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Background

Good-quality obstetric and newborn care in health facilities is central to reducing maternal and
neonatal deaths and stillbirths, and to improving future health of women and children. Globally,
institutional births have increased dramatically, but places where births occur vary enormously
and are not clearly understood. Simply increasing coverage of institutional births is very unlikely
to reduce mortality if facilities lack basic requirements for emergency obstetric and neonatal
care, have inadequate staffing, or cannot refer in emergencies’ 2. In many parts of sub-Saharan
Africa, births have mostly increased in lower-level facilities, probably because these facilities are
closer to where women live®. These facilities tend to have low volumes of births (few births each
month) and to have lower “readiness” to provide care, in part because they are lower-level, so
for example, they are not expected to perform certain procedures such as cesarean section” .In
addition, such facilities are often less ready to perform even those functions they are meant to,
may be less supplied with commodities and drugs and are often less supervised.

Larger facilities, notably hospitals, are fewer but have larger volumes, more and better-trained
staff and equipment, and are more likely to be able to provide emergency care. Poor-quality
obstetric care in lower-level facilities has led some to recommend a policy hospital births rather
than in dispensaries or clinics, though there is no global consensus on where women should
deliver®. Country and cross-country evidence is needed to understand the tension between
Maternal and Newborn Health (MNH) care provided at physically close but low-capacity
facilities, versus further-away but higher capacity facilities and to inform national and global
decisions on future strategies for MNH service organization and resourcing.

This MNH multi-country analysis project aims to better characterize the environment of births
over time, using quantitative analyses to describe trends over time in where and with whom
women deliver by level and public/private sector, by what mode (vaginal or C-section)
nationally, and by rural-urban, wealth, region/province, as well as neonatal mortality and
stillbirths. This will be contextualized by assessing the country's policies and health systems data

! Elmusharaf, K., et al., Patterns and determinants of pathways to reach comprehensive emergency obstetric and
neonatal care (CEmONC) in South Sudan: qualitative diagrammatic pathway analysis. BMC Pregnancy and
Childbirth, 2017. 17(1): p. 278.

% Cavallaro, F.L. and T.J. Marchant, Responsiveness of emergency obstetric care systems in low-and middle-income

countries: A critical review of the “third delay”, Acta obstetricia et gynecologica Scandinavica, 2013. 92(5): p.

496-507.

3 Kruk, M.E., et al., High-quality health systems in the Sustainable Development Goals era: time for a revolution. The

Lancet Global Health, 2018. 6(11): p. €1196-e1252.

* Kruk, M.E., et al., Quality of basic maternal care functions in health facilities of five African countries: an analysis

of national health system surveys. The Lancet Global Health, 2016. 4(11): p. e845-e855.

® Fink, G. and J. Cohen, Delivering quality: safe childbirth requires more than facilities. The Lancet Global Health,

2019. 7(8): p. €990-e991.
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related to the organization and integration of delivery care services at different levels and
sectors.

This report is on Kenya. The synthetic analyses in this report will position the study results
within a maternal, stillbirth and neonatal mortality transition model to aid comparative analysis
and benchmarking at national and subnational levels®. The transition model looks at key
indicators among countries that have reached one of five phases of maternal, and neonatal and
stillbirth mortality. Countries can compare their performance to those of others in the same
phase and seek to understand what is needed to move to a phase with lower mortality. The
country report’s recommendations can be used to inform strategic discussions on where to
prioritize investments in the health system. This will accelerate the reduction of maternal and
newborn mortality, including the balance of routine, basic and comprehensive Emergency
Obstetric and Newborn Care (EmONC) services across primary to tertiary facilities to adequately
provide respectful and life-saving care based on their maternal mortality, stillbirth, and neonatal
mortality transition stage’ . It will also point to areas for future research to inform strategic
planning for safe, effective, equitable, accessible and high-quality MNH service provision.

Study objectives

To understand where women give birth, by what mode (vaginal, C-section), and who attends
them (nationally, regionally, by socio-economic groups, and by facility sector/volume/level),
using DHS/MICS and HMIS.

To understand health outcomes* (neonatal mortality, stillbirths) by place, attendant and
mode of birth (nationally, sub-nationally, by socio-economic groups, and by facility
sector/volume/level), using DHS/MICS & HMIS (*Maternal mortality data does not allow for
disaggregated analyses).

To analyze the intended and actual health policy and system characteristics in place for the
provision of safe delivery care, using documents/data.

To assess the extent to which countries with higher levels of safe, equitable and effective
childbirth care also had favorable MNH-related policy and systems characteristics and

® Boerma T, Campbell OMR, Amouzou A, et al. Maternal mortality, stillbirths, and neonatal mortality: a transition
model based on analyses of 151 countries. The Lancet Global Health 2023;11(7):e1024-e31 doi:
https://doi.org/10.1016/52214-109X(23)00195-X.

7 Campbell OMR, Calvert C, Testa A, et al. The scale, scope, coverage, and capability of childbirth care. The Lancet
2016;388(10056):2193-208 doi: https://doi.org/10.1016/5S0140-6736(16)31528-8.

8 Boerma T, Campbell OMR, Amouzou A, et al. Maternal mortality, stillbirths, and neonatal mortality: a transition
model based on analyses of 151 countries. The Lancet Global Health 2023;11(7):e1024-e31 doi:
https://doi.org/10.1016/52214-109X(23)00195-X.
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identify where related adjustments or additions in future plans and investments are needed
to reach the next transition stage(s).

Data sources and indicators
Data sources

Population-level household surveys: DHS or MICS for year 2003,2008-09,2014

Health Management Information System (HMIS): DHIS2 for 2022

Health policy document review (WHO policy database 2018/19 and country updates)
Health facility/HRH density in 2022 from CAM reports 2023

Health financing data on current health expenditure overall and for maternal conditions
since 2013 (WHO Global Health Expenditure database)

Data were analyzed using Stata- ver18 and Ms. Office Excel, are primarily presented graphically,
and tables.

Indicators for DHS analysis

e Assistant at birth is defined as the proportion of women 15-49 years of age whose last birth
was assisted by:

Doctor

Nurse or midwife

Other skilled professional

Other non-skilled (health provider or friend/relative)

vk N e

No assistance

e Place of birth is defined as the proportion of women 15-49 years of age who last birth was
at:
1. Hospital
2. Lower-level health facility
3. Home or other place
- Note that births in private sector facilities may not be possible to stratify by level so

private sector births are located as being in lower-level facilities

o The cesarean section is defined as the proportion of live births that were delivered by

cesarean section.

The reference population (denominator) for the above indicators was women in reproductive
age (15-49 years old) who had a birth in the last 2/3 years before the survey (last birth). MICS
considers children under 2 and DHS under 3.
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o Neonatal mortality rate (NMR) is defined as the number of deaths among children aged 0
to 30 days per 1000 live births. The reference period for NMR is 10 years before the survey.

All indicators were estimated for the whole country and stratified by the following
characteristics (as available in each survey):

e Wealth quintiles, based on an asset index provided with the surveys, based on asset
ownership and on household characteristics, divided in five groups (poorest, poorer, middle,
wealthier, wealthiest);

e Area of residence (urban, rural);

Assistant at birth (doctor, nurse/midwife, other skilled, other non-skilled, no assistance)

e Place of birth (hospital, lower-level facility, home birth) — for comparing Cesarean (C-)

section rate and NMR

Indicators for HMIS analysis
Essential indicators:

e Live Births (OR all births) in facilities
e Cesarean section among live births (or among all births) in facilities

Optional indicators:

Mode of delivery: There are two main modes of childbirth, vaginal birth and cesarean birth.
Note that these can be recorded for all births (live and still) or only for live births. Ifitis

unclear and you are unable to find out what was recorded, look at the number of recorded
stillbirths. If these are low, it is best to assume that C-sections etc. were only reported for live
births and use this term in the results.

° Vaginal births: Further divided into spontaneous (non-instrumental) + assisted
(instrumental) vaginal births.
o Spontaneous (non-instrumental) vaginal birth, which sometimes involves manual
maneuvers or episiotomy.
o Assisted (instrumental) vaginal live births, involving forceps live births + vacuum or
ventouse.
° Caesarean (C-) section births:
o Pre-labour caesarean + caesarean after labour starts = C-sections among all live
births

Birth outcomes: Births can be live or still
° Stillbirths (fresh and/or macerated):
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o Macerated stillbirths + fresh stillbirths = all stillbirths
o Antepartum stillbirths + intrapartum stillbirths = all stillbirths
* Macerated # Antepartum, but similar
*  Fresh # Intrapartum, but similar
Checks:
° C-section deliveries for intrapartum stillbirths + C-sections for live births (pre-labour
caesarean + caesarean after labour starts) = C-sections among all deliveries
° Assisted vaginal live births + spontaneous (normal) vaginal live births = all vaginal live
births
° Stillbirths + live births = all births

Figure 1a: MNH indicator definitions

Pre-labour
caesarean

(livebirths) Vacuum or ventouse

(livebirth) delivery

Antepartum

stillbirth Intrapartum stillbirth

Caesarean after
labour starts

UEERITE Forceps (livebirth)

delivery

C-section for
all deliveries

Data management and quality

DHS and MICS

o Before the analyses, original categories for place of delivery and professional assistance
during labor were listed and organized into Excel spreadsheets (one for each country). In
each spreadsheet, all MICS and DHS surveys available for each country were added to ask
country teams to categorize into the new categories.

* Place of delivery: home, lower-level facility, or hospital

* Professional: doctor, nurse or midwife, other skilled professional, other
non-skilled, which can be a health provider or a friend/relative, or no assistance

6



KENYA

After countries' categorization, the new place of delivery variable was compared to the
standardized institutional delivery indicator from the international Center for Equity in
Health (ICEH) mega database. Consistency was evaluated by adding the lower-level and
hospital categories and comparing it to the institutional delivery coverage. Differences larger
than 2 pp were individually assessed.

A similar process was conducted for assistance at birth, for which the doctor, nurse, and
other skilled categories were combined and compared to the standardized skilled birth
attendance (SBA) indicator from the ICEH mega database.

For countries with at least 3 surveys available, trend analyses were performed to check
consistency of estimates throughout time. Any peaks or valleys that were incompatible with
what was expected were individually evaluated.

The prevalence for the c-section indicator was compared to the place of delivery and a face
validity check was performed in which the prevalence should be zero (or very close to zero)
in home births and the highest prevalence in hospital deliveries.

Additionally, face validity checks were also performed for place of delivery and assistance at
birth according to wealth quintiles and area of residence. It was expected that a higher
share of hospital deliveries would happen in wealthier quintiles and in urban areas.
Similarly, a higher share of births assisted by doctors would also happen in these extracts.

DHIS2/HMIS

In preparing the HMIS/DHIS2 data, the first step was to merge the Administrative and MNH
facility records to have information on the district, level and ownership of the health
facilities, which comes from the Administrative recorded joined to the MNH facility records.

Using Table 1a, please complete the following sentences:

7973 number of facilities on the administrative list and 5797 facilities reported MNH
indicators (MNH facilities).

There were no facilities on the administrative list that did not report any deliveries.

There were 5207 facilities reporting births or deliveries that matched with the
administrative data, reflecting that 65.3% of facilities in DHIS2 database merging with the
facilities Master list.

Add any reasons for why the 594 of facilities reporting births were not on the admin list:

594 facilities were not found on the admin list since they do not have Kenya Master Health
Facility List number, only facilities with KMHFL numbers are in the admin database.

(for example, removed from master list, old list, mismatched names, or variables)
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All facilities on the admin list reported at least 1 birth.

Table 1a: Summary of the health facility data quality assessment for 2018-2022 (Stata code
#1a output)

1 | Indicators vs # facilities merged 5797
Reporting datasets | # facilities from Indicators not merging with Reporting 0
data
# facilities from Reporting not merging with Indicators 1
data
2 # facilities merged 5207
# facilities from Admin not merging with indicators data 7973
# facilities from indicator not merging with Admin data 594
3 | Facilities with 0 # of facilities with 0 births per year 0
births per year

The assessment of health facility data quality used the monthly facility reports and focused on
1) Report completeness

For completeness of monthly facility reporting for deliveries, nationally, 67% of the expected
monthly facility reports were received. Only 41% of the health facilities reported all the months
in the year 2022, which could be due to some of the facilities not having deliveries in some
months.

2) Extreme outliers and missing values

95.74 % of the facilities reported at least one total birth in the year 2022. 95.42 % of the
facilities reported at least live birth. 9.57 % of the facilities reported at least stillbirth. 9.69 % of
the facilities conducted one cesarean section. In summary, only 35.28 % of the facilities
reported at least one delivery for the year 2022.

98.6 % of the monthly values have no extreme outliers while 94.2 % of the facilities have no
monthly extreme outliers in the year 2022.

3) Internal data consistency. Data quality adjustments for reporting completeness
(yearly) and extreme outliers (monthly) were done before further analyses on annual
data.
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84.2% of the facilities have no inconsistency between stillbirths, live birth and total births.
Checked for extreme outliers using the Hampel X84 Method with a cutoff of 5 standard
deviations from the median and adjusted the outlying points and missing data with the monthly
median.

o Adjusted for incomplete reporting using the yearly data points.

o Checked for inconsistencies between 1) births, live births, and stillbirths, 2) live births,
C-sections (CS), vaginal births and assisted vaginal deliveries (AVD), and 3) Stillbirths, fresh
stillbirths (FSB) and macerated stillbirths (MSB)

No facility reported inconsistency in livebirths, CS, vaginal births and AVD. The same applies
to inconsistencies between stillbirths, FSB and MSB.

o Complete Table 1b with relevant Stata code #1a and 1b output below

Table 1b: Summary of the health facility data quality assessment for 2022 (Stata code #1a
and 1b output)

1 | Completeness of monthly facility a) % of expected monthly facility 70
reporting for deliveries reports (national)
b) % of facilities with 12 data points -
2 | Percentage of facilities with no a) Total births
missing monthly values in the year 95.7
(facilities which reported at least 4
one delivery in the year) b) Livebirths 95.4

c) Stillbirths
d) Caesarean section*

d) Mean percentage of the individual
percentages

3 | Percentage of facilities with no % with no inconsistency at 2- standard | 84.2
inconsistencies between stillbirths, deviations cut-off (monthly)
live births and total births
(Births=Stillbirths + Livebirths
(monthly))
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4 | Percentage of facilities with no % with no inconsistency at 2- standard 100
inconsistencies between livebirths, deviations cut-off (monthly)
CS, vaginal births and AVD
(Livebirths= CS+ vaginal births+AVD)
(monthly)
5 | Percentage of facilities with no % with no inconsistency at 2- standard | 100
inconsistencies between stillbirths, deviations cut-off (monthly)
FSB and MSB (Stillbirths = FSB +
MSB) (monthly)
6 | Extreme outliers over time a) % of monthly values that are not 98.6
extreme outliers
b) % of facilities with no monthly 94.2
extreme outliers in the year
7 | Overall data quality score (mean) 67

*Includes all facilities, not possible to isolate those meant to perform CS in the check so

excluded from overall score.

Table 1c: Summary of adjustments made to the raw health facility data in preparation of a
clean data set for the endline analysis.

Problem

Action

Adjustment

Incomplete reporting by
facility, variable over time,
affecting trend assessment

If a facility did not have all
the

12 reports for the year, an
assumption was made
about.

the volume of services
provided.

for the missing data points

Adjustment was made by
multiplying the yearly volume
by

the reciprocal of the reporting
rate

Extreme outliers can
greatly affect coverage
trend assessments

If a monthly value was
greater or smaller than 5
times the median absolute
deviation (MAD) from
monthly median value, an
adjustment was made

Extreme monthly outliers are
corrected and given the median
value for the same year

Missing values

If there is a missing value,
data were imputed

Median monthly value for the
year was imputed for the

month with missing value

10
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For the analysis, we assumed an adjustment factor of 0.25; this assumed that only some
services (about 25%) were provided in the non-reporting facilities. Since the reporting rates are
high, the impact on the overall trends is small, but it may make a difference in some counties
where reporting rates have improved considerably over time.

Health outcomes by delivery place and attendant
Trends in national maternal mortality ratio (MMR)

Maternal mortality ratio nationally in 2000 and 2020 (using UN estimates Excel sheet “MMR
SBR NMR UN estimates 2000-2021” from your country in Dropbox: Workshop 4 - For countries
Data and Codes [ Mortality estimates. Any or all the years if you want to include, and/or your
own data source, like DHS to compare - any available time points near 2000 and 2020):

Trends in Maternal Mortality in Kenya

500
506 5L

504 L

A 362 355

0 Live= Births

n
w

30

00,0

KMIMR per 1

10

2D0IKDHS H008-09 KDHS 2014 KDHE 2019 Census

Figure 1:Trends in Maternal Mortality in Kenya

According to the KDHS data, there has been a significant drop in in MMR per 100,000 2008-09
from 520 to 362 in 2014 and a slight drop in 2019 census, to 355. However, there has been a
notably slight increase from 2003 from 506 to 520. Trends in national neonatal mortality rate
(NMR)

Neonatal mortality rates nationally over time (using UN estimates from Excel sheet “MMR SBR
NMR UN Estimates 2000-2021” from your country in Dropbox: Workshop 4 - For countries
Data and Codes @ Mortality estimates, any or all the years if you want to include, and/or your
own data source, like DHS to compare):

11
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Kenya
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Figure 2: Neonatal Mortality Trends, Kenya,2000-2021(UN Estimates)
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Figure 3: Neonatal Mortality Rates by place of birth, DHS

Neonatal mortality rates by place of birth:

Neonatal Mortality Rate has been declining over the years across the hospitals and home
deliveries; this is not the case for the lower level, in 2008, there was an increase in neonatal
mortality rate and a drop in 2014.

12
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Trends in national stillbirths

Stillbirth rates over time (using UN estimates Excel sheet “MMR SBR NMR UN Estimates
2000-2021" from your country in Dropbox: Workshop 4 - For countries I Data and Codes
Mortality estimates, any or all the years if you want to include)

Kenya
20+

15

SBR

10

2000 2001 2002 2003 2004 2005 2008 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

Figure 4: stillbirth Rates, Kenya,2000-2021(UN Estimates)

There was a consistent drop in stillbirth rates from 2000 to 2010. From 2010 to 2018, there
was consistently slight increase in stillbirth rate. In 2018 and 2019, the stillbirth rate
remained constant but again dropped in 2020 and 2021.

Institutional Stillbirth rate

isbr rates, , 2022
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Figure 5: Institutional Stillbirths Rate by facility type and ownership, Kenya 2022

isbr rates, Kenya, 2022
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Figure 6: Institutional Stillbirth rates (per 1000 live births),2022

o The institutional stillbirth rate is highest in dispensaries and clinics across the three
ownership types (Public and NGO/FBO). This could be due to the minimal infrastructure
available at the lower-level facilities in case of complications. Public hospitals had the
lowest stillbirth rates followed by FBO/NGO hospitals. However, the stillbirth rates in the
private health centers were quite high compared to the public and NGO/FBO owned.

Fresh stillbirth

14
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Figure 8: Percentage of fresh stillbirths, Kenya,2022
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o The proportion of fresh stillbirths was more than 50% across the various health facility
levels and ownership as shown above. The percentage of fresh stillbirth is almost same

in public facilities.

Stillbirths
Distribution of stillbirths volume across health facilities by type and ownership, Kenya, 2022
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Figure 9: Stillbirths by volume and ownership, 2022

Distribution of stillbirths volume across health facilities by type and ownership, Kenya, 2022
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Figure 10: Stillbirths volumes by ownership,2022 (without extreme values)

o Most of the stillbirths occur in public hospitals followed by the NGO/FBO hospitals and
minimal in the health centers, dispensaries and clinics as shown above.

National policy and health system context for MNH

This section covers the national policy and health systems context for MNH care in the areas of ;

1) Health governance;
2) Organization and resources for MNH (facilities, human resources, and supplies);

3) Service delivery processes (to improve quality of skilled and respectful care);

4) Financing;

16
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5) Information systems. These areas of focus align with previous global evidence and
conceptual frameworks for MNH.*>11213 The data in this section is taken from the
WHO 2018/19 SRMNCAH policy survey
(https://platform.who.int/data/maternal-newborn-child-adolescent-ageing/national-poli

cies), and can be updated with additional information you know about policies that have
come into place since 2018/19.

Health policy context for MNH

Please review the provided Table 1 MNH policy and systems tracker tool found in
DropboxBWorkshop 4 — for countries B Data and codes [ Health policy and systems [ (choose
your country folder) B Country MNH policy and systems tables FINAL ENG — (your country
name). Update the far right two columns where any new policy (-ies) may have been introduced
since 2018/19 in the country.

e Using Table 1, add some summary sentences or paragraphs here on what national policies,
laws, plans, guidelines, or strategies related to MNH have been put in place or not, in what
years (and whether updated), and how strong the implementation has been, related to the
following topics:

o Governance for MNH

According to the National Plan of action for children in Kenya 2015-2022, there is a national
coordinating body that looks at RMNCAH and its components, the policy has also a law or
provision to guarantee universal access to primary health care to all. In addition to this, there is
a policy and guideline on childbirth. The country has national policies/guidelines on the right of
every woman to have access to skilled care at childbirth, legislation on abortion care in cases to
protect the health life of the woman and also guidelines on abortion care.

o Health facilities and referral transport

The country has a national policy/guideline that indicate designated health facilities as the
preferred place of childbirth, there are also policies on postnatal care for mothers and
newborns. The national policy recommended length of stay under observation of a skilled

® World Health Organization (WHO). Monitoring the building blocks of health systems: a handbook of indicators and
their measurement strategies. Geneva, Switzerland: WHO;2010.
10 Koblinsky M, Moyer CA, Calvert C, et al. Quality maternity care for every woman, everywhere: a call to action.
The Lancet 2016;388(10057):2307-20 doi: 10.1016/50140-6736(16)31333-2.
' Chou D, Daelmans B, Jolivet RR, Kinney M, Say L. Ending preventable maternal and newborn mortality and
stillbirths. BMJ : British Medical Journal 2015;351:h4255 doi: 10.1136/bmj.h4255.
12 5ingh NS, Blanchard AK, Blencowe H, et al. Zooming in and out: a holistic framework for research on maternal,
late foetal and newborn survival and health. Health Policy and Planning 2021 doi: 10.1093/heapol/czab148.
3 Raven JH, Tolhurst RJ, Tang S, van den Broek N. What is quality in maternal and neonatal health care? Midwifery
2012;28(5):e676-e83 doi: https://doi.org/10.1016/j.midw.2011.09.003.
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attendant for mother and the baby after normal childbirth at the facility and this takes between
12-24 hours.

o Health workers

The country has policy/guidelines, that set for a competency framework for maternal and
newborn health care. There is also a continuous professional education system in place for
primary health care clinicians and nurses to receive maternal and newborns health specific
training.

o Supplies, medicines and commaodities

The country has policies and guidelines on essentials medicine and equipment, and the policy
recommends the use of any oxytocin and misoprostol for the prevention and treatment of
postpartum hemorrhage. The country also has a national policy and guidelines on the
availability of essential equipment in facilities where births take place. There are also
self-inflating bags (newborn size) with neonatal and pediatric masks of different sizes and valve
included in the national list of commodities indicated for use in pregnancy, childbirth and
postpartum care. Lastly, there are also blood and blood products included in the national list of
commodities indicated for use in pregnancy, childbirth, and postpartum care.

o Service delivery to improve quality of care

In terms of the service delivery, the country has policies/guidelines to improve quality of care
for health facilities, to improve quality of care to address maternal newborn health. There are
mechanisms in place at the facility level to solicit feedback on quality and access from
community members such as family and users, this guideline recommends for women to choose
the birthing position. Lastly, the country also has a national policy /guideline on the availability
of clean water and sanitation in the facilities where the births take place.

o Financing

The country has national policy/legislation on free access to health services in the public sector
at the point of use for newborns (0-4 weeks). Cesarean section and management of other birth
complications (asphyxia, prematurity, sepsis and congenital anomalies) are provided free of
charge at the point of use for selected population groups and for the newborn.

o Information

The country has a law/policy that requires every birth and death to be registered. The country
also has a guideline/policy/law that requires all maternal deaths, stillbirths (fresh and
macerated), neonatal deaths (0-28 days) to be reviewed. Lastly, the country conducts both
SARAs and SPA conducted.

18



KENYA

Please fill and include Table 2 here on your country’s health system organization overall
according to national policies/guidelines. Also use data from the HMIS Admin files and merged
Admin files to complete columns 2 and 3 in this table.

Table 3: Health resources — facilities and health workers for each type of childbirth care

Facilities: what facilities are Health workers: what cadres are
Type of MNH care meant to provide each type of | meant to be trained to attend
care? each type of care?™
Public sector
Routine

. Dispensaries and Health o
(uncomplicated) Nurses and midwives

Centers
childbirth care ©®

. 16 Dispensaries and Health L
Basic EmMONC Nurses and midwives
Centers

Comprehensive
EmONC (i.e. Primary & Secondary care and | Doctors, nurses,

C-sections, blood Tertiary hospitals obstetricians/gynecologists
transfusion)

Specialized care for i
. Secondary care and Tertiary Doctors, nurses,
small/ sick newborns

18 hospitals obstetricians/gynecologists,

1% Filled partially using WHO 2018/19 SRMNCAH survey responses for the country- edit as needed.
!> Routine care refers to safe uncomplicated childbirth care, including: water supply, continuous electricity, soap,
latex gloves, 24 hour services or not, routine partograph use and infection prevention
® BEMONC signal functions include: parenteral antibiotics, parenteral oxytocin, parenteral anticonvulsants, manual
removal of placenta, removal of retained products of conception, assisted vaginal delivery, and neonatal
resuscitation (bag and mask, oxygen)
7 CEmONC signal functions includes BEmONC plus: Caesarean section and blood transfusion.
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Care Unit (NICU) nurses

peadtricians, Neonatal Intensive

Private sector (if applicable and available, adapt levels or leave empty if not)

Routine
(uncomplicated)
childbirth care?®

Dispensaries and Health
Centres

Nurses and midwives

Basic EMONC"®

Dispensaries and Health
Centres

Nurses and midwives

Comprehensive
EmONC (i.e.
C-sections) ¢

Primary & Secondary care and
Tertiary hospitals

Doctors, nurses,
obstetricians/gynecologists

Specialized care for
small/sick/

vulnerable newborns
d

Primary & Secondary care and
Tertiary hospitals

Doctors, nurses,
obstetricians/gynecologists

Health system inputs relevant to MNH care

Please review Table 4 containing data on infrastructure and health workers provided by the

Countdown country collaboration team for the Country Annual Meeting 2023 and include in the

report if available and of interest.

Table 4: Health system input indicators for health resources (2022)

Total
pop-ulat
ion

. . Health
Faciliti | Hospitals
centers
es per | per
per
10000 | 10000
10000

Total
For-prof health
. Beds
it to all worke
irees per
facilities rs per
10000
(%) 10,00
0

Nurse:
physici
an ratio

8 Care for small/sick newborns may include Oxygen/CPAP, intravenous fluids,

exchange transfusion
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Total
i 5587917 No
(national 1.59 1.58 0.01 35.86 9.74 No data
4 data
)
. No
Baringo | 771419 2.42 2.41 0.01 10.16 9.00 dat No data
ata
No
Bomet | 1012487 1.26 1.26 0.00 10.94 8.03 dat No data
ata
No
Bungoma | 1934815 1.04 1.04 0.00 27.36 8.58 dat No data
ata
. No
Busia | 1031487 1.12 1.12 0.00 18.10 | 10.59 dat No data
ata
Elgeyo No
Marakwe | 528228 1.93 1.93 0.00 5.88 | 13.42 dat No data
ata
t
No
Embu 698915 2.23 2.19 0.04 36.54 | 17.04 dat No data
ata
. No
Garissa | 1132828 1.17 1.17 0.00 44 .36 5.53 dat No data
ata
Homa No
1298480 1.93 1.93 0.00 15.20 | 12.53 No data
Bay data
. No
Isiolo | 353711 1.39 1.39 0.00 10.20 | 14.19 dat No data
ata
.. No
Kajiado | 1416975 1.91 1.89 0.01 56.30 8.48 dat No data
ata
Kakameg No
2115490 1.21 1.20 0.00 27.45 9.08 No data
a data
. No
Kericho | 1038290 1.76 1.75 0.01 21.86 | 11.65 data No data
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No
Kiambu | 3002482 1.38 1.38 0.00 59.76 7.38 dat No data
ata
i No
Kilifi | 1722178 1.18 1.18 0.00 49.26 4.99 dat No data
ata
. No
Kirinyaga | 697144 2.68 2.67 0.01 55.61 | 12.25 dat No data
ata
. No
Kisii | 1426863 1.11 1.11 0.01 17.61 | 14.44 dat No data
ata
. No
Kisumu | 1334372 1.51 1.50 0.01 25.87 | 17.86 dat No data
ata
o No
Kitui | 1286941 2.42 2.42 0.00 21.54 9.48 dat No data
ata
No
Kwale | 1030802 1.11 1.11 0.00 24.56 3.05 dat No data
ata
A No
Laikipia | 616521 1.74 1.74 0.00 30.84 | 11.76 dat No data
ata
No
Lamu 174290 2.70 2.70 0.00 23.40 8.38 dat No data
ata
Machako No
1701362 1.88 1.88 0.00 45.00 | 10.92 No data
S data
. No
Makueni | 1116807 2.11 2.11 0.00 22.88 8.44 dat No data
ata
No
Mandera | 1008092 0.84 0.83 0.01 28.24 4.55 dat No data
ata
. No
Marsabit [ 575140 1.56 1.56 0.00 13.33 8.99 dat No data
ata
No
Meru | 1757643 2.41 2.37 0.04 56.97 | 10.83 dat No data
ata
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No
Migori | 1293855 1.61 1.58 0.02 20.19 | 14.42 dat No data
ata
Mombas No
1437540 1.74 1.73 0.01 70.80 9.95 No data
a data
No
Muranga | 1196008 1.82 1.82 0.00 33.94 5.19 dat No data
ata
— No
Nairobi | 5343725 1.44 1.42 0.02 60.57 | 12.55 dat No data
ata
No
Nakuru | 2581156 1.38 1.37 0.01 45,51 8.51 dat No data
ata
. No
Nandi | 1016674 1.66 1.65 0.01 25.44 6.60 dat No data
ata
No
Narok | 1386706 1.07 1.07 0.01 13.42 6.59 dat No data
ata
. No
Nyamira | 665477 1.80 1.80 0.00 27.50 [ 12.85 dat No data
ata
Nyandar No
712878 1.98 1.98 0.00 40.43 8.01 No data
ua data
. No
Nyeri 853452 3.43 3.42 0.01 54.61 | 19.53 dat No data
ata
No
Samburu 374208 1.92 1.92 0.00 22.22 | 15.02 dat No data
ata
. No
Siaya | 1140229 1.55 1.55 0.00 15.82 7.90 dat No data
ata
Taita No
393246 2.14 2.14 0.00 23.81 | 10.55 No data
Taveta data
Tana No
) 374965 1.47 1.47 0.00 14.55 6.29 No data
River data
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Tharaka No
.| 440151 3.04 3.04 0.00 24.63 | 18.29 No data
Nithi data
Trans No
.| 1145182 1.31 1.30 0.01 42.67 6.24 No data
Nzoia data
No
Turkana | 1077285 1.51 1.48 0.04 10.43 4.87 dat No data
ata
Uasin No
. 1373342 1.22 1.22 0.01 23.21 | 10.89 No data
Gishu data
- No
Vihiga | 657746 1.19 1.19 0.00 3462 | 11.11 dat No data
ata
. No
Wajir | 907904 0.97 0.97 0.00 0.00 4.01 dat No data
ata
West No
723683 1.53 1.53 0.00 14.41 6.67 No data
Pokot data
Health system input indicators and coverage
Institutional
. . Core health .
National / . Facilities per | Beds per . birth
. Population professionals
Region 10,000 10,000 coverage
per 10,000
2022
National 55879176 1.6 9.7 9.63 73.7
Baringo 771419 2.4 9 12.23 62.6
Bomet 1012487 1.3 8 6.67 73.9
Bungoma 1934815 1 8.6 7.89 85.5
Busia 1031487 1.1 10.6 10.09 68.9
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Elgeyo

Marakwet 528228 1.9 13.4 11.66 78.2
Embu 698915 2.2 17 16.56 71.6
Garissa 1132828 1.2 5.5 7.20 59.9
Homa Bay 1298480 1.9 12.5 10.04 69.3
Isiolo 353711 1.4 14.2 14.37 59.7
Kajiado 1416975 1.9 8.5 6.18 67.9
Kakamega 2115490 1.2 9.1 8.65 75.7
Kericho 1038290 1.8 11.7 13.52 82.9
Kiambu 3002482 1.4 7.4 7.41 84.2
Kilifi 1722178 1.2 5 6.67 85.5
Kirinyaga 697144 2.7 12.2 12.31 86.6
Kisii 1426863 1.1 14.4 11.62 81
Kisumu 1334372 1.5 17.9 9.86 81.1
Kitui 1286941 24 9.5 10.33 67.6
Kwale 1030802 1.1 3 9.33 73.8
Laikipia 616521 1.7 11.8 15.31 91
Lamu 174290 2.7 8.4 43.13 73.8
Machakos 1701362 1.9 10.9 8.87 69.8
Makueni 1116807 2.1 8.4 11.56 81.9
Mandera 1008092 0.8 4.6 8.15 74.3
Marsabit 575140 1.6 9 12.41 55.6
Meru 1757643 24 10.8 10.23 76.8
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Migori 1293855 1.6 14.4 9.93 83.8
Mombasa 1437540 1.7 10 10.95 80.2
Muranga 1196008 1.8 5.2 12.08 76.7
Nairobi 5343725 1.4 12.6 6.46 75.8
Nakuru 2581156 1.4 8.5 7.69 79.4
Nandi 1016674 1.7 6.6 10.80 69.6
Narok 1386706 1.1 6.6 5.79 48.9
Nyamira 665477 1.8 12.8 15.44 78.9
Nyandarua 712878 2 8 10.85 66.7
Nyeri 853452 34 19.5 16.47 85.6
Samburu 374208 1.9 15 12.67 44.9
Siaya 1140229 1.6 7.9 10.36 79.5
Taita Taveta 393246 2.1 10.6 26.54 78
Tana River 374965 1.5 6.3 10.73 50.6
Tharaka

Nithi 440151 3 18.3 21.97 67.6
Trans Nzoia 1145182 1.3 6.2 6.34 71.4
Turkana 1077285 1.5 4.9 8.21 51.8
Uasin Gishu 1373342 1.2 10.9 7.42 81.3
Vihiga 657746 1.2 11.1 7.30 74.3
Wajir 907904 1 4 7.08 54.5
West Pokot 723683 1.5 6.7 12.49 51
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Source: Country Annual Meetings data 2023 (Excel: Health System Data CAM)
*Total health workers include physicians + nurses + non-clinical physicians

The total national population was 55,879,176. Lamu County surpassed the WHO threshold at 43
core HCWs per 10,000 population, which can be attributed to its low population. Taita Taveta
and Tharaka Nithi Counties closely followed at 27 and 22 core HCW density per 10,000
population respectively.

The national health facility density 10,000 was 1.6 against WHO standard of 2 per 10,000
population. Nyeri County has the highest facility per 10000 at 3.43, while Wajir and Mandera
have the lowest fertility per 10000, 0.97 and 0.84 respectively.

The national number of beds per 10,000 population was 9.7. Nyeri County has the highest
number of beds per 10,000 population at 19.4 while Kwale has the lowest at 3.

The institutional birth coverage (Skilled birth attendance) for the year 2022 was 73.7 %. Laikipia
County has the highest institutional birth coverage at 91% while Samburu County has the lowest
at44.9 %. The majority of the counties scored more than 60% birth coverage despite not
achieving the HCW density WHO threshold of 35 per 10,000 population.

Table 5: Health system input indicators for financing

Indicator 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020 | Aver
age
acro
ss
year

Current Health
Expenditure (CHE) per
capita in constant 2020
ussS

679 73.2 | 713 | 743 | 66.8 | 75.7 | 86.1 | 83.4 | 74.8

Health Expenditure on
Maternal Conditions as %
of Current Health
Expenditure (all sources)

121 | 12.6 | 13.9 12.8
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Domestic General
Government Health
Expenditure on Maternal
Conditions as % of Current
Health Expenditure

4.5

5.5

6.7

5.6

External sources of
funding on Maternal
Conditions as % of Current
Health Expenditure

Domestic Private
Expenditure on Maternal
Conditions as % of Current
Health Expenditure

7.3

7.0

6.9

7.1

Source: Global Health Expenditure database of National Health Accounts

(https://apps.who.int/nha/database/ViewData/Indicators/en)

The Current Health Expenditure for the country and the Health Expenditure on Maternal
Conditions has been increasing over the years except for 2020 when there was a drop to 83.4.

Maternal health is financed both by domestic and external sources.

From 2017 to 2019, there was an increase in health expenditure on maternal condition.
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Trends in where and with whom women give birth

Understanding population trends in where women give birth and who is attending them
(DHS)

e Institutional deliveries nationally by place of birth and type of birth attendant:

Kenya

PEﬁ)O rti% of d&ﬂ'veri%a (%)1 00

C) -
2003 2008 2014
- Hospital + doctor - Hospital + nurse/midwife - Hospital + other skilled
Hospital + other non-skilled Hospital + no assisted Lower facilities + doctor

Lower facilities + nurse/midwife Lower facilities + other skill Lower facilities + other nop-sk

Lower facilities + no assist - Homefother + doctor - Home/other + nurse/midw|fe
- Home/other + other skill Home/other + cther non-skill

Home/other + no assist

Figure 11: Deliveries by place and Assistance

o Add interpretation on the changes in the institutional delivery rates at each place of
birth by the attendant types (for example, what proportion at hospitals with doctors,

nurse/midwives and others, what proportion at lower-level facilities with doctors,
nurse/midwives and others).

The proportion of deliveries in the hospitals and having skilled attendants has been increasing
over the years. This is due to the various programs like the Linda Mama that have been put by
the government to encourage the mothers to seek antenatal care and deliver in health facilities.

Traditional midwives have also been sensitized and given incentives to encourage pregnant
mothers to deliver in health facilities.
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Figure 12:Institutional deliveries by subnational region, wealth and residence group

Half of the deliveries in the rural areas occur at home while a third occur in the hospitals.
However, for the urban areas, more than 60% of the deliveries occur in the hospitals with
around 10 % occurring in the lower -level facilities.

Focusing on the regions, Central and Nairobi regions had more than 60% of the deliveries
happening in hospitals while around 70% of the deliveries occurred at home in
North-eastern and Western regions.

Around 80% of the women from the lower quintiles (Q1&Q2) deliver at home while
majority (more than 60%) from the higher quintiles (Q4 &Q5) deliver in hospitals.

Generally, majority of women in Kenya prefer to deliver either in hospitals or at home with
low preference for low-level facilities.
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C-section

1 Hospital 2 Lower-level facility
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Figure 13:C-Section Rates by place of delivery

From 2003 to 2014 ,the C-sections rates in hospitals have been on the rise over the years while

for the lower-level facilities have been constantly low and a slight increase in 2008. There was
no C-section reported at home or other places.
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C-section rates (per 100 births) by wealth quintile equiplot:

Kenya
. Poorest ‘ Second ‘ Middle Fourth Richest

20031 @ Pp—m—

20081 @O0

0 5 10 15 20 2
C-Section

Figure 14:C-section rates (per 100 births) by wealth quintile

The four quantiles from Q1 to Q4 C-section rates are within the WHO recommended
rate of 10-15%.

For Q5 (richest), the C-section rate is at 19% which is beyond the recommended rate
of 10-15% reflecting elective C-sections.
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Understanding sizes and volumes of facilities where women give birth (HMIS)

e Distribution of facilities offering delivery services by type and ownership

Distribution of facilities offering delivery services by type and ownership, Kenya, 2022, (N=5594)

50
43.2

Percentage (%)

- aQ s 6Q )
291 Public 092 Private o INGOFBO

Figure 15: Distribution of facilities offering delivery services by type and ownership

o Delivery services are more available in public health facilities at 67.8 % compared to
private and NGO/FBO facilities.

o Dispensaries and clinic in public, private and NGO/FBO health facilities are conducting
more deliveries compared to health centers and hospitals.

o More delivery services are conducted in public compared to private and NGO/FBO.
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Figure 16: Yearly deliveries volume by facility ownership and type

(o]

Public hospitals handle most births, including live births and Cesarean sections,
as well as stillbirths compared to other facility types.

Private hospitals also contribute significantly to the number of Cesarean sections
but have lower volumes compared to public hospitals.

NGO/FBO and other health centers contribute relatively less in all categories.

NGO and FBO facilities have relatively low numbers across all categories,
indicating a smaller role in the overall healthcare system for births.

Private facilities show the lowest volumes in all categories, indicating limited
capacity or utilization compared to larger hospitals.

Private hospitals are the second-highest providers of Cesarean sections after
public hospitals, suggesting a significant role in elective or planned C-sections.
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Distribution of births volume across health facilities by type and ownership, Kenya, 2022
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Figure 17:Volume of institutional deliveries by facility type & ownership

o Public Hospitals have the highest volume of deliveries followed by the NGO/FBO
facilities. The lower-level facilities have the least volume, and this is corresponding
to the DHS results which showed that women prefer to deliver in hospitals due to
the availability of specialized services, infrastructure and skilled workforce in case of
complications during the delivery process.

o Both public and private, as well as NGO/FBO facilities, handle significantly fewer
births with less variability.
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Distribution of total births by the volume of births handled by the health facilities each year

Distribution of total births by the volume of births handled by the health facilities each year (lower bar), and
the percentage of facilities by yearly birth volumes (upper bar), Kenya, 2022
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Figure 19: Distribution of yearly births by volume of health facilities, Kenya,2022

o Higher percentage of the facilities 72 %, are conducting births between 1-49, 9.5 % of
the facilities are reporting births between 50-99, while fewer proportions of the
facilities, 4.4 % are conducting births over 400+.

o 11.1 % of the reported livebirths are from facilities with birth volume between 1-49.
While 38.3 % of the livebirth reported are from the facilities with birth volume of 400+.
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C-section volumes by facility ownership (and type)

Distribution of CS volume across health facilities by type and ownership, Kenya, 2022

6,000 .
5,500
5,000
4,500
4,000
3
£ 3500
5 3,000
=]
]
£ 2500 4
z [
2,000 4
1,500
1,000
0

Al == N R N

Figure 20: CS volumes by facility ownership, Kenya,2022

KENYA

o Public Hospitals perform most CS procedures, with high variability and several outliers

indicating significant differences in CS volumes among individual hospitals. This suggests

some public hospitals might be centers for high-risk pregnancies requiring more CS.

o Both public and private health centers, as well as dispensaries, have low and consistent

CS volumes, suggesting limited capacity or preference for referring patients requiring CS

to hospitals.

o Private Hospitals handle a moderate number of CS procedures with less variability than

public hospitals, indicating a substantial but less pronounced role in CS.

o NGO/FBO Facilities perform fewer CS overall, with NGO/FBO hospitals showing some

capacity but much lower than public hospitals.

38



KENYA

Facility C-section rates (per 100 livebirths) by facility type & ownership (public/private).

Cesarean Section rates, Kenya, 2022
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Figure 23: C-section rates (per 100 births) by facility type and ownership (Without Extreme
Values)

o Caesarean sections in Kenya occur in both public and private health facilities. Among the
public facilities offering Caesarean sections services are the comprehensive health
centers and the hospitals.

o Public health centers have the lowest Cs rate across facility ownership i.e in private and
NGO/FBO.
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Distribution of total cesarean sections by the volume of cesarean sections handled by the health facilities each year (lower bar), and
the percentage of facilities by yearly cesarean sections volumes (upper bar), Kenya, 2022
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Figure 24: Distribution of yearly CS volume by health facilities volume capacity, Kenya,2022

o 2.1% of the facilities have Cs volume between 1-49, 4.2 % have Cs volume of 50-99, 10.4
% have Cs volume of 100-199, 14.6 % have Cs volume of 200-399 while 67.7 % have Cs
volume above 400 yearly.
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Maternal mortality, stillbirths and neonatal mortality transition model stages

The following table shows the maternal mortality, stillbirth and neonatal mortality transition
model stages (stage 1 being highest mortality and stage with lowest mortality), with their
median or interquartile range values using empirical data from around 150 countries for
mortality levels and causes, fertility transition, childbirth intervention coverage, health system
inputs and MNH care strategies. For more information on the source of this model, see related
article and related appendix Table 6 below.” Many of these select characteristics of each
mortality transition stage are useful to consider in the synthesis and recommendations from this

study.
Table 6: Summary of mortality transition stages and their characteristics*
Transition stage 1 2 3 4 5
Highest Lowest
mortality mortality
Mortality trends
MMR, per 100,000
. . =700 300-700 100-300 20-100 <20
live births
NMR, per 1000 live
. >45 30-45 15-30 <10-15 <5
births
SBR, per 1000 live
. 35+ 25-35 15-25 10-15 <10
births
Infections, ) Infections Mostly
Infections Health
health and unpreventab
and ) status
status, and . peri-partum le health
Cause of death . peri-partum causes for
peri-partum causes status
patterns L causes mother/
complication . further related
] decline, ) baby
s all major decline, ; deaths
health decline but )
causes health remain

% Boerma T, Campbell OMR, Amouzou A, et al. Maternal mortality, stillbirths, and neonatal mortality: a transition model based
on analyses of 151 countries. The Lancet Global Health 2023;11(7):e1024-e31 doi:
https://doi.org/10.1016/52214-109X(23)00195-X.

% Boerma T, Campbell OMR, Amouzou A, et al. Maternal mortality, stillbirths, and neonatal mortality: a transition model based
on analyses of 151 countries. The Lancet Global Health 2023;11(7):e1024-e31 doi:
https://doi.org/10.1016/52214-109X(23)00195-X. [Appendix, page 29.]
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status more | status more still
important important important
Fertility transition
. ) ) Moderate
Total fertility rate Very high High Moderate Low
to low
) ) Most Most
Abortion policy e -
restrictive permissive
Intervention
coverage
(interquartile
range)
Institutional
. 25-48% 43-75% 57-88% 88-99% Nearly 100%
delivery
Hospital deliveries 11-28% 16-34% 28-68% 76-98% 98-100%
. 30% or
C-sections Below 5% 7-10% 15% 20-30%
more
C-sections among
0-2% 1-3% 2-11% 7-22% 14-29%
the poorest
Health system
inputs
Major
) ) ) Continued
increase in | . ] Core health
. . . increase in
Health workforce Low density | Increasein density, ] workforce
. . density,
(physicians, nurses, | of health nurses and | nurse to due t over 100 per
ue to
midwives) workers midwives physician 10,000
more
ratio . population
. physicians
declining
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Low per Increasing
capita expenditure )
. Very high
expenditure, |, low Same as Same as health
ea
Health financing high out of government | phase ll, phase I, di
spending,
pocket share as % continuing continuing | P OOI;gS
ow
spending of GDP, high
(0O0PS) OOPS
Delivery of MNH care strategies
Expandin
P & Quality and
. access to all, Access/ Access/ ) )
Main challenges . ) Quality reaching
demand quality quality
) poorest
generation
+Universal
) +BEmMONC, + access to
Infection ) o
trol expanding +BEmMONC, | specialized CEmONC
control;
Major MNH ] CEmONC full care; small, and
. . primary/ . .
interventions . for CEmONC sick specialized
essential L .
complicatio newborn small/ sick
MNH care
ns newborn
care

Synthesis of findings

Safety of Child Care

o Dispensaries and clinics across public, private, and NGO/FBO ownership types exhibit

the highest stillbirth rates. This indicates a need for improved infrastructure and

resources at these lower-level facilities.

o Public hospitals have the lowest stillbirth rates, suggesting better handling of

complications and emergencies.

o Over 50% of stillbirths are fresh across all health facility levels and ownership types, with

consistent rates in public facilities. This points to challenges in managing late-stage

complications or delays in seeking care.
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o In Q5 (richest), the CS rate is 19%, exceeding the recommended range and reflecting a
higher prevalence of elective CS, which might imply inequities in access to elective
procedures.

o CS rates from Q1 to Q4 are within the WHO recommended range of 10-15%, indicating
appropriate use of CS in these quintiles.

Equity of Childbirth Care

o Public facilities account for 67.8% of delivery services, reflecting their crucial role in
providing maternal healthcare.

o These facilities conduct fewer deliveries compared to public facilities, indicating less
utilization or capacity.

o Public hospitals handle most CS procedures with considerable variability, suggesting
they are central for high-risk pregnancies and emergencies.

o0 Health centers and dispensaries show low and consistent CS volumes, indicating limited
surgical capacity or a tendency to refer cases to hospitals.

Effectiveness of Childbirth Care

o Public hospitals manage the most significant volumes of births, live births, and CS,
indicating their central role in the healthcare system.

o The lower stillbirth rates and higher CS volumes suggest effective management of
complications and emergency obstetric care.

o Private hospitals are the second-highest providers of CS, especially for elective
procedures, showing their role in planned maternity care.

o NGO/FBO facilities have relatively low birth volumes across all categories, indicating a
smaller but specialized role in the healthcare system.

o Dispensaries and clinics, regardless of ownership, conduct fewer births and have higher
stillbirth rates, pointing to limited capacity and infrastructure for safe childbirth.

Recommendations for future strategies

o Upgrade the infrastructure and provide necessary medical equipment and supplies to
dispensaries and clinics to handle childbirth complications effectively.
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Establish efficient referral systems to ensure timely transfer of high-risk cases from
lower-level facilities to hospitals.

Implement targeted training programs for healthcare workers in dispensaries and clinics
to manage childbirth and address complications.

Promote ongoing professional development and refresher courses for all maternity care
providers to maintain high standards of care.

Ensure an adequate number of skilled healthcare professionals, including midwives and
obstetricians, at lower-level facilities to provide quality care.

Equip all health facilities with the necessary tools and protocols to handle obstetric
emergencies promptly.

Regularly monitor and audit Caesarean section rates to ensure they align with WHO
recommendations and are performed based on medical necessity.

Provide specialized training for surgical teams in lower-level facilities to increase their
capacity to perform Caesarean sections.

Monitor and evaluate maternal and neonatal outcomes to measure the effectiveness of
implemented strategies and interventions.

Future Strategies

(0]

Create integrated maternal and child health programs that address the continuum of
care from pregnancy through childbirth and postpartum.

Engage community health workers in providing education and support to pregnant
women, promoting early and regular antenatal care.

Revise national guidelines to reflect current best practices in maternal and neonatal
care.

Involve local leaders and community organizations in promoting maternal health
awareness and encouraging utilization of healthcare services.

Launch public health campaigns to educate the population on the importance of safe
childbirth practices and available healthcare services.

Evaluate and identify successful models of care and interventions that can be scaled and
replicated across different regions.
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