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Why take MNH-FP services 

to the community ?

• In Africa

 About 252,000 women continue to die every year due to 

pregnancy and childbirth complications

 1.2 million newborns die annually

 Lack of access to critical services a major determinant

• In Kenya

 Contraceptive prevalence rate remains at 39%, and 

unmet need for FP at 24%

 Weak clinic-based health system: lack of human 

resources, infrastructure, equipment and supplies



Addressing poor access to critical 

services: CM model

Community midwifery (CM) aims to:

• Address the work force gap and build on resources 

available in community

• Increase access to, and demand for, skilled 

attendants during pregnancy, childbirth and 

postpartum period and for family planning

• Implement National Community Strategy to 

utilize human resources outside of the public 

health sector



Why community midwives?

A community midwife is:

• Certified health professional with midwifery and FP 

knowledge and skills (nurse midwife, doctor or 

clinical officer)

• Health professional with obstetric skills and  

permanent resident within the community

• Graduate not yet absorbed into public service, a 

private practitioner or a retired professional



What are basic 

CM competencies?

• Care during pregnancy, labor and childbirth and 

postpartum

• Counseling on family planning during pregnancy 

and postpartum period:

 Lactational Amenorrhea 

Method (LAM), 

emphasizing exclusive 

breastfeeding

 Modern methods 

 Dual method use

 Male involvement



• Knowledge and skills to provide injectable, oral 

contraceptives and condoms

• More than 50% of CMs can provide the IUD

• Few trained in provision of implants

What are basic 

CM competencies?



Training materials 

developed for MOH



How is CM linked to the 

health care system?
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What are benefits of 

these linkages?

• MOH–through the District Health Management Team–

provides CM with:

 Contraceptive technology updates and policy guidelines

 Commodities (pills, injectables, condoms, gloves)

 Reporting forms for community activities

 Transport during obstetric emergencies

• CM provides monthly reports on all MNH-FP services 

and activities in their community to the nearest MOH 

facility

• CM is the ‘RH expert’ on community health committees



Proportion of all FP 

services by CMs, 2007 

Injectable

(%)

Pills

(%)

Condoms

(%)

Mt. Elgon 11 19 1

Lugari 3 2 1

Bungoma 2 1 1

Butere 

Mumias
1 6 20



Proportion of births attended by 

CMs: 2006: 3% 2007: 6%

District
Skilled

attendant
2005 2006 2007

Mt . Elgon
CM 15 129 221

Facility 549 653 749

Lugari 
CM 10 94 218

Facility n/a 1,067 1,829

Bungoma 
CM  12 83 254

Facility n/a 9,276 7,199

Butere 

Mumias

CM 32 147 196

Facility 712 3,288 3,684



What do CM services cost?
(excludes opportunity and 

transport costs for clinics) 

Maternal and Neonatal Care Family Planning

CM Clinic CM FP

First  ANC

Visit

$1.55 $1.96 Injectable $0.77 Free

Subsequent 

ANC Visits

$0.30 $0.66 Cycle of 

Pills

$0.77 Free

Childbirth $15.40 $5.21 Condoms Free Free

Postnatal 

Visits

$1.55 $0.66 Counseling Free Free



Can CM model be 

scaled up and expanded? 

• Large community demand for CMs to provide more 

services

• CM services respected by both MOH and 

community

• Expanding CMs scope of work: potential roles

 Provide IUD/implants

 Provide HIV counseling, VCT, PMTCT, ART

 Screen pregnant women for TB

 Manage sick newborn



Challenges to expanding 

services provided

• Unclear policy mandate to 

provide IUD and implants, 

even if qualified

• Socio-cultural obstacles:

 Maintaining confidentiality

 Providing condoms to men

 Offering FP to unmarried

• Access to commodities through MOH supplies 

system



Challenges

• Ability of poor to pay

 Can subsidized voucher system work?

 Can communities more actively support CMs?

• Can MOH contract out services using public 

funds?

• Can MOH sustain this public-private partnership?

• CMs lack business skills—training model tested



Recommendations

• Strengthen CM knowledge and skills in contraceptive 

technology, with focus on postpartum IUD and LAM

• Extend policy mandate for CMs to provide wider range 

of FP and other RH services

• Facilitate regular supply of subsidized RH 

commodities

• Pilot-test alternative funding mechanisms

• Strengthen district health systems to formally 

incorporate CMs within community-level services


