gain in massaged preterm neonates. J Pediatr 147, 50-55.)  

Bystrova proposes enhancement of vagal nerve tone due to the unmyelinated, low-velocity low-threshold C-afferents in human, 

lanugo hairs, and amniotic fluid (Nordin M. 1990.low-threshold mechanoreceptive and nociceptive units with unmyelinated (C) fibers 

in the human supraorbital nerve. J Physiol (London), 426, 229-240.) The C-afferent nerves are found in the hairs of skin (lanugo) and 

at term birth only the back has lanugo which is where mother touches with her fingertips during KC and where she holds the infantôs 

head in position. Lanugo is silky fine hari that starts to grown at 18 wks gestation and is abundant at 20weeks (5-7mm long hairs) 

densely coat almost all skin area (not palms, dorsal finger & toes, soles, prepuce, glans penis, labia minora), begins todissappear at 33 

wks and at term covers scapula and upper limbs.  Lanugo hair follicles have free nerve endings which are slowly adapting 

mechanoreceptors.  Amniotic fluid is 98% water, 2% solids and has same density as water which is 800-fold higher than air.  So when 

baby is moved or moves in amniotic sac, sensory stimulation of the lanugo hairs is enormously potentiated.  So, for preterm infants 

who still have lanugo andfor the term infant with some lanugo over the brown fat deposits on the back of the neck, this is very 

important skin and nerve stimulation because the pleasure settings in the brain also convey ñsocial relevance.ò  The novel mechanism 

of promotion of growth is:  repeated oscillations of lanugo during fetal movments in amniotic fluid activate highly sensitive 

mechanoreceptors connected to unmyelinated C-afferents which send impulse to spinal cord and activate the vagal sensory zone 

(nucleus tractus solitaries NTS, hypothalamus and insular cortex. Activated vagal zone increases vagal tone which leads to releast of 

GI hormones and stimulates glucose-related secretion of insulin, directing metabolism to anabolism and growth. GI hormones 

stimulate thickening of GI mucosa which leads to maturation of the GI tract (Mulvihill SJ et al., 1989 J Surg Res).The NTS is directly 

linked to paraventricular nucleus in hypothalamus which, when activated, causes release of oxytocin which directly stimulated vagal 

motor zone and facilitates activation of GI endocrine system.  Oxytocin released within the brain causes strong anti-stress effect 

(Uvnas-Moberg K, 1998. Antistress pattern induced by oxytocin. News of Physiologic Science, 13, 22-26). which is a prerequisite for 

anabolism and growth.  Oxytocin appears in hypothalamic nuclei after 16th week gestation. Activation of insular cortex gives pleasant 

feeling (Olausson et al., 2002), and pleasant feelings increase fetal movements, starting the cycle all over again. VERNIX caseosa 

contains sebaceous gland secretions and desquamated corneocytes. Sebaceous glands open into the hair canal, at same time lanugo 

first appears.  Vernix at core body temp is much more viscous than whenat room temp and vernix in utero coats  the lanugo hairs, 

making them óheavierô and significantly potentiating the effect of oscillations.  After birth, c-afferents are integrated to reverse 

stressful situations (like the stress of being born if KC is allowed as Ludington-Hoe et al., 1999 and Bystrova et al., 2003 mention).  

As adults, friendly skin-to-skin contact is LIMBIC touch and it is an affiliative behavior (pg. 144). Research should detect response to 

gentle touch in the somatosensory cortical areas ahows to be affected by stimulation of c-afferents ï in the dorsal posterior insular 

cortex (limbic area). Concludes with ñThere is sufficient evidence for advantages of mother -infant closeness in postnatal care as 

opposed to separation.  Skin-to-skin contact leads in an infant to an increase of parasympathetic nervous tone, central decrease of 

sympathetic nervous tone (anti-stress effect) and therefore enhanced peripheral circulation, warmth (Bystrova et al., 2003) as well as 

mental calming (Christenssen et al.,1995).  The efficacy of these antenatal mechanisms (C-afferents, lanugo, and amniotic fluid 

movements) after birth depends on the  postnatal sensory input. Such input is the greatest during mother-infant skin-to-skin contact.  

Thus, implementing skin-to-skin mother-infant contact in early postpartum as a compulsory post-birth practice is supported.ò (pg. 

145). Review, lanugo, fetal, PT, FT, stress, weight, growth, parasympathetic,sympathetic, separation   Should also see Olausson 

et al, 2010 reference for same sort of information.  Not on charts July 10, 2010  

 

 Bystrova K, Ivanova V, Edhborg M, Matthiesen AS, Ransjo-Arvidson AB, Mukhamedrakhimov R, Uvnas-Moberg K & 

Widstrom AM.  (2009).  Early contact versus separation:  effects on mother infant interaction one year later.  Birth 36(2), 97-109. doi: 
10.1111/j.1523-536X.2009.00307.x.  Episiotomy repair was delayed to facilitate maternal-infant contact after birth. 176 mother infant 

pairs were randomized into grp 1: KC at birth (starting 25-30 minutes after being under receiving/warming unit and all baby care done 

before going to mother and continuing to 120 minutes postbirth); gp 2 infants dressed and placed  in momôs arms after birth (25-30 minutes 

after birth because also under warmer and got all newborn care before going to mother and continuing until 120 minutes postbirth) and 

roomed-in, grp 3: infants kept in nursery after birth and while mom is in maternity ward.  Grp 4:  infants kept in nursery after birth, but 

roomed-in with mom.  Equal number of infants were either swaddled or dressed in baby clothes.  Infants are usually swaddled for 4-5 

months in Russia. Maternal infant interactions were videotaped using Parent Child Early Relational ASssessment (PCERA) at 1 year after 

birth.   KC, early suckling or both during the first 2 hours after birth compared to separation between mom and babies positively affected 

PCERA variables of maternal sensitivity, infant self-regulation, and dyadic mutuality (mothers respond to infant cues and then baby 

responds to motherôs cues and actions and then mom responds to infantôs cues ï this is mutuality in the dyad), and reciprocity at 1 year. The 

negative effect of 2 hour separation was not compensated for by the practice of rooming-in. These findings support the presence of a 

sensitive period during which contact between mother and infant may induce long-term positive effect on maternal infant interactions and 

they come strongly that it was the KC that produced the improvement in interaction at 1 year.  Swaddling was found to decrease the 

mothersô responsiveness to the infant, her ability for positive affective involvement with the infant, and the mutuality and reciprocity in 

the dyad.  Swaddling was detrimental to maternal-infant attachment and interaction.  KC for 25-120 minutes after birth, early suckling,or 

both positively influence mother-infant interaction one year later.  Behavior at 12 months was significantly altered by KC 30-120 minutes 

post-birth; KC infants demonstrated self-regulation, dyadic muality, and reciprocity.  KC mothers showed greater interaction and interest in 

the infant and greater reciprocity than controls.  Separated infants in the nursery for first 2 hours were less regulated at 1 year, were more 

irritable, and had less dyadic muality and their mothers had less interest in infants, and less interaction.   In the absence of KC, early BF 
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from 30-120 minutes postbirth could elicit self-regulated behavior, a calm baby, and interested/interactive mother.   Thus the first 2-3 

hours postbirth is a short sensitive  period. KC in this period promoted interaction between mother and infant such as visual contact and 

smiling and promoted ability of infants to handle stress even one year after birth.   FT, RCT, dev,  Birth KC , stress, maternal-infant 

interaction.  BF, swaddling, episiotomy. See also comment in Birth 2009 June 36(2), 110-112 (Klaus, MH)  and  Chalmers B,  (2009) in 

Birth 36(2):113-114.  NOT ON CHARTS YET as of 10/10/2010.  Check this reference because I have seen it quoted as Bystrova, 

Edhborg, Lundh et al and my citation does not include Lundt at all and the sequence of names varies. 

 

 Bystrova K, Matthiesen A-S, Vorontsov I, Widstrom, A-M, Ransjo-Arvidson A-B, & Uvnas-Moberg K. (2007).  Maternal 

axillary and breast temperature after giving birth:  Effects of delivery ward practices and relation to infant temperature.  Birth 34(4),  291-

300. No doi. 3 grps of 176 mother infant pairs randomized to grp 1:  prone in KC (n=44); grp 2 infants dressed and prone on motherôs 

chest (n=44); gp 3 infants dressed and kept in nursery/separation (n=88).  Temps measured at 15 min intervals starting at 30-120 min 

postbirth. Early suckling was noted.  Axillary and mat breast temps rose significantly in all moms.  The rise in maternal temps over time 

was significantly higher in multiparous than primiparous moms and was influenced only slight by group assignment.  Variation in breast 

temp was highest in KC group, lowest in nursery group.  In momôs arms group (group 2), variation in breast temp was larger in those 

moms exposed to early suckling than in those not exposed.  A positive relationship betweed maternal  axillary and infant foot and 

axillary temps at 120 mins post birth was found.  In KC and momôs arms groups, rise in temp in infant foot was nearly twice that in the 

axilla.  FOOT TEMPS RISE MORE. No such relationship was established in the nursery group.  Foot temp in KC group was nearly 2.0 

degrees C higher than that in infants who were in momôs arms group.  Maternal temp rose after birth and rise is higher in multips and 

that KC and early suckling causes great variation in mat temps.  Mat temp is related to infant foot and axillary temp.  FT, RCT,  infant 

axillary and infant foot temp, mat axillary, mat breast temp, swaddled holding, separation, co regulation 

 

 Bystrova K, Matthiesen A-S, Widstrom A-M, Ransjo-Arvidson A-B, Welles-Nystrom B, Vorontsov I, & Uvnas-Moberg K. 

(2007a).  The effect of Russian Maternity Home routines on breastfeeding and neonatal weight loss with special reference to swaddling. 

Early Human Development 83, 29-39.  Randomized controlled trial with four groups 176 mother-infant fullterm dyads. KC began 20-25 

minutes after birth (after drying, eye treatment, weighing, length, head circumference,  APGARS and cord care and bath (but not after 

episiotomy repair because repair was done after KC ended)  and continued for 25-120 minutes.  Then all infants were swaddled or dressed 

and taken to maternity ward for rooming in.  Grp l  KMC immediately after delivery  with rooming in maternity ward, Grp2:  dressed and 

placed in momôs arm after delivery and rooming in, Grp 3:  infants kept in nursery after birth and during maternity ward stay of moms, Grp 

4:  nursery after birth and then roomed in with moms in maternity ward.  BF was measured on day 4 after birth, infant weight measured 

daily.  More formula and less breastmilk for infants in nursery than in infants who roomed in with mom. Swaddling did not influence BF 

measures, but swaddled babies who were separated for 2 hours after birth before reuniting with mothers tended to have delayed 

recovery of birth weight loss compared to infants who were exposed to same treatment but dressed in clothes. Swaddled babies kept in 

nursery and who received breastmilk supplements had significantly delayed recovery of weight loss compared to infants getting only 

breastmilk. Day 5 of predicted weight gain in exclusively BF infants showed sig increase/100 ml of breastmilk compared to predicted 

weight gain on Day 5 of supplements/l00 ml.  Supplements have negative influence on amount of ingested milk, supplement feeding or 

short separation after birth when combined with swaddling negatively affected infant weight gain.  No differences in number and duration 

of breastfeeds, among of ingested breast milk, amount of supplements between the three rooming-in groups (KC, mothers arms, and 

reunion group)..Birth KMC is considered the normal experience after birth (thus they were the controls) and swaddling and separation are 

being considered as the unusual treatments and trying to justifiy them.  RCT,  Fullterm, Very Early KC, swaddling, separation, weight 

gain, Breastfeeding duration, number of feeds, Birth KC, rooming -in, separation,  episiotomy. KC is routine. Not on charts yet. 

 

 Bystrova K, Widstrom AM, Matthiesen AS, Ransjo-Aarvidson AB, Welles-Nystrom B, Vorontsov I, & Uvnas-Moberg K.. 

(2007b).  Early lactation performance in primiparous and multiparous women in relation to different maternity home practices:  a 

randomized trial in St. Petersburg.  International Breastfeeding Journal 2, 9-23.  A randomized controlled trial of 176 mother-infant pairs 

randomized into 4 groups: grp 1 was KC in delivery for 25-120 mins+ rooming in + feeding on demand, n=37; grp 2 was 40 infants 

dressed and placed in maternal arms + rooming in + feeding on demand; grp 3 (n= 38) infants were kept in cot in delivery and nursery and 

no rooming in and fed on schedule of 7 times per day, grp 4 (n=38) infants were kept in cot in delivery and later roomed in + feeding on 

demand.   In each group equal numbers were swaddled or clothed. On day 4, number of breastfeeds, amount of milk ingested,  duration of 

ñnearly exclusiveò breastfeeding were recorded as was intensity of breast engorgement and visual analog scale of daily maternal feelings of 

being ñlow/blue.ò  On day 4 multips had lower milk production then primips when separated from infants and feeding on the schedule of 7 

feeds/day.  Data collected at 25-120 minutes postbirth and on day 4 in maternity ward and daily maternal feelings. No diff in milk 

production between primips and multips in other groups. Multips had higher perception of breast engorgement and lower intensity of 

feeling ñlow/blueò than primip mothers.  Early suckling was shown to positively affect milk production irrespective of parity. Grps 1 and 2 

infants who suckled within first two hours of birth ingested significantly more milk on Day 4 than those who had not (284 ml vs. 184 

ml), regardless of being in KC or swaddled. The biggest predictors of sufficient milk supply were suckling within 2 hours of birth, 

intensity of breast engorgement, and number of breastfeeds on Postpartum Day 3 for pimiparous women. For mulitiparous women, the 

predictor was rooming-in.  Maternal feelings of being low/blue were related to milk ingestion and milk production (pg. 11 of the 

article).They make the point that previous studies have not segregated effects of KC vs effects of suckling within 2 hours of birth and 
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this article does and it is the suckling that made the difference in milk production, not the KC because the swaddled group also had same 

amount of milk as KC group; RCT,  FT, Birth KC of 25-120 mins, BF, milk production, maternal feelings.Not on Charts as of 6/5/09.    

 

 Bystrova K, Widstrom AM, Matthiesen AS, Ransjo-Aarvidson AB, Welles-Nystrom B, Wassberg C, Vorontsov I, & Uvnas-

Moberg K. (2003).  Skin-to-skin contact may reduce negative consequences of the ñthe stress of being bornò: A study on temperature in 

newborn infants, subjected to different ward routines in St. Petersburg. Acta Pediatrica 92 (3), 320-326. No doi. RCT of 176 fullterm 

newborn mother dyads, grp A got KC for  120 mins, starting 20-25 minutes after birth and after all infant treatments and bath!), grp B 

got held in arms swaddled or clothed, grp C kept in cot in nursery swaddled or clothed.  Axillary, thigh, back (interscapular) and foot 

temperatures from 30-120 min postbirth.  First temp taken at 30 minutes post-birth.  All temps rose significantly in all TX grps (grp A and 

B) except for foot temp over the 90 minute observation period. Largest increase in temps was seen in KC group (p. 324) and the rise was 

more pronounced at the most peripheral sites (thigh and foot). Foot temp rose from 28.5-31.5 inKC group.  Most of the change occurred 

during the first 30 minutes, except foot temp rise was delayed by 60minutes in the swaddled infants held in motherôs arms. Foot temp 

dropped sig in nursery grp C and drop was greatest in swaddled group C babies. Foot temp rose most in KC group and remained high 

in KC group.  KC after birth may be a natural way of reversing stress-related effects on circulation induced during labour because KC 

babies were more relaxed. .FULL TERM, Axillary, Thigh, Back, Foot Temps, RCT , VEKC, rate of temp rise, swaddled, relaxation 

 

 Cadwell, Karin & Turner-Maffei, Cindy.  (2009). Chapter 4.  Getting breastfeeding off to a good start. The first hour after birth.  

In Continuity of Care in Breastfeeding.  Best Practices in the Maternity Setting.  Boston:  Jones and Bartlett Publ.  Pgs. 49-56.  In this 

chapter, which starts wth ñMore maternitycare facilities areexperiencing the magic of skin to-skin contact in the first hour.ò(p. 49), the 

chapter goes on to convey the importance of mother-baby contact during the first hour after birth (pg. 50), expectations for care in the first 

hour after birth (p. 51), evidence for skin-to-skin care in the immediate postpartum  period (increased infant survival, decreased stress and 

increased homeostasis for the baby, improved temperature regulation, improved breastfeeding outcomes and maternal attachment behavior, 

spontaneous breastfeeding), Common barriers to optimal practice in the first hour of life andstrategies to overcome barriers (routine practice 

of mother baby separation, routine procedures take priority over breastfeeding and time for mother and baby to be together, lack of 

education about importance of early skin-to- skin contact, and the assumption that KS is reserved for only healthy babies, not thosewho are 

immature, sick, or uncoordinated or struggling with motor and state regulation (pg.55).  This chapter shares many recommendations too.   

BOOK Birth KC, BF, implementation, guidelines, FT, PT, stress   Not on charts 1/21/2011. 

 

 Caetano L.C., Scochi, C.G., & Angelo, M. (2005-July-Aug).  Living the mother-child-family triad in the Kangaroo Method. 

Revista Latino Americana de Enfermagem 13(4), 562-568. Doi:10.1590/S0104-11692005000400015  This study focuses on the experience 

of 18 families in A 24/7 Kangaroo Mother Method (KM) unit in Brazil (6 moms stayed 45 days) and aims to understand the functioning of 

the family dynamics and to apprehend the family transformations as a result of their experience in the method. The study used Symbolic 

Interactionism as a theoretical and Grounded Theory as a methodological reference framework. Data revealed the following phenomena: 

having an unexpected evolution and outcome of pregnancy, which is a phase in which the parents go through a pregnancy and suffer due to 

its premature interruption; coping with the prematurity of the child, in which the parents get into the world of prematurity and face the need 

to act for the child's survival; and living with the decision and the experience together with the child, which reveals the possibility of staying 

in hospital in the KM or not. These phenomena led to the central category: weighing the risks and benefits between staying with the child in 

the kangaroo method or with the family Moms felt it was natural thing to do and it gave them hope that everything would be alright. 

.Qualitative, PT, Portugese, maternal feelings.  

 

 Calais E., Dalbye R, Nyqvist KH, & Berg M. (2010).   Skin-to-skin contact of fullterm infants: an explorative study of promoting 

and hindering factors in two Nordic childbirth settings.  Acta Paediatrica,99, 1080-1090  DOI: 10.1111/j.1651-2227.2010.01742x. 

Descriptive study of 117 postnatal mothers and 107 fathers/partners in two settings were surveyed: two settings where Birth KMC was 

implemented as standard of care one in Sweden and one in Norway, consecutively tested, answered questionnaire at 2 week postpartum.  

Satisfaction with support for KC in postnatal care and being a mother in Swedish setting promoted KC during the first day postpartum; 

previous knowledge about KC increased practice of KC on postpartum days 2 and 3.  Receiving visitors apart from partner and sib lings 

was a hindering factor.  KC was practiced to a larger extent in Sweden. In Norway, parents received more visitors and were more satisfied 

with the received information and support for KC in the postnatal period. Caregivers need to give parents adequate support for practicing 

KC with newborn healthy term infant and it is important to develop information routines during the antenatal period as well as in relation to 

KC at birth to effectively introduce and implement KC.Full term, Routine KC, Postpartu/kinm KC, # of visitors/visiting, 

implementation, antenatal information. Birth KC .  

 

. 
Callaghan-Koru JA, Estifanos AS, Sheferaw ED, de Graft-JohnsonJ, Rosado C, Patton-Molitors R, Worku B, Rawlins 

B, Baqui A. (2016-Dec). Practice of skin-to-skin contact, exclusive breastfeeding and other newborn care interventions in Ethiopia 

following promotion by facility and community health workers: results from a prospective outcome evaluation. Acta 

Paediatr. 105(12):e568-e576. doi: 10.1111/apa.13597. To assess the effects of a facility and community newborn intervention 
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package on coverage of early skin-to-skin contact (SSC) and exclusive breastfeeding - the therapeutic components of kangaroo 

mother care. A multilevel community and facility intervention in Ethiopia trained health workers in 10 health centres and the 

surrounding communities to promote early SSC and exclusive breastfeeding for all babies born at home or in the facility. Changes 

in SSC and exclusive breastfeeding were assessed by comparing baseline and endline household surveys.Overall practice of SSC at 

any time following delivery increased significantly from 13.1 to 44.1% of mothers. Coverage of immediate SSC also increased 

significantly from 8.4 to 24.1%. Breastfeeding within the first hour increased from 51.4 to 67.9% and exclusive breastfeeding 

within the first three days increased from 86 to 95.8%. At endline, SSC was significantly higher among facility births than home 

births and community health workers had limited contact with mothers.While targeted behaviours improved overall, the programme 

did not achieve adequate increases in SSC and exclusive breastfeeding among home deliveries to expect a reduction in 

mortality for low birthweight babies . Newborn care programs in Ethiopia should continue to encourage facility delivery while 

strengthening coverage of community programmes. PT, FT, 3rd world, quasi-experimental of KC intervention, BF, exclusive BF, 

birth KC, mortality . Not on charts 1/17/2017 
 

 

 Callister, L.C. (2015 May-June). Kangaroo mother care for preterm infants globally.  MCN: American Journal of Maternal Child 

Nursing, 40(3), 198.   A report that benefits of KC are well established but its use is less than optiomal and not routine. The article says that 

Engmann et al. think KC should be scaled up around the world and that several tools can help implementation:  KMC Toolkit compiled by 

Save The Childrenôs Saving Newborn Lives (www.healthynewbornnetwrok.org/page/kangaroo-mother-care-toolkit),  a 2012 KMC 

Implementation Guide has been developed by US Agency for International Development and Maternal and Child Health Integrated 

Program , Save the Children, and the White Ribbon Alliance (www.healthynewbornnetwork.org/resources/kangaroo-moother-care-

implementation-guide.  One Filipino motherôs comments about doing KC are included and can be accessed by going o 

www.healthynewbornnetwork/org/topic/kangaroo-mother-care-kmc loved doing KMC.    He always seemed cconent and happy were he 

was. KMC helped me a lot, giving me the reassurance that I needed by letting me feel my sonôs steady heartbeat, smell his sweet fragrance 

and feel his little body next to mineò (pg  198).  Mom said, ñThe whole time we did KMC, my sonôs heartbeat remained strong and normal 

and he maintained his body termperature.  .Despite many benefits, global implementation has not kept pace with the ROBUST,LONG-

STANDING evidence (Engmann et al., 2013).  Reasons are social and cultural baarriers, reluctance of health care providers, lack of 

inclusion of KMC in government newborn priorities and policies.   Strategies for overcoming these obstacles include encouraging 

professional associations in both high and low resource countried to adopt KMC as a standard of care, addressing cultureal and social 

barriers, and educating communities and families about importance of suppoting mothers in the practice of KMC.  A KMC 

ACCELERATION PARTNERSHIP was created in 2013 to address barriers and hasten use of KMC globally. Replication of thes 

BAMAKO study (see Sylla, 2011 on bib) is needed, more blogging and facebook mothers are needed to  encourage other mothers, use of 

social media to spread the word about KMC,     Review, implementation, not enough KC being done, qualitatiave studies documenting 

perspectives of mothers are recommended.  Review, accelerating KMC, implementation, barriers, staff issues, not enough KMC 

being done, far behind the evidence,  Not on Charts 5/25/2015 
 

 Calume ZF, Charpak N. 1996.  El programa ñMadre Canguruò:  Una tecnica colombiana di cuidado ambulatorio del nino 

premature o de bajo peso al nacer.  Tribuna Medica 93 (4), 191-200.  SPANISH.  The Kangaroo Mother Program:  A Colombian technique 

for ambulatory care of premature infants and low birth weight newborns. PT 

  

 Campbell-Yeo, M., Disher, T., Benoit B, Johnston, C., (2015). Understanding kangaroo care (KC) and its benefits to preterm 

ifants.  Pediatric Health, Medicine, and Therapeutics, 2015(6), 15-32. Doi: http://dx.doi.org/10.2147/PHMT.S51869 The holding of an 

infant with ventral skin-to-skin contact typically in an upright position with the swaddled infant on the chest of the parent, is commonly 

referred to as kangaroo care (KC), due to its simulation of marsupial care. It is recommended that KC, as a feasible, natural, and cost-

effective intervention, should be standard of care in the delivery of quality health care for all infants, regardless of geographic location or 

economic status. Numerous benefits of its use have been reported related to mortality, physiological (thermoregulation, cardiorespiratory 

stability), behavioral (sleep, breastfeeding duration, and degree of exclusivity) domains, as an effective therapy to relieve procedural pain, 

and improved neurodevelopment. Yet despite these recommendations and a lack of negative research findings, adoption of KC as a 

routine clinical practice remains variable and underutilized. Furthermore, uncertainty remains as to whether continuous KC should be 

recommended in all settings or if there is a critical period of initiation, dose, or duration that is optimal. This review synthesizes current 

knowledge about the benefits of KC for infants born preterm, highlighting differences and similarities across low and higher resource 

countries and in a non-pain and pain context. Additionally, implementation considerations and unanswered questions for future research are 

addressed.  Pt, FT, Review, Little KC being done.  Not on Charts 

 

Campbell-Yeo M1, Dol J, Disher T, Benoit B, Chambers CT, Sheffield K, Boates T, Harrison D, Hewitt B, Jangaard 

K, Stinson J, Taddio A, Parker JA, Caddell K. (2017-Oct-Dec). The Power of a Parent's Touch: Evaluation of Reach and Impact of a 

Targeted Evidence-Based YouTube Video. J Perinat Neonatal Nurs. 2017 Oct/Dec;31(4):341-349. doi: 

10.1097/JPN.0000000000000263  Despite strong evidence that skin-to-skin contact and breast-feeding are effective pain-relieving 

interventions for infants undergoing painful procedures, they remain underutilized in clinical practice. Given the important 
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contribution of parents, there is a need to find innovative ways to assist parents to become actively involved in their infant's care. We 

developed a YouTube video to disseminate evidence-based information on the effectiveness of skin-to-skin contact and breast-feeding 

for infant pain management. The 2-minute 39-second video launched on December 2, 2014, and was promoted through Web-based 

and in-person communication and YouTube advertisements. Data were collected using YouTube analytics and an online survey. Post-

18 months from its launch, the video had a reach of 157 938 views from 154 countries, with most viewers watching an average of 73% 

of the video (1 minute 56 seconds). Parents (n = 32) and healthcare providers (n = 170) completed the survey. Overall, both reported 

that they liked the video, found it helpful, felt more confident, and were more likely to use skin-to-skin contact (16% and 12%) and 

breast-feeding (3% and 11%), respectively, during future painful procedures. Despite the high-viewing patterns, alternative methods 

should be considered to better evaluate the impact on practice change.  PT, FT, evaluative study, video for parents, parent 

involvement, pain,  NOT ON CHARTS 2-2018 

 

 

 Campbell-Yeo, M., Fernandes, A. & Johnston, C. (2011). Procedural pain management for neonates using nonpharmacological 

strategies: part 2: mother-driven interventions. Advances in Neonatal Care, 11(5), 312-318. Mother presence is very important for pain 

reduction. Breastfeeding,Kangaroo care, and multi-sensorial stimulation (auditory and olfactory recognition of mother) are reviewed for 

their efficacy in pain reduction. Even though these strategies are mother driven, they are nurse enabled so there is an interaction between 

nursing and mothers.  Review, pain, KCBF.  Not on charts 12/16/2011. 

 

 Campbell-Yeo, M.L., Johnston,C.C., Benoit, B. Latimer, M., Vince, M., Walker S-D, Streiner, D., Inglis, D. & Cadwell, K. (2013 

Nov).  Trial of repeated analgesia with kangaroo mother care (TRAKC Trial). BioMed Central Pediatrics, 13, 182 (10 pages, open access, 

available from http://www.biomedcentral.com/1471-2431/13/182.  This ia proposal for a study of the sustained efficacy of Kangaroo Care in 

reducing pain for all routine painful procedures for the duration of NICU stay..  They will randomly assign 258 preterm infants (stable, < 36 

6/7) to KC, 24% oral sucrose, and KC+24%Sucrose for any painful procedure (heel lance, venipuncture, IV, oro/nasogastric tube insertion).  

Pain intensity will be measured by Premature Infant Pain Profile and neurobehavioral function at term age will be measured by 

Neurobehavioral Assessment of Preterm Infants (NAPI). Co variates are gestational age, cumulative exposure to KC during non-painful 

procedures and maternal cortisol. Cortisol will also be taken.  First study to measure repeated use of KMC for pain. Uses the Brain Opioid 

Theory framework.  And will ask questions of nurses and mothers regarding clinical feasibility of using KC for all routine procedures .This 

will be the first study to examine the repeated use of KMC for managing procedural pain in preterm neonates. It is also the first 
to compare KMC to sucrose, or the interventions in combination, across time. Based on the theoretical framework of the brain 
opioid theory of attachment, it is expected that KMC will be a preferred standard of care. However, current pain management 
guidelines are based on minimal data on repeated use of either intervention. Therefore, regardless of the outcomes of this study, 
results will have important implications for guidelines and practices related to management of procedural pain in preterm infants. 
. PT, Pain, comfort, development, cortisol, duration of KC in non-painful context is measured too.   Check on charts.   
  

 

 Campbell-Yeo, M.L., Johnston, C.C., Joseph, K., Feeley, N.L., Chambers, C.T. & Barrington, K.J. (2009) Co-bedding as a 

comfort measure for twins undergoing painful procedures (CComForT Trial).  BMC Pediatrics, 9:76.  This is an abstract of a planned, 

NOT YET DONE, study using skin to skin contact between twins for pain reduction because skin to skin contact between infant and 

mother reduces pain. Because the possibility exists that pain reduction is from maternal presence OR from stabilization of regulatory 

processes from direct skin contact, they are trying co-bedding skin to skin contact between 128 twins. (x in co-bedding and x in standard 

care).  It is a randomized controlled trial and pain will be measured from videotapes of facial actions using PIPP. , RCT, PAIN, PT, facial 

actions, PIPP 

 

 Campos, A.D.C.S, Carvalho, M.P.L., Rolim, K.M.C., & Alencar, A.J.C.D. (2008). Experie with the mother kangaroo 

method: Mothersô perception (Portugese).  Review of RENE, 9(3), 28-36.  Purpose was to explore mothersô perceptions of 24/7 KMC 

in Brazil.  Qualitative study of 13 mothers (19-39 years old). Mothers related that KMC strengthened the bond between mother and 

newborn, and mothers recognized and appreciated the physical benefits for the infant and the opportunity to learn how to take care of 

the premature baby.  PT, Qualitative, maternal feelings, attachment   

 

 Canadian Paediatric Society, Fetus and Newborn Committee  (2012).  Practice Point.  Kangaroo Care for the preterm infant and 

family.  Paediatrics and Child Health, 17(3):  141-143. No doi.  This position statement encourages the use of KC with preterm infants 26 

weeks GA and older. ñPreterm birth is believed to disrupt the neonateôs smooth and integrated neurobehavioral development, resulting in 

disorganization of the nervous system.  This may manifest as disturbances in physiological functioning, stress and behavior.ò (pg. 142) KC 

is skin-to-skin contact, an alternative to traditional NICU care and moms held their infants 24hr/day and infants were discharged as soon as 

mom knew how to care for infant ï it improved attachment and reduced mortality (Charpak et al. 2005). Lawn 2010 confirmed KMC 

reduced mortality in low income countries. Advanced countries use KC to promote BF, bonding, involve parents in care and humanize 

the NICU experience (pg. 141).  Duration of KC usually lasts 1-3 hrs and is most often for STABLE PTs (no assisted ventilation) but is 

increasingly offerred to those on ventilator support and those as little as 600 g and whoare 26 wks GA or younger at birth(pg.142).  NICUs 

http://www.biomedcentral.com/1471-2431/13/182
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should have guidelines for KC that include GA and Wgt criteria, assessing readiness and tolerance, physiologic monitoring for stability & 

stress, protocols for safe transfer & these guidelines area available (L-H 2003; L-H 2008; Kledzik 2005; DiMenna 2006, Nyqvist 2010 state 

of the parental reluctance. KC is safe becuz Mori (2010 found increase of 0.22C body temp, no change in HR, and clinically insignificant 

decrease (0.60%) in SaO2 and these parameters were STABLE (unaffected by prematurity during KC)(pg.2). Then says KC does NOT 

increase frequency or duration of apneic episodes, and no increase in oxygen consumption (Bauer 1996), and the slight increase in 

bradycardia and oxygen desat reported by Bohnhorst 2004 was due to positioning of the infant(p.2). Stability was seen in assisted 

ventilation infants too (de Oliveira Azevedo 2011). Some centers routinely and successfully provide STSCare for infants with chest tubes 

and on ventilators, including high-grequency oscillatory ventilation (DiMenna 2006).   During KC cardiorespiratory and temp stability  

is achieved, preterms exhibit decreased arousal and decreased REM sleep, suggesting more mature organization, KC increases sleep time 

and quiet sleep time and at term infants who got KC demonstrate longer periods of quiet sleep and alert wakefulness, shorter periods of 

active sleep, and more organized sleep-wake cycles ï suggesting more rapid improvement in state organization (Feldman et al. 2002;2003). 

Infants 25-35 wks GA who got KC in hospital stay had higher Mental and Psychomotor scores at 6 (Feldman, E,S,W 2002 ) and 12 

months( Ohgi 2002). KC is associated with longer duration of BF, higher milk volumes, higher exclusivity rates and higher BF rates at 

discharge (Renfrew 2009; Hake-Brooks & Anderson, 2008) . KC decreases incidence of nosocomial infection (Conde-Agudelo 2011). 

ñEarly KC likely increases the chance of the infant being colonized with maternal flora rather than NICU flora, which may include 

antibiotic resistance organism and coagulase-negative staphylococcus. Because KC is only undertaken between individual infant-mother 

dyads, it should not increase the spread of infection from one infant to another during infectious outbreaks.òpg. 142.  Preterm birth and 

admission to NICU result in separation of mother and baby, interrupting attachment. KC moms have feeling of being needed, increased 

confidence in knowing their infants and a sense of their role as a mother (Johnson AN, 2007). Moms look at and touch their infants more 

frequently, show more positive affect, and are more adaptive to their infantôs signals than moms who did not provide KC (Feldman ESW 

2002).  After discharge these mothers and fathers provided a better home environment and were more sensitive to their infant.  During KC, 

the infant experiences maternal heart sounds, rhythmic maternal breathing, warmth, and prone positioning, gentle stimulation across the 

auditory, tactile, vestibular and thermal sensory systems which may modulate pain perceptions.  KC is efficacious in reducing physiologic 

and behavioral responses to pain in PT infants 28-36 wks GA (Johnston et al., 2003; Johnston et al., 2008).  ñNurseries that care for preterm 

infants should be encouraged and supported in implementing this practice. Further research is required to examine the impact of KC on 

ventilated infants who are <26 wks GA, examining outcomes such as intraventricular hemorrhage, weight gain and neurodevelopment. 

ñ(pg. 143).   PT, apnea, attachment, barriers, breastsfeeding, development, duration, infection,maternal feelings,  mortality, oxygen 

desats,  pain, policy/guidelines/ Position Statement, separation, sleep, stability, NICU humanize,policies, , home environment,  

future research.       See also Jefferies and Canadian Paediatric Society which is same article but does not have ñpractice pointò at 

the beginning and also has no doi., 2013 article which is the same as this but in a separate journal.  
  

 Cantrill R. (2006). Influence of naked body contact between mother and newborn on effective breastfeeding. Dissertation Abstract 

from her dissertation.  A prospective exploratory study of breastfeeding initiation and relationships between duration of KC and 

breastfeeding and maternal outcomes.FT, Descriptive,   Not on Charts Yet, and finish review. 

  

 Cantrill R, Creedy D, & Cooke M. (2004).  Midwivesô knowledge of newborn feeding ability and reported practice managing the 

first breastfeed.  Breastfeeding Review, 12(1), 25-33.  Continuous uninterrupted KC at birth facilitates finding nipple and effective BF, but 

is not consistently used.   Newborn feeding Ability Questionnaire meaures nursesô knowledge and practice in supporting first breastfeed, 

and given to 3500 staff nurses (midwives in Australia are equivalent of staff nurses) by mail; 31.6% (N=1105) responded. Mean knowledge 

was 85.94 (Range was 40-110; total possible on tool is 110); practice mean score was 95.89 (range of 57-117, total possible score is 120).  

All respondents said that KC immediately after birth was important, but few understood the ñcontinuous, uninterruptedò aspects of Birth 

KC for correct attachment and effective suckling.  Practice of continuous, uninterrupted KC is poorly understood, not uniformly practiced.   

Fullterm, Descriptive study of BF knowledge, BF support/practice, Birth KC, B reastfeeding, Implementaton, Knowledge of KC 

questionnaire. 

 

 Cantrill RM, Creedy DK, & Cooke M. (2008). Assessing midwivesô breastfeeding knowledge:  Properties of the Newborn 

Feeding Ability questionnaire and Breastfeeding Initiation Practices scale.  International Breastfeeding Journal, 3(7)(April 30, 2008), online 

journal only, pages 1-12.  Retrieved 8/22/08. Available from 

http://www.internationalbreastfeedingjournal.com/c ontent/3/1/7 .  This provides two scales, one of which has 

many items about KC to elicit knowledge about effects of skin to skin contact on infant feeding,infant physiological stability, newborn 

innate abilities, and effective breastfeeding practices.  Predictive ability of scales is moderate.  Midwives (nurses in the british terminology) 

with high knowledge scores were more likely to report best practices when assisting mothers with breastfeeding; midwiveswith more 

personal breastfeeding experience scored higher on all scales.  Individual learning needs and effectiveness of education can be evaluated 

with these tools. Response rate was 31.6% (n=1107)(sent to 3500 nurses).  Fullterm, tool development, KC knowledge and 

practices,knowledge of KC questionnaire.  Not on charts yet. 
 

 Carbajal, R. (2005).  Traitment non pharmacologique de la douleur du nouve-ne.  Non pharmacologic management of pain in 

neonates.  Achives de Pediatrie, 12, 110-116. Review of pain management strategies and reviews Gray and Johnsonôs  articles and states 

http://www.internationalbreastfeedingjournal.com/content/3/1/7
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that skin to skin contact is a part of BF and provides the direct (by blocking nociceptive transduction or transmission or activation of 

descending inhibitory pathways or by activating attention and arousal systems that modulate pain (pg. 114) and indirect mechanisms 

(reduce total amount of noxious stismuli to which infants are exposed) of how SSC reduces pain.  Review, pain, PT 

 

 Carbajal R, Gall O, & Annequin D. (2004). Pain management in neonates.  Expert Rev Neurother (May) 4(3), 491-505.  A clinical 

review that says accurate assessment of pain is needed, evidence for pain management strategies exist, and reviews these after talking about 

main source of pain being procedural pain in neonate, Says skin to skin contact can reduce pain indirectly by reducing total amount of 

noxious stimuli to which infant is exposed and directly by blocking nociceptive transduction or transmission or by activation of descending 

inhibitory pathways or by activating attention and arousal systems that modulate pain.  National guidelines are needed to improve pain 

management.  He is from France. This is exactly same as previous citation.  Review, pain, FT, PT 

 

 Carbajal R, Rousset A, Daanan C, Coquey S, Nolent P, Ducrocq S., Saizou C, Lapillonne A, Granier M, Durand P, Lenclen R, 

Coursol A, Hubert P, de Saint Blanquat L, Boëlle PY, Annequin D, Cimerman P, Anand KJ, Bréart G.  (2008).  Epidemiology and treatment 

of painful procedures in neonates in intensive care units.  J Amer Med Assoc 300 (1), 60-70. Doi: 10.1001/jama.300.1.60 Each infant 

received a median of 115 procedures over course of hospitalization and and a mean of 16 (Range= 0-62) painful ones per day. 69.6% of all 

procedures were painful in these 33 week infants.  Of 42, 413 painful procedures over course of all infants hospitalization, 2.1% were 

treated pharmacologically, 18.2% nonpharmacologically, 20.8% with pharm and non-pharm interventions, 79.2% had no specific 

analgesia.  In Paris, many painful procedures are experienced and veryfew have pain managemen tinterventions. Kangaroo Care is Listed as 

one type of non-pharmacologic intervention..  Pain,  PT, number  # of pain ful procedures.  

 

               Carbasse, A., Kracher, S., Hauser, M., Langlet, C., Escande, B., Donato, L., Astruc, D., & Kuhn, P. (2013). Safey and 

effectiveness of skin-to-skin contact in the NICU to support neurodevelopment in vulnerable preterm infants.  J. Perinatal and 

Neonatal Nursing, 27(3):255-62. doi: 10.1097/JPN.0b013e31829dc349 .Skin-to-skin contact (SSC) is a cornerstone of 

neurodevelopmentally supportive and family-oriented care for very low-birth-weight preterm infants (VLBW PIs). However, 

performing SSC with unstable and/or ventilated VLBW PIs remains challenging for caregiving teams and/or controversial in the 

literature. They assessed the safety and effectiveness of SSC with vulnerable VLBW PIs in a neonatal intensive care unit over 12 

months. Our second aim was to evaluate the impact of the respiratory support (intubation or not) and of the infant's weight (above or 

below 1000 g) on the effects of SSC. Vital signs, body temperature, and oxygen requirement data were prospectively recorded by each 

infant's nurse before (baseline), during (3 time points), and after their first or first 2 SSC episodes. We compared the variations of each 

parameter from baseline (analysis of variance for repeated measures with post hoc analysis when appropriate).141 SSCs in 96 VLBW 

PIs of 28 (24-33) weeks' gestational age, at 12 (0-55) days of postnatal age, and at a postmenstrual age of 30.5 (±1.5) weeks. During 

SSC, there were statistically significant increases in oxygen saturation (Sao2) (P < .001) with decreases in oxygen requirement (P 

= .043), a decrease in heart rate toward stability  (P < .01) but a transient and moderate decrease in mean axillary temperature 

following the transfer from bed to mother (P < .05). Apneas/bradycardias requiring minor intervention occurred in 19 of 141 (13%) 

SSCs, without need for SSC termination. These variations were similar for intubated newborns (18%) as compared with newborns 

on nasal continuous positive airway pressure (52%) or breathing room air (30%). However, ventilated infants exhibited a 

significant increase in transcutaneous partial pressure of carbon dioxide (TcPco2) (P = .01), although remaining in a clinically 

acceptable range, and a greater decrease in oxygen requirements during SSC (P < .001) than nonventilated infants. Skin-to-skin 

contact in the neonatal intensive care unit seems safe and effective even in ventilated VLBW PIs. Recording physiologic data of 

infants before, during, and after SCC provides data needed to secure changes of practice in SCC. Says standing transfer should be 

done. ñConcerns over adverse events and side effects of SSCéseem to be unfounded even in the population of ventilated very low 

birth weight prematures when using safe criteria to select infantsò (pg. 261)  PT, micropreemie, VLBW, HR, RR, SaO2, FiO2, 

stability, temp, apnea, bradycardia, CPAP, carbon dioxide, ventilated KC, duration, transfer, rewarming, dev through 

physiologic stability of brain oxygen needs. 

 

 Cardin, A.D., Rens, L., Stewart, S., Danner-Bowman, K., McCarley, R., Kopsas, R. (2015-Sept.).  Neuroprotective Core 

Measures 1-7:  A developmental care journey:  Transformations in NICU design and caregiving attitudes.  Newborn and Infant 

Nursing Reviews, 15(3), 132-141.  PT, neuroprotection,  not on charts 9-6-2016, new to biblio study. 

 

 Carfoot S, Williamson PR, & Dickson R.  (2003).  A systematic review of randomized controlled trials evaluating the effect of 

mother/baby skin-to-skin care on successful breast feeding.  Midwifery, 19(2), June, 2003, pg. 148-155.Used same method as Cochrane 

reviews, reviewed 7 randomized trials and found quality questionable in 4 of 5 studies about duration of BF. No studies on success of BF. 

Findings ñfail to support the current initiative to implement changes in clinical practice to include skin-to-skin contact.  Methodological 

flaws within the included studies prohibit firm conclusions being reached with regard to the effect of skin-to-skin contact on the duration of 

BF, timing of first BF or baby physiological factors (temperature and behavior).  This review highlights the need for further primary 

research to assess the effect of skin-to-skin contact on the BF experienceò (pg. 148).  Across the studies, KC was given for 15-90 minutes.  

Two studies in Spain, 1 Canada, 1 Austria, and 3 in Guatemala.   A major weakness of this review is that she did not use the Swedish 

Studies, nor any of U.S.. FULLTERM, Review. BF, Meta-Analysis 
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 Carfoot,S., Williamson, PR, & Dickson, R. (2004).The value of a pilot study in breastfeeding research. Midwifery 20, 188-193.  

RCT pilot with fullterm infants who got 45 minutes of KC starting after weighing after birth, or 45 minutes of regular swaddled holding 

after weighing, drying, dressing,  More than 75% of KC infants had success of 1st breastfeed using IBFAT (BAT) score of 8 and that was 

more than controls (62%)  Fullterm, RCT, BF success,  VEKC   

 

 Carfoot, S., Williamson, P., & Dickson, R. (2005).  A randomized controlled trial in the north of England examining the effects of 

skin-to-skin care on breastfeeding.Midwifery 21(1), 80-83.  RCT of 102 VEKC dyads (quickly dried, and weighed and then given to 

mother and removed from mother for dressing, measuring and perineal suturing - got minimum of 45 minutes of KC and then breastfeeding 

for about 45 minutes), 102 routine care (dried and wrapped in towel and then given briefly to mother, and interrupted for weighing, 

measuring, dressing ïthen given back to mother for swaddled holding for 45 minutes). In the KC dyads 89/98 (91%) babies had successful 

1st feed vs. 82/89 (83%) controls (Non significant difference) Success of first BF was measured by IBFAT with latch added so that a score 

of 8 or more was called ñsuccessò). 42/97 Kcers and 40/100 controls EXCLUSIVELY BF @ 4 months.(Non Significant difference). Infant 

temp 1 hour postbirth higher in KCers (p ï 0.02), more moms 87/97 (90%) Kcers were very satisfied with their care (KC) vs. 60/102 

(59%), 83/97 (86%) of kcers and 31/102 (30%) controls said they prefer to receive same care in future. Limitation of study was that 

mothers changed groups and were retained in original group for statistics (p..76). In summary, no benefits to BF success or exlusively BF, 

and only temp was higher and maternal satisfaction with care higher in KC group. RCT, Fullterm,  BF Success, BF Success Tool, 

maternal satisfaction, maternal preference, Temp, BF Exclusivity at 4 months, Episiotomy KC, VEKC (not birth KC because 

taken to warmer to be dried and weighed before KC began). 

 

Carlin R, Moon RY.(2018-Feb). Learning From National and State Trends in Sudden Unexpected Infant Death. 

Pediatrics.  doi: 10.1542/peds.2017-4083. [Epub ahead of print]  GET THIS.  SUPC,   See also Bass 2018, Lambert et al., 2018, 

Simpson 2017 and 2018; 

 

 

 Carlo,W.A., Goudar, S.S., Jehan, I, Chomba, E., Tshefu, A., Garces, A. Parida, S., Althabe, F., McClure, E.M., Derman, R.J., 

Goldenberg, R.L., Blose, C., Krebs, N.F., Panigrahi, P, Buekens, P., Chakraborty, H., Hartwell, T.D., Wright, L.L., & First Breath Study 

Group. (2010). Newborn care training and perinatal mortality in developing countries. New England Journal of Medicine, 362(7), 614-

623.NO DOI.  A study of how training the trainers Essential Care of the Newborn had done in reducing mortality in Argentina, the Congo, 

Guatemala, India, Pakistan, and Zambia.  No changes or difference in number of neonatal deaths in first 7 days after teaching essentialcare 

of the newborn.  Descriptive, evaluative study, community KC, third world, essential care of newborn FT< PT. Not on charts as of 

3/24/2010.  Barb says that essential care trainers are probably physicians. 

 

 Carlo, W.A., McClure, E.M., Chomba, E., Chakraborty, H., Hartwell, T., Harris, H., Lincetto, O.,  & Wright, L.L. (2010). 

Newborn care training of midwives and neonatal and perinatal mortality rates in a developing country.  Pediatrics, 126(5), e1064-e1071. 

DOI: 10.1542/peds.2009-3464  (some similarities and some differences from  study above).  Tested the hypothesis that two training 

programs of midwives in 2 cities in Zambia would reduce incrementally 7-day neonatal mortality rates for low risk deliveries in two 

primary care community health clinics. ñ A total of 71689 neonates were enrolledò ( I think this sample size is wrong). Taught WHOôs 

Essential Care of Newborn (universal precautions and cleanliness, routine neonatal care, resuscitation, thermoregulation, breastfeeding, 

kangaroo care, care of small infants and common illnesses AND the American Academy of Pediatrics Neonatal Resuscitation Program (in 

depth basic resuscitation). Data were collected at the end of each training program at three different times.  Essential care of newborn 

decreased all-cause 7-day neonatal mortality rates from 11.5 deaths/1000 live births to 6.8 deaths/1000 live  births.  7-day neonatal 

mortality rates were further decreased after the resuscitation training.  3rd world, mortali ty, essential care of newborn. Not on charts as 

of 10/24/2010 

 

 Carlsson SG., Fagerberg H, Horneman G. Hwang C-P., Larsson K, Rodholm M, Schaller J., Danielsson B, & Gundewall C. 

(1978). Effects of various amounts of contact between mother and child on the motherôs nursing behavior. Delopmental Psychobiology, 11, 

143-151.  50 fullterm dyads in 3 groups:  extended contact (KC in BF position for 1-2 hours immediately after birth and for 2-4 hrs between 

meals ï n=17), extended contact in KCBF position for 1-2 hrs immediately after delivery but not between meals after that (n=17), routine 

care (hold baby for max of 5 minutes after birth- no KC after that as placed in crib at side of mother after washing, Iding,etc. N=16). 

Watched when baby took mipple in mouth & recorded q 15 sec. Til 2 mins. after baby let go of nipple. Moms showed more smiling, 

talking, and other contact behaviors than  routine care moms during feeding interactions. KC for 1-2 hrs immed.after birth influenced 

feeding behavior during the following four days. Fullterm,  RCT, KCBF position, Maternal behaviors, Birth KC  

 

 Carlsson SG. Fagerberg G., Horneman G., Hwang C-P., Larsson K, Rodholm M, Schaller J. Danielsson B., & Gundewall C. 

(1979).  Effects of various amounts of contact between mother and child on the motherôs nursing behavior:  A follow-up study.  Infant 

Behavior and Development, 2, 209-214.17 Naked babies put in mothers bed for 1-2 hrs immediately after delivery, baby placed on the 

motherôs body in nursing position or at her side with its face touching the motherôs breast.  After 2 hrs, baby taken away, washed and put in 
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crib at momôs side.   (mom held infant for up to 5 min after birth, then taken away, washed andput in crib).  Observations began when 

infant took nipple and continued for two minutes after letting go of nipple.  This was six week Postpartum assessment of feeding in the 

home.No group differences at 6 weeks as seen in 1978 study because feeding at 6 wks is so routinized that it has lost its significance as a 

means of communication.  Fullterm, KCBF position  

 

 Carlsson S.G., Larsson K., Schaller, J. (1980).  Early mother-child contact and nursing.  Reprod. Nutri. Develop, 20(3B), 881-889.  

This article repeats the results of Carlsson et al. 1978 1979,listed above. Fullterm 

 

 Carmichael, A, Matulionis, B., (2014).Iimplementing the Gentle C-Section.  A birth experience more like a vaginal delivery.  

Journal of Obstetric, Gynecologic, and Neonatal Nursing, 43 (Suppl 1), S13-S14. Doi: 10.1111/1552-6909.12379  An evaluative report of 

quality improvement project aimed to enhance the birth experience of women having cesarean birth and to improve breastfeeding within 

one hour of birth.  Gentle C section mimics vaginal birth by allowing mother to watch the delivery and have skin to skin contact 

immediately after birth.  Evidence shows that  

KC immediately after birth increases success and duration of breastfeeding, improves bonding, and facilitates thermoregulation. They made 

an MD-narrative UTUBE video called Gentle C-Section and formed a committee to plan the change. Challenges were maintaining a sterile 

field, allowing enough space for all personnel and father, having a nursery nurse stay with the infant for the full hour of skin to skin contact. 

They videotaped the first two tries and interviewed the parents to make changes.  Took 4 months to do the first gentle c-section and as of 

August 2013 they had done five gentle c-sections and results are: 100% initiated BF in the first hour after birth and parental satisfaction 

with the birth experience was better. Now they are using advertising to market Gentle C-section to the community.    Full term, Evaluative 

study, implementation, quality improvement, Birth KC, breastfeeding, bonding, thermoregulation, marketing, video. Not on charts 

6/20/2014 
 

 Carter, N.E. & Harper, J. (2012). Keeping mothers and newborns together after cesarean.  How one hospital made the change.  

Nursing for Womenôs Health, 16(4), 290-295. A quality improvement project report of how this womenôs specialty hospital in South 

Louisiana that delivers about 8000 infants annually with 3000 by cesarean section canged from the tradition of separating the mother from 

their infants after cesarean to keeping mothers and babies together in skin-to-skin contact.  Barriers to the change were perceived lack of 

physical space and some mothers, i.e. those have tubal ligations, are not able to hold their infant skin to skin, or so the nurses thought.  

Motivators for change were:  NOT FINISHED>  

 

 Caruana E. (2008). Review summaries:  evidence for nursing practice:  Early skin-to-skin contact for mothers and their healthy 

newborn infants.  J. Advanced Nursing 62(4). 439-440.   This is a review of Mooreôs Cochrane analysis of 2007.  Relates no adverse effects 

of early KC were reported; implications for nursing are: 1. early KC improves maternal and infant outcomes, with no reported short term 

nor long term adverse effects.  2) the timing of KC is important: in first two hour post birth infants are alert and if they receive KC then and 

remain undisturbed and unmedicated, they will often self-latch at about 1 hour post-birth.3) to enure that the infantôs temperature remains 

within safe range, KC should be uninterrupted and infant should be dried well and covered with warm blanket and head needs to be covered 

with dry cap that is replaced if it gets dampl.  More trials are needed.  No independent from Mooreôs article commentary or review is 

presented.  Review. Full term, breastfeeding, temperature  

 

 Cash, S., & O'Quinn, JLK., (1996). Kangaroo care is for full term babies too. American Journal of Nursing, 96(10), 20.   Short 

report of three fullterm kc studies published elsewhere. FULL TERM  

 

Castillo,M.S. , Corsino,M.A., Calibo,P.,   Zeck, W.,   Capili,D.S., 2 L. C. Andrade, 6 K. A. Reyes, 2 , 7 R. C. Alfonso, 2 M. B. 

Ponferrada, 1 and M. A. Silvestre  (2016). Turning Disaster into an Opportunity for Quality Improvement in Essential Intrapartum and 

Newborn Care Services in the Philippines: Pre- to Posttraining Assessments. Biomedical  Research International 2016: 6264249. 

doi:  10.1155/2016/6264249   On 8 November 2013, supertyphoon Haiyan made landfall in the Philippines, severely disrupting health 

service delivery. Reestablishment of essential services for birthing mothers and their newborns became high priority. Methodology. 

Following a baseline assessment, an Essential Intrapartum and Newborn Care (EINC) training package was implemented and 

posttraining assessments (1 and 3 months after training) were undertaken. Updated EINC training modules contained brief didactic 

sessions on basic topics: Essential Intrapartum and Newborn Care, breastfeeding support, kangaroo mother care, Infant and Young 

Child Feeding in Emergencies (IYCF-E), partograph use, and the recent WHO recommendations on basic newborn resuscitation, 

correct administration of magnesium sulfate, and postnatal care of mothers and newborns. Skills sessions consisted of ñcoaching 

sessionsò with demonstration/return demonstrations using manikins and delivery kits. Workshops culminated with action planning 

sessions on effective mainstreaming of EINC in their practice. These planning sessions allowed the participants to voice out their 

concerns and their apprehensions and discuss among themselves ways to contextualize these challenges and address them.   Baseline 

assessments (n = 56 facilities) revealed gaps in provider's skill and shortage of life-saving commodities. Facilities lacked newborn 

bags/masks (9%), towels (6%), and magnesium sulfate (39%). Service providers lacked skills in partograph use (54%), antenatal 

steroid (44%) use, and breastfeeding initiation (50%). At 3 months after training (n = 51 facilities), dramatic increases in correct 

partograph use (to 92%), antenatal steroid use (to 98%), breastfeeding initiation (to 86%), kangaroo mother care (to 94%), availability 
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of magnesium sulfate (to 94%), and bag/masks (to 88%) were documented. Gaps persisted for skills in assisted vaginal delivery and 

removal of placental fragments.  Health human resources suffered serious setbacks not only due to substantial loss of lives among 

health care providers but also due to lack of training and technical capacity (in basic newborn resuscitation, care of the low birth 

weight, kangaroo mother care, breastfeeding, and Infant and Young Child Feeding in Emergencies (IYCF-E)).Conclusion. Health 

services were severely disrupted after supertyphoon Haiyan. Our study demonstrates that essential birthing services and quality 

improvements to strengthen local health systems can be restored in a timely manner even in immediate postdisaster settings.PT, FT, 

Report of disaster care, essential care of newborn, not on charts 7-19-2016. new to biblio study. 

 

. Castral TC, Warnock F, Dos Santos CB, Daré MF, Moreira AC, Antonini SR, Scochi CG.(2014) Maternal mood and concordant 

maternal and infant salivary cortisol during heel lance while in kangaroo care.  Eur J Pain. 2014 Aug 11. doi: 10.1002/ejp.566. [Epub 

ahead of print] Maternal kangaroo care (KMC) is a naturalistic intervention that alleviates neonatal pain, and mothers are assumed to play a 

stress regulatory role in KMC. Yet, no MKC infant pain study has examined relationship between maternal and infant stress reactivity 

concurrently, or whether post-partum depression and/or anxiety (PPDA) alters maternal and neonatal stress response and the regulatory 

effects of KMC.To examine the concordance of salivary cortisol reactivity between 42 mothers and their stable preterm infants during 

routine infant heel lance (HL) while in MKC and to compare salivary cortisol between groups of mothers with and without PPDA and their 

infants. Maternal and infant salivary cortisol samples were collected pre-HL and 20 min post-HL with two additional maternal samples at 

night and in the morning. Mothers and infants were allocated to with PPDA versus without PPDA study groups on the basis of maternal 

post-natal mental health assessment scores. Higher mothers' cortisol pre-HL was weakly associated with higher infants' salivary 

cortisol in response to the HL procedure. Maternal depression and/or anxiety were not associated with infants' cortisol. During HL, 

both groups of mothers and infants showed no change in salivary cortisol. Concordance between mother and infant salivary cortisol 

supports the maternal stress regulatory role in MKC. MKC may have stress regulatory benefits for mothers and their preterm 

infants during HL independent of PPDA.  Bioregulation, biosynchrony of cortisol seems to exist but this study says that heel lance is 

NOT associated with increased cortisol, unlike others that have found heel lance to be stressful.   Future MKC studies that target mothers 

with altered mood will help to build on these findings. PT, heelstick, donôt know if there were two distinctly chosen groups, suggesting 

an experimental design, or they sampled everyone and then analyzed the data according to different characteristics which is a 

descriptive design,  Depression, cortisol, co-regulation, stress ï maternal and infant, pain 

 

 

 Castral TC, Warnock F, Leite AM, Haas VJ, & Scochi CG. (2008). The effects of skin-to-skin contact during acute pain in 

preterm newborns.  European J. of Pain, 12(4): 464-471. Doi: 10.1016/j.ejpain.2007.07.012 Randomized clinical trial of 59 stable (GA =30 

weeks) given heel stick got either 15 minutes of KC before, during and after stick (n=31), or 28 got routine lance in incubator. Neonatal 

Facial Coding Scale was significantly lower in KC throughout whole procedure. Both groups of infants cried and showed increased heart 

rate during puncture and heel squeeze and these changes were less for KC infants.  KC promoted reduction in behavioral state measures 

and less physiologic increase during procedure.  It is recommended that KC be used as a nonpharmacologic intervention to relieve acute 

pain in stable premature infants born 30 weeks gestation or older. available now from doi:10.1016/j.ejpain.2007.07.012.  PT, 

RCT, pain, crying, heart rate, facial, behavioral state.  Not on charts yet. 

 

 Castral, T.C., Warnock, F.F., Rubeiro, L.M. Vasconcelos, M.G., Keite, A.M., & Scochi, C.G. (2012).  Maternal factors regulating 

preterm infantsô responses to pain and stress while in maternal kangaroo care. Review Latina Americana Enfermagen, 20(3), 435-443. No 

doi. The relationship between maternal factors and the response of 42 preterm infants to pain and stress experienced during heel 

puncture while in maternal kangaroo care in nICU was investigated by measuring the neonates' facial actions, sleep and wake states, 

crying, salivary cortisol levels, and heart rate, in addition to the mothers' behavior, salivary cortisol levels, and mental condition during 

baseline, procedure, and recovery phases.. The influence of the maternal explanatory variables on the neonatal response variables were 

verified through bivariate analysis, ANOVA, and multiple regression. The mothers' behavior and depression and/or anxiety did not 

affect the neonates' responses to pain and stress, though the mothers' levels of salivary cortisol before the procedure explained the 

variance in the neonates' levels of salivary cortisol after the procedure (p=0.036). Additionally, the mothers' baseline levels of salivary 

cortisol along with the neonates' age explained the variance in the neonates' heart rate (p=0.001). The ability of mothers to regulate 

their own stress contributed to the infants' responses to pain and stress. PT,depression, anxiety,  PAIN, STRESS, salivary cortisol,  

crying, sleep, synchrony, co-regulation synchrony , heart rate , correlational  

Catherine ZG1, Béatrice P2, Fabrice L3, Claire H4, Alain D5. (2015-Nov.) Skin-to-skin contact with an umbilical venous 

catheter: prospective evaluation in a level 3 unit. Eur J Pediatr.  [Epub ahead of print]The aim was to assess the incidence of 

complications related to skin-to-skin contact (SSC) in newborns with an umbilical venous catheter (UVC). We carried out a 

prospective follow-up study of all UVCs in a level 3 unit where SSC is systematic. A total of 333 babies were included (mean 

gestational age of 31.3 weeks (24-41), mean birth weight of 1618 g (454-4900). Two hundred sixty-three babies (78.9 %) had SSC, 

at a mean postnatal age of 24 h (3-144 h). Two babies presented with a significant umbilical bleeding, all in the first 3 h, before 
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SSC. In 17 cases of UVC leaking, this necessitated an unwanted withdrawal of the UVC; of these, 14 UVCs (82 %) were in sub-

hepatic position. In five cases of UVC displacement, babies had no SSC. The overall incidence (3 % [95 % CI = 1.4-5.4]) and 

incidence density (6.2/1000 UVC-day [95 % CI = 3-11.4]) of catheter-associated infections are similar to those identified by the 

French multicenter network NEOCAT in 2012 (5 % [95 % CI = 4.1-5.9] and 11.3/1000 UVC-day [95 % CI = 9.3-13.2]).In this 

prospective, non-randomized study in a level unit, routine practice of SSC with a UVC does not seem to influence the incidence of 

mechanical and infectious complications. What is known? Å SSC is beneficial for pretem infants. Å Fear of mechanical problems 

and/or infections with a UVC is an obstacle to early use of SSC. What is New: Å In this study, SSC for preterm infants with a UVC is 

associated with low risks of mechanical complications, and does not seem to be associated with any higher risk of catheter-related 

infections. PT descriptive prospective evaluation study, UVC (Umbilical VENOUS CATHETER), safety, infection,  routine 

KC, start within 24 hours of birth,  Valenciennes, France, micropreemie 

 

 Cattaneo A., Davanzo R, Bergman N, & Charpak N. (1998-Oct).  Kangaroo Mother Care in Low-income countries. J. Tropical 

Ped, 44(5), 279-282. Review of outcomes of KC to date as reported at the first INK meeting in Trieste,1996. Studies were done in Ethiopia, 

Indonesia, and Mexico.  Nothing about developmental outcomes at that time.  3rd World . Get This  PT Not on Charts 

 

 Cattaneo A, Davanzo R, Uxa F, Tamburlini G. (1994). Kangaroo mother method for low birthweight infants. Lancet, 

344(8932):1304-1305.  3rd World , PT GET THIS Noton charts 

 

 Cattaneo A., Davanzo R, Uxa F, & Tamburlini G. (1998). Recommendations for the implementation of Kangaroo Mother Care 

for low birthweight infants. Acta Paediatrica, 87(4): 440-445.  This is report of the 1996 INK meeting recommendations and includes 4 

research goals: 1)work on effectiveness and safety of KMC as a means of stabilizing prematures and LBWs just after birth 2) further health 

systems research on its application in different settings, KMC at birth  for VLBW in 1st and 2nd level maternity units with very limited 

resources, 3) conduct research on developmental (long term and short term) outcomes, and 4) KMC for home deliveries not assisted by 

trained personnel. KC is a low cost intervention.    PT, Guidelines, Implementation, research goals, development, cost-not om chart 

 

 Cattaneo A, Davanzo R., Worku B, Surjono A., Echeveria N, Bedri A, Huksari, E., Osorno L, Gudetta B, Setyowireni D, 

Quintero S, & Tamburlini G. (1998).  Kangaroo mother care for low birthweight infants:  A randomized controlled trial in different 

settings. Acta Paediatr 87(9): 976-985.Multicenter  (Ethiopia, Indonesia and Mexico)study with 143 mothers, median entry age of infant 

was 10 days (R=1-74) KMC produced breastfeeding/breastmillk feeding rates at discharge of 83%, 98%, and 80%.  Mexican KMC infants 

with early discharge had more common overall BF (88 vs 70%) and BF exclusivity (80 vs. 16%) than controls.  Length of stay shorter for 

KMC.  Transfer back to conventional care was 13.4%.  91% of moms were happy with KMC and 83% comfortable with KMC, 80% of 

moms considered the KMC method to be convenient.   No episodes of hypothermia nor apnea. PT, Randomized Controlled Trial 

(RCT), Mortality, BF,  Length of Stay, transfer back rate, 3rd world, apnea, hypothermia, maternal feelings 

 

 Cattaneo, A., & Tamburlini, G. (1997).  News from the Regions-Newsletter from Italy. Journal of Tropical Pediatrics, 43: 251-

252.  This is a brief report of the work accomplished at the October, 1996 World Health Organization-Bureau of International Health 

sponsored Consensus Conference on Kangaroo Mother Care.  PT 

 

 CBS Evening News. (2009).  Motherôs Milk a lifesaver for Preemies? San Diego, April 10, 2009.  This is a transcript of the 

presentation made on CBS Evening news about the benefits and need for mothers milk by preemies highlighting a program at UC San 

Diego.   When I accessed this article, a four page print out came which included two pages of poste d comments.  One comment on page 3 

was ñI hope more follow-up is done on this topic (other benefits of human milk on preemies, i.e. ROP, weight gain, etc. obstacles that mom 

face when trying to breastfeed , etc).  Also, I urge the CBS staff to uncover how ódevelopment careô and ókangaroo careô help preemiesô 

physiologic stability and neurological development.  These are fascinating wonders that unfortunately not all the NICUs are practicing.ò I 

accessed this report on 6/15/2009 and it is available from  http://www.cbsnews.com/stories/2009/04/10/eveningnews/main4935867.shtml  

PT 

. 
Cederfeldt J, Carlsson J, Begley C, Berg M. (2016-Mar). Quality of intra-partum care at a university hospital in Nepal: A 

prospective cross-sectional survey. Sexual & Reprodive Healthcare.7:52-57. doi: 10.1016/j.srhc.2015.11.004. To investigate the 

quality of intra-partum care provided to women with an expected normal birth at a university hospital in Nepal.A prospective cross-

sectional study was conducted during three weeks in November 2013. Nurses at the labor ward collected data from 292 consecutive 

births. Of these, 164 women of low risk were expected to have a normal birth and were included in the study; 107 (65%) were 

nulliparous. The self-administered questionnaire covered maternal characteristics, previous pregnancies and births, current pregnancy, 

labor and birth. Nine items assessed care management, five of which comprised the Bologna score with a total possible score of 5: 

presence of a companion, use of partograph, non-use of augmentation, non-supine position, and skin-to-skin contact.The 

women were assisted by physicians (56%), nurses (42%) or students under supervision (2%). All were in good health after birth. Two 

had a postpartum hemorrhage exceeding 500 ml and 49% had an episiotomy. Apgar score in all neonates was Ó 7 at five minutes. 

http://www.cbsnews.com/stories/2009/04/10/eveningnews/main4935867.shtml
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cederfeldt%20J%5BAuthor%5D&cauthor=true&cauthor_uid=26826046
http://www.ncbi.nlm.nih.gov/pubmed/?term=Carlsson%20J%5BAuthor%5D&cauthor=true&cauthor_uid=26826046
http://www.ncbi.nlm.nih.gov/pubmed/?term=Begley%20C%5BAuthor%5D&cauthor=true&cauthor_uid=26826046
http://www.ncbi.nlm.nih.gov/pubmed/?term=Berg%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26826046
http://www.ncbi.nlm.nih.gov/pubmed/26826046
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Mean Bologna score was 1.43 (variance 0-3).The management of care in normal birth could be improved in the studied setting, and 

there is a need for more research to support such improvement. FT, evaluative,  3rd world, BirthKC? , Apgar Score,  Bologna 

Score for Excellence in Quality of Maternity Care, guidelines, implementation New to Biblio study 

   

 Celeste C, Filion F, Campbell-Yeo M, Goulet C, Bell L., McNaughton K, Byron J, Aita M, Allen GA, & Walker C-D.  (2008).  

Kangaroo mother care diminishes pain from heel lance in very preterm neonates:  A cross-over trial.  BMC Pediatrics 8. art no. 13.   PT, 

Pain    This is really a Johnston, CC article and is listed below. 
 

 Centers for Disease Control and Prevention. (2005). See also United States Dept. of Health and Human Services CDC:  This is a 

report related to breastfeeding that says on page 1 that KC should be encouraged to promote breastfeeding.  See reference under Shealy for 

full citation. . On page 1 of the book it states ñ maintaining skin-to-skin contact between mother and baby after birth has been demonstrated 

to have a positive effect on beastfeeding .ò  ñBreastfeeding is an extremely time-sensitive relationshipò (pg. 2). Policy, BF, Full term, 

guidelines, Birth KC, breastfeeding 
  

 Centers for Disease Control and Prevention has three areas of involvement: 1) the National Survey of Maternity Practices in Infant 

Nutrition and Care (mPINC)  surveys which occur every two years, 2) Breastfeeding report cards which are conducted every two years 

(2007,. 2009, 2011) (BF report card shows how BF is being protected, promoted and supported in each state using 5 outcomes from 

Healthy People 2010 [Ever breastfed, BF at 6 months, BF at 12 months, Exclusive BF at 3 months, and Exclusive BF at 6 months]and 9 

processes [ Average mPINC score, %live births in BFHI facilities, % BF infants receiving formula before 2 days of age, # of IBCLC/1000 

live birth, # of LLL groups/1000 live births, # of State Dept. FTEs dedicated to BF, State legislation about BF in public places, State 

legislation mandating employer lactation support, and BF coalition with public website] indicators), and 3) the National Immunization 

Survey which asks questions about BF, birth, and many factors related to immunity. The last national Immunization Survey was conducted 

in 2007 and the results from 1999-2007 are reported as CDCP 2010 below.  Be sure to see Dept. of Health and Human Services CDCP 

citations below under  DHHS and United States Dept of Health and Human Services, too. 

 
Centers for Disease Control and Prevention (CDCP). (2007). The CDC National Survey of Maternity Practices in Infant 

Nutrition and Care (mPINC).  Hospital Survey.  OMB # 0920-0743, Expires 07/31/2009.  Available from 

http://www.cdc.gov/breastfeeding/pdf/mpinc_hospital_survey.pdf. Survey conducted by Diane Manninen, Ph.D., Task Leader, 

Battelle, 1-866-826-4176.  This is a national (USA) CDC survey of hospitals to assess their promotion of breastfeeding.  Among the 

infant nutrition and infant care questions are these that pertain to Kangaroo Care:  ñA4:  Approximately,  how many mothers are 

encouraged to hold their healthy full-term infants skin-to-skin for at least 30 minutes within an hour of birth for uncomplicated vaginal 

births?ò  Few=0-9%, Some = 10-49%; Many = 50-89%, Most = 90%+, Not sure.   Question A5 is ñAre routine newborn procedures 

(e.g. APGAR, cord clamping, foot printing) after uncomplicated vaginal birth done while the mother is holding the healthy full-term 

infant skin-to-skin?ò  Rarely=0-9%, Sometimes = 10-49%, Often 50-89%, Almost always= 90%+ and Not sure.  Question A9 is 

ñApproximately how many mothers (regardless of feeding method) are encouraged to hold their healthyfull-term infants skin- to-skin 

for at least 30 minutes within two hours after delivery for uncomplicated cesarean births?ò With few,some, many, most, and not sure 

being possible answers.  The survey, generally considered precursors to development of JCAHO mandated care requirements, is being 

performed for the Centers for Disease Control and Prevention, the National Center for Chronic Disease Prevention and Health 

Promotion, the Division of Nutrition and Physical Activity, and the Maternal and Child Nutrition Branch of CDCP.  All from Atlanta, 

GA.  Full term, breastfeeding, Birth KC, guidelines, implementation.  See results of study that follow as CDC 2008 reference.  

BE sure to SEE CDC 2011 to see how the questions have changed from 2007 to 2009 
  

 Centers for Disease Control and Prevention. (2008). Breastfeeding-related maternity care practices at  hospitals and birth centers ï 

United States, 2007.  Morbidity and Mortaliity Weekly Report, 57(23),  June  13, 2008,  621-625.  The CDC survey was conducted on 2700 

birth facilities in 2007 and found that many birth facilities in US are  not fully supportive of breastfeeding.  Birth facilities reported their 

practices and policies in caring for women who chose to breastfeeding and responses were scored 0-100 points.  The least supportive states 

(scores 48-58) were Alabama, Arkansas, Kentucky, Louisianna, Mississippi, Oklahoma, West Virginia.  Scores of 75-81 were highest and 

were in states Vermont, New Hampshire, Maine, and Oregon.  Laurence Grummer-Strawn, chief of nutritional branch of CDCôs Division 

of Nutrition, Physical Activity, and Obesity, said ñThese findings underscore the importance of improving the way hospitals and birth 

centers provide assistance, encouragement, and support of breastfeeding.  We have a great deal of work to do to accomplish our national 

objectives related to breastfeeding, and birth facilities can make a huge contribution to this effort.ò  Full term, birth KC, guidelines, 

breastfeeding.  SEE  DEPT Health and Human Services and CDCP for report on OHIO. 

 

Centers for Disease Control and Prevention, Division of Nutrition, Physical Activity, and Obesity. (2009a). CDC National Survey 

of Maternity Care Practice in Infant Nutrition and Care (mPINC). Dimensions of Care in the mPINC Survey.  Retrieved from 

www.cdc.gov/mpinc 7/5/2010.  Refers to TRANSPORT to PP in KC. 

 

http://www.cdc.gov/breastfeeding/pdf/mpinc_hospital_survey.pdf
http://www.cdc.gov/mpinc%207/5/2010
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Centers for Disease Control and Prevention, Division of Nutrition, Physical Activity, and Obesity. (2009b and 2011). Improving 

hospitalsô support for breastfeeding.  Retrieved from www.cdc.gov/mpinc 7/5/2010 or www.cdc.gov/mpinc and we retrieved it on Sept. 11, 

2011.  This document was updated March 2011.  www.cdc.gov/breastfeeding/pdf/mpinc/maternity_care_practices.pdf  to get the specific 

document that lists 6 strategies to improve hospital support of breastfeeding.  STSC is the very first strategy and says ñDoctors and 

midwives place newborns skin-to-skin with their mothers immediately after  birth, with no bedding  or clothing between them, allowing 

enough uninterrupted time (at least 30 minutes) for mother and baby to start breastfeeding well.ò FT, Guideline, duration of 30 mins of 

KC is important.  

 

Centers for Disease Control and Prevention (2009).  Breastfeeding Report Card- United States, 2009.  Centers for Disease Control 

and Prevention National Immunization Survey, Provisional Data, 2006 Births, retrieved from 

http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm 

 

 Centers for Disease  Control and Prevention, (2010).  2007 CDC National Survey of Maternity Practices in Infant Nutrition and 

Care (mPINC).  Retrieved from http://www.cdc.gov/breastfeeding/data/mpinc/index.htm 

 

 Centers for Disease Control and Prevention, (2010). Breastfeeding Among US Children Born 1999-2007, CDC National 

Immunization Survery.  Retrieved from http://www.cdc.gov/breastfeeding/data/NIS_data/index/htm 

 

 Centers for Disease Control and Prevention. (2011).  Maternity Care Practices. Available from 

www.CDC.gov/breastfeeding/Maternitycarepractices. Poster August 4,2011 a nd accessed 9/15/2011.  This sheet starts w ith a definition 

section that says ñ maternity care practices related to breastfeeding take place during the intrapartum  hospital stay.  Some maternitiy care 

practices of interest are developing a written policy on breastfeeding, providing all staff with education and trainingé.Other maternity care 

practices differ in their effect on breastfeeding. Both the use of medications during labor and cesarean birth have been shown to have a 

negative effect on breastfeeding; however, providing continuous support during labor and maintaining skin-to-skin contact between mother 

and baby after birth have been demonstrated to have a positive effect on breastfeedingò pg. 1.   FT, PT, BF, Birth KC   Not on Charts 

9/18/2011.   SEE ALSO United States Dept. of Health and Human Services Centers for Disease Control Citation. 

 

 Centers for Disease Control and Prevention (2011a).  Breastfeeding Report Card-United States, 2011. Centers  

for Disease Control and Prevention National Immunization Survery, Provisional Data, 2008 births.  Retrieved from 

 http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm .  This report car relates that the report card is in its 5th year, 

and steady improvement in 3 and 6 month exclusive breastfeeding is seen. Less than 5% of US infants are born in Baby- 

Friendly Hospitals and the hospital period is critical for mother and babies to learn to breastfeeding and hospitals need to 

do more to support them.  Hospitals can participate in the Maternity Practices in Infant Nutritioin and Care (mPINC)  

survery, and use their results to improve maternity care practices.ò  All past performances on Breastfeeding report cards 

 can be accessed  http://www.cdc.gov/breastfeeding/data/reportcard.htm   The mPINC scores for each state are reported  

and it is this score that reflects the 2009 mPINC questions  which were : 1) skin to skin contact among vaginal births: 

 how many patients experience mother-infant skin to skin contact for at least 30 minutes within one hour of  

uncomplicated vaginal birth? (question changed from from óencouraged to holdô to óexperience skin-to-skinò).  mPINC  

scores ranged from 51(Mississippi)-81% (81% in Rhode Island and New Hampshire) across all states.  FT, BF,  

mPINC, Not on charts 10/27/2011 

 

  Centers for Disease Control and Prevention. (2011b). Vital Signs:  Hospital practices to support breastfeeding- United States, 

2007 and 2009.   Morbidity and Mortality Weekly Report, 60(30), 1020-1025.  ñChildhood obesity is a national epidemic in the US. 

Increasing the proportion of mothers who breastfeed is one important public health strategy for preventing childhood obesityò pg. 

1020.  However, few hospitals have model breastfeeding policies (14%), limit breastfeeding supplemental use (22%) or support mothers 

post-discharge (27%).   From 2007 to 2009, the percentage of hospitals with recommended practices covering at least nine of the 10 

indicators increased only slightly, from 2.4% to 3.5%.  Most US hospitals have policies and practices that do not conform to international 

recommendations for best practices in maternity care and interfere with mothersô abilities to breastfeed.  Hospitals providing maternity care 

should adopt evidence-based practices to support breastfeeding. Suboptimal breastfeeding in the US annually results in an estimated 2.2 

billion in additional direct medical costs (Bartick M, Reinhold A. 2010. The burden of suboptimal breastfeeding in the US:  a pediatric cost 

analysis.  Pediatrics 125, e1048-e1056). The number of BFH in US rose from 1.8% in 2007 to 4.5% in 2011 (CDC. Breastfeeding report 

card-US, 2011. Atlanta, GA:  US Dept. Health and Human Services. CDC; 2011 available at 

http://www.cdc.gov/breastfeeding/data/reportcard.htm Accessed 10/27/2011. FT, obesity, BF, BF cost, mPINC, post-discharge support 

for BF. Does not mention KC per se, but the CDC  considers birth KC an evidence-based breastfeeding support practice. Not on 

charts 10/27/2011 

 

 Centers for Disease Control and Prevention. (2013).  Strategies to Prevent Obesity and Other Chronic Diseases:  The CDC  Guide 

to Stategies to Support Breasfeeding Mothers and Babies. Atlanta, GA:  U.S Dept. of Health and Human Services; 2013 Sept. 4  Available 

http://www.cdc.gov/mpinc%207/5/2010
http://www.cdc.gov/mpinc
http://www.cdc.gov/breastfeeding/pdf/mpinc/maternity_care_practices.pdf
http://www.cdc.gov/breastfeeding/Maternitycarepractices.%20Poster%20August%204,2011
http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm
http://www.cdc.gov/breastfeeding/data/reportcard.htm
http://www.cdc.gov/breastfeeding/data/reportcard.htm
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for free from: http://www.cdc.gov/breastfeeding or by email: cdcinfo@cdc.gov, or write to: The CDC Guide to Strategies to Support 

Breastfeeding Mothers and BabiesCenters for Disease Control and Prevention, 1600 Clifton Rd.Atlanta, GA 30333, or call: 1-800-

CDC-INFO (1-800-232-4636); TTY: 1-888-232-6348. In Chapter 1 entitled Maternity Care Practices, on page 5 it states ñMaternity care 

practices that support breastfeeding include developing a written breastfeeding policy for the facility, providing all staff with 

education and training on breastfeeding, maintaining skin-to-skin contact between mother and baby after birth, encouraging early 

breastfeeding initiation, supporting cue-based feeding, supplementing with formula or water only when medically necessary, and 

ensuring postdischarge follow-up. ñ (cites Blomquist HK, Jonsbo F, Serenius F, Persson LA. Supplementary feeding in the maternity 

ward shortens the duration of breast feeding. Acta Paediatr. 1994;83(11):1122-1126; DiGirolamo A, Grummer Strawn L, Fein S. 

Effect of maternity-care practices on breastfeeding. Pediatrics. 2008;122(Suppl 2):S43-S49;  Kramer MS, Chalmers B, Hodnett ED, et 

al. Promotion of Breastfeeding Intervention Trial (PROBIT): a randomized trial in the Republic of Belarus. JAMA. 2001;285(4):413-

420;  Moore ER, Anderson GC, Bergman N. Early skin-to-skin contact for mothers and their healthy newborn infants. Cochrane 

Database Syst Rev. 2007(3):CD003519;  Rosenberg KD, Stull JD, Adler MR, Kasehagen LJ, Crivelli-Kovach A. Impact of hospital 

policies on breastfeeding outcomes. Breastfeed Med. 2008;3(2):110-116). The last paragraph on page 5 states: ñInfants whose first 

breastfeed is delayed because of being weighed, measured, and cleaned do not breastfeed as long as infants who are immediately put 

skin-to-skin with the mother or put to the breast within the first hour after birth.ò Cites (Moore ER, Anderson GC, Bergman N. Early 

skin-to-skin contact for mothers and their healthy newborn infants. Cochrane Database Syst Rev. 2007(3):CD003519. And Anderson 

GC, Moore E, Hepworth J, Bergman N. Early skin-to-skin contact for mothers and their healthy newborn infants. Birth. 

2003;30(3):206-207.)  On page 6 it states ñImmediate skin-to-skin contact between mother and infant has been associated with longer 

duration of breastfeeding cites 5,13, On page 9 right hand column it shows a mother and baby in skin-to-skin contact,andanother is on 

page 20 and another is on the cover of the whole report ï that is how important it is.  FT,PT, Recommendations,Guidelines, 

Implementation,Birth KC , BF. Not on Charts 10-1-2013 

 

 Cerezo MR, de Leon R., Gonzales BJV. (1992). Mother child early contact with ñthe mother kangarooò program and natural 

breast feeding. Rev Latino Amer Perinatol 12, 54-60. Randomized controlled trial of 61 infants in incubator and 51 infants in KC. Infants 

were observed during 3 month follow-up visits in NICU follow-up clinic. 78% of KC infants were exclusively BF (34% for controls) at 3 

months and no differences in morbidity, serum bilirubin/glucose, hematocrit, blood culture, other cultures, feeding methods during 

hospitalization, and increase in weight over the 30 days post discharge between groups.  Preterm, RCT, BF, Morbidity, Weight gain, 

infections, blood values. 

 

 Cesarotti, M. (2012).  Brighter tomorrows story contest winning entry.  From parent to NICU nurse.  NANN Central, 28(2), pg. 3.  

This is the memberôs newsletter of the National Association of Neonatal Nurses.   Ms. Cesarotti wrote in relating her experience as a 

mother of a 26 weeker several years ago ñAs parents we pushed the boundaries of our NICU 12 years ago when family-cnetered care was 

in its infancy.  We requested skin-to-skin ï then known as kangarooing-sometimes twice a shirt, demanded Isabel receive only breast milk, 

and participated in nearly all touch times.ò  Susieôs comment on 7/20/2012:  we are so removed from natural cargiving of our sick infants 

that we call the contact periods ñtouch timesò and why wasnôt she allowed 24/7 KMC and had to push for twice a day?  We still have a long 

way to go.  PT, informal case report, implementation (had to push the boundaries).  

 

 Chalmers B. (2009).  Commentary:  Sensitive publications and sensitive periods.  Birth 36(2), 113-114.  This is a commentary on 

Bystrova et al., 2009 (the one year interaction follow-up) and it says  that lack of intention-to-treat analysis is a detriment.  Page 113 states 

ñThis process (the care of infant under radiant warmer for almost a half  hour after birth) is a far cry from the immediate, noninterventionist, 

skin-to-skin, mother-infant contact following birth that is advocated by current evidence-based approaches.ò and  ñIn St. Petersburg, 

delaying suturing would have been ideal if the mother and infant had been allowed to be together from the moment of birthò (so mom 

would not bleed is what she needed to add but did not add tothis comment). On page 114 it states ñIn addition, circumstances in which the 

study can be replicated ï where immediate mother-infant contact after birth is not routine ï will (hopefully) be rare in years to come.ò  

Birth KC, commentary, Full -term, recommendation.  Separation. Not on charts yet. 

 

 Chalmers, B., & Levin, A. (2001).  Humane Perinatal Care.  Tallinn, Estonia:  TEA Publisher, Pp. 1-111.  A review of the book 

can be accessed from http://www.womenôshealthmatters.com.  Humane care can be given to infants by providing Kangaroo Care.  There 

are 11 steps in the Human Care Initiative for Infants. 

 

 Chalmers, B., OôBrien, B., & Boscoe, M. (2009). Chapter 2:  Labor and Birth. Section 26 Mother-infant 

 contact at birth. In Public Health Agency of Canada (Ed.)  What Mothers Say:  The Canadian Maternity Experiences  

Survey. Ottawa, 2009 .  Ottawa: Public Health Agency of Canada. (Pg. 157-184).  

 

Chalmers B, Mangiaterra V, Porter R., 2001.  WHO principles of perinatal care:  the essential antenatal, perinatal, and postpartum 

care course. Birth. 28(3), 202-207).  Breastfeeding within the first five minutes after birth is usually not appropriate and is not 

recommended.  Essential care of newborn, FT, guidelines, recommendations, Not on charts. 
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 Chalmers B, Porter R, Sherratt D, & Peat A. (1999).  Essential Antenatal, Perinatal and Postpartum Care Training Manual.  

Copenhagen:  WHO Regional Office for Europe, 1999.  This manual states that  babies should be placed with the baby in the KC position.  

Birth KC,  FT, Guidelines, newborn exam.  Not on charts yet 6/20/09 

 

 

 Chambers, M.B., Morrison, B., Ludington-Hoe, S.M. (2011).  Maternal perception of birthing center nurses support of first 

breastfeeding.  Presentation at 7th Annual Cleveland Clinic Nursing Research Conference Journey Forwawrd in Nursing Research.  May 6, 

2011 Cleveland Clinic Lyndhurst Campus.   A fullterm birth KC study conduced at Fairview Hospital in Cleveland in which nurses have 

for 4 years been starting birth KC within 1-2 minutes of birth and continuing until the first feeding at breast has been accomplished. Nurses 

were asked their perceptions of this practice.    GET RESULTS FROM BARB  

 

Chan G, Bergelson I, Smith ER, Skotnes T, Wall S. (2017-Dec). Barriers and enablers 

of kangaroo mother care implementation from a health systems perspective: a systematic review. Health Policy Plan.  32(10):1466-

1475. doi: 10.1093/heapol/czx098. Kangaroo Mother Care (KMC) is an evidence-based intervention that reduces neonatal morbidity 

and mortality. However, adoption among health systems has varied. Understanding the interaction between health system functions-

leadership, financing, healthcare workers (HCWs), technologies, information and research, and service delivery-and KMC is essential 

to understanding KMC adoption. We present a systematic review of the barriers and enablers of KMC implementation from the 

perspective of health systems, with a focus on HCWs and health facilities. Using the search terms 'kangaroo mother care', 'skin to skin 

(STS) care' and 'kangaroo care', we searched Embase, Scopus, Web of Science, Pubmed, and World Health Organization Regional 

Databases. Reports and hand searched references from publications were also included. Screening and data abstraction were 

conducted by two independent reviewers using standardized forms. A conceptual model to assess KMC adoption themes was 

developed using NVivo software. Our search strategy yielded 2875 studies. We included 86 studies with qualitative data on KMC 

implementation from the perspective of HCWs and/or facilities. Six themes emerged on barriers and enablers to KMC adoption: buy-

in and bonding; social support; time; medical concerns; training; and cultural norms. Analysis of interactions between HCWs and 

facilities yielded further barriers and enablers in the areas of training, communication, and support. HCWs and health facilities serve 

as two important adopters of Kangaroo Mother Care within a health system. The complex components of KMC lead to multifaceted 

barriers and enablers to integration, which inform facility, regional, and country-level recommendations for increasing adoption. 

Further research of methods to promote context-specific adoption of KMC at the health systems level is needed.  Rev, KC adoption, 

implementation, barriers, enablers, NOT ON CHARTS 

 

 

 Chan GJ et al., Sept. 2017. Something about barriers and enablers of kmC.  Health Poicy and Planning  GET THIS, non on pub 

med.  See also Carolyn Crist, Sept. 7, 2017 citation that follows 

 

Chan GJ, Valsangkar B, Kajeepeta S, Boundy EO, Wall S. (2016-June). What is kangaroo mother care? Systematic review of 

the literature. Journal of Global Health. 6(1):010701. doi: 10.7189/jogh.06.010701  Kangaroo mother care (KMC), often defined as 

skin-to-skin contact between a mother and her newborn, frequent or exclusive breastfeeding, and early discharge from the hospital has 

been ef.fective in reducing the risk of mortality among preterm and low birth weight infants. Research studies and program 

implementation of KMC have used various definitions.To describe the current definitions of KMC in various settings, analyze the 

presence or absence of KMC components in each definition, and present a core definition of KMC based on common components that 

are present in KMC literature. We conducted a systematic review and searched PubMed, Embase, Scopus, Web of Science, and the 

World Health Organization Regional Databases for studies with key words "kangaroo mother care", "kangaroo care" or "skin to skin 

care" from 1 January 1960 to 24 April 2014. Two independent reviewers screened articles and abstracted data. We screened 1035 

articles and reports; 299 contained data on KMC and neonatal outcomes or qualitative information on KMC implementation. Eighty-

eight of the studies (29%) did not define KMC. Two hundred and eleven studies (71%) included skin-to-skin contact (SSC) in their 

KMC definition, 49 (16%) included exclusive or nearly exclusive breastfeeding, 22 (7%) included early discharge criteria, and 36 

(12%) included follow-up after discharge. One hundred and sixty-seven studies (56%) described the duration of SSC.There exists 

significant heterogeneity in the definition of KMC. A large number of studies did not report definitions of KMC. Skin-to-skin contact 

is the core component of KMC, whereas components such as breastfeeding, early discharge, and follow-up care are context specific. 

To implement KMC effectively development of a global standardized definition of KMC is needed. Review, PT, definition of KMC, 

components of KMC.  New to biblio study, not on charts 6/2/2016. 

 

 

  Chan G.J., Labar, A.S., Wall, S. & Atun, R.  (2016-Feb). Kangaroo mother care: a systematic review of barriers and enablers. 

Bulletin of the World Health Organization, 94(2): 130ï141J.. doi:  10.2471/BLT.15.157818; PMCID: PMC4750435  Objective was to 

investigate factors influencing the adoption of kangaroo mother care in different contexts. We searched PubMed, Embase, Scopus, 

Web of Science and the World Health Organizationôs regional databases for studies on ñkangaroo mother careò or ñkangaroo careò or 

ñskin-to-skin careò from 1 January 1960 to 19 August 2015, without language restrictions. We included programmatic reports and 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Chan%20G%5BAuthor%5D&cauthor=true&cauthor_uid=28973515
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bergelson%20I%5BAuthor%5D&cauthor=true&cauthor_uid=28973515
https://www.ncbi.nlm.nih.gov/pubmed/?term=Smith%20ER%5BAuthor%5D&cauthor=true&cauthor_uid=28973515
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hand-searched references of published reviews and articles. Two independent reviewers screened articles and extracted data on carers, 

health system characteristics and contextual factors. We developed a conceptual model to analyse the integration of kangaroo mother 

care in health systems. We screened 2875 studies and included 112 studies that contained qualitative data on implementation.  

ñHowever, in spite of the evidence that KC could reduce deaths in preterm newborns, couintry-level adoption and 

implementation of kangaroo mother care has been limitied and global covereage remains low. Few studies have examined the 

reasons for the poor uptake of kangaroo mother care.ò (p. 130). Kangaroo mother care was applied in different ways in different 

contexts. Mothers used words like ñrelaxed, calm, happy, natural, instinctive and safe to describe the bonding process that mothers an 

fathers reported uring and after KMCò(pg. 131 & 133).  ñMothers observed thir newborns to sleeping longer during SSC; infants were 

described aa less anxious, more restful, more willing to breastfeed and happier than when in an incubatorò(pg. 133) ñHealth care 

workers had limited uptake of KMC due to a lack of belief in KMC and limited knowledge of KMC. Mothers reported lack of support 

from health care workers.ò(pg. 133)   For success of KMC, support from management and good communication among the staff were 

present (pg. 133). Paternal involvement played a large role in uptake of KMC. Within the maternity ward, peer support from other 

mothers through sharing their KMC experiences also helped promote acceptanceò(pg. 134). The studies show that there are several 

barriers  to implementing kangaroo mother care, including the need for time, social support, medical care and family acceptance. 

Barriers within health systems included organization, financing and service delivery. In the broad context, cultural norms 

influenced perceptions and the success of adoption.Kangaroo mother care is a complex intervention that is behaviour driven and 

includes multiple elements. Success of implementation requires high user engagement and stakeholder involvement.  To 

overcome the barriers, the authors recommend ñthe problem of low use of KMC due to stigma of preterm birth is 

compounded by a lack of KNOWLEDGE about KMC among parents, families, and health care workers. 1) Clear articulation 

of benefits of KMC formothers and for newborns, 2) creation of a community among parents, caregivers and health care 

workers, 3)engagement of fathers in childcare can help overcome the barriers to uptake of KMCò (p. 134). Collaboration 

among health care workers with shared goals and team commitments, partnering experienced nurses with inexperienced 

nurses can also help. Future research includes designing and testing models of specific interventions to improve uptake. Review, PT, 

FT. barriers, implementation, little being done, enablers, maternal feelings, paternal KC< qualitative data, cultural influences. 

New to Biblio study  NOT ON CHARTS 2/3/2016, paternal involvement 

 

  Chantry  C.J. (2005).  What should the lactation consultant know about the Academy of Breastfeeding Medicine breastfeeding 

management protocols?  Journal Human Lactation 21(1), 39-41.  Review of clinical scenario about taking fullterm infant from 

breastfeeding mom because dextrostick showed 37 mg/dl.  ñSeparation of mother and infant at birth to treat hypoglycemia with breast milk 

substitutes was less than optimal management.  Chemstrip of 37 mg/dL in an asymptomatic infant within the first 3 hours of birth is normal 

and does not require treatment per seò pg. 39.  Serum glucose is 10-15% higher than whole blood glucose on which the heel stick screening 

is performed. If serum glucose is <35(serum, not whole blood) or infant is symptomatic is to offer breastfeeding and providing formula 

only if the infant will not breastfeedò (pg. 39). The separation of mother and baby is inappropriate because skin-to-skin contact 

immediately after birth in a stable infant is the recommended routine in part because it actually is more likely to result in 

euglycemia! Skin to skin contact assists with maintenance of normal body temperature and reducing energy expenditure, concomitantly 

stimulating suckling and milk production. Breastfed term infants have lower concentrations of blood glucose but higher concentrations of 

ketone bodies than formula-fed infants.  Increased ketone bodies appear to be a normal adaptation to the low nutrient intake that occurs 

during the establishment of breastfeeding.  Suggested thresholds for glucose levels at which to intervene may not apply to breastfed infants 

who may tolerate lower plasma glucose levels without any significant clinical manifestations or sequelae.  These recommendations are 

grade A recommendations based on standards of US Preventive Services Task Force and those of the Academy of Breastfeeding Medicine. 

Fullterm, birth KC, breastfeeding, guidelines, evidence-based practice, hypoglycemia, separation 

 

 Chaparro, C.M., & Lutter, C.K.  (2007).  Beyond survival:  Integrated delivery care practices dor long term maternal and infant 

nutrition, health, and  development. Washington, DC:  Pan American Health Organization, 2007.  This is a review and guideline that says 

that it is absolutely essential that delayed cord clamping, immediate KC, and  initiation of breastfeeding within first hour of birth be 

integrated with one another and  included as standard delivery care practices.  This is same as Lutter and Chaparo publication that follows 

under Lutter.  Guideline, review, Birth KC, BF and delayed  cord clamping.  Not on charts yet 

 

 Chaparro, C.M. & Lutter, C.K. (2009).  Incorporating nutrition into delivery care:  delivery care practices that affect child 

nutrition and maternal health.  Maternal and Child Nutrition, 5, 322-333.  Delayed umbilical cord clamping, early skin-to-skin contact and 

early initiation of exclusive breastfeeding are three simple and inexpensive  delivery care practices which have the potential to improve 

short-term and long-term nutrition and health outcomes in mothers and infants.  Delayed cord clamping has benefits to preterms (prevents 

IVH and  hematological status, and in full terms (improves iron status through 6 months of age.  Early skin-to-skin  contact, in addition to 

regulating temperature, improves breastfeeding behaviors, which has important implications for long-term infants nutrition and health.   But 

these three practices are not common in many delivery sertings, so the manuscript presents discussion of immediate and long-term health 

and nutrition  benefits and identifies policy and programme changes needed for integration and implementation of these practices into 

standard delivery care.  Review,FT,  delayed cord clamping, Birth KC, Breastfeeding. Not on charts 10/29/2011. 
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 Charpak, N. (2007). Kangaroo Babies. (English version of Colombian document). London:  SpPublications.  Available through 

www.amazon.com.   Review of KMC for consumers and an introduction for health professionals. PT, Review 

 

 Charpak N, de Calume ZF, & Hamel A.  (1999).   O metodo mai-canguru- pais e familiars dos bebes prematuros podem substituir 

as incubadoras.  Rio de Janeiro: McGraw-Hill.PT 

 

 Charpak N, de Calume, ZF, &  Ruiz JG. (2000). ñThe Bogota Declaration on kangaroo mother care.ò Conclusions of the second 

international workshop on the method.  Second International Workshop of Kangaroo Mother Care. Acta Paediatrica 89 (9): 1137-1140.  

The declaration that was adopted by all attendees wasòKangaroo mother care is a basic right of the newborn and should be an integral part 

of the low birth weight and full term newbornôs care, in all settings, in all levels of care, and in all countriesò  (pg. 1140)  Bogota 

Declaration, PT, INK, FT  

 

Charpak N, de la Hoz AM, Villegas J, Gil Stat F.(2016-Feb). Discriminant ability of the Infant Neurological International 

Battery (INFANIB) as a screening tool for the neurological follow up of high-risk infants in Colombia. Acta Paediatr. 105,ppe195-

e199. doi: 10.1111/apa.13377. The aim of this study was to assess the discriminative ability of the Infant Neurological International 

Battery (INFANIB), applied at three, six and nine months of corrected age (CA), on neurological outcomes at one year of CA to 

infants who were getting KC for one year post birth and being treated in the KMC Programme of follow-up visit in the KMC 

clinic,which is where the Griffiths and INFANIB tests were administered at 3, 6, 9, and 12 months corrected age. An observational 

analytic study was conducted on a cohort of 5,857 infants, followed up to one year of CA in a Kangaroo mother care programme from 

1993-2010 in Bogotá, Colombia. Infants were included if they had two complete INFANIB results at three or six or nine months of 

CA and at 12 months of CA, including the Griffiths Scale. The outcome was defined as the presence of a neurological abnormality, as 

evidenced by the results of both the INFANIB and Griffiths Scale.The sensitivity of the INFANIB at three months was 62.2% and 

specificity was 76.1%, with a receiver operating characteristic (ROC) area of 0.69. At six months the results were 77.5% for 

sensitivity and 74.4% for specificity (ROC 0.76) and at nine months they were 77.2% for sensitivity and 91.1% for specificity (ROC 

0.84).The INFANIB was an appropriate neurological screening test with regard to determining which Colombian infants would 

benefit from a timely intervention for neuromotor disorders because any abnormal or transient result was then sent to early 

intervention.  But, overall, the INFANIB is apparently unable to fully discriminate between subjects with a normal and abnormal 

neurodevelopmental status at l year corrected age (Pg. e198). On page e197 in Table 3 it presents outcomes for the KC infants at one 

year: normal results in both tests = 5601/5857 (95.6%); infants with abnormal result in the neurological exam = 256/5857 (4.4%); 

abnormal result in both tests = 45/256 (17.6%); Abnormal and transient result = 56/256 (21.9%); Griffith abnormal and INFANIB 

normal = 50/256 (19.5%); Griffiths normal and INFANIB abnormal = 9/256 (3.5%); transient result INFANIB and Griffiths normal = 

96/256 (37.5%).  PT, descriptive evaluation, dev, properties of new tool. Motor dev. Not on charts 3/3/2016/  new to Biblio study   

 

 Charpak, N., & Figueroa, Z. (1996).  La Methode Kangourou.  Edit:  ESF, Paris, France. (French) Available through 

herchar5@colomsat.net.co PT 

 

 Charpak, N., & Figueroa, Z. (1997).  El Metodo Canguro.  Edit:  Interamericana. McGraw Hill, Bogota. (Spanish).  Avai. Thru 

herchar5@colomsat.net.co, PT 

 

 Charpak, N., & Figueroa de Calume, Z. (1998).  O Metodo Mae-Canguru. Edit: Interamericana McGraw Hill, Bogota, 

(Portugese).  Avail thru herchar5@colomsat.net.co, PT 

 

 Charpak N, & Figueroa, Z. (2006).  Mortality and morbidity in a cohort of low birth weight infants under kangaroo mother care 

(KMC):  quality of care and KMC practical guidelines.  Available from KMC foundation. Not published elsewhere.. This sounds very 

much like Charpak, Ruiz-Pelaez Figueroa, Kangaroo Research Team, 2006 publication that follows.  An evidence-based quality assessment 

in one cohort of LBW infants (N =2773 eligible infants) at one hospital from 2002 to 2005.  KMC was defined as continuous skin-to-skin 

contact, exclusive breastfeeding whenever possible, and early discharge with close follow-up.  Compliance with KMC components was 

measured.  Mean GA = 33 weeks, mean BW =1719 g, entry age into KMC =21 days, entry weight = 1814 g.  Lost to one year follow-up 

=9.3%, cumulative mortality was 0.5% up to term age and 1.6% at one year corrected age. 20% readmitted for problems, exclusive BF was 

61% at term age, 25% still BF at one year. At term age weight = 2750 gm, length = 46 cm, head circumference = 34.5 cm, and at one year 

corrected age weight = 8460g (KC infants did gain weight), length =71.5 gm, head circumference =45.5 cm, 5%  some degree of 

psychomotor delay and 2.5% had cerebral palsy.  Compliance with KMC was high, results were good.Slight but nonsignificant decrease in 

mortality.  Guideline is that close monitoring of compliance and frequent feedback to clinical site may explain success of program.  

Descriptive, implementation, motor development, mental development, head circumference, exclusive BF, BF duration, cerebral 

palsy, readmission, weight, length, quality of care, mortality, morbidity, guidelines, definition of KMC, 1-yr fol low-up, home KC, 

third world, 24 hr/day KC , PT     NOT ON CHARTS YET, 
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 Charpak, N., Figueroa, Z., Hamel. A. (1997).  El Metodo Canguro. Padres y Familiares de ninos prematuros pueden reemplazar 

las incubadoras. McGraw-Hill, Bogota, Colombia. 

 

 Charpak N, Figueroa de Calume, Z., Hamel A., Medina C, Y., & Cifuentes C, Y. (1997). El Metodo Canguro, Santafe de Bogota: 

McGraw Hill Interamericana S.A., ISBN:958-600-753-7.  Available from McGraw Hill Interamericana S.A., Avenida de las Americas, 46-

41. Santa Fe de Bogota, D.C., Colombia.  This book explains the method as practiced in Bogota and other places in South America. PT 

 

 Charpak, N., Figueroa de Calume, Z., & Ruiz, J.G. (1998). Kangaroo mother care. The Lancet,351; March 21,1998, p.914-

915.[letter, comment] PT 

 

Charpak N1, Montealegre-Pomar A. (2015-July). [Quality of clinical and neurologic monitoring in a cohort of extremely 

premature infants, 2002-2012]. Rev Salud Publica (Bogota).17(4):500-513. doi: 10.15446/rsap.v17n4.53273.(Spanish).   Objective  

was to explore the clinical course of a cohort of newborns <1000 gr or <29 weeks of gestational age at birth after discharge from the 

Kangaroo Mother Care Program (KMC). Telephone surveys with parents of a cohort of 569 premature babies treated in 3 KMC 

programs between 2002 and 2012. The study contacted 65.4 % of the cohort, averaging 4 years old. 34 patients (6 %) passed away, 

65 % during the first 6 months of life. 63 % were re-hospitalized, 32 % presented antecedents of intraventricular hemorrhage, 30 % 

had chronic lung disease, 5.2 % had cerebral palsy or mental retardation, and 2.7 % had convulsions. 72 % were monitored by a 

pediatrician, 65 % needed physical therapy, and 39 % needed speech therapy. 7 % repeated years in school and 9% of those over 4 

years old had not begun to write. 4 % of those who could write had difficulties. 81 % of those over 6 years old had difficulties 

dressing themselves; 55 % did not practice sports. Extremely premature or low birth weight premature babies have a higher level of 

respiratory and neurological consequences that affect their quality of life and that of their family. It is important to strictly monitor 

their health after 12 months in order to promptly detect and manage neuro-psychomotor and sensorial development disorders. PT, 

descriptive evaluative study,  4 year development,  not on charts 

 

 Charpak N, & Ruiz, JG (2007).  Systematic Review of Kangaroo Mother Care for Evidence-Based Clinical Practice Guidelines.  

Bogota: Foundation Kangaroo Mother Care. PT Systematic Review 

 

 Charpak N, & Ruiz JG. (2007).  Breast milk composition in a cohort of pre-term infantsô mothers followed in an ambulatory 

programme in Colombia.  Acta Paediatrica 96(12), 1755-1759.  Descriptive study of 113 moms in ambulatory 24/7 KMC program who 

delivered ñhealthyò preterms who were appropriate for gestational age. Moms got intense BF instruction before discharge.  Samples of 

hindmilk and foremilk upon entry into KMC and weekly thereafter until term . Protein concentration varied inversely with postconceptual 

age and postnatal age.  Fat concentration was higher in hind milk than foremilk in samples of the same feed.  Lactose increased steadily 

with PCA. Calcium/phosphorus ratios were stable, approximate 2:1 and similar in samples of different PCA and postnatal age.  Mineral 

concentration is inadequate for preterm infants.  Protein concentration decreases steadily to mature milk levels by 3rd week postnatal age, 

regardless of birth gestational age.  Thus, for 3rd week onward, infants 32 weeks and less need protein fortifier.  Feeding hind milk increases 

caloric density and fat intake (see Ann Johnsonôs study of 20 mins of KC holding brings hind milk up first for the feeding). Preterm, 

descriptive, Breastfeeding, milk composition. 

 

 Charpak, N., & Ruiz, J.G. (2011).  Kangaroo Mother Care:  Past, Present and Future.   Current Womenôs Health Reviews, 7(3), 

227-231. No doi.               PT 

 

 Charpak, N., & Ruiz, J.G. (2011).  Kangaroo mother care, concepts, definitions, and praxis:  What elements are applicable in what 

settings, in which local circumstances?  Current Womenôs Health Reviews, 7(3), 232-242.    PT 

 

Charpak N, Ruiz JG. (2016-Oct). The Kangaroo Mother Care Method: From scientific evidence generated in Colombia to 

worldwide practice. J Clin Epidemiol. pii: S0895-4356(16)30549-2. doi: 10.1016/j.jclinepi.2016.05.019. [Epub ahead of 

print]Kangaroo Mother Care (KMC) is a human-based care intervention devised to complement neonatal care for low birth weight and 

premature infants. Kangaroo position (skin-to-skin contact on the mother's chest) offers thermal regulation, physiological stability, 

appropriate stimulation and enhances bonding and breastfeeding. Kangaroo nutrition is based on breastfeeding and kangaroo discharge 

policy relies on family empowerment and early discharge in kangaroo position with close ambulatory follow-up. We describe how the 

evidence has been developed, and how it has been put into practice by means of direct preterm infants care and dissemination of the 

method, including training of KMC excellence centers in many countries not only in Latin America but worldwide.PT, Review, GET 

this 

 

Charpak N & Ruiz JG. (2017-june). Latin American Clinical Epidemiology Network Series ï Paper 9: The Kangaroo Mother 

Care Method:  from scientific evidene generated in Colombia to worldwide practice. J. Clin Epidemiol 86: 125-128. doi: 

10.1016/j.jclinepi.2016.05.019. Epub 2016 Oct 17.Kangaroo Mother Care (KMC) is a human-based care intervention devised to 

complement neonatal care for low birth weight and premature infants. Kangaroo position (skin-to-skin contact on the mother's chest) 
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offers thermal regulation, physiological stability, appropriate stimulation, and enhances bonding and breastfeeding. Kangaroo nutrition 

is based on breastfeeding, and kangaroo discharge policy relies on family empowerment and early discharge in kangaroo position with 

close ambulatory follow-up. We describe how the evidence has been developed and how it has been put into practice by means of 

direct preterm infants care and dissemination of the method, including training of KMC excellence centers in many countries not only 

in Latin America but worldwide. PT, Review, Excellencce Centers, Not on Charts 

 

Charpak N, Ruiz JG, &  Figueroa de Calume Z. (2001).  What is the issue when discharging ñpremiesò:  early discharge from 

hospital or early integration with the family?  Acta Paediatrica Oct. 90(10), 1105-1106.PT GET THIS 

 Charpak N, Ruiz JG, Figueroa de Calume Z., & Charpak, Y. (2001). A randomized controlled trial of kangaroo mother care:  

Results of follow-up at 1 year of corrected age. Pediatrics, 108(5), 1072-1079. Doi: 108/5/1072[pii] To assess the effectiveness and safety 

of Kangaroo Mother Care (KMC) for infants of low birth weight an open, randomized, controlled trial of a Colombian social security 

referral hospital was conducted. A total of 1084 consecutive infants who were born at </=2000 g were followed, and 746 newborns 

were randomized when eligible for minimal care, with 382 to KMC and 364 to "traditional" care. Information on vital status was 

available for 693 infants (93%) at 12 months of corrected age. KMC consisted of skin-to-skin contact on the mother's chest 24 

hours/day, nearly exclusive breastfeeding, and early discharge, with close ambulatory monitoring. Control infants remained in 

incubators until the usual discharge criteria were met. Both groups were followed at term and at 3, 6, 9, and 12 months of corrected 

age. The main outcomes measured were morbidity, mortality, growth, development, breastfeeding, hospital stay, and 

sequelae.Baseline variables were evenly distributed, except for weight at recruitment (KMC: 1678 g; control participants: 1713 g). 

The risk for death was lower among infants who were given KMC, although the difference was not significant (KMC: 11 [3.1%] of 

339; control participants: 19 [5.5%] of 324; relative risk: 0.57; 95% confidence interval: 0.17-1.18). The growth index of head 

circumference was statistically significantly greater in the group given KMC, but the developmental indices of the 2 groups were 

similar . Infants who weighed </=1500 g at birth and were given KMC spent less time in the hospital than those who were given 

standard care. The number of infections was similar in the 2 groups, but the severity was less among infants who received KMC. 

More of these infants were breastfed until 3 months of corrected age.These results support earlier findings of the beneficial effects 

of KMC on mortality and growth. Use of this technique would humanize the practice of neonatology, promote breastfeeding, and 

shorten the neonatal hospital stay without compromising survival, growth, or development. PT, RCT, 24/7 KMC, morbidity, 

mortality, head circumference, development, breasteeding, infections, length of stay LOS,  Not on Charts 

Charpak N1, Ruiz JG, Motta S. (212-Jan-Feb). [The clinical course and one year forcast for a cohort of premature infants who 

were discharged with home oxygen in Bogota, Colombia]. Rev Salud Publica (Bogota). 2012 Jan-Feb;14(1):102-15.Documenting the 

clinical course and forecast for a concurrent cohort of discharged preterm infants who received home oxygen in Bogota, 

Colombia.This was a prospective study of a concurrent cohort of 194 newborn infants having 34 weeks gestational age (GA) or less at 

birth who were born in 12 institutions and followed up for one year of corrected age to assess mortality, morbidity, growth and 

development.Oxygen dependency was mild in 49 infants (25.3 %) and moderate-severe in 145 of them (74.7 %). There were 3 deaths; 

vital status was known in 169 infants at 40 weeks GA (87.1 %) and 103 (53%) at 1 year. Breast feeding at term was successful in 147 

(75.8 %) infants. Growth indices at one year were appropriate (8,991 g weight, 73 cm height and 46.2 cm head circumference) 74.1 % 

of the cohort were still receiving home oxygen at 40 weeks and and 22.7 % at 3 months and oxygen was discontinued on average on 

postnatal day 109. 56.8 % of the cohort were readmitted to hospital at least once, 47% of them because of respiratory conditions. Only 

71 % had ophthalmological screening and retinopathy of prematurity (ROP) was detected in 38 % of cases (4 severe cases: 3 laser 

surgery and 1 blind infant). Neuro-psychomotor and sensorial screening tests were only performed on 19 % of the infanys.More than 

60 % of newborn infants discharged with home oxygen lacked structured follow-up. Oxygen-dependancy in infants is complex; our 

data suggested that there is plenty of room for improvement in Bogotá in that respect.  NoT ON  Charts 

 

 Charpak N, Ruiz JG, Zupan J, Cattaneo A, Figueroa Z, Tessier R, Christo M, Anderson G, Ludington S, Mendoza S., 

Mokhachane M, & Worku B .(2005). Kangaroo Mother Care: 25 years later.  Acta Paediatrica 94 or 84?(5), 514-522.  

Doi:10.1080/080352505100027381.  A review of methods and types of programs of KMC as well as a summary of physiologic, 

breastfeeding, bonding, maternal behavior/stress, infant development outcomes.This contains summary reviews of outcomes and 

emphasizes practice guidelines and outcomes for implementing KMC in a variety of levels of neonatal care and in low-middle- and high 

income countries. Defines KMC as continuous skin to skin contact between mother and infant, exclusive breastfeeding, and early home 

discharge in the Kangaroo position (514).  Pg. 515 says KMC is not ñalternative medicineò, but a scientifically sound intervention. Clinical 

dilemma of asking mom to hold in KMC her dying infant has to be resolved, and we should avoid emergence of suboptimal quality (what 

does this mean?  Duration, frequency? Without monitoring? With a stressed vs relaxed mom?), and KC should not be taken to community 

level before introduced properly for care of stable infants in hospital (what is proper introduction? And why not?) Paper reviews the KMC 

position, KMC nutrition, and discharge/follow-up policies and outcomes of KMC research.  KC position is strictly upright, start at birth and 

ASAP in NICU, avoid separation (515).  Continuous KC is for minimal care incubator infants; intermittent KC (ideally 2 hr or more) 
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should begin before feeding,  Review, community, continuous KC,  end-of life KC, position, birth KC, alternative medicine, 

guidelines, temperature, implementation.  
 

 Charpak N,& Ruiz-Pelaez JG. (2006). Resistance to kangaroo mother care implementation in developing countries: proposed 

solutions.   Acta Paediatrica 95(5), 529-534. Between 1994 and 2004, 44 teams were sent to 25 developing countries to initiate KMC and 

some were not successful.  17 open-ended questions were answered by 15 coordinators at successful sites and by 15 coordinators at 

unsuccessful sites.  The early discharge component with ambulatory follow-up was the most difficult component to implement and other 

barriers were difficulties arising from health professionals, mothers and families that reflected local cultural practices. Solutions are active 

surveillance for sources of resistance and identification of obstacles and practice solutions.  Descriptive, qualitative comparison, 

barriers, resistance to KMC, BF, early discharge, PT implementation, third world, 24hr/day KC.  NOT ON CHARTS YET  

 

 Charpak, N., Ruiz-Pelaez, J.G., & Charpak, Y. (1994). Rey-Martinez Kangaroo mother program:  An alternative way of caring for 

low birth weight infants?  One year mortality in a two cohort study. Pediatrics, 94(6 Pt1), 804-810.  Infants < 2000 grm birthweight 

observed in two hospitals, one that gave KMC 24/7 once stable (abour 32-34 wk and until 37-38 wks when KC not tolerated) and the other 
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