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Abstract 

Background:  Kangaroo mother care (KMC) can substantially enhance overall survival of low birthweight babies. In a 
large randomized controlled trial, we recently showed that supporting mothers to provide community initiated KMC 
(ciKMC) can reduce mortality among infants up to 180 days of life by 25% (hazard ratio (HR) 0.75). With the current 
analysis, we aimed to explore if ciKMC promotion leads to increased inequity in survival.

Methods:  In the trial we randomized 8402 low birthweight babies to a ciKMC (4480 babies) and a control (3922 
babies) arm, between 2015 and 2018 in Haryana, India. We estimated the difference in concentration indices, which 
measure inequality, between babies in the ciKMC and control arms for survival until 180 days of life. Further, we 
compared the effect of ciKMC promotion across subgroups defined by socioeconomic status, caste, maternal literacy, 
infant’s sex, and religion.

Results:  Our intervention did not increase survival inequity, as the concentration index in the ciKMC arm of the trial 
was 0.05 (95% CI -0.07 to 0.17) lower than in the control arm. Survival impact was higher among those belonging to 
the lower two wealth quintiles, those born to illiterate mothers and those belonging to religions other than Hindu.

Conclusions:  We found that ciKMC promotion did not increase inequity in survival associated with wealth. The ben-
eficial impact of ciKMC tended to be larger among vulnerable groups. Supporting mothers to provide KMC at home 
to low birthweight babies will not increase and could indeed reduce inequities in infant survival.

Trial registration:  ClinicalTrials.gov, NCT02​653534. Registered January 12, 2016—Retrospectively registered.
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Background
Health inequality refers to differences in the distribu-
tion of health status across population groups. When 
these differences are preventable and unjust across 
socially relevant groupings, it leads to health inequity 

[1]. Reducing inequities in health is a widely endorsed 
policy goal; however, the empirical evidence base for 
how to achieve such a reduction is weak [2]. Interest is 
now shifting from only describing social determinants 
of health to understanding how these inequities can 
be addressed using programmatic and policy interven-
tions [3]. Randomized controlled trials (RCTs) typically 
report average efficacy, and there is a lack of high-
quality RCTs describing the impact of interventions 
on inequities between individuals or groups. Rigorous 
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methods for measuring equity impact on health using 
an RCT design are needed, as data from RCTs are used 
to inform policy decisions [3–5].

It is important to investigate whether efficacious 
interventions lead to inequities. Such information 
is useful for those deciding on the efficient and equi-
table allocation of healthcare resources. It could also 
provide input to economic evaluations, such as distri-
butional cost-effectiveness analysis (DCEA) [6]. There 
are at least three different ways in which an interven-
tion can be shown to have equity impact in RCTs [4]. 
First, if an effective intervention targets the most dis-
advantaged subgroup, improvement in health outcomes 
will have a positive impact on health equity. Second, if 
the intervention aims to improve access to health ser-
vices of known effectiveness, improved access for dis-
advantaged groups over groups that are better off will 
also increase equity. Finally, if the health impact is dif-
ferential across groups defined by equity-relevant char-
acteristics like wealth, literacy, caste, race and gender, 
there may be a positive impact on equity if disadvan-
taged groups benefit more than those better off. On 
the contrary, if an intervention is of greater benefit 
to advantaged groups than to disadvantaged groups, 
intervention-generated inequalities may arise.

In general, lower socioeconomic status, poverty, low 
levels of education and residence in rural or remote 
areas are all associated with poor health [7]. In India, 
girls overall, experience poorer health than boys and 
people belonging to socially disadvantaged castes expe-
rience poorer health than others [8, 9]. Low birthweight 
infants (birthweight < 2,500  g), especially in resource-
poor settings, have a much higher mortality and mor-
bidity than infants with a normal birthweight [10]. In 
a recent RCT in Haryana, India, we found that active 
promotion of community-initiated kangaroo mother 
care (ciKMC) for infants weighing 1500 to 2250  g 
within 72 h of being born reduced their mortality until 
180 days of life by 25% (95% CI: 7% to 40%) [11].

Here, we define health inequity as an unequal and 
unfair distribution of health benefits across strata 
defined by socioeconomic status, caste, maternal lit-
eracy, religion or infant’s sex, whereas a positive equity 
impact is reflected in a reduction in unequal and unfair 
occurrence of health outcomes in infants who receive 
the intervention compared to those who do not [3, 12]. 
In this study, we explored the impact of ciKMC on the 
distribution of improvements in survival across wealth 
status, maternal literacy, caste, religion, and infant sex. 
We hypothesized that ciKMC would not lead to unfair 
intervention-generated inequities by disproportionately 
benefitting advantaged groups.

Methods
Adhering to the CONSORT-Equity 2017 reporting 
standards, which aims to improve the reporting of 
intervention effects in randomized trials where health 
equity is relevant, we collected our data in Faridabad 
and Palwal district of Haryana in India between 30 July 
2015 and 31 October 2018 as part of the individually 
randomized controlled parallel-arm ciKMC trial [3, 11, 
13]. Earlier studies done in this area show substantial 
health inequity across characteristics like caste, gen-
der, maternal literacy, and wealth status [9, 13, 14]. Our 
formative research facilitated capturing the character-
istics of the PROGRESS-Plus framework, including 
caste, gender, religion, education, and socioeconomic 
status [15, 16]. The PROGRESS-Plus framework is an 
acronym used to identify characteristics that stratify 
health opportunities and outcomes [16].

The main effect estimate of the current study was the 
difference in concentration index between infants in 
the ciKMC and control arms for post enrolment sur-
vival until 180 days of life. We also compared the post-
enrolment mortality rate ratios until 180  days of life 
between the infants in the ciKMC and the control arms 
across wealth status, maternal literacy, family’s caste, 
family’s religion, and infant’s sex.

The field team assessed the infants at home and 
weighed them as soon as possible (no later than 72 h) 
after birth; they were eligible if they weighed between 
1500 and 2250 g [11]. Infants with an inability to feed, 
difficulty in breathing, less than normal movements or 
with gross congenital malformation; those for whom 
KMC had been initiated in hospitals; and infants whose 
mothers planned to move out of the study area during 
the trial period were excluded.

The intervention consisted of the newborns being 
kept in skin-to-skin contact with their mother or a sur-
rogate and exclusively breastfed for as long as possible. 
An intervention delivery team made nine home vis-
its in the intervention arm during the first 28  days of 
life to support KMC. No intervention was given to the 
control families but families in both the intervention 
and control arms of the trial were expected to receive 
routine home-based care from the public health sys-
tem, which comprises of 6 home visits on day 1, 3, 7, 
14, 21 and 28 of life [17]. We collected socioeconomic 
and demographic data at baseline. During regular home 
visits, a separate team of well-trained research assis-
tants, masked to trial-arm allocation, collected data 
on mortality of the participating babies until they were 
six months of age. The data collection procedures were 
identical in both arms.
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Descriptive statistics with summary measures of health 
inequality
We used an asset index score, a composite measure of 
the living standards of the households, to rank the study 
participants. We calculated the asset index, using data on 
household ownership of selected assets (e.g., televisions 
and bicycles), the materials used for housing construc-
tion, sanitation facilities and the source of drinking water. 
Each household asset was assigned a weight or factor 
score generated through principal components analysis. 
The resulting asset scores were standardized to a stand-
ard normal distribution with a mean of zero and a stand-
ard deviation of one. These standardized scores were 
then used to divide the study population into five quin-
tiles. The method we used to generate the asset index 
was similar to that used by the Demographic and Health 
Survey Program [18]. The wealth status of the lower 40% 
of the study population based on asset index score (i.e., 
representing the two lowest quintiles) was categorized 
as poor – the upper three quintiles were categorized as 
non-poor [19].

We present the study outcomes by wealth quintile to 
explore social gradients in the two trial arms. To inves-
tigate, summarize and draw inferences about the impact 
of the intervention on health inequity, we used concen-
tration curves, concentration indices and the difference 
in the concentration indices between the two arms [20]. 
The concentration curve plots the cumulative propor-
tion of the health variable (y-axis) against the cumulative 
percentage of the population, ranked by living standards, 
beginning with the poorest, and ending with the richest 
(x-axis) [21]. The concentration index is defined as twice 
the area between the concentration curve and the line of 
equality (the 45-degree line). So, when there is no soci-
oeconomic-related inequality, the concentration index is 
zero [20, 21]. We used an F-test to estimate the statistical 
precision i.e., 95% confidence interval of this difference in 
concentration index (Δ ci) for mortality up to 180 days of 
life between the intervention and control arm. A positive 
Δ ci reflects a positive equity impact i.e., reduced inequity 
and negative Δ ci indicates increased inequity [22]. The 
magnitude of the Δ ci is a measure of the extent to which 
inequity was increased or decreased due to the interven-
tion. We used Stata 16.1 (StataCorp LLC, College Station, 
Texas) and community-contributed packages (“DASP” 
and “Lorenz”) for our analyses [23, 24].

Inferential analysis
We frequency-aggregated the data for death, follow-
up time and infants enrolled from the same household 
across the subgroups defined by wealth status [non-poor 
vs poor], family caste [scheduled caste (SC)/scheduled 

tribe (ST)/other backward caste (OBC) vs other], moth-
er’s literacy [illiterate vs literate], infant’s sex, and religion 
[Hindu vs other]. In each stratum, we then estimated the 
incidence rate ratios (IRRs) for post-enrolment death 
during the first half of infancy between the ciKMC and 
the control arm using log-binomial generalized linear 
models with follow-up time in child months. We esti-
mated the biologic interaction (i.e., interaction assessed 
on the additive scale) using the absolute excess rate due 
to interaction (AErI) for wealth status, infant’s sex, caste, 
religion, and mother’s literacy status [25, 26] using the 
appropriate interaction terms in the above-mentioned 
regression models. The regression analyses accounted 
for clustering of deaths among infants within the same 
household using robust standard errors.

Results
Randomization successfully balanced important PRO-
GRESS-Plus characteristics between the trial arms 
(Table 1).

There was a clear social gradient with higher mortality 
in the first six months of life in the poorest compared to 
the least poor quintile in the control arm (Fig. 1a). From 
the observed distribution (red curve in Fig.  1b), we can 
see that 50% of the mortality was concentrated among 
the poorest third of the study participants. In general, 
mortality was concentrated among the poorer families, 

Table 1  Baseline characteristics of the participants in the ciKMC 
trial across relevant PROGRESS Plus characteristics

a Data for different characteristics were missing for < 30 (0.4%) of the 
participants; SD Standard deviation.

Characteristic ciKMC 
(n = 4480) 
number (%)

Control 
(n = 3922) 
number (%)

Family wealth statusa

  Non-poor 2714 (61) 2323 (59)

  Poor 1761 (39) 1599 (41)

Family caste
  Scheduled caste/tribe (SC/ST) 1573 (35) 1305 (33)

  Other backward caste (OBC) 1947 (44) 1777 (45)

  Other 955 (21) 839 (21)

Infant’s sex
  Male 1907 (43) 1741 (44)

  Female 2573 (57) 2181 (56)

Mother literacy
  Never been to schoola 1625 (36) 1341 (34)

Religiona

  Hindu 3653 (82) 3195 (82)

  Other 827 (18) 727 (18)

  Mean (SD) Age of mother yearsa 23.3 (3.7) 23.4 (3.8)

  Mother working outside of homea 226 (5.0) 223 (5.7)
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reflected in the distribution curve lying above the diag-
onal line of equality (black dashed straight curve). The 
observed concentration index of -0.17 shows that mortal-
ity was concentrated among the poorer participants.

We assessed the equity impact of the intervention on 
mortality by comparing the distributions in the control 
arm with the corresponding distributions in the inter-
vention arm (Fig. 1a and b). Mortality from enrolment to 

180 days of life was lower in the intervention arm com-
pared to in the control arm for all quintiles, that differ-
ence being most pronounced for the poorest quintile 
(Fig. 1a). The mortality in the intervention arm (solid blue 
curve in Fig. 1b was still concentrated among the poorest 
families, but to a lesser degree than in the control arm. 
The concentration index in the intervention arm was 
-0.12, i.e., 0.05 (95% CIs -0.07 to 0.17) lower compared to 

Fig. 1  a Mortality risk by wealth quintile for mortality from enrolment to 180 days of life in the control and intervention (ciKMC) armQuery. b 
Concentration index for mortality from enrolment to 180 days of life in the control and intervention (ciKMC) arm
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the control arm. Hence, ciKMC did not increase inequity 
in early infant survival (Table 2).

Impact of the intervention across subgroups
Table 3 contains the comparisons between the ciKMC 
and the control arm IRRs for death from enrolment 
to 180  days of life across socioeconomic status (poor 
vs non-poor), caste (SC/ST/OBC vs other), maternal 
literacy (illiterate vs literate), sex (boy vs girl) and reli-
gion (Hindu vs other). ciKMC promotion substantially 
reduced mortality in all the disadvantaged subgroups. 
The IRRs tended to be lower, i.e., the survival benefit 
of ciKMC promotion higher, among babies of illiter-
ate (vs. those of literate) mothers and among babies 
born into poorer (vs. into non-poor) families. Thus, 

infants in the intervention arm born in poor families 
had a lower IRR than those in non-poor families (0.70 
vs 0.85). Likewise, mortality saw a greater decrease 
with the intervention in disadvantaged castes versus in 
other castes (IRR: 0.73 vs 0.95), among infants born to 
illiterate vs literate mothers (IRR: 0.65 vs 0.86), among 
female vs male infants (IRR: 0.74 vs 0.80) and among 
other religions vs Hindus (IRR: 0.69 vs 0.79). Still, the 
95% CIs for the AErIs were relatively wide. The posi-
tive – albeit statistically not very precise – interaction 
between the PROGRESS Plus subgroups and alloca-
tion to the ciKMC trial arm suggests that the effect of 
the impact of ciKMC may be greater in disadvantaged 
groups (Table 3).

Table 2  Concentration Index (95% CI) for mortality from enrolment to 180 days of life and its difference, Δ ci (95% CI) between the 
intervention and control arm

Δ ci = difference in concentration index between the intervention and control arm

Outcome Control 
Concentration Index
Estimate (95% CI)

ciKMC 
Concentration Index
Estimate (95% CI)

Δ ci
(95% CI)

Mortality from enrolment to 180 days of life -0.17 (-0.25 to -0.09) -0.12 (-0.21 to -0.03) 0.05(-0.07 to 0.17)

Table 3  Incidence Rate Ratio (95% CI) and Absolute excess rate due to interaction (AErI) (95% CI) for death between enrolment 
to day 180 of life in the intervention and control arm of the ciKMC triala across religion, caste, maternal literacy, infant’s sex, and 
socioeconomic status

a Data for different characteristics were missing for < 30 (0.4%) of the participants.
b Lower two wealth quintiles have been categorised as poor and the top three wealth quintiles have been categorised as non-poor.
c Scheduled castes (SCs), and scheduled tribes (STs) are officially designated groups of historically disadvantaged people in India.
d Other backward caste (OBC) is a collective term the Government of India uses to classify castes that are educationally or socially disadvantaged.

Mortality from enrolment to 180 days

Control Deaths (child 
months under observation)

ciKMC Deaths (child 
months under observation)

IRR (95% CI) AErI (95% CI) (child-
months under 
observation)

Socio-economic status b

  Poor 102 (8499) 79 (9372) 0.70 (0.56, 0.88) 0.0026 (0.0001, 0.0053)

  Non-poor 81 (12,267) 79 (14,061) 0.85 (0.66, 1.09)

Caste
  SC c/ST c/OBC d 154 (16,234) 127 (18,359) 0.73 (0.53, 1.00) 0.0023 (-0.0016, 0.0061)

  Other 29 (4533) 31 (5074) 0.95 (0.63, 1.45)

Maternal literacy
  Illiterate 89 (7020) 71 (8575) 0.65 (0.52, 0.81) 0.0034 (0.0006, 0.0063)

  Literate 94 (13,746) 87 (14,858) 0.86 (0.65, 1.12)

Infant’s sex
  Female 103 (11,540) 89 (13,527) 0.74 (0.49, 1.10) 0.0006 (-0.0039, 0.0052)

  Male 80 (9226) 69 (9907) 0.80 (0.55, 1.17)

Religion
  Other 45 (3775) 35 (4271) 0.69 (0.49, 0.96) 0.0020 (-0.0021, 0.0062)

  Hindu 138 (16,992) 123 (19,162) 0.79 (0.58, 1.08)
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Discussion
We found that ciKMC provided to low birthweight 
infants (1500 to 2250 g) did not seem to increase inequity 
in survival across categories of wealth, socioeconomic 
status, caste, maternal literacy, infant’s sex, or religious 
group. If anything, promotion of ciKMC reduced ineq-
uity, as illustrated by the reduction in the concentration 
index and the fact that the effect of ciKMC on survival 
appeared to be greater among infants from poor house-
holds, infants born to illiterate mothers and infants 
from disadvantaged castes. Still, the CIs were generally 
too wide to conclude that ciKMC promotion reduces 
inequity.

To our knowledge, no other large equity relevant RCTs 
have been conducted on KMC. This study is the first and 
the largest RCT assessing the mortality impact of KMC 
initiated in communities where low birthweight is very 
common. Less than 0.03% of the participating infants 
were lost to follow-up. The only other RCT on ciKMC 
that has been conducted did not explore the consistency 
of impact across potential axes of socio-economic differ-
ences [27]. The Cochrane Review on the effect of hospital 
initiated KMC was updated in 2016; however, subgroup 
analyses and other analyses to examine possible negative 
equity impact were not presented [28].

A limited number of studies have directly estimated the 
equity impact of interventions using individual-level data 
from randomized trials. We applied the classical meas-
ures of health equity and added a direct measure of ineq-
uity impact using the difference in concentration index 
along with a regression-based analysis of biologic inter-
action to assess the equity impact [20, 25]. The indices 
illustrate the distribution of intervention health impact.

While it is comforting that promotion of ciKMC did 
not seem to induce inequity in infant survival, there are 
several reasons to expect that ciKMC in fact can reduce 
it. For example, a reduction in inequity is consistent with 
findings that providing access to healthcare close to home 
reduces health-related inequities [29]. Lack of education 
among mothers has been associated with reduced aware-
ness regarding the importance of exclusive breastfeed-
ing [30]. We believe that the very close physical contact 
between baby and mother could supersede any tenden-
cies of suboptimal breastfeeding practices which may be 
more common among women with less education. Fur-
ther, KMC has been credited with empowering mothers 
and increasing their self-efficacy to take better care of 
their infants [27]. Finally, as in other parts of the world, 
the proportion of children born with low birthweight is 
higher in disadvantaged groups in the study area [9, 31]. 
Many parents in these groups have limited awareness of 
appropriate newborn care and have poor access to facil-
ity-based neonatal care, which is often unaffordable for 

them. Hence, ciKMC could have a higher impact on sur-
vival in these groups than in advantaged groups.

We used an asset index to rank individuals to assess 
the inequality in health outcomes; and the caution that 
applies to such assessment should be exercised in inter-
preting our findings [32, 33]. Despite the large sam-
ple size (n = 8402), the trial was not primarily powered 
to assess the differential impact of the intervention 
across axes of disadvantage. Still, the large trial enabled 
us to state that ciKMC promotion and support did not 
enhance pre-existing inequities in young infant survival. 
Low birthweight was common in the trial setting, and 
caution must be exercised in extrapolating the findings to 
settings with high neonatal mortality but a lower preva-
lence of low birthweight.

Limited statistical precision will be an important issue 
for future studies on equity impact of healthcare inter-
ventions targeting important but rare outcomes like 
death. In addition to an intervention being offered to 
everyone, there may be a need to target those known to 
be particularly vulnerable to undesirable outcomes and/
or who are especially resistant to adequate uptake or 
responding to an intervention. Although outcomes with 
higher incidence/prevalence would be more suitable for 
such studies, equity impact analyses for rare outcomes of 
clear importance such as those addressed in the current 
study are valuable – they would convey whether potential 
intervention-driven inequities are generated or not.

Conclusion
In addition to substantially reducing mortality, promot-
ing ciKMC did not induce a discernible inequity in sur-
vival-related to wealth, caste, maternal literacy, infant sex 
or religion between enrolment and 180 days of life. The 
intervention placed little demand on family resources 
beyond the mother’s time; it did not require any equip-
ment or complex knowledge of technical skills; and it was 
culturally appropriate – these are all characteristics that 
facilitated the intervention adoption by poorer and less-
educated families. Supporting mothers to provide KMC 
at home to low birthweight babies will not increase and 
could indeed reduce inequities in infant survival.

Abbreviations
RCTs: Randomized controlled trials; DCEA: Distributional Cost-Effectiveness 
Analysis; ciKMC: Community Initiated Kangaroo Mother Care; CONSORT: 
Consolidated Standards of Reporting Trials; PCA: Principal Component Analy-
sis; HR: Hazard Ratio; SC: Scheduled Caste; ST: Scheduled Tribe; OBC: Other 
Backward Caste; AErI: Absolute Excess rate due to Interaction; CI: Confidence 
Interval.

Acknowledgements
We acknowledge the contribution and support of the mothers and families 
of participating children. We acknowledge Professor Håkon K. Gjessing, 
Norwegian Institute of Public Health, Oslo for his guidance on conducting 



Page 7 of 8Choudhary et al. International Journal for Equity in Health          (2021) 20:263 	

generalized linear models on frequency aggregated data. The Society for 
Applied Studies acknowledges the core support provided by the Department 
of Maternal, Newborn, Child and Adolescent Health, World Health Organiza-
tion, Geneva (WHO Collaborating Centre IND‐158); the Centre for Intervention 
Science in Maternal and Child Health, Centre for International Health, Univer-
sity of Bergen (Norway); and Knowledge Integration and Translational Platform 
(KnIT), a Grand Challenges Initiative of the Biotechnology Industry Research 
Assistance Council (BIRAC), Department of Biotechnology, Government of 
India and Bill & Melinda Gates Foundation (USA).

Authors’ contributions
All authors contributed substantially to the conception or design of the study 
or to the data acquisition, analysis, or interpretation. TSC, SM, ST were respon-
sible for the day-to-day implementation of the study, data management, and 
analysis. TSC, OAH, and HS performed the statistical analysis. TSC, OFN, OAH, 
KAJ, HS and SM drafted the manuscript. NB, RB, JM, MKB, and HS provided 
technical support, monitoring, and coordination for the trial. All authors criti-
cally revised the manuscript for important intellectual content. TSC is the cor-
responding author and attests that all listed authors meet authorship criteria 
and that no others meeting the criteria have been omitted. The manuscript 
was reviewed and has final approval from all authors.

Funding
This trial was supported by the Research Council of Norway through its 
Centres of Excellence Scheme (grant number 223269) and by the University 
of Bergen through funding to the Centre for Intervention Science in Maternal 
and Child Health. The funding entities played no role in the study design, data 
collection, data analysis, data interpretation or writing of the manuscript.

Availability of data and materials
The dataset pertaining to the results reported in the manuscript will be made 
available to others only for health and medical research, subject to constraints 
of the consent under which the data was collected. De-identified individual 
participant data will be made available along with the data dictionary, study 
protocol, and informed consent form. Data will be available beginning 
12 months and ending 5 years after publication of this article. Requests for 
data should be made to Dr Tarun Shankar Choudhary (tarun.choudhary@sas.
org.in). The requester should provide a methodologically sound secondary 
research proposal, approved by an independent review committee. The 
requester must be able to show their ability to carry out the proposed use of 
the requested dataset through their peer review publications and declare con-
flicts of interest in relation to the requested dataset and their funding sources. 
The authors reserve the right to refuse sharing of data in the face of potential 
adversarial conflicts of interest. A Data Sharing Agreement that meets the data 
sharing requirements of the Society for Applied Studies (New Delhi, India) and 
Centre for International Health, University of Bergen (Norway) will be signed 
with the data requester. Data must only be used for the purpose described 
in the secondary research proposal as further stipulated in the Data Sharing 
Agreement. Data will be transferred only to requesters named in the original 
proposal and as specified in the relevant Data Sharing Agreement.

Declarations

Ethics approval and consent to participate
A trained interviewer obtained informed consent as previously described [11]. 
The study was registered with ClinicalTrials.gov, NCT02653534. We obtained 
ethics approval from the ethics committees of the Society for Applied Studies 
in India and the Regional Committee for Medical and Health Research Ethics 
in Norway.

Consent for publication
All authors reviewed the manuscript and gave consent for publication.

Competing interests
On behalf of all authors, the corresponding author states that there is no 
conflict of interest.

Author details
1 Society for Applied Studies, Centre for Health Research and Development, 
New Delhi, India. 2 Department of Global Public Health and Primary Care, 

University of Bergen, Bergen, Norway. 3 Department of Maternal, Newborn, 
Child and Adolescent Health, World Health Organization, Geneva, Switzerland. 
4 Centre for Intervention Science in Maternal and Child Health, Department 
of Global Public Health and Primary Care, University of Bergen, Bergen, 
Norway. 5 Indian Institute of Technology, New Delhi, India. 6 Bergen Centre 
for Ethics and Priority Setting, Department of Global Public Health and Primary 
Care, University of Bergen, Bergen, Norway. 7 Cluster for Global Health, Division 
for Health Services, Norwegian Institute of Public Health, Oslo, Norway. 

Received: 2 August 2021   Accepted: 8 December 2021

References
	1.	 Norheim OF, Asada Y. The ideal of equal health revisited: definitions and 

measures of inequity in health should be better integrated with theories 
of distributive justice. Int J Equity Health. 2009;8:40.

	2.	 Evans T, Whitehead M, Bhuiya A, Diderichsen F, Wirth M. Challenging 
inequities in health: from ethics to action. Oxford England: Oxford Univer-
sity Press; 2001.

	3.	 Welch VA, Norheim OF, Jull J, Cookson R, Sommerfelt H, Tugwell P. 
CONSORT-Equity 2017 extension and elaboration for better reporting of 
health equity in randomised trials. BMJ. 2017;359:j5085.

	4.	 Jull J, Whitehead M, Petticrew M, Kristjansson E, Gough D, Petkovic J, 
Volmink J, Weijer C, Taljaard M, Edwards S, et al. When is a randomised 
controlled trial health equity relevant? Development and validation of a 
conceptual framework. BMJ Open. 2017;7:e015815.

	5.	 Mbuagbaw L, Aves T, Shea B, Jull J, Welch V, Taljaard M, Yoganathan M, 
Greer-Smith R, Wells G, Tugwell P. Considerations and guidance in design-
ing equity-relevant clinical trials. Int J Equity Health. 2017;16:93.

	6.	 Cookson R, Griffin S, Norheim OF, Culyer AJ, Chalkidou K. Distributional 
Cost-Effectiveness Analysis Comes of Age. Value Health. 2021;24:118–20.

	7.	 Marmot M, Friel S, Bell R, Houweling TA, Taylor S. Closing the gap in a 
generation: health equity through action on the social determinants of 
health. Lancet. 2008;372:1661–9.

	8.	 Fikree FF, Pasha O. Role of gender in health disparity: the South Asian 
context. BMJ. 2004;328:823–6.

	9.	 Subramanian SV, Nandy S, Irving M, Gordon D, Lambert H, Davey Smith 
G. The mortality divide in India: the differential contributions of gender, 
caste, and standard of living across the life course. Am J Public Health. 
2006;96:818–25.

	10.	 Blencowe H, Krasevec J, de Onis M, Black RE, An X, Stevens GA, Borghi E, 
Hayashi C, Estevez D, Cegolon L, et al. National, regional, and worldwide 
estimates of low birthweight in 2015, with trends from 2000: a systematic 
analysis. Lancet Glob Health. 2019;7:e849–60.

	11.	 Mazumder S, Taneja S, Dube B, Bhatia K, Ghosh R, Shekhar M, Sinha B, 
Bahl R, Martines J, Bhan MK, et al. Effect of community-initiated kangaroo 
mother care on survival of infants with low birthweight: a randomised 
controlled trial. Lancet. 2019;394:1724–36.

	12.	 Ottersen T, Norheim OF. Making fair choices on the path to universal 
health coverage. Bull World Health Organ. 2014;92(6):389.

	13.	 Mazumder S, Taneja S, Dalpath SK, Gupta R, Dube B, Sinha B, Bhatia K, 
Yoshida S, Norheim OF, Bahl R, et al. Impact of community-initiated Kan-
garoo Mother Care on survival of low birth weight infants: study protocol 
for a randomized controlled trial. Trials. 2017;18:262.

	14.	 Gupta M, Angeli F, Bosma H, Rana M, Prinja S, Kumar R, van Schayck 
OCP. Effectiveness of Multiple-Strategy Community Intervention in 
Reducing Geographical, Socioeconomic and Gender Based Inequalities 
in Maternal and Child Health Outcomes in Haryana, India. PLoS One. 
2016;11:e0150537.

	15.	 Mazumder S, Upadhyay RP, Hill Z, Taneja S, Dube B, Kaur J, Shekhar M, 
Ghosh R, Bisht S, Martines JC, et al. Kangaroo mother care: using forma-
tive research to design an acceptable community intervention. BMC 
Public Health. 2018;18:307.

	16.	 O’Neill J, Tabish H, Welch V, Petticrew M, Pottie K, Clarke M, Evans T, Pardo 
Pardo J, Waters E, White H, Tugwell P. Applying an equity lens to interven-
tions: using PROGRESS ensures consideration of socially stratifying factors 
to illuminate inequities in health. 2014;67:56–64.



Page 8 of 8Choudhary et al. International Journal for Equity in Health          (2021) 20:263 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	17.	 India Newborn Action Plan. Child Health Division. Ministry of Health and 
Family Welfare. Govt. of India. 2014.

	18.	 Rutstein SO. Steps to constructing the new DHS Wealth Index. Rockville 
MD: ICF International; 2015.

	19.	 A Common Vision for the World Bank Group”. Development Committee 
Paper, Spring. 2013.

	20.	 O’Donnell O, O’Neill S, Van Ourti T, Walsh B. conindex: Estimation of 
concentration indices. Stata J. 2016;16:112–38.

	21.	 Wagstaff A, O’Donnell O, Van Doorslaer E, Lindelow M. Analyzing health 
equity using household survey data: a guide to techniques and their 
implementation. Washington DC: World Bank Publications; 2007.

	22.	 Kakwani N, Wagstaff A, Van Doorslaer E. Socioeconomic inequalities in 
health: Measurement, computation, and statistical inference. J Economet-
rics. 1997;77:87–103.

	23.	 Jann B. LORENZ: Stata module to estimate and display Lorenz curves and 
concentration curves. 2016.

	24.	 Araar A, Jean-Yves D. DASP: Stata modules for distributive analysis. 
S456872 edition. Boston: College Department of Economics; 2007.

	25.	 VanderWeele TJ, Knol MJ. A Tutorial on Interaction Epidemiol Methods. 
2014;3:33–72.

	26.	 Brankovic M, Kardys I, Steyerberg EW, Lemeshow S, Markovic M, Rizopou-
los D, Boersma E. Understanding of interaction (subgroup) analysis in 
clinical trials. Eur J Clin Invest. 2019;49:e13145.

	27.	 Sloan NL, Ahmed S, Mitra SN, Choudhury N, Chowdhury M, Rob U, 
Winikoff B. Community-based kangaroo mother care to prevent neonatal 
and infant mortality: a randomized, controlled cluster trial. Pediatrics. 
2008;121:e1047-1059.

	28.	 Conde-Agudelo A, Díaz-Rossello JL. Kangaroo mother care to reduce 
morbidity and mortality in low birthweight infants. Cochrane Database 
Syst Rev. 2016;2016:Cd002771.

	29.	 Balarajan Y, Selvaraj S, Subramanian SV. Health care and equity in India. 
Lancet. 2011;377:505–15.

	30.	 Cohen SS, Alexander DD, Krebs NF, Young BE, Cabana MD, Erdmann P, 
Hays NP, Bezold CP, Levin-Sparenberg E, Turini M, Saavedra JM. Factors 
Associated with Breastfeeding Initiation and Continuation: A Meta-Analy-
sis. J Pediatr. 2018;203:190-196.e121.

	31.	 Singh-Manoux A, Dugravot A, Smith GD, Subramanyam M, Subramanian 
SV. Adult education and child mortality in India: the influence of caste, 
household wealth, and urbanization. Epidemiology. 2008;19:294–301.

	32.	 Filmer D, Scott K. Assessing asset indices (English). Policy Research 
working paper ; no. WPS 4605 Washington D.C: World Bank Group; 2008. 
(http://​docum​ents.​world​bank.​org/​curat​ed/​en/​70335​14683​15315​223/​
Asses​sing-​asset-​indic​es).

	33.	 Poirier MJP, Grépin KA, Grignon M. Approaches and Alternatives to the 
Wealth Index to Measure Socioeconomic Status Using Survey Data: A 
Critical Interpretive Synthesis. Soc Indic Res. 2020;148:1–46.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://documents.worldbank.org/curated/en/703351468315315223/Assessing-asset-indices
http://documents.worldbank.org/curated/en/703351468315315223/Assessing-asset-indices

	Health equity impact of community-initiated kangaroo mother care: a randomized controlled trial
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Background
	Methods
	Descriptive statistics with summary measures of health inequality
	Inferential analysis

	Results
	Impact of the intervention across subgroups

	Discussion
	Conclusion
	Acknowledgements
	References


