VIII. 	Reproductive Health
[bookmark: _Toc142800374]


Fertility

[Please use the following paragraph if the survey included the Birth History module].

Measures of current fertility are presented in Table RH.1A for the three-year period preceding the survey. A three-year period was chosen for calculating these rates to provide the most current information while also allowing the rates to be calculated for a sufficient number of cases so as not to compromise the statistical precision of the estimates. Age-specific fertility rates (ASFRs), expressed as the number of births per 1,000 women in a specified age group, show the age pattern of fertility. Numerators for ASFRs are calculated by identifying live births that occurred in the three-year period preceding the survey classified according to the age of the mother (in five-year age groups) at the time of the child’s birth. The denominators of the rates represent the number of woman-years lived by the survey respondents in each of the five-year age groups during the specified period. The total fertility rate (TFR) is the number of live births a woman would have if she were subject to the current age-specific fertility rates throughout her reproductive years (15-49 years). The general fertility rate (GFR) is the number of live births occurring during the specified period per 1,000 women age 15-49.The crude birth rate (CBR) is the number of live births per 1,000 population during the specified period.

[Please use the following paragraph if the survey did not include the Birth History module].

Measures of current fertility are presented in Table RH.1A for the one year period preceding the survey. In MICS4, age specific and total fertility rates are calculated by using information on the date of last birth of each woman and are based on the one-year period (1-12 months) preceding the survey. Rates are underestimated by a very small margin due to absence of information on multiple births (twins, triplets etc) and on women who may have had multiple deliveries during the one year period preceding the survey. The total fertility rate (TFR) is calculated by summing the age-specific fertility rates calculated for each of the 5-year age groups of women, from age 15 through to age 49. The TFR denotes the average number of children to which a woman will have given birth by the end of her reproductive years if current fertility rates prevailed. The general fertility rate (GFR) is the number of live births occurring during the specified period per 1,000 women age 15-49.The crude birth rate (CBR) is the number of live births per 1,000 population during the specified period.

[PLACE TABLE RH.1A ABOUT HERE]

[In the following paragraphs where findings from RH.1A and RH.1B are interpreted, use “three years” if the Birth History module was included in the survey; use “one year” if the Birth History module was not included]

Table RH.1A shows current fertility in [country] at the national level and by urban-rural area. The TFR for the [one year] [three years] preceding the [country] MICS is [#.#] births per woman. Fertility is [considerably higher] in rural areas ([#.#] births per woman) than in urban areas ([#.#] births per woman). As the ASFRs show, the pattern of [higher] rural fertility is prevalent in all age groups.

The urban-rural difference in fertility is most pronounced for women in the [35-39] age group ([##] births per 1,000 women in urban areas versus [##] births per 1,000 women in rural areas). The overall age pattern of fertility, as reflected in the ASFRs, indicates that childbearing begins [early]. Fertility is [low] among adolescents, increases to a peak of [###] births per 1,000 among women age [20-24], and [declines] thereafter.

Table RH.1B shows adolescent birth rates and total fertility rates. The adolescent birth rate (age-specific fertility rate for women age 15-19) is defined as the number of births to women age 15-19 years during the [one year] [three year] period preceding the survey, divided by the average number of women age 15-19 (number of women-years lived between ages 15 through 19, inclusive) during the same period, expressed per 1,000 women. [Provide information on the key findings.] 

[PLACE TABLE RH.1B ABOUT HERE]

Sexual activity and childbearing early in life carry significant risks for young people all around the world. Table RH.2 presents some early childbearing indicators for women age 15-19 and 20-24 while Table RH.3 presents the trends for early childbearing. As shown in Table RH.2, [%%] percent of women age 15-19 have already had a birth, [%%] percent are pregnant with their first child, [%%] percent have begun childbearing and [%%] percent have had a live birth before age 15. [Provide information on the key findings.] 

[PLACE TABLE RH.2 ABOUT HERE]

[PLACE TABLE RH.3 ABOUT HERE]


Contraception

Appropriate family planning is important to the health of women and children by: 1) preventing pregnancies that are too early or too late; 2) extending the period between births; and 3) limiting the number of children.  Access by all couples to information and services to prevent pregnancies that are too early, too closely spaced, too late or too many is critical.

[Example text for Table RH.4] Current use of contraception was reported by [%%] percent of women currently married or in union (Table RH.4).  The most popular method is the [pill] which is used by [one in four] married women in [Country].  The next most popular method is [female sterilization], which accounts for [%%] percent of married women.  Between [%%] and [%%] percent of women reported use of the IUD, injectables, and the male condom.  Less than [%%] percent use [periodic abstinence, withdrawal, male sterilization, vaginal methods, or the lactational amenorrhea method (LAM).] 

[PLACE TABLE RH.4 ABOUT HERE]

Contraceptive prevalence is highest in [name of region] at [%%] percent and almost as high in [name of region] at [%%] percent.  [%%] percent of married women in [name of region] and [%%] percent in [name of region] use a method of contraception.  In [name of region], contraceptive use is [rare]; only [%%] percent of married women reported using any method.  Adolescents are [far less likely] to use contraception than older women.  Only about [%%] percent of married or in union women age 15-19 currently use a method of contraception compared to [%%] percent of 20-24 year olds and [%%] percent of older women.  

Women’s education level is [strongly] associated with contraceptive prevalence.  The percentage of women using any method of contraception rises from [%%] percent among those with no education to [%%] percent among women with primary education, and to [%%] percent among women with secondary or higher education.  In addition to differences in prevalence, the method mix varies by education.  About [half] of contraceptive users with no or primary education use the pill and [%%] percent are sterilized.  In contrast, [%%] percent of contraceptive users with secondary or higher education use the pill and [%%] percent are sterilized.  


Unmet Need

Unmet need for contraception refers to fecund women who are not using any method of contraception, but who wish to postpone the next birth (spacing) or who wish to stop childbearing altogether (limiting). Unmet need is identified in MICS by using a set of questions eliciting current behaviours and preferences pertaining to contraceptive use, fecundity, and fertility preferences. 

Table RH.5 shows the levels of met need for contraception, unmet need, and the demand for contraception satisfied. 

Unmet need for spacing is defined as the percentage of women who are not using a method of contraception AND
· are not pregnant and not postpartum amenorrheic[footnoteRef:1] and are fecund[footnoteRef:2] and say they want to wait two or more years for their next birth OR [1:  A women is postpartum amenorrheic if she had a birth in last two years and is not currently pregnant, and her menstrual period has not returned since the birth of the last child]  [2:  A women is considered infecund if she is neither pregnant nor postpartum amenorrheic, and
(1a) has not had menstruation for at least six months, or (1b) never menstruated, or (1c) her last menstruation occurred before her last birth, or (1d) in menopause/has had hysterectomy OR
(2) She declares that she has had hysterectomy, or that she has never menstruated or that she is menopausal, or that she has been trying to get pregnant for 2 or more years without result in response to questions on why she thinks she is not physically able to get pregnant at the time of survey OR
(3) She declares she cannot get pregnant when asked about desire for future birth OR
(4) She has not had a birth in the preceding 5 years, is currently not using contraception and is currently married and was continuously married during the last 5 years preceding the survey] 

· are not pregnant and not postpartum amenorrheic and are fecund and unsure whether they want another child OR
· are pregnant and say that pregnancy was mistimed: would have wanted to wait OR
· are postpartum amenorrheic and say that the birth was mistimed: would have wanted to wait

Unmet need for limiting is defined as percentage of women who are not using a method of contraception AND
· are not pregnant and not postpartum amenorrheic and are fecund and say they do not want any more children OR
· are pregnant and say they do not want to have a child OR
· are postpartum amenorrheic and say that they did not want the birth

Total unmet need for contraception is the sum of unmet need for spacing and unmet need for limiting. [Provide information on the key findings.]

[PLACE TABLE RH.5 ABOUT HERE]

Met need for limiting includes women who are using (or whose partner is using) a contraceptive method and who want no more children, are using male or female sterilization or declare themselves as infecund. Met need for spacing includes women who are using (or whose partner is using) a contraceptive method and who want to have another child or are undecided whether to have another child. The total of met need for spacing and limiting adds up to the total met need for contraception. [Provide information on the key findings.]

Using information on contraception and unmet need, the percentage of demand for contraception satisfied is also estimated from the MICS data. The percentage of demand satisfied is defined as the proportion of women currently married or in a marital union who are currently using contraception, of the total demand for contraception. The total demand for contraception includes women who currently have an unmet need (for spacing or limiting), plus those who are currently using contraception. [Provide information on the key findings.]

Table RH.5 shows that the total met need is [higher] than the total unmet need for family planning. Unmet need is also highest among [rural] women and women with [no] education. Unmet need is also [strongly] associated with wealth, with the [least] wealthy women having the [highest] level of unmet need and the [richest] women having the [lowest] level of unmet need. The table also highlights that the total demand for family planning satisfied is [high], though the demand satisfied in [rural] areas is still relatively low. 

[bookmark: _Toc142800375]Antenatal Care

The antenatal period presents important opportunities for reaching pregnant women with a number of interventions that may be vital to their health and well-being and that of their infants. Better understanding of foetal growth and development and its relationship to the mother's health has resulted in increased attention to the potential of antenatal care as an intervention to improve both maternal and newborn health. For example, if the antenatal period is used to inform women and families about the danger signs and symptoms and about the risks of labour and delivery, it may provide the route for ensuring that pregnant women do, in practice, deliver with the assistance of a skilled health care provider. The antenatal period also provides an opportunity to supply information on birth spacing, which is recognized as an important factor in improving infant survival. Tetanus immunization during pregnancy can be life-saving for both the mother and infant. The prevention and treatment of malaria among pregnant women, management of anaemia during pregnancy and treatment of STIs can significantly improve foetal outcomes and improve maternal health. Adverse outcomes such as low birth weight can be reduced through a combination of interventions to improve women's nutritional status and prevent infections (e.g., malaria and STIs) during pregnancy. More recently, the potential of the antenatal period as an entry point for HIV prevention and care, in particular for the prevention of HIV transmission from mother to child, has led to renewed interest in access to and use of antenatal services.

WHO recommends a minimum of four antenatal visits based on a review of the effectiveness of different models of antenatal care.  WHO guidelines are specific on the content on antenatal care visits, which include:
· Blood pressure measurement
· Urine testing for bateriuria and proteinuria
· Blood testing to detect syphilis and severe anemia
· Weight/height measurement (optional)

[Example text for Table RH.6] The type of personnel providing antenatal care to women age 15-49 years who gave birth in the two years preceding is presented in Table RH.6. The results show that a [relatively small] percentage of women do not receive antenatal care. . In [Country], the majority of antenatal care is provided by [medical doctors] while a minority of women receive care from a [traditional birth attendant].  [Provide more information on the key findings.]

[PLACE TABLE RH.6 ABOUT HERE]

[bookmark: _GoBack][Example text for Table RH.7] UNICEF and WHO recommend a minimum of four antenatal care visits during pregnancy. Table RH.7 shows number of antenatal care visits during the last pregnancy during the two years preceding the survey, regardless of provider by selected characteristics. Almost [nine in ten] mothers ([%%] percent) receive antenatal care more than once and [over half of] mothers received antenatal care at least four times ([%%] percent). Mothers from the poorest households and those with primary education are [less likely] than more advantaged mothers to receive ANC four or more times.  For example, [%%] percent of the women living in poorest households reported four or more antenatal care visits compared with [%%] percent among those living in richest households. 

[PLACE TABLE RH.7 ABOUT HERE]

[Example text for Table RH.8] The types of services pregnant women received during antenatal care are shown in table RH.8. Among those women who had a live birth during the two years preceding the survey, [%%] percent reported that a blood sample was taken during antenatal care visits, [%%] percent reported that their blood pressure was checked, [%%] percent that urine specimen was taken and in [%%] percent of cases weights were measured.  [Provide more information on the key findings.]

[PLACE TABLE RH.8 ABOUT HERE]


[bookmark: _Toc142800376]Assistance at Delivery

Three quarters of all maternal deaths occur during delivery and the immediate post-partum period.  The single most critical intervention for safe motherhood is to ensure a competent health worker with midwifery skills is present at every birth, and transport is available to a referral facility for obstetric care in case of emergency.  A World Fit for Children goal is to ensure that women have ready and affordable access to skilled attendance at delivery.  The indicators are the proportion of births with a skilled attendant and proportion of institutional deliveries.  The skilled attendant at delivery indicator is also used to track progress toward the Millennium Development target of reducing the maternal mortality ratio by three quarters between 1990 and 2015.

The MICS included a number of questions to assess the proportion of births attended by a skilled attendant. A skilled attendant includes a doctor, nurse, midwife or auxiliary midwife.  

[Example text for Table RH.9] About [%%] percent of births occurring in the two years preceding the MICS survey were delivered by skilled personnel (Table RH.9).  This percentage is highest in [name of region] at [%%] percent and lowest in [name of the region] at [%%] percent.  The more educated a woman is, the more likely she is to have delivered with the assistance of a skilled attendant. 

More than [one in three] of the births ([%%] percent) in the two years preceding the MICS survey were delivered with assistance by a midwife.  Doctors assisted with the delivery of [%%] percent of births and nurses assisted with [%%] percent.  Overall, about [%%] percent of births were delivered by skilled attendants but these births occurred only among women in [name of region] where the type of personnel providing delivery assistance is [noticeably] different than in other regions.  In [name of region], about [%%] percent of births are delivered by health assistants and [%%] percent by traditional birth attendants.  In the other regions, between [%%] and [%%] percent of births are delivered with the assistance of a midwife while [%%]-[%%] percent are delivered by a doctor. [Provide more information on the key findings.]

[PLACE TABLE RH.9 ABOUT HERE]


Place of Delivery

Increasing the proportion of births that are delivered in health facilities is an important factor in reducing the health risks to both the mother and the baby. Proper medical attention and hygienic conditions during delivery can reduce the risks of complications and infection that can cause morbidity and mortality to either the mother or the baby. Table RH.10 presents the percent distribution of women age 15-49 who had a live birth in the two years preceding the survey by place of delivery and the percentage of births delivered in a health facility, according to background characteristics. 

[Example text for Table RH.10]  [%%] percent of births in [Country] are delivered in a health facility; [%%] percent of deliveries occur in public sector facilities and [%%] percent occur in private sector facilities. [Four in five births] ([%%] percent) occur at home. By age, women 20-34 are [most] likely to deliver in a health facility ([%%] percent). Women in urban areas are [more than twice] as likely to deliver in a health facility as their rural counterparts ([%%] percent compared with [%%] percent). [name of region] has the highest proportion of institutional deliveries ([%%] percent), followed by [name of region] ([%%] percent), while [name of region] has the lowest proportion ([%%] percent). Women with higher levels of educational attainment are [more] likely to deliver in a health facility than women with less education or no education. The proportion of births occurring in a health facility [increases] steadily with [increasing] wealth quintile, from [%%] percent of births in the lowest wealth quintile to [%%] percent among those in the highest quintile. The [majority] of women
who received no antenatal care services delivered at home ([%%] percent). [Provide information on the key findings.]

[PLACE TABLE RH.10 ABOUT HERE]


Post-Natal Health Checks

The time of birth and immediately after is a critical window of opportunity to deliver lifesaving interventions for both the mother and newborn. Across the world, approximately 3 million newborns annually die in the first month of life[footnoteRef:3] and the majority of these deaths occur within a day or two of birth[footnoteRef:4], which is also the time when the majority of maternal deaths occur[footnoteRef:5]. [3:  Liu L, Johnson HL, Cousens S, et al. Global, regional, and national causes of child mortality in 2000-2010: an updated systematic analysis. Lancet. 2012;11 May 2012. doi:10.1016/S0140-6736(12)60560-1. ]  [4:  Lawn JE, Cousens S, Zupan J. 4 million neonatal deaths: When? Where? Why? Lancet 2005; 365:891–900.]  [5:  WHO, UNICEF, UNFPA, The World Bank. Trends in Maternal Mortality: 1990-2010. Geneva: World Health Organization 2012. ] 


Despite the importance of the first few days following birth, large-scale, nationally representative household survey programmes have not systematically included questions on the post-natal period and care for the mother and newborn. In 2008, the Countdown to 2015 initiative, which monitors progress on maternal, newborn and child health interventions, highlighted this data gap, and called not only for post-natal care (PNC) programmes to be strengthened, but also for better data availability and quality[footnoteRef:6]. [6:  Countdown to 2015:  Tracking Progress in Maternal, Newborn & Child Survival, The 2008 Report. New York:  UNICEF 2008. ] 


Following the establishment and discussions of an Inter-Agency Group on PNC and drawing on lessons learned from earlier attempts of collecting PNC data, a new questionnaire module for MICS was developed and validated. Named the Post-natal Health Checks (PNHC) module, the objective is to collect information on newborns’ and mothers’ contact with a provider, not content of care. The rationale for this is that as PNC programmes scale up, it is important to measure the coverage of that scale up and ensure that the platform for providing essential services is in place. Content is considered more difficult to measure, particularly because the respondent is asked to recall services delivered up to two years preceding the interview. 

[Add information about PNC programmes in country.]

Table RH.11 presents the percent distribution of women age 15-49 who gave birth in a health facility in the two years preceding the survey by duration of stay in the facility following the delivery, according to background characteristics. 

[Example text for Table RH.11]  [%%] percent of women who gave birth in a health facility stay 12 hours or more in the facility after delivery.Across the country, women in [Region 2] are [least] likely ([%%] percent) to stay 12 hours or more, whereas [nearly all] women ([%%] percent) in [Region 3] do so. A [much higher] proportion ([%%] percent) of women delivering in [private] facilities stay 12 hours or more than those delivering in [public] facilities ([%%] percent). This is also the case for [urban] women ([%%] percent) versus [rural] women ([%%] percent). As expected, [nearly all] women ([%%] percent) giving birth through C-section, stay 12 hours or more in the facility after giving birth. There are [no] clear patterns with regards to background characteristics of woman’s age at delivery, her education, and the ethnicity of the head of the household. However, looking at the wealth of the household, there seems to be an [alarmingly high] proportion ([%%] percent) of women from the poorest of households that stay less than 6 hours after delivery. [Provide information on the key findings.]

[PLACE TABLE RH.11 ABOUT HERE]

Safe motherhood programmes have recently increased emphasis on the importance of post-natal care, recommending that all women and newborns receive a health check within two days of delivery. To assess the extent of post-natal care utilization, women were asked whether they and their newborn received a health check after the delivery, the timing of the first check, and the type of health provider for the woman’s last birth in the two years preceding the survey.

Table RH.12 shows the percentage of newborns born in the last two years who received health checks and post-natal care visits from any health provider after birth. Please note that health checks following birth while in facility or at home refer to checks provided by any health provider regardless of timing (column 1), whereas post-natal care visits refer to a separate visit to check on the health of the newborn and provide preventive care services and therefore do not include health checks following birth while in facility or at home. The indicator, Post-natal health checks, include any health check after birth received while in the health facility and at home (column 1), regardless of timing, as well as PNC visits within two days of delivery (columns 2, 3, and 4).

[Example text for Table RH.12]  [%%] of newborns receive a health check following birth while in a facility or at home.  With regards to PNC visits, these predominantly occur either on the first or second day after the delivery ([%%] percent and [%%] percent, respectively). As a result, a total of [%%] percent of all newborns receive a post-natal health check. In [Region 3] almost all newborns receive a health check ([%%] percent), whereas both health checks following birth and timely visits are very low in [Region 2] ([%%] percent and [%%] percent, respectively; total: [%%] percent). [Urban] newborns are much more likely to receive a health check, both following birth ([%%] percent) and in total including PNC visits ([%%] percent), than their [rural] counterparts ([%%] percent and [%%] percent, respectively). There is a [very clear] correlation to [both education and household wealth], with the percentage of post-natal health checks of newborns [increasing] with [education and wealth]. Health checks following birth occur [mainly] in facility deliveries ([%%] public, [%%] private), whereas for newborns delivered at home the figure is [very low] ([%%] percent). Looking only at those newborns that did not receive a PNC visit, an expected pattern is seen. However, it is worth noting that newborns to [young women, age less than 20], have the [highest] rate of no PNC visits among age groups of women. [Provide information on the key findings.]

[PLACE TABLE RH.12 ABOUT HERE]

In Table RH.13, the percentage of newborns who received the first PNC visit within one week of birth is shown by location and type of provider of service. As defined above, a visit does not include a check in the facility or at home following birth.

[Example text for Table RH.13]  [Almost half] of the first PNC visits for newborns occur in a public facility. This proportion is [near identical] across the different background characteristics.  However, when looking at the proportions taking place at home or in private facilities, there are large differences according to background characteristics. Note, for instance, that almost no newborns born at home attend a private facility for PNC visit, whereas almost all newborns born in a private facility also attend a private facility for the PNC visit. Also, it is quite clear that private facility visits are predominantly for women in the wealthiest households as well as for mothers with high education. 

[Again, around half] of the first PNC visits for newborns are provided by either a doctor/nurse/midwife or an auxiliary midwife in [Country]. This however masks large differences across population groups, e.g. the urban/rural distribution shows that [three out of four] first visits among [urban] newborns are attended by a [doctor, nurse, or midwife], whereas [rural] newborns are attended by [community health workers] in [four out of five] cases. It is interesting to observe that attendance by a traditional birth attendant is much more prevalent in [Region 3] ([%%] percent) than anywhere else. [Provide information on the key findings.]

[PLACE TABLE RH.13 ABOUT HERE]

Tables RH.14 and RH.15 present information collected on post-natal health checks and visits of the mother and are identical to Tables RH.12 and RH.13 that presented the data collected for newborns. Please be reminded that that health checks following birth while in facility or at home refer to checks provided by any health provider regardless of timing (column 1), whereas post-natal care visits refer to a separate visit to check on the health of the mother and provide preventive care services and therefore do not include health checks following birth while in facility or at home. The indicator, Post-natal health checks, include any health check after birth received while in the health facility and at home (column 1), regardless of timing, as well as PNC visits within two days of delivery (columns 2, 3, and 4).

[Example text for Table RH.14] Table RH.14 presents a somewhat [similar] pattern to Table RH.12, but with some important differences.  [%%] of mothers receive a health check following birth while in a facility or at home.  With regards to PNC visits, the [majority] take place on the first or second day after the delivery ([%%] percent and [%%] percent, respectively). As a result, a total of [%%] percent of all mothers receive a post-natal health check. In [Region 3] almost all mothers receive a health check ([%%] percent), whereas both health checks following birth and timely visits are very low in both [Region 2] and [Region 4] (around [%%] percent; total: around [%%] percent). [Urban] mothers are much more likely to receive a health check, both following birth ([%%] percent) and in total including PNC visits ([%%] percent), than their [rural] counterparts ([%%] percent and [%%] percent, respectively). There is again a [very clear] correlation to [both education and household wealth], with the percentage of post-natal health checks of mothers [increasing] with [education and wealth]. Health checks following birth occur [mainly] in facility deliveries ([%%] public, [%%] private), whereas for mothers delivering at home the figure is [very low] ([%%] percent). The [main difference] between the table for newborns and the table for mothers is that the percentage with health checks, both following the birth and through a visit, is [lower] for mothers than for newborns. This is driven by [much lower] rates of timely PNC visits. Studying only those mothers that did not receive a PNC visit, the percentage is [nearly twice as high] for mothers ([%%] percent) as for newborns ([%%] percent). As for the newborn, the age group of mothers [age less than 20], has a very [low] percentage receiving a health check through a timely visit. [Provide information on the key findings.]

[PLACE TABLE RH.14 ABOUT HERE]

Table RH.15 matches Table RH.13, but now deals with PNC visits for mothers by location and type of provider. As defined above, a visit does not include a check in the facility or at home following birth.

[Example text for Table RH.15]  [%%] percent of the first PNC visits occur in a public facility. This proportion varies across background characteristics.  The largest variation is found according to [household wealth], where only [%%] percent of the women of the [wealthiest] households have their first PNC visit in a [public] facility and instead primarily use [private] facilities ([%%] percent). A similar distribution is also found according to [education of the woman] as well as their [location], although differences are not as marked as for [wealth].

With regards to provider of the first PNC visit for mothers, the variations across background characteristics are [not large], although there is a [preference] among [urban] women to [doctor/nurse/midwife] at [%%] percent against their [rural] counterparts at [%%] percent. The preferred provider among [rural] women is the [community health worker]. It is expected, but nevertheless interesting, to note that [all] women giving birth by C-section attend a doctor/nurse/midwife for their first PNC visit. [Provide information on the key findings.]

[PLACE TABLE RH.15 ABOUT HERE]

Table RH.16 presents the distribution of women with a live birth in the two years preceding the survey by receipt of health checks or PNC visits within 2 days of birth for the mother and the newborn, thus combining the indicators presented in tables RH.12 and RH.14.

[Example text for Table RH.16] The [Country] MICS shows that for [%%] percent of live births, both the mothers and their newborns receive either a health check following birth or a timely PNC visit, whereas for [%%] percent of births neither receive health checks or timely visits. There are [quite large] discrepancies across the background characteristics. [Urban] births ([%%] percent) and births in [Region 2] ([%%] percent) are [twice] better served with health checks or timely visits as compared to [Rural] births ([%%] percent) and those in [Region 3] ([%%] percent). There are also very clear correlations to [household wealth] and the [education of the woman], where [increasing wealth and education] equals better coverage. As expected, the opposite correlation is true for births without health checks or timely visits. The picture is less clear when it comes to patterns on health checks or timely visits for either the mother or the newborn alone, although generally a higher level of coverage for newborns. [Provide information on the key findings.]

[PLACE TABLE RH.16 ABOUT HERE]

Maternal Mortality

The [country] MICS asked women age 15-49 a series of questions designed with the explicit purpose of providing the necessary information to make direct estimates of maternal mortality. This estimation of maternal mortality requires reasonably accurate reporting of the number of sisters the respondent ever had, the number who have died, and the number who died of maternity-related causes. 

Each female respondent was asked to report all children born to her biological mother, including herself, in chronological order, starting with the first born. Information was then obtained on the survivorship of each of the siblings, the ages of surviving siblings, years since death of deceased siblings, and the age at death of deceased siblings. For each sister who died at age 12 or above, the respondent was asked additional questions to determine whether the death was maternity related, that is, whether the sister was pregnant when she died, whether the sister died during childbirth, or whether the sister died within two months of the termination of a pregnancy or childbirth. Listing all siblings in chronological order of their birth is done with the intention of improving the completeness of reporting. 

[PLACE TABLE RH.17 ABOUT HERE]

Table RH.17 presents direct estimates of maternal mortality for the seven year period prior to the survey. This period of time was chosen to reduce possible heaping of reported years since death on five-year intervals. Age-specific mortality rates are calculated by dividing the number of maternal deaths by years of exposure. To remove the effect of truncation bias (the upper boundary for eligibility is 49 years), the overall rate for women age 15-49 is standardized by the age distribution of the survey respondents. Maternal deaths are defined as any death[footnoteRef:7] that occurred during pregnancy, childbirth, or within two months after the birth or termination of a pregnancy.  [7:  This time specific definition includes all deaths that occurred during pregnancy and two months after pregnancy even if the death is due to causes that are not pregnancy related. However, this definition is unlikely to result in overreporting of maternal deaths because most deaths to women in the specified period are due to maternal causes, and maternal deaths in general are more likely to be underreported than overreported. ] 


There were [nn] maternal deaths in the seven years preceding the survey. During the period [20nn-20nn], the maternal mortality rate, which is the annual number of maternal deaths per 1,000 women age 15-49, was [n.n]. Maternal deaths accounted for [%%] percent of all deaths to women age 15-49; in other words, about 1 in [nn] women who died in the seven years preceding the survey are estimated to have died as a result of pregnancy or pregnancy-related causes. The estimated age-specific mortality rates display [a generally plausible] pattern; the risk of maternal deaths is [higher at older ages]. For any given age group, maternal deaths are a relatively rare occurrence, and as such the age-specific pattern should be interpreted with caution.

The maternal mortality rate can be converted to a maternal mortality ratio and expressed per 100,000 live births by dividing the age-standardized maternal mortality rate by the age-standardized general fertility rate. The maternal mortality ratio is often considered a more useful measure of maternal mortality because it measures the obstetric risk associated with each live birth. Table RH.17 shows that the maternal mortality ratio for [country] for the period [20nn-20nn] was [nnn] deaths per 100,000 live births.

