
Kangaroo Mother Care 

Scale-up Malawi:
Where have we come from and 

where are we going to?

Evelyn Zimba

Newborn Health Programme Manager for 

Save the Children

Malawi Country Office



1. KMC

Å Why and what?

Å Benefits to baby, mother, 

hospital

2. KMC in Malawi

Å Why and the start?

Å Where are we now?

Å Where to next?

3. KMC in Africa
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Source: Opportunities for Africaôs Newborns, 2006. Based on vital registration for one country and updated modeling 

using the CHERG neonatal methods  for 45 African countries using 2004 birth cohort, deaths and predictor variables.

WHY?
1.2 million African newborn deaths

60 to 90% of 

neonatal 

deaths are in 

LBW babies, 

mostly 

preterm



Kangaroo Mother Care ï

what is it?

ñearly, prolonged and continuous (as allowed 

by circumstances) skin-to-skin contact between 

a mother (or a substitute of the mother) and her 

low birthweight infant, both in hospital and after 

early (depending on circumstances) 

discharge, until at least the 40th week of 

postnatal gestational age, with ideally exclusive 

breastfeeding and proper follow-upò

Acta Paediatrica 1998;87:440-5



KMC: Benefits to the baby

Á Protection against infections

ïDecrease in infections especially poorly equipped units 
(Sloan et al 1994, Kambarami et al 1998, Charpak N et al 1994, Cattaneo A et al 1998)

Á Improved cardiac and respiratory stability 

ï Fewer episodes of desaturation & apnoea (Ludington, Bergman)

ï KMC can reduce mild respiratory distress (Ludington,Hoe & Swinth 1996)

Á Higher initiation & duration of breastfeeding

ïĎenergy expenditure and satisfactory weight gain

ï Improved gastrointestinal function

Á Effective thermal control 

ïBabyôstemperature is maintained within a narrow temperature range 
(WHO KMC practical guide, PEP unit 43 Principles of KMC)

Á Neurological protection 

ï Improved neurodevelopment

ï Better organised sleep patterns

ï More mature and organised electrical brain activity
(Ludington S, et al 2006)



Benefits to the Mother

ÁThe motherôs confidence in caring for her infant is 

increased

ÁImproved bonding between mother and infant 

ÁMothers are empowered to play an active role in 

newborn care

ÁBreast feeding is promoted

Affonso D, et al 1989, PEP unit 43 Principles of KMC



Benefits to the Hospital

ÁSignificant cost-savings as well as 

better outcomes

ïFewer incubators required

ïLess nursing staff necessary

ïShorter hospital stay

ÁImproved morale & quality of care

ÁBetter survival

PEP unit 43 Principles of KMC



KMC in Malawi - why?

Á In Malawi, prior to the late 1980s LBW 

babies were nursed away from mothers in 

locally made incubators, a wooden box with 

a light bulb below the mattress for heat.

ÁBabies stayed in the nursery 2 to 3 

months if they survived, and mortality 

rates for preterm babies were high

Á Inadequate staff to care for and monitor 

babies

ÁCongestion in the nurseries



Moving to scale ïthe need for wider 

partnership, government leadership 

plus community involvement

Á In 2002 partnership to implement KMC services widely 
including:

ïGovernment of Malawi (MOH/RHU, DHOs)

ïSave the Children, through Saving Newborn Lives

ïKamuzu College of Nursing

ïChristian Medical Association of Malawi

ÁCommunity involvement:

ïCommunity drama

ïGrandmother involvement



KMC accomplishments through 

partnership of Govt, NGOs and 

HCPs
Á POLICY 

ïKMC in the Road Map

ïEstablished KMC Task Force 

ïNational KMC guidelines developed

Á TRAINING AND IMPLEMENTATION

ïEstablished a total of 6 KMC sites 

ïKMC training manual developed 

ï18 TOTs and 274 health workers trained

ïBCC materials developed

ïKMC Register developed

ïIntroduced grandparents strategy BUT still only half a dozen referral sites in the whole country  ï

How to get to wider scale and reach all families with small babies?

How to bring care closer to families?

Undertook retrospective assessment to inform the way forwardé



KMC Retrospective Assessment -

Questions

1. What had worked and what had not?

2. Can KMC be scaled up to all district hospitals?  

3. What links exist between communities and 
health facilities? 

4. How to deal with lack of human resources?

5. What should the length of off-site training be?



Major findings

ÁPOLICY - National policy on KMC in writing and clearly 

articulated with good high level policy support

ÁTRAINING - Good but intensive learning package in place

ïPre-service training has been successful strategy to increase scale

ïIn-service training currently requires 5 days off site so hard to scale 

up, to be reduced and integrated

ÁQUALITY - Quality and sustainability of implementation at 5/6 sites 

was good, and other sites had tried to start. Despite lack of human 

resources, staff were dedicated. There were still opportunities to improve 

quality and simplify to help moving to scale.



Opportunities to Improve & Save 

Lives Now

Á Introducing intermittent KMC for stable infants in 

neonatal units

Á Strengthening current feeding practices for all babies in 

KMC ïscheduled feeding times and supervision 

essential

Á Use of KMC (skin-to-skin position) to transport babies 

between home and facilities or between facilities



Factors crucial for sustainability

ÁAdvocacy and sensitization: 
ÅCommunity health structures 
ÅLocal leaders

ÁManagement at all levels:
ÅActive support and leadership
ÅGood communication and consultative participation

ÁImplementation:
ÅExperienced persons to drive the process
ÅSending the right people for training ïongoing support

ÁService delivery:
ÅIntegration of KMC into current services ïnot a project mentality
ÅEstablishment of a community follow-up system



Recommendations 

ÁTraining

ÅShorter, integrated off-site training

Å1-day workshops for district officials 

Å2-day workshops for key implementers in district 

hospitals

ÅContinuous on-site facilitation and support

ÁMonitoring and evaluation system for tracking 

practices and quality 

ÁNovel approaches required to counteract staff 

shortages (e.g. use of patient attendants)



Á Quality and sustainability

ÅKMC  in the Road Map plus written policy guidelines

ÅEarly adoption of pre service training on KMC was key

Á Moving to scale, bringing care closer to families

ÅGovernment plans to scale-up KMC to all district hospitals 
Investment by African Development Bank, ACCESS/Save the 
Children, and others  ïgood partnership

ÅHarmonize different training manuals on MNH to develop a 
comprehensive essential obstetric and newborn care training manual 
that includes KMC, modular KMC training and more focus on 
implementation

Á Implementation research

ÅMalawi (MoH, SNL and UNICEF) program to pilot community 
newborn care package that includes community KMC

KMC, quality improvement and 

moving to scale

Many implementation research questions especially regarding bringing 

facility KMC closer to home and testing community KMC



Mali 
Tanzania

6 pilot sites in 2008 

with links to health 

centres

Uganda
Teaching hospital, 

rolling out to 

peripheral sites

Ghana
2 teaching 

hospitals in 

2007, pilot sites in 

2008

South Africa
In over 70 hospitals, 

many with supervision 
and quality tracking

Malawi 
6 referral sites 

National guidelines

Training package

Mozambique

KMC in Africa ïgetting 

closer to families

Senegal

Zimbabwe



KMC Toolkit CD

ÁVisual materials, 
e.g. posters, flip 
charts, videos, PPTs 

ÁPolicy guidelines

ÁTraining curriculum

ÁSupervision tools

ÁResearch articles

Counselling 
cards

Posters


