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ABSTRACT 

This phenomenological study explores the lived experience of parents who 

provided kangaroo care to their preterm infants. Six parents (four mothers and 

two fathers) participated in the study. In-depth 'free attitude' interviews were 

conducted and analysed using a combination of Colaizzi's, Giorgi's and 

Hymer's methods. Eight central themes emerged: (i) "not his time" - delivering a 

preterm infant; (ii) anxiety and barriers; (iii) intimate connection; (iv) 

adjustments/roles and responsibilities; (v) measurement of success; (vi) support 

network - "standing by us"; (vii) living without "their infant" and living within 

"the hospital"; and (viii) living with "their infant" outside lithe hospital". 

The findings indicate that parents found the experience to be positive, and 

through kangaroo care were able to bridge the gap created by the infant's 

unexpected preterm birth and form a secure attachment. The support that the 

parents received from their partner/spouse, family, staff in the hospital and 

other mothers during this critical time was important for their well-being. A 

concern raised by parents was that information regarding preterm birth and 

kangaroo care should be made available to all pregnant women and future 

parents during the antenatal period. 

The findings of this study provide information which will enable health care 

personnel to understand the lived experience of parents who provide kangaroo 

care. In supporting parents who provide kangaroo care, nurse-midwives assist 

these parents to regain confidence and enhance their willingness to participate. 

It is proposed that kangaroo care be extended into neonatal intensive care units 

and that additional kangaroo care wards be established in order to facilitate the 

involvement and competence of parents of preterm infants. All nurse-midwives 

should gain experience in this aspect of matemal-child care as part of their 

training. 
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DEFINITIONS 

Attachment: 

An interactive process between partners resulting in a satisfying experience and 

an emotional bond that motivates parental commitment in caring for the infant 

(Mercer & Ferketich 1990, p. 268). (In this study, attachment is defined by the 

mother and fathers interaction and relationship with their preterm infant) 

Chorioamnionitis: 

An :inflammatory reaction in the amniotic membranes caused by organisms in 

the amniotic fluid. The membranes become infiltrated with polymorphonuclear 

leukocytes (Glanze, Anderson &Anderson 1990, p. 250). 

Experience: 

Knowledge derived from one's own action, practice, perception, enjoyment or 

suffering (Markwardt, Cassidy & McMillan 1992, p. 447). 

Expressed Breast Milk (EMB): 

The pressing or squeezing of milk from the breast after pregnancy (Glanze et al. 

1990, p. 452). 

Gestation: 

The period of time from fertilization of the ovum until birth, the average 

gestation is 266 days or approximately 280 days from the onset of the last 

menstrual period (Glanze et al. 1990, p. 517). 

Kangaroo Mother Care (KMC)/ Kangaroo care (skin to skin) care (Ke): 

The practice of holding a preterm infant naked (except for a nappy and a hat) 

between the mother's breasts (Whitelaw 1990, p. 604). 

iv 
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Lactation: 

The process of producing and supplying breast milk (Ladewig et aI. 1994, p. 

869). 

Low Birth Weight Infant (LBW): 

An infant whose weight at birth is less than 25oog, regardless of gestational age 

(Glanze et aI. 1990, p. 705). 

Low Birth Weight Rate (LBWR): 

Total number of births < 2500grams x 100 

Total number of births 

(MRC publication 2001, p. 4) 

Midwife: 

In South Africa, after 1980, midwifery became part of the general training of a 

nurse. General nurses thus have midwifery as a speciality, midwives are also 

nurses. The term midwife and nurse has therefore been used interchangeably. 

Midwife Obstetric Unit (MOU): 

A midwife run active birthing unit based in communities, which is staffed 24 

hours a day by midwives, with a doctor on call if required. The units provide 

antenatal, perinatal and postnatal care in less affluent communities. 

Complicated cases are referred to secondary or tertiary care centres. Midwife 

Obstetric Units are unique to the health system in the Western Cape (Van 

Coeverden, De Groot, Davey & Howland 1978). 

Milieu: 

The environment, surroundings or setting (Glanze et aI. 1990, p. 759). 

v 



Univ
ers

ity
 of

 C
ap

e T
ow

n

Nasogastric Tube: 

Any tube that is passed into the stomach through the nose to instil medication, 

food or fluids (GIanze et al. 1990, p. 794). 

Neonatal Intensive Care Unit (NICU): 

A hospital unit containing a variety of sophisticated mechanic devices and 

special equipment for the management and care of premature and seriously ill 

newborn infants (GIanze et al. 1990, p. 800). 

Nosocomial Infection: 

An infection acquired during hospitalisation (GIanze et al. 1990, p. 821). 

Parent - Infant Attachment: 

Oose affectional ties that develop between parent and child (Ladewig et al. 

1994, p. 871). 

Perinatal Mortality Rate (PNMR): 

Total number of perinatal deaths x 100 

Total number of births 

(MRC publication 2001, p. 4) 

Perinatal Period: 

The perinatal period starts at the beginning of foetal viability (28 weeks 

gestation or lOOgrams in South Africa) and ends at the end of the 7th day after 

delivery (MRC publication 2001, p. 4). 

vi 
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Preterm Infant: 

An infant born at less than 37 completed weeks (less than 259 days) of gestation 

(World Health Organisation 1998). 

Preterm Premature Rupture of Membranes (PPROM): 

The spontaneous rupture of the amniotic sac before the onset of labour (Glanze 

et 01. 1990, p. 956). 

Term Infant: 

Any neonate, regardless of birth weight, born after the end of the thlrty­

seventh end before the beginning of the fortieth week of gestation. Infants 

delivered at term usually weigh between 2700 and 4000 grams (Glanze et 01. 

1990, p. 1156). 
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KMC 

LBW 

LBWR 

MOU 

NICU 

NND 

NNDR 

PMNS 

PNMR 

PROM 

VLBW 

ABBREVIATIONS 

Kangaroo Mother Care 

Low Birth Weight 

Low Birth Weight Rate 

Midwife Obstetric Unit 

Neonatal Intensive Care Unit 

Neonatal Deaths 

Neonatal Death Rate 

Peninsula Maternal and Neonatal Services 

Perinatal Mortality Rate 

Preterm Premature Rupture of Membranes 

Very Low Birth Weight 
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Chapter 1 

INTRODUCTION AND REVIEW OF THE LITERATURE 

1.1 INTRODUCTION 

The birth of a preterm infant is a crisis for any family. The mother is denied the 

last few weeks of pregnancy that help to prepare her psychologically for the 

stress of birth and the attachment process. The usual process of becoming a 

parent has been disrupted, and parents are in many ways as "premature" as 

their infants. According to Bowlby (1969), parents look forward to becoming 

attached to their infants even before their birth, by expecting to spend time with 

their newborn (dted in Goulet, Bell, St-Cyr Tribble, Paul & Lang 1998): 

"Parents restrict space between themselves and their infant to favour 

interaction and the development of their parental roles. Early and extensive 

contact enables the parents to become acquainted with their infant" (Bowlby 

1969, cited in Goulet et al. 1998, p. 1074). 

However, for parents of the preterm infant, their infant's unexpected birth 

challenges the previously held notions hey may have held. They expect to 

deliver a healthy full term infant, but instead are faced with a small infant 

whose life is often supported by technological devices, is cared for by highly 

specialised health professionals, and seems very distant from their anticipated 

normal healthy infant. 

1.2 RISKS ASSOCIATED WITH PREMATURITY 

A preterm infant has been defined by the World Health Organisation (1998) as 

an infant born at less than 37 completed weeks (less than 259 days) of gestation 

In South Africa in 2001, spontaneous preterm labo~ was second to unexplained 

uterine death as the most common cause of deaths in the perinatal period 

(Pattinson 2001). There are many reasons why an infant may be born 

1 



Univ
ers

ity
 of

 C
ap

e T
ow

n

prematurely. The infant is born due to. either prematurely induced labour ran 

o.bstetric procedure in which labour is initiated artificially by means o.f 

amnio.tomy o.r the administratio.n o.f o.xytocics, perfo.rmed fo.r foetal o.r maternal 

indicatio.ns" (Glanze, Anderson & Anderson 1990, p. 616» o.r SPo.ntaneous 

preterm labour ("a birth occurring witho.ut the mechanical assistance o.f 

o.bstetric fo.rceps o.r vacuum aspirato.r" (Glanze et al1990, p. 11(8». 

Causes o.f sPo.ntaneo.us preterm labour include: 

II Idio.pathic preterm labour 

II Preterm premature rupture o.f membranes (pPROM) 

II PPROM with cho.rio.amnio.nitis 

II Cervical inco.mpetence 

II Preterm laPour with cho.rio.amnio.nitis with intact membranes. 

(pattinso.n 2001) 

The number o.f premature births decreases when co.mplicatio.ns during 

pregnancy are identified early and the pregnant wo.men receive pro.per 

management o.f these co.mplicatio.ns. Premature infants are pro.ne to. infectio.ns 

and lung pro.blems. These infants require special care in well-managed health 

facilities; a lack o.f access to. such facilities results in the death o.f many o.f these 

premature infants (Pattinson 2000). 

Dwindling health reso.urces, lo.SS o.f highly skilled nursing staff and lack o.f 

equipment! replacement o.f equipment are co.mmo.nplace in numero.us 

seco.ndary and tertiary health care centres in South Africa (Baleta 1998). Parents 

are therefo.re being enco.uraged to take o.n additio.nal responsibility fo.r ro.utine 

care o.f their infant. 

One o.f the current o.ptio.ns fo.r management o.f preterm infants is kangaro.o. care. 

Kangaro.o. carel invo.lves ho.lding a preterm infant that is dressed o.nly in a 

nappy and hat in an upright positio.n between the parent's bare breasts 

(Whitelaw 1990). It is a fo.rm o.f skin-to-skin co.ntact between the parent as the 

lin the intemationalliterature kangaroo care may also be known as kangaroo mother care (KMq or skin 
to skin care. For this study the term "kangaroo care' will be utilised. 

2 
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primary caregiver and his/her infant. The parent encloses the infant in his/her 

clothing to ensure that the infant's body temperature is maintained. 

1.3 GUIDELINES FOR KANGAROO CARE 

Kangaroo care is practised in both developing and developed countries. Broad 

guidelines were designed for the positioning of infants while receiving 

kangaroo care (Charpak & Figueroa 1998). Locally these guidelines have been 

adapted and the researcher's observations of implementation in the local 

hospital setting are described in detail below. 

1.3.1 Immediate Post-Delivery 

Once a mother has delivered a preterm infant, the infant is taken to the neonatal 

nursery for assessment, and if necessary placed on oxygen or a ventilator. 

1.3.2 Neonatal Nursery 

The preterm infant remains in an incubator in the neonatal nursery until s/he is 

stable and weighs 1700 g. At the first parental visit to the nursery, a neonatal 

nurse explains the concept of kangaroo care and demonstrates this to the 

parents. The explanations and demonstrations continue at each subsequent visit 

until the parents feel confident in placing their infant in the kangaroo care 

position themselves. 

1.3.3 Kangaroo Care Position" 

As soon as the infant is in a stable condition and in 40% (or less) head box 

oxygen, irrespective of gestational age or weight, the mother and father are 

encouraged to keep their infant in the kangaroo care position throughout their 

visits. As the parents become more confident in handling their infants, they 

remove them from the incubator, even if the infant is still being tube-fed and/ or 

receiving facemask oxygen, and the infant is held in the kangaroo care position. 

Mothers are invited to place their infants in the kangaroo care position and 

3 
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participate in the educational talks on infant and child health topics and the 

discussion groups held in the kangar,oo care ward. 

1.3.4 Kangaroo Care Ward 

When the infant reaches 1700 g and is partially breast-feeding s/he is removed 

from the incubator into 24-hour continuous kangaroo care. H already 

discharged, the mother returns to the kangaroo care ward. Parents are 

encouraged to keep their infants in the kangaroo care position 24 hours a day 

from the time that the infant leaves the incubator until s/he weighs at least 2 kg. 

The kangaroo care ward is a separate ward where the mother stays with her 

infant for several days before the infant's discharge home. The kangaroo care 

ward is able to accommodate 10 mother-infant pairs under the supervision of a 

registered nurse who provides a supportive and domestic (rather than hospital) 

environment and atmosphere. 

The mothers practise kangaroo care 24 hours a day, during which time they are 

mobile with their infants in the kangaroo care poSition. This is in preparation 

for doing light household chores or activities when they return home. Mothers 

sleep on their backs with the infants in the kangaroo care lDsition, with the 

head of the bed slightly raised. Bassinets are only necessary while the mother 

sees to her own personal hygiene and ablution needs. 

1.3.5 Discharge Home 

The infant is discharged when his/her weight reaches 1.8 ~ and he/she is 

breast-feeding adequately. The mother needs to be comfortable handling the 

infant, and able to cope at home. Once discharged from the hospital, infants are 

taken for weight checks at their nearest clinic within three days. An 

appointment with the paediatrician at the clinic is scheduled within 10 days of 

discharge (Hann, Malan, Kronson, Bergman & Huskisson 1999). 

Kangaroo care is a cost-effective method of care since it reduces hospital 

expenses (Lima, Quintero-Romero & Cattaneo 2000, Tessier, Cristo, Velez et al. 

1998) and the length of time (Hann et aZ. 1999) that the preterm infant spends in 
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hospital, thus making it one of the most affordable and well-accepted options in 

caring for stable preterm infants. Ninety-six per cent of premature infants born 

worldwide do not have access to any technology. They do, however, have 

access to a parent's body (habitat), which they require to survive (Bergman 

1998). 

The length of time a preterm infant spends in the kangaroo care position has 

been adapted to suit the requirements of different communities. In developed 

countries that have access to unlimited resources and incubatom, kangaroo care 

has been defined as a "period of 60 to 75 minutes per day of skin-to-skin contact 

added to modem intensive and prolonged hospital care" (Diaz-Rosello 1996, p. 

108). nus study is set in a South Mrican hospital; the definition of kangaroo 

care that was applicable in that hospital was continuous kangaroo care. 

1.4 BACKGROUND TO TIm STUDY/RESEARCH QUESTION 

I became interested in the topic of kangaroo care during my third year as a 

student nurse, while working in a neonatal nursery at a tertiary hospital in 

Cape Town. A mother had given up her preterm infant for adoption. The 

preterm infant was crying uncontrollably and nothing would pacify her until a 

staff member suggested I try the kangaroo method. I was instructed how to 

hold and position the infant. Once in the kangaroo care position, the infant 

stopped crying and fell asleep immediately. As I witnessed the calming and 

comforting effect that kangaroo care had on the infant, I became aware of the 

awe I felt at how such a simple act of touch could evoke feelings of compassion 

towards an infant with whom I had had no prior contact. nus experience of 

kangaroo care prompted me to conduct a small undergraduate research study 

on mothers' experiences of providing skin-to-skin care to their preterm infants. 

In the neonatal nursery the focus of nursing attention is directed towards the 

preterm infant. Health professionals may be so occupied with the physical care 

of the ftnfant that it is possible to forget about the parents who sit alongside the 
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incubator. For this study fathers' experiences along with those of the mothers, 

and the interactions between preterm infants and their parents were explored. 

1.5 OVERVIEW OF THE UTERATURE 

A literature review was undertaken, which was crucial in stimulating my desire 

to enable parents to express their feelings and perceptions, since the parents' 

perspective of kangaroo care was glaringly absent from the majority of the 

literature consulted. 

TIlls is a broad overview of the present literature related to premature birth and 

kangaroo care. A further in-depth literature review will be presented in Chapter 

4, when discussing the findings of the study. 

1.5.1 Premature Birth 

Preterm delivery often means early physical separation of the mother from her 

newborn infant. The standard care of pre term infants involves extended 

maternal-infant separation and incubator care (Bergman, Linley & Fawcus 

2(04). Parents experience a range of emotions, ranging from fear regarding the 

survival of their infant, to disappointment about not delivering a full-term 

infant, and anxiety related to the separation from and decreased interaction 

with their infant (Miles, Funk & Kasper 1992). 

The high rates of morbidity and mortality arising from preterm birth and low 

birth weight impose an immense burden on the health, education and social 

services, and on families (petrou, Sach & Davidson 2001). It has been estimated 

that 95% of low-birthweightinfants are born in developing countries. However, 

most of the globally available resources are invested in developed countries, 

both for advanced, costly technological care (Ruiz, Charpak & Figuero 2002). 

There are often practical worries or financial burdens for parents of preterm 

infants. A study by Gennaro (1996) found that families had increased expenses 

while the infant was still hospitalised, while the mother herself was still 
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recuperating. Costs of having a preterm infant included non-reimbursed health 

costs, extra transportation costs, parking costs, chlld care for siblings, additional 

food costs, phone costs and the cost of equipment such as breast pumps or 

apnoea monitors. The greatest out-of-pocket expense was transportation costs, 

which were a barrier to a family's ability to visit their infant. 

1.5.2 Kangaroo Care 

Gorski, Huntington & Lewkowitcz (1990, p. 103) found that "inside a well 

functioning uterine environment, preterm infants continue to thrive towards a 

normal outcome at term". A duplicate uterine environment is essential to 

facilitate a smooth transition between uterine and extra-uterine life for the 

preterm infant. Although the hospital incubators can provide warmth, they are 

subject to equipment failure and human error. "The mother's body and her 

breast milk cannot become too hot or cold, but instead provide a steady ideal 

warmth" (Anderson, Marks & Wahlberg 1986, p. 807). 

Kangaroo care involves "holding a preterm infant dressed only in a nappy and 

hat in an upright position between the parent's bare breasts" (Whitelaw 1990, p. 

604). The name was chosen due to the method's similarity to the care which 

kangaroos provide to their young, who are always born prematurely and are 

guided into the maternal pouch for warmth and unlimited feeding 

opportunities until maturation (Ludington-Hoe, Thompson, Swinth, Hadeed & 

Anderson 1994). 

1.5.3 Historical Context of Kangaroo Care 

Prior to the early 19608 it was the accepted view that preterm infants were 

fragile and could not tolerate any stimulation. In the 1960s and early 1970s 

parents were only permitted into the neonatal nursery for the first time a day or 

two prior to their infant's discharge, if at all (Klaus & Kennell 1976). Handling 

of infants was identified as a source of stress and resulted in minimal handling 

protocols; affectionate and nurturing handling was kept to a minimum (Komer 

1990). The main human contact for these preterm infants was through invasive 
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medical procedures. The high cost of equipment and small proportion of 

preterm births forced Neonatal Intensive Care Units (NICUs) to be situated in 

regional medical centres rather than at local hospitals, which further separated 

parents from their infants (Davis, Mohay & Edwards 2003). 

In the 19708 sensory stimulation studies were carried out, and the results 

showed that infants were far from being sensorially deprived. They were 

exposed to high levels of· monotonous noise and illumination, and intensive 

medical care disrupted their sleep and oxygen saturation (Komer 1990). (These 

findings were the basis for the introduction of minimal handling protocols.) 

The pendulum then swung in the opposite direction, as researchers began to 

conduct studies about sensory deprivation. It was realised that depriving a 

preterm infant of stimulation had harmful effects by "causing dramatic changes 

in the brain's efficiency and lowering lQ" (Dooman 1984, p. 1). Sensory 

stimulation was again was considered essential practice for preterm infants. 

The touch and contact provided by kangaroo care was not stressful to infants, 

and in fact reduced the amount of stress under intensive care. In addition to the 

soothing effect kangaroo care had on infants, mothers also responded positively 

to the skin-to-skin contact experience. The kangaroo care position provides 

psychological as well as physical closeness (Ludington-Hoe et aI. 1994). Browne 

(2004) confirms this view by stating that the early, intimate, and physiologically 

stabilizing benefits of kangaroo care provide the optimal environment for 

preterm infants in intensive care. 

In Bogota, Colombia prior to 1979 premature infants were separated from their 

mothers due to the threat of nosocomial infection, and cared for in shared 

incubators in the NICU. Mothers did not see their infants until the infants were 

discharged. Despite this isolation, infections persisted and mortality was high. 

Parents commonly abandoned their infants (Andersonet al. 1986). 

The separation policy changed after the experience at the Hospital Materno 

Infantil in Bogota, Colombia, from September 1979. The Ambulatory 

Programme for Premature Infants - now commonly known as kangaroo care -

8 
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designed by physicians Rey and Martinez was implemented. Infants in a 

satisfactory clinical condition, no matter how small, went directly to their 

mothers as early as two to three hours after birth. 

Morbidity and mortality dropped when infants were given breast milk 

expressed from either their own or another mother, and dropped further when 

they were directly breast-fed by their own mothers. "It was then realised that 

the maternal milieu of warmth, nourishment and love, provided the ideal 

environment for preterm infants. " (Anderson et al. 1986, p. 807). 

Mothers were taught to breast-feed and to carry their preterm infants in the 

skin-to-skin upright position. Preterm infants who no longer required other 

interventions went home with their mothers as soon as 12 hours after birth, and 

were seen the next day at a follow-up clinic (Anderson et al. 1986). 

The study by Anderson et al. (1986) found that discharging a stable preterm 

infant, irrespective of weight, was beneficial to the infant. Before the kangaroo 

care method was introduced all infants weighing less than one kilogram died. 

After the implementation of kangaroo care, 75% of those infants survived 

(Whitelaw & Sleath 1985). However, the early discharge of preterm infants and 

the kangaroo care method were initially viewed with scepticism. Diaz-Rosello 

(1996) stated that discharging an infant regardless of its weight and gestational 

age was inappropriate, and that no evidence existed to support the kangaroo 

care proposal of discharging infants below 1800 g. Once research had been 

published (Bergman & Jurisoo (1994); Whitelaw & Sleath (1985); Anderson et al. 

(1986). Ludington-Hoe et al. (1994» showing its benefits, kangaroo care became 

widely accepted in the international health arena: "Kangaroo Mother Care is 

rapidly becoming an integral part of the care of the newborn infants 

worldwide" (Bergman, Malan & Hann 2003, p. 311). 

Kangaroo care was associated with the following reduced risks: nosocomial 

infection at 41 weeks' corrected gestational age (relative risk 0.49, 95% 

confidence interval 0.25 to 0.93), severe illness (relative risk 0.30, 95% 

confidence interval 0.14 to 0.67), lower respiratory tract disease at 6 months 
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follow-up (relative risk 0.37, 95% confidence interval 0.15 to 0.89) (Conde­

Agudelo, Diaz-Rossello & Belizan 2003). 

Kangaroo care results in better physiological outcomes and stability than the 

equivalent care provided in closed temperature regulated incubators. The 

cardia-respiratory instability seen in separated infants in the first 6 hours is 

consistent with "protest-despair" and "hyper-arousal and dissociation" 

response patterns described in human infants. This shows that newborns 

should not be separated from their mothers (Bergman et al. 2004). 

1.5.4 Establishment of the International Kangaroo Foundation 

After the implementation of kangaroo care in Colombia in 1979, the Fundaci6n 

Canguro or Kangaroo Foundation was established. The purpose was to promote 

the delivery of high-quality care to the high-risk newborn infant that was 

scientifically sound, humane and cost-effective, making it available even in 

situations of scarce resources. One of the Kangaroo Foundation's goals was to 

facilitate the dissemination and transference of knowledge and technology 

associated with the kangaroo care method through publications and training on 

kangaroo care offered to health professiOnals. 

In 1996 the First International Meeting on Kangaroo Care was held in Trieste, 

Italy. Recommendations emanating from this conference were that kangaroo 

care did not need expensive and sophisticated equipment,. that because of its 

simplicity it could be applied everywhere, including peripheral maternity units 

in very low income countries. Kangaroo care contributed to the humanisation of 

neonatal care and to better bonding between mother and infant in both poor 

and rich countries (Charpak, Figueroa de Calume & Ruiz 2000). 

The Second International Meeting on Kangaroo Care was held in 1998 in 

Bogota, Colombia (Charpak et ai. 2000). Recommendations from the first 

meeting were discussed and kangaroo care was viewed in its broader context. 

At this meeting the Declaration of the Kangaroo Infant was signed by delegates 

representing 30 countries: 

10 



Univ
ers

ity
 of

 C
ap

e T
ow

n

'We note that the major com.ponent of infant mortality in countries represented at the 

workshop and worldwide is perinatal and neonatal mortality. In many of these 

countries, there is a high incidence of low-mrth-weight infants, which contributes 

significantly to the mortality rates observed. 

"These neonates often suffer from. neurological sequelae and poor growth and 

development because their care and maintenance is expensive and sometimes 

impossible to provide. Kangaroo care is an affordable, alternative method, which has 

yielded good results. Its safety has been documented to provide the basic requirements 

for the survival of the newborn: mother's warmth, mother's breast milk, and 

mother's luve and protection. 

'We recom.mend therefore that all guvemments, through their health ministries, 

incorporate this method into their national health programmes for newborns, that all 

international organizations concerned with the welfare of children and their mothers 

provide support and consider adopting Kangaroo care as part of their worldwide 

programmes. 

'We declare that Kangaroo care should be a basic right of the newborn, and that it 

should be an integral part of the management of low-birth-weight and full-term 

newborns, in all settings and levels of care in all countries". 

(Charpak et Ill. 2000, p. 1140.) 

The Third International Meeting on Kangaroo Care was held in 2000 in 

Yogyakarta, Indonesia. At this workshop the delegates focused on the 

implementation of kangaroo care and the necessity for kangaroo care to be 

acknowledged and understood by the general population. The Fourth 

International Workshop on Kangaroo Care took place in Cape Town, South 

Africa, in 2002. Following this workshop a regional South African Kangaroo 
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Care Foundation was instituted; it aims to encourage kangaroo care in sub­

Saharan Africa (Bergman et aI. 2003). 

1.5.5 Perinatality in South Africa 

In 2001 the low birth weight (LBW) rate for births in developed countries ranged 

between 6% and 7%, whereas in developing countries it was much higher at 

around 15% (Pattinson 2001; Kirsten 2000). 

Infant mortality rate is a key indicator of the economic status of a country. In 

South Africa this measure remains a crude estimate since mortality data are of 

poor quality. Perinatal deaths and infant mortality rates reflect the quality of the 

health services as well as of environmental factors such as access to water, 

sanitation and fuel. 

Table 1: Perinatal care indices for 2000 for the Western Cape and 

estimJlted for South Africa 

Province Births NND PNMR NNDR LBWR 

>1000 g >1000 g >1000g >1000 g (%) 

WestemCape 71524 301 19 4 17.5 

South Africa 387957 4651 35 12 17.8 

(pattinson 2001, p. 41) 

NND .. Neonatal. deaths; PNMR .. perinatal. mortality rate; NNDR .. Neonatal. death rate; 

LBWR "low birthweight rate. 

In the 2000 calendar year there were 28 284 deliveries in the Peninsula Maternal 

and Neonatal Services (PMNS) in the Western Cape: 

II the perinatal mortality rate was 33 per 1000 livebirthsi 

II the LBW rate was 16%; and 

III the primary obstetric cause was spontaneous preterm labour (27, 3 %). 

The top three avoidable factors for the above in the PMNS were that: 

II patients had never initiated antenatal care; 
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.. there was a delay in seeking medical care during labour; and 

.. patients booked late in pregnancy. 

(pattinson 2001) 

Table 2. Proportion (%) of the primary obstetric causes of perinatal 

deaths between 999 g and 2000 g per area for 2001 

Primary obstetric cause Metropolitan City md Town 

Spontaneous preteI'm labour 22.2 29.4 

Unexplained intrauterine death 29.5 22.6 

Hypertension 18.0 16.7 

Antepartum haemorrhage 17.6 16.8 

Idiopathic intrauterine growth restriction 1.2 1.3 

Intrapartum asphyxia and birth trauma 1.6 3.8 

Infections 1.8 5.3 

Congenital abnormalities 4.8 2.1 

Pre-existing maternal disease 2.0 0.6 

Other 1.0 0.2 

(Pattinson 2001, p. 34.) 

Rural 

49.7 

21.1 

7.5 

9.5 

2.0 

3.4 

1.4 

2.0 

-
2.7 

In 2001 the perinatal mortality rate for the Western Cape was reported as 18.4 

per 1000 births. "The perinatal mortality rate for South Africa in 2001 was 

estimated at 40 per 1000 births" (pattinson 2001, p. 31). 

"In South Africa in 2001 spontaneous preterm labour was the primary cause of 

perinatal death in both rural (49.7%) and city and town (29.4%) areas, and the 

second cause of-perinatal death in metropolitan areas (22.2%)" (Pattinson 2001, 

p. 34). In 2001 the major causes of perinatal mortality and related avoidable 

factors included: 

.. lack of antenatal care; 
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III management of labour; 

III resuscitation of the asphyxiated neonate; and 

III care of the premature infant. 

It was recommended that equipment, protocols and trained health workers be 

available and specifically that kangaroo care be introduced for the care of 

preterm infants, thus making the reduction of perinatal mortality in South 

Mrica feasible and inexpensive (Pattinson 2001). 

The Western Cape has the highest number of LBW infants. In the Western Cape 

Province, from January 2000 - December 2000 there were 1477 infants born 

weighing between 500 - 999 grams. 12703 infants were born that weighed 

between 1000 - 2499 grams (MRC publication 2001). In 2000 the LBW rate in the 

PMNS in the Western Cape was 16% (pattinson 2001). It thus follows that the 

kangaroo care for low birth weight infants is vital as NlCU beds are limited. In 

the Western Cape the majority of the population is coloured, that is a 

contributing factor to the high number of LBW infants in the Western Cape. 

The socio-economic and health status of South Mrica is "colour-coded" 

(Cummins 2002, p. 49). 

White, 9.6% 

Coioillred., 8.9% 

(International Expert Group Seminar on Population Census Data Dissemination and 

Use 20(3) 

Graph 1: Distribution of population in South Ahic::a by population group, October 

2001 
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The basis for the population/ ethnic group classification in South Africa was 

The Population Registration Act (No. 30) of 1950. Under this Act all South 

Africans were to register their 'race' at 'birth with the government and were 

classified into four main 'racial' groups: 

II 'Whites' (denoting those of indigenous European background); 

II 'Bantu/Blacks' (denoting those of indigenous African background); 

II 'Coloureds' (denoting those of mixed 'race', usually of 'black' and 

'white'); and 

II 'Indians' (denoting those of indigenous Asian background~ 

As a result of his/her classification, an individual was only allowed to find 

accommodation in an area designated for the use of the particular racial 

category which the State determined he or she belonged to. During 1991 the 

South African Parliament repealed the basic apartheid laws including the 

Population Registration Act. 

'Coloured' infants are genetically much smaller than white or black infants and 

are often born below 'normaf birthweight. However, smoking, alcohol use and 

hypertension, all problems in South Africa and especially the Western Cape 

also influence foetal growth (Kirsten 2000). 

1.6 KANGAROO CARE IN THE WESTERN CAPE 

In 1997 kangaroo care was formally adopted as routine practice for the care of 

LBW infants in the tertiary hospital in which the study was conducted. In 1998 a 

kangaroo care protocol was designed for use in the neonatal nursery and 

kangaroo care ward. This protocol has three components, outlined below. 

1.6.1 Kangaroo Care Position 

The infant, dressed only in a hat and nappy, is placed on the mother's bare 

chest, in an upright position between the breasts. The infant's head is turned to 

the side so that the infant's ear is against the parent's heart. The infant is 
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secured in position by wrapping the mother's blouse, towel or blanket around 

the mother and her infant. The infant is able to remain in this position at all 

times except while the mother is performing personal hygiene tasks. 

1.6.2 Kangaroo Nutrition 

While the infant is in the kangaroo care position lactation is stimulated and 

hel she is able to breast-feed on demand. 

1.6.3 Kangaroo Discharge 

Infants are discharged from the neonatal nursery once they weigh 1800 g, are 

gaining weight and are mostly breast-fed; the mother must also be committed 

to providing kangaroo care at home. 

1.7 BENEFITS OF KANGAROO CARE 

There are benefits of kangaroo care for the infant, the parent and the health care 

services. 

1.7.1 The Infant 

Infant Survival 

Bergman & Jurisoo (1994) reported on the introduction of kangaroo care at a 

rural mission hospital in Zimbabwe as the exclusive means of treating LBW 

preterm infants. The country had a lack of incubators for the care of preterm 

infants. Within minutes after delivery all infants were placed in the kangaroo 

care position. Mothers continued kangaroo care until the infant weighed 2000 g. 

"The survival of infants born weighing under 1500 g improved from 10% to 

50%, and infants born weighing between 1500 g and 1999 g improved from 70% 

to 90%" (Bergman & Jurisoo 1994, p. 57). Preterm infants were once regarded as 

too small to survive and received only palliative care. After the initiation of 

kangaroo care there was a dramatic change in staff attitude towards preterm 

infants: liThe nurses were no longer afraid to handle the infants and were 

confident of positive results" (Bergman & Jurisoo 1994, p. 60). 
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A study by Ludington-Hoe, Anderson, Swinth, Thompson & Hadeed (2004) 

showed that apnea, bradycardia, and ~riodic breathing were absent during 

kangaroo care. Regular breathing increased for infants receiving kangaroo care 

compared to infants receiving standard NICU care. 

ainical trial results revealed that the neonates in the KMC group demonstrated 

better weight gain after the first week of life (15.9 + /- 4.5 gm/ day vs. 10.6 + /-

4.5 gm/ day in the KC group and control group respectively p < 0.05) and 

earlier hospital discharge (27.2 + /- 7 vs. 34.6 + /- 7 days in KMC and control 

group respectively, p < 0.05) (Ramanathan, Paul, Deorari, Taneja & George 

2001). 

Infants' Heads 

A noticeable advantage of the kangaroo care positioning was that preterm 

infants nursed in this position had well-shaped heads, in sharp contrast to the 

flat-sided heads that were accepted as inevitable in preterm infants. The swift 

return of infants to their mothers, who placed them in the kangaroo care 

position, eliminated the long time preterm infants spent lying on firm 

mattresses (Anderson et aI. 1986). 

Infant Temperature Regulation 

Whitelaw & Sleath (1985) conducted a study which showed that during 

kangaroo care the infant was in contact with warm maternal skin on three sides, 

and that temperature regulation was excellent in very low birth weight (VLBW) 

infants held in the kangaroo care position. A study by Ludington-Hoe et aI. 

(1994) confirmed the findings on temperature regulation. 'This randomised 

study, conducted at the Kadlec Medical Center in Washington, USA, comprised 

25 premature (32-36 weeks' gestational age) infants and a pilot study of 6 

premature infants. The effects that kangaroo care on a once-off basis for 2-3 

hours had on each infant were observed. It was reported that the heart rate and 

abdominal temperature rose, there were no signs of heat loss, and instances of 

apnoea also declined. "Simultaneous measurements of maternal and infant 

temperatures during kangaroo care showed that the mothers appeared to be in 
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thermal synchrony with their infants. When an infant's temperature changed by 

0.20C, the maternal temperature response was a 10- 20C change in the opposite 

direction within one to two minutes II (Ludington-Hoe et aI. 1994, p. 19). 

Cattaneo, Davanzo, Uxa & TamburIini (1998) summarised the recommendation 

of groups d health professionals for the implementation of kangaroo care in 

various settings, finding that kangaroo care prevented hypothermia and 

decreased morbidity. A study by Karlsson (1996) showed that for preterm 

infants cared for in the kangaroo care position there was an increase of 0.70C in 

mean rectal temperature, and heat loss from areas in contact with the mother 

was reduced. 

A randomized clinical trial conducted by Ludington-Hoe, Nguyen, Swinth & 

Satyshur (2000) found that toe temperatures were significantly higher during 

periods of kangaroo care, and maternal breast temperature met each infant's 

neutral thermal zone requirements within 5 minutes of onset of kangaroo care. 

In a subsequent randomized controlled trial infants receiving kangaroo care 

compared to control infants had higher mean tympanic temperature (37.3 

degrees C vs. 37.0 degrees C), more quiet sleep (62% vs. 22%), and less crying 

(2% vs. 6%). (Chwo, Anderson, Good, Dowling, Shiau & Chu 2002). Mean 

cardiorespiratory and temperature outcomes remained within clinically 

acceptable ranges during kangaroo care compared to infants receiving standard 

NlCU care (Ludington-Hoe et aI. 2(04).The LBW infants in a study by !be, 

Austin, Sullivan, Fabanwo, Disu & Costello (2004) had fewer episodes of 

hypothermia while receiving kangaroo care than during standard care. 

Kangaroo care is an effective means of keeping premature infants warm, and 

has reduced the risk of serious infection by colonising infants with their 

mother's skin flora (bacteria and fungi) (Woods 1998). Kangaroo care is an 

affordable and available method to prevent neonatal hypothermia in most 

developing countries. (Tune1l2004). 
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1.7.2 The Parents 

Relaxation for Parents 

Relaxation of mothers and fathers due to the close contact of kangaroo care 

appeared to be very beneficial in families who came through a stressful period 

of neonatal intensive care. A quote by Whitelaw & Sleath (1985, p. 1208) states 

that "Colombia has nothing to teach developed countries about improving 

survival rates of VLBW babies but may yet heal some of the psychological 

problems incurred by modem neonatal care". 

Randomized trials were conducted in developing countries, comparing 

kangaroo care and standard incubator care in LBW infants. Scores on mother's 

sense of competence according to infant stay in hospital and admission to NICV 

were better in kangaroo care than in control group (weighted mean differences 

0.31 [95% confidence interval 0.13 to 0.50] and 0.28 [95% confidence interval 0.11 

to 0.46], respectively) (Conde-Agudelo et 01. 2003). 

Breast-feeding 
. 

Routine separation shortly after hospital birth is a uniquely Western cultural 

phenomenon that may be associated with harmful effects including 

discouragement of successful breastfeeding (Anderson, Moore, Hepworth & 

Bergman 2003). Kangaroo care has promoted the establishment and 

maintenance of breast-feeding, and is a powerful way of enhancing bonding 

between the infant and parents (Woods 1998; Cattaneo et 01. 1998). Infants in the 

kangaroo care position cannot feed independently without help, but the infant's 

closeness to the mother's skin means that the mother becomes aware of her 

infant's stirring from hunger, and she can then position the infant's mouth on 

the nipple, and self-regulatory breast-feeding is established (Gale & 

Vandenberg 1998). Kangaroo care stimulates prolactin and oxytocin production 

(essential in milk production and the let-down reflex). A mother who provides 

kangaroo care is more likely to breast-feed, produce more milk and breast-feed 

for longer (Gale, Franck & Lund 1993). A study by Thompson (1996) confirmed 

this view; mothers in this study were able to provide an adequate supply of 
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breast milk at the infant's discharge after :initiating breast-feeding 27 days after 

the infant's birth. Ramanathanet al (2001) further confirmed this view by stating 

that in their study the number of mothers exclusively breastfeeding their babies 

at 6 week follow-up was double in the kangaroo care group than in the control 

group (12/14 vs. 6/14) (p < 0.05). 

Among the many physiologic and psychobehavioral benefits to mothers and 

infants, one of the most important benefits is the promotion of successful 

breastfeeding (Kirsten, Bergman &: Hann 2001). Anderson et ai (2003) found 

statistically significant and positive effects of early skin-to-skin contact on 

breastfeeding at one to three months postbirth, breastfeeding duration, during 

an observed breastfeeding within the first few days postbirth. 

Emotional Satisfaction for Mothers 

A study in Sweden involved 66 mothers of preterm infants (800 g to 2300 g), 

with 33 providing kangaroo care and 33 providing s~dard forms of contact. 

The mothers who provided kangaroo care expressed confidence in breast­

feeding and in monitoring their infants, and eagerness to be discharged. In 

contrast, the mothers in the control group expressed hesitation over discharge, 

reported a dependence on technological monitoring, and frequently abandoned 

breast-feeding (Affonso, Wahlberg &: Perssons, 1989). 

Kangaroo care has been valuable to mothers because it was one of very few 

things that they could do for their infants. Kangaroo care seemed to empower 

mothers and enabled them to realise the unique contribution that they were 

able to make during the intensive care phase of their infant's life (Ludington­

Hoe et ai. 1994). 

In 1998 a study 'was conducted in Cape Town to identify parent's feelings 

towards kangaroo care, and to measure how frequently parents carried out 

kangaroo care. Interviews were held with 30 mothers who were providing 

kangaroo care (infants 1700 g - 2000 g at time of interview). It appeared that the 

majority of mothers saw themselves and their infants as a single unit. The 

researcher recommended that further studies be undertaken to prove or 
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disprove their assumption (Lippert, Kirkwood, Suberg, Mc GlenadoH & Jacobs 

1998). 

An experimental study with a crossover design with observational and 

qualitative data collected on temperature patterns and mothers attitudes to 

skin-to-skin care was conducted in the neonatal wards of three hospitals in 

Lagos, Nigeria. In this study despite the fact that kangaroo care was new, all the 

mothers, regardless of age or educational background felt that kangaroo care 

was safe, and preferred it to having their infants nursed in an incubator. The 

mothers expressed delight about kangaroo care because it did not separate 

them from their infants (The et al. 20(4). 

Cost to Parents 

Kangaroo care provides economic savings to families and health care facilities 

(Kirsten et m. 2001). With the involvement of mothers in the care of their infants, 

the workload of health care workers is reduced. Mothers form part of the team 

caring for the child (Stein 2000). "Before it was the nurse's child, now, it's the 

mother's child, which is how it should bell (Desai 2000, in Stein 2000, p.1). 

Due to the limited number of postnatal beds, mothers were previously 

transferred back to referring hospitals very quickly after delivery, and breast­

feeding seldom took place. Key elements of implementing kangaroo care have 

been to: 

III motivate all mothers to breast-feed; 

III commence skin-to-skin nursing and breast-feeding as soon as possible 

after delivery; 

III encourage local mothers to spend each day with their infants; 

III postpone transfer of rural mothers; 

III obtain rooming-in accommodation in the hospital; 

III motivate and educate staff on the importance of breast-feeding; and 

III extend this programme to rural hospitals. 
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Developing countries have a high incidence of LBW infants, and this requires a 

high ratio of nurses to patients due to the intensive nature of care required. 

Maternal involvement in caring for their infants where appropriate is a partial 

solution to the nursing shortages in State hospitals in South Africa. Breast­

feeding and intermittent skin-to-skin nursing increase the survival rate of LBW 

infants (Kirsten 2000). 

1.7.3 The Health Care Services 

Kangaroo care has cost benefits for hospitals. In 1996 a controlled clinical ~ 

was conducted on 28 VLBW infants (below 1500 g) at Groote Schuur Hospital in 

Cape Town to determine the effects of kangaroo care on growth, length of 

hospital stay and breast-feeding. The 14 infants in file study group received a 

minimum of 12 hours of kangaroo care per week. In the study group there was 

a statistically Significant gain of 3.42 g per day more than infants in the control 

group. Also, the infants in the study group were discharged 2.5 days earlier 

than those in the control group (Hann et al. 1999). Ramanathan et aI (2001) 

showed that infants who received kangaroo care had better weight gain and 

were discharged from hospital earlier than their . counterparts (Ramanathan, 

Paul, Deorari, Taneja & George 2001). 

The neonatal care of a LBW infant is costly. In 1999 the average cost of 

hospitalisation (incubator care) per day was R300 ($42.80), exchange .rate 

calculated as at January 2004 (Hann et al. 1999). 

In 2000 The Western Cape Department of Health introduced kangaroo care as 

the preferred method of treating premature and other LBW infants. Kangaroo 

care shortened infants' stay in Tygerberg Hospital (a tertiary level facility) by 5 

days, from 23 to 18 days, "Saving R1 million a year, just at our hospital, at the 

very least" (Kirsten, in Stein 2000). A number of provinces and countries have 

adopted kangaroo care as formal government policy (Bergman et aI. 2003). 
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1.8 PARENTAL ISSUES 

While most mothers of full-term infants experience dose contact and interaction 

immediately and in the days following delivery, mothers who experience a 

preterm birth are quickly separated from their infants. Mothers attempt to forge 

relationships with their fragile infants while coping with the crisis of preterm 

delivery in a stressful environment with lack of privacy. Facilitation of healthy 

parent-preterm infant relationships is an investment in the infant's social, 

emotional and physical development. 

Parents of preterm infants are under enormous strain after the birth of their 

infant. Attachment at this time is fragile, and interruption of the process by 

separation can affect the future parent-infant relationship. liThe removal of once 

mandatory gowns, aprons and rigorous hand-washing practices in hospital 

neonatal units have eliminated some of the physical barriers between mothers and 

infants, thereby fostering an environment in which active maternal participation is 

encouraged" (Carter & Watson 1987, p. 25). Strategies aimed at increasing 

parental involvement and contact, such as open visiting for parents and the 

provision of information booklets, are also beneficial By allowing dose parent­

infant contact, even when the infant is attached to monitors and intravenous 

therapy, the parent and infant have a chance to get to know each other. The time 

and attention spent in this way helps a premature infant to grow and to thrive 

physically and mentally (Carter & Watson 1987). 

Although parental reactions and steps of attachment are altered by the birth of a 

preterm infant, a healthy parent-infant relationship can occur (Ladewig, 

London & Olds 1994). "Kangaroo care offers a way to help mothers and fathers 

to overcome their feelings of separation and inadequacy that frequently 

accompanies preterm deliveries" (Whitelaw 1990, p. 604). 

Parents' perceptions of their competence in the parenting role reflect their 

confidence in their skill and ability to care for their infant. This confidence 

affects their interactions with their infant (Blenke Bullock & Pridham 1988). 
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Kaplan & Mason (1974, cited in Ladewig et aI. 1994) identified four 

psychological tasks for coping with the stress of an at-risk or preterm infant, 

and for providing a basis for the mother-infant relationship: 

.. Anticipatory grief as a psychological preparation for possible loss of the 

infant while still hoping for his or her survival. 

.. Acknowledgment of maternal failure to produce a full-term infant 

expressed as anticipatory grief and depression. 

.. Resumption of the process of relating to the infant, which was 

interrupted by the threat of non-survival. 

.. Understanding the special needs and growth patterns of the preterm 

infant, which are temporary and yield to normal patterns. 

Klaus & Kennell, writing in 1982, stated that the medical care of the preterm 

infant had advanced over the last 20 years, resulting in reduced neonatal 

morbidity and mortality; however, some 20 years on, infant survival has 

continued to increase. More preterm infants are discharged home to parents 

who have missed the opportunity for the early postnatal contact and interaction 

experienced by most parents of healthy full-term infants. The quality of 

attachment and subsequent maternal-infant relationship has an impact on the 

physical and psychological well-being of infants and their mothers. 

1.8.1 Role of Parents in Care of their Preterm Infants 

Parents play a major role in the care of their preterm infants, as they are 

required to take additional responsibility here. Research studies have reported 

that parents of physiologically stable premature infants described generally 

feeling positive about their experiences of providing kangaroo care (Ludington­

Hoe et aI. 1994; Lippert et aI. 1998; Neu 1999, Kambarami, Mutambirwa & 

Maramba 2002). 

Mothers' Role 

The role of mother has remained constant over time. The mother has been 

portrayed as the one primarily involved with child care. The mother nurtures 

and provides sustenance for her infant through breast-feeding. The mothers 
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milk is the infant's first immunisation, providing antibodies which protect the 

infant from many common respiratory and intestinal diseases. In developing 

countries where water supplies are unsafe or food supplies are erratic, breast­

feeding is essential in promoting and maintaining the health of the infant 

population. In addition, there are many direct health benefits to breast-feeding 

mothers. Immediately after birth, repeated bursts of oxytocin released in 

response to the infant's sucking cause contraction of the uterus. This protects 

mothers from postpartum haemorrhage (Dermer & Montgomery 1997). 

In a study of healthy preterm infants, mothers indicated that they felt 

empowered by the skin-to-skin experience because it was their unique 

contribution to their infants' well-being (Ludington-Hoe et aI. 1994). A study of 

mothers who were providing kangaroo care to their infants at Groote Schuur 

Hospital in Cape Town showed that "kangaroo care was acceptable to mothers 

and it provided them with a satisfying role in the care of their infants" (Hann et 

aI. 1999, p. 39). 

Fathers' Role 

Traditionally fathers have been portrayed as uninvolved with child care but 

holding the role of family breadwinner, and being a distant role model to his 

children and providing assistance to his wife. In South Africa industrial 

urbanisation has had a significant effect on social structure, with the movement 

of rural populations to urban centres. A study by Edwards, Borsten, Nene & 

Kunene et aI. (2001) examined the effects of urbanisation on South African 

fathers' perceptions of their paternal responsibilities. Perceptions were rank­

ordered into three categories: breadwinner, governor and family. Results 

indicated that rural fathers, transitional fathers (migrant labourers who moved 

to the urban areas and were forced to send money home to families in rural 

areas) and urban fathers all viewed breadwinner responsibilities as most 

important However, urban fathers stressed family responsibility more than the 

other two groups, thus moving away from the strict tribal authority and 
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conforming to the Westerrrised values where responsibilities of husband and 

parent are emphasised (Edwards et al. 2001). 

The historical role of the father varies across culture, society and time periods. 

In Western society in the nineteenth century a father chose to either wait in the 

house or go about his work until his infant's arrival was announced. In the 

twentieth century the father's role in the birthing process has changed as the 

setting for childbirth began to move from home into hospitals, but in the early 

years fathers were left at home. As a result of denying men permission to 

become emotionally committed to childbearing, fathers grew to believe that 

they were unnecessary participants in pregnancy and birth (Bedford & Johnson 

1988). 

The mother controls the father's access to the unborn infant. This control and 

the lack of intimacy from the bodily experience may affect the man's attachment 

to his infant during pregnancy (Ferketich & Mercer 1995b). Information for 

fathers during pregnancy is obtained second-hand, either through their 

partners or from health professionals. This adds to the uncertainty in their role 

transition to fatherhood (Marks & Lovestone 1995). In an attempt to persuade 

men to become involved in their partners' pregnancies, a 'Men and Maternity' 

programme was launched in 2001 in KwaZulu-Natal, South Africa. Men attend 

three classes, two before the infant is born and one afterwards (Cullinan 2001). 

The programme has encouraged men to accompany their pregnant partners to 

classes and learn about pregnancy and child care. It has also improved the 

relationships between men and women and between fathers and their children, 

leading to paternal bonding. 

Data were collected from interviews conducted with 584 male partners 

attending the 'Men and Maternity' programme from June 2001 to February 

2002. Men admitted their lack of knowledge on reproductive health, and felt 

that it was important to be informed. Although most were hesitant about being 

present during labour and delivery, they wanted to attend counselling at times 
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convenient to their working hours (Kunene, Beksinska, Mullick, Zondi & 

Mthembu 2003). 

Table 3: Benefits of involving men in 'Men and Maternity' 

programme (N == 2(82) 

Benefits % 

Provide comfort and support 57 

Assist in dealing with medical personnel 18 

Better understanding of pregnancy 46 

Men learn more about reproductive health 4 

Other 14 

(Kunene et 01. 2003). 

The 'Men and Maternity' programme has been rolled-out into a second area in 

KwaZulu-Natal, with an improvement in the antenatal services and antenatal 

counselling as a result. Men were encouraged to assume more active roles 

during their parmer's pregnancy and delivery, and in infant and child care. 

Post-intervention interviewing will be completed in 2003 and the results from 

this project will inform other districts and provinces of successful and 

unsuccessful interventions (Reproductive Health Research Unit of the 

University of the Witwatersrand, n.d.). 

The special role of fathers in families with preterm infants has only recently 

been explored. The ruth of a preterm infant evokes greater father involvement 

in caregiving, perhaps because of the additional time, energy and skill required 

to care for preterm infants (Yogman, Kindlon & Earls 1995). Kangaroo care has 

provided an opportunity for fathers b actively participate in all aspects of 

childbearing. This is not only important for the father's fulfilment, but is also 

beneficial to the family unit (Bedford & Johnson 1988). 

Anner (1994) wrote positively about kangaroo care from a father's perspective. 

He stated that, after participating in this method of holding his premature 
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daughter, he experienced joy, love and a special closeness with her (cited in 

Neu 1999). In Neu's (1999) study, one father described kangaroo care as 

involvement in his child's life. He had never had a child before and he felt that 

kangaroo care helped him learn about his son 

In summary, the literature demonstrates that where there is a high incidence of 

premature births, the most cost-effective and beneficial manner of mring for a 

stable preterm infant is kangaroo care. The lived experience of parents who 

provide kangaroo care is sparse in the current literature. The studies by 

Kambarami et al. (2002) and Uppert et al (1998) are to date the only published 

studies describing this experience in a developing country. Two studies from 

developed countries are those of Neu (1999) and Affonso et ai. (1989) 

1.9 AIM OF THE STUDY 

1.9.1 Problem Statement 

Currently there is a lack of information about parents' lived experience of 

providing kangaroo care to their preterm infants. There is a gap in research 

relating parents involvement in their infants kangaroo care. 

1.9.2 Aim of the Study 

The aim of this study was to gain insight into and an understanding of parents' 

lived experience of providing kangaroo care to their preterm infants in a 

tertiary hospital setting in Cape Town 

1.10 OVERVIEW OF THE RESEARCH PROCESS 

The enquiry paradigm chosen for this study was the qualitative paradigm. This 

was the most appropriate since there was little documented in the literature on 

the phenomenon of parents~ experiences of kangaroo care (Field & Morse 1985). 

The qualitative paradigm enabled the researcher to examine the experiences, 

feelings and perceptions of the participants, and to uncover the meanings they 
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gave to their experiences. According to Morse (1994, p. 224), phenomenology 

assists in research where the research question aims to extract the "meaning or 

essence of an experience". The research methodology is discussed in Chapter 2. 

1.11 CONCLUSION 

The intention was to gain an in-depth understanding of both mothers' and 

fathers' experiences in providing kangaroo care. Understanding the experience 

of parents will facilitate the ability of health professionals to provide relevant 

education and emotional support to midwives, nurses, students and future 

parents. 

These aims and purposes led to the formulation of the research question: 

"What is the lived experience of parents who provide kangaroo care to their preterm 

son/daughter" ? 
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Chapter 2 

RESEARCH METHODOLOGY 

2.1 INTRODUCTION 

This chapter describes the research methodology, method of data generation, 

form of data sought, and how it was 'transformed' into knowledge. A 

qualitative research design was chosen since it was most appropriate to gaining 

an understanding of parents' lived experience of providing kangaroo care. 

2.2 CHOICE OF QUALITATIVE RESEARCH DESIGN 

"Qualitative research is a systematic, subjective approach used to describe life 

experiences and give them meaning" (Lackey 1992, p. 119). Despite the 

evidence regarding the physiological benefits of kangaroo care in the current 

literature, little is known about the parents' experiences. A qualitative 

methodology was therefore applicable to the study since it aimed to uncover 

the lived experience of parents who provided kangaroo care to their preterm 

infants. 

The qualitative research paradigm has three major types of research 

approaches: grounded theory, ethnography and phenomenology: 

Grounded theory research is used when analysing qualitative data with the 

aim of developing theories and theoretical propositions that are grounded 

in real world observations (po lit & Hungler 1993). 

Ethnography is a branch of human enquiry associated with the field of 

anthropology that focuses on a culture (or subculture) of a group of 

people, in an effort to understand the world view of those under study 

(Polit & Hungler 1993). 
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Phenomenology is an approach to human enquiry that emphasises the 

complexity of human experience and the need to study the experience 

holistically as it is actually lived (Polit & Hungler 1993). 

2.2.1 Phenomenology 

The phenomenological research approach was most appropriate to the aim of 

the study, which was to I explore and understand the lived experience of the 

parent who provides kangaroo care to their infant'. Phenomenology aims to 

"gain a deeper understanding of the nature or meaning of our ev~ryday 

experiences" (Van Manen 1990, p. 9). The phenomenological approach allowed 

participants during in-depth interviews to elicit their own meaning of their 

experience of providing kangaroo care. "Phenomenology aims to describe a 

person's lived experience (phenomena) in an attempt to enrich lived experience 

by drawing out its meaning" (Van Manen 1990, p. 38). 

Phenomenology reveals how people live in the world, the meanings and 

understanding they create for themselves. lilt is the study of human 

experiences" (Lackey 1991, p. 291). An experience includes both the occurrence 

and its meaning (Polkinghome 1989). "Uncovering meaning and 'essences' in 

experience facilitates understanding" (Munhall & Boyd 1993, p: 136). This leads 

to further knowledge of human beings, not only to know who they are rut also 

lito understand them in order to know how to act" (Lynch-Sauer 1985, p. 105). 

The phenomenological research method examines and explores people's 

perceptions and understandings of an experience - the participants' experience 

of providing kangaroo care to their preterm infants. 

If one paraphrased Munhall's description of the phenomenological 

methodology and applied it to kangaroo care, it would state that 

phenomenology as a method seeks to describe and uncover the phenomenon of 

providing kangaroo care, so that the essence of what it means to be a parent 

who provides kangaroo care to a preterm infant can be experienced and 

understood (Munhall 1994). 
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Phenomenology is rooted in the belief that everyday experiences are worthy of 

examination. Relying on theory to aid in understanding such experiences is not 

beneficial, since it places human experience in conceptual boxes, isolating 

people's experiences into component parts. The key purpose of the 

phenomenological approach is to uncover the "meaning of the human 

experience through the analysis of participant's descriptions of his/her own 

lived experience and perceptions" (Habermann-Little 1991, p. 188). 

Heidegger (1962) stated that phenomenology was derived from the Greek word 

phenomenon, which means II to show itself", to put into the light or manifest 

something that can became visible in itself pted in Ray 1994, p. 118). The 

phenomenological research study illuminates some of the fundamental ways in 

which we make sense of everyday life, to " ... see what is normally hidden and 

forgotten ... " (Spiegelberg 1982, p. 382), to recollect and then recognise the value 

of the hidden, concealed and forgotten. Another component of the· term 

II phenomenology" means in its literal sense II ••• a method of taking the hidden 

out of its hiding, and of detecting it as unbidden, i.e., as truth" (Spiegelberg 

1982, p. 383). 

2.2.2 Historical Overview of Phenomenology 

Phenomenology has been described as a philosophy, method and approach 

(Ray 1994). There is no single school of phenomenology with one firm view; 

rather, it has been described as a movement since there are different approaches 

which have been adapted over time (Spiegelberg 1982; Taylor 1993). The 

phenomenological research method aims to 'borrow' the experience from 

'others' / participants (Van Manen 1990) in order to provide a description 

and/ or interpretation of that experience. 

The early development of phenomenology as a research method was through 

the ,works of Edmund HusserI (1859-1938); ~ Heidegger (1889-1976); 

Gabriel Marcel (1889-1973); Jean-Paul Sartre (1905-1980); Maurice Merleau­

Ponty (1907-1961) and Paul Ricoeur (1913- ). The researchers of note in the 

phenomenological field are Giorgi, van Kaan, Spiegelberg, Hymer and 
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Colaizzi. Although there are many researchers in this field, there is no definite 

structure to phenomenological analysis (Munha1l1994). 

Schools of Phenomenology 

Different philosophical traditions have informed the method of 

phenomenological research. The roots of phenomenology can be traced through 

Merleau Ponty (1962); Heidegger (1962) and Husserl (1969). 

Phenomenology as discussed by Husserl introduces the concept of the 'life­

world', or 'lived experience'i this constitutes what is taken for granted or those 

things which are common sense. He advocated a return to 'things themselves' 

and emphasised the importance of 'bracketing', a tool used to suspend 

preconceived ideas and prejudices. "Central to Husserl's approach was the 

fundamental recognition of experience as the ultimate ground and meaning of 

knowledge" (Koch 1995, p. 828). 

Heidegger, a student of Husserl, stressed the importance of discovering how 

the participant came to experience the phenomenon in the manner that they 

did. This approach values the importance of past experience as well as future 

concerns and plans. Heidegger and Merleau Ponty differ from Husserl, since 

they considered that 'bracketing' was impossible to achieve (Koch 1995). 

Merleau Ponty suggests that phenomenology is the rigorous science of the 

search for essences, and sees people in a world that already exists before any 

reflection (Koch 1995). 

2.2.3 Van Manen's Phenomenology 

The framework for this research was Van Manen's (1990) approach to 

researching lived experiences (phenomenology). Van Manen offered a 

furthering of the phenomenological approach which combines aspects of 

Husserl's, Heidegger s and Merlau-Ponty's approaches for his representation of 

human experience. Van Manen is an educational psychologist; however, his 

approach to phenomenological research is not specific to a pedagogical process, 

but can be adapted to this study. Focusing on immediate experience without 

33 



Univ
ers

ity
 of

 C
ap

e T
ow

n

being obstructed by pre-conceptions or theoretical notions drives the researcher 

to an understanding of the essential nature of the phenomena, through the 

pursuit of the research question. 

Through phenomenological research and writing a "possible interpretation of 

the nature of a certain human experience" (Van Manen 1990, p. 41) was 

constructed. "Lived experience is the starting and end point of 

phenomenological research, as a lived experience has a 'quality' that one 

recognizes in retrospect" (Van Manen 1990, p. 36). 

Van Manen's approach aims to allow the lived experience to II speak for itseH", 

while recognising that the phenomenon needs to be interpreted (through 

language) in order to be communicated to others. The aim of phenomenology 

as described by Van Manen (1990) is to transform the lived experience into a 

textual expression of its essence, S) that a good description will allow one to 

grasp the nature and significance of this experience in a previously unseen way. 

"The text will be a reflective re-living and reflective appropriation of something 

meaningful" (Van Manen 1990, p. 36). According to Van Manen, real 

understanding of phenomenology can only be accomplished by doing it. 

Van Manen (1990, pp. 8-31) states that the nature of phenomenological research 

has been conceptualised as: 

.. "The study of lived experience" - creating a deeper understanding of 

everyday experiences. 

.. "The study of essences" - discovering and describing the essences that 

constitute a lived experience . 

• 
.. liThe attentive practice of thoughtfulness" - the meaning of living a life. 

.. liThe search for what it means to be human" - meaning to be in the 

world as a human being. 

.. " A poetising activity" - returning to where the result emanated from. 
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2.2.3.1 Van Manen's Six Procedural Researdt Activities 

While there is no recipe of sequential steps in phenomenological research, Van 

Manen (1990, p. 31) identified six procedural research activities which give 

phenomenological research its methodological structure/rigour, and have 

formed the basis for the approach taken in this study: 

.. Turning to a phenomenon which seriously interests us and commits us to 

the world 

.. Investigating experience as we live it rather than as we conceptualise it 

.. Reflecting on the essential themes which characterise the phenomenon 

.. Describing the phenomenon through the art of writing and rewriting 

.. Maintaining a strong and oriented pedagogical relation to the 

phenomenon 

.. Balancing the research context by considering parts and whole. 

Turning to a phenomenon which seriously interests us and commits us to 

the world: In choosing to focus on the lived experience of parents who 

provided kangaroo care to their preterm infants, I selected a research area 

that interested me for the reasons detailed in Olapter 1. 

Investigating experience as we live it rather than as we conceptualise it: 

Parents' experiences were gathered through free attitude interviews, and 

the keeping of a research journal. An in-depth portrayal of the 

phenomenon of parents' lived experience of providing kangaroo care was 

created. 

Reflecting on the essential themes which characterise the phenomenon: At 

the end of the process eight main themes were uncovered, which 

described the experiences of parents that provided kangaroo care to their 

preterm infants. The analysis protocol was based on the work of Hymer 
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(1985); Giorgi (1975) and Colaizzi (1978), and is described later in this 

chapter. 

Describing the phenomenon through the art of writing and rewriting: Van 

Manen (1990, p.36) described the aim of phenomenology as: "transforming 

lived experience into a textual expression of its essence". Eight themes 

emerged from the analysis of the participants' transcripts. 

Phenomenological descriptions of the parents' experiences were recorded. 

The participants' own words provided evidence for the researcher's 

interpretations, and understanding of the emerging themes. 

Maintaining a strong and oriented pedagogical relation to the 

phenomenon: Analysis which consistently remained close to the research 

question throughout the study prevented side-tracking (Van Manen 1990, 

p. 33). Constant referral to the research question during all phases of the 

research process provided a deeper understanding of the lived experience 

of parents. 

Balancing the research context by considering parts and whole: These 

issues were considered throughout the study; they are discussed more 

fully under 'Ethical Considerations' (2.4) and 'Trustworthiness I 
Credibility' (2.6.1). 

2.3 THE RESEARCH PROCFSS 

2.3.1 Study Population 

The study population WiS parents who were actively involved in providing 

kangaroo care to their preterm infants at a tertiary hospital in Cape Town, 

South Africa. Both primary caregivers (mothers and fathers) ~ included in 

the study, since fathers have historically been under-repre$ented in research 

relating to their children (Phares 1995). The researcher believes that both 

parents have a role to play in the parenting process, and therefore chose to 

include mothers and fathers in the research. 
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2.3.2 The Context 

The context chosen for this research was the Neonatal Nursery and Kangaroo 

Care Ward at- a tertiary hospital in Cape Town. This tertiary hospital is the 

referral hospital for two secondary Cape Town hospitals and for the Midwife 

Obstetric Units (MOUs) in the Cape Peninsula. 

At the time of the fieldwork the Neonatal Nursery at the hospital had facilities 

to accommodate 60 preterm or ill infants, including 12 Intensive Care Unit beds, 

and 10 kangaroo mother care beds. There were 32 incubators for infants who 

weighed less than 1700 g, and infants above this weight were cared for in 

bassinets. 

2.3.3 Sampling 

Qualitative studies use small samples because the in-depth nature of the 

interviews yields rich data in relation to the relatively small number of research 

participants. In qualitative research theoretical richness is not dependent on the 

number of participants included in the sample, but rather on the describing the 

participants' experiences as richly and accurately as possible (Morse 1991). 

The sample size was selected according to the requirements of the study, since 

the number of parents providing kangaroo care to their preterm infants is 

limited and not widely dispersed throughout the general population (Brink 

1991). Sample selection has a powerful effect on the quality of the study (Coyne 

1997). To obtain richly varied descriptions, participants who provided a variety 

of specific experiences of the phenomenon were chosen. This strategic sample 

selection was vitali selecting I critical cases' or cases that would shed light on the 

lived experience of parents is known as purposive sampling (Patton 1990), and 

is discussed in detail below. Interviews with new participants were conducted 

until 'data saturation' (Polit & Hungler 1999, p. 299) occurred. Data saturation 

occurs when no lEW information is generated, participants are echoing each 

other, and redundancy is achieved. 
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Six parents - four mothers and two fathers - of preterm infants who were 

providing kangaroo care participated in the study. Participation was voluntary, 

with no monetary or other incentives offered. 

Purposive sampling 

The sampling approach was that of purposive sampling, where the researcher's 

knowledge about the population and its elements allows him/her to handpick 

the cases to be included in the sample (Pont & Hungler 1993). Information-rich 

cases are selected for in-depth study, since this allows the central issues of the 

phenomenon (providing kangaroo care) to be uncovered (Patton 1990). It was 

essential that each participant was a I good informant'. A good informant is 

knowledgeable about the research area and an expert by virtue of his/her 

involvement in specific life events. He/ she must be willing and able to critically 

examine his/her experience and be prepared to share the experience with the 

interviewer. He/she should have enough time to devote to the interview and 

sufficient patience to answer the questions (Morse 1991). 

Participants who had undergone the experience of providing kangaroo care and 

had the capacity to provide full and sensitive descriptions of their experience 

were purposefully selected. Participants whose experience of kangaroo care 

was considered typical by the nursing staff were initially interviewed. As the 

study progressed, participants with particular knowledge of the kangaroo care 

experience were sought. Finally, participants with atypical, bad experiences or 

in some way I different' experiences were sought. The entire range of parents' 

experiences ensured that distortion of the analysis toward one perspective did 

not occur (Morse 1991). It was important to show the breadth of parents' 

experiences of providing kangaroo care. 

2.3.4 Participant Criteria 

The criteria for selection of participants were adapted from a study by 

Ludington-Hoe et m. (1994) on kangaroo care. Each participant met all of the 

seven criteria listed below: 
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Mother or father of a preterm infant - whose preterm infant was 

receiving kangaroo care at the hospital, at the time of the interview. 

Participants able to converse in English. The researcher's home language 

is English and therefore to facilitate effective communication only parents 

who were able to converse in English were approached for the study. 

Interviews were conducted without the use of a translator. 

Infant's neonatal age more than seven days. Kaplan & Mason (1974) 

indicated that during the first seven days maternal failure to produce a 

full-term infant was expressed as anticipatory grief for loss and depression 

(cited in Ladewig et al. 1994). These feelings of depression and grief may 

not have been a true reflection· of the parents' experiences of providing 

kangaroo care. 

Infant:' s neonatal weight above 1000 g at the time of the interview. 

Kaplan & Mason (1974, cited in Ladewig et al. 1994) stressed that parents 

may have been experiencing anticipatory grief as a psychological 

preparation for possible loss of the infant while still hoping for his or her 

survival, and therefore may not have been able to respond to the 

interview. 

Infants not receiving critical care (intubation and/or life support). 

Kangaroo care was commenced once the infant was stable and in 40% (or 

less) head box oxygen (Neonatal Unit Staff 1998). At this point there was 

still a significant threat that the infant may not survive and therefore an 

interview would not have been appropriate. 

Singleton birth. Parents who had given birth to multiple infants may have 

viewed the experience differently to parents who had only given birth to 

one infant. 

In addition to the criteria mentioned above, participants were chosen because 

they were articulate, reflective, and willing to share their experiences. 
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2.3.5 Interview Setting 

All interviews were conducted in a room adjacent to the Neonatal Nursery and 

Kangaroo Care Ward. The room was quiet, free from interruptions and warm. 

The interview room was convenient and accessible, and familiar to all 

participants. All the infants accompanied their parents for the interviews but 

caused minimal distractions. During each interview a comfortable, secure 

environment was created in which the participants could have the freedom to 

share their experiences without hindrance. 

The length. of each interview ranged from forty minutes to an hour and a half. 

Termination of the interview occurred when the participant had come to a point 

of closure and had nothing further to share. The length. of the interview was 

therefore dependent on the participant. 

2.3.6 Gaining Access 

The researcher was not employed as a staff member nor affiliated to the 

hospital or the staff of the unit in any way. Permission to conduct the study was 

obtained from the Deputy Director of Nursing, and the respective medical and 

nursing heads of the Neonatal Nursery and Kangaroo Care Ward at the 

hospital. 

Ethical approval was obtained from the Research Ethics Committee of the 

Health Sciences Faculty of the University of Cape Town (Appendix A). 

Once permission was obtained, the Neonatal Nursery and Kangaroo Care Ward 

were visited and were informed of the study. The researcher, although a 

registered nurse who had worked in those units as a student, was currently in 

the capacity of a researcher and therefore chose not to wear her uniform. 

Access to the Neonatal Nursery was denied for a 2-month period as another 

researcher had been given access to parents. This was a frustrating interruption, 

but it was turned into an opportunity to observe parents' interactions with their 

preterm infants in the setting, before conducting any interviews. After the 2-
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month period the other researcher had not commenced her interviews, and 

permission was given to commence data collection on this study. 

Parents who met the participant criteria and who had indicated their 

willingness to participate in the study were identified. The researcher 

approached the parent, introduced herseH, gave a brief description of the study, 

and asked them to consider participation in the study. Once the participant had 

agreed to the interview an appointment was made at a suitable date and time to 

carry out the interview. 

2.3.7 Preparation of the Researcher ~ 

The researcher herseH was the data collection instrumen as she conducted the 

interviews with participants. Researcher preparation anced sensitivity and 

skill around the interpersonal aspects of the interview. 

Oskowitz & Meulenberg-Buskens (1997) discuss the main areas in which the 

researcher prepares for a qualitative investigation: 

Creating an environment for introspection and reflection. Preconceived ideas of 

kangaroo care were noted. 

Personal preparation through diaries and memos. A research journal was kept 

throughout the research process; this documented and reflected issues 

pertaining to the study. 

Developing empathy for participants. Through the exercise of participant 

observation the researcher placed herseH in the role of a parent who was 

providing kangaroo care. She examined her own feelings and attitudes as a 

potential parent of a preterm infant in order to empathise with participants in 

the study. 

Preparation for the fieldwork included attendance of training courses in 

qualitative research. 
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2.4 ETI-llCAL CONSIDERATIONS 

Ethical considerations are particularly important in a qualitative research study, 

since the research has implications in terms of individual human rights. 

Informed consent, confidentiality and anonymity, and avoidance of harm are 

discussed and their application to this study outlined in detail below. 

2.4.1 Informed Consent 

Written informed consent for the research was obtained from all participants 

before each interview. This included consent for the audio-taping of the 

interview. With the permission of the participants the interviews were recorded 

onto audiocassettes and then transcribed. The hospital also required a consent 

form to be signed (Appendix 0"). A consent fo~ (Appendix C) adapted from 

an example consent form provided by Polit & Hungler (1993) was designed for 

the study. 

Informed written consent from participants was requested only after the 

following had been disclosed: 

II the nature and purpose of the study; 

II the structure of the interview; 

II assurance of confidentiality and anonymity; 

II implications of signing the consent form for both the participant and the 

researcher; and 

II the right to discontinue or postpone the interview at any point. 

II an opportunity was given to ask questions pertaining to the study. 

These steps were achieved by explaining to the participants that they were 

included in the study because they were a parent of a preterm infant and were 

currently providing kangaroo care. The interview purpose was to obtain 

,. The hospital name on the consent form has been blacked out for anonymity; the original may be viewed 

on request. 
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information regarding their thoughts, feelings and experiences of providing 

kangaroo care. 

Participants were told that the interviews were private and confidential, that 

interviews were voluntary and that they were free to discontinue or postpone 

the interview at any point Interviews were granted freely. They were also told 

that participation or non-participation would not affect the care or services that 

they or any member of their family may receive from the Neonatal Nursery. 

The results of the research study would be given to participants on request. 

Adequate information was given on which to base their decision regarding 

participation The participants understood the extent and implications of their 

participation before the commencement of the interview process. 

2.4.2 Confidentiality and Anonymity 

All transcripts remained confidential and anonymous. To protect the identity of 

the participants in this study, each was assigned a number from one to six and 

for the duration of the study they were referred to by this number, as 

participant one to six. 

All interview data were labened accordingly when referring to the participants 

and when quotes were used from the interviews in the research report. TIis 

labelling protected the anonymity of participants. 

The researcher was the only person with access to the participants' real names 

and access to the data to prevent any possibility of breaches in confidentiality. 

All audiotapes, hard copies and computer disks and their back-up copies were 

stored in a locked cupboard. Once all work pertaining to the study (i.e. 

publications) is complete, the audiotapes will be destroyed. 

2.4.3 Benefit versus Risk 

Participants were informed that their involvement in the study was voluntary 

and that there would be no direct ~nefit as a result of their participation. No 

benefits in kind or monetary value were offered to the participants. Since all of 
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the participants were interviewed in a hospital setting, no transport costs were 

incurred. 

2.4.4 Researcher-Participant Relationships 

Researcher Biases, Assumptions and Pre-understandings 

A process of self-reflection enabled the recording of preconceptions, biases, past 

experiences and theories before interviewing the participants (Polkinghorne 

1989). To contribute to the credibility of the research, all biases were made 

known for the reader to view as to whether they have affected the 

interpretation of the interview data, as suggested by Hymer (1985). 

The researcher believes that family ties, parent-infant attachment and bonding 

are important aspects in the lives of parents, and especially for preterm infants. 

During the seven or eight months that a mother carried her infant in her womb, 

a special bond was likely to have formed between them. The father's bond with 

his infant may have been different, since the mother controls the access of the 

father to the unborn child (Ferketich & Mercer 1995a). 

2.4.5 Researching Sensitive Issues 

The nature of the interview may have been emotive for participants, and 

sharing their experiences may have triggered an emotional response or 

stimulated self-reflection. The free attitude, in-depth style of the interviews 

provided a means of getting beyond surface appearances, and permitted greater 

sensitivity to the meaning contexts surrounding the participants' statements. 

This was often in itself a cathartic experience for the participant J.ee 1993). 

Prior to each interview each participant was informed of the potential impact 

that the interview might have. One participant began to cry during the first ten 

minutes of the interview when she spoke about the miracle of her son's life, as 

she had been rushed into hospital and on waking after a caesarean section had 

been told that she had a son. The participant cried for a minute, then recovered 

once she moved onto another topic, and did not appear to be upset. The other 
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participants were grateful to have the opportunity to share their experiences 

freely and found the interviews cathartic. 

The need to intervene appropriately and assess how the participant was 

responding to the interview was important. Each participant was encouraged to 

express his/her opinions. The free attitude interview technique was well suited 

to the research question as it encouraged empathy. Recognising that a 

participant may have required emotional counselling as a result of the 

interview, arrangements had been made for the provision of emotional support 

if necessary. 

No parent's life or experiences were exactly like another's. Each parent is an 

individual, and the interaction with his or her preterm infant was unique to 

him/her. The protection of participants' rights was paramount, and 

participants' experiences were described as richly and accurately as possible. 

2.5 DATA COLLECTION 

Qualitative research interviews were the tool used to gather descriptions of the 

life-world of the participants with respect to interpretation of the described 

phenomena "vale 1983). In-depth free attitude qualitative interviews were 

held with six participants. 

The 'raw data' of a phenomenological study are participants' perSonal 

experiences. Data were gathered through interviewing, observing, and writing 

(perl 1996, p. 1). Two data collection methods were used in this study: free 

attitude interviews, and a research journal. In order to portray accurately the 

phenomenon of parents' lived experience of prOviding kangaroo care, more 

than one method of data collection was required. The use of two methods of 

data collection provided 'method triangulation', which broadened the 
i 

understanding of information obtained during the study, providing conclusions 

and a basis for convergence about what constitutes the truth. Triangulation 
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characteristically depends on the convergence of data gathered by different 

methods (Ely 1991; Polit & Hungler 1993). 

2.5.1 Phenomenological Interviews 

The phenomenological interview seeks to" describe and understand the 

meaning of the phenomenon, by drawing from the participant a vivid picture of 

the experience, complete with the richness of detail and context" (Sorell & 

Redmond 1995, p. 1120). The goal of the phenomenological interview was not 

only to examine the participants' experiences, but also to create a situation in 

which redproca1learning could occur. Perl (1996) confirms this view by stating 

that the one aspect of the transformative nature of phenomenology is the 

learning about seH which often occurs for participants in such a study. 

The phenomenological interview may have assisted the participants in 

II experiencing a healing or catharsis from the I storytelling', as they are 

empowered through the awareness of new meanings in their experiences" 

(Sorell & Redmond 1995, p. 1120). The interview provided for a unique 

relationship between participant and researcher, providing participants with an 

opportunity to share information that they may not have disclosed in a 

questionnaire. 

2.5.2 The Research Question 

The aim of the study was to research the lived experiences of parents who 

provided kangaroo care to their preterm infants. The quality I essence of this 

experience was sought. Each participant was asked the same central question 

formulated by the researcher. The central research question was: 

"l'Vhat is the lived experiences of parents who provide kangaroo care to their 

preterm son/daughter"? 

This was translated for the participants as: 

"PleaSe would you describe your experience of providing kangaroo care to your 

preterm son/daughter; what is it like for you?" 
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Phenomenological methodology requires that the researcher remains open to 

the presence of unexpected descriptions, and roes not shape the reflections to 

test ready-made categories or schemes of interpretation. This evoked responses 

that were natural aspects of the individual participants' experiences. 

2.5.3 The Researcher as the Instrument 

In qualitative studies the researcher serves as the instrument through which the 

data are collected (Boyd 1993). These qualities enable the art of attentive 

listening and genuine unconditional positive regard towards participants to 

develop. The free attitude interview encouraged empathy. 

Listening skills were essential; an accurate interpretation of the meaning of 

words and phrases led to appropriate responses (Sorrell & Redmond 1995). 

"The participant brought the researcher into his or her world. The quality of the 

information obtained during the interviews was largely dependent on the 

researcher" (Patton 1990, p. 279). 

This form of interviewing required practice. This skill was practiced and gained 

during the psychiatric nursing course in the undergraduate programme, as well 

lectures on interviewing and practical in-depth, free attitude interviewing 

workshops. These all contributed to the researcher's individual style and ability 

to conduct an interview, which enabled the participants to feel at ease and 

comfortable to freely share their experiences. 

Brink (1991) suggests that the researcher spends a period in the situation to 

become sensitised to the situation, before the data collection phase of the 

research. In preparation for interviewing, the neonatal nursery and the 

kangaroo care unit at a tertiary hospital in Cape Town were visited during the 

two months prior to conducting interviews. The role of participant observer 

was chosen throughout the visits, in order to become familiar with the hospital 

context and setting. Spradley (1980) listed nine major dimensions of social 

situations that were used to guide observations, and facilitate understanding of 

the context in which the participants found themselves. Patton (1990, p. 71) 

suggests that the following -question be asked: "What is my experience of this 

47 



Univ
ers

ity
 of

 C
ap

e T
ow

n

phenomenon and the essential experience of others who also experience this 

phenomenon intensely?". For the researcher, placing herseH in the role of a 

mother of a preterm infant was required in order to understand her own 

responses and feelings in response to the situation 

The following guidelines from Schurink's four-phase interview process (1988) 

were used to establish a trusting and honest relationship with each participant 

1. Preparing for an interview: Mentally and emotionally preparing for the 

interviews by entering into the world of the participants. The researcher 

recorded preconceived ideas and biases and familiarised herseH with the 

theoretical aspects of kangaroo care and spent time as a participant observer . 
.. 

2. Becoming acquainted: A sound relationship of trust was established during 

this initial meeting phase. The aim and purpose of the study was dearly set out 

and the practicalities of the research discussed in detail The participants felt 

secure and confident to speak freely during the interviews. H a participant 

refused the interview, as one father did, they were thanked for their time and 

none were pressed to grant an interview. 

3. The contractual relationship: It was explained to the participants that their 

role involved sharing their experiences with future parents of preterm infants 

and nursing staff in hospitals and clinics. A contractual relationship was 

established when the consent forms were signed by the participants. 

4. The trust relationship: The mutual trust between the participants and 

researcher ensured both co-operation of the participants and improved the 

quality of the data collected. At each interview an environment was created in 

which the participants felt free to share their own lived experience without fear 

of reproach. The establishment of mutual trust began when an interview date 

and time was established, and these principles and skills were carried 

throughout the interview. 
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2.5.4 Bracketing 

Bracketing can occur at different stages in the research process. 

Phenomenological research emphasises approaching the phenomenon without 

preconceived notions about what will emerge during the study. Munhall (1994, 

p. 60) describes bracketing as "laying down for the reader all self assumptions 

about the experience, or the phenomenon being researched in the study". 

Before conducting the interviews, preconceived ideas, thoughts and beliefs 

about parents' experiences of providing kangaroo care to their preterm infants 

were laid aside. The researcher recorded her thoughts and beliefs in a research 

journal and discussed these with her research supervisor. The researcher 

became more 'in touch with' and aware of her own beliefs surrounding 

parenting and kangaroo care. The bracketing process allowed each participant's 

interview to emerge as a meaningful whole, without the researcher having to 

validate her own beliefs or impose her 'knowledge' on the participant 

Listening with 'openness' (Oiler Boyd 1989; Van Manen 1990) allowed the 

researcher to hear what the participant was saying, rather than what she 

expected the participant to say. This allowed the full expression of the reality of 

the participant's experience to be understood (Leininger 1985). 

2.5.5 The Free AttitudejIn-depth Interview 

The qualitative phenomenological method utilised in this study required that 

in-depth interviews. be undertaken. The free attitude interview was the tool 

employed during this study. It is a controlled, noooirective, in-depth interview 

(Mewenberg-Buskens 1996). The free attitude interview developed its 

characteristic form during an industrial psychological research study, the so­

called Hawthorne Research, in the United States in 1929. The researchers 

discovered that when they gave the interviewees the freedom to speak, the 

information they received was more relevant than when they used a structured 

questionnaire. In 1941 Carl Rodgers, a psychologist, affirmed the method when 

he stressed the importance of the interview technique as a means of reflecting 

the participant's feelings in a therapeutic situation (Mewenberg-Buskens 1996). 
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The free attitude interview is a verbal technique to obtain information. It is non­

directive, and opens the space for the participant to intervene and for the 

researcher to respond flexibly and sensitively (Meulenberg-Buskens 1996). It is 

classified as a person-ta-person method of obtaining information concerning an 

opinion or experience, in a non-directive approach. During the interview the 

task of the researcher is to ask c;>nly one question and thereafter to remain an 

active listener, interrupting only to clarify, reflect and summarise at regular 

intervals. This interview technique has been described in detail below. Excerpts 

from the interviews have been included to illustrate how each step was 

performed'". 

Information 

The interview began with the researcher sharing information about herself as a 

researcher and about the context of the study. Providing information about the 

study at the beginning ensured that this did not have to be given later in the 

interview, thereby interrupting the participant's train of thought and the overall 

structure of the interview (Meulenberg-Buskens 1996). 

The Exploring Question 

This was the research question formulated so that it did not contain any 

suggestions or the researchers opinion The single exploring question was 

asked at the beginning of each interview: 

"VVhat were your experiences of providing kangaroo care to your pre term 

son/daughter; what was it like for you?" 

Reflective Summary 

The participant's words, opinions and feelings were paraphrased in the 

researcher's own words, reflecting both the nature and the intensity of the 

participant's feelings (Meulenberg-Buskens 1996). This ensured that the 

'"In the transcript excerpts, the bold text has been used to denote the researcher and a series of dots have 

been used to denote pauses. 
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researcher had heard and understood what participants intended her to hear 

and understand, allowed the participant to structure his/her own thoughts, and 

invited the participant to share more information. 

... but it's the same as the African ladies with the babies on their back, they 

also put the babies on their back to break the winds also. 

So if I understand you, you are saying it is opposite to the African 

mothers? 

It's the opposite, yes! Except with this one it is body heat as wen. It is just 

the exact opposite, exactly. 

(Excerpt from interview with Participant 1) 

The Clarifying Question 

At appropriate stages in the interview, clarification on ambiguous issues or 

words that also had commonsense meaning was sought. 1bis was to check that 

a true understanding of what the participant was saying was gained, while a 

holistic understanding of the participant's experience was also obtained. 

It's fun ... it's an experience you have never felt before '" like bonding with 

your child all over again. It's nice. 

When you say bonding, what do you mean? _ 

It's like ... skin to skin, to feel her skin to skin, and even when I put her 

down she wants to cry, when I pick her up and put her against my skin, she 

is calm ... 

(Excerpt from interview with Participant 3) 

Pause or Silence 

Silences were allowed to continue so that the participant had time to think and 

reflect. In 80% of cases the interviewee will resolve the silence within 10 seconds 

(Meulenberg-Buskens 1996). 
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I went immediately to the sister and they ... sudioned her and she was back 

to normal again ... so it has been great being here. 

Pause 

On the other hand ... being here is also quite demanding, because ... because 

she is not my only child. 

(Excerpt from interview with Participant 2) 

The Final Summary 

All the information given by the participant was reflected upon, and the most 

important parts of the interview were reiterated. 

The free attitude interview provided space for the participant to incorporate 

his/her own significant personal ideas and opinions, within the framework of 

the opening question. This facilitated the collection of rich illustrative data from 

participants. The main qualities of a free attitude interviewer encompass a 

feeling of respect for the participant and an interest in hearing his/her opinion. 

Audio-taping 

All the interviews were audio-taped, as an accurate recording of the entire 

interview was essential to facilitate the transcription process that occurred after 

the interview. It also reduced the potential for researcher error or cheating, and 

validated the accuracy of the data (Hambali & While 1994). 

2.5.6 Research Journal 

Personal thoughts, assumptions and emotions as well as methodological and 

theoretical issues throughout the research process were recorded in the research 

journal (Ely et al. 1991). Track was kept of insights, guidelines and questions 

that emerged during the research process. Preconceived ideas recorded before 

each interview enlightened the researcher of her prejudices. Notes recorded 

after the interviews were used to evaluate the decisions taken during each 

interview. This facilitated an awareness of decisions taken during the interview 

and enhanced objectivity. 
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2.6 ISSUES OF RELIABILITY AND VALIDITY 

2.6.1 Trustworthiness/Credibility 

Qualitative research has been criticised for not meeting the same criteria of 

rigour as are applied to quantitative research. In qualitative research the 

researcher is one of the most important instruments. Training the human 

instrument enables the res~ch to be trustworthy (Guba & Uncoln 1985). 

Trustworthiness was vital to make this study credible, to produce results that 

can be trusted, and to establish results that were "worth paying attention to" 

(Guba & Uncoln 1985, p. 290). 

Being trustworthy meant that the process of research was carried out fairly, and 

that the data represented as closely as possible the experiences of the parents 

who were interviewed. The entire process was grounded in ethical principles 

about how data w:!re collected and analysed, checking of assumptions and 

conclusions, how participants were involved, and finally how the results from 

the study were communicated. Ely (1991) states that trustworthiness is more 

than a set of procedures, it is a personal belief system that shapes the procedure 

in process. 

Guba & Uncoln (1989) refer to the rigour of qualitative research as 

trustworthiness and outlined qualitative analogues, which are more 

appropriate to qualitative research. These are credibility for truth value, 

transferability for applicability, dependability for consistency and 

confirmability for neutrality. 

2.6.1.1 Credibility 

Credibility refers to gaining knowledge and understanding of the true nature, 

essence, meanings, attributes and characteristics of the particular phenomenon 

under study. Measurement was not the goal; rather, knowing and 

understanding the lived experience of parents who provided kangaroo care was 

the goal (Leininger 1985). To achieve credibility the research was conducted in 
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such a manner as to ensure that the phenomenon (the lived experience of 

providing kangaroo care to their preterm infant) was accurately identified and 

faithfully described. 

In qualitative research credibility is subject-orientated, and in this study it was 

obtained from the discovery of parents' experiences of providing kangaroo care 

as they were lived and perceived by the participants. Confidence in the findings 

(participants' experiences and the context in which the study was undertaken) 

was established. Throughout the research process the findings were submitted 

to and discussed with the experienced research supervisor, thereby assisting 

with the creditability of the study. The research supervisor provided guidance 

and assisted in generating deeper insight into and interpretations of the 

research data. 

2.6.1.2 Transferability 

Transferability involves presenting an accurate description of the interpretation 

of the lived experience of parents who provided kangaroo care, with the view 

that future parents of preterm infants and parents who have lad a similar 

experience may recognise the description. 

Qualitative studies aim to describe and explain phenomena. Van Manen (1990, 

p. 7) states that "phenomenology is a theory of the unique, it is interested in 

what is essentially not replaceable". Generalisability was not the aim of this 

study, therefore external validity was not the object (Brink 1991). 

Van Manen (1990) refers to the "phenomenological nod", that implies that the 

experience is one that a person can relate to and understand, and that they 

actually contribute to the verification of data. In this case it refers to the parents' 

experiences of providing kangaroo care to their preterm infants. 

2.6.1.3 Dependability 

The monitoring of personal responses and mapping an audit trail contributed to 

dependability. Verbatim transcriptions, detailed field notes and a record of 

analytical decisions provided an audit trail that contributed to dependability, in 
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addition to providing a rich description. An audit trail is an essential 

component of any qualitative research study (Guba & Lincoln 1989; Rodger & 

Cowles 1993). The audit trail provided explanations and justifications for 

decisions and changes that were made at each stage of the research process. 

This was essential since the researcher was responsible for all the analysis of 

data and documentation related to the research. 

A comprehensive audit trail consists of four types of documentation (Rodgers 

& Cowles 1993), which are pivotal to the dependability of this study: 

1. Contextual documentation (field notes): 

"Contextual documentation or field notes were a description of the context and 

actual data collection process, providing a clearer understanding of the context 

in which the interviews took place" (Rodgers & Cowles 1993, p. 220). 

In this study, interviews were the primary source of data collection. During the 

interviews key phrases were noted, which served as a rough guide for 

elaboration when the interview was completed. Note-taking during the 

interview could become a form of non-verbal feedback to the participant, and 

therefore only short non-verbal responses were recorded on paper. All the 

parents gave verbal permission for the recording of field notes. 

Immediately after the completion of each interview a detailed record of the 

interview was written using the key words recorded during the interview. The 

detailed record included a description of the setting, any additional persons 

present for the interview, the participants' non-verbal behaviour, and any 

distractions, interruptions or other events that may have been Significant to the 

research. All preconceived ideas that had surfaced before, during or after the 

interview, reactions to the interview, questions that emerged and insights 

gained, were noted. 

2. Methodological Documentation: 

Methodological documentation recorded and provided the rationale for all 

ongoing methodological decisions made regarding the study. "Identification, 
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explanation and reporting of all decisions made during the study made visible 

an accurate assessment of the dependability of the study" (Rodgers & Cowles 

1993, pp. 220-221). Methodological decisions, thoughts and feelings about the 

research were recorded in a book. Reminders of things to do in relation to the 

study were also recorded. All the methodological decisions that were made 

were dated and synchronised with the interview datal transcript. 

3. AnalytiMl Documentation: 

/I Analytical documentation is a demonstration that reasonable procedures and 

lines of enquiry were followed during analysis" (Rodgers & Cowles 1993, p. 

221). Ability to retrace the actual analytical paths and to demonstrate each line 

of enquiry that was followed was relevant. liThe analysis of qualitative data is 

dependent on the thought processes in sorting, categorizing and comparing 

data and in conceptualising patterns that emerge as the data is examined and 

coded" (Rodgers & Cowles 1993, p. 221). Consistent and clear records of all 

phases of the analysis, including theoretical insight and outcomes regarding the 

analysis process, were maintained in order to ensure rigorous analysis. 

4. Personal Response Documentation: 

"Personal response documentation involved keeping honest personal, 

descriptive notes about thoughts and feelings in response to each interview and 

the research as a whole" (Rodgers & Cowles 1993, p. 223). These enhanced the 

rigour of the study and assisted in alleviating the psychological and emotional 

strain of research interviews. The experiences of the interviews, data and the 

research process were also documented. 

Before discussing each interview experience or ideas surroUnding the 

interview, a detailed record was written. "Discussing thoughts, feelings or 

experiences before writing about them may have diluted their importance or 

may have caused distortion and confusion about exactly what the participant 

had said" (Rodgers & Cowles 1995, p. 225). 
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2.6.1.4 Confirmability 

Records of preconceived ideas regarding the study were noted in the 

researcher's journal. The research journal was a record of ongoing thoughts and 

feelings, and enabled the researcher to m.inim.ise bias. During the interview 

process and analysis phase the capturing of participants' experiences was a 

priority. Holding in check experiences, knowledge and future anticipations of 

the phenomenon enabled the data to show itself 'as meant' (Ray 1994, p. 129). 

2.7 DATAANALYSIS 

2.7.1 Introduction 

Analysis in qualitative research refers to the II categorisation and ordering of 

information in such a way as to make sense of the data and to write a final 

report that is true and accurate" (Brink 1991, p. 178). The intention of qualitative 

data analysis is to clarify the research topic (i.e. parents' experiences of 

providing kangaroo care to their p'eterm infants) by organising, interpreting 

and categorising the data in such a way as to gain meaning and understanding 

of the parents' experiences (Lackey 1991). 

Phenomenological analysis was chosen as the method of data analysis. Probing, 

in-depth analysis (Meulenberg-Buskens 1996) also complemented and 

enhanced the phenomenological analysis. 

2.7.2 Bracketing 

Bracketing can occur at various stages, as outlined in section 2.5.4. It is part of 

the intent of the researcher to ensure that the analysis is (as much as possible) 

free from any bias. Prior to the process of data analysis, thoughts and beliefs 

were set aside; they were listed and discussed with the supervisor. Hymer 

(1985, p. 281) describes the process cf bracketing as "suspending as much as 

possible the researcher's meaning and interpretations and entering into the 
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unique world of the individual who was interviewed". Bracketing assists the 

researcher in focusing on the participant's whole experience without bias. 

2.7.3 Transcription of Data 

All interviews were transcribed verbatim in their entirety by the researcher, 

which allowed her to become familiarised with the data (Appendix E). This was 

an important initial phase in becoming acquainted with the data. Verbatim 

transcripts were essential for the arrangement of all data into text and analysis 

of it since the researcher could not rely on her memory or notes to capture all 

that had occurred during the interview. The transcriptions of the interviews 

included pauses, laughter, tears, distractions and occurrences of verbal and 

non-verbal· communications (e.g. partiopant shifting in seat) during the 

interview. Patton (1990, p. 347) states that lithe research would have little 

meaning if the researcher fails to capture the actual words of the participant, as 

there is no substitute for the actual quotations spoken by the participants" . 

Before the transcription process began, all interviews were taped onto a back­

up audiocassette to reduce the risk of losing valuable data. Transcriptions were 

in tum also backed-up. 

2.7.4 Stages of Analysis 

Van Manen's (1990) fourth procedural research activity, which involves 

describing the phenomenon through the art of writing and rewriting, was 

rather challenging to apply. A more structured outline was required to assist:in 

seeing the 'meaning' within the data that had been gathered. Therefore a 

combination of Colaizzi's (1978); Giorgi's (1975) and Hycner's (1985) stages 

recommended for analysis were adopted, as they provided guidance for the 

research analysis. 

Colaizzi (1978) does suggest that the framework is not definitive and that there 

is a tendency for the stages to overlap. This was encountered, but every attempt 

has been made to describe the process of analysis as clearly as possible. It was 

of significance that I was a registered nurse and was not a parent, but was 
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attempting to analyse the thoughts and feelings of parents. There was a danger 

that I could interpret the meaning of the data through my own interpretation; 

the parents' own words have therefore been utilised whenever possible. 

A detailed account of the process of data analysis is provided below, which 

followed the stages recommended by Hycner (1985, pp. 280-294); Giorgi (1975, 

pp. 87-95) and Colaizzi (1978, pp. 48-71). 

Stage 1: Interview Transcripts 

The first stage in the analysis process was listening to the tape recordings of the 

interviews and re-reading the typed transcriptions. This helped the researcher 

acquire a feeling for be data. The process of re-reading the transcriptions· 

several times enabled her to 'make sense of them' I and to gain a sense of the 

essence of the interviews as a whole. The nuances of language use and emotions 

were captured. Initial understandings, thoughts, feelings and general 

impressions in relation to the interviews were recorded against the interview 

transcripts. 

Stage 2: Extracting Units of General Meaning 

This stage involved returning to each transcript and extracting phrases or 

senten::es that directly pertained to the phenomenon (the parents' lived 

experience of providing kangaroo care to their preterm infant), capturing the 

essence of the participant's experience, as described by Hycner (1985, p. 282) as 

the units of general meaning, "those words, phrases, non-verbal or 

paralinguistic communications which expressed a unique and coherent 

meaning, clearly differentiated from that which preceded and followed". 

The units of general meaning were recorded alongside the transcriptions 

(Appendix F). Units of general meaning from the text were changed as little as 

poSsible, in order to retain the participant's meaning. All general meanings 

were included, even though some seemed redundant and vague. 
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Stage 3: Formulating Categories 

Once the units of general meaning were identified and documented, categories 

were identified. Categories are "units of meaning that naturally clustered 

together" (Hycner 1985, p. 287). Any common essence that united the categories 

was noted, and each individual category was rigorously examined to elicit the 

essence of each unit of meaning in its individual context. The categories 

"responded to and illuminated the research question/specific purpose of the 

study" (Hycner 1985, p. 284). 

Categories which were clearly redundant in terms of those previously listed 

were Efuninated, as suggested by Hycner (1985). However, an awareness of 

how many times a meaning was mentioned and how it was mentioned was 

recorded. 

Colaizzi (1978) describes the process as one of spelling out the meaning of each 

unifbf general meaning - going beyond the transcript, but not severing the 

meaning totally from the transcript. Thus the researcher aimed to stay close to 

the information offered by the partippants and not add her own interpretation. 

Stage 4: Central Themes 

On completion of stage 3 with each transcript. a total of 47 categories had been 

identified. Eight 'central' themes emerged from the categories (Appendix H). 

Once all the interviews were analysed, it was possible to determine themes: 

"one or more central theme which expressed the essence of the categories that 

occurred across the interviews" (Hycner 1985, p. 290). All the categories were 

listed cm.d interrogated to determine if there were central themes that expressed 

the essence of the categories. This process included going back and forth among 

the various categories until the final eight central themes emerged: 

Central Themes: 

.. II Not his time", delivering a preterm infant 

.. Anxiety and barriers 

.. Intimate connection 
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.. Adjustments/roles and responsibilities 

.. Measurement of success 

.. Support network "standing by us" 

.. Living without /I my infant" and living within II the hospitaf' 

.. Living with /I my infant" outside II the hospitaf' 

The central themes were validated by returning to the transcripts. Where 

applicable, words that the parents had spoken were used as a title for the 

central themes. 

Stage 5: Exhaustive Descriptions 

An exhaustive description of the lived experience of the parent who provides 

kangaroo care to their preterm infant was brmulated, based upon the eight 

main themes. An example of one of the themes is provided in Appendix G. 

Once the themes were final, a literature review was undertaken in relation to 

the themes in order to link the findings to published literature. This assisted in 

providing a wider perspective, and enabled a richer dialogue around the 

themes to emerge. 

Stage 6: Return to Participants 

Colaizzi (1978) recommends validating the findings by returning to the 

participants, however, as the analysis was completed long after the infants had 

been discharged from hospital, this option was not possible. H the timing had 

been more appropriate, it would have been useful to return to the parents to 

discuss the analysis. 

Reflecting on the data analysis phase, analysis of the data and the desire to be 

true to the parents' perceptions of their experience ~re perhaps the biggest 

challenges of the research study. The combination of Colaizzi's (1978); Giorgi's 

(1975) and Hymer's (1985) stages provided a reasonable framework for analysis 

of the data. 
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2.8 THE RESEARCH REPORT 

Through the process of writing and re-writing, a greater insight into the themes 

and greater depth in writing was gained. The final product is a description of 

an experience, presented from the researcher's perspective as she engaged with 

the data (Oiler Boyd 1989). 

A phenomenological study produces findings that are descriptions of real 

situations, rather than statistical measures or diagrams that are beyond people's 

experiences. The researcher aimed to create a phenomenological text that one 

would immediately recognise as meaningful, and which would portray a 

deeper understanding of parents' lived experience of providing kangaroo care. 

Verbatim statements from the participants are included in the 

phenomenological research report in order to provide evidence for 

interpretations, and to allow the reader to judge the validity of the 

interpretations. 
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1IIIIIIII Chapter 3 

PRESENTATION OF FINDINGS 

"Prematurity is a world you never know exists unless life takes you there." 

(Shahan 2000, p. 1) 

3.1 INTRODUCTION 

This chapter presents the eight central themes that emerged during the process 

of data analysis, and describes parents' experience of providing kangaroo care 

to their preterm infants. 

The research question: "VYhat have you experienced while providing kangaroo care to 

your premature son/daughter?" generated the recollection of the experience, and 

the stories of parents of premature infants, who shared their emotional 

struggles. Direct quotations from the participants have been included to 1/ allow 

the participants voices to be heard and to make their feelings explicit" 

(Sandelowski 1994, p. 480; Habermann-Little 1991). 

Six participants (four mothers and two fathers) who had provided kangaroo 

care to their preterm infants consented to participate in this study. Five 

interviews occurred while infants were still receiving care at the hospital and 

one of interviews took place after the infant had been discharged home, but was 

still receiving kangaroo arre. Three participan~ were not married but were 

living with their partners, two were married, and one was not in a current 

relationship with the infant's father at the time of the study. 

The setting was the Neonatal Nursery and Kangaroo Care Ward in a tertiary 

hospital in Cape Town, where all the infants had been nursed. The Neonatal 

Nursery had facilities to accommodate 60 preterm or ill infants. Preterm infants 

were admitted here and nursed in incubators until they were stable and no 

longer required oxygen. A kangaroo care programme was initiated as part of 
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the routine care of healthy LBW infants before discharge, in which all parents 

were encouraged to participate. 

For parents, their experience of kangaroo care can be viewed as a journey which 

begins when the mother unexpectedly delivers a preterm infant. Immediately 

after birth the preterm infant is taken to the NICU to be assessed and stabilised. 

The infant is cared for in an incubator while the mother regains her strength. 

The mother is discharged from hospital once she no longer requires 24-hour 

nursing care, and her infant is left in the care of the medical staff at the hospital. 

This is the first of many hurdles that the mother and infant will face. 

Once the infant is stable, a staff member invites the mother to move into the 24-

hour Kangaroo Care Ward at the hospital. Here she receives instruction and is 

prepared for her infant's discharge home. The final goal for all these parents is 

moving back home with their infants. When the infant has gained sufficient 

weight and the mother displays confidence in handling her infant, she is 

discharged home and followed-up on an outpatient basis. This signals the 

beginning of a new family life, and occurs weeks or even months after the 

infant is born. This eventually brings a I sense of normality' to the preterm birth 

and kangaroo care experience. 

The eight central themes that emerged are described in chronological order, 

although there is some overlap. Kangaroo care is a phased process, each phase 

brings a unique set of experiences, as will be seen from the descriptions .below. 

3.2 EMERGENCE OF THEMES 

3.2.1 "Not his time", Delivering a Preterm Infant 

Prior to Delivery 

Preterm birth is a dramatic, life-threatening event, filling parents with intense 

disappointment and overwhelming fear. It occurs with little or no warning. The 

birth of a premature infant is a time of stress and crisis for parents. Among the 
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stressors that parents face are losses and grief from the early and abrupt 

termination of pregnancy, feelings of emptiness, uncertainty regarding the 

infant's prognosis, and fear related to touch. 

All participants had to discard their prenatal expectations when their infant was 

born prematurely. Every preconception of childbirth was shattered. Parents 

were disappointed after delivering a preterm infant because they felt' cheated' 

out of a full-term 'normal' birth. The labour occurs unexpectedly, "too soon" and 

at "not his time". The women were occupied with their daily activities, and not 

prepared for their infant's arrival 

"I was 4 em dilated already ... and I was seven months ... " (participant 3) 

The anticipation of becoming a parent nine months after falling pregnant is 

replaced with the sudden reality of a preterm birth. The opportunity to prepare 

themselves psychologically, especially in the last few weeks, is lost The 

preterm birth brings excitement together with a sense of loss of what might 

have been. 

liThe birth was the fifth of this month .. . August, and umm quite soon because 

the date would hmJe been the end of September" (participant 4) 

Feelings of urgency and of being rushed were common among parents' 

recollections of their preterm birth experience. The arrival of the new infant is 

unexpected. Parents are unprepared and disorganised; they are shocked at the 

suddenness of it all. 

"I was also so busy working, and end of August would have been my finish of 

working. So it was, that weekend, it was, like chaos" (participant 4) 

Empty Arms 

Parents of preterm infants are denied so much. They are denied the 'normal' 

pregnancy. They are denied the joy of holding their infant in the first few 

seconds after birth. They are denied the joy of being discharged home with their 

infant. Mothers leave the hospital with" empty arms" . 
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The mothers expected to hold their infants after birth and were unprepared for 

the immediate separation as the medical team instituted treatment and life 

support For these participants their anticipation of a healthy infant with whom 

they could engage and that they could touch has all been lost. Parents of 

preterm infants are deprived of those first few rroments of getting to know 

their infant - their introduction to parenting is a strained quick glance, before 

being whisked away for medical attention. Mothers yearned to hold their 

infants, but were prevented from doing so because of the infant's small size. 

One mother was excited when she first saw her infant and wanted to connect 

with her, but was prevented from doing so. She was excited and yet 

disappointed: 

"I went into the nursery and saw ... this small baby and thought is it really 

my baby and ... I was really not sure how to act towards her and that lasted for 

only a split second because then I was very excited and wanted to touch her 

and then I couldn I t touch her because she was too small" (participant 2) 

Mothers expected to give birth normally, to develop intimacy and to breast-feed 

their infant In reality these mothers were separated from their infants, their 

arms were empty, and they were not able to accomplish what they had 

anticipated. 

Loss in Preterm Birth 

At a time when parents want to connect with their infant, they feel shocked, 

numb, detached and terrified. Parents' expectations are disrupted as they come 

to terms with multiple losses. Parents miss out on the last days of anticipation 

and preparation, the opportunity to go through a heal1hy delivery, to celebrate 

a new birth, and to bond immediately with their newborn infant. Parents are 

disappointed after a preterm birth because they 'missed out' on having their 

hopes fulfilled. One mother's birth experience was a complete surprise - she 

awoke from an emergency caesarean section II surrounded by professor and 

students telling me 'It's a boy'''. 
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Prognosis for Infants - Life versus Death 

The parents' experience was a tug of war, a conflict of death wmus life. After 

the birth of their infants, three participants had been told that their infants were 

dead, but were even more shocked to hear later that their infants had 

miraculously survived. Parents shared their conflicting feelings. They were told 

that their infant was dead and commenced the grieving process, only to be told 

that their infant was alive: 

"Her birth was ... very traumatic for me, she was born at 24 weeks and 

declared dead at birth ... and then an hour later the sister came to the ward to 

tell me that my baby is alive and in the nursery" (participant 2) 

"She came out and the nurses looked at her, and they said 'she is too small. 

She won't make it'. They said 'guys do you want a footprint or anything', 

then they gave her to us just to hold, we prayed for her soul and then they took 

her away... So the following morning I was busy around ten and the phone 

call came, 'I am phoning from the hospital, here is your wife, she said the 

baby's alive'" (participant 6) 

Unbelief and mistrust of the medical staff caused distress. The parents were not 

able to trust the staff because they didn't know what to believe as the truth. The 

mother felt compelled to see for herself that her infant was actually alive. She 

knew that she would be able to sense her own infant 

"In the beginning it was really difficult for me ... because I had to ask is it 

really my baby because of the foct that she was declared dead at birth ... when I 

saw her and I wanted to touch her and then I felt that I will sense whether this 

is my baby or not ... "(participant 2) 

Fear of Being Blamed 

Because two of the mothers had previously suffered a miscarriage, they were 

very scared. One participant bled from 16 weeks onwards - "we didn't know ifwe 

were even going to have a baby". They had experienced the pain of losing an infant 

before and were scared of being blamed for doing something wrong again. For 
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one couple this preterm infant was their second live child in seven pregnancies, 

and to them the infant was a miracle and a gift 

"[ was 4 em dilated already, it could have led to a miscarriage ... and that was 

a frightening thought ... Because [ had a miscarriage already", and it is hard 

because you can't tell anybody that you had a miscarriage because you don't 

know what they will say, will they blame you?"(participant 3) 

Fear - Touch; Smaller than Expected 

The adjustments and challenges of their pre term birth experience were unique 

for each paren~ and for those who had experienced a full-term birth before, it 

was difficult and different - "you don't know what to do, they're so tiny and the only 

one in the home", 

Parents stared in disbelief at their tiny, fragile infant, who they were eager to 

touch but feared harming. Fathers, who expected to welcome a full-size term 

infant, were overwhelmed at the tiny size of their newborn infants. For the 

fathem the preparation was also lost; the infant was not as big as expected and 

there was not enough time to prepare for his son's arrival 

"[ was like happy okay nine months, let's go through this nine months and 

him being big ... and [ can get used to him. Being two months preterm and 

seeing that small thing, uh, it was quite scary" (participant 5) 

The birth of a preterm infant is the beginning of the kangaroo care experience. 

Once an infant has survived a preterm birth experience, parents commence the 

journey of providing kangaroo care. The hurdles that parents faced included 

their own anxiety and the barriers of an unfamiliar Neonatal Nursery. 

3.2.2 Anxiety and Barriers 

Mter the shock of the preterm birth has subsided and realisation has sunk in 

that their infant is alive, parents' own anxieties surface. They erect barriers to 

protect themselves and their emotions when dealing with their infant. 

Parents' anxiety and barriers were both emotional and physical. The first time 

that parents walk into the NlCU and Neonatal Nursery, they feel incompetent. 
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It is initially a strange and unfamiliar environment, which is intimidating to 

parents. They feel overwhelmed by a health care system that is unfamiliar and 

concentrates on getting the infant well and may 'neglect' parents 

unintentionally. Parents believe they are less skilled than the nurses who care 

for their infant. They have to ask permission every time they wish to do 

something. The medical staff and other parents watch their every action. 

Parents are overwhelmed by the amount of complex medical equipment, the 

invasive lines, nasogastric tubes and intravenous therapy lines attached to their 

preterm infant's tiny body, and the constant activity of the nurses and doctors. 

The main physical barrier that separates parents from their preterm infants is 

the high-tech equipment used in sustaining the life of a preterm infant. This is 

very daunting and unfamiliar to a parent. 

"Unlike a ... term child ... that you take home and wash and handle 

immediately, with these little ones they are in incubators, you have to wash 

your hands, put on ... some disinfectant and then touch the baby and you can I t 

touch the baby for too long. So there is minimal physical contact and I think ... 

that sometimes makes you feel a bit deprived as a mother because you want to 

pick up your baby, you want to touch them rmybe rub them out [massage 

them] which you can I t do" (participant 2) 

The incubator restricts the parents' ability to initiate physical touch and to 

provide kangaroo care. One mother felt inadequate and frustrated at not being 

able to fulfil her role of mother, as her preterm infant spent his time "locked away 

in an incubator" surrounded by tubes and wires and not experiencing her touch. 

Parents wanted to hold their infants earlier, but the infants' poor health and 

small size resulted in a delay. Parents devised ways to overcome the physical 

barriers in order to show their infants that they cared. 

"Those first few days ... that I couldn't have physical contact with her, sort of 

created a barrier between. the two of us, but I tried to communicate somehow 

with her, by talking and humming to heY' (participant 2) 
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Small Size of their Infant 

Mothers experienced in child rearing were shocked at the "tiny" size of the 

preterm infant and were unsure how to hold their own infants: 1/ .. , you don't 

know how to pick them up and how to handle them properly", Parents are 

disappointed that the infant does not resemble the picture they had envisioned 

during pregnancy. They have to work through their own insecurities and fears 

that they Will harm their infant if they hold them incorrectly, Their previous 

experience had not prepared them to trust their maternal abilities and 

confidently handle their preterm infant. 

Distancing - Fear of Non-survival 

The medical staff constantly told the participants in this study that their infant 

might not survive, describing it as II a fiftylftfty chance that your child will survive ... 

or not". 

The parents erected emotional walls to separate themselves from their infants, 

to distance themselves from their infant and create a temporary barrier. 

Participants "feared getting attached", so refused to establish an emotional 

connection as their fears surfaced: "I don't want to get attached to someone who 

might not make it", Parents prepared for the worst and insulated themselves 

from further loss and pain. Parents would adjust easier to their infant's death if 

they were not attached to their infant. When their infant survived for a few 

days, parents felt they were II missing out", and took additional risks and 

connected intimately with their infant through kangaroo care. This enabled 

them to overcome the barriers they had erected. One father's breaking point 

was when he realised that he was "getting attached". 

;;One then struggles to ... actually connect with your child because you, 

you are vrn between ... becoming so attached to the child and the child dies 

the next day or the next minute for that matter and between not giving that 

child that warmth and affection for that short time that you might have with 

child, for the child's lifetime" (partidpant2) 
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Fear of Hurting the Infant 

Parents desperately wanted to hold their infants but feared hurting them. Their 

infant was someone "delicate and precious". One father feared that he would 

drop his daughter and rhetorically asked the question "VVluzt would happen if she 

falls?" All parents felt clumsy and anxious when they first held their infant in 

the kangaroo care position; however, their confidence increased as they spent 

time with their infant. 

liThe first two days I didn't want to touch him because] was afraid o/hurting 

him ... but ... umm ] think that it [kangaroo care] provides you with that 

bonding experience" (participant 5) 

"Not Knowing" 

There is usually little, if any, preparation for a preterm birth. Parents are not 

prepared for nor educated on what occurs during a preterm birth - an 

unexpected birth, unknown terms (e.g. nasogastric tube, intravenous wires), 

and an unprepared outcome. They lacked the knowledge and education to 

equip them for an experience that might last up to several months. Their lack of 

understanding and sparse information at the beginning of their journey led to 

feelings of powerlessness and fear. 

Most parents had never heard about kangaroo care before the birth of their 

infant "There is a lot 0/ people out there that don't know about kangaroo ... I never 

knew". They had not received any preparation from the hospital or clinics they 

had attended for antenatal care. Parents' first exposure to kangaroo care was 

when they read either the informational posters on the hospital walls or the 

pamphlets from hospital staff while their infants were fighting for their lives in 

theNICU: 

"] mean you go to the clinic and even so ] attended this hospital and okay there 

is posters and that but no one like told you about it [kangaroo 

care]"(participant 1) 
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Fathers are sb.'angers in the hospital environment They were scared and 

intimidated by their lack of knowledge about even the simplest tasks such as 

opening the incubator. However, they did not want to feel inadequate in their 

role as father: 

"I didn't know what to expect. I didn't know how I will react to baby, I 

definitely wanted a baby but, you know, I was scared of managing baby" 

(participant 5) 

In response to the barrier created by their own unpreparedness, parents felt that 

clinics and health professionals should be informed of kangaroo care: "I'm sure 

the clinics also don't know about this kangaroo". Mothers felt that he antenatal 

clinics should prepare pregnant women for he possibility of a preterm birth 

and the opportunity to provide kangaroo care: 

"I think that people at the clinics and places like that should be informed about 

the kangaroo, so that they can also encourage nwthers on their own II 

(participant 1) 

Parents received education pertaining to kangaroo care from the nursing staff. 

The kangaroo care education and demonsb.'ations for mothers and fathers were 

held at separate times. The mother, who visited the infant daily, received the 

kangaroo care information earlier than the father. The fathers returned to work 

soon after the birth and visited their infants either in the evening or during the 

weekend. The fathers would have preferred their partners or spouses to explain 

kangaroo care to them "not somebody else", as it was a private issue relating to 

their family unit 

'''l'Vho are you going to listen to? I would apprecitlte it [kangaroo care 

education and demonstrations] nwre if it came from my spouse, if she told me, 

you have got to try this. I would probably listen more to my spouse than to the 

nurse staff' (participant 5) 

Fathers faced additional barriers to those facing mothers. The judgements and 

criticisms directed at fathers while they provided kangaroo care was an issue 

that one father confronted: 
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"Another lady said, 'I1wpe that you are not suffocating the child', because her 

head was lying at the side. The question I had in my mind was ... it's a man, 

he comes with this lamgaroo pouch ... " (participant 6) 

Because a male's anatomical build is different to a female's, they had to adjust 

the positioning of their infant to fit comfortably: 

"lt feels like he is bunched up, because your chest goes inwards, you can let 

him lie at an angle ... but now with him lying On the one side it gives his body 

a chance to space out more ... with me being a bit of a slender person it just 

feels comfortable, for both of us. lt is better to get his chest as close to my chest 

as possible, so when I lie him sideways [that] has sorted that one out" 

(participant 5) 

Anxiety and barriers were major hurdles for alI parents. When they overcame 

the barriers they had erected and dealt with their fear and anxiety, they began 

to form a connection with their infant that would last a lifetime. 

3.2.3 Intimate Connection 

Despite the initial anxiety and barriers created by the environment, alI parents 

felt a special connection with their infant during kangaroo care: "lt's just the 

little moments you share". 

There is an intimate connection that a parent and preterm infant develop 

throughout pregnancy. It starts before conception, when the parents imagine 

holding their infant in their arms. The process continues throughout the 

pregnancy and into infancy, and is flexible enough to overcome the many 

hurdles of anxiety, illness, Neonatal Nursery and separation. The close 

relationship that develops between the infant and his/her parent is a special 

commitment of a parent to an infant. The parent will look after, nurture and 

care for the infant until s/he can care for him/herseH. 

Touch and kangaroo care are intimate forms of communication. Kangaroo care 

satisfied the need to feel like a mother or father, and gave the participants a 

chance to make a positive impact in their infants' lives. None of the parents held 

73 



Univ
ers

ity
 of

 C
ap

e T
ow

n

their infants immediately after birth and none felt like 'real' parents until they 

had held them. The first experience of holding their preterm infants in the 

kangaroo care position was one that all parents treasured as cathartic. The 

moment that the mother held her infant against her skin, the connection 

formed: 

liMy first experience with kangaroo caring [for] her ... when I took her out and 

put her against my skin, it was just ... a great sense of relief for the first time 

really I felt bonded with her, that it was my daughter. So I think that kangaroo 

care helps to bridge that initial... gap that is between a mother and her 

preterm baby" (participant 2) 

Parents comfort and transfer strength, courage ana hope to their infant through 

their touch, "like two bodies in oneil. Mothers shared the intimacy that took place 

between the parent and infant /I Your child gets to know you ... to feel you, to 

touch you, to smell you". 

The physical closeness of their infant while in the kangaroo care position 

enhanced the parents' awareness of their infants' cues and Signals. One mother 

could "feel her breathing". Another mother knew when her infant had a wind: 

"you can hear the breathing is different". The closeness allowed parents to 

constantly monitor their infants' condition. This heightened their perceptions of 

their infants' needs. 

The preterm infant experience is a special time for parents; they have the 

unique opportunity to watch their infant develop, as s/he would have in the 

womb. Parents felt at ease, fulfilled and satisfied with the closeness of their 

infant "I can touch her, hold her, stroke her". Despite the initial fear, an intimate 

connection between parents and their infants occurred during kangaroo care. 

The feelings of joy that providing kangaroo care evoked in the parents were 

very real: "It's a nice feeling' ... It feels like I am bonded to my child". 

Intimate Connection for Fathers 

Fathers providing kangaroo care connected intimately with their infants. For 

one participant kangaroo care helped him to "be part of' his daughters life. 
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Another participant said that kangaroo care "helped me feel closer to him, we got 

used to each otJu:' much more quicker". Although the fathers were totally 

overwhelmed by the preterm birth, that became insignificant once they were 

able to become involved in providing kangaroo care, and their confidence 

increased: 

"Kangaroo care has become so much part of,me now. I am now owning this 

thing. I was thinking what was kangaroo care. It was nothing up in the sky, it 

was nothing other than what I was doing, all the other ideas, the breathing 

and the posture were part of it, and I developed it for myself so that it became 

more meaningful" (participant 6) 

The initial shock and surprise of delivering a preterm infant was overwhelming, 

but was contained once the parents were able to initiate kangaroo care. 

Kangaroo care restored parents' confidence and created an intimate and close 

parent-child tie. 

3.2.4 Adjustments/Roles and Responsibilities 

It is not only the preterm infant that is affected by the preterm birth. The 

parents' lives and the lives of their family are also transformed. The family 

members have to decide whether they will allow the preterm birth to affect 

them in a negative or positive way. 

The roles of individual family members adjust after the birth of a preterm 

infant, as would have occurred with a term infant. However, these parents are 

expected to assume additional roles and responsibilities in the care of their 

infant earlier than expected, for which some of the participants were 

unprepared. Individual parents coped with the birth of their infant in different 

ways, especially during different stages of the hospitalisation. The mothers in 

the study spent the majority of their time with their infants, since they were on 

maternity leave or had planned to stay at home when the infant arrived. Fathers 

(who were not entitled to leave or could not take it due to financial reasons) 

resumed work, in addition to visiting their infant. The fathers assumed the 
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• 
majority of the household responsibilities and the sibling care, while the mother 

spent most of her time at the hospital 

The parents took on different roles that suited their particular lifestyles at the 

time. These roles were individual to each parent couple and their pretenn 

infant. Individuals lost their once dearly defined roles, they no longer knew 

what was expected of them, as parents of a preterm infant. Parents focused on 

coping with their preterm infant as well as trying to manage two or three other 

roles, including partner or spouse, parent of another child, and employee. 

The mother's role 

One of the pivotal events in a woman's life is the occasion of becoming a 

mother. Mter a preterm birth, the woman's role as mother and caregiver is 

delayed. She is denied time to prepare for her infant's birth and deprived of 

immediate contact with her infant. The mother only has the opportunity to 

assume her role as primary caregiver when she moves into the Kangaroo Care 

Ward to accompany her infant. The 24-hour kangaroo care created new roles 

and responsibilities. The demands of these responsibilities have to be met in 

addition to the demanding roles and responsibilities the mother held before the 

birth of her infant 

'Well obviously 1've got a husband and another one child at home, I mean 

most peaple have more than one child still at home and obviously have to cook 

... you have to clean and do a lot of other things, besides looking after yourself 

and the baby" (participant 1) 

For one mother just the sight of her infant triggered her maternal instinct, and 

made her feel like a mother: 

"Baby laying there and on the first time I was thinking to myself gee whiz, am 

I really a mother now? I am starting to feel this closeness" (participant 4) 

The mother plays two main roles, the first being the provision of breast milk, 

the source of nourishment for her infant that causes him/her to physically grow 

and gain weight. Mothers initially have to express milk and feed their infant 
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through a nasogastric tube or cup, because the infant's sucking reflexes are not 

adequately developed. Providing breast milk reassures the mother that this 

essential role benefits her infants' growth and development: 

"About the third week there was less milk, the sisters encouraged me, by then 

she hadn't yet started breast-feeding ... but they encouraged me to keep 

putting her in the kangaroo care position and that really helped to stimulate 

the milk flow and when she eventually... breast-fed I had more than enough 

milk" (participant 2) 

The second main role is that of "human incubator", the warmth from the skin-to­

skin contact of the mothers' skin provided comfort and allowed their infants to 

grow. The mothers played their "part'" - this required ro additional assistance 

from the staff: "It's your body temperature you give to the baby". 

The father's role 

For the male participants, their role in parenting was one of procreation 

followed by financial provision: 

"[ think most fathers, myself included, tended in most cases to say our 

parenting starts and ends with the act, and then the next one is just providing 

material" (participant 6) 

Fathers feel useless on initially entering the Neonatal Nursery. They usually 

only sit and watch as the mother provides all the care: "We as fathers tend to feel 

like not really part of if'. Although fathers are also dealing with the 

overwhelming shock of ~e preterm birth, they are able to physically distance 

themselves from their infant by returning to work and carrying on with a 

normal semblance of their life. Work offered them a sense of regaining "", ....... , ... 1 

since they were able to 'participate' at work - which they could not do at 

Neonatal Nursery. 

Fathers who were unsure of their parenting skills were further intimidated by 

the Neonatal Nursery because their skills and actions were under constant 

scrutiny from the staff. Fathers felt incompetent and not "good enough" to care 

for their infants: "[ know nothing about fatherhood". Fathers feared that their 
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gender would be a hindrance to their infant, and that they would not thrive as 

they would when cared for by the mother: 

"I was slightly nervous, but not as to say that I would crush her, but just that 

I would disturb her. I had this idea in my head that she still needed to be there 

. .. with her mother. Though I am here, but maybe I might not be giving all 

that the mother does ... the smells of the milk and everything, and me I am 

just ••. a man" (participant 6) 

Once they had participated in kangaroo care, both fathers in the study altered 

their personal views. "Parenting is very much a part of me", said one. Parenting 

was no longer predominantly the mothers role; these fathers became involved 

with and enjoyed caring for their infants. Kangaroo care enabled fathers to feel 

part of the parenting role - a role they thought was held exclusively by 

mothers: "Kangaroo care made me feel, I am doing the right thing, that's what I like 

about it". 

The siblings' role 

Siblings of a preterm infant were confused when their mother gave birth 

prematurely and spent a lot of time at the hospital. One participant's child felt 

jealous, forgotten and abandoned while his mother concentrated on his preterm 

sibling who desperately needed attention: 

"[ used to take her out and spend time with her ... he didn't like that and his 

face used to show that [ was spending more time with her than with him ... He 

would tell me: 'Mommy put ••. that child ... back ... in the incubator' " 

(participant 2) 

"It has changed now ... it is no longer 'that child' '" it's 'my sister ... and he 

is so proud now" (participant 2) 

The siblings seemed to be intuitive of their mothers' needs and were interested 

in the birth and kangaroo care process. The above participant's two-year-old 

infant was included in the preterm care of his sister. This facilitated the 

development of family relationships, since the Sibling then felt part of the 

experience and that he contributed in a positive way: 
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"Each time I left the home to come to the hospital and visit her he asked 

'Mummy did you express?'" (Participant 2) 

The birth. of a preterm infant leaves the parent unprepared. Only one of the 

participants had ever been in contact with a preterm infant. All the other 

parents had to adjust their perceptions, mindsets, hopes and ideals from those 

surrounding a term-size infant to suit their preterm infant. 

3.2.5 Measurement of Success 

Weight Gain 

Successful care of a preterm infant is determined primarily by weight gain, that 

leads to the infant being discharged home. Parents perceive weight gain as a 

measure of success and of the status of their infant's progress and development. 

The infant has to grow bigger and weigh more for them to be succeeding. When 

parents suffer a setback, especially related to their infant's weight, they are 

disappointed. They are disheartened and depressed, knowing that the setback 

is another hurdle to overcome before their infant can join them at home. 

How do parents deal with failure? Their measure of success is weight gain, so 

when an infant loses weight or the weight stays static, it impacts on the mother 

intellectually and emotionally since she knows that all infants suffer setbacks, 

and at a feeding level she feels frustrated. All that the mothers are able to do is 

just hold and feed their infant. There is a sense of helplessness. They can only 

do so much - and they want to do more. The mothers could not force their 

infants to grow any faster than they were going to grow: 

'Weight gain for them is crucial ... that is the only way really, that one can see 

whether they are ... developing. Especially as a parent ... the doctors might be 

able to ~e through other things, but as a parent your only measure of how 

your child is doing is, is the influence of weight gain" (participant 2) 

Parents related in precise detail their infant's birth. weight, and were able to 

recollect the exact weight that their infants had gained or lost each day. "Once 

he picked up 50 grams and one day he picked up 10 [grams] and 20 [grams]". Parents 
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were optimistic that their infant would gain weight, but knew that weight gain 

was unpredictable. Weight gain symbolised a step doser to being discharged 

and life as a family outside the hospital. Mothers become focused on their 

infants' weight gain. One participant, when speaking about the other mothers, 

said: "They just want their babies weight to gain". Another mother hoped that her 

infant would pick up "another 40 [grams] today', which would enable her infant 

to be discharged. 

Breast-feeding and expressing milk is an opportunity for the mother to feel 

successful and to play a beneficial role in her infant's care. She becomes an 

active participant in mothering, even if she cannot yet hold or care for her 

infant. Many emotions and feelings surround the breast-feeding struggle. 

Combined with the mothers' joy is fear - fear that she will be unable to produce 

enough milk for her infant, or that it will unexpectedly stop at any given time. 

At a time when she already feels like a failure because her infant was born "too 

soon", a lack of success in expressing can be the final blow to a mothers seH 

esteem: 

"Because that's my problem! It's like, I have hardly any milk for this baby 

and I have to express and then my breasts are sore" (participant 1) 

Mothers who persevere breast-feed successfully, which helps resolve the 

feelings of failure that surround a preterm birth. 

Mothers feed their infant every three hours and then wait helplessly and watch 

to see whether the infant will gain weight. Their emotions are reliant upon 

whether on not their infants gain weight. When an infant gains weight the 

parents rejoice, but in contrast when the infant loses weight the parents view it 

as a personal failure: 

"] was always very elated when she had, had gained. But in the course of time 

... the child also has to lose some weight ... I would often accept it when she 

had lost weight, but other times ... I sort of didn I t feel too good about it ... and 

I wished that her weight would just go up .,," (participant 2) 
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Handling their Infants 

Parents wished to interact with their infants, especially when the infant was 

crying. They yearned to provide comfort and touch beyond the boundaries of 

the incubator. Kangaroo care provided an avenue for parents to contribute to 

the care of their infant and actively respond to their needs: "VVhen he was crying 

... I could take him and put him on my chest and he would stop crying", The dose 

contact with their parents pacified the infants. 

Parents felt a sense of accomplishment, as their infant responded contentedly to 

the physical closeness and the warmth of their skin: 

"She gained 50 grams. I think it was because I was here. I noticed every time 

when I am with her and doing kangaroo she gains weight" (participant 3) 

Parents' initial fear of holding their infants subsided when their infants' 

condition improved. They allowed themselves to connect with their infant and 

surrendered their fear that the infant would not survive. Parents measured their 

own success by the ability to hmdle their infant confidently, but even this 

success was not enough for the infant to be discharged home. Parents and 

especially fathers, who initially felt helpless and lacked knowledge, shared their 

personal success stories. Through kangaroo care they had 1/ overcome that fear" of 

handling their "tiny" infants. The skills and confidence they had gained erased 

the fear of their infants' tiny size, which moved them past their own 

inadequacies and clumsiness. They emerged as confident parents who were 

1/ comfortable" holding their infants. As one participant exclaimed: "[ also feel 

confident staying with her .. , but as you can see it is a challenge", 

One of the main nurturing activities involved in kangaroo care is the way the 

mother comforts her infant. She does everything right - and yet weight gain is 

the only measure of true success. 

Success was visible to parents when they translated their infants' 

accomplishments into other aspects. Parents began to rejoice over small daily 

achievements and triumphs. They celebrated when their infant responded to 

their touch, and their confidence in breast-feeding and the new parenting skills 
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they had learnt were regarded as a major success. Parents learnt to adjust their 

expectations for their infant They accepted that their infant's growth and 

development would be different from other full-term infants, as was the start of 

their infant's life. 

There were moments of joy for the parents when their infants gained weight or 

responded to kangaroo care by opening his/her eyes. This contrasted with 

panic at the slightest sign of weight loss or hint of danger. Parents went through 

the daily process of coping with setbacks. The dream of a perfect birth was 

gone, but once parents began to experience the pleasure of their preterm infant, 

they recognised that life was no longer only a series of hurdles, but an 

incredible journey. 

3.2.6 Support Network - liS tanding by Us" 

Childrearing for most parents is enhanced by support from family and friends. 

However, for these parents there was a significant expressed need for support 

'Support' is knowing what you need, being able to access it, and being able to 

depend on that support which gives you the confidence to succeed. The 

different support structures identified by parents included their immediate 

partner or spouse, the staff within the institution, and other mothers. 

"One needs a lot of support ... and I have found that in my family, immediate 

family, the greater fomily, as well as the mediad and ... nursing staff ... andI 

think they have helped ... tremendously" (participant 2) 

Father of the Infant/Immediate Partner or Spouse 

Mothers received support from the infant's fathers while pregnant. Fathers 

continued their involvement and support after their infant was born, by playing 

a role in their infant's care and assisting with the care of other siblings. Fathers 

were often the only ones present during the terrifying times when mothers 

feared losing their infants. The fathers were the stability in their lives and the 

shoulder on which they could cry. One father suppressed his own emotions and 
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fears in order to provide comfort and /I as much support as I posslbly could" to his 

partner during her difficult pregnancy: 

"[ needed to be strong for her, because I mew that she was going through a 

hell of a lot. I was too ... but ... I think to balance all ... the emotions ... that I 

had to suppress it" (participant 5) 

Staff within the Institution 

During the parents' moments of fear and depression, the empathy and 

understanding from staff and their words of support enabled them to cope. One 

mother expressed her understanding of the type of support that she had 

received from the hospital staff as·"standing by us". Mothers described the staff's 

desire to help as authentic: "They were very helpful". Mothers relied upon the 

staff, they felt protected by them and no longer alone. Mothers appreciated the 

staff "sharing the journey" with them. The staff became companions to parents 

on their journey from inadequacy and fear to confidence. Parents were grateful 

that the staff informed them of their infants' progress and included them in 

their infants' care: 

"They do inform you every day, and things like that ... they keep you up to 

date. 

Inform you ... Inform you of the progress of the infant, if there is something 

wrong with him or things like that, the Sisters are quite clued up so they keep 

you clued up as well" (participant 1) 

Because of the parents' lack of knowledge, the support they received from the 

staff was vital. Parents were assisted in overcoming their initial fears and 

doubts about handling their infant. They were encouraged to develop the new 

skills and abilities essential for parents of preterm infants. 

The parents and staff within the kangaroo care unit formed a community where 

the staff supported parents during their emotional struggles and rejoiced at 

every milestone attained by the infants. This positively influenced the 

participants' experience. One participant was comforted to know that there 

were people who cared about her, and to whom she could tum before she 

83 



Univ
ers

ity
 of

 C
ap

e T
ow

n

became overwhelmed by the burden of coping alone with the pressures of 

kangaroo care. Parents did not expect the health professionals to have all the 

answers, but were grateful that they were willing to listen to their questions and 

concerns: "I knew that they would listen to me." 

There were issues surrounding safety and security - both emotional safety and 

physical safety. For one mother (participant 4) it was her need to feel 

emotionally and physically safe. The staff provided the emotional support; the 

emotional safety was provided partially by the partner or spouse, and yet 

physical safety was also important: 

"Security played a big role, and at night they come round a do a check up, it is 

nice to see that they care about the children and the moms also. Things ho:ppen 

over the TV, like you hear all over babies is being kidnapped" (participant 4) 

Family Support Network 

Each participant's support network was different. Their support network 

affected how they viewed the kangaroo care experience. Some mothers felt 

challenged and grew stronger through the journey of looking after their 

preterm infant Others withdrew and needed to be supported by their family 

until the crisis had passed. The participants' families became their "strength and 

support". 

For two participants in the study support in the hospital was experienced 

differently to that which they ~xperienced outside. There was a shift in the 

support that parents received, some of which they found beneficial and some 

not. This participant usually had support from her family, but in hospital she 

did not have that support base to rely upon: 

"It has been different, a very big difference, I must say ... because you can't 

tell your husband keep her a little ... do kangaroo ... nobody is there to do 

kangaroo for you, you have to do it yourself. It's just tiring, because there is 

no help for you ... at home there are quite a few hands there that can help" 

(participant 3) 

84 



Univ
ers

ity
 of

 C
ap

e T
ow

n

For another participant the support she received while in hospital was 

unexpected. She was estranged from her own family and the father of her 

infant. The preterm birth experience reconciled family members, brought them 

doser, and actively involved them in the infant's care: 

"They heard that I was in an emergency ward and baby, like for seven months 

they didn't expect that ... and I'm very sick. The family, I mean there was such 

a lot of family and I didn't expect that. The baby's .. , umm ", the father also, 

boyfriend and his mother contacting me every day and that didn't happen 

before" (participant 4) 

The parents' support network provided them with instrumental assistance by 

helping them with practical issues like transport to the hospital: "My brothers 

and sisters, giving me a hand, taking me, bringing me to hospital", Parents found this 

type of support immensely valuable as it provided solutions to practical 

problems. 

Other Mothers 

Parents from this study realised that it was comforting and validating to be 

surrounded by health professionals and other mothers while in the Neonatal 

Nursery and Kangaroo Care Ward. Participants had the opportunity to interact 

with other mothers, lito share our joys, our frustrations ... our pain". 

The other mothers provided an excellent source of encouragement. They 

became trusted listeners who understood their good days as well as their bad 

days, "When I felt that I can't survive this day". Participants benefited from the 

opportunity to share their feelings, fears and emotions with other mothers who 

were going through the same experience. Mothers could identify with each 

other's feelings and fears. They provided each other with reassurance that their 

feelings and actions were normal and to be expected. Mothers compared their 

perceptions of their infants' success and failures: 

"Often we would meet either one coming to the nursery and the other one 

leaving; in the bus sometimes, coming down in the taxi, we could enquire 
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( 

about each others' children and that ... has also helped strengthen us as 

mothers ... "(participant 2) 

Participants received unconditional support from other mothers of preterm 

infants. They welcomed support when they felt despondent. There were many 

opportunities to eagerly reciprocate on days when other mothers felt depressed: 

"One day you will support another mother who is feeling very low '" or the 

child has not been umm ... gaining ... and the next day I would be in that 

position of needing ... and you knew that you could count on the next mom to 

be there for you" (participant 2) 

Parents had tWo choices, either to view their infant's preterm birth as a' tragedy 

and become bitter and unforgiving, or they could view it as a growth 

experience from which they could develop character and benefit others. Parents 

eagerly shared their experience of kangaroo care. As one mother exclaimed: "It 

nwde my life richer. I always share it with other moms, they can take out what they 

want to. It might help them in some way". The extract below is from a father, who 

chose to turn the traumatic experience of his daughter's preterm birth into 

something positive. He made a difference to the lives of other parents by 

imparting hope, and presented his daughter as a visual demonstration of the 

success of kangaroo care: 

'We came here for a developmental here in the hospital, and then I just felt 

that 1 just had to approach this other woman and say 'Ladies, don't worry, you 

see this little one - she was just like your babies and she is doing well'" 

(participant 6) 

Parents turned to a spiritual source for support. Two parents reported that their 

faith in God was a powerful source of support. They were grateful that He had 

carried their infants through their preterm birth experience and that they were 

"born without any defects". 

"My son is about two weeks old and it is quite a miracle and 1 thank God that 

he is alive ... " (participant 4) 
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Parents are isolated after the birth of their preterm infant While there is nothing 

that eliminates the parents' fear, loss of control and hopelessness, the value of a 

support network is not to be underestimated. The support that parents received 

from their families, the staff within the institution and their children enabled 

them to cope with the experience, rather than to be overwhelmed by it. 

3.2.7 Living Without II the Infant' and Living Within 1/ the Hospitar' 

Kangaroo care displays uniqueness in the type of care that the preterm infant 

receives. 'living without' occurs when the mother is discharged from hospital 

without her infant; her infant stays in an incubator in the NICU and the mother 

comes to visit her infant every day. The advantage of 'living without' is that the 

mother is able to stay in her own home, surrounded by her partner or spouse 

and family who provide her with support The disadvantage is that her infant is 

being cared for in an incubator by unfamiliar nursing staff. The 'living within' is 

when the infant is stable enough to be moved to the Kangaroo Care Ward. The 

mother is then asked to join her infant, and she is required to stay continuously 

for days/weeks, until her infant has gained sufficient weight to be discharged 

home. The advantage of 'living within' is that the mother can care for her own 

infant and has the opportunity to provide for all his/her needs. She also 

receives support from the hospital staff and the other mothers that are "living 

in". The disadvantage is that the mother is separated from her partner or 

spouse, her other children and trusted support systems. The mother is required 

to abide by the rules of the Kangaroo Care Ward while she "lives within". There 

is real tension for these mothers, since they live in two worlds. While the 

mother "lives without", part of her longs to be inside the hospi1al with her 

infant, but when she "lives within" I she longs to be outside at home with her 

partner or spouse, other children and family. The mother is pulled in two 

directions. 

Living Without "their Infant" 

Mothers are discharged from hospital as soon as they no longer require nursing 

care, leaving their infants in the care of the medical staff: "After her birth, she 
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went to leU .. , and I went home", Parents felt distressed and sad at the separation 

of their newly experienced connection with their newborn, despite the fact that 

they knew that the infant was receiving good care. 

Parents are instructed by hospital staff to visit their infant daily: "l was 

discharged and I came in every two days", They spend a major portion of each day 

at the Neonatal Nursery intimately connecting with their infant Daily visits 

proved to one parent that she was assuming responsibility for her infant. The 

staff's attitude towards parents had a significant influence on whether they 

continued to visit the hospital and provide kangaroo care. A parent recalled 

that she had received a "warm welcome" from the staff, which encouraged her to 

return. Parents' daily visits involved dedication and a sacrifice of their time: 

''VVhen the baby was still here, coming here every morning, standing up about 

something to six, you don't mind; Coming here, it is being part of your baby, 

and you don't care what else is happening outside and then thinking when 

you go out ofhere ... I will be back tomorrow again" (participant 4) 

For one father, the time that he and his partner spent with his infant was 

divided into shifts, to fit around his work schedule: 

'We have shifts now ... she gets the morning shift and when I get home from 

work, umm, then we meet at the hospital and that whole session is mine!" 

(participant 5) 

Parents constantly feared that something unpredictable might happen to their 

infant while they were not at the hospital. To counteract this fear, one parent 

couple stayed with their infant during her life-threatening times: /lIf she doesn't 

make it ... we want to be there ... so we were always there". However, this practice 

was met with opposition from some of the nursing staff: 

"A lot of nurses, not all, but some felt that 'these people are too much', but we 

felt that we had a right to be here" (participant 6) 
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Living Within lithe Hospital" 

Mothers returned back into the hospital environment to live with their infant, 

but without the support of their family. Once the mothers entered the Kangaroo 

Care Ward, her world was restricted to the one room that was shared with eight 

other mother-infant couples, to the bed that she occupied, which was 

permanently raised at a 45-degree angle. Her days included conversations with 

staff and other mothers with whom she had had no prior contact With her 

infant securely attached to her for 24 hours a day, she is no longer able to move 

about freely, and she sacrifices her own needs, placing her infant's wellbeing 

and safety above her own. Her family move in and out during the short daily 

visiting hours. 

The 'living within' dominated the mothers' lives: /I all the time you have your baby 

with you ... sleep with you, eat with you, walk with you". It impacted on their 

relationships with their partners or spouses, family, friends, social support, 

their employment and leisure. They were confined to the hospital until their 

infant was deemed fit enough to be discharged home. 

There was a tension between the mother's desire to stay in and care for her 

infant, and her desire to be at home. When in hospital they felt close to their 

infants, but isolated from family support. Yet staying at home was also difficult, 

as it meant less time with their infant. Two of the mothers could not cope with 

being in hospital, and returned home to sort out personal stressors: 

"I have been here for two weeks and I had to actually go ... take off two days 

and attend to the boy and attend to other things that had to be done at home" 

(participant 2) 

The mothers faced major adjustments when they came to live in the Kangaroo 

Care Ward. Mothers who lived in the ward fell into two categories: those who 

saw the living-in period as a privilege and a culmination of the infant's time 

spent in hospital, and others who felt it was a delay of the discharge process 

and a major inconvenience. The following passage illustrates a mother's joy at 

spending 24 hours a day with her infant: 
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''V\t7um she eventually came uver to be 'With me ... 24 hours in the kangaroo 

care unit, I was very excited about that ... I just didn't expect that I would be 

that elated to have her 'With me" (participant 2) 

Living in the Kangaroo Care Ward was an emotionally charged experience, and 

also a physically exhausting one for the mothers. The reality of living within the 

hospital environment restricted the motheIS' freedom as they were only 

allowed to do certain activities and experienced a loss of contact with family 

and friends. The negative aspects of living in the Kangaroo Care Ward were 

backache, boredom, loneliness, tiredness and anxiety. The physical elements 

were linked to the prolonged nature of the living-in experience, and the 

mothers' adjustment to constantly caring for their infant in the kangaroo care 

position. 

Backache was a fairly common complaint from the mothers: "My back is sore 

from that bed". They had to adjust to sleeping on a hospital bed, at a 45-degree 

angle with their infant on their chest: 

"The first few days it's okay, it's very nice, you find it quite an experience ... 

but then a few days passes and then you feel the backache, then it starts, then 

you get tired, just after a few days ... " (participant 3) 

Mothers were annoyed about having to adjust to sleeping on their backs, 

something to which they were unaccustomed and they struggled to fall asleep. 

The living-in process was tiring for one mother, having to tend to all of her 

infant's needs: ''It is tiring doing everything ... you have to feed them every three 

hours". 

Boredom was another grievance. The mothers were used to being independent 

and now felt restrained: 

"Sometimes you get rored here, you don't know what to do, they only have a 

TV and a radio, you have to sit down the whole day... doing nothing" 

(participant 3) 
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