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EXECUTIVE SUMMARY 
 
Malawi has the highest incidence of preterm birth in the world, currently estimated at 18.1 percent1, 
and low birth weight (LBW) at 14 percent2.  Studies in Malawi suggest that neonatal and perinatal 
mortality is twice as high in preterm newborns as compared to term newborns3,4. The Malawi Ministry 
of Health (MOH) is committed to quality improvement of health facility care and to the rollout of their 
community-based strategy to prevent preterm births and improve care of preterm/LBW newborns.   
 
The USAID/Washington-funded Every Preemie-SCALE project (Every Preemie) is working with PCI’s 
USAID/Malawi-funded Njira Project in partnership with the MOH and the District Health Management 
Team (DHMT) to assess and strengthen community and clinical practices and interventions for improved 
care of preterm/LBW newborns in the Balaka district of Malawi.  To inform programmatic inputs, in July 
2016, Every Preemie implemented a formative assessment focused on community, family member, and 
health care provider knowledge, attitudes, and perceptions around preterm and LBW newborns and 
related care practices in the Balaka district.  
 

Methodology  
The study used qualitative methods in order to gain an in-depth understanding of knowledge and 
perceptions of preterm birth, perceived causes, and potential behavioral practices and challenges 
associated with care for preterm/LBW newborns. Data was collected during July 2016 from four groups:  
1. Family members of LBW babies; 2. Family members of preterm babies; 3. Community members; and 
4. Health care providers. Focus group discussions (FGDs) were used to interview community members 
and health care providers in the Balaka District Hospital and eight health centers in four study areas of 
Balaka district: Nsamala Traditional Authority (T/A), Kalembo T/A, Kachenga T/A and Amidu T/A. In-
depth interviews (IDIs) were used to interview family members who had a preterm or LBW newborn in 
the twelve months preceding the assessment.  
 
A total of 24 family members who had had a preterm or LBW baby in the twelve months preceding the 
assessment participated in the IDIs in the four T/As. Nineteen family members reported having a 
preterm newborn and five families reported having a LBW newborn. Four community FGDs were 
conducted with 36 community members across the four T/As and 77 health care providers were 
interviewed across the nine facilities in Balaka district. There were three cadres of health care workers:  
professional health workers, support staff, and health surveillance assistants (HSAs).  
 

Findings 
Knowledge/experience with preterm/LBW babies 
Family members5 of preterm or LBW babies had very limited knowledge and experience regarding 
preterm/LBW babies before their own experience. Family members of both preterm and LBW babies 
agreed that breathing difficulties are a challenge, followed by problems breastfeeding. The majority of 
family members with preterm newborns reported that they get sick easily and are more likely to die. 
Health care providers also highlighted breathing difficulties as a challenge among preemies while 
providers from four facilities reported that preterm babies have difficulty breastfeeding while LBW 
babies do not.  
  
Community members characterized preterm/LBW babies, and their mothers, as malnourished and 
indicated that these babies need Kangaroo Mother Care (KMC) and warmth. When asked how they 
identify preterm versus LBW newborns, community members stated that they identify preemies by 
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gestational age, followed by immature development and small bodies. Health care providers stated that 
they identify preemies by their very small size and a birth weight less than 2500 grams, and highlighted a 
number of physical attributes common among preemies, including: genitals not fully developed or small, 
disproportionately large heads, and undeveloped finger and toe nails. When comparing preterm to LBW 
babies, providers distinguished that LBW babies are fully developed and their features are the same as a 
term baby with normal weight. 
 

Sources of health information 
Family members with LBW babies and community members reported getting most of their general 
health information and information specific to preterm/LBW newborns from hospitals and Health 
Surveillance Assistants (HSAs). A nearly equal number also cited the radio as a source for both types of 
information. All family members of preterm babies cited hospitals and HSAs as sources of general health 
information and information specific to preterm/LBW babies, and half cited the radio as another source 
for general health information. For family and community members, the most trusted sources for 
general information and information specific to preterm/LBW babies were the hospital and HSAs. 
 
Family members with LBW babies reported hearing messages that “small babies need very special care” 
and that “small babies are a special gift”. Family members with preemies reported hearing messages 
that “small babies need very special care” as well as messages that “small babies are more likely to die”. 
However, a few also reported hearing messages promoting KMC and father involvement.  
 

Causes of preterm birth and LBW 
Family members of LBW babies stated that the cause of LBW is related to the mothers’ nutritional status 
and family genetics. Most family members with preemies stated that they didn’t know the cause or that 
it was “just time for it” and “God’s will”.  Among community members “malnutrition of the mother” and 
“father’s infidelity” were the most reported causes of preterm birth and LBW. Overworking and 
maternal stress were also highlighted by community members as causes for preterm birth and LBW.  
 
Health care providers reiterated that community members believe that father’s infidelity causes 
preterm birth. In addition to overworking and maternal stress, they also cited witchcraft, domestic 
violence and family planning use as community beliefs around causes for preterm birth. Providers also 
reported that mothers of preterm babies thought they had been “bewitched” while mothers of LBW 
babies thought it was due to maternal malnutrition and family genetics.  
 

Attitudes and Beliefs 

Community reaction to preterm/LBW babies 
Family members of LBW babies and preterm babies reported neutral or encouraging reactions from 
their communities. The general response, however, was reported to be negative with community 
members stating that these babies were malnourished or unattractive and that they will not survive.  
Some families with preemies reported having heard community members using disparaging names 
including rats, small snakes, kangaroos, and kittens.  
 
The reaction of community members was overwhelmingly negative for both LBW and preterm babies 
with participants stating that preterm babies will die, cannot grow, are malnourished and have no 
intelligence.  A few participants from three of the four communities did report that if preterm/LBW 
babies are given the proper care, they can survive and thrive. However, community members from all 
four T/As stated that skin-to-skin care is a way to identify if a mother has an early/small baby and 
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reported that these mothers and babies are usually “despised” and insulted, with suggestions of letting 
the baby die or killing the baby.  
 

Practices 

Facility-based care practices 
Across the six facilities that provide inpatient care, health care providers reported providing support and 
education to the mothers on KMC, exclusive breastfeeding and milk expression, hygiene practices, 
proper cord care and newborn danger signs. Danger signs that mothers were trained to recognize 
included changes of body temperature, breathing difficulties, followed by failing to breastfeed, change 
in the color of the skin or eyes, infected umbilicus, and fainting6. Providers also reported providing 
information to the parents that the baby is susceptible to the cold and needs warmth to survive.  
Providers across all facilities reported that they monitor the babies on a regular basis. Monitoring 
consisted of checking vital signs and weight gain as well as observing breathing and breastfeeding for 
problems.  
 
Family members of preterm and LBW babies who received inpatient care confirmed that they received 
encouragement from the health care providers and were provided information on caring for their 
early/small baby including the recognition of danger signs, support for KMC7, and keeping the babies 
warm. Family members also reported receiving information on breastfeeding and expressing breast 
milk. All families with LBW babies and 14 with preemies were given discharge instructions on follow up 
care. Table 1 below outlines the discharge instructions received by families with preterm and LBW 
newborns.  
 
Table 1. Discharge instructions as reported by family members  

 
Providers emphasized the importance of KMC although there was some discrepancy regarding 
continuous care. While some providers felt that the baby could be removed while the mother used the 
toilet or bathed, others felt that the baby should be on KMC with a relative when the mother needed a 
break. While the mother was reported as being most involved in KMC for the preterm/LBW baby, a 
variety of providers also stated that the fathers, relatives, and guardians should also be involved in KMC, 
especially when the mother needs to take a break. Providers elaborated on the challenges they face in 
ensuring KMC in the facilities including lack of awareness regarding the importance of KMC among 
parents/families, the length of stay at the health facility (families often want to go home regardless of 
the baby’s health), and family members not supporting KMC. Providers also reported that many 
mothers find KMC difficult due to exhaustion, poverty and an inability to afford wrappers and covers, 
having no support and the need to do household chores.  

Discharge instructions Family members with 
LBW babies (n=5) 

Family members with 
preterm babies (n=14) 

Danger signs 0 4 

Do not bathe baby 1 3 

Feeding instructions 4 7 

Hand washing 3 9 

Follow up care 5 13 

Limit visitors 1 0 

Maternal nutrition 1 12 

Skin-to-skin 4 12 
Warmth 0 1 

Written instructions 3 4 
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Providers from seven of the nine facilities reported that prior to discharge from inpatient care, mothers 
and family members receive additional information on danger signs, the importance of exclusive 
breastfeeding, continuing KMC (skin-to-skin care) and practicing proper hygiene. To support follow up 
visits, providers reported writing down the date of the next visit in the health passport and linking 
families to HSAs in their communities. Instructions for the timing of follow up visits ranged from every 
week to every two weeks.  
 

Follow up care 
All family members of LBW babies, and the majority of families with preemies, reported that their 
babies were taken to follow up visits after discharge from inpatient care. Of those who provided 
information on the content of the care, families most often reported that their baby’s weight was 
measured. Most families reported that the mother took the baby to follow up care alone. The baby’s 
gender did not influence whether or not it was taken for follow up care. Challenges accessing follow up 
care most often included distance and transportation to the facility. 
 

Home-based care 
The vast majority of families with preterm and LBW babies reported practicing KMC at home as well as 
exclusive breastfeeding and breastmilk expression, hand washing, limiting others from touching the 
baby and keeping the baby warm. Families of preemies also reported not bathing the baby. Families 
conveyed that the babies spent a significant amount of time skin-to-skin, only being removed when the 
mother wanted to breastfeed, when diapers needed to be changed, or when the mother was bathing. 
 
Most family members of preemies and LBW newborns reported that fathers had the most authority or 
influence over the care the baby received but that they played a limited role in the provision of KMC. 
See Table 2 below.  
 
Table 2. Father authority and provision of care for preterm and LBW newborns including KMC 

 Families with preterm babies 
(n=19) 

Families with LBW babies 
(n=5) 

Most Authority/Influence: Father of baby  9              5 

Father reported as one of the main caretakers of 
the baby 

6     1 

Father reported assisting with KMC 3 2 

Father attending follow up/growth monitoring 
visits 

1 1 

 
For LBW babies, other female family members helped with the provision of care, while for preemies, 
maternal and paternal grandmothers and other female family members (in addition to the mother) 
were reported as the main source of support for the provision of KMC. 
 
Only two family members of LBW babies while 11 family members of preemies reported any challenges 
related to providing KMC at home. Challenges most often cited included: difficult to sleep, difficult to do 
household chores and restrained from leaving the house.   
 

Support for care 
Family members of preterm and LBW babies reported that they received support mostly from other 
family members, including in-laws. Families highlighted receiving assistance in the form of material 
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goods such as soap and food, support for KMC, assistance with household chores, money, and caring for 
other children at home. Only two families with LBW newborns and ten families with preemies reported 
receiving any support from community members.  
 
Community members reported that families with early/small babies don’t receive support from their 
communities. Even when asked what type of support they could provide, most community members 
maintained that no support would be offered, although community members from three T/As 
mentioned that they could provide encouragement, counselling or advice.  
 
Health care providers felt that families needed encouragement from other family and community 
members, particularly encouragement expressing that early/small babies can survive and grow with the 
proper care.  
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INTRODUCTION 
To inform programmatic inputs for a USAID-funded project focused on improved care of preterm/low 
birth weight (LBW) newborns, Every Preemie—SCALE designed and implemented a formative 
assessment focused on community, family member, and health care provider knowledge, attitudes, and 
perceptions around preterm and LBW newborns and related care practices in the project focus area—
Balaka district. This report presents the process and findings of the qualitative formative assessment 
conducted in Balaka district in July 2016. 
 

BACKGROUND 
Nearly 40% of all under-five child deaths occur in the first 28 days of life (the neonatal or newborn 
period). Just three causes – infections, asphyxia, and preterm birth – together account for nearly 80% of 
these deaths. Three-quarters of all neonatal deaths occur during the first week of life, and 25-45% in the 
first 24 hours. Additionally, a baby born LBW (<2500 grams) is at much greater risk of getting sick or 
dying than other newborns8. 
 
Studies have shown that preterm birth is the dominant risk factor for neonatal mortality. Complications 
related to preterm birth are the direct cause of nearly one million neonatal deaths each year worldwide, 
and the leading cause of all deaths in children under age five8,9.  
 
Malawi is one of a few countries that achieved Millennium Development Goal four to reduce under-five 
mortality by two-thirds by 2015. However, like other countries in sub-Saharan Africa, the progress has 
been insufficient with respect to neonatal mortality, currently estimated at 22/1000 live births10. 
 
Malawi has the highest incidence of preterm birth in the world, currently estimated at 18.1%11, and LBW 
at 12%12.  Studies in Malawi suggest that neonatal and perinatal mortality is twice as high in preterm 
newborns as compared to term newborns13,14.  
 
The Malawi Ministry of Health (MOH) is committed to quality improvement of health facility care and to 
the rollout of a new community-based strategy to prevent preterm births and improve care of 
preterm/LBW newborns. The MOH has demonstrated commitment to improved preterm outcomes with 
the development of country wide Kangaroo Mother Care (KMC) units in 122 hospitals and the launch of 
its national Essential Newborn Action Plan (ENAP) in June 2015. Malawi’s ENAP includes a strategy to 
improve community health services and referral systems for families with preterm/LBW newborns 
discharged from the KMC units, and a robust community education program to prevent preterm birth 
and LBW by promoting antenatal care (ANC), screening for risk factors, birth preparation, recognition of 
preterm labor, as well as postnatal visits that focus on recognition of complications for mothers, and 
early management and referral of preterm/LBW newborns.   
 

Every Preemie—SCALE Program in Malawi 
Every Preemie is working with PCI’s USAID-funded Njira Project15 in partnership with the MOH to assess 
and strengthen community and clinical practices and interventions for improved care of preterm/LBW 
newborns in Balaka district, Malawi.   
 
Every Preemie is working closely with the Balaka District Health Management Team (DHMT) to 
implement the Family-Led Care Model (launched in early 2017). This model is designed to strengthen 
the care of preterm/LBW newborns along the continuum of care and includes a quality improvement 
initiative and provider training in essential care for all babies and for small babies in the Balaka District 
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Hospital and eight health centers; strengthening bi-directional referral linkages from the household to 
the health facility, and extending care of the preterm/LBW newborn to the community and household 
levels via community-based platforms, such as Care Groups. To support this initiative, Every Preemie is 
working with the Njira project to strengthen preterm birth and LBW technical content in their Care 
Group modules and to strengthen the capacity of Lead Mothers and Health Surveillance Assistants 
(HSAs) to effectively manage follow up care of preterm and LBW newborns at home.  
 

Aim of Formative Assessment 
The aim of this formative assessment was to explore knowledge, attitudes, beliefs and practices with 
respect to preterm/LBW newborns among communities, family members and health care workers in 
Balaka district, Malawi. 
 

Specific Objectives 
Specifically, the study:   

1. Assessed family member and health worker knowledge around identification of preterm labor, 
and care of the preterm/LBW newborn; 

2. Explored family, community and health provider identification of and knowledge about 
preterm/LBW newborns including sources of information;  

3. Explored common beliefs around birth of preterm/LBW newborns as well as attitudes about 
preterm/LBW newborns;   

4. Gauged community knowledge about support for families with preterm/LBW newborns and 
actual support practices; and 

5. Identified facility and home-based care practices including familial decision-making authority as 
well as challenges and influencers for care seeking-behaviors.  
 

METHODOLOGY 
 

Study Design 
The study used qualitative methods in order to gain an in-depth understanding of knowledge and beliefs 
of preterm birth, perceived causes, and potential behavioral practices and challenges associated with 
care for preterm/LBW newborns. Focus group discussions (FGDs) were used to collect data from 
community members and health care providers in the Balaka District Hospital and eight health centers 
in four study areas of Balaka district. In-depth interviews (IDIs) were used to interview family members 
who had a preterm or LBW newborn in the twelve months preceding the assessment.  
 

Sampling Frame 
The Balaka district is located in the southern region of Malawi and borders Ntcheu, Machinga, Neno, 
and Mangochi districts. Balaka has a catchment population of 396,411. The population of women of 
childbearing age in the district is 91,176. Expected pregnancies per annum in Balaka are approximately 
18,592, and the number of expected deliveries per annum is 18,592 (Balaka District Health Office). The 
study covered four Traditional Authorities (T/As) in Balaka district as highlighted in Figure 1 below.  
These study areas were selected as they are the current project impact areas for the Njira Project and 
Every Preemie—SCALE.  
 



 3 

Figure 1. Map of Study Areas16 

 
 
Balaka district has sixteen health facilities (nine government, six Christian Health Association of Malawi 
[CHAM] facilities and one private facility). Every Preemie is operating in nine of these health facilities 
(the District hospital and eight health centers). As outlined in Table 3, the assessment was conducted in 
the following nine health facilities: Balaka District Hospital, Mbela Health Centre (HC), Ulongwe HC, 
Kalembo HC, Namanolo HC, Nandumbo HC, Chenda Usiku HC, Kwitanda HC, and Comfort HC.  
These health facilities are either government run or CHAM facilities as stipulated in Table 3 below. 
 
The selected health facilities serve populations and communities from Traditional Authority (T/A) 
Nsamala, T/A Kachenga, T/A Kalembo, and T/A Amidu in Balaka District (see Figure 1 above).  
 
Table 3. Facilities in Every Preemie Impact Area 

Facility  Ownership Traditional 
Authority 

Offers L&D 
services 

Type of KMC 
Offered 

Balaka District Hospital Govt Nsamala Yes In patient 

Comfort Health Center CHAM Nsamala Yes In patient 

Chendausiku Health Centre Govt Nsamala No Ambulatory 

Kwitanda Health Centre Govt Nsamala No Ambulatory 

Kalembo Health Centre Govt Kalembo Yes In patient 

Ulongwe Health Centre CHAM Kalembo Yes In patient 

Nandumbo Health Centre Govt Kalembo Yes In patient 

Mbela Health Centre Govt Kachenga Yes In patient 

Namanolo Health Centre Govt Amidu No Ambulatory 

Legend: 

 
Study Area 

Boundary 

Balaka District 
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Each of these nine facilities offer KMC services: Balaka District Hospital and Comfort Health Centre have 
special rooms where inpatient KMC services are offered, while five facilities have KMC corners. Two 
facilities only offer ambulatory services, as such, a corner is designated for provision of care for 
preterm/LBW newborns in the postnatal ward.  
 
The study population was comprised of community members, family members and health care 
providers:  

• Community members: members of communities who reside within the four study areas and 
had not had a preterm or LBW baby.  

• Family members: mothers, fathers, mothers-in-law and other female relatives of preterm/LBW 
newborns born within the twelve months preceding the assessment from the four study areas.  

• Health care providers: Medical doctors, midwives, nurses, clinical officers, medical assistants, 
and HSAs from among the nine health facilities referenced above.  

 
Community participants were recruited through HSAs, existing community Care Groups, and the District 
Community-Based Maternal and Newborn Care Coordinator. Health care providers (facility- and 
community-based) were recruited with the help of the nurse-in-charge. Health care providers working in 
labor and delivery (L&D), ANC, postnatal care (PNC), and KMC units/corners across the facilities were 
identified as study participants.  
 

Inclusion and Exclusion Criteria 
Participants were eligible to participate in this study if they were: 

• Adult community members (over the age of 18), residing within the specified study areas; 

• Member of a family that had a preterm/LBW newborn in 12 months preceding the assessment 
and living within any of the study areas; and 

• A health care worker (medical doctor, nurse midwife, clinical officer, medical assistant or facility 
support staff e.g. cleaner) from the above referenced health facilities working in L&D, PNC 
and/or KMC unit/corner.  

 
Participants were not eligible to participate in this study if:  

• As a community member, the participant was less than 18 years of age and was not a resident of 
one of the study areas in the Balaka district; was not a participant within an existing Care Group; 
and/or had had a preterm/LBW baby17;  

• As a family member had not had a preterm/LBW baby in the twelve months preceding the 
assessment;  

• As a health care provider, the participant was not a health care provider or facility staff working 
in one of the above referenced health facilities; and/or  

• The participant refused to give informed consent.  
 

Qualitative Data Collection 
A total of 13 FGDs were conducted with community members and health care workers. Four FGDs were 
conducted among community members in the four study areas (one FGD per study area), and nine FGDs 
were conducted with health care workers in the specified health facilities and communities.  
 
Twenty-four IDIs were conducted among family members who live in one of the four study areas and 
who had a preterm/LBW newborn in the twelve months preceding the assessment18. See Table 4 below 
for number of FGDs and IDIs and number of study participants.   
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Table 4. Summary of FGDs and IDIs conducted  
Interview Type Number of Interviews/ 

Number of Participants (n) 

Health care workers FGD  
(Medical officers, medical assistants, nurses, midwives, clinical 
officers, Health Surveillance Assistants, support staff) 

9 FGDs (n=77) 

Community FGD 4 FGDs (n=3619) 

Family members  
(Mothers, Fathers, Female relatives, Mothers-in-law) 

 
24 IDIs (n=24) 

 
Interview guides/tools consisting primarily of open-ended, non-directive questions were used to guide 
the individual interviews and FGDs. The study employed a “funnel approach”. Initial questions were 
open and exploratory to allow participant responses to emerge spontaneously before issues were 
probed. Trained study assistants together with the Every Preemie Technical Advisor and a research 
consultant conducted the IDIs and FGDs.  All interviews were recorded with the verbal permission of 
participants. On average, the IDIs took 60 minutes and were held in the families’ homes.  The FGDs with 
community members took 90 minutes and were held in community gathering places or in community 
centers. FGDs with health providers took 90 minutes and were held in each of the nine participating 
facilities.    
 

Data Analysis 
Recorded and transcribed interviews and FGDs were imported into Dedoose qualitative analysis 
software and set up into projects by type: family member IDI; community member FGDs; and health 
care provider FGDs. Based on the developed ‘Framework for Developing the Study Protocol and 
Assessment Instruments’ and per the points of query, descriptors and a data dictionary of codes for 
each type of study respondent was developed and each transcript was reviewed and coded as required. 
After coding each transcript, the data was reviewed and codes and excerpts were cleaned as 
appropriate. Analysis was carried out within Dedoose using their qualitative analysis tools, particularly 
looking at specific queries through the code vs descriptor analyses functions. Analyses were carried out 
for four groups: 1. Family members of low birth weight babies; 2. Family members of preterm babies; 3. 
Community members; and 4. Health care providers.  
 

Ethical Considerations 
Ethical clearance to conduct the assessment was granted by the PCI institutional review board (IRB) and 
the Malawi National Health Science Research Committee. The District Health Management Team 
(DHMT) members were briefed about the specifics of the study and written permission was sought from 
the District Health Office to proceed with the study. Study participants were provided with an 
information sheet which clearly explained the purpose and objectives of the formative assessment, as 
well as the nature of the questions to be asked, prior to the commencement of the interviews. All 
participants gave written informed consent to take part in the study. Study participants gave verbal 
permission to allow the discussions to be recorded.  
 

STUDY LIMITATIONS 
Throughout the analysis, it was observed that in some cases the interviewers did not alter the way the 
questions were asked for female relatives and fathers, i.e. to word the question such that they were 
asking about the direct experiences of the mother of the preterm/LBW baby, this caused some 
confusion with responses that had to be carefully reviewed during the analyses. Additionally, many of 
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the interviews did not differentiate questions or responses by preterm vs. LBW, i.e. survey question 
number four for family members: “What did you know about preterm or low birth weight/small babies 
before the birth of the preterm/small baby in your family?”  Therefore, to try to distinguish the 
differences in knowledges, attitudes, and practices, the analysis of the family member interviews were 
split into two parts: family members with preterm babies and family members with LBW babies.   
 
Another limitation was that most of the mothers were young (an average age of 23, the youngest being 
17 and the oldest being 33). The younger mothers did not contribute effectively to the discussions 
despite effective interviewing and probing, due to an assumed lack of confidence. Lastly, family 
members whose babies had died (n=4) found it difficult to discuss their experience and those whose 
babies had died soon after birth, could not capably talk about the care they or their newborns received 
and other related content.   
  

STUDY FINDINGS 
This section outlines findings from the formative assessment organized by theme (knowledge, attitudes 
and beliefs, and practice) and study population: 1. Family members of LBW babies; 2. Family members 
of preterm babies; 3. Community members; and 4. Health care providers.  
 

Demographics 
Family Members 
A total of 24 family members were interviewed. Interviews were analyzed separately depending on if 
the newborn in the family was preterm or LBW. Five family members reported having a LBW newborn in 
the family, two with singletons and three with twins. All five families reported that the babies were born 
at a facility, and at the time of the interview all babies were alive. All five family members reported a 
level of education, ranging from senior primary to senior secondary.  Table 5 presents demographic 
characteristics of participating family members with LBW newborns. 
 
Table 5. Demographics of family members with LBW newborns 

 
 
Nineteen family members reported having a preterm newborn in the family in the twelve months 
preceding the assessment: ten (53%) mothers, five (26%) fathers, and four (21%) female relatives 
including grandmother, aunt or great-aunt20. Fourteen family members (74%) reported that the baby 
was born in a health facility, with 16 (84%) singleton births and three (16%) twin births. Four family 
members reported that their babies were deceased at the time of the interview. Family members 
reported a range of education levels: none (11%), junior primary (37%), senior primary (37%), junior 
secondary (5%), senior secondary (5%), and not reported (5%). Table 6, below, presents demographic 
characteristics of participating family members with preterm newborns.  
 
 
 

ID Family	Member Age Number	

of	

children

Delivery	

in	Health	

Facility

Birth Age	of	child Gender	of	

baby

T/A Education Occupation

15 Female	Relative 27 2 Yes Singleton 1	month Male Amidu Senior	Primary Farmer

16 Father 24 1 Yes Singleton 1	month Female Amidu Senior	Secondary Business

8 Father 21 2 Yes Twins 3	months Both	Female Kalembo Senior	Primary Piecework

17 Mother 27 4 Yes Twins 8	months Both	Female Nsamala Junior	Secondary -

23 Female	Relative 60 7 Yes Twins 7	months Both	Female Nsamala Senior	Secondary -
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Table 6. Demographics of family members with preterm newborns 

 
 

Community members 
A total of four community FGDs were conducted with 36 participants21,22 of which 64% (n=23) were 
females. Participants ranged in age from 19 – 80 years with 64% (n=23) above the age of 40. The 
majority of study participants (86%, n=33) have been in their communities all their lives. Reported 
participant occupations included farmer, commercial farmer, business, revenue collector, builder, 
carpenter, and volunteer. Table 7 below presents key socio-demographic characteristics of the 
community members who participated in the study (n=36). 
 
Table 7. Demographics of community FGD participants  

 
 
 

Health Care Providers  
In total, 77 health care providers were interviewed in nine FGDs in nine facilities. There were three 
cadres of health care workers; professional health workers, support staff, and HSAs. Professional health 
care workers included medical officers and assistants, nurses and midwives, and clinical officers. Support 
staff included hospital and patient attendants, ward attendants, laundry attendants, pharmacy 
assistants, ground laborers, expert clients, and home craft workers. Of the total 77 participants, 35% 
(n=27) were professional health care workers, 22% (n=17) were HSAs and 43% (n=33) were support 
staff. Table 8 presents key characteristics of health care providers who participated in the assessment. 
 

ID Type	of	Family	

Member

Age Number	

of	

children

Delivery	

in	Health	

Facility

Gestation	

Period

Birth Age	of	child Gender	of	baby T/A Education Occupation

11 Mother 24 5 Yes 8	months Singleton 1	month Female Amidu Senior	Primary None

12 Female	Relative 53 6 Yes 8	months Singleton 1	month Male Amidu Junior	Primary Farmer

13 Mother 21 8 Yes N/A Singleton 1	month Male Amidu Senior	Secondary None

14 Mother 17 1 Yes 7	months Singleton 6	months Female Amidu Junior	Primary None

1 Female	Relative 30 2 Yes 8	months Singleton 2	months Female Kachenga Junior	Primary Farmer

2 Mother 26 4 Yes 8	months Singleton 1	month Female Kachenga Junior	Primary Business

3 Mother 23 1 Yes 8	months Singleton 1	month Female Kachenga Junior	Primary None

4 Father 36 6 Yes 7	months Twins Deceased Female	and	Male Kachenga Senior	Primary Farmer

5 Female	Relative 37 6 Yes 8	months Twins 4	months Male Kachenga Senior	Primary Business

6 Father 32 3 Yes N/A Singleton 1	month Female Kachenga Senior	Primary Business

7 Mother 20 8 Yes 6	months Singleton 8	months Female Kalembo Junior	Primary Farmer

9 Father 24 1 Yes 8	months Singleton 9	months Female Kalembo Senior	Primary Piecework

10 Mother 20 1 Yes 8	months Singleton Deceased Male Kalembo Junior	Primary Domestic	work

18 Father 35 7 No 7	months Singleton 7	months Female Nsamala None N/A

19 Father 33 1 No 8	months Singleton 1	month Female Nsamala Senior	Primary N/A

20 Mother 20 2 Yes 7	months Twins 3	months Both	Female Nsamala Junior	Secondary N/A

21 Mother 33 7 No 7	months Singleton 8	months Female Nsamala Senior	Primary Domestic	work

22 Female	Relative 54 12 No 8	months Singleton 1	month Female Nsamala None Farmer

24 Mother - - No 9	months Singleton - Female Nsamala - -

None
Jnr.	Primary	

(Std.	1-4)

Snr.	Primary	

(Std.	5-8)

Jnr.	

Secondary	

(Form	1-2)

Snr.	

Secondary	

(Form	3-4)

Amidu 10 32	-	70 60% 2	-	6 - 1 1 - -

Kachenga 8 19	-	65 63% 1	-	15 - 1 5 - -

Kalembo 8 20	-	70+ 63% 1	-	7 - - 3 - -

Nsamala 10 22	-	80 70% 0	-	9 5 - 2 2 1

Level	of	Education

TA
Participant

s

Age	

(range)

Females	

(%)

No.	of	

Children	

(range)
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Table 8. Health care provider characteristics  

 
 
 

Knowledge 
Identification of Preterm Labor 
 

Family members of preterm babies 
Of the 19 family members that experienced preterm 
birth, 12 responded that they knew it was preterm 
labor because either they or their family member had 
not reached nine-months gestation. This was the most 
common answer for mothers (seven of ten). Three 
fathers responded that their wife indicated to them 
that she was in labor, with only two fathers knowing 
that the labor was preterm: one due to the ANC card 
and the other because the wife informed him.  
 

Health care providers 
Health care providers from all nine sites reported that preterm labor is identified based on the number 
of months gestation, with nine months being the target for full term birth. Providers from Balaka District 
Hospital (Nsamala T/A), Nandumbo HC (Kalemba T/A), and Kalembo HC (Kalembo T/A) also had 
providers that provided specific information on how many weeks of gestation were required for a 

pregnancy to be considered full term.  
 
Not all providers reported how they determine the number of months gestation but many responses 
indicated that the information comes from taking the mother’s medical history or looking in the 
mother’s health passport if she has been attending ANC. Five facilities23 reported providing an 
examination and measuring fundal height as a means of determining maternal gestation. One facility, 
Kalembo HC (Kalembo T/A) also stated if they doubt the gestational period of the woman they will send 
her to Balaka or Liwonde Hosptials for a scan.  
 
In addition to the number of weeks/months gestation, providers reported on the variety of labor 
indicators that women present with including water broke/draining fluids, abdominal pain, and lower 
backache.  
 

 

N/A Std	8 JCE MSCE Certificate Diploma Degree

Professional	Health	Workers 27	(35%) 52% 5.6 2.4 1 1 9 15 1

HSAs 17	(22%) 41% 11.8 7.3 3 9 2 3

Support	Staff 33	(43%) 61% 11.7 5.9 5 4 10 10 4

Title	of	participant	(Cadre) #	(%) Female	(%)
Years	since	

qualifying	(mean)

Years	in	service	

delivery	(mean)

Qualifications

Balaka District 
Hospital 

“If the pregnancy is less than 36 weeks we can tell by the measurements; if the abdomen 
has slightly extended past the belly button we know it is less than 6 months. But if the 
pregnancy is 36 weeks/37 weeks we know it is full term.” 

Nandumbo HC “If the pregnancy has not reached 37 weeks or 36 weeks, we know that the pregnancy is 
not due.” 

Kalembo HC “Starting from 30 weeks up to 35 weeks or 37 weeks gestation is not enough period, and 
we can know that the pregnancy is not yet matured.” 

Many family members answered this question 
with responses indicating how they knew they  
or their family member was in labor, not 
necessarily how they knew it was preterm labor. 
Responses included: 

• Labor pains (n=7, all mothers) 

• Water broke (n=3, all mothers) 
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Knowledge of Preterm/LBW babies 
 

Family members of LBW babies 
Among the family members with LBW babies, very little was reportedly known about preterm/LBW 
babies prior to their experience. Most respondents (n=4) reported that they had no prior knowledge of 
preterm/LBW babies, yet when prompted they were typically able to come up with some response: due 
to malnourishment of the mother (n=2), due to disease (n=1), and need KMC and warmth (n=1).  
 
One female relative was asked if she knew the minimum weight used to determine if a baby is LBW:  
 

“For those born at the hospital it is easier to tell because their low weight is indicated on the card 
and you can see it…If a baby is born weighing 2 kg, they are of low birth weight. But they must 
weigh 2 point something or 3, now that is normal birth weight.” (Female relative, age 60, 
Nsamala T/A). 

 
Few challenges associated with preterm/LBW babies were voluntarily reported. Challenges that were 
reported by families with LBW babies included problems with breastfeeding, mother not having enough 
breastmilk, getting sick regularly, disease, and death. With probing from the interviewer, all five family 
members of LBW babies agreed that breathing difficulties are a challenge for preterm/LBW babies.  
 

Family members of preterm babies 
As with the families of LBW babies, the families of preterm babies reported that they had no prior 
knowledge regarding preterm/LBW babies (n=9), with a few stating that preterm/LBW babies are not 
common in their village so the information they have is minimal. Eight family members did state, 
however, that they were able to identify a preterm newborn prior to their personal experience because 
it is small, malnourished or thin. Six family members also stated that these babies need KMC and 
warmth while four stated that they should be kept in the hospital for extra care.  
 
Four family members stated that since their personal experience they are able to identify preterm 
babies and described them as small, weak, malnourished, becomes sick frequently, has problems 
breastfeeding, and does not cry. There was one positive response stating that the baby is active and 
therefore intelligent: “What I saw is that the children are intelligent because they are very active. They 
kick their legs very much other than a term baby he is quiet. This is very active.” (Father, age 33, 
Nsamala T/A) 
 
Table 9 displays the variety of challenges that were reported by the family members of preterm babies. 
A few were provided with no prompting from the interviewer, but the majority required prompting.  
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Table 9. Challenges for preterm newborns, as reported by family members of preterm newborns (n=19)  
Challenges Unprompted Responses Prompted (of those that did not 

provide an unprompted response) 

Breathing difficulties 3 11 

Problems breast feeding 5 8 

Gets sick easily 8 7 

Prone to death 6 7 

Does not gain weight - 4 
Jaundice - 2 

Weak - 1 

Does not grow - 1 

Constipated - 1 

 

Community Members 
Community members were asked how they identify preterm and LBW babies. The most reported 
response in identifying preterm babies was by the gestation period, followed by immature development 
and small bodies.  
 

“We know this baby when a woman has delivered before nine months, because we know a baby 
is supposed to be born at that and if he/she has born at 7th or 8th month, we know that the 
baby is premature (Male, age 32, Amidu T/A)”. 
 

When asked if they are able to differentiate between a preterm and LBW baby, there were very few 
responses that defined how to differentiate a preterm baby from a LBW baby. The majority of responses 
given differentiated a preterm from a term baby, highlighting that preterm babies are smaller and less 
physically mature than term babies.  
 

“A term baby and the one born before the recommended time are different. The difference is 
that the premature (kangaroo) baby has a small body. This one [term baby] has a more matured 
body than the premature baby (Female, age 28, Kachenga T/A)”. 
 

When community members were asked about their general knowledge regarding preterm/LBW babies, 
community members in Amidu and Kalembo indicated that preterm and LBW babies need KMC and 
warmth, and that these babies are malnourished. Community members in Kachenga and Amidu 
reported that preterm/LBW babies are malnourished due to the lack of nutritious food for the mother.   
 

“When the baby has been born they say that the mother should be eating adequate food so that 
there is good production of breast milk for the baby to be breastfeeding exclusively. But if the 
woman is not eating adequate food, even if she breastfeeds the baby, there’s nothing that the 
baby gets in terms of nutrition because the parent is not eating adequately. If the breastfeeding 
mother is being provided with proper care, making sure that all the required things are available, 
even the baby grows happily. But if care is not available, surely the baby dies (Male, age 49, 
Kachenga T/A)”. 
 
“The baby faces challenges on food as the mother is not eating properly, that also affects the 
content of the food that gets to the baby. So the baby faces challenges of continued malnutrition 
or even death (Male, age 32, Amidu T/A)”. 
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Kachenga, Kalembo, and Nsamala community members were probed on additional challenges that 
preterm and LBW babies experience, including difficulty breathing and breastfeeding. It was agreed 
across the communities that these are challenges, yet three participants distinguished that these 
challenges are common for preterm, but not LBW babies.   
 

“The low birth weight baby breathes very well because s/he was born at full term, so s/he is 
supposed to breathe and breastfeed very well (Female, Nsamala T/A)”. 
 
“The premature babies; just like anything that is not enough, its performance is not up to the 
standard. Their breathing or feeding is difficult, as they grow, things began to change. The baby 
has difficulties in breathing, he/she gets panicked (Male, age 40, Kachenga T/A)”. 

 
A variety of other responses were provided from across the communities on the challenges preterm and 
LBW babies experience. These responses were all mentioned less than two times so are not given heavy 
focus:  

• People treat the baby poorly 
• Baby cannot be intelligent 
• Baby is susceptible to cold 
• Baby struggles with crying 
• Baby gets sick regularly24 

 

Health care providers 
Providers in all facilities, with one exception25, reported that preterm babies are identified by their very 
small size and weight, less than 2500 grams. Providers also reported a number of physical attributes that 
distinguish a preterm newborn from a LBW newborn, with a focus on the immature development of the 
preterm newborn: 

• Genitals not fully developed or very small  

• Presence of lanugo 

• Disproportionately large head 

• Undeveloped finger and toe nails 

• Translucent or red skin, easy to see veins 
 
In addition, providers reported that preterm babies have difficulty breastfeeding (n=4 facilities) and 
difficulty breathing (n=2 facilities).  
 
Providers reported that they identify LBW babies as thin, small babies, with a weight less than 2.0 -
2.5kg26, but born at term (9 months, or 37+ weeks). LBW babies were described as are more active than 
preterm babies and having no difficulty breastfeeding.  
 

Sources of Information 
 

Family members of LBW babies 
The five family members with LBW babies were asked to name the places they get general health care 
information. The most common responses were hospitals/HSAs (n=4) and radio (n=3). When probed 
further, the fifth family member also agreed that s/he gets health information from the hospital/HSAs, 
and the additional two family members agreed that they also received health information from the 
radio. Additional probing resulted in responses including community leaders (n=2), friends (n=1), 
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relatives (n=1), and community gatherings (n=1). The most trusted source of general health information 
among these families was the hospital and HSAs (n=5).  
 
When asked where the respondents hear information specific to preterm or LBW babies, three family 
members responded hospitals/HSAs and radio (same three family members), while of the remaining two 
family members one responded she had never heard information on preterm/LBW babies, and the 
other responded that he had heard information from the village leaders. When probed further the four 
family members who had provided an unprobed response also agreed that they received specific 
information on preterm/LBW babies from Care Groups (n=2), community leaders, friends, radio, 
relatives (all n=1).  Messages included information on maternal nutrition and KMC.  
 
The interviewers asked some respondents27 about specific messages, i.e. small babies need very special 
care, small babies are special gifts, small babies are more likely to die, among others. Two respondents 
reported that they had heard messages stating that preterm and LBW babies are precious gifts, while 
one had also heard messages stating that they easily die and are bad luck.  
 

Family members of preterm babies 
All nineteen family members with preterm babies reported, unprobed, that they receive general health 
information from the hospitals/HSAs. Additional unprobed responses included: radio (n=8), community 
gatherings (n=6), and NGOs and posters/signposts (each n=1). When probed, additional responses 
included: community leaders (n=13), friends (n=9), radio (n=8), relatives (n=6), Care Groups (n=6), 
community gatherings (n=3), and television (n=2).  
 
The most trusted source of health information was overwhelmingly the hospital and HSAs (n=17) with 
two respondents also reporting trusting information gained from the radio. The two respondents that 
did not report the hospital/HSA as the most trusted source of information 
instead reported just the radio (n=1) and trusting all information heard 
(n=1).  
 
Fifteen of the 19 family members reported that they hear information 
specific to preterm or LBW babies from hospitals/HSAs. Two responded 
hearing information on the radio and two didn’t provide any unprobed 
responses. When these two were probed one agreed to having heard 
information about preterm/LBW babies from friends, relatives, and 
community leaders, while the other reported that she had never heard 
information on preterm/LBW babies.  
 
Probing among the remainder of the respondents provided a range of responses including: Care Groups 
(n=3), radio (n=3), relatives (n=3), community leaders (n=2), friends (n=2), hospitals/HSAs (n=1) and 
community gatherings (n=1).  
 
Four of the family members with preterm babies provided specific messages they have heard about 
preterm and LBW babies. A few examples: 
 

“On the radio, I hear that if someone has given birth to a premature baby, we should help her in 
taking care of the baby so that the baby should grow up properly, not stigmatizing her because 
the baby was born prematurely but we should help in taking care of the baby (Female relative, 
age 30, Kachenga T/A)”. 

Hospitals and HSAs 
were overwhelmingly 

the most trusted source 
of health information 

among family members 
of both preterm and 

LBW babies. 
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 “[From Care Group] They were saying that if a baby has born premature, you need to be taking 
proper care of the baby by putting him/her on kangaroo until the weight gets to normal and the 
body is looking normal because the baby looks different from term babies (Mother, age 21, 
Amidu T/A)”. 
 
“[From HSAs] Firstly, they would tell us that we should avoid thoughts of wanting to dispose the 
child because the baby is premature NO you need to take care of the child. From taking care of 
the child they also advise us as husbands not to go away from our homes and leaving our wives 
alone as this will make our wives to have no one to help them because you must take part in 
caring for the baby (Father, age 35, Nsamala T/A)”. 

 
The interviewers asked some of the respondents28 about specific messages, i.e. small babies need very 
special care, small babies are special gifts, small babies are more likely to die, among others. Five 
respondents reported hearing messages stating that small babies need very special care as well as 
messages that small babies are more likely to die. Four respondents reported that they had heard 
messages stating that preterm and LBW babies are precious gifts, while two had also heard messages 
stating that small babies aren’t worth saving as well as small babies are easier/safer for the mother to 
deliver.  
 
Table 10. Family member responses to hearing specific health information messages about preterm/LBW babies  

 

Community members 
Community members were asked where they typically receive their general health information. The 
main response from Amidu, Kalembo, and Nsamala communities was that information is received from 
hospitals and HSAs. Kachenga community members mentioned hospitals and HSAs as providing the 
most trustworthy information but mentioned community gatherings and drama groups more regularly 
as a source of information.  Information from the radio was also reported across all four communities.  
Other responses included: 

• Amidu: When probed – community leaders29 and Care Groups  

• Kachenga: Relatives, and when probed – community and church leaders, friends, and care 
groups 

• Kalembo: Broadcast vehicles and posters30 

• Nsamala: Friends and church, and when probed – relatives and Care Groups 
 
Hospitals and HSAs are the most trusted source of health information among all community members.  
 

Specific Messages Family members 
with LBW babies 
(n=3) 

Family members with 
preterm babies (n=7) 

Small babies need very special care  5 
Small babies are a special gift 2 4 

Small babies are more likely to die 1 5 

Small babies aren’t worth saving  2  

Small babies are bad luck 1  

Small babies are easier/safer for the mother to deliver  2  
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When asked where they hear information on preterm/LBW babies, again all four communities primarily 
responded that information is provided at the hospitals and by the HSAs. Other responses included:  

• Kachenga: When probed – radio  

• Kalembo: Radio and when probed – relatives (elders) and community gatherings 

• Nsamala: Church, radio, and Care Groups 
 

Specific messages reported by community members in Nsamala included information on attending 
antenatal care, and the importance of birth spacing. One participant from Nsamala also mentioned 
hearing a message about preterm babies being a gift and that they can survive with the proper care. 
Another community member in Nsamala reported that health providers “say that we must give a variety 
of foods to a preterm baby31 for the baby to gain weight quickly. It is strictly food, and frequent visits to 
the hospital for check-ups” (Male, age 47, Nsamala T/A)”. 
 

 “They teach that a gift is a gift, a child is a gift, no matter how small. They say a preterm baby is 
like any other baby, except that they are born tiny, so we must care for them the same way we 
do for any other child in the home. Because they are human too, and anything that can happen 
to the other children can also happen to the preterm baby as long as we care for them proper 
(Female, age 33, Nsamala T/A)”. 
 

Table 11. Sources of health information for family and community members  
 Families w/LBW 

newborns 
Families with preterm 

newborns 
Community members 

General health 
information 

Hospital 
HSAs 
Radio 

Hospital 
HSAs 
Radio 
Community leaders 
Friends 
Care Groups 

Hospitals 
HSAs 
Radio 

Information about 
preterm/LBW babies 

Hospital 
HSAs 
Care Groups 
Radio 

Hospital 
HSAs 

Hospital  
HSAs 
Radio 

Most trusted source of 
information 

Hospital  
HSAs 

Hospital  
HSAs 

Hospital 
HSAs 

 
Attitudes and Beliefs 
Beliefs on causes for preterm birth/early labor 
 

Family members of LBW babies 
Four of the five family members with LBW babies were asked what they believed caused the birth of a 
LBW baby in their family. Responses included malnutrition of the mother (n=3), illness of the mother 
(n=1), and twin delivery (n=1).  
 
Family members with LBW babies also reported that the community believes LBW is due to the 
maternal malnutrition, with all four also stating that the community believes a variety of outside 
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influences cause preterm birth: god’s will (n=3), witchcraft (n=1), and the belief that it is just the time for 
this experience to happen to a family (n=1).  
 

Family members of preterm babies 
Eighteen of the 19 family members with preterm babies were asked what they believed caused the 
preterm birth in their family. Of those 18, seven responded that they did not know and eight mentioned 
an outside influence: Just time for it (n=5) and God’s will (n=4)32. Of the four that reported it was God’s 
will for the family to have a preterm birth, two of those families subsequently lost the babies. 
Interestingly, only seven family members responded with a cause involving the mother of the baby: 
Overworked and stressed (n=2), illness/disease/sexually-transmitted infection (STI) (n=3), first or twin 
delivery (n=2).  
 
When family members of preemies were asked what their community believes about the causes of 
preterm birth/early labor, all of them responded with reasons involving the mother of the baby 
including mother having an illness (n=9), being overworked and stressed (n=7), malnutrition (n=5), and 
STIs (n=4). Four of the eight respondents who cited illness as a cause of preterm birth used 
“Mwanamphepo (Chichewa/Chiyao)” to describe the illness. This is defined as: “Traditional illness found 
in women believed to cause sores inside the womb and causes miscarriage or preterm birth (Gondwe A. 
et. al., BMC Pregnancy and Childbirth 2014)”. Two of the respondents named malaria as the illness, and 
three did not name the illness. Five family members responded that infidelity (on the part of the father) 
is a community belief around cause of preterm births. Three family members responded that the baby 
itself is sick, which causes its preterm birth. Six family members reported community beliefs of outside 
influence: Witchcraft (n=3), and god’s will/just time for the experience/quarrelling within the family (all 
n=1).  
 

Community members 
Among community members, “malnutrition of the mother” and “father’s infidelity” were reported an 
equal number of times and were the most reported causes of preterm birth and LBW. The only 
difference was that all four communities reported “malnutrition of the mother” as a cause, while only 
Amidu, Kachenga, and Nsamala communities reported “father’s infidelity”. Nsamala community had the 
strongest response to father’s infidelity, this being the only community that named this cause more than 
mother’s malnutrition. Often the responses stated that the father would sleep with other women and 
bring home a disease (“bad blood” or “various blood”), which would then be passed on to the mother 
causing premature birth or an unhealthy baby.  
 

“In the past after we became pregnant we would tell our husbands that I am pregnant so please do 
not have sexual relations with other women. If the husband went astray, the pregnancy would be 
miscarried or a baby would be born “onyentchela”, an unwell baby. The question would then be, is 
this baby sick or what? But those in the know would say no, the husband was unfaithful. But if the 
husband stopped straying and you became pregnant again, the baby would be strong (Female, 
Nsamala T/A)”. 
 

The next most reported cause for PTB/LBW was overworking and maternal stress. These responses 
included the high demands on the body from doing strenuous chores, but also included mental stress 
the mother experiences due to daily worries or discord within the family.  Community members also 
cited maternal illness as a cause for preterm birth including AIDS and malaria. 
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Figure 2. Themes of beliefs as reported by community members on causes of preterm birth and LBW  

 
 

As show in Table 12, a variety of other responses were provided from across the communities on the 
cause of preterm/LBW babies and preterm birth. These responses were all mentioned less than three 
times so are not given heavy focus:  
 
Table 12. Other causes for preterm birth/early labor as cited by community members 

Causes involving the mother Causes involving the baby Outside causes 

• Mother is promiscuous 
• Mother is too young 
• Mother took traditional 

medicine 

• Baby has disease 
• Baby is malnourished 
 

• Bewitched 
• Family planning method 
• God’s will  
 

 

Health care providers 
Consistent with the community analysis, providers across all nine facilities reported that community 
members believe that father/husband’s infidelity causes preterm birth. A few providers expanded on 
this reason and stated that in being unfaithful to his wife “the father has brought a bad omen on his 
wife”. Others explained that due to the father’s infidelity he passed on a disease to the mother causing 
preterm birth, while others reported that the “outside woman” was jealous of the mother/wife and 
bewitched her. The only other beliefs that involved the father being the cause of the preterm birth was 
domestic violence which was reported by providers in three facilities.  
 
Providers articulated a variety of other community beliefs about why a woman has a preterm baby 
including:  

• Witchcraft (n = 5 facilities) 

• The mother is overworked (household chores) (n=3 facilities) 

• The mother experienced stress (n=3 facilities) 

• The mother used family planning methods/contraception (n=3 facilities) 
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Figure 3. Themes of community beliefs around preterm birth as reported by health care providers  

 
 
 
 
 
 
 
 
 
 
 
 

When providers were asked what the mothers themselves believe are the causes of preterm birth, 
seven providers across five facilities33 reported that the mothers of preterm newborns believe they had 
been bewitched.  Other responses included maternal malnutrition, sickness and stress.  
 
Providers in seven of the nine facilities34 were asked what the mothers believe are the causes of births 
resulting in LBW babies. The main response from providers in six of the seven facilities was maternal 
malnutrition.  
 

“They say that because they were not eating proper and enough food since they believe that 
whatever they eat, be it vegetables, as the baby is inside, he/she gets the food as well. So they 
believe that because they were not eating enough food that’s why the baby was born with low 
birth weight (Nandumbo HC)”. 

         
Additional responses included:    

• Runs in the family (genetics) (n=5 facilities) 

• Sickness (n=3 facilities) 

• Stress (n=2 facilities) 

• Overworking (n=2 facilities) 

• Husband not providing sex (n=2 facilities) 

• With the following, each being reported by one facility: domestic violence; husband’s infidelity.  
 

 

Community beliefs and reactions to preterm/LBW babies 
 

Family members of LBW babies 
All five family members with LBW babies reported negative community beliefs about preterm and LBW 
babies including the baby looks malnourished, small, unattractive (n=3); baby will not survive (n=2); 
baby will not grow properly (n=2); and baby lacks intelligence and will be troublesome (each n=1).  
 
Only two respondents reported a positive community belief that a preterm or LBW baby would grow if 
cared for properly.  

“Some do say that a small baby like that cannot grow, while others say encouragingly that it is 
possible for the baby to grow properly (Female relative, 27 years old, Amidu T/A)”. 
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Most family members of LBW babies further reported that community reaction was generally neutral 
when they brought their baby home. Only one family member, a 21-year old father of twins from 
Kalembo T/A, reported that he heard community members call preterm and LBW babies “kittens” or 
“pussycat”. When asked if he had heard community members talk this way about his babies, he 
responded “No they have not said that to me, maybe behind my back. But I am sure they say so without 
failing, because back then, we too used to say that but did not dare say it to the parents’ faces. So I am 
certain they do say so”.   
 

Family members of preterm babies 
The majority of family members with preemies stated that communities believe preterm/LBW babies 
are unattractive and look malnourished or small.  
 

“Some say they look thin, others say they look malnourished (Mother, age 17, Amidu T/A)”. 
 
Other negative community beliefs shared by the family members included baby does not grow properly 
(n=6), baby is always sick (n=4), baby lacks intelligence (n=4), baby will be troublesome (n=2), baby has 
disease (n=1). In addition, five family members reported hearing community members call preterm and 
LBW babies disparaging names, including rats, small snakes, puppies, kangaroos, kittens, and birds, with 
all five stating that these names were directed at their babies.  
 
Six reported that the community believes preterm/LBW babies will not survive, yet, nine family 
members also reported that there are community beliefs that preterm and LBW babies will survive if 
given the proper care. Three of those respondents stated that communities believe that preterm/LBW 
babies will also grow to be intelligent.  
 

 “They say “if properly taken care of, the baby grows well and cannot be seen as one who was 
born prematurely. The baby grows properly, what is needed is care’’… Some say when the baby 
grows up, will become intelligent. Don’t get discouraged because she has born prematurely 
(Female relative, age 30, Kachenga T/A)”. 

 
Community reactions to preterm babies was largely split between discouragement (n =7) and 
encouragement (n=6). “Some were despising, laughing at me because my baby is premature. They were 
saying the baby is too small and that he will not live (Mother, age 21, Amidu T/A)”. 
 

Community members 
When community members were asked about common beliefs surrounding preterm and LBW babies, 
the responses were overwhelmingly negative. Nsamala, in particular, only reported negative responses, 
which were focused on a father’s infidelity being a cause of preterm and LBW babies35. The other 
communities, while also providing a number of causal responses, highlighted beliefs including that these 
babies, specifically preterm babies, will die, cannot grow, are malnourished, and have no intelligence.  
 

“In this area people believe that if a baby has born prematurely, the baby will die. They also 
believe that the baby cannot grow, will be malnourished and will have no intelligence (Male, age 
49, Kachenga T/A)”. 

Despite these negative beliefs, the Amidu, Kachenga, and Kalembo communities also reported that if 
these babies are given proper care they can survive and thrive.  
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“I want to disagree with others on the issue of premature birth; it is just the will of God because 
you can deliver term babies and just by bad luck you find you have delivered a premature baby. 
But this does not mean it is a hopeless thing because if you can take good care of the baby, 
he/she can grow properly (Female, age 28, Kachenga T/A)”. 
 

When asked what reactions people have to seeing a mother carrying a baby skin-to-skin, many 
respondents stated that that is a way to identify if a mother has had a preterm or LBW baby, but with 
that knowledge, reactions then predominantly skew towards the negative. Members of all four 
communities reported that these mothers and babies are usually “despised” and insulted, with 
suggestions of letting the baby die or killing the baby.  
 

“Some do say that; those parents are just wasting their time; the baby will not stay alive. They 
do so in a despising way (Male, age 32, Amidu T/A)”. 

 
“Many women with premature babies do not come to attend community gatherings or move 
about because people mock them saying that “instead of staying at home with their premature 
babies, they are coming here following food” (thinking that there will be food distribution). Those 
that show concern towards them are not many, but those that despise them. Because of that, 
most of them do not go out with the babies…They say a premature kangaroo (Female, age 28, 
Kachenga T/A)”. 

 
Many of the insults reported included derogatory names that people call the babies, including: rats, 
cats, kittens, whore’s child, and diseased babies. Only Amidu community members stated that these 
names were used in the past, but now they only call the babies “malnourished”.  
 

“Some even go up to the woman as if to congratulate her on her baby but just want to take a 
closer look at the baby so she can tell her friends that she has seen the baby up close; it looks like 
a real cat, a rat and they laugh at her more (Female, age 22, Nsamala T/A)”. 
  

When asked what reactions people have to seeing a mother breastfeeding in public, responses again 
were overwhelmingly negative, focusing on insulting the mother claiming she is undisciplined and 
disrespectful. A male respondent in Amidu (age 32) stated that according to the tradition of the area, a 
woman is not supposed to breastfeed in public, while another Amidu respondent (male, age 58) stated 
that breastfeeding in public is unhygienic and the baby could get sick. This reaction to breastfeeding is 
true for all babies, not just preterm and LBW babies. 

 
Contrary to the numerous negative responses, one respondent in Amidu, another in Kalembo and two 
respondents in Kachenga stated that breastfeeding is the proper thing to do.  
 
Only community members in Amidu and Kalembo had positive reactions towards families taking their 
preterm or LBW babies for health care: “We applaud that particular family because we know that it is at 
the hospital where they can receive necessary advice and assistance (Male, age 32, Amidu T/A)”. 

 
There were a similar number of negative reactions from community members in Kachenga, Kalembo, 
and Nsamala, with all reactions focused around the provision of care for preterm and LBW babies being 
useless and a waste of time: “To be truthful, we think that they are wasting time because the baby might 
die (Female, age 22, Nsamala T/A)”. 
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Community members were asked if the size of the baby impacts the mother’s labor and delivery, 
specifically, if a smaller baby is easier or more difficult to deliver. Responses 
were mixed across the communities; although there was a sentiment that 
delivering preterm babies is more difficult for the mother.  
 

Health care providers 
Providers in eight facilities36 were asked what common beliefs are present in the 
community around preterm and LBW babies. Providers confirmed that 
community beliefs are predominantly negative reporting that community 
members believe preterm and LBW babies will not survive and that they are 
intellectually and mentally challenged.  
 

“They believe that the baby cannot be intelligent and can never 
contribute to the development of the nation (Nandumbo HC)”. 
 

A variety of insults and names used by the community when discussing preterm and LBW babies were 
reported, including kangaroo, rat, mouse, cat, bird, mentally disturbed, dull, ugly, and nursery baby.  
 
Despite these negative beliefs and insults, providers in five facilities also reported that some community 
members do believe that if these babies are given proper care they can survive, thrive, and be accepted.  
 

 “We can see that here in Mbela village, in the very beginning it was difficult for them to see that 
the baby is just like any other. As of now, because of the many babies that are being born 
preterm or with low birth weight, they see them grow just like any other baby. Because they are 
seeing this, they now have faith that if my baby is like them, s/he will soon become like any other 
child. This makes them accept that the baby is just like any other newborn, and will be fine as 
long as I follow the instructions given at the hospital (Mbela HC)”. 

 

 
Reactions to gender of preterm/LBW baby 
All five family members with LBW babies and 17 families with preterm babies stated that there was no 
difference in the reaction among the community members based on the gender of the baby. Community 
members across all four communities expressed that there were no differences in beliefs about preterm 
or LBW babies based on gender. There were only three responses from community members in 
Kalembo and Nsamala that provided any input on differences in gender, e.g. “When a preterm baby is 
female they say that she will be infertile; she will never be able to give birth. If the preterm baby is a 
male they say that he will not marry because he will not be able to perform the bedroom duty (as a man, 
he cannot even reproduce) required in a marriage (Female, age 22, Nsamala T/A)”. 
 
Providers in seven of the nine facilities reported that there was no difference in community beliefs 
about preterm or LBW babies based on gender. Yet, across the facilities a number of providers did offer 
a variety of responses of community beliefs based on gender, these included:  

• Females are more likely to survive (n=4 facilities) 

• Female will be infertile (n=2 facilities) 

• Male will be infertile (n=2 facilities) 

• Female will grow quicker (n=2 facilities) 
 

There were no 
reported 

differences in 
reactions to 

preterm or LBW 
babies based on 

the gender of the 
baby. 
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Practices 
Community Support Practices 
 

Family members of LBW babies 
Support provided to those with LBW babies was much more common from other family members than 
it was from community members and friends. Only two respondents reported receiving some form of 
support from community members or friends. Both reported receiving encouragement from friends, 
one female relative said that the mother’s friends brought her soap, and one father said that his friends 
gave money to assist with caring for the baby.    
 
All five respondents reported receiving assistance in the form of material goods (soap, clothes, food) 
from family members, including immediate family and in-laws. Additional support from family members 
included assistance with KMC37 (n=3), assistance with household chores (n=2), financial support (n=2), 
encouragement and escort to the hospital (both n=1).  
 
When asked what specific support was received while in the hospital it was again much more common 
to see family support than community support. Of the four family members who were asked for this 
information, all four had other family members provide assistance while in the hospital like material 
goods (food, soap, supplies) (n=3), financial support and support with household chores (each n=2), 
caring for other children back at the home and encouragement (each n=1). Only two respondents 
reported receiving any assistance from community members (namely friends), one with financial 
assistance and one with encouragement.   
 
The five family members with LBW babies reported that it would have been useful to receive support 
from family and community members including material/goods (food, milk, soap, supplies) (n=3), money 
(n=2), assistance with the baby, escort to the hospital, encouragement and prayers (all n=1).  

 
“I would have loved if people could help me in taking care of these children because I was 
supposed to be putting these babies on kangaroo position every time, they should have assisted 
me because they were two so I would not manage to put both of them on kangaroo. They should 
have been taking one child and put it on kangaroo.” (Mother, age 27, Nsamala T/A) 
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Family members of preterm babies 
Consistent with the LBW family member responses, those with preterm babies reported 
significantly lower levels of community support than extended family support. Only ten 
respondents reported any type of support from community members38, the main support 
being encouragement from friends (n=5), receiving assistance in the form of material 
goods (soap, clothes, food) from friends and church members (n=4), assistance with 
household chores (n=3), and escort to the hospital and financial support (each n=1).  
 
All nineteen respondents reported receiving support from family members. The main 
response was assistance with household chores (n=15); receipt of material goods (soap, 
clothes, food), escort to hospital, encouragement (all n=9); financial support (n=5); 
assistance with KMC (n=4); and caring for children at home (n=2).  
 
Only 12 of the 19 family members with preterm babies provided information on the types 
of support they received while in the hospital. Again, it was much more common to see 
family support (n=11) than community support (n=3).  
Seven family members of preterm babies reported receiving material goods  
(food, soap, supplies) and support with household chores from other family  
members. Other assistance included encouragement (n=6), financial support 
 (n=3), and support with caring for the other children at home (n=2).  
 
The three respondents who reported community assistance stated that friends and community 
members brought material goods (food, soap, supplies) to the hospital, while two of the respondents 
also reported that friends provided money as well as encouragement.  
 
Eighteen family members with preterm babies were asked what additional types of support they would 
have found useful to receive from community and family to help support them in taking care of their 
preterm babies. Money and material goods (food, soap, milk, supplies) were both reported by seven 
family members each, followed by encouragement and prayers (n=4), assistance with the baby (n=2), 
and assistance with household chores and things for the baby (each n=1). One mother reported that the 
assistance she received was enough. 
  

Community members 
All four communities reported that no support is provided to families of preterm/LBW babies. In 
Nsamala, a grandmother of a preterm baby, reported that even she did not provide any support or 
assistance. “As I told you my daughter and had a baby at 4 months, she did it all with her husband. Not 

even I assisted them (Female, age 76, Nsamala T/A)”.  
 
Community members were asked what kind of support they could offer to 
families of preterm and LBW babies. Again, the majority responded that no 
support could be offered.  However, a few respondents provided some 
alternative ideas, stating that water, soap, or flour could be provided, or a 
friend could escort the mother to the hospital, or someone could help do a few 
household chores for the mother. Kachenga, Kalembo, and Nsamala 
community members also reported that they could provide encouragement, 
counselling, or advice, with members from Nsamala adding they encourage the 
father to stay faithful to the mother even though the baby is preterm or small.  

Specific Requests 
for Assistance 
Among Family 
Members of 

Preterm Babies 

• food for mother 
• food for baby 

(milk, porridge) 
• flour 
• soap 
• clothes for baby 
• nappies 
• baby carrier 
• money 
• school fees 
• advice 
• prayer 
• encouragement 
• pounding maize 
• drawing water 

Community 
members from all 
four communities 
reported that they 

do not provide 
support to 

families with 
preterm or LBW 

babies.  
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Health care providers 
Providers were asked what type of support the community provides to a family of a preterm or LBW 
baby. Consistent with the community FGDs and family interviews, it was reported that support typically 
comes from family and friends, but not the greater community as a whole. From all but one facility 
(Namanolo HC, Amidu T/A), providers responded that family members and relatives help in providing 
KMC for the baby.  

 
They also reported that the relatives and friends help the family by assisting with household duties 
including fetching water, washing clothes, gardening, and caring for the mother’s other children when 
she is in the hospital or visiting the clinic for follow up visits (n=6 facilities). Although less common, a few 
providers reported that relatives and friends may bring food (n=5 facilities), other supplies (n=3 
facilities) or even provide financial assistance (n=4 facilities) for the families. Providers in four facilities 
stated that the mothers are escorted to the hospital by either their husbands or family members when 
in labor or going for follow up visits.   
 
Across all nine facilities, providers reported that community members, relatives, and friends provide 
encouragement to the families of preterm and LBW babies. This includes advising the family on care for 
the baby, reminding the family of follow up appointments, and providing psychosocial support to keep 
the families spirits up.  
 
Providers were asked what additional types of support would be useful for the families to receive. The 
overwhelming response was encouragement, particularly encouragement that expresses that preterm 
and LBW babies, when provided proper care, will grow and thrive just like any other child. Providers 
specifically stated that family members and friends should provide other examples of families with 
preterm and LBW babies as a motivational tool.  

 
“Apart from the ones mentioned this couple needs to be encouraged that the premature baby is 
the same as any other baby, that when taken good care of can grow normally and be like any 
other child. This should be done by showing them living examples (Chendausiku HC)”. 
 

Other providers stated that family members and friends should visit the mother in the hospital, as this is 
the psychosocial support she needs to help her feel that she and her baby will be loved and accepted.   

 
Providers from seven facilities also stated that the families need financial assistance to support the 
mother while in the hospital and the family at home so that families can purchase nutritious foods for 
the mother to support her needs during breastfeeding, and any supplies she will need for the newborn 
(i.e. shawls for KMC, baby hats, socks, etc). Provider responses for additional support also included 
helping with household chores and bringing food and supplies (n=6 facilities), supporting the mother 
with full time KMC (n=4 facilities), and providing care for the mother’s other children (n=3 facilities).  
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Facility-Based Care Practices 
 

Health care providers 
Inpatient Facilities (n=6 facilities) 
Providers reported providing information to the parents that the baby is susceptible to the cold and 
needs warmth to survive (n=5 facilities), proper cord care (n=5 facilities), and danger signs (n=5 
facilities). Danger signs that were reported included changes of body temperature and difficulties 
breathing, followed by failing to breastfeed, change in the color of the skin or eyes, infected cord, and 
fainting. Mbela HC also reported educating the parents to not bathe their newborn and encouraging 
mothers to eat nutritious foods to help with milk production. Additionally, Kalembo HC reported 
providing families with an insecticide treated net upon discharge.  
 
Providers across all inpatient facilities reported that they monitor the babies on a regular basis. 
Monitoring consisted of checking vital signs, growth monitoring, and observing breathing and 
breastfeeding for problems. Five of the six facilities reported how often they check on the mothers and 
babies while they are admitted: 

 
 
Ambulatory Facilities (n=3 facilities) 
Chendausiku HC, Namanolo HC, and Kwitanda HC only provide ambulatory 
services, therefore they reported that they refer women with preterm and 
LBW babies to larger facilities for care. Chendausiku HC reported that if a 
mother arrives with a preterm/LBW baby they educate her on KMC prior to 
referral. All three facilities also reported providing support and education to 
the mothers on exclusive breastfeeding and milk expression. Providers also reported sharing 
information with the parents that the baby is susceptible to the cold and needs warmth to survive (n=2 
facilities), on proper hygiene practices (n=2 facilities) and cord care (n=1 facility), and encouraging the 
mother to eat nutritious foods (n=1 facility). Chendausiku HC and Namanolo HC also reported educating 
the parents on a variety of danger signs including difficulty breastfeeding, infected cord, difficulty 
breathing, change of body temperature, and change in the color of the skin (jaundice).  
 
Providers also reported on the services implemented during follow up care, including weight monitoring, 
checking vital signs, and assessing the care being provided to the baby. Chendisauku HC reported that 
they do not have a proper scale for weighing the babies.  
 

“We check temperature, weight, even though we don’t have the weighing scale for preterm 
babies. The weight that we have is not accurate since we weigh the mother while holding the 
baby, then weigh the mother separately then subtract the weights (Chendisauku HC)”. 

 

 
 
 

• Balaka 1 time per day (morning) 

• Nandumbo HC 1-2 times per day (morning and evening) 

• Ulongwe HC 2 times per day (morning and evening) 

• Kalembo HC 2 times per day (morning and evening) 

• Mbela HC 2 times per day (morning and evening) 

Facilities that 
provide inpatient 

care reported 
providing support 
and education to 
the mothers on 
KMC, exclusive 

breastfeeding and 
milk expression, 

as well as hygiene 
practices. 



 25 

Table 13. Reported care practices for preterm/LBW baby by facility 

 
 
KMC 
Providers elaborated on the provision of KMC at the facility, reporting that KMC should be practiced 
continuously for 24 hours. Some providers clarified that the baby can be removed for breastfeeding, 
nappy changing, or when the mother is using the toilet or bathing, while other providers stated that the 
baby should still be on KMC with a relative or guardian when the mother needs to take a break. While 
the mother was reported as being most involved in KMC for the preterm/LBW baby, a variety of 
providers also stated that the fathers of the babies, relatives, and guardians should also be involved in 
KMC, especially when the mother needs to take a break.   
 
The providers elaborated on the challenges they experience trying to support KMC in the facilities 
including:  

• Lack of awareness of the importance of KMC among mothers/parents 
• Length of time babies need to stay in the hospital 
• Fear of the doctors 
• Putting babies on KMC only when health care providers are present 
• Family members not supporting KMC 
• Lack of knowledge, cultural beliefs 

   
“The biggest problem is the period they stay in the hospital. Those that are on Kangaroo care for 
babies with no complications just sit around with the baby all day, who takes long to gain 
weight, so most of them just want to go home even if the baby has not yet gained the required 
weight (Balaka District Hospital)”. 
 
“It is difficult for these mothers to accept that they will be doing KMC, so when they are here in 
the hospital they fear the doctors, that they will shout at them, so when they hear the door being 
opened it’s when they put the baby back on KMC. It is like they are being forced, this shows that 
when they are discharged home they don’t follow that because of other household chores, like 
drawing water, they don’t follow that [KMC] (Comfort HC)”. 
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The providers also reported that mothers face a range of difficulties in providing KMC and 
highlighted exhaustion, poverty (unable to afford open blouse, wrappers, covers), difficulty with 
household chores, and having no support.  

 
“Cultural beliefs, sometimes the women do the KMC themselves and become exhausted, since 
other cultures don’t allow anybody to hold the baby so if there is no grandmother the woman 
hold the baby herself. The issue is people who are sexually active are not supposed to hold the 
babies so the grandmothers are considered safe. The people who are sexually active are taken as 
hot ‘’otentha’’ and give infection to the baby (Chendausiku HC)”. 
 

When providers were asked how families can actively participate, or be empowered to participate, in 
the care of the preterm/LBW newborn there were a variety of responses ranging from educating the 
families and encouraging them to accept and care for the baby, to supporting the mother and family at 
home by helping with household chores and encouraging continued care of the baby.  
 

“There should be unity among the parents in provision of care since the baby belongs to both the 
mother and the father. Hence they should be helping each other in caring for the baby (Kwitanda 
HC)”. 
 

Discharge Information 
Providers from seven facilities39 reported on the types of information they give to mothers and family 
members on caring for the preterm/LBW baby at home.  
 
Table 14. Information provided to families prior to preterm/LBW newborn discharge 

 
Providers from seven facilities stated that they provide information on the danger signs to watch for 
once home. Exclusive breastfeeding, continuing KMC, and practicing proper hygiene were also reported 
by a number of providers as being included in the discharge instructions. In addition, providers from two 
facilities encourage the families to sleep under insecticide treated nets and providers from one facility 
encourage the family to limit their baby’s interaction with others.  
 

Family members with LBW babies 
Family members of LBW babies reported receiving some level of basic education from providers on how 
to care for their babies. Skin-to-skin, or KMC, was reported by all five respondents as care necessary for 
small babies.  
 

“They told me that when children are born with low birth weight, when we just live them 
sometimes they forget to breath so they were telling us to put the babies on the chest so that we 
can remind them to breath. That is the care they told me (Mother, age 27, Nsamala T/A)”. 
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Additional topics on care for LBW babies included recognizing danger signs (n=3), the need for warmth 
(n=2), and breastfeeding and milk expression (n=2). Two family members, a father and a female relative, 
reported that they did not stay at the hospital with the mother so they were not clear on the types of 
care provided by the hospital. Four of the respondents also reported receiving encouragement from the 
health care providers at the hospital.  

 
“The encouragement was that for these babies to be fine, you must listen to what the health 
workers tell you. The health workers too said that what we are telling you will help these babies 
live, so do not ignore it, keep the babies on kangaroo. And we did our best in that (Female 
relative, age 60, Nsamala T/A)”. 
 

One respondent stated that the health care providers were checking on the LBW baby three times per 
day while in the hospital.  
 
Respondents were asked what discharge instructions they received from the health care providers at 
the hospital before they were released. Most family members reported receiving information on follow 
up care, feeding instructions and skin-to-skin care. Only three reported receiving written instructions 
from the hospital40.  
 
One female relative of a LBW baby reported an HSA providing a home visit after release from the 
hospital. She reported that the HSA weighed the baby and reminded the family to attend growth 
monitoring check-ups.  
 

Family members with preterm babies 
Six family members of preterm babies reported that they or their family members were referred to the 
hospital in Balaka and reported receiving some level of basic education on how to care for a preterm 
baby. Skin-to-skin, or KMC, was reported by four respondents, danger signs41 (n=3), the need for warmth 
(n=2), and being told to not bathe the baby (n=1) were also reported. Three respondents provided 
information on how often the doctors visited the babies while in the hospital with two respondents 
reporting three times per day and one respondent stating “In the hospital at Balaka, the doctors were 
constantly in the room, checking on the mother and the babies. They were checking on the babies 
because they were hovering between life and death, so they kept checking to see if the baby had died, so 
that they may take them to the mortuary” (Father, age 36, Kachenga T/A). 
 
Thirteen respondents (who were not referred to a hospital) reported receiving some level of basic 
education on how to care for a preterm baby. Care taking included skin-to-skin (n=11), information on 
breastfeeding and expressing milk (n=8), the need for warmth (n=4), not to bathe the baby (n=4), danger 
signs42 (n=4), handwashing and keeping the baby inside (both n=1). Nine family members also reported 
how often the babies were seen by the health care providers during inpatient care. Reports ranged from 
once per day to the most common, three times per day (n=6). Eleven of the family members of preterm 
babies reported receiving encouragement from the health care providers on care for their preterm 
baby.  
 

“At the ward, the doctor told me that I was not to worry because my baby would be out of the 
hospital soon and that she was going to be alright if we would follow his advice on how to care 
for the baby at home. That encouraged me and relieved me of my anxiety, because this was new 
to me. So, I decided to listen to the doctor trusting that all would be fine (Father, age 32, 
Kachenga T/A)”. 
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“The nurse taught me about kangaroo and advised me not to worry but remove stress and have 
positive attitude towards the baby, care for him and he will grow properly (Mother, age 21, 
Amidu T/A)”. 

 
Not all family members of preterm babies were asked what discharge instructions they received from 
the health care providers before they were released from the health facility but 14 family members did 
provide some insight. See Table 14 below. 
 
Table 15. Discharge instructions received by families with preterm and LBW newborns 

 
Only four reported receiving written instructions from the hospital prior to discharge43. Most reported 
receiving verbal instructions, usually given directly to the mother.  
 

Follow Up Care Practices 
 

Health Care Providers 
Follow Up Care Instructions 
Providers reported on information they offered to families regarding follow up visits, including writing 
down the date of the next visit in the health passport and linking families to HSAs in their community. 
Six of the facilities44 reported that they record the dates of the follow up visits in the facility register and 
that the register is checked to confirm that the mother is bringing the baby for the assigned check-ups. A 
few facilities also reported that if a mother is not coming they will inform the HSA to make a home visit.  
Instructions for the timing of follow up visits ranged from every one week to every two weeks. 
 
Four facilities that provide inpatient care reported that they encourage the families that reside far from 
the facility to attend follow up care at a nearby clinic, if there is one available.  
 

“It depends on where they come from. If they come from a village where there is a health center, 
we give them a letter for them to visit at that nearby center. But those who live in nearby areas 
come here, but still have letters so that their community HSAs must know and be able check on 
them (Balaka District Hospital)”. 

 
Providers across all nine facilities reported that distance and transportation are the greatest challenges 
to families bringing their babies for follow up care.  
 

Discharge instructions Family members with 
LBW babies (n=5) 

Family members with 
preterm babies (n=14) 

Danger Signs 0 4 

Do not bathe baby 1 3 
Feeding instructions 4 7 

Hand washing 3 9 

Informed of follow up care 5 13 

Limit visitors 1 0 
Maternal nutrition 1 12 

Skin to skin 4 12 

Warmth 0 1 

Written instructions 3 4 
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All nine facilities reported that they have HSAs who provide home-based follow up visits. Table 15 
outlines the types of services reportedly provided by HSAs as well as the frequency of visits.  Only six 
family members with preterm babies and one family member with a LBW baby reported an HSA 
providing a home visit after release from the health facility. Two detailed that the HSA gave advice to 
the family and one reported that the HSA gave the baby an immunization.  
 
Table 16. HSA services 

Facility Services Provided Frequency of Visits 

Balaka District 
Hospital 

• Weight monitoring 

• Advice on continuing to care  

• Check-up and referral if problems 

Determined by the HSA  

Kwitanda HC • Weight monitoring  

• Assess danger signs 

• Referral if problem 

• Counsel on: 
o Nutrition 
o Benefits of continuous KMC 
o Benefits of exclusive breastfeeding 

If there is no problem, the HSA 
visits on days 3 and 8 after 
discharge.  
 
If there is a problem, the HSA visits 
on days 3, 4, 8, and 14 after 
discharge. 

Comfort HC • Assess and remind mother of danger signs 

• Observe mother and baby 

• Counsel on: 
o Nutrition 
o Hygiene 

HSAs have a schedule based on 
catchment area population 
 
 

Chendausiku HC • Assess KMC  

• Assess hygiene of the home 

• Counsel on: 
o Benefits of continuous KMC 

Weekly  

Ulongwe HC • Advise on continued care for baby 

• Assess KMC 

• Referrals 

Weekly 
 

Nandumbo HC Not reported Providing follow up for 6 weeks 
after birth  

Kalembo HC • Encourage personal hygiene  

• Assess KMC 

• Remind mother about follow up visits with the 
facilities 

HSAs visits on days 3 and 8 after 
birth, for preterm baby they visit 
weekly 
 

Mbela HC • Weight monitoring 
• Advise on care (HSAs have counselling guides) 

Must visit three days apart to 
compare weight 

Namanolo HC • Weight monitoring 

• Assess danger signs 

• Referrals 

• Assess hygiene of the home 

Regular visits 
 

 
Mbela HC also reported that they have a Health Advisory Committee (HAC) that comes daily to 
encourage parents of preterm/LBW babies to follow the health care workers’ advice.  
 

Family members of LBW babies 
All five family members of LBW babies reported that the baby was taken to follow up visits after 
discharge from inpatient care. Only three provided information on what happened during the follow up 
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visits: growth monitoring (n=3), and advised on handwashing and continuing KMC (n=1). Two 
participants reported that they did not attend the follow up visits so they are unaware of what services 
were provided.  
 
Three reported that the mother took the baby to follow up visits alone, while one mother was 
sometimes escorted by a friend, one husband escorted his wife, and one maternal grandmother 
escorted the mother. Three of the respondents reported challenges with attending the follow up visits, 
with the main challenge being transport due to the distance from the clinic (n=2) and one father 
reporting that the clinic was near but the family bicycle was broken so the mother had to walk.  
 
Responses regarding wait time for follow up visits ranged from “30 minutes” to “waiting for some time” 
and “not long”. 
 
Consistent with the community reactions to gender, four of the five family members stated there is no 
difference in the care needed for a LBW baby girl or boy.  
 
None of the family members with a LBW baby reported seeking advice or care for the baby from a 
traditional healer.  
 

Family members of preterm babies 
Sixteen of the 19 family members with preterm babies reported taking the baby back to the hospital or 
clinic for follow up visits. Of the three that did not return to the clinic for follow up care reasons stated 
were that the twins had died; the husband was sick and the bicycle was broken and the mother of the 
baby had died. Of the 16 that did report taking their baby for follow up visits, 11 reported that the 
babies’ weight was taken.  
 

Thirteen respondents reported that the mother took the baby to the follow up 
visits alone, with two reporting that sometimes friends accompanied them. Only 
one mother reported that her husband attended the follow up visits with her. 
Transportation was cited as the greatest challenge to attending follow up care. 
Eleven respondents reported that the wait time at the follow up visits ranged 
from one minute to three hours, with additional more descriptive responses of 
“not long”, “a long time”, and “a few minutes”.  
 
Consistent with the community reactions to gender, 17 family members of 
preterm babies stated there is no difference in the care needed for a preterm girl 
or boy baby.  
 
Although a mother of a preterm baby was taken to see a traditional healer, none 
of the family members with a preterm baby reported seeking advice or care for 
the baby from a traditional healer.  

 
 
 
 
 
 
 

All families with 
LBW babies and 
the majority of 
families with 

preterm babies 
reported 

returning to 
facilities for 

follow up care. 
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Home-Based Care Practices 
 

Barriers to Home-Based Care 
Providers from every facility reported on challenges to home-based care for preterm/LBW babies. The 
primary challenge was the requirement for full-time or continuous KMC and the lack of support to help 
mothers with KMC. Mothers who don’t have support are unable to do their household chores or take 
care of their other children. They also stated that full-time KMC is exhausting for mothers.  

 
“Sometimes there is no one to support them with household chores 
at the same time to do KMC as a result they end up removing the 
babies from KMC and do household chores first, as a result three 
quarters of the day the baby is not put on KMC (Comfort HC)”. 
 

Providers at the Balaka District Hospital and Comfort HC also reported that 
parents of preterm/LBW babies are stigmatized and ridiculed back in their 
villages, while providers at Kalembo HC and Ulongwe HC reported that the 
fathers do not involve themselves in providing KMC.  
 
When asked who is the best placed to provide home-based care for the 
preterm/LBW babies, providers overwhelmingly reported the parents 
(primarily the mother) and family members should be responsible for the 
care of the baby, with a few statements that the fathers should also be 
encouraged to be involved. Providers also stated that neighbors or anyone visiting can also provide care 
(n=3 facilities), as well as health care workers to provide counselling and encouragement (n=3 facilities). 
Only Mbela HC reported that village and church leaders should also play a part in care for the 
preterm/LBW baby.  
 

Family members of LBW babies 
Family members of LBW babies were asked what advice they received from community or family 
members about caring for the baby at home. Only one respondent reported receiving no advice at all. 
Three responded that relatives and community members encouraged continued KMC, other advice 
included following hospital instructions (n=1) and breastfeeding exclusively (n=1).  
 
One female relative reported that the people of the area (Nsamala) were encouraging the family to give 
the baby porridge at two weeks of age. She stated “We listened to the hospital advice that a baby must 
start eating solids after 6 months, we just encouraged the mother to eat properly and breastfeed the 
babies, that is all we encouraged. They did not eat porridge before they turned 6 months. They only 
started eating porridge last month”.  
 
All five family members of LBW babies reported practicing KMC with the baby. Additional care practices 
included: exclusive breastfeeding and milk expression (n=5), good personal hygiene practices i.e. 
washing hands (n=4), limiting others from touching the baby (n=3), providing warmth with clothing and 
blankets (n=3), bathing the baby (n=2)45, not bathing the baby (n=1), care of the umbilicus (n=2)46, and 
sleeping under a mosquito net (n=1).  
 
There was variation across the family members on the duration of KMC during the day, but each 
response conveyed that the babies spent a significant amount of time skin-to-skin. Responses ranged 

All families 
members of LBW 

babies and the 
majority of family 

members with 
preemies 
reported 

practicing KMC at 
home. 
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from “a lot of time” to 24-hours complete care.  Most reported that the baby was on KMC most of the 
time, only being removed when the mother wanted to breastfeed or when the mother was bathing. In 
addition to the mother of the baby, the other family members that were reported to help with providing 
KMC to the LBW baby included the father of the baby (n=2), the maternal grandmother (n=1), and other 
female family members (n=3).  
 
One mother of twins reported that it was difficult to do KMC for both babies while doing household 
chores. She would put one baby on KMC for 2-3 hours while the other baby lay wrapped up, then she 
would switch the babies. She reported sleeping with both babies on KMC. She estimated each baby got 
nine hours of KMC care per day.  
 
The respondent reporting the least estimated amount of time spent with KMC was a grandmother of 
twins “she [the mother] would wake up in the morning to do some cleaning for a short while, then 
attach the babies for the next 2 hours at least. During midday she would lay them on a warm place and 
go back to attach them after eating. They spent a lot of time on kangaroo. After bathing, she would 
attach them again until around 6”. 
 
The only family members of LBW babies that reported challenges were a mother and father, both of 
twins. Challenges included difficulty sleeping, baby urinates on family member while on skin-to-skin, 
difficult to do household chores, and restrained from leaving the home. Two of the other three 
respondents specifically stated there were no challenges experienced in providing KMC. 

 
All family members of LBW babies reported the father as having the most decision-making authority in 
the home regarding the baby’s care. Two respondents, a father and a female relative, also stated that 
the mother of the baby had authority, two reported that the maternal grandmother had authority, and 
one respondent stated that the grandfather had authority over decision making.  
   

Family members of preterm babies 
Seventeen family members of preterm babies were asked what advice they received from community or 
family members about caring for the baby at home. Four respondents reported receiving no advice at 
all. Of the remaining thirteen respondents, the most common response was maintaining continued KMC 
(n=8), followed by keeping the baby warm (n=3), breastfeed exclusively (n=2), keeping the baby inside 
the house (n=2), following the hospital instructions (n=2), and ensuring the mother is nourished (n=1).  
It is very encouraging to see responses that prioritized the hospital instructions over the community 
advice: “Some were saying since the baby was born prematurely, I should just be leaving her in the house 
covered with shawls (baby wrappers). But I took heed of what I was told at the hospital that I should be 
putting the baby on my ches (Mother, age 26, Kachenga T/A)”. 
 
All family members of preterm babies reported on care practices provided in the home47, and all but one 
reported that KMC was being practiced (n=17). Additional care practices included exclusive 
breastfeeding and milk expression (n=16)48, limiting others from touching the baby (n=15), good 
personal hygiene practices (i.e. washing hands) (n=14), providing warmth with clothing and blankets 
(n=11), not bathing the baby (n=11) vs. bathing the baby (n=1)49, care of the umbilicus (n=9), boiling the 
water for milk (n=1)50, and ensuring the mother is nourished (n=1).  
 
Fourteen family members provided information on who the main caretakers of the preterm baby were 
in the home. Paternal involvement was only reported 43% of the time (n=6). Grandmothers and other 
female family members were reported as the main support to the mother in providing care to the baby.  
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Table 17. Reported care takers of preterm babies 
Respondent Reported Main Care Takers of Preterm Baby 
Father (ID9) Mother of baby, Paternal Grandmother 

Father (ID6) Mother of baby, Father of baby 

Father (ID19) Mother of baby, Father of baby, Maternal Grandmother 

Female Relative (ID5) Mother of baby, Father of baby, Grandmother, other female family members 

Female Relative (ID1) Grandmother (actually she is a female relative), other female family members 

Female Relative (ID12) Mother of baby, Father of baby, Grandmother 
Mother (ID14) Mother of baby, Maternal Grandmother, other female family members 

Mother (ID13) Mother of baby, Father of baby, Paternal Grandmother 

Mother (ID11) Mother of baby 

Mother (ID10) Mother of baby, Maternal Grandmother, other female family members 

Mother (ID24) Mother of baby, Maternal Grandmother, Paternal Grandmother 

Mother (ID21) Mother of baby, Father of baby 
Mother (ID20) Mother of baby, Maternal Grandmother 

Mother (ID3) Mother of baby 

 
As described above, 17 family members reported practicing KMC at home. As with the family members 
of LBW babies, although there was reported variation on the duration of KMC during the day, the 
majority of the respondents reported that the babies spent a significant amount of time skin-to-skin, 
only being removed for breastfeeding and when changing the diapers.  
 

“I put her for long hours. Where ever I go, the baby is always on my chest. Even when I am going 
to the market (Mother, age 26, Kachenga T/A)”. 

 
“The time I was going for a bath or visiting the toilet, if there was my relative, she would put the 
child on kangaroo but if there was nobody, I would just wrap the baby properly by adding some 
more linen and at the bathroom I was taking the bath very quickly (Mother, age 20, Nsamala 
T/A)”. 

 
Three family members reported more limited KMC provision. A female relative (age 30, Kachenga T/A) 
who was the main caretaker of a preterm baby (mother was deceased) reported only putting the baby 
on KMC for a short period during the day: “After waking up in the morning, I would put her on kangaroo 
until the time to cook then I would prepare her place to sleep, place her there, cover her properly then I 
would come out and do my chores”. One mother (age 20, Kalembo T/A) reported “many hours” of KMC, 
but when asked for the specific number of hours stated six hours. Another mother (age 23, Kachenga 
T/A) reported long hours of KMC, but also reported leaving the baby in the home wrapped in blankets 
while she performed chores such as drawing water, gathering firewood, and washing clothes.  
 
Six family members reported experiencing no challenges with providing KMC for the preterm baby; 
however, 11 family members reported the following challenges:  

• Difficult to do household chores (n=3) 
• Difficult to sleep (n=3) 
• Restrained from leaving the home (n=3) 
• Financial burden (n=2) 
• Providing KMC full time was difficult (n=1) 
• It was hot (n=1) 
• Mother was not fully healed and found it difficult to sit down with baby on “kangaroo” (n=1) 
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 “Yes, it was challenging.  I was failing to do my work properly because all the time the baby was on 
kangaroo. I could not wash clothes; I could not cook unless someone takes her and puts her on 
kangaroo (Mother, age 24, Amidu T/A)”. 

 
In addition to the mother of the baby, the other family members that were reported to help with 
providing KMC included the father of the baby (n=3), the maternal grandmother (n=10), paternal 
grandmother (n=6), and other female family members (n=3).  
 
In contrast to families with LBW babies, 11 family members reported that the mother of the baby had 
the most decision-making authority in the home regarding the baby’s care. Other family members 
reported as having decision making authority included the father (n=9), maternal grandmother (n=4), 
paternal grandmother (n=3), other female family members (n=3), grandmother (unknown if maternal or 
paternal, n=1), and other male family members (n=1).  
 
As with the families of LBW babies, the reports that the father of the preterm baby had the most 
decision-making authority were higher (n=9) than the reports of the fathers being involved in the care 
provision of the baby.  See Table 18 for highlights regarding father decision making authority and 
engagement in care of the newborn among families with preterm newborns.  
 
Table 18. Father authority and support with infant care 

 Number of respondents 
(n=19) 

Most Authority/Influence: Father of baby 9 

Father reported as one of the main caretakers of the baby 6 

Father reported assisting with KMC 3 

Father attending follow up/growth monitoring visits 1 

  
 

DISCUSSION 
The Balaka DHMT and Every Preemie recently launched the Family-Led Care model to enhance provider 
skills and the quality of care for early/small newborns and to empower families to become active 
participants in the care of their newborns at the facility level. This active participation is designed to 
build family confidence to then care for these fragile newborns at home. At the same time, the model 
includes strengthening the referral system to ensure that families access the life-saving care these 
newborns need, when they need it. The referral system will link facilities to community networks, with 
the Care Groups and participating HSAs as critical lynchpins. The model, under implementation in the 
Balaka district, was designed based primarily on clinical assessments conducted by Every Preemie—
SCALE in 2015, stated MOH commitment to improving preterm birth/LBW facility- and home-based care, 
and the need to strengthen follow up care for babies post discharge.  
 
Prior studies in different parts of Malawi highlight community perceptions and knowledge of preterm 
birth and LBW and related care practices. This is the first study exploring this arena in Balaka district.  
Findings from this formative assessment present valuable insights into family experience and care 
practices, and community attitudes and beliefs about early/small babies in the district. Discussions with 
health care providers confirmed many of the findings from interviews with families and community 
members and highlighted their own knowledge and support for critical newborn care practices.  
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While other studies in Malawi looked at perceived causes of preterm birth, this study also explored 
perceived causes of LBW. This study reveals that the majority of families with preterm newborns believe 
that it is due to God’s will or that it was “just the time for it”. Some family members also included the 
mother being overworked or stressed, illness including STIs, and first or twin delivery. These responses 
are similar to those of the Levison study51 where study participants (including couples) highlighted 
domestic violence, overwork, maternal illness, sexually transmitted diseases, and young age. Clinicians 
in the Levison study also included multiple pregnancies and short intervals between pregnancies. In this 
study, families with LBW newborns pointed to maternal malnutrition, maternal illness and twin delivery 
as reasons for having a LBW baby.  
 
When asked what community members think are the causes for preterm birth, family members with 
preemies echoed the Tolhurst study52 citing mothers having an illness, heavy workload during 
pregnancy, and maternal malnutrition. When citing “maternal illness”, respondents used the term 
“Mwanamphepo (Chichewa/Chiyao)”. This term was also used in the Gondwe study53 and means 
“Traditional illness found in women believed to cause sores inside the womb and causes miscarriage or 
preterm birth.” 
 
Among community members who participated in this study, “malnutrition of the mother” and “father’s 
infidelity” were the most reported causes of both preterm birth and LBW. Father’s infidelity stands out as 
a new finding in this study compared to others in Malawi. Health care providers confirmed that 
community members believe father’s infidelity to be a prominent cause of both preterm birth and LBW.   
 
Overworking, maternal stress and disease or sickness (including AIDS and malaria) were also reported by 
community members as causes for preterm birth and LBW in this study. These can, in fact, be related to 
preterm labor and LBW (as related to maternal depletion), so this finding points to a need to work with 
communities and families of pregnant women to adjust their workload, ensure proper nutrition 
throughout pregnancy and improve malaria prevention efforts, for example. Unlike in the Gondwe 
study, community members in this study did not cite familial history, short inter-pregnancy intervals or 
young and advanced maternal age as causes of preterm birth, all reasons for preterm birth.   
 
Related to this, however, is the statement from a few health care providers that community members 
believe that contraception causes preterm birth, for example, “Some believe that a woman who has been 
on a birth control method for a long time will have a preterm baby as an effect of the pills she was taking.” 
This finding was also reported in the Gondwe study and points to the needs for messaging in Balaka district 
about the role family planning can play in the prevention of preterm birth (delaying first pregnancy, 
extending birth intervals, etc).   
 
Families of both LBW and preterm babies reported negative community beliefs including that these 
babies are unattractive and look malnourished or small and that they will not grow properly. Despite 
family members of LBW infants and preterm infants reporting some positive community beliefs, 
community member reactions and responses regarding these babies was overwhelmingly negative. 
Most responses around skin-to-skin care, breastfeeding, and care seeking were predominantly negative 
and unsupportive.  
 
Importantly, family and community members all identified hospitals and HSAs as their most trusted 
sources of general health information and for information specific to preterm/LBW babies. Few family or 
community members mentioned Care Groups as sources for health care information, generally or 
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specifically to preterm/LBW babies. Care Groups in Balaka district are just getting underway and are 
seen as a central element of the Family-Led Care model. It will be important over time to explore if the 
Care Groups have a positive effect on community/family knowledge and attitudes around preterm 
birth/LBW. At the same time, strengthening and expanding health provider counselling and messaging, 
particularly those working at the community and household level such as HSAs, is also essential if we are 
to see a dramatic shift in these negative community attitudes.  
 
Shifts in attitudes may also impact community willingness to provide much needed support to families 
with early/small babies. As this study found, currently, most community members do not provide 
support and, aside from a few responses that they could provide encouragement or advice, the most 
prevalent response is that no support could be offered. This finding reflects the Gondwe study where a 
lack of social support was reported as a key challenge to caring for preterm babies.  
   
The Family-Led Care model emphasizes improved provider capacity to care for early/small babies and 
important links to HSAs and Care Groups for follow up care. This study explored facility and home-based 
care for early/small babies including follow up care. Facility-based care practices as reported by 
providers and family members emphasized KMC, counselling and support for exclusive breastfeeding 
and milk expression, the recognition of danger signs and monitoring the newborns. In general, provider 
responses demonstrate sound care practices, however, increasing provider monitoring of newborns 
during inpatient care (currently reported as 1-2 times per day) will need attention54.  
 
The majority of family members of both LBW and preterm babies reported that KMC continued at home 
with a significant amount of time spent skin-to-skin. They also cited other important care practices like 
breastfeeding and milk expression, and good hygiene practices. The majority of family members (of both 
LBW and preterm babies) reported receiving advice from relatives and community members about 
continuing KMC. High reporting for facility and home-based KMC most likely reflects Malawi’s 
longstanding commitment to the roll out of KMC in the country and in the Balaka district. 
 
Providers emphasized that mothers find it challenging to practice full-time or continuous KMC at home 
for a variety of reasons including needing extra support. The Gondwe study found that mothers had the 
main responsibility of caring for preterm newborns. Family members in this study also reported that 
mothers were the main caretakers, however, female relatives and grandmothers were also involved in 
providing KMC. Two family members of LBW babies and three family members of preemies reported 
that the father provided KMC at home.  
 
An area of particular interest in Malawi and globally is the timing and content of follow up care for 
babies discharged from KMC units in facilities. In this study providers and family members reported that 
health care providers did give verbal instructions (mostly to the mothers) on follow up care although, 
the providers reported that instructions for the timing of the visits ranged from one week to every two 
weeks. Given the vulnerability of these babies, the Family-Led Care model targets earlier and more 
frequent follow up visits (either at home or in the facility).   
 
Providers and family members reported distance and transportation as the greatest challenges to 
accessing follow up care. A few facilities stated that they have HSAs who they can send to a home when 
a mother doesn’t return for a scheduled follow up appointment. While facility-based providers outlined 
HSA services including the content and frequency of visits, only six families with preemies and one with 
a LBW baby reported ever having received a home-visit from an HSA.  
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All family members of LBW babies and the majority of family members with preemies reported taking 
their babies to a health facility for follow up care, although the study did not probe the number of times 
they actually went. Content of the care most typically included growth monitoring/measuring the 
babies’ weight.  
 
These study findings validate the overarching framework of the Family-Led Care model and its potential 
positive impact in Balaka district. While there is a need for messaging that will shift negative community 
attitudes and beliefs so that families feel more supported while caring for their early/small babies, 
findings suggest that a foundation is in place for the expanded provision of facility- and home-based 
KMC. Continued efforts on the part of the DHMT to strengthen provider competence and improve the 
quality of care are laudable and well placed.  Greater effort to link families to critical follow up care is 
essential and will, ideally, be realized through implementation of the Family-Led Care model and the 
concomitant focus on strengthening Care Group messaging and HSA engagement. 
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26 A provider at Namanolo HC (Amidu T/A) stated less than 2.4kg for LBW baby and a provider at Balaka District Hospital 
(Nsamala T/A) stated less than 2kg for LBW baby. All other facilities reported less than 2.5 kg for LBW babies.  
27 IDs 16 and 17 were not asked about specific messages. 
28 IDs 2, 3, 6, 7, 9, 10, 12, 13, 19, 21, 22, 24 were not asked about specific messages. 
29 Specifically stated church leaders do not give health messages. 
30 Kalembo community was not given any probes. 
31 There are a few quotes that indicate counseling from health care providers in Nsamala promoting non-exclusive breastfeeding. 
This area was not probed further, however. 
32 Three respondents said “God’s will”, four said “just time for it”, and one respondent said both. 
33 Nsamala T/A: Kwitanda HC; Kalembo T/A: Ulongwe HC, Nandumbo HC; Kachenga TA: Mbela HC; Amidu TA: Namanolo HC. 
34 Kwitanda HC was asked about the mothers’ beliefs of why she had a preterm/LBW baby as one question (instead of separated 
preterm vs LBW), therefore due to the nature of the responses they were included in the analysis of mothers’ beliefs on preterm 
birth. The interviewer in Kalembo HC started asking the question on mothers’ beliefs on LBW births, but then moved into a 
different topic before collecting responses.  
35 All of these responses were included in the analysis on cause of preterm/LBW babies and preterm birth  
36 Providers in Chendausiku HC were not asked this question. 
37 Details on who provided KMC in a separate analysis. 
38 One respondent (Mother, age 20, Kalembo T/A, ID10) reported receiving assistance from friends but did not specify the type of  
assistance.  
39 Namanolo HC was not asked about discharge instructions and Mbela HC only reported discharging the baby after 
improvement: “When they are discharged, we make sure that there is an improvement from the time the baby was born. The 
purpose of putting them on Kangaroo care here is for the improvement to start right here at the clinic. So, on releasing them, the 
nurses have to be sure that the baby is able to do certain things, like breastfeed. Because we cannot encourage them to express 
milk at home, where we obviously can’t monitor them (Mbela HC)”. 
40 There was no correlation of receiving written instructions and being at the hospital in Balaka. 
41 Including panicked breathing (n=1), jaundice (n=2), refusing to breastfeed (n=1), and crying non-stop (n=1).  
42 Including refusing to breastfeed (n=3), fever (n=3), jaundice (n=3), eye infections (n=1), and crying non-stop (n=1). 
43 There was no correlation of receiving written instructions and being at the hospital in Balaka. 
44 Balaka District Hospital, Ulongwe HC and Kwitanda HC were not asked for this information.  
45 One female relative (age 27, Amidu T/A, ID15) reported that they just started bathing the baby (reported to be 1 month of 
age), she reports that previously they were just wiping the baby.  
46 Responses: Washing with spirits; cleaning and applying Vaseline.  
47 With the exception of one (Father, age 36, Kachenga T/A) whose twins died within one week of birth. 
48 The two respondents that did not report exclusive breastfeeding and milk expression were the father of the twins that died 
(age 36, Kachenga T/A) and the female relative of the baby whose mother is deceased (age 30, Kachenga T/A). The mother (age 
20, Kalembo T/A) of a preterm baby that died at one month did report exclusive breastfeeding and milk expression.  
49 A father (age 21, Kalembo T/A) reports that the preterm baby was bathed twice a day, every day by the mother and 
grandmother.  
50 Female relative of baby whose mother is deceased.  
51 Levison, J; Nanthuru, D; et. al. Qualitative assessment of attitudes and knowledge on preterm birth in Malawi and within country 
framework of care. BMC Pregnancy Childbirth. 2014 Apr 2;14:123. 
52 Tolhurst R, Theobald S, Kayira E, Ntonya C, Kafulafula G, Nielson J, van den Broek N: I don’t want all my babies to go to the grave’: 
perceptions of preterm birth in Southern Malawi’. Midwifery 2008, 24:83–98. 
53 Gondwe, A; Munthali, AC; Ashorn, P; Ashorn, U. Perceptions and experiences of community members on caring for preterm 
newborns in rural Mangochi, Malawi: a qualitative study. BMC Pregnancy Childbirth. 2014 Dec 2;14(1):399. 
54 Clinical assessments conducted by Every Preemie—SCALE in Balaka district in 2015 found that many facilities were 
inadequately staffed and providers were unable to monitor inpatient newborns more than once or twice per day. 
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