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WHO recommendations



33

KMC improves survival of small babies by 40% 
compared with conventional newborn care

Evidence: mortality
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Evidence: mortality

Survival benefit clear for continuous KMC. Insufficient evidence for 
intermittent KMC. 
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Evidence: severe infection

KMC reduces risk of infection in small babies by 44% 
compared with conventional newborn care
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Evidence: hypothermia

KMC reduces risk of hypothermia in small babies by 66% 
compared with conventional newborn care
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Evidence: exclusive breastfeeding

KMC increases exclusive breastfeeding by 20% 
compared with conventional newborn care
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Benefits far beyond temperature maintenance

 Skin to skin contact promotes breastfeeding by effects both 
on mother and baby

 Lower infections perhaps due to reduced harmful exposure, 
microbiome, exclusive breastfeeding

 Reduced stress in the baby

 Increased bonding between mother and the baby

 Increased maternal efficacy and confidence in caring for her 
small baby
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Evidence gaps: key research priorities

 How can facility based initiation of effective KMC for stable 
small babies be scaled up?

 Can community-based initiation of KMC reduce neonatal 
mortality of clinically stable small babies?

 Does initiation of KMC immediately after birth, even for 
unstable babies, improve survival?
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New WHO coordinated research

 Learning how to implement KMC at scale to reach a 
population coverage of at least 80% (ongoing)

 Efficacy of home-initiation of KMC in reducing neonatal and 
infant mortality (ongoing, 25% enrolled)

 Efficacy of KMC initiated immediately after birth in reducing 
neonatal mortality (will be initiated in early 2017)
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KMC scale up study

 In Ethiopia and India, 7 populations of about a million each in 
different geographic regions

 Understanding barriers to implementation and addressing 
them systematically

 Accurate weighing of all newborns, referral, implementing KMC 
in health facilities, supporting continued KMC at home

 Independent population-based evaluation of coverage
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Home-initiated KMC study

 Individually randomized controlled trial in India. Sample size 
10,500

 Low birth weight infants <48 hours old, born at home or 
discharged from health facilities without KMC 

 Families allocated to intervention group supported to provide 
skin to skin contact, exclusive breastfeeding

 Primary outcome mortality to 1 and 6 months of age

 Early learnings: almost universal acceptance, average KMC 
duration about 9.5 hours per day achieved. 
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Immediate KMC study

 Individually randomized controlled trial: hospitals in Ghana, 
India, Malawi, Nigeria and Tanzania. Sample size 4,200 

 Newborns <1.8 kg will be allocated to intervention or control 
group

 Those allocated to intervention will receive skin to skin care 
starting immediately after birth, and continued thereafter

 Those allocated to control will receive conventional care until 
considered stable, KMC will be initiated after that

 Primary outcome neonatal mortality
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Conclusions

 KMC is effective in improving survival, reducing infection, 
reducing hypothermia and improving breastfeeding

 Evidence of benefits only in studies conducted in hospitals

 Most previous studies initiated KMC only after the newborns 
were stable, average age at initiation >3 days

 Coverage of KMC remains low globally

 New research will address barriers to scale up, and evaluate 
efficacy in the period of greatest risk


