
1

Care for Preterm and Low Birthweight Newborns

Vumbua NewsOctober 2018

the ropes on the care of a preterm baby. 

I soon left for home, where I remained 
in solitude for quite some time, given 
the doctor’s advice to reduce my son’s 
exposure to germs, as he was very prone 
to infections. It was truly an isolating 
experience for a new mother who didn’t 
know what’s normal or not in a preterm 
baby.

I carried on, and the baby grew up healthy 
and strong.  I have since had three more 
children - all boys – with only one going to 
full term. In each of the preterm births, the 
solitude was difficult. 

At the birth of my last child, I met a few 
women at the NICU whose circumstances 
were similar to mine, and we empathized 
with each other. We shared our 
experiences – challenges and wins – at 
the hospital and thereafter, via WhatsApp. 
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p“Prematurity is an isolating experience”, 
says Ruby Kimondo of Preemie Love 
Foundation. At 26, newly married and 
with no prior experience in the care of a 
preterm baby, she was at pains to manage 
the emotional, physical and psychological 
toll it took on her. She shares her journey 
to encourage other mothers, and to help 
health workers understand a parent’s 
perspective on prematurity. 

Having grown up in a community setting 
where everyone in the neighbourhood 
knew each other, and children were raised 
by villages as the saying goes, motherhood 
was an experience I looked forward to. 
The ups and downs such as nausea during 
pregnancy or colic once the baby came 
were to be expected. But never was I 
exposed to a preterm baby, neither was 
anyone within my circles.

So when I had extreme swelling in my 
first pregnancy, which I learnt later was 
a warning sign of preeclampsia (or 
pregnancy hypertension) it was a shock. 
I was immediately admitted during one 
of my worried-first-time-mother hospital 
visits. It was a disheartening experience, 
listening to advice such as “doctors are 
only keeping you in hospital to make more 
money”, or “pregnancy is not an illness, 
soldier on in the journey”, but follow the 
doctor’s advice, I did. The first time, it was a 
two-week stay, and the second, just about 
a month, before the doctor declared that he 
had no choice but to deliver the baby at 28 
weeks.

After the caesarean section, I went to 
see my little one for the first time, and 
the inexplicable feelings of immense love 
and fear overwhelmed me. I cried, seeing 
him like that: tubes, beeps, in intensive 
care - the neonatal ICU (NICU). The nurse, 
oblivious to my plight, immediately escorted 
me out, telling me that they forbid women 
to cry there. I couldn’t understand her. 
Subsequently another nurse explained to 
me the power of positivity, and taught me 
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The ups and downs 
such as nausea during 
pregnancy or colic once 
the baby came were to be 
expected. But never was 
I exposed to a preterm 
baby, neither was anyone 
within my circles.

Ruby Kimondo

That birthed the foundation: Preemie Love. 

It’s grown in leaps and bounds with 
majority of the members hailing from 
Nairobi, and via WhatsApp, Facebook, bulk 
text-messaging and hospital outreach, 
we reach hundreds of mothers with 
psychosocial support using the exact same 
technique we used at the NICU: sharing 
experiences. Through this, mothers don’t 
feel alone, they’re able to discuss their 
challenges and find options for what to do 
in various situations, and to have hope that 
their babies will grow. I’m happy because 
we are recreating villages. 

More voice and attention needs to be 
given to this issue to improve the mental, 
psychosocial and physical support of 
mothers, so that their babies can have the 
best possible health outcomes. 
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wWalking into the Bungoma County Referral 
Hospital’s newborn unit, the bright baby-
friendly atmosphere and pink hue gives one 
a warm welcome. You might even think it is 
a private health facility. Rosemary Mututa, 
who is a nurse working here, is in charge of 
both the Kangaroo Mother Care room and 
the New-Born Unit. Rosemary remembers 
how unfavourable the environment was 
before these innovations came on board, 
funded by the County Innovation Challenge 
Fund. Insufficient staffing, inadequate 
equipment and limited capacity led to 
low birth weight babies being discharged 
at 1300 – 1400 gms, contrary to the 
recommended 2000 gm. Babies in the 
New-born Unit (NBU) did not have anyone 
to care for them at night. 

“But with the refurbishment of the NBU by 
Mount Kenya University, and establishment 
of a Kangaroo Mother Care (KMC) unit by 

Save the Children, there’s a 
significant improvement in 

the management and 
survival of (very) 

low birth weight 
babies,” Rosemary 

says. With more 
state of the 
art incubators 
installed, a 
dedicated 
NBU in place, 

refurbishment 
of the KMC room 

and amenities such 

Improving Nursing Care for Preterm Babies

as reclining beds, linen, and feeding cups, it 
is now easier to care for mothers and their 
neonates. 

Reports indicate a reduction of neonatal 
deaths in the facility due to increased 
confidence and skills to handle prematurity 
infants. This is a milestone that comes 
after 95 healthcare providers in the 
county were trained on newborn care 
by a team of neonatologists from Mount 
Kenya University (MKU) and the Kenya 
Paediatric Association.  Moreover, the 
Althea telemedicine platform introduced 
by MKU has provided nurses’ with access 
to specialised neonatologist advice to care 
for premature babies. In the past, it would 
not have been possible to care for such 
babies, as they did not have adequate 
skills, equipment or guidance. 

The referral hospital has adopted an 
integrated approach, providing seamless 
levels of care to each infant - both 

within the facility as well as through a 
network of facilities in Bungoma county. 
Very needy infants are admitted in the 

NBUs, and are then graduated to KMC 
once they are stable and the appropriate 
weight. Eventually mothers are discharged 
with their newborns and receive follow 
up care at home from a community health 
volunteer. The hospital has also welcomed 
other innovations and woven them into this 
package of care, including the IncuBlanket: 
a special warming blanket for pre-term 
infants that does not require electricity. This 
integrated approach has maximized cost 
efficiencies, providing each newborn with 
care at the level required.  

Though there is progress, there are also 
challenges that hinder results. “NHIF’s 
Linda Mama programme only caters 
for mothers and babies who have no 
complications, yet premature babies stay 
for weeks before discharge. It would be 
great if Linda Mama covered this so that 
the neonates can benefit,” Rosemary 
observes. 

The facility continues to advance due to 
these interventions and service provision is 
on a positive trajectory. 

“With the refurbishment of the 
NBU by Mount Kenya University, 
and establishment of a Kangaroo 
Mother Care (KMC) unit by Save 
the Children, there’s a significant 
improvement in the management 
and survival of (very) low birth 
weight babies,”

Rosemary Mututa
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Donated Human Milk: A Lifesaving 
Option for Vulnerable Infants 

kKenya loses an estimated 39 infants for 
every 1000 live births, translating to over 
50,000 babies who die before their first 
birthday each year. More than half of these 
deaths occur in the neonatal period – the 
first month of life –  most often due to 
complications related to prematurity and 
low birth weight1. 

Essential newborn care interventions to 
improve the survival rate of vulnerable 
preterm and low birth weight babies exist, 
including drying, warming, immediate 
and exclusive breastfeeding, hygiene 
and cord care, antibiotics and antenatal 
corticosteroids. Of these solutions, 
breastfeeding has the greatest potential to 
impact child survival. It provides the unique 
nutrition and immune support that babies 
need to survive and thrive. Early exclusive 
breastfeeding has the potential to prevent 
13% of under-five deaths globally each 
year2. Yet not every newborn is able to 
benefit from his or her mother’s milk, either 
because of maternal illness, death or 
abandonment, leaving these infants more 
vulnerable, especially when they are born 
preterm, with low-birth weight, sick or are 
severely malnourished. 

For vulnerable babies without access to 
their mother’s own milk, the World Health 
Organization recommends donor human 
milk (DHM) as the next-best feeding 

option3. Available evidence shows that 
compared with formula, DHM is associated 
with lower incidence of the severe gut 
disorder, necrotising enterocolitis, and 
other infections during the initial hospital 
stay after birth. Thus, ensuring access to 
DHM is a lifesaving and cost-effective 
intervention. Human milk banks (HMBs) 
collect, pasteurize, test, and store safe 
donor milk from lactating mothers and 
provide it to infants in need, ensuring 
that even if babies cannot breastfeed, 
they still receive human milk as soon as 
possible. More than 500 HMBs have been 
established in over 40 countries around 
the world including South Africa, India, 
France, Japan, Brazil and Canada. Though 
wet-nursing was commonly practiced in 
the old days, Kenya is yet to embrace the 
advances in technology to make DHM 
more safely and widely available. 

Following the WHO recommendation, 
the Ministry of Health, with support from 
PATH and other partners, has undertaken 
an initiative to establish the first human 
milk bank in Kenya. The Mother-Baby 
Friendly Initiative Plus (MBFI+), as it is 
called, integrates DHM with other aspects 
of newborn care especially breastfeeding 
promotion, lactation support, and kangaroo 
mother care. Pumwani Maternity Hospital 
in Nairobi County will host Kenya’s first 
HMB, thus expanding its capacity to offer 

quality comprehensive neonatal care 
services and secure an accreditation as an 
MBFI+ centre of excellence.

The CICF funded initiative has already 
completed an initial phase in which a 
formative assessment was conducted 
to identify enabling factors and potential 
barriers, building stakeholder support, a 
learning exchange visit to South Africa, 
developing national guidelines for HMB, 
and training key players on HMB with a 
focus on safety and quality assurance. 
The second phase, which started in March 
2018, entails setting up the milk bank at 
Pumwani. The ongoing activities include: 
conducting awareness and demand 
generation campaigns, developing 
standard operating procedures for the 
quality control and assurance, building 
capacity of staff involved in running 
the bank, recruiting, screening and 
training potential breast milk donors, and 
screening, pasteurizing and dispensing 
the donated milk. It is anticipated that 
2018 will end on a high note, with the 
commissioning of Kenya’s first Human Milk 
Bank. 

1 www.EveryPreemie.org 
2 https://www.thelancet.com/pb/assets/raw/Lancet/
pdfs/nutrition-eng.pdf
3 http://www.who.int/elena/titles/donormilk_infants/en/ 



Q&A with Head of Newborn, Child and Adolescent Health Unit, MOH

What is the current situation in regards 
to preterm and low birth weight babies 
in Kenya? 

In Kenya, 193,000 babies are born 
too soon annually and 9,670 children 
under five die due to direct preterm 
complications. That is about 26 child 
deaths every day. According to our 
estimates, prematurity and low birth 
weight account for about 12% of the 
deaths of children under five and about a 
quarter of neonatal deaths. In fact, Kenya 
is ranked number 15 out of 188 countries 
in terms of the burden of premature births. 
Prematurity is also a major contributor 
to childhood and long-term disability 
including motor, cognitive, psychosocial, 
and other developmental problems. 

What is the government doing to address 
this challenge?

We are taking a multi-pronged approach 
that includes scaling up proven 
interventions to address risk factors 
and enhancing clinical management of 
premature babies. Our focus is on ensuring 
that all mothers receive quality care 
from skilled providers during pregnancy 
and childbirth, giving higher priority to 
preventing premature and low birth weight 
births. By improving access to quality 
antenatal care, we are ensuring more 
mothers have their pregnancies monitored 
including foetal growth, screening and 
addressing risk factors, improving maternal 
nutrition and providing counselling for a 
positive pregnancy experience. We are in 
the process of adopting the World Health 
Organization’s recently released guidelines 
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Together We Can Help Preterm Babies 
Survive, Thrive and Transform 
Though Kenya has made remarkable progress in reducing child deaths over the last decade, 
a lot more effort is needed to further reduce this. Prematurity is the leading cause of death 
among children under five in Kenya and globally. We talked to Dr. Warfa Osman - the Head of the 
Newborn, Child and Adolescent Health Unit in the Ministry of Health (MoH) – about the current 
prematurity situation and the steps the government is taking to address it.

and recommendations to improve the 
quality and outcomes of antenatal 
care. We are putting more emphasis 
on addressing maternal anaemia using 
iron and folic acid supplementation for 
pregnant women; scaling-up kangaroo 
mother care as part of a comprehensive 
package of essential newborn care; 
and placing greater focus on improving 
access and utilization of contraceptives. 
We’re also working closely with county 
governments to improve the health system 
capacity to offer accessible, quality and 
equitable antenatal and intrapartum care.  

These initiatives are parts of our bigger 
ambition to achieve universal health 
coverage, and I think we are on the right 

path. For instance, the Linda Mama 
programme is reaching more mothers with 
free maternity care and we are working 
with the National Hospital Insurance 
Fund to enhance the insurance cover. 
The government sponsored Managed 
Equipment Services is enhancing 
diagnostic and curative capacity at lower 
tiers of the health system, thus improving 
patient care and precluding unnecessary 
referrals. 

Sounds like tremendous progress, but 
the number of newborns dying remains 
unacceptable. What more needs to be 
done to improve outcomes for premature 
and low birth weight babies?

Indeed, we’re making good progress in 
reducing child mortality as depicted by 
recent statistics. In my view, in spite of 
the attendant challenges, devolution 
has enabled faster progress in our effort 
to improve healthcare services. But the 
disparity in child mortality across counties 
reminds us of the need to address inequity 
by giving more attention to counties with 
the highest child deprivation. We need 
to do more in addressing health system 
bottlenecks such as infrastructure gaps, 
deficiencies in health worker numbers and 
skills, commodity security, and strategies 
to stimulate demand and utilization 
of services. The task at hand requires 
that stakeholders work better together, 
including tapping into opportunities 
for public-private-partnerships and 
innovation. I am convinced that by 2030 
we can achieve our SDG goals and thereby 
help more premature babies to survive, 
thrive and transform. 


