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A woman practices kangaroo mother care at a MaMoni Health Systems Strengthening-supported health facility in Habiganj District 

 

Overview 
Preterm birth complications are the leading cause of 

newborn mortality. They contribute to 35 percent of the 

world’s annual 2.6 million newborn deaths1. In 

Bangladesh, about 20,000 newborns die each year from 

complications of preterm birth2. 

 

Kangaroo mother care (KMC) is an evidence-based 

solution recommended by the World Health Organization 

for reducing preterm mortality3 and morbidity. 

Researchers estimate that KMC could avert up to 

450,000 preterm deaths each year if near universal 

coverage is achieved4,5. However, despite robust 

evidence of its impact in low- and middle-income 

countries, KMC uptake has remained low in these 

settings. 

 

In 2013, KMC was adopted as part of a national call to 

action to address the leading causes of newborn death: 

prematurity, intrapartum complications, and severe 

infection. In its Fourth Health, Population and Nutrition 

Sector Program 2017–2022, the Government of 

Bangladesh committed to reducing the newborn mortality 

rate from 28 per 1,000 live births in 2014 to 18 per 

1,000 live births by 2022. KMC is one of the key 

interventions to achieve this goal. Within the context of 

improved facility-based care for preterm and  

low-birthweight newborns, the target was set for 50 

percent of eligible newborns receiving KMC by 20206. 

 

To facilitate uptake of KMC in Bangladesh, the United 

States Agency for International Development (USAID) 

funded MaMoni Health Systems Strengthening (MaMoni 

HSS) project supported the Ministry of Health and Family 

Welfare (MOH&FW) to initiate KMC at public-sector health 

facilities in four districts. As of August 2018, 39 facilities 

had begun providing KMC services with support from the 

project.  

 

National Guidelines 
National KMC guidelines and training materials were 

developed by a subgroup of the MOH&FW’s National 

Technical Working Committee on Newborn Health.7 They 

were aimed at assisting public health managers and 

medical professionals to implement KMC for newborns 

weighing <2,000 g in approved facilities.  

Recommendations in the guidelines were for facility-

based KMC with community-based continuation and 
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follow-up. The KMC admission and discharge criteria from 

the national guidelines are summarized in Table 1.  

A KMC training package based on the guidelines was also 

developed. Development and piloting of the training 

package was facilitated by Save the Children’s Saving 

Newborn Lives (SNL) program. This project also 

developed the Combined Newborn Care Package, which 

includes KMC training materials. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Table 1. KMC Unit Admission and Discharge Criteria7 

 

 
Newborn Mother 

Admission 

Criteria 

1. Birthweight 2000gm to 1800gm → Baby is usually 

stable and can start KMC soon after birth. 

2. Birthweight <1800gm to 1200gm → Can start KMC 

once they are stable, usually after some type of 

special treatment. 

3. Birthweight <1200gm → May take weeks to become 

stable for initiation of KMC following special care for 

severe problems due to prematurity. 

1. Willingness to provide KMC after counseling 

2. Available full-time to provide care for newborn 

 

 

Discharge 

Criteria 

1. Feeding from breast and/or cup/spoon 

2. Gain approx. 10-20gm/kg/day over 3 days 

3. Temp. normal for 3 consecutive days 

4. No need for oxygen for 3 consecutive days 

5. Newborn stable; no sign of illness, no danger signs 

6. Newborns weighing <1800gm at birth preferably 

reach 1800gm at discharge 

1. Confident in caring for newborn and providing KMC 

2. Able to breastfeed and/or cup/spoon feed newborn 

3. Practicing KMC following instructions of provider 

4. Assessment by provider of available support for 

mother at home 

 

Stable baby criteria: Heart rate 100-160 

beats/min, capillary refill time <3 sec, 

respiration 30-59 breaths/min, breathes 

comfortably, no sign of respiratory distress, 

skin pink in room air or with 40% oxygen, no 

prolonged or frequent apnea, no major 

surgical problem, no gross congenital 

anomaly. 

KANGAROO MOTHER CARE7
 

 
 
What Is It?  
KMC is a system of newborn care used to improve the 

health and chances of survival for preterm and/or 

low-birthweight babies. 

 
Who Is It For?  
KMC is recommended for preterm and/or low-

birthweight babies (i.e., <2,000 g, or 4 pounds,  

6 ounces) who are clinically stable. 

 
Essential Components of KMC:  
• The newborn is secured upright for a prolonged 

period of time in a skin-to-skin position against the 

mother’s or caregiver’s chest. 

• Exclusive breastfeeding (which includes expressed 

breast milk) is the choice of feeding. 

• The newborn is discharged early, as soon as 

breastfeeding is established, the newborn is feeding 

adequately and gains adequate weight, and no sign 

of illness is present. The mother should also show 

competency in practicing KMC and feel confident 

about continuing it at home. 

• Newborns should receive follow-up care as per a 

standard follow-up protocol. 
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Preparation for KMC Services 
Facility Selection 

MaMoni HSS selected facilities in its four focus districts–

Habiganj, Noakhali, Lakshmipur and Jhalokati. The 

intervention was distributed across two tiers of secondary 

care level health facilities. Selected facilities included 

district hospitals and maternal and child welfare centers 

(MCWCs), and subdistrict upazila health complexes 

(UHCs). District hospitals are high-volume health facilities 

that average over 300 deliveries per month. Having ≥20 

deliveries per month was the selection criterion for UHCs 

and MCWCs. Implementation was carried out in three 

phases. Phase I, completed in December 2016, focused 

on an initial 15 facilities: four district hospitals, two 

MCWCs and nine UHCs. Phase II was an expansion to an 

additional 13 UHCs and one union health and family 

welfare center. Phase III entailed expansion to an 

additional 10 health facilities. In December 2015, a 

facility readiness assessment was conducted of 

designated facilities to map the existing availability of 

maternal, newborn and child health services. None of the 

facilities had existing KMC services at the time. 

 

Space and Supplies for KMC 

Using the findings from the facility readiness assessment, 

designated space for KMC was identified in each facility 

in consultation with facility managers. In most facilities, 

two beds were designated in the female ward for KMC. At 

some locations, a separate room was repurposed for 

KMC. In one hospital, KMC services were set up adjacent 

to the hospital’s special care newborn unit. The project 

provided support for ensuring privacy and the necessary 

supplies for KMC. Job aids–for KMC admission criteria, 

newborn feeding (see Figure 2), gestational age 

calculation, and maternal counseling were also provided. 

 

Provider Capacity Building 

Using the nationally endorsed training package, MaMoni 

HSS partnered with Bangabandhu Sheikh Mujib Medical 

University (BSMMU) to provide a 3-day training for clinical 

providers. Trainings were held at designated national-

level institutes. Classroom learning was coupled with 

hands on demonstrations and patient observation at the 

BSMMU hospital’s KMC unit. In total, 37 doctors and  

103 nurses were trained. On average, doctors’ pre-test 

scores were higher than nurses (75% versus 60% correct, 

respectively, out of 20). However, nurses’ average 

improvement between pre- and post-test was higher than 

doctors’, making differences between each group’s  

post-test results negligible. 

 

Following the trainings, routine supportive supervision by 

BSMMU trainers was organized. Visits included on-the-job 

coaching. The visits were part of the project’s overall 

supervision and mentoring program. A Quality of 

Maternal and Newborn Care Action Plan was developed 

following each facility visit. The plan includes solutions for 

identified priority areas of improvement, responsible 

people, and a timeline for the completion of specific 

tasks. It covers KMC and the facilities’ other maternal 

and newborn care services. 

 

Figure 1. Newborn Feeding Chart Job Aid 

 
 

KMC Procedures  

Provision of KMC services within facilities consists of 

maintaining the newborn skin to skin on the mother’s 

chest for a prolonged period of time. This should be done 

continuously, except for small breaks for the mother to 

care for herself. This helps maintain the newborn’s body 

temperature, stimulates breathing, and facilitates 

breastfeeding. This ultimately stimulates weight gain. 

Mothers receive counseling on KMC to help them 

understand the health benefits of the practice, learn 

newborn feeding techniques and gain confidence in caring 

for their newborns while holding them in the KMC position. 

Babies are fed breast milk directly from the breast, or with 

a cup, spoon, syringe, dropper, or feeding tube, depending 

on the condition of the newborn. Newborns’ vital signs 

(breathing, heart rate, and temperature), milk intake, and 

weight are checked frequently. To be discharged, 

newborns must be breastfeeding or cup/spoon feeding, 

maintain consistent weight gain over 3 days, and be 

stable. Mothers must have also developed the confidence 

to continue practicing KMC at home.  

 

Post discharge Follow-up Care  

When babies leave the KMC unit, mothers receive 

counseling and are told to return for a follow-up visit. The 

protocol in the national guidelines suggests two follow-up 

visits per week until 37 weeks of postmenstrual age, and 

then one follow-up visit per week between 37 and 40 

weeks postmenstrual age or until the baby’s weight 

reaches 2,500 g. Follow-up visits are with a designated 

medical officer in the facility outpatient department who 

is trained on KMC. Patient contact information is shared 

with an assistant health inspector (a union-level 

supervisor) to facilitate post discharge follow-up visits. A 

checklist was adapted from the national guidelines for 

documentation of follow-up. The system for follow-up care 

was established in mid-2017. 

 

Recordkeeping and Performance Monitoring  

Information on KMC services is documented in KMC 

registers that were developed at the national level. Data 

are used by KMC service providers to review performance, 

and identify and address KMC-related problems. A nurse 

in-charge submits monthly reports to an upazila 
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(subdistrict) newborn focal person. This is a UHC medical 

officer who is responsible for overseeing implementation of 

all upazila newborn intervention activities. The status of 

KMC implementation is reviewed collectively by facility 

providers. This is done monthly at the upazila level and 

quarterly at the district level. Apart from this, a 

supplementary form is submitted monthly to MaMoni HSS 

with summarized service information for program 

monitoring. Key variables in this form include baby’s age, 

admission and discharge weight, health status upon 

discharge, and whether post discharge follow-up occurred. 

 

Sensitization and Community Engagement  

The project organized sensitization meetings to orient 

district managers and district-level clinical providers on 

the new newborn interventions, including KMC. National-

level technical experts from the Obstetrical and 

Gynaecological Society of Bangladesh and the 

Bangladesh Neonatal Forum participated. In one district, 

local government resources were directed toward the 

establishment of the KMC unit at the district hospital. 

Community volunteers were also trained by the project to 

recognize newborn danger signs, including prematurity 

and low birthweight, and to refer these newborns to 

health facilities. They transmitted this information to the 

public in regular community action group meetings. 

 

Initial Implementation Results  
In early 2018, a review of the KMC intervention was 

carried out. The aim was to summarize program data and 

identify areas for performance improvement. Service data 

from the initial 15 facilities were analyzed. These data 

covered the period January 2016 to December 2017. 

These facilities were selected because the intervention 

was relatively more mature at the facilities that 

participated in phase I of the intervention and had higher 

patient loads than the facilities that introduced KMC 

during phases II & III. Data sources consisted of monthly 

service summaries provided to MaMoni HSS for program 

monitoring, a facility readiness checklist, and individual 

case files. 

 

The facility readiness checklist was a simplified version of 

the initial readiness assessment done in 2015. It 

gathered information on the availability of designated 

space, trained providers, key supplies, and supportive 

supervision for KMC at each facility. Monthly service 

summaries (representing 257 newborns) were examined 

to identify trends and gaps in documentation and service 

quality. Case files were also reviewed for completeness of 

recordkeeping. 

 

Analysis of newborn weight gain was limited to those who 

received 3 or more days of KMC after they were 7 or 

more days old. This was done to account for the 

physiological loss of weight that occurs during the first  

7–10 days of life. This reduced the number of cases 

analyzed to 39 newborns. 

 

Facility Readiness  

Facility readiness checklists were completed for 14 of the 

15 facilities. Of these, all facilities had at least one bed 

(most had two) designated for KMC, at least three trained 

nurses, and at least one trained doctor. Nine had 

received supportive supervision for KMC within the 

previous 3 months. Six had received supportive 

supervision within the previous 6 months. All of the 14 

facilities had the necessary supplies for KMC. These 

included KMC wraps, blankets, newborn caps, measuring 

cups, feeding cups and spoons, thermometers, and 

weighing scales. All facilities also had the KMC job aids 

and the KMC documentation and reporting tools.  

 

Service Utilization  

Just over half (52%) of newborns (134 babies) were seen 

at UHCs, while 46% (118 babies) were seen at one of the 

four district hospitals. Five newborns were seen at the 

two MCWCs. Table 2 displays the numbers of newborns 

who received KMC in each district by type of health 

facility. 

 

Table 3 provides a profile of newborns who received 

KMC. Fifty-two percent of newborns were less than 3 days 

old on admission, while 26% were more than 8 days old. 

Close to half were born in the facility where they received 

KMC; 47% were born either in another facility or at home. 

At least 15 cases (from the four district hospitals) were 

referred from the hospitals’ special care newborn unit. 

The weight profile of newborns on admission aligns with 

that specified in the national guidelines. 

 

 

Table 2 KMC Cases in Each District by Type of Health 

Facility 

District 

Place of Service 

District 

Hospital 
MCWC UHC Total 

Habiganj 9 4 59 62 

Jhalokati 10 0 11 21 

Lakshmipur 39 1 18 58 

Noakhali 60 0 56 116 

Total 118 5 134 257 

A nurse assists a woman providing KMC kangaroo mother care at a 

MaMoni HSS- supported health facility in Habiganj district.  

Photo by : Syed Salik Ahmed, Save the Children 
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Table 3. Profile of Newborns who Received KMC 

Patient Characteristics Percent of Patients 

Age (n=255):  

<3 days 52% 

3–7 days 22% 

8+ days 26% 

Sex (n=256):  

Female 50% 

Male 50% 

Delivery in same facility 

(n=257): 
 

Yes 48% 

No 47% 

Not recorded 5% 

Weight on admission (n=257):   

2000+gm 5% 

1800–2000gm 38% 

Patient Characteristics Percent of Patients 

1200–1799gm 51% 

<1200gm 7% 

Weight on discharge (n=257):   

2000+gm 10% 

1800–2000gm 37% 

1200–1799gm 49% 

<1200gm 4% 

 

As pictured in Figure 2, over 85% of newborns weighed 

between 1,200 and 2,000 g on both admission (228 

newborns) and discharge (220 newborns). Looking at the 

highest and lowest weight categories, twice as many 

newborns weighed >2,000 g on discharge as compared 

to admission. Twenty-five newborns were 2,000 g at 

discharge, whereas 12 were at admission. The number of 

newborns in the lowest weight category (<1,200 g) nearly 

halved from admission to discharge. Seventeen weighed 

<1,200 g at admission. Eleven weighed <1,200 g at 

discharge. Overall, there was a trend toward weight gain. 

 

Figure 2. Distribution of Newborns by Weight Category at Admission (n=257) and at Discharge (n=256) 

 
 

Duration of Stay and Newborn Weight Change 

Across facilities, 148 newborns (58%) stayed for fewer 

than 3 days, while 107 (42%) stayed for 3 or more days. 

There was a trend of longer duration of stay at district 

hospitals in comparison to lower-level facilities. This is 

pictured in Figure 3.  

 

Thirty-nine newborns were admitted to the KMC unit 

when they were 7 or more days old, and stayed for 3 or 

more days. Figure 4 displays weight change for these 

newborns. Overall, 69% (27 newborns) gained weight, 

while 13% (five newborns) had no weight change and 

another 18% (seven newborns) lost weight. The seven 

who lost weight were between 11 and 28 days old on 

admission.  
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Figure 3. Duration of Stay by Type of Health Facility 

 
 

Figure 4. Weight Change for Newborns >7 Days Old and Stayed for >3 Days (N=39) 

 
 

Discharge and Follow-up 

Close to half (49%) of families, as shown in Figure 5, 

discontinued KMC prior being officially discharged. This 

category combines patients who requested to leave 

before discharge and whose request was granted 

following a discussion with a provider (44%; 114 

newborns); those who chose to leave, assuming certain 

risks that were communicated by a provider (4%;  

nine newborns); and those who left the facility without 

communicating with a provider (1%; two newborns). 

Among the other half, 42% (108 newborns) were 

discharged home at the authorized time to continue KMC 

with advice from a provider, while 8% (20 newborns) were 

referred for another type of care. 
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Figure 5. Reasons for Discontinuation of KMC (N=257) 

 
 

Case files were reviewed for completeness of 

recordkeeping on newborn vital signs, weight, and 

feeding patterns. A number of case file records were 

incomplete. It was not feasible to assess case file 

information against the treatment specifications and 

discharge criteria in the national guidelines. 

 

At least one post discharge follow-up visit was conducted 

for 100 newborns (39%). A record of whether follow-up 

took place was missing for 23 newborns (9%). 

 

Lessons Learned 
Provider training: There have been challenges with 

enrolling doctors and nurses in KMC training sessions. 

More than 40% of targeted providers did not participate in 

the KMC training sessions they were recruited for. This 

highlights the need to address the critical issue of provider 

motivation. Combined with a high provider vacancy rate 

(over 30%) across facilities, low training recruitment 

delayed implementation and presents ongoing service 

provision challenges. The project works to mitigate this 

through routine supervision and on-the-job coaching by 

both district- and national-level newborn specialists. 

 

Discontinuation of KMC: A significant proportion of cases 

discontinued KMC services before being formally discharged 

with advice at the provider-designated time. Qualitative 

investigation of the reasons for this should be carried out to 

help improve KMC implementation moving forward. 

 

Documentation of services: A number of individual case 

files had incomplete documentation. This prevented 

analysis of the extent to which newborns met the full 

discharge criteria in the national guidelines. Improved 

recordkeeping would enable a more comprehensive 

analysis of service quality and newborn outcomes.  

 

KMC follow-up: There is a system in place for KMC  

follow-up, but it is in an early stage of implementation. 

Awareness raising about the importance of follow-up has 

not been carried out. While there were gaps in the 

availability of information about follow-up practices, 

follow-up in general was a challenge. 

 

 

 

 

 

 

 

Future Directions 
In 2018, the MOH&FW initiated a scale-up plan to introduce KMC at all UHCs. The experiences of the MaMoni HSS project 

and SNL program were utilized to inform the scale-up plan. A range of national-level KMC actors are working to address the 

lessons noted above. KMC measures are being integrated into the national health information system. MaMoni HSS is also 

supporting the MOH&FW to develop regional training centers of excellence, including one at Khulna Shishu Hospital. The 

aim of these is to increase the number of KMC service points and improve retention in KMC training by reducing the 

distance providers have to travel for training. In addition, two new national-level initiatives (the National Newborn Campaign 

and USAID-funded Ujjiban) are underway, which will raise awareness about lifesaving newborn interventions, including KMC. 

While still a relatively new intervention in Bangladesh, strong momentum exists for successful KMC scale-up. 
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The MaMoni HSS is a 5-year project of United States Agency for 

International Development under the global Maternal and Child Health 

Integrated Program. The focus of this project is strengthening the 

systems and standards for maternal, newborn, and child health, family 

planning, and nutrition to contribute to declines in maternal, newborn, 

and child mortality in Bangladesh. The project supports the Ministry of 

Health and Family Welfare to introduce and leverage support for scale-

up of evidence-based practices already acknowledged in Bangladesh.  

MaMoni HSS is primed by Jhpiego in partnership with Save the Children, 

John Snow Inc., and Johns Hopkins University/Institute for International 

Programs, with national partners icddr,b; Dnet; and Bangabandhu 

Sheikh Mujib Medical University; and six local nongovernmental 

organizations. 

The project covers 40 upazilas in six districts and serves around 12.2 million people. The six focus districts are Habiganj, 

Lakshmipur, Jhalokati, Noakhali, Pirojpur, and Bhola. 
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