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Foreword

Each year, thousands of women, newborn and children die from preventable causes of death as a
result of poor or lack of health care services. With an estimated population of about 200 million
peopl e, Ni geri ads Maternal Mortality Ratio of
38 per 1000 live birthsand Under-f i ve Mortal ity Rate of 132 per
to survive and thrive in the neonatal period and through infancy is strongly influenced by the birth
weight. Low birth weight is the most important contributing factor to neo natal morbidity and

mortality.

Preterm births and intra -uterine growth retardation lead to low birth weight (LBW), and are
contributors to neonatal deaths. An estimated 31% of annual neonatal deaths are due to
complications of preterm birth/low birth weig hts. Low birth weight newborns are four times more
likely to die from common childhood diseases in the first year of life, than full term newborns.

Kangaroo Mother Care (KMC) is an evidence based simple, costeffective way of caring for low birth
weight i nfants. The concept has been adapted and integrated into Maternal, Newborn and Child
Health guidelines and training modules in Nigeria. The Federal Ministry of Health (FMoH) and
United States Agency for International Development & Maternal and Child Surviv al Program
(USAID-MCSP) facility assessment of care of small newborns in Nigeria has observed that only few
facilities have established functional KMC centres with capable frontline health workers to provide
service. The development of KMC Operational guid eline was therefore recommended to address the
gaps observed during the facility assessment of care of small newborns.

This guideline will assist programme and health facility managers to establish KMC units across the
country. It will also give a clear idea to service providers on what exactly KMC is and how KMC
techniques can be implemented when caring for low birth weight infants and help in reducing
neonatal mortality. To ensure standardization, harmonization and smooth implementation of KMC
policies and practices in Nigeria, | therefore call on all stakeholders to adhere strictly to the Kangaroo
Mother Care Operational Guideline.
& J—
VT e
Dr Osagie Ehanire, MD, FWACS
Honourable Minister
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Defln ition of terms

Birth weight: This is the fir st weight of the newborn obtained after birth.

Normal weight newborns: are newborns with a weight of 2500g and above at birth.

Low birth weight (LBW) is defined as weight less than 2500 grams at birth regardless of the
gestational age which can be a consequence of preterm birth or due to small size for gestational
age or both.

LBW babies may also be categorized as:

Very LBW: birth weight of less than 1500 grams.

Extremely LBW: birth weight of less than 1000 grams.

Preterm Birth (PTB): is a baby born before 37 completed weeks of gestation counting from the
first day of the mother's menstrual period.

Extremely preterm: less than 28 weeks gestational age.

Very preterm newborns: born from 28weeks to less than 32 completed weeks.

Late to moderate preterm: Born at 32weeks to less than 37 weeks (majority of PTBs are in this
category).

Neonatal period: This refers to the first 0-28 days of life of any baby.

Stable baby: is a newborn baby whose vital functions (breathing and circulation) do not require
continuous medical support and monitoring, and are not subject to rapid and unexpected
deterioration.

Small baby: Is a baby who is born preterm and/or baby with a low birth weight.

Small for gestational age newborn: Are newborns with a birth weight less than the 10th centile
for his or her gestational age. Many of these babies are term (ie 37 weeks gestational age and
above) but are small due to insufficiency while in the womb.

Hypothermia: body temperature (axillary) below 36.5 C.

Intrauterine growth restriction (IUGR):  impaired growth of the foetus in utero due to foetal
disorders, maternal conditions or placental insufficiency .

Foremilk: the milk that comes from the breast at the beginning of a feed.

Hind milk: breast milk at the end of a feed. The hind milk contains more fat than the foremilk

and has a higher calorie density.

viii






CHAPTER 1: INTRODUCTION

Kangaroo Mother Care (KMC) is defined as 'early, prolonged and continuous (as allowed by
circumstances) skin-to-skin contact between a mother (or substitute for the mother) and her
preterm/low birthweight infant (LBW), both in hospital and afte r early discharge (depending
on circumstances), until at least the 40th week of postnatal gestational age, ideally with
exclusive breastfeeding and appropriate follow -up.'(Cochrane reviews 2011)

Kangaroo Mother Care is conceptualized as a total health-care strategy, which is applied within
a supportive environment where the mother of a LBW or premature small newborn is
supported by health care workers and family members both in the health care facility and in
the community once they are at home.

KMC should not be confused with routine skin -to-skin care (SSC) at birth. World Health
Organization (WHO) recommends skin -to-skin care immediately after delivery (for 1 -2hours)
for every newborn, irrespective of the birth weight to ensure warmth, and early initiat ion of
breastfeeding in the delivery room. KMC is meant for stable preterm /LBW infants and denotes
a sustained, prolonged-duration skin -to-skin contact.

KMC intervention, when properly delivered, could reduce the risk of hypothermia by 66
percent, sepsisand hospital-acquired infections by 45 per cent, and overall neonatal mortality
by 37 per cent.(Cochrane reviews 2011)

This document provides guidance to managers and health workers at all levels on making KMC
the standard of care for all stable preterm and small newborn infants.

Key features of KMC are:
KMC Position: Early, continuous and prolonged skin -to-skin contact between the mother and
the baby day and night.
KMC Feeding: With early exclusive breastfeeding usually.
KMC Support: Mothers and family require adequate support at the health facility and at home.
KMC Discharge: Practice of KMC allows for early discharge of the mother and the baby to
continue care at home.
KMC Follow -up: Appropriate follow -up is recommended after they are discharged home.

1.1: Burden of preterms and low birth weights

Newborn deaths currently account for approximately 32% of all deaths of children under -five
years of age in Nigeria (NIENAP 2016).

Preterms/LBW (low birth weights) who are born too small, contr ibute significantly to the
burden of neonatal morbidity and mortality. Thus, it is a major prerequisite to reduce newborn
deaths in order to achieve a remarkable reduction in under -five mortality.

Of the estimated seven million babies born in Nigeria every year, a total of 267,000 newborns,
i.e 7 per cent of the global burden, still die each year within the first month of life. (FMOH:
NIiENAP 2016; Call to action 2014).

In Nigeria, about 700 newborns die every day, the highest number in Africa, and the second
globally. The three major causes of these deaths are complications due to prematurity (31%),
intrapartum related deaths including asphyxia (31%), and infections (27%) (Sepsis (16%),
Pneumonia (7%), Diarrhoea(1%) and Tetanus(3%). (FMOH: NIENAP 2016).
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Birth weight is a significant determinant of newborn survival. Preterm births and babies who
are born too small (low birth weight) with complications are the leading direct cause of 35% of
the world's 2.9 million neonatal deaths. Nigeria ranks 3rd among the cou ntries with the highest
number of preterm births globally with an annual preterm birth of about 773,600 (Blencow et al
2012).

The majority of cases of premature labour happen with no identi fiable risk or cause making
prevention dif ficult. However, some causes such as maternal diseases including infections,
diabetes or hypertension can be identified and treated during antenatal care visits.

One of the main reasons why low birth weight (preterm or growth restricted) newborns are at
greater risk of illness and death is because they lack the ability to control their body temperature
and therefore get cold very quickly. This poses a major challenge, as a cold newborn stop feeding
and is more susceptible to infections.

Prolonged skin-to-skin contact between the mother and her small newborn (preterm/ LBW)
provides effective thermal control with a reduced risk of hypothermia, facilitating breastfeeding,
and offers noticeable advantages to the baby and mother.
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Figure 1: Causes ohewborn and under-five mortality in Nigeria (NIENAP, 2016)
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Data source: WHO and Maternal and Child Epidemiology Estimation Group (MCEE) 2015 data.unicef.org

Preterm /low birth weight (born too small), intrapartum  -related complications
and infections remain the leading causes of newborn deaths in Nigeria.

1.2:Thermal care for preterms/ low birth weights

1 Temperature control or thermoregulation in the neonate is a critical physiological function
that is strongly influenced by physical immaturity, extent of illness and environmental
factors. To help these babies sirvive outside of the womb, they are placed in an incubator,
where available. The incubator environment should be kept clean according to standard
aseptic procedures and at regulated temperature and humidity.

1 However, challenges of incubator use include Ilimited availability, inadequate
cleaning/decontamination, frequent breakdowns, irregular maintenance, erratic power
supply, non -availability of spare parts and lack of trained maintenance personnel. These
further limit the number of available functional in cubators.

1 Furthermore, incubator care largely excludes the participation of the mother, leading to
decreased breastfeeding, reduced maternalnewborn bonding with the attendant risk of
abandonment and child abuse.

1 KMC aims at bridging these challenges and gaps.

1 Other means of keeping the baby warm include:

o Radiant Warmer.
o Open air crib with extra clothings/coverings, or with warmers underneath.

9 Itis noteworthy that skin to skin care position (SSC) has been recommended for keeping sick
term newborns warm; and for transportation of all small and sick babies especially during
referrals.
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1.3: History of Kangaroo Mother Care

Kangaroo Mother Care is a simple, costeffective method of caring for newborns, initiated
by a team of paediatricians led by Drs Rey and Martinez, from the Maternal and Child
Health Institute (Instituto Materno Infantil (IMI)) in Bogota, Colombia, in 1978, as a method
of ambulatory care for preterm/low birth weights. (Charpak et al 1994).

The aim was to provide thermal care for small LBW newborns as an alternative to inadequate
and insufficient incubators. KMC was initially launched to address over -crowding and
cross-infection.

KMC is conceptualized around the kangaroo animal which is found mostly
in Australi a. The mother Kangaroo naturally delivers its newborn called
"joey" prematurely. This premature, baby kangaroo then crawls into the
pouch of her mother, where it gets warmth and exclusive breast feeding for
about 4-5 weeks, till it is mature enough to surv ive.

1.4: Benefits of Kangaroo Mother Care

1 KMC is currently viewed as the highest impact intervention in the
care of the LBW infants together with antenatal corticosteroids, and it is highly feasible
to scale up in low-resource settings. (Lawn et al2010).

1 Almost three decades of implementation and research have made it clear that KMC is
more than an alternative to incubator care. It can prevent up to half of all deaths in
infants weighing <2000g (Lawn et al2010).

1 Furthermore, KMC can be integrated with o ther supportive care as needed, and
emphasizes the important central role of the mother in the survival and well -being of her
baby. KMC is an intervention that benefits everybody . It provides enormous advantages

to the baby, mother and entire family, and t o the health system generally.
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1.4: Benefits of Kangaroo Mother Care

1 KMC is currently viewed as the highest impact intervention in the
care of the LBW infants together with antenatal corticosteroids, and it is highly feasible
to scale up in low-resource settings. (Lawn et al2010).

1 Almost three decades of implementation and research have made it clear that KMC is
more than an alternative to incubator care. It can prevent up to half of all deaths in
infants weighing <2000g (Lawn et al2010).

1 Furthermore, KMC can be integrated with other supportive care as needed, and
emphasizes the important central role of the mother in the survival and well -being of her
baby. KMC is an intervention that benefits everybody . It provides enormous advantages

to the baby, mother and entire family, and to the health system generally.

1.4.1: Benefits to the Baby
KMC:
T Stabilizes the babyds temperature and the bat
and reducing cold stress.
9 Provides ready access to the breasthereby promoting and improving breastfeeding.
Provides optimal infant growth and development,
1 Has been found to reduce the frequency of infections including hospital acquired
infections.
T Keeps the babyds heart and br beartbdai bregthimgat es st
and voice help to stimulate the newborn, and helps to prevent apnoea.
1 Keeps oxygenation, oxygen consumption and blood glucose levels equal to or better
than infants receiving incubator care.
Mai ntains babyds sleep patterns.
Reduces stress, which results in less crying.
Promotes higher rate of daily weight gain, increase in length and head circumference.
Promotes better long term neurological/behavioural development and better
intelligence quotient.
1 Reduces readmission rates.

=

=A =4 =4 =2

1.4.2: Benefits to the Mother and Family

KMC:
1 Enhances parental emotional and psychological wellbeing
1 Promotes strong maternal emotional bonding with her baby.
T I'ncreases mot her 6s mi | k pnore tkele toierclusivedyn d ma k €
breastfeed her baby.
Enhances motherdés confidence in handling her

Reduces the chances of maternal rejection and child abuse.
Reduces length of hospital stay.
Reduces cost of hospitalization.

=A =4 = =2
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1 Improves family bonding as the father and other relatives can be involved in
providing KMC.
1.4.3: Benefits to the Health System
KMC:

w Leads to shorter hospital stay and reduces bed occupancy rate.

w Lowers capital investment and recurrent costs.

w Involves mother and family thereby leaving staff free to provide other medical and nursing
care.

w Leads to overall greater work output by the workforce.

w Provides opportunity for new mothers to be mentored by the more experienced ones.

w Generally reduces overall neonatal morbidity and mortality.

1.5: Types of KMC

Kangaroo Mother Care is conceptualized as a total health-care strategy, which is applied within
a supportive environment where the mother of a LBW or premature newborn is supported by
health care workers and family members both in the health care facility and in the community
once they are at home.

KMC can take place both in hospital and at home, and is usually continued until the baby reaches
at least 2,500 grams in weight (or post conceptional gestational age of 40 weeks).

1. Hospital/Facility Based KMC
This type of KMC for LBW babies is usually initiated in the hospital till baby is stable for
discharge and are of two main types:

a. Continuous KMC:
i This is when KMC is practiced constantly, day and night, for at least 20 hours in
a day (and up to 24 hours if possible except for short periods when the mother
is attending to personal needs (bath, toilet) or baby has a diaper change). During
these times, the father, grandmother or other relatives may assist with keeping
the baby warm with continued skin -to skin contact.
1 Itis the ideal type of KMC for LBW babies.

b. Intermittent KMC:

1 Here the baby is put skin- to- skin contact for a few hours each day.

1  When not in KMC position the baby is kept warm in an incubator or is warmly
wrapped.

9 Mostly used for very small and sick babies and /or for mothers who do not want,
or are not yet ready or able to practice continuous KMC.

I At each episode, KMC should not last for less than 60 to 90 minutes to allow
enough time for baby and mother to stabilize.
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Ambulatory KMC

This refers to the KMC which is continued at home/ community after the baby has been
discharged home from the hospital/ facility . These mothers give home (orambulatory )
KMC throughout the day. Many low birth weight infants need KMC for days or weeks
after they are discharged home, and a regular follow -up must be ensured for optimum
care.

Health workers should ensure that the mothers bring the babies to/fro the facilities for
follow -up in the KMC position.

1.6: Status of KMC

With the current high burden of neonatal mortality, there is a need to intensify efforts
towards its reduction in Nigeria.

Such efforts should be focused on reduction of mortality from low birth weight and preterm,
hence the need for KMC.

Findings from the recent assessment of care of small newborn in Nigeria revealed low uptake
of KMC.

1.6.1: Keyfindings from the national care of the small newborns assessment
(FMOH, Save the Children and USAID-MCSP 2016)
The survey concluded that:

The teaching hospitals are the key players in the initiation of KMC in many of the centres
assessed.

Only few secondary hospitals admit and provide care for small newborn babies. Most refer
the small newborns to higher level of care giving rise to missed opportunities for KMC
practice.

There was a dearth of specialized equipment in most hospitals surveyed for KMC.

Lack of specific guidelines for KMC in most hospitals visited.

There was no sustainability due to donor dependency.

Poor provision of finances, space, infrastructure, and human resources for newborns.t Poor
documentation of records and lack of record keeping.

1.6.2: Key recommendations from the assessment

1.

Advocacy/awareness to policy makers, health professionals and community leaders on the
benefits of KMC.

Training and capacity building on KMC of all Health Care Workers providing newborn care
services.

Planning for sustainability and ownership of programs by various facilities and communities.
Provision of guidelines, job aids, equipment, and IEC materials for KMC to various facilities
and communities.
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5. Continuous mentoring of smaller health facilities by bigger f acilities on KMC.
6. Ensure proper record keeping.

1.7: Objectives of the operational guidelines

The main objective of this guideline is to provide information for setting up KMC services
at the health facilities. The document will aid to plan, introduce, expand, strengthen and
monitor KMC practices in all levels of healthcare as the standard of care for all stable
PTB/LBW babies in Nigeria.

The guideline is meant for use by policy makers, planners, health care providers, trainers
and health training institutions at all levels of care.

The specific objectives are:
To create awareness and supportfor KMC.
To provide a framework for the establishment, organization and operationalization of KMC
as the standard of care for all PTB/LBW babies in all health facilities.
Define minimum clinical standards for KMC at primary, secondary and tertiary level health
facilities.
To ensure the evaluation and monitoring of all aspects of KMC.
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CHAPTER 2: KANGAROO MOTHER
CARE (KMC) o0 PRACTICE GUIDE

This chapter describes the standards for practicing KMC.

2.1: Starting KMC

2.1.1 Who can provide KMC?
- Mothers, Fathers, Grandparents, and other adult family members can provide KMC.

The KMC provider should be willing, in good health, free from serious illness a nd should
maintain basic standards of hygiene such as hand washing, daily bath, short fingernails, tied
up hair and clean clothes.

It is recommended that watches and jewellery (sacred threads/ornaments/beads) must be
removed as they may be a barrier to maintain hygiene and might cause injury to the
newborn.

2.1.2: Eligibility for KMC

a) Which mothers are eligible for KMC?
Generally, all mothers can provide KMC, irrespective of age, parity, education, culture,
religion, and social status.
She must be willing to do it.
She must be available all the time to provide the care needed.
Her general health must be good.
She needs a supportive family and community.

b) Which babies are eligible for KMC?
All babies less than 2500g.
The baby must be stableand able to breathe on its own.
The baby must be free of life-threatening disease or malformations.
No major illness present such as septicaemia, pneumonia, meningitis, respiratory distress
and convulsions, and even if with these conditions, depending on i ndividualised
assessment, and baby is relatively stable, KMC can be commenced.
Babies under phototherapy may be evaluated to receive intermittent KMC.
KMC can also be initiated in a baby who is otherwise stable but may still be on
intravenous fluids, and / or oxygen.

11
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Clinical parameters of a stable newborn

EEEEEE

Respiratory rate 40-60/min

Normal heart rate 100-160/min

No sign of respiratory distress / chest in -drawing

Pink in room air

No apnoea

No gross congenital /surgical problem that interferes with KMC

2.1.3: When to start KMC
w As soon as the baby is stable.
w Kangaroo mother care can begin at birth, after initial assessment.
w Also pay particular attention to the condition and status of each mother/guardian.

2.1.4:Counselling for KMC
1 Counselling for KMC is an ongoing process initiated during antenatal care, during
admission, at presentation/delivery, on discharge, at home and in the community.
i It involves both discussion and demonstration of skills needed to practic e KMC.
Discussion includes allaying fears and anxiety of mothers.
1 Counselling for KMC should be provided to mothers, fathers, grandmothers and other
members that could assist.

1 The mother needs to be wellprepared. Discussion and counselling of mothers and other

family members should cover the following points:

A

To To Do Do I

The need for continuous skin-to-skin contact.

How the baby will be fed (e.g. breastfeeds, cup feeds, naso/orogastric feeds).
How to position and attach the baby for breastfeeding

How to exp ress breast milk

How mother or other caregiver will care for her baby

What the mother/caregiver can and cannot do

12
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2.2: How to put baby in KMC position

2.2.1: Clothing for KMC
a) Clothing for mother:
The factors to consider for choosing a KMC clothing include:
o safety of the baby
0 easy monitoring of the baby
o0 motherd6s comfort
w lItis, however, pertinent to emphasize that it is not mandatory to have any special
dress, garment or binder for KMC so that initiation of KMC is not delaye d/hindered.
w Mother should wear any front -open blouse or dress that is culturally acceptable,
available and affordable.
w A suitable apparel made of cotton material that can retain the baby for extended
periods of time can be adapted locally.
w Otheroptionst hat can be wutilized include using the

b) Clothing for baby:
w Baby is naked and wearing only a cap, nappy/disposable diaper and socks.

2.2.2:Putting Baby in KMC position

Figure 2:Steps for putting baby in KMC position

13
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Key KMC Positioning Steps include:
Step 1 - Dress the baby in socks, a nappy and a cap.
Step 2 - Place the baby between the mother's breasts.
Step 3 - Secure the baby on to the mother's chest with afirm cloth. The top of the binder is
just beneath the baby's ear
Step 4 - Instruct the mother to put on a front opened top
Step 5 - Instruct the mother to keep the baby upright when walking or sitting.
Step 6- Advise the mother/other caregivers to have the baby in continuous skin -to-skin
contact at least 20 hours (or less if intermittent KMC) per day.
Step 7 - Advise the mother to sleep in half sitting position in order to maintain vertical
position of the baby.

Figure 3: Carrying baby in KMC position

Figure 4: Father carrying baby in KMC position

14
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2.2.3: Sleeping and resting in KMC

The mother will best sleep with the baby in kangaroo position in a reclined or semi -
recumbent position, about 15 degrees from horizontal.

This can be achieved with an adjustable bed, if available, or with several pillows on an
ordinary bed. (Figure 5)

It has been observed that this position may decrease the risk of apnoea for the baby. If
the mother finds the semi-recumbent position uncomfortable, allow her to sleep as she
prefers because the advantages of KMC are much greater than the risk of apnoea.

2.2.4 Care of the Baby in the KMC Unit
a) Infection prevention
A Wash hands

>\ >\ >\ >\ >\

o Before and after feeding the baby
0 Before and after changing the nappies
0 After using the toilet
Clean or wipe baby daily (ohead to toe
Ensure the baby always wears cleannappies
Ensure all cups and feeding utensils are clean before and after use
Control access to nonessential personnel and visitors
Apply all other standard infection prevention measures

O
~

15



KANGAROO MOTHER CARE (KMC)

b) Cord Care during KMC
w Cord care is important in preventing the newborn from getting infections such as
tetanus and septicaemia. Cord care should include the following:

1 Apply 7.1% chlorhexidine digluconate (to deliver 4% chlorhexidine) gel to the cord
immediately after cutting t he cord

1 Apply 7.1% chlorhexidine digluconate (to deliver 4% chlorhexidine) gel to the cord once daily
for 7 days

1 The baby should be given only sponged baths until the cord falls off and the umbilicus has
healed.

2.2.5: Monitoring of baby admitted into the KMC unit
w Babies must remain in KMC position throughout the day except when mother is
showering and performing domestic chores that require bending, going to the
convenience or cooking with firewood.
w Observation of temperature, breathing pattern, heart rat e and general wellbeing of
the baby 3 hrly.
w Weight monitoring daily
w Record feeds and monitor daily feeds. (See KMC unit feeding and observation chart
Annex 1)
w Chart treatment given if any.
Pre-discharge readiness score sheet to be completed.
w KMC register should be kept on the ward for data collection and reporting purpose.
(See KMC Register Annex 2)

€

2.3: Feeding during KMC

2.3.1: Breastfeeding baby in KMC

- The kangaroo position is ideal for breastfeeding. As soon as the baby shows signs of
readiness for breastfeeding by moving the tongue and mouth or sucking fingers, help
the mother to get into a breastfeeding position.
Mother's own breast milk is specially adapted to the nutritional needs of LBW infants
The LBW having no problem with breastfe eding should be initiated on the breast
within the first 30 minutes of birth to prevent low blood sugar following the Essential
Newborn Care Course (ENCC) national protocol. (FMOH: ENCC 2016)
Most infants above 34 weeks gestation (>1800g) should be able tdeed directly from
the breast. However, newborns (<32-34 weeks) <1800g delivered in the primary health
care centres should be referred to a higher level of care for specialized care ( FMOH:
ENCC 2nd Edition ECSB 2018).
Ensure that all babies on KMC are exdusively breastfed on demand for 6 months of life
with sustained breastfeeding for two years and beyond.

16
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Mothers with preterms should be shown how to breastfeed (positioning and
attachment of the baby to the breast) and how to maintain lactation as shown in Figure
6.

Good attachment Poor attachment
Figure 6: Good and poor attachment

2.3.2: Alternative feeding methods

The lower the birth weight of the baby, the higher the likelihood of feeding problems. Babies

who are less than 34 weeks gestational age are usually unable to coordinate suckling,

swallowing and breathing. Alternative feeding methods for babies who are n ot able to
breastfeed include:

a) Expressing breast milk directly into the baby's mouth by the mother. (See Expression of
Breast Milk

Figure 7)

b) Cup feeding: Giving EBM with can be with a metal cup or a special soft plastic feeding
cup with a small reservoir at its sprout to prevent excess milk to be poured into the
baby's mouth (Nifty cup) See Figure 8.

c) Tube-feeding: EBM with tube is used when th e baby cannot yet swallow, or coordinate
swallowing and breathing, or tires too easily and does not get enough milk.

It is preferred to insert the tube through the baby's mouth rather than the nose as small

babies breathe through the nose and the tube phced in the nostrils may obstruct breathing.

Generally babies who are less than 15009 (about less than 32 weeks gestation) should be fed

through oro/naso gastric tubes.

It is pertinent to note that tube insertion must be performed by a certi fied nurse/midwi fe

or doctor, and not by any unskilled health worker, to prevent the tube going into the lungs

of the baby leading to aspiration of milk and death. (Annex 3 - Steps for inserting NG tube).

17
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EXPRESSION OF BREAST MILK

Wash your hands well with
soap and water

- 2

Place a clean container below
w your breast to collect milk

3

Massage the breast gently
towards the nipple

4

Place your thumb and index finger opposite
each other just outside the areola
(Areola is the dark soft circle around the nipple)

Now press back towards
your chest, then gently squeeze
to express milk

Repeat step 5 at different
positions around the areola

Figure 7: Expression of breast milk

18
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N

/

Figure 8 Baby being fed with Nifty cup/Cup

While the suckling re flex is emerging, supplement these feeding methods by having the
baby put to the breast for brief periods every day. Once the baby is suckling effectively and
gaining weight, the baby should be exclusively breastfed.

Ensure that supplies for feeding (NG tubes, feeding cups) are available and that infection
control measures are observed at all times.

Furthermore, when tube feeding, allow the milk to drip in by gravity by holding the milk
syringe up; (See

Figure 9) never inject with syringe under pressure. (Annex 4 outlines Steps for Gavage tube
feeding)

Figure 9: Gavage tube feeding

Interventions to improve the feeding of LBW and VLBW infants are likely to
improve the immediate and longer -term health and well -being of the
individual infant  and have a significant impact on neonatal and infant
mortality levels in the population. (WHO LBW Feeding 2016)
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2.3.3: Expressing breast milk.

I Hand expression is the best way to express breast milk. It is less likely to carry infection
than a pump, and can be used by every woman at any time. Allow the mother to practice
expression.

1 Mothers should be taught the technique for the expression of colostrum and breast milk
effectively following the guidelines for hand expression as described in the N ational
ENCC ECSB Module Course

1 EBM can be kept in room temperature for 8 hours and in the refrigerator for 24 hours.

1 A detailed description of is provided in Annex 5

2.3.4: Feeding for HIV exposed babies:
All HIV positive mothers should be encouraged and supported to exclusively breastfeed
for the first 6 months and continue breastfeeding up to 1 year with appropriate
complementary feeds.
Infants of these mothers should be provided with Nevirapine prophylaxi s for up to 1 week
after complete cessation of breastfeeding.
See National HIV PMTCT Guidelines for subsequent protocols.

2.3.5: Quantity and frequency of feeds
The ultimate aim for stable newborns is to ensure feeds every two hours (at least 12 times a
day) for infants less than 1500g; and every three hours (at least 8 times a day) for infants
weighing more than 1500g.
Table 1 denotes the approximate total amount of milk (or fluid) needed by birth weight and
age. Aim to get to about 150mls/ kg by the end of the first week depending on the baby's
clinical condition. (WHO KMC Feeding Guidelines)
VLBW (less than 1500g) and ELBW (less than 1000g) can be given increaseduid
requirements on Day 1 up to 80mis/kg and 100mis /kg respectively especially if nursed
under a radiant warmer or under phototherapy; and increasing by 20mls/kg each day.
Table 2 shows the approximate amount of each feed volume based on the daily fluid
requirements. Closely monitor the amount of feed each baby can tolerate per feed.
VLBW babies (<1500g) and sick neonates should be nursed in specialized centres with
facilities for establishing IV fluids for the first 24 hours, and starting tube feeds on Day 2 (or
later) depending on the baby's clinical condition.
Table 3 denotes an approximate amaunt of breast milk needed per feed by birth weight after
IV fluids for newborns < 1.5kg for the secondary and tertiary levels.
By Day 14 the baby should take 200ml/kg/day, which is the amount required for steady
growth.
For sick preterm babies requiring int ravenous fluids, refer to fluid/feed chart in National
Comprehensive newborn guideline.
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Table 1: Approximate amount of milk (of fIuid) needed per day by birth weight and age

Table 1. Amount of milk (or fluid) needed per day by birth weight and age
Birth Feed Day 1 Day 2 Day 3 Day 4 Day 5 Days 6-13 | Day 14

weight every

1000-1499g | 2 hours | 60mli/kg | 80ml/kg 90mli/kg | 100ml/kg 110ml/kg 120-180 180-200

ml/kg ml/kg
>1500g 3 hours | 60ml/kg | 80ml/kg | 90ml/kg | 100ml/kg | 110mli/kg | 120-180 180-200
ml/kg ml/kg

Table 2: Approximate amount of breast milk per feed by birth weight and age

Table 2. Approximate amount of breast milk needed per feed by birth weight and age.

Birth Weight | Number | Day 1 Day 2 Day 3 Day 4 Day 5 Days 6-13 Day 14
of feeds

1000g 12 5ml 7ml 8ml 9ml 10ml 11-16ml 17ml

1250g 12 6ml 8ml 9ml 11ml 12ml 14-19ml 21ml

1500g 8 12ml 15ml 17ml 19ml 21ml 23-33ml 35ml

1750g 8 14ml 18ml 20ml 22ml 24ml 26-42ml 45ml

2000g 8 15ml 20ml 23ml 25ml 28ml 30-45ml 50ml

2.3.6: Monitoring weight in KMC

1 Ensuring adequacy of nutrition is perhaps the most important aspect of their care when a
baby receives KMC.
Most small babies lose 515% of the birth weight in the first week of life.
They regain their birth weight in about 10-14 days after birth, and then start gaining
weight daily.

)l
)l

1 Monitor the growth rate by taking the daily weight of the baby.

1 No weight loss is acceptable after this initial physiological loss period. Good weight gain
is considered a sgn of good health, and poor weight gain is a serious concern.

1 Expected daily weight gain is an average rate of 15 g/kg/day of body weight after
regaining the birth weight .

91 If weight gain is poor, assess possible causes such as inadequate amount and frequency
of feeds, inadequate skin-to -skin contact and long periods of wet nappies (causing cold
stress), oral thrush, infections, anaemia and late metabolic acidosis. Address the
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underlying causes.

If there is weight loss or inadequate weight gain for 3 consecutive days (i.e. gaining an
average of less thanl5g/kg/day ) then;

a)- If cup or tube feeding, assess the 24hour volume of feeding. Is it sufficient? Could the
baby take more?

b)-If breastfeeding directly, assess if there are problems with the breast or the technique. Also,
assess the frequency and the duration of feedings for the past 24 hours.

It is very crucial to check that night feeds are given as sometimes the® are omitted.
Wake mother and baby during the day and night to ensure regular feeding.

Chart Daily feeds on Feeding Chart (Annex 1)

Plot weight on a Preterm Growth Monitoring Chart every day. (Fenton Chart Annex 6)

2.3.7: Micronutrient supplementation i n LBW infants:

2.4:

Small babies are born without sufficient stores of micronutrients, which may impact normal
growth and development. (WHO LBW Micronutrient supplementation 2016)

These micronutrients are commenced when the baby reaches full feeds ( receiving alout
150mis/kg/day of feeds)

Give Vitamin D 400IU -1000IU per day (usually obtained from multivitamin drops and from
some calcium and phosphorous syrups) starting as soon as possible until 6 months of age
VLBW fed mother's own milk should be given oral dail y Calcium 120-140mg/kg/day till
40 weeks post menstrual age.

Give Phosphorous 60-90 mg/kg/day supplementation till 40 weeks post menstrual age.
Preterm babies, irrespective of weight, should receive iron supplementation 2 -4mg/kg/per
day starting at 2 weeks until 6 months of age.

Give folic acid supplementation from the second month of life till 6 months of age.

Physical and Emotional Support for KMC

For KMC to be successful, three words are basic: communication, education and support.
Mothers, family members and staff need strong support and practical guidelines to initiate
and sustain KMC.

Individualized counseling is important during this period.  This is the ideal opportunity to
ensure that they are well-educated on health care practices at home, demonstrate care
giving practices and give basic health education, including danger signs.

Health talks and informal discussion on KMC should be institut ed, and mothers who are
visiting their babies in the neonatal unit should be included.

2.4.1: Support for mother, baby and family

A mother of a small baby needs physical and emotional support. Emotional support is
provided through encouragement and reassurance so that the mother feels empowered to
take care of the baby.

In the first few weeks the mother needs physical and emotional support from family and
health workers to support KMC, and for her to get enough sleep and rest.
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It is important to reassure the mother that most of the care the baby needs can be done while
the baby is in skin- to-skin contact.

The only routine reasons the baby will need to be taken out of skin-to-skin contact are or: -
Clinical assessment.

- Cord care.

- Cleaning and nappy (diap er) change.

Sometimes for feeding, especially for cup feeding.

Maternal reasons include bathing, toilet, cooking with firewood, sweeping.

The team's assessment and emotional support of the baby and mother, support and
supervision of feeding and KMC positio n, and preparation for discharge are critical in
ensuring effective KMC.

2.4.2: Support for health workers

In order for the mothers to have adequate KMC support, all staff (including ward
attendants) must be well trained and re-trained about the practice, be convinced of its
effectiveness and accept it as an appropriate method for caring for small babies.

Health staff also need skills to assist mothers to exclusively breastfeed their babies,
including expression of breast milk, feeding with cups and storage of expressedbreast milk.

Proficient enthusiastic KMC staff should be designated as facility KMC champi ons to help
motivate others.

There is need for mentorship, observership at an established KMC unit and supportive
supervision.

The practice of ongoing family - centered care should be encouraged.

2.4.3: Support for Communities
The KMC position might not se em usual in many societies because the need for skirto-
skin contact is often not appreciated.
It is therefore important for health workers to be involved in community awareness
activities relating to KMC for small babies.
If the community is aware of the advantages of KMC and accepts it as the natural way, stigma
will be minimized.
Since extended family and community support is the norm in many cultures, health
administration and personnel must identify community role models, KMC champions and
other stakeholders involved and informed as much as possible.
Encourage formation of support groups: Support groups for mothers with newborns
undergoing KMC can greatly enhance adherence and retention to follow up.

2.4.4: Male involvement in KMC
i The males should be involved early while accompanying the partner to ANC.

1 Continue to advocate to the father the need for male involvement in the care of the
newborn, including carrying the baby in the KMC position.
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T With his involvement in KMC, he becomes central to the caring team, supports the mother
better for KMC at the ho spital and at home, and improves bonding with the baby.

2.5: Discharge of baby from the KMC Unit.

- Certain crucial conditions will have to be met before a baby is considered for discharge
from the KMC unit. These include an objective pre-discharge scoring assessment; and
meeting up with criteria related to the baby, to the mother and assurance with subsequent
regular follow - up.

2.5.1: KMC predischarge readiness scoring

The KMC Daily Score Sheet assists medical and nursing staff to evaluate the progressof
mother and baby regularly, and aids in their decision about a mother and baby's readiness
for discharge from the KMC Unit (Healthy Newborn Network 2013)

Babies are weighed daily and the weight gain per day is scored.

The score includes 10 parameters eeh with a score of 0, 1 or 2. The parameters assessed
include mother's milk production, mother's socio - economic support, mother's knowledge
of KMC, acceptance and application of KMC, confidence in handling her baby, confidence
in caring for baby at home, and administration of vitamin medications.

The parameters relating to the baby include ability to suckle well at the breast, and/or cup
feed and has a daily weight gain that is satisfactory.

When mother and baby as a pair score continuously above 19 forone week using the pre-
discharge readiness score sheet, baby can be discharged from the KMC unit. (Table 4: KMC
pre-discharge score sheet)
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Table 3: KMC Pre-discharge Readiness Score Sheet
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