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EXECUTIVE SUMMARY 

Background 

UNFPA has been working with the Kyrgyz Republic since 1992 to enhance sexual and 

reproductive health and rights, advance gender equality, realize rights and choices for 

young people, and strengthen the generation and use of population data for 

development. 

During the last three years, several analyses and studies have been conducted in 

Kyrgyzstan on areas of policy interest such as the impact of megatrends on reproductive 

health, the impact of COVID-19 on maternal health, the situation on cervical cancer, gaps 

and opportunities in the State programmes relevant to sexual and reproductive health 

issues, and knowledge of, attitudes towards and practice of family planning among the 

religious population. However, these studies have not covered priority interventions on 

maternal health and family planning, which could present very good value for money and 

foster high returns on investment. The Ministry of Health of the Kyrgyz Republic, with 

support from UNFPA, decided to develop an investment case study to identify priority 

health interventions and the resources required to implement them. 

Evaluation objectives and intended audience 

The UNFPA Kyrgyzstan Country Office commissioned this assignment with the following 

scope: (i) customize the appropriate models/tools (e.g. LiST, FamPlan) for estimating the 

cost and impact of the two transformative results; (ii) identify the data needed for input 

into the appropriate models/tools (e.g. intervention coverage, unit costs, method mix); 

(iii) create and run multiple scale-up scenarios to be used in the investment case; (iv) 

analyse and calculate the economic benefits of investing in ending unmet need for family 

planning and ending preventable maternal deaths; and (v) submit the investment case 

for family planning and maternal mortality ratio, developing key advocacy messages on 

the basis of the scenarios identified. 

The document is expected to be used as a planning and financial instrument for 

interaction with policymakers, service providers and other stakeholders in order to 

contribute towards the achievement of national programmes and, more specifically, to 

the Sustainable Development Goals related to maternal health and family planning. 

Methodology 

The development of the investment case is based on the toolkit developed by UNFPA1. 

Following this general approach, the present case has been carried out following a 

stepwise procedure comprising four major steps. The first is the definition of a list of 

essential health interventions. The second is a costing exercise to find out the unit costs 

of each intervention, relying on accounting methods, applying a provider’s perspective, 

including both direct and indirect costs and deploying a bottom-up approach based on 

normative costing. The third is the design of two future scenarios: “business as usual”, 

whereby the number of services increases over time due solely to demographic changes 

 
1 UNFPA, Developing Investment Cases for Transformative Results, January 2021. 
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and the values for both the prevalence of use of contraceptive methods and the coverage 

of maternal health interventions remain constant, and “coverage targets achieved”, 

whereby the prevalence of use of contraceptive methods and the coverage of maternal 

health interventions increase over time. The last step of the exercise is the analysis and 

integration of data, the presentation of results and the formulation of policy 

recommendations. 

The methodological approach was developed as a process involving the systematic 

collection of information regarding maternal health and family planning interventions. The 

methodology incorporated the use of qualitative and quantitative techniques. The 

identification of evidence led to the formulation of findings and recommendations and, to 

avoid the error of causal interpretations, the information was triangulated. 

Main results 

Based on the existing evidence, an additional investment of $45.4 million between 2023 

and 2030, or 10.6 per cent more than business as usual, could enable Kyrgyzstan to 

achieve full coverage of maternal health interventions and end unmet need for family 

planning by 2030. This will have a positive impact on several health indicators. 

✓ By 2030, 115 maternal deaths could be prevented by achieving coverage targets 

(95–98% coverage of maternal health interventions and ending unmet need for family 

planning). This represents a decrease of 17 per cent in the total maternal deaths from 

2023 to 2030. 

 

✓ By 2030, 21,961 abortions could be prevented by achieving coverage targets in 

maternal health and family planning interventions. This represents a decrease of 13 

per cent in the total abortions needed due to unintended pregnancies from 2023 to 

2030. More noteworthy is the estimated reduction in unsafe abortions, which could 

be as much as 45 per cent. 

 

✓ By 2030, 1,651 stillbirths could be prevented by achieving coverage targets. This 

represents a decrease of 13 per cent in the total stillbirths from 2023 to 2030. 

 

✓ By 2030, 405,706 additional unintended pregnancies could be prevented by 

achieving coverage targets. This represents an increase of 17 per cent from 2023 to 

2030. 

 

- Of this additional investment, roughly $12.7 million is attributed to closing the gap in 

unmet family planning needs, $26 million is needed to scale up the coverage of 

maternal health interventions to the whole target population and the rest (15%) 

relates to capital and other recurring costs needed to run the system and maintain 

the infrastructures that provide the services. 

Summary of recommendations 

Recommendation 1: Advocate the increase of resources in the short term and the 

coverage of family planning methods given the evidence of their cost-effectiveness. It is 

recommended that women’s awareness about and education on maternal health and 
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family planning issues is raised to increase demand for modern contraception and 

prevent unintended and high-risk pregnancies. Special attention should be given to 

ensuring the availability and quality of post-abortion services and reducing the unmet 

need for family planning by providing individualized and patient-centred post-abortion 

and preconception care counselling. Policies, clinical guidelines and protocols should be 

updated to eliminate barriers such as the requirement that women and adolescents have 

to be married or receive parental or spousal consent to access contraceptive services. 

Recommendation 2: Institutionalize the costing exercise as a regular practice to inform 

planning and budgeting. It is recommended that Ministry of Health staff are empowered 

with the tool developed during this consultancy for the costing-planning exercise. Create 

a unit or assign a group of individuals to update the projections on a regular basis 

(annually) using Microsoft Excel. 

Recommendation 3: Carry out a baseline assessment of the actual infrastructure in the 

country and compare it with minimum international standards for providing essential 

health interventions. 

Recommendation 4: Prioritize continuing the investment in strengthening integrated 

services and primary health care. The provision of services in primary health-care 

facilities and availability of trained medical staff should be emphasized, as these play a 

key role in preventive and some curative maternal health interventions. The ICM 

Standards for Midwifery Education (2021)2 should be prioritized as an essential pillar of 

national health system efforts to strengthen midwifery by promoting high-quality 

education programmes that train midwives who meet the International Confederation of 

Midwives’ definition. 

Recommendation 5: Once health interventions are delivered, their quality and impact 

should be monitored and evaluated. 

Recommendation 6: Given the steady increase in caesarean sections in Kyrgyzstan, 

especially in private institutions, it is necessary to increase the auditing of private 

providers and their accountability to monitor caesarean sections by indication. It is 

recommended that the data provided in this report on the costs of caesarean sections, 

the target population, population in need and coverage are analysed and that optimal 

caesarean section thresholds are proposed by oblast. 

Recommendation 7: Strategies must be developed to ensure that all abortions are 

correctly registered and/or estimated. The Ministry of Health needs to invest in improving 

access to pre-pregnancy services and counselling, focusing on families with a history of 

chronic diseases as a consequence of unplanned and unwanted pregnancy, and to 

conduct a detailed analysis of reproductive losses before 22 weeks’ gestation, the under-

reporting of induced abortions and the reasons for increased medical indications for 

abortions.  

 
2 International Confederation of Midwives, 2021, Global Standards, available at 

https://www.internationalmidwives.org/our-work/policy-and-practice/global-standards.html  

https://www.internationalmidwives.org/our-work/policy-and-practice/global-standards.html
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1 INTRODUCTION 

On 1 January 2016, countries around the world launched actions to achieve the 17 

Sustainable Development Goals (SDGs) defined in the 2030 Agenda for Sustainable 

Development, which was endorsed by world leaders at the historic United Nations 

conference in September 2015. Over the next 15 years, in order to achieve universally 

applicable new goals, countries will have to intensify their efforts to end poverty in all its 

forms, fight inequality, address climate change and ensure that no one is left behind. 

“Transforming our World: the 2030 Agenda” is the final document, which includes 17 

global goals, 169 related targets and 232 indicators3. 

The Kyrgyz Republic is committed to contributing to the achievement of the global SDGs, 

as well as to tracking indicators of attaining those SDGs4. Over the past 15 years, the 

country has consistently advocated for the elimination of the unmet need for family 

planning, the prevention of maternal deaths and the enjoyment of reproductive rights by 

women and girls. For instance, in 2018, Kyrgyzstan completed the implementation of the 

“Den Sooluk” national health-care reform programme for 2012–2018 and adopted a new 

programme on public health protection and health-care system development for 2019–

2030, “Healthy Person – Prosperous Country”, in accordance with these SDGs. 

However, with its health indicators and current pace of progress, Kyrgyzstan is not on 

track to meet the targets related to the SDGs. Kyrgyzstan has a national target to reduce 

maternal deaths to 23 per 100,000 live births by 2030. Reaching the maternal mortality 

ratio (MMR) targets in Kyrgyzstan will be grounded in a holistic, human rights-based 

approach to sexual, reproductive, maternal and newborn health, and will rest on the 

foundation of health system strengthening that supports effective implementation for 

universal health coverage. Thus, as the year 2030 approaches, there is a need to close 

the gap in resources to implement large-scale programmes and achieve these goals with 

a sense of extraordinary urgency. However, domestic investment, as the most 

sustainable source of investment, requires government spending to be predictable so 

that transformative outcomes on reproductive health, including family planning, can be 

achieved. 

Urgent attention is required by the government and its partners to improve the health 

outcomes of the population, which will also have a direct impact on the population’s 

wealth and well-being. Improving access to family planning services increases young 

women’s years of education and earnings and household savings and assets5, 

subsequently contributing to growth in gross domestic product. In addition, among the 

SDG targets, universal access to contraception has been frequently cited as giving a 

high return on investment. 

 
3 Resolution adopted by the United Nations General Assembly on 25 September 2015. 
4 Decree of the Administration of the President Office No. 867 of 22 December 2015, “On the 

Coordinating Committee for Adaptation, Implementation and Monitoring of the 2030 Sustainable 
Development Goals in the Kyrgyz Republic”.  
5 It also improves maternal and neonatal health, as increasing the time between pregnancies 

better prepares the woman for pregnancy and delivery and reduces the risk of birth complications, 
and maternal deaths in particular.  
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The United Nations also supports programmes promoting human rights and gender 

equality, which are aligned with national priorities such as those contained in the national 

development strategy (2040). Renewed investments to ending unmet need for family 

planning and preventable maternal deaths will directly contribute to the achievement of 

SDGs 3 (ensure healthy lives and promote well-being for all at all ages) and 5 (achieve 

gender equality and empower all women and girls). 

During the last three years, a number of analyses and studies have been conducted in 

Kyrgyzstan on areas of policy interest such as the impact of megatrends on reproductive 

health, the impact of COVID-19 on maternal health, the situation on cervical cancer, gaps 

and opportunities in the State programmes relevant to sexual and reproductive health 

(SRH) issues, and knowledge of, attitude towards and practice of family planning among 

the religious population. 

However, such studies did not cover priority interventions on maternal health and family 

planning, which could represent very good value for money and foster high returns on 

investment. The Ministry of Health of the Kyrgyz Republic, with support from UNFPA, 

decided to develop an investment case study to identify priority health interventions and 

the resources required to implement them. 

The document is expected to be used as a planning and financial instrument for 

interaction with policymakers, service providers and other stakeholders in order to 

contribute to the achievement of national programmes and, more specifically, to the 

SDGs related to maternal health and family planning. 

2 KEY MESSAGES 

By the end of 2020, the population of Kyrgyzstan was 6,637,000, comprising 3,294,000 

males and 3,343,000 females including 1,641,330 women of reproductive age6. 

In that same year, there were an estimated 245,191 pregnant women and 150,602 

deliveries, of which 99.3 per cent occurred in health facilities. Despite this large number 

of institutional deliveries, according to the National Statistical Committee (NSC) of the 

Kyrgyz Republic the MMR for 2020 was 38.67 per 100,000 live births. 

Regarding family planning, in 2020 Kyrgyzstan had an estimated fertility rate of 3.14 

births per woman of reproductive age (between 15 and 49 years) according to the NSC. 

The most recent available data on family planning needs come from the Multiple Indicator 

Cluster Survey (MICS) 2018 and show the following: 

● 39.4 per cent of married women of reproductive age have a satisfied need for family 

planning (24.1% for planning the dates of birth of children and 15.3% for preventing 

unintended pregnancies) 

● 19 per cent of married women of reproductive age have an unmet need for family 

planning 

 
6 Women and men of the Kyrgyz Republic: 2016–2020. Bishkek: 2021. 
7 https://sustainabledevelopment-kyrgyzstan.github.io/3-1-1/. 
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● 67.4 per cent of married women of reproductive age who need family planning satisfy 

this need using modern methods of contraception. 

Progress towards maternal health and family planning targets 

For the present investment case, two different scenarios have been constructed. The 

first is a business-as-usual scenario, whereby the prevalence of contraceptive use and 

coverage of maternal health interventions remain constant during the period and the 

increase in the number of services provided over the time frame 2023–2030 is in 

response solely to demographic changes. In the second scenario, coverage targets are 

achieved and, apart from the increase in the number of services due to demographic 

changes described under the business-as-usual scheme, the prevalence of use of 

contraceptive methods and the coverage of maternal health interventions also increase 

over time to achieve transformative results. 

The business-as-usual scenario, in which the estimated 2020 coverage levels are 

maintained until 2030, predicts 1,063,462 unintended pregnancies, 12,332 stillbirths, and 

694 maternal deaths between 2020 and 2030 (Figure 1). 

An estimated additional investment of $45.4 million over the eight years between 2023 

and 2030, or 10.6 per cent more than business as usual, could enable Kyrgyzstan to 

achieve full coverage of maternal health interventions and eliminate unmet need for 

family planning by 2030. 

However, investment in the family planning package might be expected to rapidly 

generate positive returns. With all other variables remaining constant, and with an 

adjustment of the total number of annual pregnancies and deliveries due to an increase 

in contraceptive use, annual savings would amount to an estimated $5 million by the 

year 2030 and beyond. 

Figure 1. Impact of achieving coverage targets 
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If coverage targets are reached, Kyrgyzstan could achieve and maintain SDG target 3.7 

on universal access to SRH services and SDG target 3.1 on reducing maternal deaths 

to less than 70 per 100,000 live births, which was already achieved at the start of this 

project, as well as the country-specific SDG target of reducing the MMR by two thirds 

from the 2010 levels by 2030, thus contributing to meeting the global SDG. As stated, 

reaching the MMR targets in Kyrgyzstan will be grounded in a holistic, human rights-

based approach to sexual, reproductive, maternal and newborn health, and rests on the 

foundation of health system strengthening that supports the effective implementation of 

universal health coverage. 

 

By 2030, 405,706 additional unintended pregnancies and 1,651 additional 
stillbirths could be prevented (Figure 2). 

Figure 2. Impact of achieving coverage targets on unintended pregnancies, stillbirths and 
maternal deaths 
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Figure 3. Impact of achieving coverage targets on unmet need for family planning 
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This scenario is represented in Figures 4 and 5. 

Figure 4. Estimated resources needed to achieve the transformative results by 2030 compared 
with business as usual, 2020–2030 

 

 

Figure 5. Estimated annual cost and savings considering positive impact of family planning (FP) 
on pregnancy reductions, 2030 
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3 METHODOLOGY 

The development of this country investment case to address ending unmet need for 

family planning and preventable maternal deaths was based on the toolkit for developing 

investment cases for transformative results developed by UNFPA8. 

Following this general approach, the present case was carried out using a stepwise 

procedure comprising four major steps, which are depicted in Figure 6 and briefly 

summarized below. 

Figure 6. Methodological approach for the investment case 

  
Source: own elaboration 

 

3.1 Step 1: defining a list of essential health interventions 

The exercise begins with the definition of a list of essential health interventions. To do 

this, the team customized the list included in Spectrum9, one of the main tools from 

UNFPA’s toolkit, to better align this interventions list with the local context according to 

a set of guiding principles, which are depicted in Figure 7. 

Figure 7. Essential health interventions: guiding principles 

 

 
8 UNFPA’s toolkit Developing Investment Cases for Transformative Results (January 2021). 
9 Spectrum is a suite of easy-to-use policy models that provides policymakers with analytical tools 

to support the decision-making process. Models included in Spectrum are DemProj, FamPlan, 
AIM, LiST, Goals, Resource Needs Model, RAPID, Time, Malaria, STI and NCD. 
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This list was refined based on the assessment and analysis of the maternal health and 

family planning national landscape, so the final set of services will better suit the 

country’s requirements. An exhaustive review of the national protocols and clinical 

standards was conducted. Aimed at incorporating an international and regional 

perspective into the analysis, similar experiences were reviewed to identify interventions 

relevant to the country that could be missing from the original Spectrum list, or, on the 

contrary, spot those services not relevant to the country based on its incidence and 

prevalence patterns, such as those related to malaria. 

To summarize, the main activities undertaken during this phase were as follows: 

• Review of the major demographic and epidemiological characteristics of the Kyrgyz 

population. 

• Identification of the prevalence and incidence rates of the pathologies considered 

most relevant to the current exercise. 

• Analysis of the quality of care and time utilization of maternal health and family 

planning services. 

• Assessment of the availability of physical and human resources in the country, 

including drugs (and their market prices) and the rest of supplies deemed to provide 

health interventions according to the highest quality standards. 

To reach a consensus, several meetings were held with the UNFPA team and national 

and international consultants, as a result of which a list of 33 interventions for maternal 

health and five related to family planning was created. 

It must be pointed out that the family planning interventions refer to the provision of free-

of-charge contraceptives to women of reproductive age who would like to space out or 

limit their number of pregnancies, so each intervention refers to a different contraceptive 

method. Table 1 presents the methods currently used in the country or expected to be 

used there in the near future. 

Table 1. Family planning: essential interventions in Kyrgyzstan 

No. Intervention 

1 Condom – male 

2 Pill – standard daily regimen  

3 Injection every three months (Depo-Provera) 

4 Intrauterine device 

5 Female sterilization 

Source: own elaboration 

 

On the other hand, the definitive list of 33 interventions related to the transformative 

result of ending preventable maternal deaths by 2030 is divided into three sections 

according to the point during the reproductive cycle at which they are provided: 

periconceptual care to non-pregnant women or for pregnancies that do not reach term, 

antenatal care during pregnancy, and intrapartum care during childbirth, which also 

includes postpartum care (Table 2). 
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Table 2. Maternal health: essential interventions 

# Intervention 

Periconceptual care 

1 Folic acid supplementation/fortification 

2 Safe abortion 

3 Post-abortion case management 

4 Ectopic pregnancy case management 

5 Miscarriages 

Antenatal care during pregnancy 

1 ANC counselling (four visits) 

2 Syphilis detection  

3 Syphilis treatment  

4 Iron supplementation in pregnancy 

5 Hypertensive disorder case management (detection) 

6 Hypertensive disorder case management (treatment) 

7 Diabetes case management  

8 Management of eclampsia and pre-eclampsia 

9 Asymptomatic bacteriuria case management 

10 Screening of extragenital diseases  

11 Treatment of gonorrhoea 

12 Treatment of chlamydia 

13 Treatment of trichomoniasis 

14 Cervical cancer screening 

Intrapartum care during childbirth 

1 Clean birth environment 

2 Parenteral administration of anticonvulsants 

3 Antibiotics for preterm or prolonged rupture of membranes 

4 Parenteral administration of antibiotics 

5 Assisted vaginal delivery 

6 Parenteral administration of uterotonics 

7 Manual removal of placenta 

8 Removal of retained products of conception 

9 Induction of labour for pregnancies lasting 41+ weeks 

10 Antenatal corticosteroids for preterm labour 

11 Caesarean delivery 

12 Blood transfusion 

13 Maternal sepsis case management 

14 Labour and delivery management 

Source: own elaboration 

 

3.2 Step 2: costing the list of essential health interventions 

The second step was estimating the unit cost of providing each intervention by 

calculating how much it would cost to provide the intervention to one person. This section 

describes the methodological approach developed to do so. It is split into two parts. First, 

it briefly goes through the theoretical and methodological underpinnings of the exercise, 

and, second, it details the operational pathway for calculating the cost. 

3.2.1 Theoretical and methodological underpinnings 

This section presents an overview of the major decisions along with the rationale behind 

the costing design. Designing a costing methodology is a challenging task since there is 

no one-size-fits-all approach. Every costing exercise is unique in its objectives and scope 

and should be adapted to the context for which it is developed. 
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Concept of cost: the first decision is whether to rely on economics or accounting 

methods. The former use opportunity costs, which are defined as the value of the next 

best forgone alternative use of a resource, whereas the latter measure costs by the 

historical outlay of funds using financial costs, which is a measure of the amount of 

money spent on a given activity, and are represented by market prices. 

The present exercise used accounting methods based on financial costs, since market 

prices can provide reasonably good estimates in a simple and affordable manner. On 

the other hand, estimating opportunity costs requires the assessment of all alternatives, 

which is time and resource consuming. In addition, it is a potential source of rapid 

obsolescence, as the appearance of a new alternative must necessitate a new cost 

calculation, and, ultimately, findings from previous studies could be invalidated. 

Costing perspective: the second important criterion to define was the perspective from 

which the costs are calculated. Providing a health intervention brings about costs to more 

than one entity, such as the society, the health provider, the insurer, the Ministry of Health 

and even the patients. 

Defining the perspective implies establishing the organization(s) whose costs will be 

considered in the calculation. In this case, the costing calculation adopts the provider’s 

perspective. 

Type of costs: when providing a health service, two major types of costs are involved: 

direct and indirect. This distinction comes not from the nature of the item but from its 

relationship with the final product and the possibility of quantifying its contribution in a 

straightforward way. Direct costs are those that are clearly related to an intervention (for 

instance, working staff time in a surgery room), whereas indirect costs are those whose 

traceability is not direct and that require some distribution criteria to link them with a final 

product (hospital or primary health-care utilities or administrative personnel salaries, for 

example). The present exercise considered both direct and indirect costs. 

It is worth mentioning that family planning and maternal health interventions usually also 

have an impact on intangible costs or savings, such as loss or gain of working 

productivity and costs related to disability and premature mortality, which affect not only 

individuals but also families and communities (some examples are family members being 

pulled away from the labour market to provide informal care within the household and 

children being required to leave school prematurely). 

These are the type of costs that are considered when applying a societal perspective, 

and, as indicated, the scope of the exercise is circumscribed to the provider’s 

perspective, since considering societal costs would have necessitated the deployment 

of a much broader methodological approach. However, it is important to bear in mind 

that investing in family planning and maternal health brings about positive returns that 

go far beyond the absence of illness in an individual. 

Methodological approach: with regard to the accounting methods, there are two main 

approaches: top down and bottom up. 
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A top-down approach, also called macro-costing, starts by documenting the total cost of 

the resources consumed by a health-care provider. The provider’s various departments 

are classified into initial, intermediate or final cost centres (for instance, administrative 

and managerial units are considered initial or intermediate, whereas the clinical 

departments responsible for providing the services are final). The result is the average 

cost of resources used to provide services within the department. In this case, the result 

was the average cost of providing an essential health intervention. 

On the other hand, a bottom-up approach – or micro-costing – is intended to directly 

measure the actual quantity of resources consumed by an intervention, attaching a value 

to each of these resources and then summing the unit costs. 

In this case, the exercise followed a bottom-up approach. It is considered that micro-

costing techniques allow greater flexibility in assigning costs to individual interventions. 

Bottom-up approaches tend to be more accurate, as the exact consumption of resources 

linked to a specific activity can be observed more easily, providing more detailed and 

comprehensive costing data. 

However, following a bottom-up approach means that the unit costs of some resources 

consumed may be unknown (clinical professionals at the service level may not deal with 

financial information). There is a limitation of external transferability and generalization 

among health facilities (processes of care may show a high degree of variability), 

challenging the allocation of costs in joint activities. To overcome these concerns, the 

team decided to rely on a bottom-up approach based on normative costing, which is 

a type of methodology appropriate for those cases when detailed service cost information 

is not available or is thought not to be robust. This approach, also known as the costing 

of clinical care pathways, was originally conceived by purchasers to reimburse 

interventions according to clinical guidelines or international standards rather than based 

on how interventions are actually delivered, since the existence of inefficiencies ends up 

increasing the costs of covering their beneficiaries. 

  



 

24 
 

3.2.2 Operational pathway 

The process followed for the costing exercise is depicted in Figure 8. 

Figure 8. Pathway to unit cost estimation 

 

Source: own elaboration 

 

Identification of cost items 

A cost item is an element that consumes resources. To simplify the approach, the items 

are usually classified into homogeneous groups, called cost categories. The following 

two cost categories were considered for the exercise: 

1. Human resources: cost of all wages paid to permanent, contract and temporary 

personnel. Within this category, 14 different professional profiles have been 

considered, from obstetricians/gynaecologists to community health workers. 

2. Drugs and supplies: cost of all drugs and medical consumables used in direct 

patient care and all tests and procedures carried out during the attention episode. 

Calculation of the number of resources consumed 

This step of the procedure focuses solely on direct costs and aims to find out the 

following: 

• Amount of time allocated for each staff member for each intervention (in 

minutes). 

• Quantity of each kind of medicine, medical supplies and diagnostic and 

laboratory tests required to deliver the intervention (in physical units). 

The Spectrum tool includes information on the items listed above. Since these items are 

based on regional and international sources, with type and amount of inputs drawn from 

World Health Organization (WHO) international guidelines and expert advice, it fits 

perfectly into the normative costing approach. Again, and with the aim of enriching 
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intervention-level data with country-specific information, national clinical experts have 

reviewed all parameters, especially those regarding drug availability in the local context. 

Several meetings with experts were held at which data were reviewed comprehensively. 

To facilitate and speed up this process, a spreadsheet was prepared. The formula used 

to calculate the amount of drugs and supplies per case is shown in Figure 9. 

 

Figure 9. Formula for calculating the amount of drugs and supplies10 

 

 

 

For instance, for the preterm or prolonged rupture of membranes (PROM), clinical 

guidelines recommend the administration of two tablets of amoxicillin (250 mg each 

tablet) three times a day over a week, meaning that the total number of units per case is 

42 (2 × 3 × 7). 

 

Attachment of value to the resources consumed 

Both salaries and market prices of drugs and supplies have been provided by the 

national consultants and obtained from official sources. As a result of this step, the direct 

cost of a given intervention comes from summing the costs related to human resources 

and those attached to drugs and supplies. At the same time, for each of these 

components, the cost is the result of multiplying the units per case obtained in step 2 by 

their value (salaries or market prices) (Figure 10). 

 

Figure 10. Formula for calculating direct costs11 

 

 

 

Addition of overheads 

As stated, the total cost of an intervention must also include a component to reflect those 

resources not directly consumed by the intervention but needed to run the system and 

maintain the infrastructure where the service is provided. 

 
10 UNFPA, 2021. 
11 UNFPA, 2021. 
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For each intervention the following parameters are defined: 

1. Number of days/visits needed to provide the intervention. For instance, the provision 

of oral contraceptives to women of reproductive age entails four visits in a year. 

2. Overall distribution of the settings where the intervention is provided. In some cases, 

such as all intrapartum interventions, these are always provided in a hospital. 

Likewise, antenatal check-ups or family planning are considered to be always 

provided in a primary health-care facility. Other interventions, such as the treatment 

of syphilis, are sometimes managed from primary care and sometimes from 

specialized care. 

 

Applying the same rationale as for direct costs, the number of visits/days in each setting 

for each intervention, once known, is multiplied by its value. In this case, the value 

considers capital and other recurrent costs, which have been retrieved from Spectrum. 

The tool defines these cost categories as “the hotel cost portion of both outpatient visits 

and inpatient days, that is, all costs except drugs and laboratory costs”. 

 

3.3 Step 3: designing future scenarios 

The third step of the exercise was calculating the number of services that will be needed 

to meet the transformative results of ending unmet needs of family planning and 

preventing maternal deaths by 2030. This number is the result of the formula in Figure 

11. 

Figure 11. Formula to calculate the number of services12 

 

 

Each of these parameters may be defined as follows: 

• Target population: population on which the health intervention is focused (pregnant 

women, women of reproductive age, etc.) 

• Population in need: the percentage of the target population that requires the 

intervention. This is determined by incidence and prevalence of a condition, as well 

as the treatment guidelines for that condition (for instance, the population in need of 

antenatal care is 100%, as all pregnant women need this). 

• Coverage: the percentage of the population in need who actually receive the service 

(e.g. percentage of skilled birth attendance). 

 
12 UNFPA, 2021. 
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To define these three parameters for each intervention, the team, in a joint effort with 

UNFPA representatives, customized Spectrum’s values according to the national reality. 

The time frame of the investment case is 2023–2030, with 2020 being the baseline data 

year. From this year, two different scenarios have been constructed: 

1. Business as usual: the number of services increases over the time frame 2023–

2030 due solely to demographic changes. The values for both contraceptive use 

prevalence and coverage of maternal health interventions remain constant during the 

period. 

2. Coverage target achieved: in addition to the increase in the number of services due 

to demographic changes, the prevalence of use of contraceptive methods and the 

coverage of maternal health interventions increase over time. 

 

For both scenarios, the policy goal to be reached by 2030 has been discussed and 

agreed with UNFPA in several meetings. Data on family planning unmet needs are taken 

from the MICS 2018 and show that contraceptive prevalence is 39.4 per cent among 

women of reproductive age, whereas unmet need has risen to 19 per cent. Thus, the 

goal to be achieved by 2030 has been set at 58.4 per cent of women of reproductive 

age. The distribution by methods has been done using the current use patterns. 

On the other hand, the goal of coverage for all maternal health interventions has been 

set at 100 per cent. The increase from 2023 to 2030 has been done linearly for both 

transformative results. 

Finally, to obtain the costs associated with each scenario, the number of services 

resulting from the previous calculations has been multiplied by the cost of providing a 

single intervention as obtained in step 2 (Figure 12). 

Figure 12. Formula to obtain total cost per intervention13 

 
  

 
13 UNFPA, 2021. 
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4 CONTEXT 

As of 1 January 2021, the population of Kyrgyzstan was 6,637,000, with 3,294,000 men 

and 3,343,000 women, including 1,641,330 women of reproductive age14. 

The population of Kyrgyzstan is growing solely due to the natural component, whereby 

the increase in the country’s population is provided by a larger number of births than 

deaths. According to the NSC, over the past decade, the birth rate (also known as the 

total fertility rate) in Kyrgyzstan has varied with slight fluctuations around 3.1415 births 

per woman aged 15–49. This indicator’s value should be no lower than 2.1 to ensure 

simple population reproduction. Thus, in Kyrgyzstan, unlike many other CIS countries 

where the birth rate has decreased to the level of simple reproduction, the population is 

characterized by an expanded reproduction. 

The mean age of mothers at the time they give birth has remained constant, at 28 

years16. A woman’s profile based on her birth rate: receives secondary education, 

marries at the age of 18–19, that is, after graduating from high school, and has children 

right away. Higher education-orientated women usually marry after graduating from or 

during their final year at a higher education institution, and they start having children 

immediately afterward. According to the MICS 2018, 41 per cent of women aged 25–29 

years have received higher education, compared with 38 per cent of women aged 30–

34 and 31 per cent of women aged 35–39. In the two older age groups (40–44 and 45–

49), the proportions are only 23 per cent and 17 per cent. In addition, in 2016–201817, 

there were 4.4 births per woman aged 15–49 in rural areas and 3.3 births in urban areas. 

During the period 2016–2020, 19–25 per cent of newborns registered annually at a civil 

registry office were born to women who were not married. Among the children born out 

of wedlock in 2020, 15,000 were registered on the joint application of both parents and 

about 15,000 were registered only at the request of the mother, and it is likely that the 

children in the latter group will be raised in a family without a father. The majority of 

women who give birth to children outside marriage are between the ages of 20 and 3518. 

Data from the NSC and sample surveys show that the number of babies born to girls 

under 17 years of age is small. However, in 2020, the number born to girls aged 17 years, 

who are allowed to marry in exceptional cases, was 12 per 1,000. The majority of 

adolescent childbirths (90 per cent) occur between the ages of 18 (30%) and 19 (60%). 

Moreover, the birth rate among adolescents in the countryside is twice as high as in 

urban areas. 

Kyrgyzstan has a young population: more than one third are children and adolescents 

under the age of 18, and about 60 per cent are under the age of 2919. According to the 

MICS 2018, the birth rate among teenagers has declined from 65 (in MICS 2014) to 50 

 
14 Women and men of the Kyrgyz Republic: 2016–2020. Bishkek: 2021. 
15 National Statistical Committee, 2020. 
16 National Statistical Committee, 2020. 
17MICS 2018, available at https://mics-surveys-
prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey
%20findings/Kyrgyzstan%20MICS%202018_English.pdf. 
18 Civil registry, 2020. 
19 National Statistical Committee, 2020. 

https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
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(in 2018) per 1,000 women of that age (SDG 3.7.2). Teenage birth rates in rural areas 

are twice as high as in urban areas. According to the MICS 2018, about 13 per cent of 

women aged 20–24 had their first formal or civil marriage before the age of 18. A 

maternal age of less than 20 years at first pregnancy is a risk factor for both maternal 

and infant and child mortality. 

Rapid population growth poses a significant challenge in terms of living space. Given the 

republic’s severe lack of sufficient land for comfortable living and economic activities, 

any further growth in population density will create an additional burden on the socio-

economic conditions. Because of the geographical features of Kyrgyzstan, the 

population is concentrated around the centre of the country: the capital region (Bishkek) 

and the adjacent administrative districts of the Chui region, as well as the Osh and Jalal-

Abad regions. The growth of urban development at the expense of agricultural land and 

an increase in the burden on urban infrastructure (transport, sewerage, water supply, 

and the cleaning and processing of garbage and all other types of waste) may be a 

consequence of the population’s concentration in and around the big cities. 

According to the NSC, in 2020 1,678,000 people (about 25% of the population) were 

living below the poverty line, of whom 73.7 per cent resided in rural settlements. The 

level of extreme poverty in 2020 was 0.9 per cent and had increased by 0.4 percentage 

points compared with the previous year. 59,200 people lived below the extreme poverty 

line, of whom 87.2 per cent were residents of rural areas20. 

The health-care system of Kyrgyzstan has faced two main challenges in financing health 

care: the growing costs of fighting COVID-19 and the significantly limited activity of 

economic agents, which has affected State revenues and increased the cost of quality 

medicines and equipment necessary to ensure the functioning of medical institutions. 

In 2020, with the support of UNFPA, the Ministry of Health developed a programme 

budget for the specific measure of “protection of maternal and child health” and allocated 

budgetary measures as part of this to provide contraceptives to women in vulnerable 

population groups. The programme budget includes funding from State or municipal 

programmes, whose distribution is carried out not according to the health sector as a 

whole, but according to the programme principle within the sector. Such targeted 

principles of budget planning are the main tool for increasing the efficiency of public 

health spending, ensuring financial stability and improving people's quality of life. Certain 

activities, such as those related to reproductive, maternal, newborn, child and adolescent 

health, are listed separately and linked to performance measures such as reduced 

maternal mortality and morbidity rates. A performance-based budget makes it possible 

to see what the funds are spent on in a simple manner. For example, the performance 

indicator for contraceptive purchases increased from 3 million soms (equivalent to 

$40,000) in 2018 to 7.2 million soms (equivalent to $88,000) in 202221 for risk categories 

(according to the list of medical and social groups). 

The budget at the regional level should also prioritize the proposed investments in the 

next three years, so-called medium-term expenditure budgeting, to analyse and reflect 

the strategic shift towards ongoing policy and technical activities in priority areas, thereby 

 
20 National Statistical Committee, 2020 
21 Procurement data from the Ministry of Health. 
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ensuring accountability and transparency in the presentation of results. It was found that 

the cost of medicines and medical products on the Kyrgyz market is high compared with 

those available from the UNFPA and other international organizations (Figures 13 and 

14). 

Figure 13. Comparison of procurement values in the Kyrgyz market and from the UNFPA 
catalogue with full coverage of the target group  

 

Figure 14. Comparison of procurement values in the Kyrgyz market and from the UNFPA 
catalogue with full coverage of the target group  

 

Through UNFPA Procurement Services, government can access UNFPA's knowledge 

and purchasing capacity to make the best use of their financial resources . By partnering 

with UNFPA, the Ministry of Health gains access to a wide range of quality-assured 

supplies with prices from manufacturers without a margin.22  

 
22 https://www.unfpaprocurement.org/products 
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In addition to the high cost of medicines and medical products, a system of informal 

payments for services provided in public medical institutions still exists. To address the 

situation in the health-care sector and ensure that the population has access to services 

and financial protection, the government of Kyrgyzstan is implementing the national 

programme “Healthy Person – Prosperous Country” (2019–2030). 

Kyrgyzstan has introduced a State-guaranteed benefit programme (SGBP) that assures 

the rights of citizens to basic types of medical care, with an officially established system 

of co-payments for certain services and examinations and defines the criteria for 

receiving benefits or exemptions from co-payments. The SGBP designates pregnant 

women, women in labour, women experiencing complications during pregnancy and/or 

childbirth, and children under five years of age as eligible for inpatient care completely 

free of charge, with no co-payment required. Since 2015 the Mandatory Health Insurance 

Fund (MHIF) has provided insurance to pregnant women to improve the access of 

uninsured persons (most of whom belong to vulnerable groups) to high-quality 

subsidized medicines. However, according to the MICS 2018, 77 per cent of women are 

not aware of this policy and do not know how to register for benefits. According to the 

MHIF, only 74 per cent of the population is currently covered by compulsory health 

insurance. 

Small intergenerational intervals, high birth rates, a low standard of living and poor 

dietary habits are the main reasons for the wide spread of iron deficiency anaemia 

among women. Tens of thousands of women with this condition are registered annually 

in the country (Table 3). 

Table 3. The incidence of iron deficiency anaemia among women of all ages in Kyrgyzstan23 
(there is no date for WRA)  

Region 
Total number 

2016 2017 2018 2019 2020 

Kyrgyzstan 41,205 40,386 34,922 30,598 17,799 

Batken  2,786 3,718 3,929 2,427 1,501 

Issyk-Kul  3,734 3,262 3,141 2,544 1,556 

Jalal-Abad  5,833 9,554 7,406 5,982 3,798 

Naryn  1,174 1,502 1,002 881 549 

Osh  13,194 8,786 6,054 5,953 3,418 

Talas  584 711 1,060 850 364 

Chui  2,336 3,396 3,541 3,836 1,906 

Bishkek city 3,176 1,981 1,885 1,410 871 

Osh city 8,320 7,476 6,820 6,675 3,807 

RMPO 68 0 84 40 29 

 

Thus, the continuing high birth rate in the republic necessitates the development of a 

State social policy that could harmonize assistance for poor families in order to maintain 

the standard of living and purchasing power of the population, as well as control 

population growth. At present, material support for poor families, with one or more 

children, essentially takes the form of a bonus for the birth of each subsequent child, 

which encourages families to have multiple children and slows down the decline in the 

 
23 National Statistical Committee of the Kyrgyz Republic. Women and Men of the Kyrgyz Republic: 
2016–2020. Bishkek: 2021. 
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birth rate to an optimal level. The republic maintains a model of accelerated family 

formation with small intervals between births, which leads to a deterioration in women 

and children’s health and an increase in gender inequality, as it reduces the involvement 

of women in production activities for a long period, with all of the ensuing consequences 

(loss of qualifications, lower-paid labour, smaller old-age pensions). The provision of 

women of reproductive age with modern methods of contraception, especially hormonal 

preparations, is also unsatisfactory. 

MATERNAL MORTALITY 

Maternal mortality is the death of a woman due to pregnancy (irrespective of the duration 

of pregnancy and the location of death) that occurs during pregnancy or within 42 days 

after its termination from any associated cause, aggravated by the pregnancy or its 

management but not from accidental or incidental causes24. 

Registration of maternal mortality 

Kyrgyzstan has several sources of data on the MMR. As can be seen from Table 4, 

official statistics differ significantly, both among themselves (i.e. those from the Ministry 

of Health of the Kyrgyz Republic and the NSC) and from the data from international 

representative studies. In 2008 the lifetime risk of maternal death among girls was 480 

points, while in 2017 the lifetime risk was 390 points25. 

Table 4. Maternal mortality ratio per 100,000 live births, according to various data sources 
(2011–2020) 

Source 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 

CEH 47.5 50.3 39.2 50.7 38.5 30.3 31.2 29.8 24.8 42.426 

NSC 54.8 49.1 36.0 50.1 38.5 30.3 31.9 28.6 24.8 38.627 

WHO     76.0      

CRMD     44.7      

 

Difference in the data from the Ministry of Health of the Kyrgyz Republic (CEH) and 

the NSC 

The data on maternal mortality differ between the Ministry of Health and the NSC 

because of the difference in the sources. Ministry of Health data are generated at the 

 
24 WHO, International Classification of Diseases 10th Revision, available at 

https://icd.who.int/browse10/2016/en. 
25 United Nations Population Fund, “Lifetime risk of maternal death in Eastern Europe and Central 
Asia”, available at https://eeca.unfpa.org/sites/default/files/pub-pdf/LIFETIME-RISK-MMR-
WEB.pdf. 
26 Open Data Kyrgyzstan, available at https://data.gov.kg/dataset/matepnhckar-
cmepthoctb/resource/79c2fc94-7a58-4986-acec-a00a46993017. 
27 Sustainable Development Kyrgyzstan, available at https://sustainabledevelopment-
kyrgyzstan.github.io/3-1-1/. 

https://eeca.unfpa.org/sites/default/files/pub-pdf/LIFETIME-RISK-MMR-WEB.pdf
https://eeca.unfpa.org/sites/default/files/pub-pdf/LIFETIME-RISK-MMR-WEB.pdf
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onset of maternal mortality and are provided directly by the health-care organization 

within 72 hours of a woman’s death. 

NSC data are generated from cases of maternal mortality that have been registered in 

civil registry offices. According to the law of the Kyrgyz Republic “About acts of civil 

status”, the registration of certain demographic events (including deaths) is declarative 

in nature (i.e. the statement about the fact of death in a registry office is made by relatives 

of the deceased, while the application may be filed only after a certain time), as a result 

of which cases of maternal mortality are not always registered in a timely manner. In 

some years the difference between actual and registered cases in the registry offices 

has reached 13–16, and, as a result, the Ministry of Health uses departmental data for 

its work. 

Since 1999, the Ministry of Health and the NSC have collaborated to improve the quality 

of the country’s data on maternal mortality. Every month, the Ministry of Health (National 

Mother and Child Center at the tertiary level, Health Information Center) collects 

information about women who have died from complications of pregnancy or during 

childbirth or the postpartum period and provides it to the NSC, which clarifies whether 

these cases have been registered in civil registry offices. If a case of maternal death has 

been registered incorrectly (for example because of incorrect coding of the cause of 

death or the absence of an indication of pregnancy/postpartum period in the medical 

certificate of death), specialists at the Ministry of Health, through coordinators of obstetric 

care in regional health centres, work to replace medical certificates of death in the 

regional departments of statistics with the correct ones so that information in the NSC 

country database on mortality can be updated. If the case has not been registered at all, 

explanatory work is carried out with the relatives of the deceased about the need to 

register the death. 

As a result of the work carried out, the difference between the data of the Ministry of 

Health and those of the NSC has significantly decreased. The proportion of maternal 

mortality cases not registered in civil registry offices from 1999 to 2017 was only 3.1 per 

cent. The WHO mission on maternal mortality (2017) recognized this work as a unique 

and progressive experience that can be recommended for use in other countries. 

Difference in the data from the Ministry of Health of the Kyrgyz Republic (CEH) and 

international representative studies conducted in the country 

The Ministry of Health tracks cases of maternal mortality in accordance with the WHO 

definition of “maternal mortality”, not including accidents (injury/poisoning). In studies 

conducted by international organizations, the maternal mortality indicator included data 

on accidents. When large-scale studies were conducted, the so-called “sisterhood 

method” of survey was used, which does not exclude the repeated counting of the same 

case of maternal mortality (taking into account the specifics of central Asian republics, 

where many members of the same family live in the same village), so these results must 

be interpreted with caution. Subsequently, this indicator was excluded from studies in 

central Asian republics. 

Difference in the data from the Ministry of Health of the Kyrgyz Republic (CEH) and 

the CRMD 
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The data from the Confidential Review of Maternal Deaths (CRMD) show the overall 

MMR for two of the years under study (2014 and 2015), and the MMR includes all cases 

of maternal death that occurred in Kyrgyzstan during this period, regardless of the 

citizenship of the deceased woman28. 

Maternal mortality ratio 

Kyrgyzstan managed to stabilize MMR at 24.8 per 100,000 live births in 201929 to achieve 

the SDGs. However, the COVID-19 pandemic has statistically significantly altered the 

overall MMR in the country to 38.6 per 100,000 live births, with about half of these deaths 

(17.5 per 100,000 live births) due to COVID-19 and community-acquired pneumonia, 

according to national sources. 

Equal access to health services 

One important task is to reduce maternal mortality by providing equal opportunities in all 

regions of Kyrgyzstan. As can be seen from Table 5, stabilization of the level of maternal 

mortality is noted in all seven regions of the country and in the cities of Osh and Bishkek; 

however, the difference in indicators continues to be significant, reaching 73.2 per cent 

between the Issyk-Kul region and Bishkek. 

Table 5. Maternal mortality in regions of Kyrgyzstan (NSC, 2016–2020) 30 

Region 
Absolute number Per 100,000 live births 

2016 2017 2018 2019 2020 2016 2017 2018 2019 2020 

Kyrgyzstan 48 49 49 43 61 30.3 31.9 28.6 24.8 38.6 

Batken 6 7 5 4 6 41.9 51.9 33.6 25.8 28.3 

Jalal-Abad 10 16 12 12 16 33.5 53.6 38.2 37.2 53.2 

Issyk-Kul 4 4 8 3 9 34.7 37.0 71.2 28.4 70.4 

Naryn 3 - 7 1 3 43.7 - 105.7 16.6 52.6 

Osh 9 9 7 9 8 24.9 25.6 19.5 25.5 24.5 

Talas  - - - 1 4 - - - 16.6 69.1 

Chui  11 5 4 8 7 47.9 22.9 16.1 32.5 32.2 

Bishkek city 4 3 5 5 5 17.6 13.4 18.0 16.9 19.1 

Osh city 1 5 1 - 3 13.5 64.9 8.3 - 25.2 

 

The structure of causes of maternal mortality 

The structure of causes of maternal mortality in Kyrgyzstan has changed in recent years: 

during the 1990s and early 2000s, hypertensive disorders were in the most common 

cause, and for the 10 years since 2004, bleeding occupied first place. However, since 

2016 extragenital diseases have been the leading cause, accounting for more than 30 

per cent of maternal deaths. It is difficult to judge to what extent official statistics reflect 

the real state of affairs, because the assessment of the level of maternal mortality 

depends not only on the completeness of registration and the timely registration of births 

and deaths, but also on the certain features of coding the cause of death31. 

 
28 The Second Report of Confidential Enquiries into Maternal Death, Kyrgyzstan, 2017. 
29 Sustainable Development Kyrgyzstan, available at https://sustainabledevelopment-
kyrgyzstan.github.io/3-1-1/. 
30 Sustainable Development Kyrgyzstan, available at https://sustainabledevelopment-
kyrgyzstan.github.io/3-1-1/. 
31 The Second Report of Confidential Enquiries into Maternal Death, Kyrgyzstan, 2017 



 

35 
 

In the structure of causes of maternal mortality in 2020, almost half of deaths were from 

other obstetric conditions not classified elsewhere (45.9%), as well as oedema, 

proteinuria and hypertensive disorders during pregnancy, childbirth and the postpartum 

period (26.2%)32. It is important to note the extreme rarity of such causes of maternal 

death as spontaneous abortion or unsuccessful abortion attempt (O07). Over the past 

ten years, there has been just between one and three annual deaths due to these 

causes33. 

As a result of the steps taken to introduce advanced technologies for evidence-based 

perinatal care, there has been a slow downwards trend in maternal mortality, suggesting 

that the target parameters set are quite achievable. However, the quality of services, 

including history taking, health status, timely diagnosis and decision-making regarding 

the maintenance or termination of high-risk pregnancy, can not only provide an additional 

reduction in maternal mortality, but also make a certain contribution to improving 

women’s health in general. 

OUTPATIENT CARE 

Termination of pregnancy (abortion) 

According to the Health Information Center the number of abortions in the country from 

2016 to 2020 decreased from 20,518 to 14,906 per year (Table 6). However, it is worth 

noting that there is an under-reporting of this service, mainly in private institutions. 

Induced abortion is still used as a method of birth control, as evidenced by the increasing 

rate of abortions among women who have already a somatic disease. 

Table 6. Termination of pregnancy (abortion) (NSC, 2016–2020) 

 2016 2017 2018 2019 2020 

Number of abortions (including mini-
abortions), total 

20,518 19,486 19,176 20,172 14,906 

Per 100 births 13.2 12.6 11.9 12.7 9.6 

Of the total number of abortions, in percentages 

Spontaneous 44.7 50.2 37.1 42.7 47.8 

Mini-abortions 34.5 27.0 24.7 22.5 19.3 

Induced 15.4 16.7 29.8 26.9 22.8 

For medical reasons 4.6 5.7 8.0 8.5 9.0 

For social reasons 0.8 0.4 0.3 0.2 0.7 

 

If we consider the distribution of abortions by age group (share of the total number of 

abortions), we can note a decrease in the age group of 15–17 years (by 1.8 times) from 

2016 to 2020. The largest share of abortions (71.3 per cent) occurs in the 20–35 years 

age group34. 

In the structure of abortions, the proportion of spontaneous abortion does not tend to 

decrease. In addition, attention is drawn to the increase in the frequency of abortion for 

medical reasons (Table 6). 

 
32 National Statistical Committee of the Kyrgyz Republic. Women and Men of the Kyrgyz Republic: 

2016–2020. Bishkek: 2021, p. 208. 
33 National Statistical Committee, 2020. 
34 National Statistical Committee, 2020. 
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According to the 2018 MICS, the proportion of women who have had at least one induced 

abortion in their lifetime was 9.7 per cent, with women in rural areas (10.5%) having had 

more induced abortions than women in urban areas (8.6%). The proportion of women 

who have had at least one induced abortion increases with age and reaches its maximum 

value in the age group of 45–49 years (19.5%) (Figure 15). There is no difference in the 

number of abortions depending on the welfare of the respondents. 

Figure 15. Proportion of women who have had at least one induced abortion35 

 

Thus, of all pregnancies during the year, about 40 per cent are terminated before 22 

weeks of gestation, of which almost half (47.8%) are spontaneous abortions. Abortion in 

the country is still a method of birth control. 

Prenatal and postnatal care 

In 2020, 99 per cent of pregnant women received at least one antenatal visit and 96 per 

cent of women who had given birth received postpartum visits within two days of 

discharge from hospital. The high level of iron deficiency anaemia among the population 

means that prophylactic doses of iron supplements are required for all pregnant women, 

even if their haemoglobin level is normal. 

INPATIENT CARE 

Ectopic pregnancy is the primary cause of intra-abdominal bleeding and is one of the 

common causes of infertility (60–80% of women who have had an ectopic pregnancy); 

20–30 per cent of patients have repeated ectopic pregnancy (Table 7). 

 
35 MICS 2018, available at https://mics-surveys-

prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey
%20findings/Kyrgyzstan%20MICS%202018_English.pdf. 
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Table 7. Number of surgeries for ectopic pregnancy36 

Region 2016 2017 2018 2019 2020 

Kyrgyzstan  1,942 1,842 2,031 1,714 1,445 

Batken  69 50 64 66 55 

Jalal-Abad  213 214 228 231 207 

Issyk-Kul  138 120 106 127 119 

Naryn  49 52 48 47 44 

Osh  157 181 143 145 137 

Talas  51 65 69 70 69 

Chui  237 231 237 195 208 

 

Help in labour 

The number of births in 2020 was 158,112, smaller than in 2019 (173,484) and 2018 

(171,149)37. 100 per cent of women in labour were attended by a qualified medical 

worker. 

In Kyrgyzstan, preterm birth is considered to be the birth between 22 and 36+6 weeks' 

gestation (154–258 days) of a fetus weighing 500 grams or more. According to the Health 

information Center, the proportion of preterm births has tended to decrease, so if in 2016 

4.7 per cent of all babies were born prematurely, the average figure in 2020 would be 

4.1 per cent. 

Caesarean section 

In Kyrgyzstan, the frequency of caesarean sections has a consistent upwards trend. Just 

over 20,000 surgeries are performed annually, representing 13.4% of the total number 

of births (Table 8) with indicator level, for example, in Bishkek (19.6%) and Osh (15.9%), 

as well as in republican organizations (33.1%) and private health-care organizations 

(38.0%). 

Table 8. Number of caesarian sections38 

 Region 

Absolute number Percentage of births (%) 

2016 2017 2018 2019 2020 
201
6 

201
7 

201
8 

201
9 

202
0 

Kyrgyzstan 
17,60
3 

17,54
0 

19,39
8 

20,24
0 

20,85
4 

11.1 11.3 12.1 12.7 13.4 

Batken 877 950 986 1,127 1,202 5.8 6.4 6.5 7.4 8.4 

Jalal-Abad 1,870 1,989 2,411 2,416 2,666 6.5 6.9 8.1 8.2 9.2 

Issyk-Kul 1,115 1,178 1,108 1,056 1,127 11.3 12.7 11.8 11.8 12.6 

Naryn 586 604 704 649 674 10.8 11.5 13.5 13.2 13.2 

Osh 1,878 1,912 2,083 1,881 2,442 6.1 6.1 6.6 6.5 7.8 

Talas 435 483 563 518 562 7.8 8.9 10.1 9.6 10.3 

Chui 2,511 2,184 2,233 2,514 2,575 11.6 11.1 11.0 12.7 13.1 

Bishkek city 4,179 4,158 4,480 4,479 4,288 18.1 18.3 18.8 18.7 19.6 

Osh city 1,601 1,268 1,449 1,799 1,219 17.6 15.7 14.7 15.7 15.9 

Republican 
health-care 
organization 

1,812 2,148 2,340 2,468 2,447 28.6 28.4 30.0 31.0 33.1 

 
36 Health Information Center, Ministry of Health 2016–2020. 
37 National Statistical Committee of the Kyrgyz Republic. Women and Men of the Kyrgyz Republic: 

2016–2020. Bishkek: 2021, p. 307. 
38 Health Information Center, Ministry of Health 2016–2020. 



 

38 
 

 Region 

Absolute number Percentage of births (%) 

2016 2017 2018 2019 2020 
201
6 

201
7 

201
8 

201
9 

202
0 

Private health-
care organization 

739 666 1,041 1,333 1,652 36.0 30.9 37.2 39.9 38.0 

 

Recent studies show that the reduction in maternal and neonatal mortality is directly 

affected by the caesarean section rate within 10 per cent. Figure 16 shows that in a 

number of cities the internationally accepted level is significantly exceeded. 

Figure 16. The share of caesarean sections of the total number of births (%), 2020, in 
Kyrgyzstan39 

 

If the caesarean section rate exceeds 10 per cent, maternal and neonatal morbidity and 

mortality do not improve, but the incidence of complications that can lead to disability or 

death increases, especially in settings where there is no capacity to safely perform 

surgery or treat possible complications. So, if at the country level 1 per cent of caesarean 

sections are accompanied by complications, then there are 4.5 times more in Bishkek. If 

at the national level 58.5 per cent of complicated operations end in peritonitis, then the 

share will be 64.4 per cent in Bishkek and 33.3 per cent in Osh (Table 9). 

Table 9. Postoperative complications and peritonitis after caesarean section40 

Region 
Postoperative complications (%) Peritonitis (%) 

2016 2017 2018 2019 2020 2016 2017 2018 2019 2020 

Kyrgyzstan 2.0 2.4 2.2 1.9 1.0 24.3 31.6 75.2 79.9 58.5 

Batken 0.1 1.4 0.2 0.1 0.7 0.0 15.4 100 100  

Jalal-Abad 1.8 3.0 3.2 3.1 0 12.1 15.3 100 100  

Issyk-Kul 0.4 0.8 1.2 1.9 0 25.0 33.3 100 100  

Naryn 0.7 0.7 0.4 0.6 0.3 0.0 0.0 100 100  

Osh 6.1 8.3 6.9 6.9 0 66.7 72.2 49.7 63.6  

Talas 1.8 1.0 2.8 3.9 0 0.0 40.0 68.8 80.0  

Chui 0.2 0.4 0.1 0.3 0.1 20.0 37.5  28.6  

Bishkek city 4.3 4.1 3.7 3.8 4.5 0.0 0.6 86.0 63.9 64.4 

Osh city 0.1 0.0   1.0 100 100   33.3 

Republican 
health-care 
organization 

0.1 0.0 0.1 0.2 0 100 100    

Private health-
care organization 

0.0 0.0  0.3 0 - 0.0    

 
39 National Statistical Committee, 2020. 
40 National Statistical Committee, 2020. 
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FAMILY PLANNING 

Contraceptive use is the most widely used measure of the success of family planning 

programmes. In Kyrgyzstan, there has been a steady decrease in the proportion of 

women using one or another method of modern contraception (Table 10). So, if in 2016 

modern contraceptives were used by 27.9 per cent of women of reproductive age, then 

in 2020 they were used only by 16.3 per cent. 

Table 10. Contraceptive prevalence rate among women of reproductive age41 

Region 2016 2017 2018 2019 2020 

Kyrgyzstan 27.9 25.6 21.8 18.8 16.3 

Batken 2.5 5.4 3.8 3.4 2.4 

Jalal-Abad 29.6 14.0 15.2 13.6 13.5 

Issyk-Kul 26.3 23.4 16.3 16.1 12.3 

Naryn 29.4 27.2 27.6 23.7 21.0 

Osh 21.6 27.0 22.3 16.8 16.6 

Talas 22.2 19.5 17.5 11.5 8.6 

Chui 25.8 23.0 22.2 16.7 13.1 

Bishkek city 36.4 37.8 32.0 35.3 31.5 

Osh city 50.2 53.1 33.9 21.8 8.6 

 

The intrauterine device (IUD) continues to be the most popular form of contraception 

(Figure 17). However, the proportion of people using the IUD decreased from 40.0 per 

cent in 2018 to 34.3 per cent in 2020, which is likely to be related to the COVID-19 

pandemic and the decrease in the supply of contraceptives to the country. The next most 

popular contraceptives are condoms, followed by hormonal oral contraceptives. 

Figure 17. Details of the use of contraceptives by women aged 15–49 years by type (share of 
the total number of women of reproductive age, %)42. 

 

Knowledge about contraceptives and need, satisfaction and its use of Specific 

Contraceptives based on the results of MICS 2018 

As mentioned above, the CEH statistics on the use of contraceptives cannot reflect the 

true prevalence of indicators, so we present the results of the 2018 MICS. 

 
41 Health Information Center, Ministry of Health 2016–2020. 
42 CEH, Ministry of Health, 2020. 
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In the 2018 MICS women aged 15–49 were asked about their awareness of 

contraceptive methods. As can be seen in Figure 18, the largest proportion of women 

knew about the male condom (94.7%), IUD (91.5%) and the pill (89.7%). 

Figure 18. Knowledge of specific contraceptive methods among women aged 15–4943 

 

Unmet needs 

The unmet need for family planning refers to women of reproductive age who are not 

using contraception but would like to delay having or not have another child. The total 

unmet need for family planning increased, according to the MICS 2018, to 33 per cent 

compared with the data from the MICS 2014, when the same indicator was equal to 19.1 

per cent. Of the 4,166 married women aged 15–49 surveyed, 58.4 per cent (2,434) 

indicated that they needed contraception, 62 per cent to plan the timing of their children 

and 38 per cent to limit the number of children44. 

Thus, despite improved knowledge about contraceptive methods, the number of women 

using contraceptives continues to decrease and the unmet need for family planning 

among women of reproductive age continues to increase. The COVID-19 pandemic and 

the epidemiological restrictions associated with it, as well as the cessation of State 

purchases of contraceptives, may have played a decisive role in the data obtained. 

Today, the State should take responsibility for the full protection of the sexual and 

reproductive rights of its citizens, especially those in medical and social risk groups, who 

constitute only 4.4 per cent of the total female population of reproductive age. 

 
43 MICS 2018, available at https://mics-surveys-

prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey

%20findings/Kyrgyzstan%20MICS%202018_English.pdf.  
44 MICS 2018, available at https://mics-surveys-

prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey
%20findings/Kyrgyzstan%20MICS%202018_English.pdf.  

https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/Europe%20and%20Central%20Asia/Kyrgyzstan/2018/Survey%20findings/Kyrgyzstan%20MICS%202018_English.pdf
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SEXUALLY TRANSMITTED INFECTIONS AND HIV 

Sexually transmitted infection (STI) data are poorly recorded in the country, despite the 

fact that more than 30 different bacteria, viruses and parasites are known to be sexually 

transmitted. Together with the above, there is a general trend of a decrease in the level 

of registration of STIs against the background of an increase in the registration of new 

cases of HIV infection, which is most likely not reliable and is a consequence of both the 

deterioration in the detection and registration of STI cases and the outflow of patients to 

private medical centres, which, unfortunately, do not provide complete reporting data to 

the State statistics authorities. 

In Kyrgyzstan, there is low HIV prevalence, which in 2020 amounted to 0.1 per cent of 

the total population. However, the epidemic in the country continues to develop, as 

evidenced by the increase in the number of new cases. Thus, over the past 17 years 

(from 2003 to 2020), the cumulative number of HIV infections has increased by 23.5 

times from 405 to 9,776 (Figure 19). 

Figure 19. Cumulative number of HIV infections45 

 

 

An analysis of statistical data for the entire period since the beginning of the registration 

of HIV infection shows a significant change in the situation by gender. Thus, over the 17 

years, the registration of HIV has decreased by 34 per cent among men and increased 

by the same amount among women. A significant change in the situation has been noted 

since 2012, possibly related to the successful work of harm reduction programmes 

among people who inject drugs, but the group of sexual partners of people who inject 

drugs has not been fully taken into account. This change is due to a significant increase 

in transmission by sex (by 64%) and a decrease in transmission by injection (by 90%). 

An increase in the use of condoms would reduce the risks of sexual transmission. 

  

 
45HIC, Ministry of Health, 1996–2020. 
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5 RESULTS 

5.1 Progress towards maternal health and family planning targets 

A total investment of $475,829,606 from 2023 to 2030 would allow an increase in 

maternal health interventions coverage to 95–98 per cent and eliminate unmet need for 

family planning. The increased coverage of maternal health interventions to 95–98 per 

cent, improved quality of care and the elimination of unmet needs for family planning will 

have a positive impact on several health indicators. 

 

● Maternal deaths 

Total estimated maternal deaths, 

2020–2030 

Business as usual 694 

Coverage target achieved 579 

 

By 2030, 115 maternal deaths could be prevented by achieving coverage targets (95–

98 per cent coverage of maternal health interventions and ending unmet need for family 

planning). This represents a decrease of 17 per cent in total maternal deaths from 2023 

to 2030. 

● Abortions 

 Business as usual 
Coverage target 

achieved 
% 

Total number of abortions 173,606 151,645 –13 

Number of unsafe abortions 17,360 9,517 –45 

Number of safe abortions 156,245 142,127 –9 
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By 2030, 21,961 abortions could be prevented by achieving coverage targets in maternal 

health and family planning interventions. This represents a decrease of 13 per cent in 

total abortions needed of intended pregnancies from 2023 to 2030. More noteworthy is 

the estimated reduction in unsafe abortions, which could drop to 45 per cent. 

● Stillbirths 

Total estimated stillbirths, 2020–2030 

Business as usual 12,332 

Coverage target achieved 10,681 

 

 

By 2030, 1,651 stillbirths could be prevented by achieving coverage targets. This 

represents a decrease of 13 per cent of the total from 2023 to 2030. 

● Maternal mortality ratio (deaths per 100,000 live births) 

According to the NSC46, the 2020 MMR was 38.6 per 100,000 live births (according to 

national data, the MMR was 28.6 in 2018 and 24.8 in 2019). If coverage targets in family 

planning and maternal health interventions are achieved by 2030, the ratio could be 

reduced to 33.23, a decrease of 5.11 points from 2023. It is expected that increasing the 

interventions that impact indirect causes and long-term family planning may allow the 

 
46 National Statistical Committee of the Kyrgyz Republic. Women and Men of the Kyrgyz Republic 
2016–2020. Bishkek, 2021.  
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MMR goal to be set at approximately 18. The national health strategy 2030 states a 

baseline of 38 and a target of 18 by 203047. 

 

● Number of unintended pregnancies averted 

Estimated number of unintended 

pregnancies averted, 2020–2030 

Business as 

usual 
1,972,360  

Coverage target 

achieved 
2,378,066 –17% 

 

 

 

By 2030, 405,706 additional unintended pregnancies could be prevented by achieving 

coverage targets. This represents an increase of 17 per cent from 2023. 

5.2 Resources needed to achieve targets: costing 

Based on the existing evidence, an additional investment of $45.4 million over the eight-

year time frame between 2023 and 2030, or 10.6 per cent more than business as usual, 

could enable Kyrgyzstan to achieve full coverage of maternal health interventions and 

end unmet need for family planning by 2030. 

 
47 https://www.kgma.kg/pdf/postanovlenie-600-ot-20122018g.pdf. 
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Of this additional investment, roughly $12.7 million is attributed to closing the gap of 

unmet needs of family planning, $26 million is needed to scale up the coverage of 

maternal health interventions to the whole target population and the rest (15%) refers to 

capital and other recurring costs needed to run the system and maintain the 

infrastructures where the services are provided. 

It is widely known that providing free-of-charge contraceptive methods to those women 

of reproductive age who would like to space out or limit their pregnancies is a highly cost-

effective intervention. Considering the level of resource consumption at the service 

delivery level and the market prices provided, the investment in the family planning 

package would rapidly generate positive returns. Once the total number of annually 

pregnancies and deliveries is adjusted over time based on the fact that the prevalence 

of contraceptive use increases, one might observe an actual decline of total costs. That 

is to say, the reduction in pregnancies and, consequently, in deliveries would potentially 

generate annual savings of $5 million in the year 2030 and beyond. 

This scenario is represented in Figures 20 and 21. 

Figure 20. Estimated resources needed to achieve the transformative results by 2030 compared 
with business as usual, 2020–2030 
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Figure 21. Estimated annual cost and savings considering positive impact of family planning 
(FP) on pregnancy reductions, 2030 
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Table 11. Costing implications of the investment case: scenario coverage targets achieved  

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 Total 

Business as usual ($) 51,740,138  51,740,138  51,740,138  51,740,138  51,740,138  57,226,683  57,226,683  57,226,683  430,380,737  

Coverage targets 
achieved ($)  

52,929,063  54,117,988  55,306,914  56,495,839  57,684,764  65,116,680  66,431,679  67,746,679  475,829,606  

Difference ($) 1,188,925  2,377,851  3,566,776  4,755,701  5,944,627  7,889,997  9,204,996  10,519,996  45,448,869  

Difference (%) 2.30 4.60 6.89 9.19 11.49 13.79 16.09 18.38 10.56 

Source: own elaboration 
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As stated, the previous figures present the amount of resources needed to achieve the 

coverage targets by the year 2030, taking into account both direct and indirect costs. 

Next, Tables 12 and 13 show a breakdown cost per intervention of this grand total as a 

relevant input for policy prioritization. Tables display the amount of resources needed to 

reach the target per each intervention and also grouped per transformative result. In 

these cases, calculations consider direct costs only, since this will simplify the targeting 

process within a budgeting elaboration framework. 

To sum up, the following can be stated. 

Scenario 1: coverage targets achieved 

Additional resources by type of cost: 

● Direct costs: $38,710,151 

● Indirect costs: $6,738,718 

Additional resources by transformative result: 

● Result 1: unmet needs of family planning: $12,716,484 

● Result 2: maternal health interventions: $25,993,68 

A projection of the scenario adjusted to consider the positive impact on pregnancy 

reductions of increased family planning coverage and mobilized resources is presented 

at the end of this chapter 5.2. 
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Table 12. Family planning: additional resources needed to achieve the transformative result – scenario coverage targets achieved 

Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Diff BAU CTA Diff 

Condom 13.2% 13.2% 19.6% 157,292 188,559 279,488 1,796,559 2,153,681 3,192,257 1,038,577 16,197,036 20,683,934 4,486,898 

Pill – standard daily 
regimen  

2.9% 2.9% 4.3% 34,557 41,426 61,403 2,298,827 2,755,790 4,084,724 1,328,934 20,725,275 26,466,585 5,741,309 

Injection every three 
months (Depo-
Provera) 

0.3% 0.3% 0.4% 3,575 4,285 6,352 76,458 91,657 135,856 44,200 689,315 880,269 190,954 

IUD 19.9% 19.9% 29.5% 237,130 284,266 421,349 765,091 917,177 1,359,470 442,293 6,897,748 8,808,560 1,910,812 

Female sterilization 1.2% 1.2% 1.8% 14,299 17,142 25,408 154,759 185,523 274,988 89,465 1,395,246 1,781,757 386,511 

             12,716,484 

Source: own elaboration 
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Table 13. Maternal health: additional resources needed to achieve the transformative result – scenario coverage targets achieved 

Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Difference 

Periconceptual              

Folic acid 
supplementation 

95.1% 95.1% 100.0% 398,892 478,185 502,823 3,457 4,145 4,358 214 31,171 32,093 923 

Safe abortion 90.0% 90.0% 100.0% 21,162 25,369 28,188 480,657 576,202 640,225 64,022 4,333,404 4,609,997 276,592 

Post-abortion case 
management 

90.0% 90.0% 100.0% 21,162 25,369 28,188 1,567,920 1,879,593 2,088,436 208,844 14,135,722 15,037,976 902,254 

Ectopic pregnancy 
case management 

100.0% 100.0% 100.0% 2,452 2,939 2,939 99,959 119,829 119,829 0 901,186 901,186 0 

Miscarriages 90.0% 90.0% 100.0% 24,274 29,099 32,332 349,340 418,782 465,314 46,531 3,149,508 3,350,535 201,027 

Antenatal care              

Counselling (four 
visits) 

94.3% 94.3% 100.0% 231,215 277,176 293,930 
13,643,46
9 

16,355,52
9 

17,344,14
6 

988,616 123,003,893 127,274,949 4,271,056 

Syphilis detection 83.9% 83.9% 100.0% 205,715 246,608 293,930 123,117 147,591 175,913 28,322 1,109,974 1,232,332 122,357 

Syphilis treatment 100.0% 100.0% 100.0% 49 59 59 332 398 398 0 2,990 2,990 0 

Iron supplementation 
in pregnancy 

89.0% 89.0% 100.0% 88,161 105,686 118,748 2,229,245 2,672,376 3,002,670 330,294 20,097,952 21,524,898 1,426,947 

Hypertensive disorder 
case management 
(detection) 

94.3% 94.3% 100.0% 231,215 277,176 293,930 1,395,993 1,673,490 1,774,645 101,155 12,585,699 13,022,712 437,012 

Hypertensive disorder 
case management 
(treatment) 

100.0% 100.0% 100.0% 55,413 66,428 66,428 5,244,989 6,287,592 6,287,592 0 47,286,656 47,286,656 0 

Diabetes case 
management 

94.3% 94.3% 100.0% 231,215 277,176 293,930 2,831,305 3,394,114 3,599,272 205,159 25,525,876 26,412,209 886,333 

Management of 
eclampsia and pre-
eclampsia 

95.0% 95.0% 100.0% 18,635 22,339 23,514 1,039,046 1,245,589 1,311,146 65,557 9,367,613 9,650,836 283,223 
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Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Difference 

Asymptomatic 
bacteriuria case 
management 

35.0% 35.0% 100.0% 85,817 102,876 293,930 669,660 802,776 2,293,646 1,490,870 6,037,383 12,478,293 6,440,911 

Screening of 
extragenital diseases 

65.0% 65.0% 100.0% 159,374 191,055 293,930 2,460,000 2,949,001 4,536,924 1,587,924 22,178,346 29,038,551 6,860,205 

Treatment of 
gonorrhea 

85.0% 85.0% 100.0% 8,336 9,994 11,757 18,885 22,639 26,634 3,995 170,260 187,520 17,260 

Treatment of 
chlamydia 

75.0% 75.0% 100.0% 16,550 19,840 26,454 319,892 383,480 511,307 127,827 2,884,013 3,436,255 552,242 

Treatment of 
trichomoniasis 

75.0% 75.0% 100.0% 14,711 17,636 23,514 3,594 4,308 5,744 1,436 32,398 38,601 6,204 

Cervical cancer 
screening 

20.0% 20.0% 100.0% 49,038 58,786 293,930 147,463 176,775 883,876 707,101 1,329,462 4,384,306 3,054,844 

Intrapartum              

Clean birth 
environment 

99.3% 99.3% 100.0% 149,548 179,275 180,539 1,711,128 2,051,267 2,065,727 14,460 15,426,822 15,489,293 62,471 

Parenteral 
administration of 
anticonvulsants 

100.0% 100.0% 100.0% 1,205 1,444 1,444 67,491 80,907 80,907 0 608,474 608,474 0 

Antibiotics for PROM 74.5% 74.5% 100.0% 3,815 4,573 6,138 4,620 5,539 7,435 1,896 41,656 49,846 8,191 

Parenteral 
administration of 
antibiotics 

74.5% 74.5% 100.0% 3,590 4,304 5,777 69,130 82,871 111,237 28,365 623,245 745,790 122,545 

Assisted vaginal 
delivery 

100.0% 100.0% 100.0% 452 542 542 6,314 7,569 7,569 0 56,923 56,923 0 

Parenteral 
administration of 
uterotonics 

89.0% 89.0% 100.0% 1,608 1,928 2,166 751 900 1,012 111 6,772 7,253 481 

Manual removal of 
placenta 

100.0% 100.0% 100.0% 2,711 3,250 3,250 7,984 9,571 9,571 0 71,981 71,981 0 

Removal of retained 
products of conception 

100.0% 100.0% 100.0% 1,807 2,166 2,166 35,076 42,049 42,049 0 316,234 316,234 0 
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Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Difference 

Induction of labour for 
pregnancies lasting 
41+ weeks 

100.0% 100.0% 100.0% 2,711 3,250 3,250 13,959 16,734 16,734 0 125,850 125,850 0 

Antenatal 
corticosteroids for 
preterm labour 

90.0% 90.0% 100.0% 4,608 5,524 6,138 10,998 13,184 14,649 1,465 99,152 105,481 6,329 

Caesarean delivery 100.0% 100.0% 100.0% 20,934 25,095 25,095 664,852 797,012 797,012 0 5,994,030 5,994,030 0 

Blood transfusion 100.0% 100.0% 100.0% 4,819 5,777 5,777 85,584 102,596 102,596 0 771,588 771,588 0 

Maternal sepsis case 
management 

100.0% 100.0% 100.0% 753 903 903 65,852 78,942 78,942 0 593,697 593,697 0 

Labour and delivery 
management 

99.3% 99.3% 100.0% 149,548 179,275 180,539 1,486,277 1,781,721 1,794,281 12,560 13,399,665 13,453,927 54,262 

             25,993,668 

Source: own elaboration 
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The unit costs of providing each of the contraceptive methods considered are shown in 

Table 14. 

Table 14. Family planning: unit costs ($) of essential interventions  

Intervention 
Drugs and 
supplies 

Human 
resources 

Total direct 
costs 

Overheads Total costs 

Condom – male 11.4  0.0  11.4  2.7  14.1  

Pill – standard daily 
regimen  

66.5  0.1  66.5  2.7  69.2  

Injection every three 
months  

21.3  0.1  21.4  2.9  24.3  

IUD 3.2  0.1  3.2  2.2  5.4  

Female sterilization 10.7  0.1  10.8  1.5  12.3  

Source: own elaboration 

Table 15 shows the cost of providing each intervention aimed at ending preventable 

maternal deaths by 2030. 

Table 15. Maternal health: unit costs ($) of essential interventions 

Intervention 
Drugs and 
supplies 

Human 
resources 

Total direct 
costs 

Overheads Total costs 

Periconceptual care      

Folic acid 
supplementation/fortification 

0.01  0.00  0.01  0.63  0.64  

Safe abortion 22.68  0.03  22.71  0.75  23.46  

Post-abortion case 
management 

73.78  0.31  74.09  4.96  79.05  

Ectopic pregnancy case 
management 

40.20  0.57  40.77  4.96  45.73  

Miscarriages 14.08  0.31  14.39  0.76  15.15  

Antenatal care during 
pregnancy           

Counselling (four visits) 58.96  0.05  59.01  2.32  61.33  

Syphilis detection  0.58  0.02  0.60  0.63  1.23  

Syphilis treatment  6.75  0.01  6.76  1.48  8.25  

Iron supplementation in 
pregnancy 

25.28  0.01  25.29  2.54  27.82  

Hypertensive disorder case 
management (detection) 

5.95  0.09  6.04  2.97  9.01  

Hypertensive disorder case 
management (treatment) 

94.63  0.02  94.65  0.74  95.39  

Diabetes case management  12.21  0.03  12.25  2.54  14.78  

Management of eclampsia 
and pre-eclampsia 

53.87  1.89  55.76  16.04  71.80  

Asymptomatic bacteriuria case 
management 

7.74  0.06  7.80  1.27  9.07  

Screening of extragenital 
diseases  

15.20  0.24  15.44  2.54  17.97  

Treatment of gonorrhoea 2.20  0.06  2.27  1.90  4.17  
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Intervention 
Drugs and 
supplies 

Human 
resources 

Total direct 
costs 

Overheads Total costs 

Treatment of chlamydia 19.27  0.06  19.33  1.90  21.23  

Treatment of trichomoniasis 0.18  0.06  0.24  1.90  2.15  

Cervical cancer screening 2.97  0.04  3.01  0.63  3.64  

Intrapartum care            

Clean birth environment 11.37  0.07  11.44  2.48  13.92  

Parenteral administration of 
anticonvulsants 

54.13  1.89  56.02  17.36  73.38  

Antibiotics for PROM 1.17  0.04  1.21  2.48  3.69  

Parenteral administration of 
antibiotics 

19.11  0.14  19.25  2.48  21.73  

Assisted vaginal delivery 13.48  0.49  13.97  2.48  16.45  

Parenteral administration of 
uterotonics 

0.45  0.01  0.47  2.48  2.95  

Manual removal of placenta 2.85  0.09  2.95  2.48  5.43  

Removal of retained products 
of conception 

19.31  0.10  19.41  2.48  21.89  

Induction of labour for 
pregnancies 41+ weeks 

5.07  0.08  5.15  2.48  7.63  

Antenatal corticosteroids for 
preterm labour 

2.29  0.09  2.39  2.48  4.87  

Caesarean delivery 30.47  1.28  31.76  17.36  49.12  

Blood transfusion 17.71  0.04  17.76  2.48  20.24  

Maternal sepsis case 
management 

87.08  0.37  87.45  2.48  89.93  

Labour and delivery 
management 

7.84  2.10  9.94  2.48  12.42  

Source: own elaboration 

For the details of costing calculations for direct cost categories, see Annex 2. 

Estimation of heath services 

The last step of the exercise was calculating the number of services expected to be 

provided annually over the time frame 2023–2030 for both scenarios: business as usual 

and the achievement of coverage targets. 

As explained earlier, these figures come from multiplying the target population, 

population in need and coverage for each intervention, whose values for all scenarios 

can be found in Annex 1. 

Tables 16–21 present the number of services provided under each scenario and the 

differences between them. 
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Table 16. Number of services: family planning – business as usual  

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Condom – male 170,481 170,481 170,481 170,481 170,481 188,559 188,559 188,559 

Pill – standard daily regimen  37,454 37,454 37,454 37,454 37,454 41,426 41,426 41,426 

Injection every three months (Depo-
Provera) 

3,875 3,875 3,875 3,875 3,875 4,285 4,285 4,285 

IUD 257,013 257,013 257,013 257,013 257,013 284,266 284,266 284,266 

Female sterilization 15,498 15,498 15,498 15,498 15,498 17,142 17,142 17,142 

Source: own elaboration 

Table 17. Number of services: family planning – coverage target achieved  

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Condom – male 180,757 191,034 201,310 211,586 221,863 256,756 268,122 279,488 

Pill – standard daily regimen  39,712 41,970 44,227 46,485 48,743 56,408 58,906 61,403 

Injection every three months (Depo-
Provera) 

4,108 4,342 4,575 4,809 5,042 5,835 6,094 6,352 

IUD 272,505 287,998 303,490 318,983 334,475 387,078 404,214 421,349 

Female sterilization 16,432 17,367 18,301 19,235 20,169 23,341 24,375 25,408 

Source: own elaboration 

Table 18. Number of services: family planning – differences between scenarios 

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Condom – male 10,276 20,553 30,829 41,106 51,382 68,197 79,563 90,929 

Pill – standard daily regimen  2,258 4,515 6,773 9,031 11,289 14,983 17,480 19,977 

Injection every three months (Depo-
Provera) 

234 467 701 934 1,168 1,550 1,808 2,067 

IUD 15,493 30,985 46,478 61,970 77,463 102,812 119,947 137,083 

Female sterilization 934 1,868 2,803 3,737 4,671 6,200 7,233 8,266 

Source: own elaboration  
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Table 19. Number of services: maternal health – business as usual 

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care         

Folic acid supplementation/fortification 432,339 432,339 432,339 432,339 432,339 478,185 478,185 478,185 

Safe abortion 22,937 22,937 22,937 22,937 22,937 25,369 25,369 25,369 

Post-abortion case management 22,937 22,937 22,937 22,937 22,937 25,369 25,369 25,369 

Ectopic pregnancy case management 2,658 2,658 2,658 2,658 2,658 2,939 2,939 2,939 

Miscarriages 26,309 26,309 26,309 26,309 26,309 29,099 29,099 29,099 

Antenatal care during pregnancy         

Counselling (four visits) 250,602 250,602 250,602 250,602 250,602 277,176 277,176 277,176 

Syphilis detection  222,964 222,964 222,964 222,964 222,964 246,608 246,608 246,608 

Syphilis treatment  53 53 53 53 53 59 59 59 

Iron supplementation in pregnancy 95,553 95,553 95,553 95,553 95,553 105,686 105,686 105,686 

Hypertensive disorder case management (detection) 250,602 250,602 250,602 250,602 250,602 277,176 277,176 277,176 

Hypertensive disorder case management (treatment) 60,060 60,060 60,060 60,060 60,060 66,428 66,428 66,428 

Diabetes case management  250,602 250,602 250,602 250,602 250,602 277,176 277,176 277,176 

Management of eclampsia and pre-eclampsia 20,197 20,197 20,197 20,197 20,197 22,339 22,339 22,339 

Asymptomatic bacteriuria case management 93,013 93,013 93,013 93,013 93,013 102,876 102,876 102,876 

Screening of extragenital diseases  172,738 172,738 172,738 172,738 172,738 191,055 191,055 191,055 

Treatment of gonorrhoea 9,036 9,036 9,036 9,036 9,036 9,994 9,994 9,994 

Treatment of chlamydia 17,938 17,938 17,938 17,938 17,938 19,840 19,840 19,840 

Treatment of trichomoniasis 15,945 15,945 15,945 15,945 15,945 17,636 17,636 17,636 

Cervical cancer screening 53,150 53,150 53,150 53,150 53,150 58,786 58,786 58,786 

Intrapartum care during childbirth         

Clean birth environment 162,087 162,087 162,087 162,087 162,087 179,275 179,275 179,275 

Parenteral administration of anticonvulsants 1,306 1,306 1,306 1,306 1,306 1,444 1,444 1,444 

Antibiotics PROM 4,135 4,135 4,135 4,135 4,135 4,573 4,573 4,573 

Parenteral administration of antibiotics 3,891 3,891 3,891 3,891 3,891 4,304 4,304 4,304 

Assisted vaginal delivery 490 490 490 490 490 542 542 542 

Parenteral administration of uterotonics 1,743 1,743 1,743 1,743 1,743 1,928 1,928 1,928 

Manual removal of placenta 2,938 2,938 2,938 2,938 2,938 3,250 3,250 3,250 

Removal of retained products of conception 1,959 1,959 1,959 1,959 1,959 2,166 2,166 2,166 

Induction of labour for pregnancies 41+ weeks 2,938 2,938 2,938 2,938 2,938 3,250 3,250 3,250 

Antenatal corticosteroids for preterm labour 4,995 4,995 4,995 4,995 4,995 5,524 5,524 5,524 

Caesarean delivery 22,689 22,689 22,689 22,689 22,689 25,095 25,095 25,095 

Blood transfusion 5,223 5,223 5,223 5,223 5,223 5,777 5,777 5,777 

Maternal sepsis case management 816 816 816 816 816 903 903 903 

Labour and delivery management 162,087 162,087 162,087 162,087 162,087 179,275 179,275 179,275 

Source: own elaboration 
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Table 20. Number of services: maternal health – coverage target achieved  

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care         

Folic acid supplementation/fortification 435,124 437,908 440,693 443,477 446,262 496,663 499,743 502,823 

Safe abortion 23,255 23,574 23,893 24,211 24,530 27,483 27,836 28,188 

Post-abortion case management 23,255 23,574 23,893 24,211 24,530 27,483 27,836 28,188 

Ectopic pregnancy case management 2,658 2,658 2,658 2,658 2,658 2,939 2,939 2,939 

Miscarriages 26,675 27,040 27,405 27,771 28,136 31,524 31,928 32,332 

Antenatal care during pregnancy         

Counselling (four visits) 252,496 254,389 256,283 258,176 260,070 289,742 291,836 293,930 

Syphilis detection  228,313 233,661 239,009 244,357 249,705 282,100 288,015 293,930 

Syphilis treatment  53 53 53 53 53 59 59 59 

Iron supplementation in pregnancy 97,029 98,506 99,982 101,458 102,934 115,482 117,115 118,748 

Hypertensive disorder case management (detection) 252,496 254,389 256,283 258,176 260,070 289,742 291,836 293,930 

Hypertensive disorder case management (treatment) 60,060 60,060 60,060 60,060 60,060 66,428 66,428 66,428 

Diabetes case management  252,496 254,389 256,283 258,176 260,070 289,742 291,836 293,930 

Management of eclampsia and pre-eclampsia 20,330 20,463 20,596 20,729 20,861 23,220 23,367 23,514 

Asymptomatic bacteriuria case management 114,605 136,197 157,789 179,381 200,973 246,167 270,048 293,930 

Screening of extragenital diseases  184,364 195,991 207,617 219,244 230,870 268,211 281,071 293,930 

Treatment of gonorrhoea 9,235 9,434 9,633 9,833 10,032 11,316 11,537 11,757 

Treatment of chlamydia 18,686 19,433 20,180 20,928 21,675 24,800 25,627 26,454 

Treatment of trichomoniasis 16,609 17,274 17,938 18,603 19,267 22,045 22,780 23,514 

Cervical cancer screening 79,725 106,300 132,875 159,450 186,025 235,144 264,537 293,930 

Intrapartum care during childbirth         

Clean birth environment 162,230 162,373 162,516 162,659 162,801 180,223 180,381 180,539 

Parenteral administration of anticonvulsants 1,306 1,306 1,306 1,306 1,306 1,444 1,444 1,444 

Antibiotics for PROM 4,312 4,488 4,665 4,842 5,019 5,747 5,943 6,138 

Parenteral administration of antibiotics 4,058 4,224 4,391 4,557 4,724 5,409 5,593 5,777 

Assisted vaginal delivery 490 490 490 490 490 542 542 542 

Parenteral administration of uterotonics 1,770 1,797 1,824 1,851 1,878 2,107 2,137 2,166 

Manual removal of placenta 2,938 2,938 2,938 2,938 2,938 3,250 3,250 3,250 

Removal of retained products of conception 1,959 1,959 1,959 1,959 1,959 2,166 2,166 2,166 

Induction of labour for pregnancies 41+ weeks 2,938 2,938 2,938 2,938 2,938 3,250 3,250 3,250 

Antenatal corticosteroids for preterm labour 5,064 5,134 5,203 5,272 5,342 5,985 6,062 6,138 

Caesarean delivery 22,689 22,689 22,689 22,689 22,689 25,095 25,095 25,095 

Blood transfusion 5,223 5,223 5,223 5,223 5,223 5,777 5,777 5,777 

Maternal sepsis case management 816 816 816 816 816 903 903 903 

Labour and delivery management 162,230 162,373 162,516 162,659 162,801 180,223 180,381 180,539 

Source: own elaboration 
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Table 21. Number of services: maternal health – differences between scenarios48 (coverage-target-achieved scenario not adjusted for family planning)  

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care         

Folic acid supplementation/fortification 2,785 5,569 8,354 11,138 13,923 18,479 21,559 24,638 

Safe abortion 319 637 956 1,274 1,593 2,114 2,466 2,819 

Post-abortion case management 319 637 956 1,274 1,593 2,114 2,466 2,819 

Ectopic pregnancy case management 0 0 0 0 0 0 0 0 

Miscarriages 365 731 1,096 1,462 1,827 2,425 2,829 3,233 

Antenatal care during pregnancy         

Counselling (four visits) 1,893 3,787 5,680 7,574 9,467 12,566 14,660 16,754 

Syphilis case management  5,348 10,696 16,045 21,393 26,741 35,492 41,407 47,323 

Iron supplementation in pregnancy 0 0 0 0 0 0 0 0 

Hypertensive disorder case management  1,476 2,952 4,429 5,905 7,381 9,797 11,429 13,062 

Diabetes case management  1,893 3,787 5,680 7,574 9,467 12,566 14,660 16,754 

Management of eclampsia and pre-eclampsia 0 0 0 0 0 0 0 0 

Asymptomatic bacteriuria case management 1,893 3,787 5,680 7,574 9,467 12,566 14,660 16,754 

Screening of extragenital diseases  133 266 399 532 664 882 1,029 1,176 

Treatment of gonorrhoea 21,592 43,184 64,777 86,369 107,961 143,291 167,173 191,055 

Treatment of chlamydia 11,627 23,253 34,880 46,506 58,133 77,157 90,016 102,876 

Treatment of trichomoniasis 199 399 598 797 997 1,323 1,543 1,764 

Cervical cancer screening 747 1,495 2,242 2,990 3,737 4,960 5,787 6,613 

Intrapartum care during childbirth         

Clean birth environment 143 286 428 571 714 948 1,106 1,264 

Parenteral administration of anticonvulsants 0 0 0 0 0 0 0 0 

Antibiotics for PROM 177 354 531 708 885 1,174 1,370 1,565 

Parenteral administration of antibiotics 166 333 499 666 832 1,105 1,289 1,473 

Assisted vaginal delivery 0 0 0 0 0 0 0 0 

Parenteral administration of uterotonics 27 54 81 108 135 179 209 238 

Manual removal of placenta 0 0 0 0 0 0 0 0 

Removal of retained products of conception 0 0 0 0 0 0 0 0 

Induction of labour for pregnancies 41+ weeks 0 0 0 0 0 0 0 0 

Antenatal corticosteroids for preterm labour 69 139 208 277 347 460 537 614 

Caesarean delivery 0 0 0 0 0 0 0 0 

Blood transfusion 0 0 0 0 0 0 0 0 

Maternal sepsis case management 0 0 0 0 0 0 0 0 

 
48Few interventions present the same number of services under both scenarios (and, as such, the difference between the scenarios is equal to zero). This 
happens in those cases where the current coverage for the baseline year is already 100%, so in both scenarios the increase in the number of services is in 
response solely to demographic reasons.     
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Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Labour and delivery management 143 286 428 571 714 948 1,106 1,264 

Source: own elaboration 
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The increase in the number of services presented in the previous section will have an 

impact on both public health outcomes and the amount of resources needed to provide 

the list of essential health interventions. 

The increase in resources needed is the result of a larger number of services to be 

provided to the population. The previous section provides a detailed breakdown of the 

additional number of services per intervention that will be needed to reach the targeted 

coverage. Since it is feasible to assume that budget constraints will not enable all policy 

goals to be reached or, at the very least, not at all of them to be reached at the same 

time, some degree of prioritization will necessarily be applied. This section proposes a 

rationale for this process. 

 

 

 



 

 
61 

 

Scenario 2: projection of the coverage targets achieved adjusted considering a positive impact of increased family planning coverage and 

resources mobilized on pregnancy reductions during the years analysed 

Additional resources by type of cost: 

● Direct costs: –$26,666,151 

● Indirect costs: –$1,366,393 

Additional resources by transformative result: 

● Result 1: unmet needs of family planning: $12,716,484 

● Result 2: maternal health interventions: –$39,382,635 

Table 22. Costing implications of the investment case: scenario 2, coverage targets achieved adjusted considering positive impact of family planning on pregnancy 
reductions 

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 Total 

Business as usual ($) 51,740,138  51,740,138  51,740,138  51,740,138  51,740,138  57,226,683  57,226,683  57,226,683  430,380,737  

Coverage targets 
achieved ($)  

47,571,084  48,667,748  49,764,411  50,861,074  51,957,738  50,098,486  51,175,379  52,252,272  402,348,193  

Difference ($) –4,169,053  –3,072,390  –1,975,727  –879,063  217,600  –7,128,197  –6,051,304  –4,974,410  –28,032,544  

Difference (%) –8.06 –5.94 –3.82 –1.70 0.42 –12.46 –10.57 –8.69 –6.51 

Source: own elaboration 
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Table 23. Maternal health: additional resources needed to achieve the transformative result – coverage targets achieved adjusted considering positive impact of family 
planning on pregnancy reductions 

Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Differ 

Periconceptual              

Folic acid 
supplementation 

95.1% 95.1% 100.0% 398,892 478,185 502,823 3,457 4,145 4,358 214 31,171 32,093 923 

Safe abortion 90.0% 90.0% 100.0% 21,162 25,369 20,455 480,657 576,202 464,586 –111,617 4,333,404 3,770,648 –562,757 

Post-abortion case 
management 

90.0% 90.0% 100.0% 21,162 25,369 20,455 1,567,920 1,879,593 1,515,495 –364,098 14,135,722 12,299,989 –1,835,733 

Ectopic pregnancy 
case management 

100.0% 100.0% 100.0% 2,452 2,939 2,133 99,959 119,829 86,955 –32,874 901,186 738,875 –162,311 

Miscarriages 90.0% 90.0% 100.0% 24,274 29,099 23,462 349,340 418,782 337,660 –81,123 3,149,508 2,740,498 –409,010 

Antenatal care              

Counselling (four 
visits) 

94.3% 94.3% 100.0% 231,215 277,176 213,293 13,643,469 16,355,529 12,585,954 –3,769,575 123,003,893 104,211,909 –18,791,984 

Syphilis detection 83.9% 83.9% 100.0% 205,715 246,608 213,293 123,117 147,591 127,653 –19,938 1,109,974 1,006,375 –103,599 

Syphilis treatment 100.0% 100.0% 100.0% 49 59 43 332 398 288 –109 2,990 2,451 –538 

Iron 
supplementation in 
pregnancy 

89.0% 89.0% 100.0% 88,161 105,686 86,171 2,229,245 2,672,376 2,178,917 –493,459 20,097,952 17,601,395 –2,496,557 

Hypertensive 
disorder case 
management 
(detection) 

94.3% 94.3% 100.0% 231,215 277,176 213,293 1,395,993 1,673,490 1,287,789 –385,701 12,585,699 10,662,913 –1,922,787 

Hypertensive 
disorder case 
management 
(treatment) 

100.0% 100.0% 100.0% 55,413 66,428 48,204 5,244,989 6,287,592 4,562,654 –1,724,938 47,286,656 38,769,927 –8,516,729 

Diabetes case 
management 

94.3% 94.3% 100.0% 231,215 277,176 213,293 2,831,305 3,394,114 2,611,848 –782,266 25,525,876 21,626,147 –3,899,729 
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Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Differ 

Management of 
eclampsia and pre-
eclampsia 

95.0% 95.0% 100.0% 18,635 22,339 17,063 1,039,046 1,245,589 951,446 –294,142 9,367,613 7,903,372 –1,464,241 

Asymptomatic 
bacteriuria case 
management 

35.0% 35.0% 100.0% 85,817 102,876 213,293 669,660 802,776 1,664,407 861,631 6,037,383 10,020,116 3,982,734 

Screening of 
extragenital 
diseases 

65.0% 65.0% 100.0% 159,374 191,055 213,293 2,460,000 2,949,001 3,292,265 343,264 22,178,346 23,584,012 1,405,666 

Treatment of 
gonorrhea 

85.0% 85.0% 100.0% 8,336 9,994 8,532 18,885 22,639 19,327 –3,312 170,260 153,182 –17,079 

Treatment of 
chlamydia 

75.0% 75.0% 100.0% 16,550 19,840 19,196 319,892 383,480 371,035 –12,445 2,884,013 2,799,288 –84,725 

Treatment of 
trichomoniasis 

75.0% 75.0% 100.0% 14,711 17,636 17,063 3,594 4,308 4,168 –140 32,398 31,446 –952 

Cervical cancer 
screening 

20.0% 20.0% 100.0% 49,038 58,786 213,293 147,463 176,775 641,394 464,619 1,329,462 3,494,708 2,165,247 

Intrapartum              

Clean birth 
environment 

99.3% 99.3% 100.0% 149,548 179,275 131,010 1,711,128 2,051,267 1,499,016 –552,251 15,426,822 12,697,496 –2,729,326 

Parenteral 
administration of 
anticonvulsants 

100.0% 100.0% 100.0% 1,205 1,444 1,048 67,491 80,907 58,711 –22,196 608,474 498,883 –109,591 

Antibiotics for 
PROM 

74.5% 74.5% 100.0% 3,815 4,573 4,454 4,620 5,539 5,395 –144 41,656 40,601 –1,055 

Parenteral 
administration of 
antibiotics 

74.5% 74.5% 100.0% 3,590 4,304 4,192 69,130 82,871 80,720 –2,151 623,245 607,458 –15,787 

Assisted vaginal 
delivery 

100.0% 100.0% 100.0% 452 542 393 6,314 7,569 5,492 –2,076 56,923 46,671 –10,252 

Parenteral 
administration of 
uterotonics 

89.0% 89.0% 100.0% 1,608 1,928 1,572 751 900 734 –166 6,772 5,931 –841 

Manual removal of 
placenta 

100.0% 100.0% 100.0% 2,711 3,250 2,358 7,984 9,571 6,945 –2,626 71,981 59,017 –12,964 



 

 
64 

 

Interventions 

Coverage Number of services Costs ($) 

Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 
Baseline 
(2022) 

2030 Time frame 2023–2030 

BAU CTA BAU CTA BAU CTA Differ BAU CTA Differ 

Removal of 
retained products 
of conception 

100.0% 100.0% 100.0% 1,807 2,166 1,572 35,076 42,049 30,513 –11,536 316,234 259,278 –56,956 

Induction of labour 
for pregnancies 
lasting 41+ weeks 

100.0% 100.0% 100.0% 2,711 3,250 2,358 13,959 16,734 12,143 –4,591 125,850 103,183 –22,667 

Antenatal 
corticosteroids for 
preterm labour 

90.0% 90.0% 100.0% 4,608 5,524 4,454 10,998 13,184 10,630 –2,554 99,152 86,276 –12,876 

Caesarean delivery 100.0% 100.0% 100.0% 20,934 25,095 18,210 664,852 797,012 578,360 –218,652 5,994,030 4,914,454 –1,079,576 

Blood transfusion 100.0% 100.0% 100.0% 4,819 5,777 4,192 85,584 102,596 74,450 –28,146 771,588 632,618 –138,970 

Maternal sepsis 
case management 

100.0% 100.0% 100.0% 753 903 655 65,852 78,942 57,285 –21,657 593,697 486,767 –106,930 

Labour and 
delivery 
management 

99.3% 99.3% 100.0% 149,548 179,275 131,010 1,486,277 1,781,721 1,302,038 –479,683 13,399,665 11,028,985 –2,370,680 

             –39,382,635 

Source: own elaboration 
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Table 24. Number of services: maternal health – coverage targets achieved adjusted considering positive impact of family planning on pregnancy reductions 

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care         

Folic acid supplementation/fortification 435,124 437,908 440,693 443,477 446,262 496,663 499,743 502,823 

Safe abortion 20,521 20,802 21,083 21,365 21,646 19,943 20,199 20,455 

Post-abortion case management 20,521 20,802 21,083 21,365 21,646 19,943 20,199 20,455 

Ectopic pregnancy case management 2,345 2,345 2,345 2,345 2,345 2,133 2,133 2,133 

Miscarriages 23,538 23,861 24,183 24,506 24,828 22,876 23,169 23,462 

Antenatal care during pregnancy         

Counselling (four visits) 222,809 224,480 226,150 227,821 229,492 210,254 211,774 213,293 

Syphilis detection  201,469 206,188 210,908 215,627 220,346 204,708 209,001 213,293 

Syphilis treatment  47 47 47 47 47 43 43 43 

Iron supplementation in pregnancy 85,621 86,924 88,227 89,529 90,832 83,801 84,986 86,171 

Hypertensive disorder case management (detection) 222,809 224,480 226,150 227,821 229,492 210,254 211,774 213,293 

Hypertensive disorder case management (treatment) 52,998 52,998 52,998 52,998 52,998 48,204 48,204 48,204 

Diabetes case management  222,809 224,480 226,150 227,821 229,492 210,254 211,774 213,293 

Management of eclampsia and pre-eclampsia 17,940 18,057 18,174 18,291 18,409 16,850 16,957 17,063 

Asymptomatic bacteriuria case management 101,130 120,184 139,237 158,291 177,344 178,633 195,963 213,293 

Screening of extragenital diseases  162,688 172,947 183,207 193,466 203,726 194,630 203,962 213,293 

Treatment of gonorrhoea 8,149 8,325 8,501 8,677 8,853 8,212 8,372 8,532 

Treatment of chlamydia 16,489 17,148 17,808 18,467 19,127 17,997 18,597 19,196 

Treatment of trichomoniasis 14,657 15,243 15,829 16,415 17,002 15,997 16,530 17,063 

Cervical cancer screening 70,351 93,802 117,252 140,703 164,153 170,635 191,964 213,293 

Intrapartum care during childbirth         

Clean birth environment 143,156 143,282 143,408 143,534 143,660 130,781 130,895 131,010 

Parenteral administration of anticonvulsants 1,152 1,152 1,152 1,152 1,152 1,048 1,048 1,048 

Antibiotics for PROM 3,805 3,961 4,117 4,273 4,429 4,170 4,312 4,454 

Parenteral administration of antibiotics 3,581 3,728 3,875 4,022 4,168 3,925 4,059 4,192 

Assisted vaginal delivery 432 432 432 432 432 393 393 393 

Parenteral administration of uterotonics 1,562 1,586 1,610 1,633 1,657 1,529 1,551 1,572 

Manual removal of placenta 2,593 2,593 2,593 2,593 2,593 2,358 2,358 2,358 

Removal of retained products of conception 1,728 1,728 1,728 1,728 1,728 1,572 1,572 1,572 

Induction of labour for pregnancies 41+ weeks 2,593 2,593 2,593 2,593 2,593 2,358 2,358 2,358 

Antenatal corticosteroids for preterm labour 4,469 4,530 4,591 4,652 4,714 4,343 4,399 4,454 

Caesarean delivery 20,021 20,021 20,021 20,021 20,021 18,210 18,210 18,210 

Blood transfusion 4,609 4,609 4,609 4,609 4,609 4,192 4,192 4,192 

Maternal sepsis case management 720 720 720 720 720 655 655 655 

Labour and delivery management 143,156 143,282 143,408 143,534 143,660 130,781 130,895 131,010 

Source: own elaboration  
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Table 25. Number of services: maternal health, differences between scenarios – coverage targets achieved adjusted considering positive impact of family planning on 
pregnancy reductions 

Intervention 2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care         

Folic acid supplementation/fortification 2,785 5,569 8,354 11,138 13,923 18,479 21,559 24,638 

Safe abortion –2,416 –2,135 –1,853 –1,572 –1,291 –5,426 –5,170 –4,914 

Post-abortion case management –2,416 –2,135 –1,853 –1,572 –1,291 –5,426 –5,170 –4,914 

Ectopic pregnancy case management –312 –312 –312 –312 –312 –806 –806 –806 

Miscarriages –2,771 –2,448 –2,126 –1,804 –1,481 –6,223 –5,930 –5,637 

Antenatal care during pregnancy         

Counselling (four visits) –27,794 –26,123 –24,452 –22,781 –21,110 –66,922 –65,403 –63,883 

Syphilis case management  –21,495 –16,776 –12,057 –7,337 –2,618 –41,899 –37,607 –33,314 

Iron supplementation in pregnancy –6 –6 –6 –6 –6 –16 –16 –16 

Hypertensive disorder case management  –9,932 –8,629 –7,327 –6,024 –4,721 –21,885 –20,700 –19,515 

Diabetes case management  –27,794 –26,123 –24,452 –22,781 –21,110 –66,922 –65,403 –63,883 

Management of eclampsia and pre-eclampsia –7,061 –7,061 –7,061 –7,061 –7,061 –18,224 –18,224 –18,224 

Asymptomatic bacteriuria case management –27,794 –26,123 –24,452 –22,781 –21,110 –66,922 –65,403 –63,883 

Screening of extragenital diseases  –2,257 –2,140 –2,023 –1,906 –1,788 –5,489 –5,382 –5,275 

Treatment of gonorrhoea 8,118 27,171 46,225 65,278 84,332 75,758 93,088 110,418 

Treatment of chlamydia –10,050 210 10,469 20,729 30,988 3,576 12,907 22,239 

Treatment of trichomoniasis –886 –711 –535 –359 –183 –1,782 –1,622 –1,462 

Cervical cancer screening –1,450 –790 –130 529 1,189 –1,844 –1,244 –644 

Intrapartum care during childbirth         

Clean birth environment –18,931 –18,805 –18,679 –18,553 –18,427 –48,494 –48,380 –48,265 

Parenteral administration of anticonvulsants –154 –154 –154 –154 –154 –396 –396 –396 

Antibiotics for PROM –330 –174 –18 138 294 –403 –261 –119 

Parenteral administration of antibiotics –311 –164 –17 130 277 –379 –245 –112 

Assisted vaginal delivery –58 –58 –58 –58 –58 –149 –149 –149 

Parenteral administration of uterotonics –181 –157 –134 –110 –86 –399 –378 –356 

Manual removal of placenta –345 –345 –345 –345 –345 –892 –892 –892 

Removal of retained products of conception –230 –230 –230 –230 –230 –594 –594 –594 

Induction of labour for pregnancies 41+ weeks –345 –345 –345 –345 –345 –892 –892 –892 

Antenatal corticosteroids for preterm labour –526 –465 –404 –342 –281 –1,182 –1,126 –1,070 

Caesarean delivery –2,668 –2,668 –2,668 –2,668 –2,668 –6,885 –6,885 –6,885 

Blood transfusion –614 –614 –614 –614 –614 –1,585 –1,585 –1,585 

Maternal sepsis case management –96 –96 –96 –96 –96 –248 –248 –248 

Labour and delivery management –18,931 –18,805 –18,679 –18,553 –18,427 –48,494 –48,380 –48,265 

Source: own elaboration
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5.3 Rationale for prioritization 

During the past decade Kyrgyzstan has made significant progress in reducing maternal 

mortality, but the rate is still high. According to the NSC this was 38.6 per 100,000 live 

births in 2020, while other sources such as the WHO estimated 76 per 100,000 live births. 

More important for a study on the potential impact of improving the coverage of health 

interventions is the distribution of the causes of maternal deaths. The primary causes 

include obstetric haemorrhage (23%), extragenital diseases or indirect causes (32%), 

hypertensive disorders (16%) and sepsis (19%) (Figure 22). 

Figure 22. Estimated causes of maternal death, 2019 

 

Source: own elaboration, based on National Statistical Committee of the Kyrgyz Republic, 2019. 

As stated above, by 2030, 115 maternal deaths could be prevented by achieving 

coverage targets (95–98% coverage of maternal health interventions and 0% unmet 

need for family planning). Analysing the expected impact by direct causes of death 

identifies that the greatest reductions would be in sepsis, hypertensive disorders and 

haemorrhage (Table 26 and Figure 23). 

Table 26. Estimated impact on reduction in maternal deaths by cause, 2020–2030 

Cause of maternal death Potential reduction of death (%) 

Antepartum haemorrhage 16 

Intrapartum haemorrhage 22 

Postpartum haemorrhage 22 

Hypertensive disorders 16 

Sepsis 48 

Embolism 14 

Other direct causes 22 

Indirect causes 11 
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Figure 23. Estimated impact on reduction of maternal deaths by cause, 2020–2030 

 

Figure 24. Rationale for prioritization 

 

Figure 24 shows the central idea of prioritization: there are interventions with the capacity 

to considerably reduce maternal mortality and morbidity. In addition, investing in ensuring 

that no woman has unmet needs in family planning affects both quality of life and the 

reduction of mortality. 

Reducing the gap in unmet needs of family planning will impact on maternal health 

outcomes. As stated before, providing free-of-charge contraceptive methods to those 
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women of reproductive age who would like to space out or limit their pregnancies is a 

highly cost-effective intervention. The investment in the family planning package would 

rapidly generate positive returns. The reductions in pregnancies and, consequently, in 

deliveries will generate improved health outcomes and an annual budget saving. 

An estimated additional investment of $12.7 million between 2023 and 2030 will fill 

the gap of ending unmet need for family planning. 

As shown in Table 5, the breakdown of additional investment in the business-as-usual 

scenario is as follows: 

• Condom (male): $4.5 million 

• Pill (standard daily regimen): $5.7 million 

• Injection (every three months): $0.2 million 

• IUD: $1.9 million 

• Female sterilization: $0.4 million 

According to the Spectrum tool, the effectiveness of each of these methods is as follows: 

female sterilization and injection (100%), IUD (99%), pill (94%) and male condom (90%). 

Prioritization based solely on effectiveness would entail selecting those methods with a 

higher effectiveness rate. However, the current use pattern of contraceptives indicates 

that the preferred methods are the IUD and the male condom, so probably the 

prioritization approach should be tailored to people’s expressed needs and preferences. 

Considering the causes of maternal mortality in the country, the main focus of attention 

should be hypertensive disorders, sepsis and indirect causes. Deaths due to 

haemorrhage are a large category that sometimes appear in the same set, but from the 

point of view of strategies to combat mortality, they should be considered as three 

different causes of death (antepartum, intrapartum and postpartum). 

Maternal mortality – hypertensive disorders49 

Women in pregnancy or the postpartum period can suffer from preeclampsia, eclampsia 

and chronic hypertension. Eclampsia and preeclampsia tend to occur more frequently in 

the second half of pregnancy; less commonly, they can occur up to six weeks after 

delivery. Medication can alleviate the symptoms and their negative effects, but the only 

cure is expedited delivery. Hypertensive disorders in pregnancy, particularly 

preeclampsia, complicate 2–8 per cent of all pregnancies, accounting for the majority of 

the estimated 76,000 annual maternal deaths that occur in low- and middle-income 

countries50. 

 
49 Preeclampsia is characterized by high blood pressure and protein in the urine; women are 
diagnosed with eclampsia when the preeclampsia syndrome is associated with convulsions 
(WHO, 2008, 2013).  
50 Lelia Duley, 2009, “The global impact of pre-eclampsia and eclampsia”, Seminars in 

Perinatology 33 (June 2009). 
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Figure 25. Maternal mortality due to hypertensive disorders: key interventions51 52 

 

Hypertensive disorder case management: pregnant women receiving detection and 

appropriate management of moderate to severe hypertension during pregnancy. It will 

also impact mortality reduction in stillbirth antepartum and intrapartum mortality. 

The only definitive cure for preeclampsia is delivery of the baby by inducing labour or 

undertaking prelabour caesarean section to prevent disease progression and related 

morbidity and mortality. The mainstays of treatment are antihypertensive drugs for blood 

pressure control and magnesium sulphate (MgSO4) for eclampsia. Antihypertensive 

therapy in preeclampsia aims to reduce the risk of severe hypertension and stroke, with 

a steady reduction in blood pressure to safe levels, avoiding sudden drops that may 

compromise blood supply to the fetus. 

In a Cochrane review, low-dose aspirin in women at high risk of preeclampsia was 

associated with a 25 per cent risk reduction53. The WHO recommends that low-dose 

aspirin (75 milligrams a day) be prescribed and initiated before 20 weeks’ gestation to 

those women at high risk of developing preeclampsia (WHO 2011)54. 

Cost per case: $104.40. 

Management of eclampsia and pre-eclampsia (MgSO4 for eclampsia): pregnant 

women receiving intravenous MgSO4 (4–6g) to prevent or treat convulsions in severe 

preeclampsia or eclampsia. Substantial evidence exists to demonstrate that MgSO4, a 

low-cost intramuscular or intravenous treatment, is effective in preventing and controlling 

eclampsia. 

Cost per case: $71.80. 

 
51 Lale Say and others, 2014, “Global causes of maternal death: a WHO systematic analysis”, 
Lancet Global Health 2 (6) (June 2014). 
52 LiST Visualizer, 2022. 
53 Lelia Duley and others, 2007, “Antiplatelet agents for preventing pre-eclampsia and its 

complications”, Cochrane Database of Systematic Reviews 2 (CD004659) (April 2007). 

54 WHO, 2011, Recommendations for Prevention and Treatment of Pre-Eclampsia and 

Eclampsia. Geneva: 2011. 
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Caesarean delivery: women requiring surgical intervention if indicated (e.g. emergency 

caesarean birth because of obstructed labour, uterine rupture or fetal distress). It will 

also reduce mortality from direct causes including stillbirth intrapartum and asphyxia. 

For mild, moderate and severe preeclampsia diagnosed at term, the WHO recommends 

a policy of early delivery by induction of labour, or caesarean section if induction is not 

appropriate (WHO 201155). Both induction of labour and caesarean section require 

equitable access to facilities for safe delivery, skilled attendance at delivery, access to 

appropriate drugs, and maternal and fetal monitoring. However, limited evidence 

suggests that induction at more than 36 weeks’ gestation reduces poor maternal 

outcomes in mild preeclampsia56. 

Cost per case: $49.12. 

Estimated resources to reduce mortality and morbidity by hypertensive disorders 

under the coverage targets achieved scenario are $75,954,234 over the period 

2023–2030 

Maternal mortality – sepsis57 

Puerperal sepsis causes the greatest concern of all pregnancy-related infections 

because of its severity. Risk factors for sepsis infection include HIV/AIDS and caesarean 

section. 

Sepsis associated with pregnancy and childbirth is among the leading direct causes of 

maternal mortality worldwide, accounting for approximately 10 per cent of the global 

burden of maternal deaths (Khan and others 2006)58. Efforts to reduce maternal sepsis 

have largely focused on avoiding the risk factors, with an emphasis on reducing the 

frequency of unsafe abortion, intrapartum vaginal examination, and prolonged or 

obstructed labour; providing antibiotic cover for operative delivery; and using appropriate 

hospital infection control. 

 

 

 
55 WHO, 2011, Recommendations for Prevention and Treatment of Pre-Eclampsia and 

Eclampsia. Geneva: 2011.  

56 Corine M Koopmans and others, 2009, “Induction of labour versus expectant monitoring for 

gestational hypertension or mild pre-eclampsia after 36 weeks’ gestation (HYPITAT): a 

multicentre, open-label randomised controlled trial”, The Lancet 374 (9694) (August 2009). 
57 Pregnancy-related infections include puerperal sepsis, infections of the genitourinary tract in 
pregnancy, other puerperal infections, and infections of the breast associated with childbirth 
(WHO, 2008, 2013).  
58 KS Khan and others, 2006, “WHO analysis of causes of maternal death: a systematic review”, 

The Lancet 367 (9516): 1066–74. 
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Figure 26. Maternal mortality due to sepsis disorders: key interventions59 

 

Clean birth environment: deliveries in a clean/sterile environment from kit or infection 

prevention measures (i.e. handwashing, clean perineum, clean surface), including use 

of a clean instrument to cut and tie the umbilical cord. It will also impact neonatal 

mortality. 

The most effective intervention for preventing maternal sepsis is the use of stringent 

infection control measures to limit the spread of microorganisms, particularly in hospital 

environments. General measures, such as handwashing with soap or other cleansing 

agents, are widely accepted to prevent hospital-transmissible infections. 

Cost per case: $13.92. 

Maternal sepsis case management (antibiotics for maternal sepsis): women 

receiving therapeutic antibiotics for the initial treatment of serious infections of the pelvic 

organs or upper urinary tract. 

There is a general assumption that a vacuum- and forceps-assisted vaginal delivery 

increases the incidence of postpartum infections compared with spontaneous vaginal 

delivery. The evidence from available Cochrane reviews is insufficient to determine 

whether prophylactic antibiotics given with operative delivery or following third- or fourth-

degree perineal tears reduces infectious postpartum morbidities60,61). However, the use 

of antibiotics among women with a third- or fourth-degree perineal tear is recommended 

by the WHO for the prevention of wound complications (WHO 2014)62. Caesarean 

 
59 Lale Say and others, 2014, “Global causes of maternal death: a WHO systematic analysis”, 
Lancet Global Health 2 (6) (June 2014). 
60 Pranom Buppasiri and others, 2010, “Antibiotic prophylaxis for third- and fourth-degree perineal 

tear during vaginal birth”, Cochrane Database of Systematic Reviews 11 (CD005125) (November 

2010).  

61 Tippawan Liabsuetrakul and others, 2004, “Antiboitic prophylaxis for operative vaginal delivery”, 

Cochrane Database of Systematic Reviews 3 (CD004455) (July 2004). 

62 WHO, 2014, WHO Recommendations on Postnatal Care of the Mother and Newborn. Geneva: 

2014. 
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delivery is the single most important risk factor for postpartum maternal infection, and 

routine antibiotic prophylaxis has considerable clinical benefits. 

Cost per case: $89.93. 

Antibiotics for PROM: pregnant women with premature rupture of the membranes who 

are not in labour and receive prophylactic antibiotics. It will also impact neonatal 

mortality. 

Rupture of the fetal membranes remote from term carries a substantial risk of 

chorioamnionitis (infection of the fetal membranes) and severe maternal sepsis. 

Evidence of the benefits of prophylactic antibiotics on preterm rupture of membranes has 

been demonstrated in a Cochrane review63. The findings reveal that the use of 

prophylactic antibiotics was associated with a significant reduction in chorioamnionitis 

and markers of neonatal morbidity. 

Cost per case: $3.69. 

Estimated resources to reduce mortality and morbidity by sepsis under the 

coverage targets achieved scenario are $16,132,837 over the period 2023–2030 

Maternal mortality – obstetric haemorrhage64 

Women can experience anomalous or excessive bleeding because of an early 

pregnancy loss, a placental implantation abnormality or an abnormality in the process of 

childbirth. Postpartum haemorrhage is a major cause of maternal morbidity worldwide, 

as is the case in Kyrgyzstan. Postpartum haemorrhage is associated with anaemia, 

which can persist for several months after a woman gives birth65. 

Blood transfusion: women who require blood or blood products to prevent or manage 

critical conditions (i.e. postpartum haemorrhage leading to shock; loss of a large volume 

of blood at operative birth; and severe anaemia, especially in later pregnancy or if 

accompanied by cardiac failure). It will also impact mortality reduction caused by 

intrapartum and postpartum haemorrhage. 

Cost per case: $20.24. 

Manual removal of placenta: deliveries that require removal of the placenta and/or 

retained placental tissue and membranes if not expelled within 30 minutes after 

childbirth. 

 
63 Sara Kenyon and others, 2013, “Antibiotics for preterm rupture of membranes”, Cochrane 

Database of Systematic Reviews 12 (CD001058) (December 2013). 
64 Obstetric haemorrhage refers to anomalous or excessive bleeding because of an early 
pregnancy loss, a placental implantation abnormality (including placenta previa or placental 
abruption) or an abnormality in the process of childbirth (WHO, 2008, 2013). 
65 KS Wagner and others, 2012, “Women who experience obstetric haemorrhage are at higher 

risk of anaemia, in both rich and poor countries”, Tropical Medicine and International Health 17 

(1) (January 2012). 
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Cost per case: $5.43. 

Parenteral administration of uterotonics: women who require prostaglandins for the 

prevention and management of postpartum haemorrhage. 

Cost per case: $2.95. 

Removal of retained products of conception: women who have products of 

conception removed if indicated (i.e. inevitable abortion before 16 weeks, incomplete 

abortion, molar pregnancy or delayed postpartum haemorrhage due to retained placental 

fragments). 

Cost per case: $21.89. 

Iron supplementation: pregnant women taking an iron supplement daily for at least 90 

days. Anaemia is a commonly diagnosed condition during pregnancy or the postpartum 

period. Anaemia has many different causes, including blood loss; infection-related blood 

cell destruction; and deficient red blood cell production because of sickle cell disease, 

parasitic diseases such as hookworm or malaria or nutritional deficiency, including iron 

deficiency. 

Cost per case: $27.82. 

Estimated resources to reduce mortality and morbidity by haemorrhage under the 

coverage targets achieved scenario are $22,691,954 over the period 2023–2030 
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6 DISCUSSION AND RECOMMENDATIONS 

This case study focuses on tackling two of the most pressing national priorities for health 

and women’s economic empowerment, and the realization of women’s human and 

reproductive rights: reducing high levels of unmet need for family planning by increasing 

investments in the provision of high-quality, rights-based contraceptive services, and 

ensuring access to appropriate maternal health services. 

With the help of development partners, Kyrgyzstan has accomplished a lot over the last 

25 years. The rate of maternal mortality in the country has been stabilized, and its 

structure has changed. However, women, children and adolescents continue to face 

multiple health challenges, with many factors often interacting, despite significant 

progress over the past decade in improving the quality of care for pregnant women, 

women in labour, postpartum women and newborns. In addition, the termination of the 

supply of humanitarian aid (contraceptives) risks an increase in the number of induced 

abortions and complications during pregnancy and childbirth, including infant and 

maternal mortality. 

The recommendations presented below are derived from the findings and conclusions 

of this investment case. They have been organized to address the key issues identified. 

The maternal and family planning implementation strategies have to overcome national 

challenges to successfully provide health care and improve reproductive and maternal 

care outcomes. We have devised the following strategies that can be useful to achieve 

the UNFPA’s transformative results. 

Allocation of funds and resources 

In Kyrgyzstan, ending unmet need for family planning and scaling up the coverage of 

maternal health interventions to 95–98 per cent by 2030 could prevent an additional 

405,706 unintended pregnancies, 1,651 stillbirths and 115 maternal deaths over the 

2020–2030 period, compared with business as usual. 

The case has shown how increasing resources for key interventions has a significant 

impact on the health of Kyrgyz mothers and newborns. It is estimated that additional 

funds worth $45.5 million will be needed until the year 2030 to achieve transformative 

results. 

As previously indicated, a detailed analysis of the causes of death, as well as other key 

variables, shows that investments should be targeted at three levels: (i) maternal health 

interventions that reduce mortality and morbidity due to obstetric haemorrhage, sepsis 

and hypertensive disorder; (ii) family planning interventions that reduce unmet need for 

contraceptive methods; and (iii) health system reform efforts and advocacy for 

positioning transformative results among national development strategies. 

As shown in Table 5, not all regions of the country have the same epidemiological 

situation. Identifying and documenting the needs (demand side) and quality of services 

(supply side) by area of the country, and allocating resources and funds accordingly, will 

help to refine public policies to reduce maternal mortality and morbidity. This will allow a 
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balance and focused approach and improve health care as needed by the community. 

Identification of needs can be accomplished through simple cross-sectional studies, 

surveys and assessments of health-care records. Community members can also be 

empowered and trained to carry out these tasks. 

The challenge for programmes in addressing health inequities is identifying and reaching 

groups or communities that cannot access or benefit adequately from services tailored 

to their needs. Furthermore, as part of the assessment it is necessary to examine 

difficulties with access and use, and the associated barriers, facilitators and social 

determinants. Once all this information has been gathered, it will be possible to redefine 

the policies and make the necessary changes to respond effectively and equitably to the 

various requirements and needs. 

Increasing contraceptive prevalence rates will reduce unintended pregnancies, which will 

result in fewer maternal deaths, stillbirths and newborn deaths. Increasing access to 

family planning services, and preventing unwanted and unintended pregnancies, can 

further reduce the costs of maternal health services. This means that the investment in 

family planning in part represents a redistribution of funds that can lead to improved 

outcomes. Similarly, investment in maternal health can have major benefits beyond 

simply reducing mortality; it can also lead to lower morbidity and fewer health 

complications associated with childbirth. This can also reduce the downstream costs 

associated with these health conditions and prevent complications such as loss of 

income, although such costs can be difficult to quantify. 

Supporting infrastructure 

A sustaining infrastructure is required to improve maternal health and family planning 

outcomes. This requires engagement at multiple levels, especially from non-

governmental organizations and local authorities. According to the recent World Bank 

Public Expenditure Review for Kyrgyzstan (2021), the country has the region’s lowest 

outpatient care uptake rate, with 3.5 outpatient contacts per person per year. Primary 

health care remains relatively weak and does not play a gatekeeping role. The World 

Bank report highlights that the State guaranteed benefit package accounts for 78 per 

cent of government spending in the health sector, while the additional drug package 

represents only 2 per cent. To further improve the health system’s efficiency, there is a 

need to minimize hospitalization by strengthening primary care. The provision of primary 

health-care facilities and the availability of trained medical staff should be emphasized, 

as both play a key role in preventive and some curative maternal health interventions. 

The country might reach the point at which it could not provide the additional services 

resulting from increasing coverage at its current capacity, and it would be necessary to 

build new infrastructure (hospitals or primary health-care facilities) or purchase additional 

specialized equipment. It is recommended that a baseline assessment is carried out on 

the actual infrastructure situation and that this is contrasted with the infrastructure 

support included in this project to develop the minimum service package. 
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Evaluation 

Once the health interventions are provided to people, the impact should be monitored 

and evaluated. This would help to identify areas of improvement and thus overcome the 

deficiencies of implementation strategies. Small pilot interventions can also be 

conducted to better understand needs and focus the health-care provision. 

Additional investigation to identify efficiencies in improving equitable access to culturally 

appropriate, high-quality family planning and maternal health services, to prioritize cost-

effective service delivery modalities, and to increase human resources and absorptive 

capacity and demand generation can be considered in future studies, with the aim of 

further improving outcomes and accelerating progress in achieving targets. 

Health system approach 

The maternal mortality level is one of the best criteria for assessing the relative 

performance of health systems. One example of a coverage indicator of the continuum 

of care is skilled birth attendance, which is particularly inequitable. The WHO health 

system building blocks offer a starting point for classifying health system determinants 

and include the following: 

✔ Quality of service delivery and referral system 

✔ Number, distribution and training of the providers required, including midwives, 

obstetricians and gynaecologists 

✔ Completeness and responsiveness of the health information system, including the 

adequacy of maternal death surveillance and response 

✔ Ease of access to essential medications, such as magnesium sulphate, 

misoprostol and oxytocin, and the supplies necessary for blood transfusions 

✔ Leadership, financing and governance, including the capacity of authorities at 

various levels of the health system to implement policies and management 

systems so that women’s health can improve. 

 

KEY RECOMMENDATIONS 

✔ Advocate increasing resources in the short term and coverage of family 

planning methods given the evidence of their cost-effectiveness. Increasing 

contraceptive prevalence rates will reduce unintended pregnancies, which will in 

turn result in fewer maternal deaths, stillbirths and newborn deaths. Increasing 

access to family planning services, and preventing unwanted and unintended 

pregnancies, can further reduce the costs of maternal health services. It is 

estimated that improving family planning will reduce the proportion of 

pregnancies that are considered high risk and also reduce the number of 

unintended pregnancies. It is recommended to increase the awareness and 

education of women on maternal health and family planning to increase demand 

for modern contraception and prevent unintended and high-risk pregnancies. 
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✔ Institutionalize the costing exercise as a regular practice to inform planning 

and budgeting processes. It is recommended that Ministry of Health staff are 

empowered with the tool developed as part of this consultancy for the costing-

planning exercise. Create a unit or assign a group of individuals to update the 

projections on a regular basis (annually) using Microsoft Excel. 

✔ Carry out a baseline assessment of the actual infrastructure in the country 

and compare it with minimum international standards defined to provide essential 

health interventions. Identifying and documenting the needs (demand side) and 

quality of services (supply side) in the different oblasts of the country and 

allocating resources and funds accordingly will help to refine public policies to 

reduce maternal mortality and morbidity. 

✔ The findings highlighted the major role of primary health care in providing 

essential maternal health and family planning interventions. It should be a priority 

to continue the investment in strengthening integrated services and 

primary health care. The provision of primary health-care facilities and 

availability of trained medical staff should be emphasized, as they play a key role 

in preventive and some curative maternal health interventions. Family planning 

and maternal health services should be integrated into primary health-care 

services for preventing and managing STIs and reproductive tract infections. The 

ICM Standards for Midwifery Education (2021) should be prioritized as an essential pillar 

of national health system efforts to strengthen midwifery by promoting high-quality 

education programmes that prepare midwives who meet the International Confederation 

of Midwives’ definition. Because there are not enough midwives at the primary health-

care level, the country should consider including competencies related to SRH, 

maternal health and family planning services and build the capacity of family 

nurses in primary health care. 

✔ Once health interventions are delivered, their quality and impact should be 

monitored and evaluated. This would help to identify areas of improvement and 

thus overcome any possible deficiencies in the implementation strategies. 

✔ Policies, service guidelines and protocols should be updated to eliminate 

barriers such as the requirement that women and adolescents have to be married 

or receive parental or spousal consent to access contraceptive services. 

✔ Advocacy is needed to encourage policymakers and government officials to 

ensure the availability and quality of post-abortion family planning services 

and to reduce the unmet need for family planning by giving individualized and 

patient-centred post-abortion family planning and preconception care 

counselling. Clinical skills in post-abortion contraceptive methods should be 

upgraded and measures implemented to reduce stigma. 

✔ From year to year the number of monitored pregnant women and the number of 

births are different in the statistics, despite the transition of a certain number of 

pregnant women to the next year. At the same time, the greatest difference in 
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reproductive losses is in pregnant women at under 22 weeks’ gestation, in 

particular in induced abortions. In this regard, the Ministry of Health needs to 

invest in improving access to pre-pregnancy services and counselling, focusing 

on families with a history of chronic diseases as a consequence of unplanned 

and unwanted pregnancy and to conduct a detailed analysis of reproductive 

losses before 22 weeks’ gestation, under-reporting of induced abortions and the 

reasons for increased medical indications for abortions. Strategies must be 

developed that guarantee the correct registration and/or estimation of all 

abortions. The number of abortions decreased from 20,518 to 14,906 per year 

(Table 6) between 2016 and 2020. However, it is worth noting that this procedure 

is under-registered, mainly in private institutions. Induced abortion is still used as 

a method of family planning, as evidenced by the increasing rate of abortions with 

the increasing age of a woman and the incidence of serial pregnancies. 

✔ More and more women are giving birth by elective caesarean section, thereby 

undergoing surgery associated with risks to the health of the mother and child, 

entailing the additional use of financial resources for interventions and labour 

costs and increasing the burden on both medical staff and medical institutions. 

Given the steady increase in caesarean sections in the country, especially in 

private institutions, it is necessary to regularly conduct a clinical audit of private 

providers and develop an electronic system to track the statistics on caesarean 

sections by indication. This standardized classification system is needed to 

monitor and comparatively analyse data on the frequency of caesarean sections 

based on 10 characteristics, such as number of previous pregnancies, fetal 

position (head and pelvis), gestational age, history of caesarean sections, 

number of previous children and signs of onset of labour. Caesarean section 

forms the backbone of the management of obstructed labour and other 

complications and saves many lives. The overuse of caesarean section has 

significant negative implications for health equity (as shown in this report in the 

difference in cost between caesarean section and regular delivery). In addition, 

the procedure can put women and babies at unnecessary risk of short- and long-

term health problems if it is performed when there is not medical need66, 

especially in the private sector, which can be harmful for both a woman and her 

baby, potentially resulting in several health problems67. A systematic review of 

population studies found that maternal, neonatal and infant mortality decreased 

with increasing caesarean section rates up to a threshold of between 9 and 16 

 
66 WHO, 2021, Caesarean Section Rates Continue to Rise, Amid Growing Inequalities in Access, 

available at https://www.who.int/news/item/16-06-2021-caesarean-section-rates-continue-to-

rise-amid-growing-inequalities-in-access. 
67 Heavy bleeding or infection, slower recovery times after childbirth, delays in establishing 
breastfeeding and skin-to-skin contact, increased likelihood of complications in future 
pregnancies, higher risks of endometritis, pneumonia, and the need for blood transfusion, risk of 
antibiotic treatment after delivery, and abnormal presentation in subsequent pregnancies, which 
could lead to placenta accrete and caesarean scars. Caesarean section rates higher than 10% 
are not associated with reductions in maternal and newborn mortality rates. 
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per cent68. Above this threshold, caesarean section rates were not associated 

with reductions in mortality. It is recommended that an analysis be carried out 

on the data provided in this report on the costs of caesarean sections, the 

target population, the population in need and coverage are analysed and that 

optimal caesarean section thresholds are proposed by region. 

 

 
68 Ana Pilar Betran and others, 2015, “What is the optimal rate of caesarean section at population 

level? A systematic review of ecologic studies”, Reproductive Health 12 (June 2015). 
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ANNEX 1. TARGET POPULATION, POPULATION IN NEED AND COVERAGE 

Table 27. Values for future scenarios in family planning: business as usual scenario 

Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Condom – male WRA 1,191,606 1,291,521 1,428,474 100.00% 13.2% 13.2% 13.2% 13.2% 13.2% 13.2% 13.2% 13.2% 13.2% 

Pill – standard daily 
regimen  

WRA 1,191,606 1,291,521 1,428,474 100.00% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 

Injection every three 
months (Depo-
Provera) 

WRA 1,191,606 1,291,521 1,428,474 100.00% 0.3% 0.3% 0.3% 0.3% 0.3% 0.3% 0.3% 0.3% 0.3% 

IUD WRA 1,191,606 1,291,521 1,428,474 100.00% 19.9% 19.9% 19.9% 19.9% 19.9% 19.9% 19.9% 19.9% 19.9% 

Female sterilization WRA 1,191,606 1,291,521 1,428,474 100.00% 1.2% 1.2% 1.2% 1.2% 1.2% 1.2% 1.2% 1.2% 1.2% 

Source: own elaboration. 
WRA: women of reproductive age. 
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Table 28. Values for future scenarios in family planning: coverage targets achieved scenario 

Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Condom – male WRA 1,191,606 1,291,521 1,428,474 100.0% 13.2% 14.0% 14.8% 15.6% 16.4% 17.2% 18.0% 18.8% 19.6% 

Pill – standard daily 
regimen  

WRA 1,191,606 1,291,521 1,428,474 100.0% 2.9% 3.1% 3.2% 3.4% 3.6% 3.8% 3.9% 4.1% 4.3% 

Injection every 
three months 
(Depo-Provera) 

WRA 1,191,606 1,291,521 1,428,474 100.0% 0.3% 0.3% 0.3% 0.4% 0.4% 0.4% 0.4% 0.4% 0.4% 

IUD WRA 1,191,606 1,291,521 1,428,474 100.0% 19.9% 21.1% 22.3% 23.5% 24.7% 25.9% 27.1% 28.3% 29.5% 

Female sterilization WRA 1,191,606 1,291,521 1,428,474 100.0% 1.2% 1.3% 1.3% 1.4% 1.5% 1.6% 1.6% 1.7% 1.8% 

Source: own elaboration. 
WRA: women of reproductive age. 
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Table 29. Values for future scenarios in maternal health: business as usual scenario 

Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care              

Folic acid 
supplementation 

WRA 1,191,606 1,291,521 1,428,474 35.2% 95.1% 95.1% 95.1% 95.1% 95.1% 95.1% 95.1% 95.1% 95.1% 

Safe abortion 
Pregnant 
women 

245,191 265,750 293,930 9.6% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 

Post-abortion 
case 
management 

Pregnant 
women 

245,191 265,750 293,930 9.6% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 

Ectopic 
pregnancy case 
management 

Pregnant 
women 

245,191 265,750 293,930 1.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Miscarriages 
Pregnant 
women 

245,191 265,750 293,930 11.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 

Antenatal care during pregnancy             

Counselling 
(four visits) 

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 

Syphilis 
detection 

Pregnant 
women 

245,191 265,750 293,930 100.0% 83.9% 83.9% 83.9% 83.9% 83.9% 83.9% 83.9% 83.9% 83.9% 

Syphilis 
treatment 

Pregnant 
women 

245,191 265,750 293,930 0.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Iron 
supplementation 

Pregnant 
women 

245,191 265,750 293,930 40.4% 89.0% 89.0% 89.0% 89.0% 89.0% 89.0% 89.0% 89.0% 89.0% 

Hypertensive 
disorder case 
management 
(detection) 

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 

Hypertensive 
disorder case 
management 
(treatment) 

Pregnant 
women 

245,191 265,750 293,930 22.6% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Diabetes case 
management 

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 94.3% 

Management of 
eclampsia and 
pre-eclampsia 

Pregnant 
women 

245,191 265,750 293,930 8.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 
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Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Asymptomatic 
bacteriuria case 
management 

Pregnant 
women 

245,191 265,750 293,930 100.0% 35.0% 35.0% 35.0% 35.0% 35.0% 35.0% 35.0% 35.0% 35.0% 

Screening of 
extragenital 
diseases 

Pregnant 
women 

245,191 265,750 293,930 100.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 

Treatment of 
gonorrhoea 

Pregnant 
women 

245,191 265,750 293,930 4.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 

Treatment of 
chlamydia 

Pregnant 
women 

245,191 265,750 293,930 9.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 

Treatment of 
trichomoniasis 

Pregnant 
women 

245,191 265,750 293,930 8.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 

Cervical cancer 
screening 

Pregnant 
women 

245,191 265,750 293,930 100.0% 20.0% 20.0% 20.0% 20.0% 20.0% 20.0% 20.0% 20.0% 20.0% 

Intrapartum care during childbirth             

Clean birth 
environment 

Number 
of 
deliverie
s 

150,602 163,230 180,539 100.0% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 

Parenteral 
administration of 
anticonvulsants 

Number 
of 
deliverie
s 

150,602 163,230 180,539 0.8% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antibiotics for 
PROM 

Number 
of 
deliverie
s 

150,602 163,230 180,539 3.4% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 

Parenteral 
administration of 
antibiotics 

Number 
of 
deliverie
s 

150,602 163,230 180,539 3.2% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 77.69% 

Assisted vaginal 
delivery 

Number 
of 
deliverie
s 

150,602 163,230 180,539 0.3% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Parenteral 
administration of 
uterotonics 

Number 
of 

150,602 163,230 180,539 1.2% 90.38% 90.38% 90.38% 90.38% 90.38% 90.38% 90.38% 90.38% 90.38% 
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Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

deliverie
s 

Manual removal 
of placenta 

Number 
of 
deliverie
s 

150,602 163,230 180,539 1.8% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Removal of 
retained 
products of 
conception 

Number 
of 
deliverie
s 

150,602 163,230 180,539 1.2% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Induction of 
labour for 
pregnancies 
lasting 41+ 
weeks 

Number 
of 
deliverie
s 

150,602 163,230 180,539 1.8% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antenatal 
corticosteroids 
for preterm 
labour 

Number 
of 
deliverie
s 

150,602 163,230 180,539 3.4% 91.25% 91.25% 91.25% 91.25% 91.25% 91.25% 91.25% 91.25% 91.25% 

Caesarean 
delivery 

Number 
of 
deliverie
s 

150,602 163,230 180,539 13.9% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Blood 
transfusion 

Number 
of 
deliverie
s 

150,602 163,230 180,539 3.2% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Maternal sepsis 
case 
management 

Number 
of 
deliverie
s 

150,602 163,230 180,539 0.5% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Labour and 
delivery 
management 

Number 
of 
deliverie
s 

150,602 163,230 180,539 100.0% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 99.39% 

Table 30. Values for future scenarios in maternal health: coverage achieved targets scenario adjusted for family planning 
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Intervention 

Target population 
Populatio
n in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care              

Folic acid 
supplementation 

WRA 1,191,606 1,291,521 1,428,474 35.2% 95.1% 95.71% 96.33% 96.94% 97.55% 98.16% 98.78% 99.39% 100.00% 

Safe abortion 
Pregnant 
women 

245,191 234,505 213,293 9.6% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Post-abortion 
case 
management 

Pregnant 
women 

245,191 234,505 213,293 9.6% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Ectopic 
pregnancy case 
management 

Pregnant 
women 

245,191 234,505 213,293 1.0% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Miscarriages 
Pregnant 
women 

245,191 234,505 213,293 11.0% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Antenatal care during pregnancy             

Counselling (four 
visits) 

Pregnant 
women 

245,191 234,505 213,293 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Syphilis 
detection  

Pregnant 
women 

245,191 234,505 213,293 100.0% 83.9% 85.91% 87.93% 89.94% 91.95% 93.96% 95.98% 97.99% 100.00% 

Syphilis 
treatment  

Pregnant 
women 

245,191 234,505 213,293 0.0% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Iron 
supplementation  

Pregnant 
women 

245,191 234,505 213,293 40.4% 89.0% 90.38% 91.75% 93.13% 94.50% 95.88% 97.25% 98.63% 100.00% 

Hypertensive 
disorder case 
management 
(detection) 

Pregnant 
women 

245,191 234,505 213,293 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Hypertensive 
disorder case 
management 
(treatment) 

Pregnant 
women 

245,191 234,505 213,293 22.6% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Diabetes case 
management  

Pregnant 
women 

245,191 234,505 213,293 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Management of 
eclampsia and 
pre-eclampsia 

Pregnant 
women 

245,191 234,505 213,293 8.0% 95.0% 95.63% 96.25% 96.88% 97.50% 98.13% 98.75% 99.38% 100.00% 
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Intervention 

Target population 
Populatio
n in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Asymptomatic 
bacteriuria case 
management 

Pregnant 
women 

245,191 234,505 213,293 100.0% 35.0% 43.13% 51.25% 59.38% 67.50% 75.63% 83.75% 91.88% 100.00% 

Screening of 
extragenital 
diseases  

Pregnant 
women 

245,191 234,505 213,293 100.0% 65.0% 69.38% 73.75% 78.13% 82.50% 86.88% 91.25% 95.63% 100.00% 

Treatment of 
gonorrhoea 

Pregnant 
women 

245,191 234,505 213,293 4.0% 85.0% 86.88% 88.75% 90.63% 92.50% 94.38% 96.25% 98.13% 100.00% 

Treatment of 
chlamydia 

Pregnant 
women 

245,191 234,505 213,293 9.0% 75.0% 78.13% 81.25% 84.38% 87.50% 90.63% 93.75% 96.88% 100.00% 

Treatment of 
trichomoniasis 

Pregnant 
women 

245,191 234,505 213,293 8.0% 75.0% 78.13% 81.25% 84.38% 87.50% 90.63% 93.75% 96.88% 100.00% 

Cervical cancer 
screening 

Pregnant 
women 

245,191 234,505 213,293 100.0% 20.0% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00% 100.00% 

Intrapartum care during childbirth             

Clean birth 
environment 

Number 
of 
deliveries 

150,602 144,038 131,010 100.0% 99.3% 99.39% 99.48% 99.56% 99.65% 99.74% 99.83% 99.91% 100.00% 

Parenteral 
administration of 
anticonvulsants 

Number 
of 
deliveries 

150,602 144,038 131,010 0.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antibiotics for 
PROM 

Number 
of 
deliveries 

150,602 144,038 131,010 3.4% 74.5% 77.69% 80.88% 84.06% 87.25% 90.44% 93.63% 96.81% 100.00% 

Parenteral 
administration of 
antibiotics 

Number 
of 
deliveries 

150,602 144,038 131,010 3.2% 74.5% 77.69% 80.88% 84.06% 87.25% 90.44% 93.63% 96.81% 100.00% 

Assisted vaginal 
delivery 

Number 
of 
deliveries 

150,602 144,038 131,010 0.3% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Parenteral 
administration of 
uterotonics 

Number  
of 
deliveries 

150,602 144,038 131,010 1.2% 89.0% 90.38% 91.75% 93.13% 94.50% 95.88% 97.25% 98.63% 100.00% 

Manual removal 
of placenta 

Number 
of 
deliveries 

150,602 144,038 131,010 1.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 
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Intervention 

Target population 
Populatio
n in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Removal of 
retained 
products of 
conception 

Number 
of 
deliveries 

150,602 144,038 131,010 1.2% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Induction of 
labour for 
pregnancies 
lasting 41+ 
weeks 

Number 
of 
deliveries 

150,602 144,038 131,010 1.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antenatal 
corticosteroids 
for preterm 
labour 

Number 
of 
deliveries 

150,602 144,038 131,010 3.4% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Caesarean 
delivery 

Number 
of 
deliveries 

150,602 144,038 131,010 13.9% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Blood 
transfusion 

Number 
of 
deliveries 

150,602 144,038 131,010 3.2% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Maternal sepsis 
case 
management 

Number 
of 
deliveries 

150,602 144,038 131,010 0.5% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Labour and 
delivery 
management 

Number 
of 
deliveries 

150,602 144,038 131,010 100.0% 99.3% 99.39% 99.48% 99.56% 99.65% 99.74% 99.83% 99.91% 100.00% 
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Table 31. Values for future scenarios in maternal health: coverage achieved targets scenario not adjusted for family planning 

Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Periconceptual care              

Folic acid 
supplementation 

WRA 1,191,606 1,291,521 1,428,474 35.2% 95.1% 95.71% 96.33% 96.94% 97.55% 98.16% 98.78% 99.39% 100.00% 

Safe abortion 
Pregnant 
women 

245,191 265,750 293,930 9.6% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Post-abortion 
case 
management 

Pregnant 
women 

245,191 265,750 293,930 9.6% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Ectopic 
pregnancy case 
management 

Pregnant 
women 

245,191 265,750 293,930 1.0% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Miscarriages 
Pregnant 
women 

245,191 265,750 293,930 11.0% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Antenatal care during pregnancy             

Counselling 
(four visits) 

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Syphilis 
detection  

Pregnant 
women 

245,191 265,750 293,930 100.0% 83.9% 85.91% 87.93% 89.94% 91.95% 93.96% 95.98% 97.99% 100.00% 

Syphilis 
treatment  

Pregnant 
women 

245,191 265,750 293,930 0.0% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Iron 
supplementation  

Pregnant 
women 

245,191 265,750 293,930 40.4% 89.0% 90.38% 91.75% 93.13% 94.50% 95.88% 97.25% 98.63% 100.00% 

Hypertensive 
disorder case 
management 
(detection) 

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Hypertensive 
disorder case 
management 
(treatment) 

Pregnant 
women 

245,191 265,750 293,930 22.6% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Diabetes case 
management  

Pregnant 
women 

245,191 265,750 293,930 100.0% 94.3% 95.01% 95.73% 96.44% 97.15% 97.86% 98.58% 99.29% 100.00% 

Management of 
eclampsia and 
pre-eclampsia 

Pregnant 
women 

245,191 265,750 293,930 8.0% 95.0% 95.63% 96.25% 96.88% 97.50% 98.13% 98.75% 99.38% 100.00% 
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Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Asymptomatic 
bacteriuria case 
management 

Pregnant 
women 

245,191 265,750 293,930 100.0% 35.0% 43.13% 51.25% 59.38% 67.50% 75.63% 83.75% 91.88% 100.00% 

Screening of 
extragenital 
diseases  

Pregnant 
women 

245,191 265,750 293,930 100.0% 65.0% 69.38% 73.75% 78.13% 82.50% 86.88% 91.25% 95.63% 100.00% 

Treatment of 
gonorrhoea 

Pregnant 
women 

245,191 265,750 293,930 4.0% 85.0% 86.88% 88.75% 90.63% 92.50% 94.38% 96.25% 98.13% 100.00% 

Treatment of 
chlamydia 

Pregnant 
women 

245,191 265,750 293,930 9.0% 75.0% 78.13% 81.25% 84.38% 87.50% 90.63% 93.75% 96.88% 100.00% 

Treatment of 
trichomoniasis 

Pregnant 
women 

245,191 265,750 293,930 8.0% 75.0% 78.13% 81.25% 84.38% 87.50% 90.63% 93.75% 96.88% 100.00% 

Cervical cancer 
screening 

Pregnant 
women 

245,191 265,750 293,930 100.0% 20.0% 30.00% 40.00% 50.00% 60.00% 70.00% 80.00% 90.00% 100.00% 

Intrapartum care during childbirth             

Clean birth 
environment 

Number 
of 
deliveries 

150,602 163,230 180,539 100.0% 99.3% 99.39% 99.48% 99.56% 99.65% 99.74% 99.83% 99.91% 100.00% 

Parenteral 
administration of 
anticonvulsants 

Number 
of 
deliveries 

150,602 163,230 180,539 0.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antibiotics for 
PROM 

Number 
of 
deliveries 

150,602 163,230 180,539 3.4% 74.5% 77.69% 80.88% 84.06% 87.25% 90.44% 93.63% 96.81% 100.00% 

Parenteral 
administration of 
antibiotics 

Number 
of 
deliveries 

150,602 163,230 180,539 3.2% 74.5% 77.69% 80.88% 84.06% 87.25% 90.44% 93.63% 96.81% 100.00% 

Assisted vaginal 
delivery 

Number 
of 
deliveries 

150,602 163,230 180,539 0.3% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Parenteral 
administration of 
uterotonics 

Number 
of 
deliveries 

150,602 163,230 180,539 1.2% 89.0% 90.38% 91.75% 93.13% 94.50% 95.88% 97.25% 98.63% 100.00% 

Manual removal 
of placenta 

Number 
of 
deliveries 

150,602 163,230 180,539 1.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 
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Intervention 

Target population 
Population 
in need 

Coverage 

Group 2020–22 2023–27 2028–30 2020–30 
2020–
22 

2023 2024 2025 2026 2027 2028 2029 2030 

Removal of 
retained 
products of 
conception 

Number 
of 
deliveries 

150,602 163,230 180,539 1.2% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Induction of 
labour for 
pregnancies 
lasting 41+ 
weeks 

Number 
of 
deliveries 

150,602 163,230 180,539 1.8% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Antenatal 
corticosteroids 
for preterm 
labour 

Number 
of 
deliveries 

150,602 163,230 180,539 3.4% 90.0% 91.25% 92.50% 93.75% 95.00% 96.25% 97.50% 98.75% 100.00% 

Caesarean 
delivery 

Number 
of 
deliveries 

150,602 163,230 180,539 13.9% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Blood 
transfusion 

Number 
of 
deliveries 

150,602 163,230 180,539 3.2% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Maternal sepsis 
case 
management 

Number 
of 
deliveries 

150,602 163,230 180,539 0.5% 100.0% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

Labour and 
delivery 
management 

Number 
of 
deliveries 

150,602 163,230 180,539 100.0% 99.3% 99.39% 99.48% 99.56% 99.65% 99.74% 99.83% 99.91% 100.00% 
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ANNEX 2. DRUGS AND SUPPLIES AND HUMAN RESOURCES COSTS 

Table 32. Family planning, unit costs of essential interventions: drugs and supplies 

Intervention Drug/supply 

% receiving 
this aspect 
of the 
treatment 

Number of 
units 

Times per 
day 

Days per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Condom – 
male 

120 condoms, providing one year of protection 100 120 1 1 120 0.09 11.38 

       11.38 

Pill – 
standard 
daily 

Levonorgestrel 0.0375 mg, cycle 50 15 1 1 15 8.41 63.07 

Levonorgestrel 0.15 mg + ethinylestradiol 30 mcg (Microgynon), cycle 50 15 1 1 15 0.45 3.41 

       66.47 

Injection 
every three 
months 
(Depo-
Provera) 

Depot medroxyprogesterone acetate 150 mg – three-monthly 100 4 1 1 4 3.88 15.52 

Gloves, exam, latex, disposable, pair 100 1 1 1 1 0.21 0.21 

Povidone-iodine, solution, 10%, 5 ml per injection 100 4 1 1 4 1.36 5.43 

Syringe, autodisable SoloShot IX 100 4 1 1 4 0.04 0.17 

       21.34 

IUD, copper 
T-380A 

Gloves, exam, latex, disposable, pair (for insertion and removal) 100 3 1 1 3 0.06 0.18 

IUD, copper T-380A 100 1 1 1 1 2.98 2.98 

       3.16 

Female 
sterilization 

Anaesthesia (local)        

Atropine sulfate, injection, 1 mg in 1 ml ampoule 100 1 1 1 1 0.02 0.02 

Diazepam, injection, 5 mg/ml, in 2 ml ampoule 100 1 1 1 1 0.25 0.25 

Lidocaine, injection, 1% in 20 ml vial 100 1 1 1 1 0.57 0.57 

Lidocaine, spray, 10%, 500 ml bottle 100 0,02 1 1 0,02 45.02 0.90 

Syringe, needle + swab 100 3 1 1 3 0.04 0.13 

Ligation and suturing        

Gauze pad, 10 × 10 cm, sterile 100 2 1 1 2 0.24 0.48 

Needle, suture, assorted sizes, round body 100 3 1 1 3 0.03 0.08 

Suture, catgut, chromic, 0, 150 cm 100 3 1 1 3 1.36 4.08 

Tape, adhesive, 2.5 cm wide, zinc oxide, 5 m roll 100 2 1 1 2 0.39 0.78 

Other        

Gloves, surgeon’s, latex, disposable, sterile, pair 100 2 1 1 2 0.21 0.41 

Paracetamol, tablet, 500 mg 100 1 4 2 8 0.01 0.10 

Povidone iodine, solution, 10%, 5 ml per injection 100 1 1 2 2 1.36 2.72 

Cotton swab (100 g)  100 1 1 2 2 0.09 0.18 

        10.69 
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Table 33. Family planning, unit costs of essential interventions: human resources 

Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total number of 
minutes 

Cost per minute 
($) 

Total 

Condom – male 

Counselling       

Community health workers 100 20 1 20 0.001 0.02 

Resupply       

Community health workers 100 5 3 15 0.001 0.02 

       0.04 

Pill – standard daily 

Counselling       

Midwife 100 20 1 20 0.001 0.03 

Physical examination       

Midwife 100 5 1 5 0.001 0.01 

Resupply visits       

Midwife 100 5 3 15 0.001 0.02 

       0.05 

Injection every three 
months (Depo-
Provera) 

Counselling       

Midwife 100 20 1 20 0.001 0.03 

Physical examination       

Midwife 100 5 1 5 0.001 0.01 

Injections       

Midwife 100 4 4 16 0.001 0.02 

      0.05 

IUD, copper T-380A 

Counselling       

Midwife 100 20 1 20 0.001 0.03 

Insertion       

Obstetrician/gynaecologist 90 15 1 13.50 0.001 0.02 

Midwife 10 15 1 1.50 0.001 0.00 

Follow-up       

Midwife 100 10 1 10 0.001 0.01 

Removal       

Midwife 100 10 1 10 0.001 0.01 

      0.07 

Female sterilization 

Counselling       

Midwife 100 30 1 30 0.001 0.04 

Procedure       

Obstetrician/gynaecologist 100 30 1 30 0.001 0.04 

Midwife 100 30 1 30 0.001 0.04 

Follow-up             

Midwife 100 10 1 10 0.001 0.01 

          0.13 
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Table 34. Maternal health periconceptual, unit costs of essential interventions: drugs and supplies 

Interventions Drug/supply 
% receiving 
this aspect of 
the treatment 

Number 
of units 

Times 
per day 

Days per 
case 

Units 
per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Folic acid 
supplementation 

Folic acid fortification supplies for maize or wheat flour per 
person per year 

100 1 1 1 1 0.01 0.01 

       0.01 

Safe abortion 
services 

D&C, anaesthesia        

Lidocaine HCl (in dextrose 7.5%), 2 ml ampoule  100 1 1 1 1 0.05 0.05 

Oxytocin, injection, 5 IU in 1 ml ampoule 100 1 1 1 1 0.21 0.21 

Syringes, needle + swab 100 2 1 1 2 0.04 0.09 

Vacuum aspiration        

Lidocaine HCl (in dextrose 7.5%), 2 ml ampoule  50 1 1 1 1 0.05 0.03 

Misoprostol, tablet, 200 mcg  50 2 1 1 2 6.34 6.34 

Syringes, needle + swab 50 1 1 1 1 0.04 0.02 

Medical abortion        

Mifepristone 200 mg 50 1 1 1 1 6.47 3.23 

Misoprostol, tablet, 200 mcg  50 4 1 1 4 6.34 12.68 

Paracetamol, tablet, 500 mg 50 1 2 3 6 0.01 0.04 

       22.68 

Post-abortion 
case 
management 

Misoprostol, tablet, 200 mcg  100 4 1 1 4 6.34 25.36 

Paracetamol, tablet, 500 mg 100 1 3 3 9 0.01 0.12 

Sepsis management        

Ampicillin, powder for injection, 500 mg, vial 100 2 6 2 24 0.17 4.04 

Gentamycin, injection, 40 mg/ml in 2 ml vial 100 1 3 2 6 0.49 2.95 

Metronidazole, injection, 500 mg in 100 ml vial 100 2 2 2 8 0.52 4.14 

Tetracycline, tablet, 500 mg 100 1 4 10 40 0.51 20.53 

Blood and urine        

Foley catheter 100 1 1 1 1 0.71 0.71 

Uterine evacuation        

Lidocaine HCl (in dextrose 7.5%), 2 ml ampoule  100 1 1 1 1 0.05 0.05 

Misoprostol, tablet, 200 mcg 100 2 1 1 2 6.34 12.68 

Syringes, needle + swab 100 1 1 1 1 0.04 0.04 

Uterine lacerations        

Oxytocin, injection, 5 IU in 1 ml ampoule 100 1 1 1 1 0.21 0.21 

Methylergometrine, injection 0.2 mg/ml, 1 ml ampoule 100 1 3 1 3 0.15 0.45 

Pain management      0.00  

Paracetamol, tablet, 500 mg 100 1 4 3 12 0.01 0.16 

Pethidine, 50 mg/ml, 2 ml ampoule 100 1 1 2 2 0.69 1.37 
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Interventions Drug/supply 
% receiving 
this aspect of 
the treatment 

Number 
of units 

Times 
per day 

Days per 
case 

Units 
per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Shock/rehydration      0.00  

Sodium chloride, injectable solution, 0.9%, 500 ml 100 2 1 1 2 0.25 0.49 

After stabilized      0.00  

Sodium chloride, injectable solution, 0.9%, 500 ml 100 2 1 1 2 0.25 0.49 

       73.78 

Ectopic 
pregnancy case 
management 

Methotrexate 10 mg 100 2 1 3 6 19.40 116.43 

Anaesthesia      0.00  

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Bupivakan spinal 5 mg/ml, no. 5 ampule 100 1 1 1 1 4.72 4.72 

Sodium lactate injection (Ringer’s solution), 400 ml, with giving 
set 

100 2 1 1 2 0.56 1.11 

Syringes, needle + swab 10 1 1 1 1 0.04 0.00 

Adrenaline, ampoule, 1 mg/ml 10 1 1 1 1 0.18 0.02 

Surgery      0.00  

Suture, absorbable, synthetic, 2/0, curved needle 100 1 1 1 1 2.59 2.59 

Suture, catgut, chromic, 0, 150 cm 100 1 1 1 1 1.36 1.36 

Suture, non-absorbable, synthetic, 3/0, curved needle 100 1 1 1 1 2.59 2.59 

Gauze, sterile 100 5 1 1 5 0.24 1.20 

Infection control      0.00  

Ampicillin, powder for injection, 500 mg, vial 100 4 4 4 64 0.17 10.76 

Gentamycin, injection, 40 mg/ml in 2 ml vial 100 1 4 3 12 0.49 5.90 

Metronidazole, injection, 500 mg in 100 ml vial 100 1 3 4 12 0.52 6.21 

Sodium chloride, injectable solution, 0.9%, 500 ml 100 1 2 4 8 0.25 1.97 

Pain management      0.00  

Paracetamol, tablet, 500 mg 100 1 4 3 12 0.01 0.16 

Pethidine, 50 mg/ml, 2 ml ampoule 100 1 1 2 2 0.69 1.37 

       40.20 

Miscarriages 

Misoprostol, tablet, 200 mcg 40 1 1 2 2 6.34 5.07 

IV giving/infusion set, with needle 30 2 1 2 4 0.25 0.30 

IV fluid infusion (Ringer’s solution) 30 1 1 2 2 0.56 0.34 

Syringe 5.0 w/needle  100 3 1 2 6 0.04 0.26 

Promedole 1% injection 60 1 1 1 1 0.69 0.41 

Ketamine injection, 2 ml  60 1 1 1 1 0.34 0.21 

Urine analysis 100 1 1 1 1 3.69 3.69 

Blood test CBC 100 1 1 1 1 3.69 3.69 

Oxytocin, injection, 5 IU in 1 ml ampoule 60 1 1 1 1 0.21 0.12 

       14.08 
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Table 35. Maternal health, periconceptual. Essential interventions’ unit costs. Human resources 

Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total 
number of 
minutes 

Cost per 
minute ($) 

Total 

Folic acid 
supplementation 

    0  0.00 

      0.00 

Safe abortion 
services 

D&C, anaesthesia       

Midwife 100 30 1 30 0.001 0.04 

Vacuum aspiration       

Midwife 100 30 1 30 0.001 0.04 

Medical abortion       

Midwife 100 10 2 20 0.001 0.03 

      0.10 

Post-abortion case 
management 

Assistant nurses and midwives 100 30 3 90 0.002 0.16 

Midwife 100 90 1 90 0.001 0.11 

Obstetrician/gynaecologist 100 30 1 30 0.001 0.04 

      0.31 

Ectopic pregnancy 
case management 

Obstetrician/gynaecologist 100 60 1 60 0.001 0.08 

Another specialist doctor 100 120 1 120 0.002 0.18 

Midwife 100 240 1 240 0.001 0.30 

      0.57 

Miscarriages 

Obstetrician/gynaecologist 100 60 1 60 0.001 0.08 

Another specialist doctor 100 30 1 30 0.002 0.05 

Midwife 100 70 1 70 0.001 0.09 

Nurses 100 80 1 80 0.001 0.09 

      0.31 

  



 

 
97 

 

Table 36. Maternal health. Antenatal care. Essential interventions’ unit costs. Drugs and supplies 

Interventions Drug/supply 
% receiving 
this aspect of 
the treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units 
per 
case 

Unit 
cost ($) 

Cost 
per 
case ($) 

Counselling (four visits) 

Blood test CBC 100 4 1 1 4 3.69 14.75 

Urine analysis  100 4 1 1 4 3.69 14.75 

Ultrasound examination 100 2 1 1 2 1.94 3.88 

Examination of haemoglobin level  100 4 1 1 4 4.00 16.01 

Rh factor  100 1 1 1 1 2.25 2.25 

Test for syphilis 100 2 1 1 2 1.60 3.20 

HIV rapid test kit 100 1 1 1 1 1.63 1.63 

Blood test for hepatitis B 100 1 1 1 1 2.25 2.25 

Proteinuria test (dipstick) 100 4 1 1 4 0.06 0.25 

              58.96 

Syphilis detection 

Blood collecting tube, 5 ml 100 1 1 1 1 0.21 0.21 

Gloves, exam, latex, disposable, pair 100 1 1 1 1 0.21 0.21 

Syringes, needle + swab 100 1 1 1 1 0.04 0.04 

Test, rapid plasma reagin (RPR) 100 1 1 1 1 0.12 0.12 

              0.58 

Syphilis treatment 

Benzathine benzylpenicillin, powder for injection, 2.4 
million IU 

100 1 1 1 1 5.50 5.50 

Syringe 5.0 w/needle 100 1 1 1 1 0.04 0.04 

Water for injection, 5 ml ampoule 100 1 1 1 1 0.05 0.05 

              6.75 

Iron supplementation in 
pregnancy 

Anaemic pregnant women, high iron dose for three months           0.00   

Ferrous salt + folic acid, tablet, 60 + 0.4 mg 5 2 1 90 180 0.14 1.30 

Anaemic pregnant women, normal iron dose for three 
months 

          0.00   

Ferrous salt + folic acid, tablet, 60 + 0.4 mg 5 1 1 90 90 0.14 0.65 

Non-anaemic pregnant women           0.00   

Ferrous salt + folic acid, tablet, 60 + 0.4 mg 90 1 1 180 180 0.14 23.33 

              25.28 

Hypertensive disorder 
case management 
(detection) 

Proteinuria test (dipstick) 100 1 1 5 5 1.19 5.95 

              5.95 

Hypertensive disorder 
case management 
(treatment) 

Aspirin tablet, 75 mg  100 1 1 154 154 0.03 4.98 

Calcium malate 1.5 g 100 1 1 154 154 0.58 89.65 

              94.63 

Diabetes case 
management 

Blood collecting tube, 5 ml 100 1 4 1 4 0.21 0.86 

Gloves, exam, latex, disposable, pair 100 1 4 1 4 0.21 0.83 
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Interventions Drug/supply 
% receiving 
this aspect of 
the treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units 
per 
case 

Unit 
cost ($) 

Cost 
per 
case ($) 

Syringes, needle + swab 100 1 4 1 4 0.04 0.18 

Test, blood glucose 100 1 4 1 4 2.59 10.35 

              12.21 

Management of 
eclampsia and pre-
eclampsia 

Severe pre-eclampsia           0.00   

Bag, urine, collecting, 2000 ml 100 1 1 1 1 0.41 0.41 

Foley catheter 100 1 1 1 1 0.71 0.71 

Test strips, urine analysis 100 8 1 1 8 3.69 29.50 

High blood pressure (if diastolic blood pressure > 0 mmHg)           0.00   

Hydralazine, powder for injection, 20 mg ampoule 100 0,3 4 1 1,2 6.25 7.50 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

100 1 1 1 1 0.56 0.56 

If pregnancy more than seven months and sign of fetal 
compromise, expedite delivery 

          0.00   

Misoprostol, tablet, 200 mcg  40 1 2 1 2 6.34 5.07 

Oxytocin, injection, 5 IU in 1 ml ampoule 40 1 2 1 2 0.21 0.16 

Sodium chloride, injectable solution, 0,9%, 500 ml 40 1 1 1 1 0.25 0.10 

Convulsions           0.00   

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

10 1 1 1 1 0.13 0.01 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

10 4 1 1 4 0.56 0.22 

Syringes, needle + swab 10 1 1 1 1 0.04 0.00 

Water for injection, 5-ml ampoule 10 2 1 1 2 0.05 0.01 

If pregnancy less than seven months, monitor blood 
pressure and urine 

          0.00   

Test strips, urine analysis 50 1 1 5 5 3.69 9.22 

Continued convulsions           0.00   

Lidocaine HCl (in dextrose 7.5%), ampoule 2 ml 10 1 1 1 1 0.05 0.01 

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

10 1 1 1 1 0.13 0.01 

Delayed labour or late referral           0.00   

Lidocaine HCl (in dextrose 7.5%), ampoule 2 ml 5 1 12 1 12 0.05 0.03 

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

5 1 12 1 12 0.13 0.08 

Recurring conversions           0.00   

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

10 1 1 1 1 0.13 0.01 
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Interventions Drug/supply 
% receiving 
this aspect of 
the treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units 
per 
case 

Unit 
cost ($) 

Cost 
per 
case ($) 

              53.87 

Asymptomatic bacteriuria 
case management 

Urine bacteriological analysis (screening) 80 2 1 1 2 1.91 3.06 

Bacteriuria test (screening) 20 2 1 1 2 1.91 0.77 

Ampicillin, 500 mg tab 60 1 4 10 40 0.05 1.30 

Furodonin 50 mg, tab 20 1 4 7 28 0.01 0.06 

Amoxicillin + clavulanic acid 20 1 3 7 21 0.61 2.55 

              7.74 

Screening of extragenital 
diseases 

Urine sugar analysis 100 1 1 1 1 1.00 1.00 

Electrocardiogram 100 1 1 1 1 2.39 2.39 

Renal function tests 100 1 1 1 1 4.46 4.46 

Hepatitis function tests 100 1 1 1 1 4.46 4.46 

X-ray of chest 100 1 1 1 1 2.88 2.88 

              15.20 

Treatment of gonorrhoea 

Ceftriaxone, powder for injection, 250 mg vial 100 1 1 1 1 0.22 0.22 

Analysis for gonorrhoea  100 1 1 1 1 1.91 1.91 

Syringes, needle + swab 100 1 1 1 1 0.04 0.04 

Water for injection, 5 ml ampoule 100 1 1 1 1 0.03 0.03 

              2.20 

Treatment of chlamydia 

Erythromycin, tablet, 250 mg 100 2 4 7 56 0.07 4.13 

Azithromycin 100 1 3 3 9 1.68 15.14 

              19.27 

Treatment of 
trichomoniasis 

Metronidazole, tablet, 500 mg 100 1 2 7 14 0.01 0.18 

              0.18 

Cervical cancer 
screening 

Gloves, surgeon’s, latex, disposable, sterile, pair 100 3 1 1 3 0.21 0.62 

Acetic acid 3% 5 ml (VIA) 50 0.01 1 1 0.01 1.00 0.01 

Lugol’s iodine (VILI) 5%, 10 ml 50 0.02 1 1 0.02 1.19 0.01 

Chlorhexidine solution 100 1 1 1 1 2.33 2.33 

              2.97 
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Table 37. Maternal health. Antenatal care. Essential interventions’ unit costs. Human Resources 

Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total 
number of 
minutes 

Cost per 
minute ($) 

Total 

Counselling (at least four 
visits) 

Midwife 100 10 4 40 0.001 0.05 

            0.05 

Syphilis detection 

Screening             

Midwife 100 15 1 15 0.001 0.02 

            0.02 

Syphilis treatment 

Injection             

Midwife 100 5 1 5. 0.001 0.01 

Follow-up             

Midwife 100 5 1 5 0.001 0.01 

            0.01 

Iron supplementation in 
pregnancy 

Nurses 100 2 4 8 0.001 0.01 

            0.01 

Hypertensive disorder 
case management 
(detection) 

Assistant nurses and midwives 100 10 5 50 0.002 0.09 

  
          0.09 

Hypertensive disorder 
case management 
(treatment) 

Obstetrician/gynaecologist 100 15 1 15 0.001 0.02 

  
          0.02 

Diabetes case 
management 

Assistant nurses and midwives 100 5 4 20 0.002 0.03 

            0.03 

Management of 
eclampsia and pre-
eclampsia 

Obstetrician/gynaecologist 100 30 2 60 0.001 0.08 

Admission day             

Midwife 100 360 1 360 0.001 0.45 

Follow-up days             

Midwife 100 180 6 1080 0.001 1.35 

            1.89 

Asymptomatic bacteriuria 
case management 

Generalists/primary care doctors 100 10 2 20 0.002 0.04 

Nurses 100 10 2 20 0.001 0.02 

            0.06 

Screening of extragenital 
diseases 

Generalists/primary care doctors 100 10 4 40 0.002 0.08 

Obstetrician/gynaecologist 100 10 4 40 0.001 0.06 

Nurses 100 10 4 40 0.001 0.05 

Another specialist doctor 100 10 4 40 0.002 0.06 

           0.24 

Treatment of gonorrhoea 
Generalists/primary care doctors 100 5 3 15 0.002 0.03 

Nurses 100 10 3 30 0.001 0.03 
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Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total 
number of 
minutes 

Cost per 
minute ($) 

Total 

            0.06 

Treatment of chlamydia 

Generalists/primary care doctors 100 5 3 15 0.002 0.03 

Nurses 100 10 3 30 0.001 0.03 

            0.06 

Treatment of 
trichomoniasis 

Generalists/primary care doctors 100 5 3 15 0.002 0.03 

Nurses 100 10 3 30 0.001 0.03 

            0.06 

Cervical cancer 
screening 

Obstetrician/gynaecologist 100 20 1 20 0.001 0.03 

Midwife 100 10 1 10 0.001 0.01 

            0.04 
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Table 38. Maternal health. Intrapartum care. Essential interventions’ unit costs. Drugs and supplies 

Interventions Drug/supply 

% receiving 
this aspect of 
the 
treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Clean birth 
environment 

Clean delivery kit: soap, plastic sheeting, razor blade, 
umbilical tape, cotton wrap  

100 1 1 1 1 11.37 11.37 

              11.37 

Parenteral 
administration of 
anticonvulsant 

Severe pre-eclampsia               

Bag, urine, collecting, 2000 ml 100 1 1 1 1 0.41 0.41 

Foley catheter 100 1 1 1 1 0.71 0.71 

Test strips, urine analysis 100 8 1 1 8 3.69 29.50 

High blood pressure (if diastolic BP > 0 mmHg)               

Nifedipine 10 mg 100 5 1 1 5 0.05 0.26 

Hydralazine, powder for injection, 20-mg ampoule 100 0,3 4 1 1,2 6.25 7.50 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

100 1 1 1 1 0.56 0.56 

If pregnancy more than seven months and sign of fetal 
compromise, expedite delivery 

              

Misoprostol, tablet, 200 mcg  40 1 2 1 2 6.34 5.07 

Oxytocin, injection, 5 IU in 1-ml ampoule 40 1 2 1 2 0.21 0.16 

Sodium chloride, injectable solution, 0,9%, 500 ml 40 1 1 1 1 0.25 0.10 

Convulsions               

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

10 1 1 1 1 0.13 0.01 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

10 4 1 1 4 0.56 0.22 

Syringes, needle + swab 10 1 1 1 1 0.04 0.00 

Water for injection, 5 ml ampoule 10 2 1 1 2 0.05 0.01 

If pregnancy less than seven months, monitor blood 
pressure and urine 

              

Test strips, urine analysis 50 1 1 5 5 3.69 9.22 

Continued convulsions               

Lidocaine HCl (in dextrose 7.5%) in 2 ml ampoule  10 1 1 1 1 0.05 0.01 

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

10 1 1 1 1 0.13 0.01 

Delayed labour or late referral               

Lidocaine HCl (in dextrose 7.5%) in 2 ml ampoule  5 1 12 1 12 0.05 0.03 
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Interventions Drug/supply 

% receiving 
this aspect of 
the 
treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Magnesium sulphate, injection, 500 mg/ml in 10 ml 
ampoule 

5 1 12 1 12 0.13 0.08 

Recurring conversions               

Magnesium sulphate, injection, 500 mg/ml in 10-ml 
ampoule 

10 1 1 1 1 0.13 0.01 

              54.13 

Antibiotics for 
PROM 

Amoxicillin, caplet, 250 mg 80 2 3 7 42 0.02 0.76 

Erythromycin, tablet, 250 mg 20 1 4 7 28 0.07 0.41 

              1.17 

Parenteral 
administration of 
antibiotics 

Amoxicillin, caplet, 250 mg 50 2 3 3 18 0.02 0.20 

Ampicillin, powder for injection, 500 mg, vial 50 4 4 4 64 0.17 5.38 

Gentamycin, injection, 40 mg/ml in 2-ml vial 100 1 3 3 9 0.49 4.42 

Syringes, needle + swab 100 4 4 4 64 0.04 2.76 

Water for injection, 5-ml ampoule 100 4 4 4 64 0.05 3.15 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Sodium chloride, injectable solution, 0,9%, 500 ml 100 1 3 4 12 0.25 2.95 

             19.11 

Assisted vaginal 
delivery 

Clean delivery kit: soap, plastic sheeting, razor blade, 
umbilical tape, cotton wrap  

100 1 1 1 1 11.37 11.37 

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 4 1 4 0.17 0.68 

Paracetamol, tablet, 500 mg 100 1 4 3 12 0.01 0.08 

Partograph 100 1 1 1 1 0.00 0.00 

Povidone iodine, solution, 10%, 5 ml per injection 100 1 1 1 1 1.36 1.36 

              13.48 

Parenteral 
administration of 
uterotonics 

Oxytocin, injection, 5 IU in 1-ml ampoule 100 2 1 1 2 0.21 0.41 

Syringes, needle + swab 100 1 1 1 1 0.04 0.04 

              0.45 

Manual removal of 
placenta 

Ketamine, 10-ml vial, 50 mg/ml 100 1 1 1 1 0.34 0.34 

Oxytocin, injection, 5 IU in 1-ml ampoule 100 2 1 1 2 0.21 0.41 

Syringes, needle + swab 100 2 1 1 2 0.04 0.09 

General               

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 4 1 4 0.21 0.83 

Prophylactic antibiotics               

Ampicillin, powder for injection, 500 mg, vial 100 4 1 1 4 0.17 0.67 

Cefazolin, ampoule, 500 mg 100 2 1 1 2 0.26 0.51 

              2.85 

D&C, anaesthesia               
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Interventions Drug/supply 

% receiving 
this aspect of 
the 
treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Removal of retained 
products of 
conception 

Lidocaine HCl (in dextrose 7.5%) in 2-ml ampoule  0 1 1 1 1 0.05 0.00 

Oxytocin, injection, 5 IU in 1-ml ampoule 100 1 1 1 1 0.21 0.21 

Syringes, needle + swab 0 2 1 1 2 0.04 0.00 

Vacuum aspiration               

Lidocaine HCl (in dextrose 7.5%) in 2-ml ampoule  50 1 1 1 1 0.05 0.03 

Misoprostol, tablet, 200 mcg  50 2 1 1 2 6.34 6.34 

Syringes, needle + swab 50 1 1 1 1 0.04 0.02 

Medical abortion               

Misoprostol, tablet, 200 mcg  50 4 1 1 4 6.34 12.68 

Paracetamol, tablet, 500 mg 50 1 2 3 6 0.01 0.04 

              19.31 

Induction of labour 
for pregnancies 41+ 
weeks 

Misoprostol, tablet, 200 mcg  100 0.1 8 1 0.8 6.34 5.07 

              5.07 

Antenatal 
corticosteroids for 
preterm labour 

Dexamethasone, 1-ml injection, 4 mg/ml 100 3 1 2 6 0.13 0.77 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Sodium chloride, injectable solution, 0,9%, 500 ml 100 1 2 2 4 0.25 0.98 

Syringes, needle + swab 100 1 1 2 2 0.04 0.09 

Nifedipine 100 1 2 2 4 0.05 0.21 

              2.29 

Caesarean delivery 

General               

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 4 1 4 0.21 0.83 

Spinal anaesthesia               

IV giving/infusion set, with needle 90 1 1 1 1 0.25 0.22 

Lidocaine HCl (in dextrose 7.5%) in 2-ml ampoule  90 1 1 1 1 0.05 0.05 

Sodium lactate injection (Ringer’s), 500 ml, with giving set 90 2 1 1 2 0.56 1.00 

Syringes, needle + swab 90 1 1 1 1 0.04 0.04 

Adrenaline, ampoule, 1 mg/ml 45 0.5 1 1 0.5 0.18 0.04 

And if necessary               

Syringes, needle + swab 10 1 1 1 1 0.04 0.00 

Adrenaline, ampoule, 1 mg/ml 10 1 1 1 1 0.18 0.02 

General anaesthesia               

Atropine sulphate, injection, 1 mg in 1-ml ampoule 10 1 1 1 1 0.10 0.01 

IV giving/infusion set, with needle 10 1 1 1 1 0.25 0.02 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

10 2 1 1 2 0.56 0.11 

Syringes, needle + swab 10 2 1 1 2 0.04 0.01 
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Interventions Drug/supply 

% receiving 
this aspect of 
the 
treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Ketamine, 10-ml vial, 50 mg/ml 10 1 1 1 1 0.34 0.03 

Prophylactic antibiotics               

Ampicillin, powder for injection, 500 mg, vial 0 4 1 1 4 0.17 0.00 

Cefazolin, ampoule, 500 mg 100 2 1 1 2 0.26 0.51 

Other               

Bag, urine, collecting, 2000 ml 100 1 1 1 1 0.41 0.41 

Foley catheter 100 1 1 1 1 0.71 0.71 

Procedure               

Gauze, sterile 100 3 1 1 3 0.01 0.02 

Needle, suture, assorted sizes, round body 100 1 1 1 1 1.29 1.29 

Povidone iodine, solution, 10%, 5 ml per injection 100 1 1 1 1 1.36 1.36 

Suture, catgut, chromic, 0, 150 cm 100 1 1 1 1 2.59 2.59 

Suture, non-absorbable, synthetic, 3/0, curved needle 100 1 1 1 1 0.24 0.24 

Blade, surgical, no. 22, sterile, disposable 100 1 1 1 1 0.12 0.12 

If sign of infection               

Ampicillin, powder for injection, 500 mg, vial 25 4 4 4 64 0.58 9.31 

Gentamycin, injection, 40 mg/ml in 2-ml vial 25 7 1 4 28 0.49 3.44 

IV giving/infusion set, with needle 25 1 1 1 1 0.25 0.06 

Metronidazole, injection, 500 mg in 100 ml vial 25 1 3 4 12 0.52 1.55 

Sodium chloride, injectable solution, 0,9%, 500 ml 25 1 2 4 8 0.25 0.49 

After delivery               

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Oxytocin, injection, 5 IU in 1 ml ampoule 100 2 1 1 2 0.21 0.41 

Paracetamol, tablet, 500  mg 100 1 4 3 1 0.13 0.13 

Pethidine, 50 mg/ml, 2 ml ampoule 100 1 1 1 1 0.69 0.69 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

100 1 8 1 8 0.56 4.45 

Syringes, needle + swab 100 1 1 1 1 0.04 0.04 

              30.47 

Blood transfusion 

Blood, one unit 100 2 1 1 2 7.76 15.52 

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 4 1 4 0.21 0.83 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Sodium lactate injection (Ringer’s solution), 500 ml, with 
giving set 

100 2 1 1 2 0.56 1.11 

              17.71 

Maternal sepsis 
case management 

Antibiotics               

Amoxicillin, caplet, 250 mg 100 2 3 3 18 0.02 0.41 
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Interventions Drug/supply 

% receiving 
this aspect of 
the 
treatment 

Number 
of units 

Times 
per day 

Days 
per 
case 

Units per 
case 

Unit cost 
($) 

Cost per 
case ($) 

Ampicillin, powder for injection, 500 mg, vial 100 4 4 4 64 0.58 37.26 

Gentamycin, injection, 40 mg/ml in 2 ml vial 100 1 3 3 9 0.49 4.42 

Metronidazole, injection, 500 mg in 100 ml vial 100 1 3 4 12 0.52 6.21 

Syringes, needle + swab 100 4 4 4 64 0.04 2.76 

Water for injection, 5 ml ampoule 100 4 4 4 64 0.05 3.15 

Other               

Bag, urine, collecting, 2000 ml 100 1 1 1 1 0.41 0.41 

Foley catheter 100 1 1 1 1 0.71 0.71 

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 1 1 1 0.21 0.21 

IV giving/infusion set, with needle 100 1 1 1 1 0.25 0.25 

Lancet, blood, disposable 100 1 1 1 1 12.03 12.03 

Oxygen, 1000 litres, primarily with oxygen cylinders 25 1.5 1 1 1.5 23.29 8.73 

Paracetamol, tablet, 500 mg 100 1 4 2 8 0.01 0.10 

Sodium chloride, injectable solution, 0,9%, 500 ml 100 2 3 4 24 0.25 5.90 

CBC (complete blood count) 100 1 1 1 1 4.53 4.53 

       87.08 

Labour and delivery 
management 

Gloves, surgeon’s, latex, disposable, sterile, pair 100 1 4 1 4 0.21 0.83 

Paracetamol, tablet, 500 mg 100 1 4 3 12 0.01 0.16 

Razor for blade 100 2 1 1 2 0.12 0.23 

Umbilical tape 100 1 1 1 1 1.03 1.03 

Oxytocin, injection, 5 IU in 1 ml ampoule 100 2 1 1 2 0.21 0.41 

Mucus extractor 100 2 1 1 2 1.68 3.36 

Vitamin K injection, 1 ml 100 1 1 1 1 1.81 1.81 

Tetracycline ointment, 10 mg  100 0.01 1 1 0.01 0.62 0.01 

       7.84 
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Table 39. Maternal health. Intrapartum care. Essential interventions’ unit costs. Human resources 

Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total 
number of 
minutes 

Cost per 
minute (s) 

Total 

Clean birth environment 
Community health workers 100 60 1 60 0.001 0.07 

      0.07 

Parenteral administration 
of anticonvulsant 

Obstetrician/gynaecologist 100 30 2 60 0.001 0.08 

Admission day       

Midwife 100 360 1 360 0.001 0.45 

Follow-up days       

Midwife 100 180 6 1080 0.001 1.35 

      1.89 

Antibiotics for PROM 
Midwife 100 15 2 30 0.001 0.04 

      0.04 

Parenteral administration 
of antibiotics 

Obstetrician/gynaecologist 100 30 1 30 0.001 0.04 

Midwife 100 20 4 80 0.001 0.10 

      0.14 

Assisted vaginal delivery 

Obstetrician/gynaecologist 100 30 1 30 0.001 0.04 

Midwife 100 360 1 360 0.001 0.45 

      0.49 

Parenteral administration 
of uterotonics 

Midwife 100 10 1 10 0.001 0.01 

           0.01 

Manual removal of 
placenta 

Obstetrician/gynaecologist 50 30 1 15 0.001 0.02 

Midwife 50 30 1 15 0.001 0.02 

Assistant nurses and midwives 100 30 1 30 0.002 0.05 

           0.09 

Removal of retained 
products of conception 

D&C, anaesthesia             

Midwife 100 30 1 30 0.001 0.04 

Vacuum aspiration            

Midwife 100 30 1 30 0.001 0.04 

Medical abortion            

Midwife 100 10 2 20 0.001 0.03 

           0.10 

Induction of labour for 
pregnancies lasting 41+ 
weeks 

Obstetrician/gynaecologist 100 20 1 20 0.001 0.03 

Midwife 100 40 1 40 0.001 0.05 

           0.08 

Antenatal corticosteroids 
for preterm labour 

Obstetrician/gynaecologist 100 30 1 30 0.001 0.04 

Midwife 100 20 2 40 0.001 0.05 

            0.09 

Caesarean delivery Obstetrician/gynaecologist 100 90 1 90 0.001 0.13 
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Intervention HR category % treated by Minutes 
Number of 
days/visits 

Total 
number of 
minutes 

Cost per 
minute (s) 

Total 

Other specialist doctor 10 30 1 3.00 0.002 0.00 

Midwife 100 90 7 630 0.001 0.79 

Assistant nurses and midwives 100 30 7 210 0.002 0.36 

            1.28 

Blood transfusion 

Midwife 50 30 1 15 0.001 0.02 

Assistant nurses and midwives 50 30 1 15 0.002 0.03 

            0.04 

Maternal sepsis case 
management 

Midwife 100 60 1 60 0.001 0.08 

Assistant nurses and midwives 100 30 5 150 0.002 0.26 

Lab technicians 100 30 1 30 0.001 0.04 

            0.37 

Labour and delivery 
management 

Obstetrician/gynaecologist 100 720 1 720 0.001 1.01 

Midwife 100 720 1 720 0.001 0.90 

Other specialist doctor 100 120 1 120 0.002 0.18 

            2.10 
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Annex 3. References 

The following sources were used to collect data for calculating the cost of family 

planning services: 

Inflation data: http://www.stat.kg/ru/publications/kratkij-statisticheskij-spravochnik-

kyrgyzstan/; page 36. 

1. Exchange rate data: http://www.stat.kg/ru/publications/kratkij-statisticheskij-

spravochnik-kyrgyzstan/; page 38. 

2. Staff remuneration data were provided by the Centre for Electronic Health: 

● Form 12* for primary-level institutions 

● Form 14* for inpatient-level institutions. 

3. Expenditure data were obtained from: 

● MHIF: for current and capital expenditures (see Annex 21). 

● Ministry of Health (programme budget for 2020): for the purchase of oral 

contraceptives and for the cost of maintaining maternity hospitals. 

4. To calculate the cost of medicines and medical devices in the costing tool UNFPA 

KGZ_2022, data were collected from open sources. 
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