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Foreword

Libya has made real progress towards achieving the Millennium Development Goals, achieving significant
reductions in both maternal and infant mortality by 2015. Now, with the introduction of the Sustainable
Development Goals, we intend to build on this progress, committing ourselves to the achievement of
Universal Health Coverage (UHC). In addition to this, our health system needs to be robust enough to
address the acute humanitarian health needs. The MoH is committed to serving the needs of all people
in our country, no matter their status.

To help us assess the capacity of Libya’s health services and identify the gaps that need to be addressed
to achieve UHC and address humanitarian needs, a national survey was conducted following the Service
Availability and Readiness Assessment (SARA) methodology. The SARA survey measured the availability
of general and service-specific services through the public health facilities in Libya, as well as the readiness
to provide general and specific services, measured through the availability of basic equipment, trained
staff, guidelines, diagnostic services, and essential medicines.

The initial results of this assessment, presented in the SARA Summary Report earlier in 2017, indicated
that notwithstanding the closure of nearly one-fifth of health facilities across the country, both general
and specific health services remained available across Libya, and that international targets for health
facility density, maternity bed density and core health workers density were fully met at a national level.

The more comprehensive analysis of the Libyan health system contained in this SARA Full Report identifies
clear challenges that we as a nation need to address in order to provide equitable and effective health
services. This report makes it evident that both human resources and health facilities need to be used
more efficiently, and provides a more comprehensive insight into the shortage of essential medicines
across Libya, the training needs of health staff and the need for essential guidelines.

| hope that this report will provide MoH staff, stakeholders and partners in the health sector with an
invaluable tool to assist us with joint planning and support for strengthening Libya’s health system. We
realize that significant work needs to be done, and we are committed towards working together to
ultimately ensure healthy lives and the promotion of well-being of the Libyan population.

We wish to thank Dr. Syed Jaffar Hussain and the team of the World Health Organization, Libya office, for
their continuous support, and also wish to acknowledge the effort and dedication of the Health
Information Centre, Hospital Directorate, PHC Directorate, and all other entities of the MOH that
contributed to the completion of this survey. Special thanks are afforded to ECHO, the EU, and the WHO
for their financial support for the implementation and analysis of this survey.

Dr. Omer Basher Altaher
Minister of Health
Libya
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conducting quality checks of the entire final report.
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| hope this report will assist all decision makers in the MoH, as well as our stakeholders and partners, with
effective planning for strengthening our health system. | wish and pray that this report will benefit all of
humankind seeking health care in our Libyan health facilities, and bring happiness to our country.
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Mr. Mdhamimad lbrahim Daganee
Director, Health Information Center
MoH Libya

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || iv



Acknowledgements

It is with great pleasure that | see the collaborative efforts of WHO and the Libyan Ministry of Health on the
Service Availability and Readiness Assessment (SARA) survey culminated in the form of this long-awaited Final
SARA report. The MoH Libya was able to implement this survey and collect the necessary data in very difficult
circumstances, and their resolve and resiliency deserve to be applauded, along with the work of consultants
Eman AbuDahab and Annemarie ter Veen, who spent long hours analyzing and writing up these final results.
We hope that with this report, you have in hand a comprehensive and useful tool that will assist you with
evidence-based planning and effective implementation of policies, programmes and projects to work towards
Universal Health Coverage for the Libyan population, and to address the humanitarian health needs of IDP,
migrant and refugee populations in the country.

Even now in times of adversity due to the conflict and instability in Libya, the Ministry of Health persists in its
efforts to ensure that health services are available. The availability of health care infrastructure and staff
remains a very strong asset in ensuring access, but the comprehensive analysis shows that although many
health facilities are reportedly functional, they are unable to provide any, or adequate services due to a
shortage of essential medicines, medical supplies (including equipment), and staff with up-to-date training.

Essential services that require strengthening include reproductive, maternal, neonatal and child health services
across the country, while significant coverage gaps exist in the provision of HIV/AIDS, STI, family planning and
NCDs including mental health services. Readiness indicators are far too low across all services, but especially in
the PHC facilities. The vulnerability to major outbreaks is also very high.

In order to meet the urgent population health and humanitarian needs, the capacity of primary health care
facilities and the hospitals need to be improved on a fast track basis. The disease specific programs (both
preventive and curative) also require major changes. | am particularly concerned about the limited availability
of guidelines, standard operating procedures (SOPs) and trained staff in every specific service area. As a senior
representative of the lead technical agency, | assure the people of Libya that together with the MoH and
partners, we will work on improving the supply of essential medicines, updating technical guidelines,
strengthening health governance, improving quality of services and providing capacity building for both
individual staff and institutions. The main aim of WHO is to make the health system in Libya so robust to achieve
Universal Health Coverage (UHC), which is the cornerstone for implementation of SDG3.

I would hereby like to acknowledge the financial support of ECHO for the field work, and the EU for funding
the detailed analysis, reporting and dissemination of results. Without this support the production of this final
report would not have been possible. | would also like to express appreciation for my colleagues at the country
office and regional office for their support and effort, especially Dr Haroon ur Rashid, WHO HIS officer.

Finally, | wish to thank HE the Minister of Health and the MoH officials, especially Mr Mohammad Daganee and

his tey}ﬁ'om the Health Information Center, Libya, for their efforts in completing this survey.
/
/ﬂ

Dr Syed Jaffar Hussain
Representative and Head of Mission
World Health Organization, Libya

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || V



Table of Contents

o] 1YY o o PSSP iii
ACKNOWIEAZEMENTS. ... eeiiiiieee ettt e et e e e et e e e e e ebteeeeebteeeeebtaeeeeastaeeeanbtaeeeastaeeeassneesaseneesanns iv
ACKNOWIEAZEMENTS. ....eeiiiiieee ettt e e et e e e et e e e e ebte e e e s baeeeeebteeeeenbaaeeeasaeeesaseseeeasaneessnssnseesnnes v
I o) B - o] L= ST Xi
I o B ST ={ U L TP XV
R o) 0T a1 s T [V = o D= PSP Xix
AbDBreviations @N0 ACTONYIMIS ... ..uiii ettt e ettt e e s st e e e s st ee e e s sbtaeessbteeessstaeessaseeeessassaeessasseeessnns XX
EXECULIVE SUMIMIAIY ittt e e e e ettt e e e e e s st bt e e e e e s e e aabbbeeeeeeeessnnbebaeeeesssssannseneeens XXii
) AU (oAU =N o] i d o [ =T o To o PPN XXiX
3 11 e e [Tt { T TP 1
1.1 GENEIAL CONEEXE .viiitiieiiee ettt ettt e st e e sa e e e sbe e e sabeesabeesbeeesabeesnsseenatassseessnseesnns 1
1.2 Conflict and humManitarian CONTEXE.....c.uiiiiiiiiieicie ettt rre e e e e e e s te e ssaeeesnreeenes 1
1.3 [ LT Y g T V] A=Y o USRS 1
1.3.1 ] o] ol Y =T o1 e PSSRSOt 2
1.3.2 A 1IN =T ot {0 ] SO PP RS PPTPPPPRPN 6

1.4 [ LY g TN T g Yo L Tor= N o] PSRRI 7

P |V =Y o o T (o] Lo Y- 4P P SPP 9
2.1 Selection of health faCilities......c.eiiii i e svee e e e e 9
2.2 Y0 VL=V oo SRR 10
2.3 TrAINING OF SUINVEYOIS ...oveiieeiieie ettt ettt et e et e e et te e e e tte e e s e bt e e e eenbtaeeeantaeesassaeseennseeesennsenas 11
2.3.1 (CT=ToT ==Y o] a1 (o £ <Y =4 oY LI 11

2.4 (DY = [ oo ] | [Tt i o T o WSSt 12
2.5 Data entry and qUAlity ChECKS .......uveiiiiie e e e 12
2.6 (D 1= I 1o T V] LRSS 13
2.6.1 TaTo [ToF- | o o U PP PPP 14
2.6.2 V7T o o 1 ¥ =N 16

2.7 [T a1 =) {0 o E- 3OO P PP PPPPPUPPPUUPINE 16
2.8 EthiCal ClEAIANCE ... teieeee ettt st e st e bt e e sate e s bt e s sabeesabeesbaeesabeenane 16
2.9 OVEIVIEW OF ChaPteIS.cci et e st e e e st ee e e e sbte e e s sbtaaeesataeeesanes 16

3 General services availability and readiness ...............ccccviiiiiiii i 17
3.1 Health facilities overview and functionality .........ccccoeciii e 17
3.2 General Service AVailability ........ooocuiiii et rae e e 24
3.2.1 Health infrastruCture deNSity ........cueiieciiii it e e e e bae e e e 24
3.2.2 Health WOrKforce deNnSity.....cc.uee ettt e e et e e 28
3.2.3 Y=Y V[T 4| 1721 4 T o PSSP 30
3.2.4 Service AVailability INAEX .....ooei i e e et e e e araae e 35

3.3 GeNEral SErVICE REATINESS....cuviiieieiiiie ettt ettt s st ee e e s st e e s sbaeeessbteeessbeeeessnseaeessanes 36
3.3.1 Hospital level general service readingss ......cccovcviiiieieeeicccciieee e e e 37
332 PHC level general service readiness......c.uuiieciiieiiiiiee e ceiiee ettt estre e e svae e e e e e e 38
333 Comparison of general service readiness scores between facility types ......cccccveeevenneenn. 40
334 Disaggregated readiness data for hospitals.......ccccceeiieiiei i, 41
3.35 Disaggregated readiness data for PHC facilities ......ccccccveeeieieiiicieieecee e, 51
3.3.6 Breakdown of readiness indices by tracer item and municipality........cccccoeevveeiiicieeennnnen. 58

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Vi



4  Reproductive, maternal, newborn and child health.......................cccooi 63

4.1 Overview of available RIMNCH SEIVICES .....cciivciiiiiiiiiiie ettt sttt e e e e s sare e e s snaeeeesnee 63
4.2 ANEENALAl CArE SEIVICES. ..iiiiiiiiiiiciiee ettt e e s st e e e st e e e e s abaeeessbeaeessabeeesenasenas 63
421 Availability and readingss fOr ANC.........uiiiiiiiiieiiee et sree e sbee e ree e s e reeas 64
4.2.2 Breakdown of readingss iNdiCators.......cuuiiviiiiei it 66
4.3 Obstetric and NeWDOIN Care SEIVICES ......uuiiiccieeeieiieeeecctieeeeecttee e e ectte e e e ectaeeeesbreeessbteeeesseeeesannes 67
43.1 Availability and readiness of delivery and EMONC SErvices........ccovuveeeciieeeecieeeeeeiiee e, 67
4.3.2 Breakdown of readiness iNdiCators.......c.uuieiciiie i e 71
433 A o To T W =Y TR USSR 75
434 oL o T T AU g I - [ =N 76
4.4 Family PIanNniNg SEIVICES ...ccccuiiiiiciiie e ccttee ettt e e etee e e e etee e e e e tae e e s enbae e e eeabeeeeennbaeesennsteeeennseeas 77
4.4.1 Availability and readiNESS .......ooieciiiiicciee et e e e e areeas 77
4.4.2 Breakdown of readiness iNdiCators.......c..eieieiiii i 80
4.5 INFEItIlLY trEAtMENT . ..o et re e e et e e e et e e e et ae e e esabeeeeenneeas 81
4.6 000 10T 0112 1T o TN 81
4.6.1 AVailability and r@adiNESS ......ueiiiiiiiiecciee e e e e areeas 82
4.6.2 Breakdown of readiness iNdiCators.......cuuviieiiiii i 84
4.7 Child REAITI SEIVICES ..vvviiieii et ee e e e e e e e et bbae e e e e e e s babsasaeeeeeennsnnes 86
4.7.1 AVailability and readiNESS ......ueiiiiiiiiicee e e e e e b 87
4.7.2 Breakdown of readiness iNdiCators.......cuuiiieiiiii i e 89
4.7.3 Availability of hospitalization facilities for young children ........ccccceevviieeinicee e, 91
4.8 Overview of RMNCH services in PHC facilities, by municipality........ccceeveeiiiiiieiniiie e 92
4.8.1 Availability and readiness of RMINCH SEIVICES........uiiiiuiieeiiiiieeciieeeesree e esree e svee e e 93
4.8.2 Breakdown of readiness iNdiCators.......c.uuviieiiiii i e 94
4.9 Overview of RMNCH services by hospital facility.......cccccoueeiieiiiiiiiii e, 98
49.1 Breakdown of readingss iNdiCators.......c.ueiiiciiie i 98

5  CommuUNICAbIE diSEASES ...........oooiiiiiieeeee e et e e et e e e bre e e e e aaeeaean 102
5.1 V] o 2<T ol U o 1Y USSR 102
5.1.1 Availability and readiNESs ......ccciciiiie i e e enraeas 103
5.1.2 Breakdown of readiness indicators for TB SEIVICES ......c.uvveeeciieeieciiee ettt 105
5.2 HIV/AIDS ...ttt ettt et ettt e et e et e e e te e eebae e etbeeebesesateesabeeeabeeesatesenseeeasseeetesensreean 107
5.2.1 HIV counselling and tESTING.......cciccuiiieiciie ettt e et e e et e e e e eate e e e e are e e e eraeeeeeanes 108
5.2.2 Y O T T Tt =N 111
5.3 Sexually TransSmMitted DiSEASES.....uuiiiiiuieeeeiiieee ettt e e eciteeeeere e e e e re e e e e treeeseareeeeanbaeesenreeeeennrenas 114
5.3.1 Availability and readiNESs ......cciiciiiii i e 114
5.3.2 Breakdown of readiness iNdiCators.........ceevrieiriiieiiieenieieieerec et 116
5.4 LEISNMANIASIS . uvteeiieeeiee ettt et e sb e st e st e sbe e e s b e st e e bte e s be e e bt eenabeesraeesareens 116
5.4.1 AVAIlability Of SEIVICES ...uiiiiiiiiie et raee e e s sree e e e eareeas 116
5.5 2T ol | Lo 1] TPt 119
5.5.1 AVAIlability Of SEIVICES...uiii i e e e e e e srae e e e nareeas 119
5.6 Overview of communicable diseases services through PHC facilities, by municipality ........... 121
5.6.1 Availability and readiness of communicable diseases Services .......cccoocveeecuveeeccciieeeennen. 121
5.6.2 Breakdown of readiness iNdiCators.......c.uuiiieciiiiicciiee e e e 123
5.7 Overview of communicable diseases services by hospital facility ......c..ccccevvevivreeiiieeiiciiennn. 125

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Vii



6 NON-COMMUNICADIE AISEASES ..........oveeeiiiiiiiieeeee et e et e e e e e et aab e s e e e s e e sbaaaaes 128

6.1 [DTF=] o 1] (=TSR UEURROE 129
6.1.1 AVailability and readiNESS .....uiiiieiiiie e 129
6.1.2 Breakdown of readiness iNdiCators.......c.uuiiiiciiiii it 131

6.2 (0T ge [ oY ol U] - T le [ Y=Y [ =R STRSRN 132
6.2.1 Availability and readiNESs ......ccoiciiieiiciie e e 132
6.2.2 Breakdown of readiness iNdiCators.......cuueiieciieiicciiee ettt 133

6.3 Chronic respiratory diSEASES ......ciiiciiieiciiiieeeceee e et e e ectre e e e ste e e e e stte e e e esataeeessasseeesnssaeeesansaneanan 135
6.3.1 Availability and readiNeSs ......ccoicciiieiiciie e e e 135
6.3.2 Breakdown of readiness iNdiCators.......cuueiicciieiicciiee et 137

6.4 @YV Tor- 1 R oF= 1 o T 1 SN 138
6.4.1 Availability and readiNESS ......ccoicuiieiiciie e e e 139
6.4.2 Breakdown of readiness iNdiCators.......cuueiecciieiicciiiee e e erre e 141

6.5 2T =E L A o= | [0l N 141
6.5.1 AVAIlability Of SEIVICES...uiii ittt e e e e e be e e e e rabae e e e enneeas 142
6.5.2 Breakdown of readiness iNdiCators.......cuuiiieciiiiiicciiee e 144

6.6 Y =T oY = | B L= 1 o TP UPURROt 144
6.6.1 AVAIlaDIlity Of SEIVICES . uviiiiiiiii et e e e e e sbee e e e eaeeas 144
6.6.2 Breakdown of readingss iNdiCators.......c.uuiiicciiei i 147

6.7 Overview of NCD services through PHC facilities, by municipality ....cccccocevvivieiiniiiiiiiiiee, 148
6.7.1 Availability and readiness Of NCD SEIVICES ....ccciicviiiiiiiieeiciiiee e ceieee e eieee e evee e see e e 148
6.7.2 Breakdown of readiness iNdiCators.......c.uuiiieciiiii it 152

6.8 Overview of NCD services by hospital facility......ccccceeieeiiiiiiiiiic e 155
6.8.1 Availability and readiness Of NCD SEIVICES ....cccivcuiiiiiiiiieeceiiee e ceieee e eieee e eiee e see e e 155
6.8.2 Breakdown of readiness iNdiCators.......cuuiiieciieiiiiciiee et 155

7 Emergency, Surgical Services and Blood Transfusion ................cccccceeiiiiiiiiiciei e 157

7.1 EMEIEENCY SEIVICES .uvvvviiiuiiiiiiiiiiitiuttettutuuuutraarteraeeeaeareraeaaa———————————————————areranarnrararasnsnsnsnnnsnsnnnnnnns 157
7.1.1 Availability and readineSs ......cccociiiee it araeas 157
7.1.2 Breakdown of availability and readiness indicators .........ccccuveeieciieeccciiee e 161
7.1.3 AMDBDUIGNCE SEIVICES ....eviiii ettt ettt e e et e e e e ettt e e e e e bae e e eeateee e e abeeeeeaaraeeeennsenas 165

7.2 YT To T oYU == N 165
7.2.1 Availability and readinESs .......ccociiiii i araeas 166
7.2.2 Breakdown of readiness iNdiCators.......c.ueeiicciiiiicciiee ettt e et eare e e 169

7.3 1Y Yo T U == N 172
7.3.1 Availability and readiNESs ......cciiciiiii i e 172
7.3.2 Breakdown of readiness iNdiCators.........ceevrieiriiieiiieenieieieerec et 175

7.4 BlOOd tranSTUSION. .. .eiiiiieiee ettt ettt st ettt e e st esabe e s bte e s be e s bbeesareesbeeesaree s 177
7.4.1 Availability and readiNESS ......coiiiiiiie i e 177
7.4.2 Breakdown of readiness iNdiCators.......c.uiiiiiciiieicciiee e 179
7.4.3 Volume of blood used and discarded ...........cccooeiieeiiciii e 181

7.5 SUrgIical and ICU WArdS ......uvveiieiiiieecceee ettt et e e e e e te e e s e tae e e e st e e e e enbaeeeenbaeeeenanenas 181

7.6 Minor surgery and blood transfusion services in PHCs by municipality .......ccccccocovveiiiiineennnnns 182
7.6.1 Breakdown of readiness iNdiCators.......c.uuiiieciiiiicciiee e e e 184

7.7 Emergency, Surgical and Blood transfusion services by hospital.........ccccceeveiiiiiiiiiieiiiiieeenns 184

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || viii



8 (D110 =1 Y] oV 1oL =TSR 190

8.1.1 AVAIlaDIlity Of SEIVICES . .iiiiiiiiiie it sree e e sabeeas 190
8.1.2 Breakdown of readiness iNdiCators.......cuuviieciiei it 192

9 Diagnostic imaging and laboratory testing Services ............cccccvviiiiiiiiiiii i 193
9.1 (DI T=q e o R Tol 1 g 0 b= Yo g T A= V7 ol =F N 193
9.1.1 Availability and readiNeSs ......ccoicciiieiiciie e e e 193
9.1.2 Basic readiness data for imaging services in hospitals .........ccccceeeciieeicciiee e 195

9.2 Laboratory tESTING SEIVICES.....uuiiiiiiiee ettt ettt e e e etre e e e e bte e e e ebaeeeesbteeeessaneaeeanes 197
9.2.1 Availability and readiNeSs ......ccoicciiieiiciie e e e 197
9.2.2 Breakdown of readingss iNdiCators.........cviirieiriiieiiieeneeeieesee e see e 199

9.3 Diagnostic imaging and laboratory testing availability in PHCs, by municipality.........c........... 204

9.4 Diagnostic imaging and laboratory testing availability through hospital facilities, by hospital208

10 ESSeNtial MEAICINES ......ccocuiiiiiiiieece e e e st e e e e e sate e ste e ereeeebeeenneas 218
10.1  General availability and readingss SCOMES......uiuiuiiiiiiiiiiiiiiie et e e e e ereeas 218
10.2 Medicines and medical materials in PHC facilities, by municipality......c.cccccceviveiiniiieniinnen. 224

10.2.1  Availability of essential medicines and medical materials..........cccoeevvvvveeiiiieiiiiiiieeee e, 224
10.2.2  AdMIiNiStrative PrOCESSES ..ciiitiieiieiiieeieciteeeesctie e e ettt e e e e etre e e e sbteeeesbteeeessbteeeessseeeesssseeessnnes 225
10.3  Medicines and medical materials in hosPitals........ccccveiiiiiiieiiiiiii e 226
10.3.1  Availability of essential medicines and commodities........cccccceeeeeeviiciiiieeeeececcccreeeee e, 226
10.3.2  Quality of storage facilities .......eiivcuiiiiiciee e 230
10.3.3  Organization of pharmacy and availability of guidelines.........cccoeevveiirciiiiniiiecieeeee 231
10.4 Medicines and medical materials in medical supply stores/warehouses.........c.ccceceevuveereennen. 234
10.4.1  General availability of essential MediCings.........cccueeiieciiiiicciiie e 234
10.4.2  AdMIiNiSTrative PrOCESSES ..ccciviieeietieeeecciteeeeectte e e e ectteeeeeitteeeeeebteeeessteeeseasteeeesassssesenssesenannes 235

11 HEalth WOTKFOICE. .........ooieiee e ee st e s e e sata e e beeeneas 236
11.1  Health WOrkforce dENSITY .....ccoccuiiiieiiie ettt e s e et e e e e abe e e e e abe e e e enreeaeeenreeas 236
11.2  Hospital workforce availability and training.........ccoeccveeeeciiiie e e 238

11.2.1  Human resources training in hoSPitals .........ccceeieciiie i 242
11.2.2  Human resources support and concerns in hospitals.........cccocveeeciiieeeciiee e 243
11.3  PHC facilities workforce availability and training .........ccccocveriicciiie e e 244
11.4  Other facilities workforce availability........c.cooeeiiiieciiiee e e e 249

12 Hospital record keeping SYSEEMS .............oiiiiiiiiiiiie e e ree e e s e 250
12.1  Record keeping facilities.......uuiiciriiieciiie e e e 250
I ] =Y i A=Y o R o =Y [ 11 =PSRRI 251
I B D -1 - [ o [V | 1 Y25 PSPPI 252

13 Hospital organizational structure and management ..............ccccoviii e, 254
13.1  Governance and MaNABEMENT .....cciiciiiiiiiieeeeciee e esree e esee e e sreeeesreeeeeateeeesabaeeeensaeesennseeas 254
T N o Vol | [ AV YUY oo o T dY =] Vi [l Y PSP 254
13.3  Quality ASSUranCe/IMPrOVEMENT ...cc.eecuveiieeieereeeteesteeeteeereereesreesteestaeeaveebeenreesteesteessseenseensees 254
13.4 Disaster Planning, facility Safety and SECUTIItY......cccccviiiiiiiiie i 255
13.5 Standard Precautions for Infection Prevention..........cceeceeecieescee e eee e 255

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || ix



G T ST = T 11 Lo Tl g Y=Y o o I UL a1 VLo TSR 255

13.7  Waste MaNABEMENT ... 256
13.8  Sterilization Of @QUIPMENT ....cii i e 256
G TR T I - 0 ] o Lo N 257
13.10 Maintenance and repair of grounds, buildings and equipment........cccccevveiieiiricee e, 257
=11 o [ToT={ =T ] 1 | RN 263
Y 4T T T 266
Annex |: Master Facility List, with staffing and services reported for each facility ........cccccovvveeeenneenn. 266
Annex Il: 2017 Population estimates per district, LIDYa .....ccoeeeeiiiiiieiiieecceeecceeeeee e 297
Annex lll: Standard humanitarian place codes (P-codes) and alternative district names.................... 298
Annex IV: Surveyors for Hospitals and Primary Health Care Facilities........ccccceeveiveiieiiieeiciieec e, 299

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || X



List of Tables

Table 1: Number and proportion of hospitals by region ... 4
Table 2: Number and type of primary health care facilities .......cccccevveiiiiiiiiii e 4
Table 3: Number and type of private sector health facilities by district .........ccccceeeieeiiiiieeie e, 6
Table 4: Libya health iINICATOrS ......ccocciieiiceee et e et e e et e e e aar e e e eansbeeesannaeeaean 8
Table 5: Types of public health facilities included in the 2017 SARA SUIVEYS ......cceeeeeevecvrrieeeeeeeeecciveeeenn. 10
Table 6: Districts included in the six health regions defined for SARA...........oeieiiee e, 12
Table 7: Procedure for field level data quality checks for each questionnaire ...........cccceeeecieeicciiee e, 13
Table 8: Service availability indicators and associated targets (14) ....ccoeeceeecceecciie e 14
Table 9: Service availability INAICES.....c.uuiieieee e et e e e aba e e s e ab e e e e e eareeas 15
Table 10: Functional status of health facilities at time of SUrVey ..., 20
Table 11: Number of PHC and other facilities, by municipality and facility type ......ccccccevviieeeiniiieninnen. 22
Table 12: Facility numbers and density per 10,000 population by district, according to facility type....... 24
Table 13: Inpatient bed density per 10,000 population by district and facility type......cccoccveeeeeeecicnnnnnnnen. 25
Table 14: Maternity bed density per 1000 pregnant women by facility type and district..........cc.cc......... 27
Table 15: Health workforce density per 10,000 population by facility type and district ...........cccveeenneeee. 29
Table 16: Outpatient visits per capita per year by facility type and district........ccccceevveiiiriieeeeiiiiineee. 31
Table 17: Hospital inpatient service utilization per 100 population per year by district ...........cccveeennneee. 33
Table 18: General Service Availability summary index by diStrict .......ccccveviiieiiiciee e, 35
Table 19: General Service readiness for hospitals by diStrict .........ccovveiiiiiiciii i, 37
Table 20: General Service Readiness for PHC facilities by district.........cccoeceeeieciie e, 39
Table 21: Overview of general readiness score components, by hospital ........ccccceevevcieiiniiiee e, 49
Table 22: Breakdown of overall readiness indices for PHCs by tracer item and municipality (part 1) ...... 59
Table 23: Breakdown of overall readiness indices for PHCs by tracer item and municipality (part 2) ...... 61
Table 24: Availability and readiness of facilities providing individual RMNCH services.........cccccecvveeernnnenn. 63
Table 25: Availability scores for individual antenatal care services by facility type and district................ 64
Table 26: ANC readiness scores by domain and facility type .....ccceeeeiieeiiciiien e, 66
Table 27: Percentage and types of health facilities offering delivery services by district...........ccceeeennneeee. 68
Table 28: Readiness indices for delivery services by diStriCt ........cceeeeiiiiiiciiiei e e 70
Table 29: Availability of maternity beds by Ward type ......ccueeee i 71
Table 30: Summary of newborn and NICU bed capacity in hospitals.........ccccceeeciiieecciiee e, 75
Table 31: Number of PHC facilities offering FP and types of contraceptives available by district............. 78
Table 32: Readiness index for family planning services by district.........cccoevieiiiciiiiiiiiei e, 80
Table 33: Availability of vaccines in PHC facilities offering immunization, by type and district................. 82
Table 34: PHC facilities readiness indices for immunization services by district.........cccccevvieeiiiiieeennnnen. 84
Table 35: Availability of child health services by facility type and district ........cccvveeiiieiiniiee e, 87
Table 36: PHC readiness scores for child health servies by domain and district.........cccccceeeeieeieiiieeeenneen. 88
Table 37: Summary of pediatric and pediatric ICU bed capacity in hospitals ........cccccccvveiiiiiieeiiciiieeeen, 91
Table 38: Availability and readiness of essential RMNCH services in PHC facilities by municipality ......... 93
Table 39: Overview of PHC facilities with staff trained in RMNCH topics in the past 2 years.................... 95
Table 40: Availability of RMNCH trained staff, guidelines, medicines, equipment and specific child health

=] VAol =T o1V 3 LU ol o Y- 11 A PSRRI 96
Table 41: Proportion of Hospitals with staff having received service-specific training in the past 2 years98

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xi



Table 42: RMNCH services available and readiness scores, by hospital..........cccccoeeiieiiiiiie e, 100
Table 43: Availability and readiness of communicable diseases services provided by type of facility .... 102
Table 44: NCDC facilities availability and readiness index for management of TB services by district.... 103

Table 45: Overview of TB diagnostics available by municipality ........ccccoveieiiiniii e, 106
Table 46: Availability and readiness index for HIV counselling and testing services by district............... 108
Table 47: PHCs and hospitals with staff trained in HIV-related subjects during the past two years ....... 110
Table 48: Availability and readiness of PMTCT services at hospitals, by activity and district .................. 112
Table 49: Availability and readiness indices for management of STl services by type and district.......... 114
Table 50: Availability of leishmaniasis services, by diStrict........ccccviiriiiiiciii e, 117
Table 51: Availability of brucellosis services, by distriCt........cccooviiiiiiiiiiiie e 119
Table 52: Availability and readiness of communicable disease services by municipality .........cccceeneeeen. 122
Table 53: Proportion of PHC facilities with staff trained in communicable diseases in the past 2 years........ 124
Table 54: Availability of individual anti-infective medicines in PHC facilities, by district..........cc.ccc......... 124
Table 55: Proportion of hospitals with staff receiving communicable diseases training in the past 2 years.. 125
Table 56: Communicable disease availability and readiness scores, by hospital ..........cccccceveeeiineeennen. 127
Table 57: Availability and readiness of NCD services provided by type of facility ........c.ccccoveeeerinnennnen. 128
Table 58: Availability and readiness of diabetes services, by facility type and district .........cccccvveennneen. 129
Table 59: Availability of guidelines, trained staff and diagnostics for diabetes ...........cccceeciviieirineennnen. 131
Table 60: Availability and readiness for cardiovascular disease services, by facility type and region ..... 132
Table 61: Availability of guidelines, trained staff and diagnostics for cardiovascular diseases ............... 133
Table 62: Availability and readiness for chronic respiratory diseases services, by facility type and district.. 136
Table 63: Availability of guidelines, trained staff and diagnostics for chronic respiratory diseases........ 138
Table 64: Availability and readiness for cervical cancer diagnosis services, by facility type and district. 139
Table 65: Availability of guidelines, trained staff and diagnostics for cervical cancer ............cccuveenneee. 141
Table 66: Availability of basic breast cancer diagnostic services in PHC facilities, by district.................. 142
Table 67: Availability of guidelines, trained staff, diagnostics and treatment for breast cancer............. 144
Table 68: Availability of mental health services, by facility type and district........cccccoceeiivieiiiiieeecnen, 145
Table 69: Availability of guidelines, trained staff and diagnostics for mental health.............c.ccceeenee. 147
Table 70: Breakdown of available readiness indicators for individual NCD services in PHC facilities, by

oYU T ToiT =11 PRSP PPRt 149
Table 71: Proportion of PHC facilities with staff trained in NCD subjects in the past 2 years.................. 152
Table 72: Availability and readiness scores for NCD services, by hospital ........ccccceeeiieiiiicieiiccciee e, 153
Table 73: Proportion of hospitals with staff trained in NCD topics, by training.......ccccceeeevieeeveceerecnnnen. 155
Table 74: Availability and readiness of emergency, surgical and blood transfusion services provided by

1877 o TSI o) i = oL 1 Y PSP 157
Table 75: Emergency services and procedures availability through hospitals, by type and district ........ 158
Table 76: Public hospitals readiness index for emergency services by district ........ccoceeeevcieeeeccieeeennen. 159
Table 77: Overview of infrastructure and support services for 67 hospital emergency services ............ 161
Table 78: Number of ambulance centers per 100,000 population, by district.........cccceeeeeciieeeciireeennen. 165
Table 79: Availability of minor surgical procedures by facility type and district...........ccccecveeeeiinnennnnen. 166
Table 80: Readiness of minor surgical services by facility type and district.........ccccoevveeiiicieiiicceneen, 167
Table 81: Availability and guidelines of trained staff and guidelines on surgery in hospitals and PHC
Lol | LA =T OO O TP TOUSTRPPPROPPPTOTPPRIOS 169

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xii



Table 82: Availability and readiness of major surgical services through hospitals, by district................. 172

Table 83: Proportion of hospitals offering specific major surgical procedures........ccccceeevcveeeeiieeeennen. 173
Table 84: Proportion of hospitals providing specialist types of major surgery .....cccecccevevvceeevecien e, 173
Table 85: Readiness for major surgery services, by distriCt........ccccovveeeiiiiiicciiiiieeee e, 174
Table 86: Availability and readiness of blood transfusion services by facility type and district............... 177
Table 87: Overview of blood availability, source of blood, and screening practices, by facility type...... 180
Table 88: Overview of functional equipment available for blood transfusion, by facility type ............... 180
Table 89: Overview of the availability of blood transfusion guidelines and trained staff, by facility type..... 180
Table 90: Utilization volume of blood transfusion services in hospitals .......ccccccccviiiveiiincee e, 181
Table 91: Summary of Surgical and ICU bed capacity in hospitals ........ccccecveieecciii e, 181
Table 92: Availability and readiness for minor surgical services and blood transfusion in PHC facilities, by

YUY ToiT = 11 PRSPPIt 182

Table 93: Overview of staff trained for surgical and blood transfusion interventions in PHC facilities... 184
Table 94: Hospitals with staff trained in emergency, surgery and blood transfusion in the last 2 years 185

Table 95: Availability of surgical services, by specialist type and hospital .........cccccoeecieiiiicieeeecciee e, 185
Table 96: Availability and readiness for emergency services and minor surgery, by hospital ................. 186
Table 97: Availability and readiness for major surgery and blood transfusion services, by hospital....... 188
Table 98: Availability of dental services by facility type and district.........ccccceeeeiiiiiiciee e, 190
Table 99: Availability and readiness of diagnostic imaging and laboratory services, by type of facility......... 193

Table 100: Number of health facilities offering diagnostic imaging services, by facility type and district..... 194
Table 101: Availability and readiness of laboratory testing services by type of facility and district........ 197

Table 102: Availability and management of laboratory services in hospitals .......cccccoceeeivcieiiiicienecnen, 201
Table 103: Availability and readiness of diagnostic imaging and laboratory testing services at PHC and
other facilities, by imaging type and mMunicCipality .......ccccouvirieciii e 204

Table 104: Types of laboratory testing, materials & equipment available in PHC facilities, by municipality . 206
Table 105: Types of laboratory testing, materials & equipment available in other facilities, by municipality208
Table 106: Diagnostic imaging and testing available and readiness score for laboratory testing, by

IMaging type and hOSPItal.......ccoiiiiiiii i e et e e st e e s e re e e e sbta e e e ebreeeeeanes 209
Table 107: Diagnostic imaging procedures, equipment and trained staff available, by hospital............. 211
Table 108: Availability of laboratory rapid laboratory testing, rapid tests, cancer testing, and laboratory
LYo [V 1T o 0 g T=T ol M o1Vl oY 1Y o] 1 - U 213
Table 109: Laboratory tests and (functional) equipment for conducting diagnostic laboratory tests

N 11 ] o] LT oV g Lo 1Y ] 1 - | PPN 215

Table 110: Mean availability of essential medicines in PHCs and hospitals by treatment category, district . 219
Table 111: Number of medicines per treatment category for calculation of the availability indices, by

L1 L1 A Y 4V o =TSRSS 219
Table 112: Medicines included in each of the treatment categories for PHC and “other” facilities........ 222
Table 113: Medicines included in each of the treatment categories for hospitals ........cccccceeeviieeennnen. 223
Table 114: Availability of essential medicines in PHC facilities by treatment category ..........ccccveeenneen. 224
Table 115: Availability of essential drugs, by treatment category and municipality..........cccceeeecvveeenneen. 224
Table 116: Summary of ordering and supply data for pharmaceuticals in PHCs .........cccccecveeeicieeeecnnen. 226
Table 117: Availability of medicines, by disease category and hospital..........ccccceeieeiiiiiiciiiiccciee e, 228

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xiii



Table 118: Overview of warehousing quality in primary dispensing pharmacies and bulk pharmaceutical
storage areas in hospitals, by NOSPItal.........coocuiiiiiiiiii e e 232
Table 119: Overall availability of a sample of 80 medicines in the medical stores, by facility and

LU 0 [T oY o= =T =0 T o PP PPPTPPPR 234
Table 120: Summary of ordering and supply data for pharmaceuticals in other facilities....................... 235
Table 121: Health workforce density per 10,000 population by facility type and district ...................... 236
Table 122: Official and employed hospital staff numbers, by type ......ccccoeieiiiciiiie e, 238
Table 123: Human resources employed by hospital and type .......cccccveeieeiiiiicciiee e 240
Table 124: Proportion of Hospitals with staff having received service-specific training in the past 2 years..242
Table 125: Human resources training systems available in hospitals ........cccccovveiiiicee e, 243
Table 126: Average PHC staff numbers, by facility type ....ccveeeeeieiiece e 244
Table 127: Ratio of staff to individual services provided per PHC facility .....c..cccocevivvcieiiinceeieciene e, 244
Table 128: Numbers of human resources for health by type and municipality .......cccocceeeecieeincieecnnnen. 246
Table 129: Proportion of PHCs with staff having received service-specific training in the past two years....248
Table 130: Staffing of "other" facilities, by staff type and facility type ......coceeeeieiieccei e, 249
Table 131: Availability of staff trained in reporting and coding in hospitals.........ccccccveieeiciieeccciee e, 252
Table 132: Overview of hospital governance and management systems, by hospital ..........cccccceeennen. 258

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xiv



List of Figures

Figure 1: The structure of the Libyan Ministry of Health............ccoviiiiiiici e 3
Figure 2: Libyan health care delivery SYStEM ... i i e e s seeeeeeas 5
Figure 3: The Health SDG and its targets ...ccuiiiiiiiiie e e e e srae e e s sareeeeeas 7
Figure 4: Photographs of surveyors training WorkShops ..........cccciiiiiiiieic e et 11
Figure 5: Map of functional status of public hospital facilities and public & private hospital facility density
[oT=T g O N0 [0 [0l o Yo o101 F=1 o o ISP 18
Figure 6: Map of functional status of public PHC facilities and public & private PHC facility density per
0010 oo T o TU] =1 d o] TP 19
Figure 7: Map of "other" health facilities, by facility type...c.eveeecieiiee e, 21
Figure 8: Map of inpatient bed density index scores by district (combined public & private)................... 26
Figure 9: Map maternity bed density index by district (public hospitals & PHC facilities)..........ccceccveen.ee. 28
Figure 10: Map of core health workforce density as a multiple of the target of 23 health workers per

0[O 0100 I eToT o TV -} 4 o] o H PSP 30
Figure 11: Map of service utilization scores by district, combined for hospitals & PHC facilities............... 32
Figure 12: Map of hospital utilization scores, by distriCt.........ccocouiiieiiiii e 34
Figure 13: Level of achievement of individual components of the service availability index .................... 35
Figure 14: Map of general service availability indices, by diStrict ........ccceeeiiiiiiiiiiie e, 36
Figure 15: Map of general services readiness index scores for public hospitals, by district ...................... 38
Figure 16: Map of general readiness scores for PHC facilities, by district.......ccccccccviviiiiiiniiien e, 40
Figure 17: Summary of domain-specific general readiness scores, by facility type ......cccceeevveeeeciieeeennen. 41
Figure 18: Overall availability of basic amenities in hospitals, by type .....cccovviiiiiiiei e, 41
Figure 19: Map of basic amenities mean scores for hospitals, by district........ccccccceeeeiiiiiiiiiiee e, 42
Figure 20: Overall availability of basic equipment in hospitals, by type .....ccccceeeciiieieciiee e, 43
Figure 21: Map of basic equipment availability scores for hospitals, by district.........ccccceveieiiniiieninnen. 43
Figure 22: Overall availability of basic medicines in hospitals, by type.......ccoceeeeciieicciiie e, 44
Figure 23: Map of basic medicines mean scores for hospitals, by district ........cccceveviieiiiiiiei e, 45
Figure 24: Overall availability of basic diagnostics in hospitals, by type .....cccccoevviiieieciei e, 46
Figure 25: Map of basic diagnostics mean scores for hospitals, by district.........cccceeeiiiiiieiiiee e, 46
Figure 26: Overall availability of standard precautions in hospitals, by type......cccccceeeieiiiiciee e, 47
Figure 27: Map of standard precautions mean scores for hospitals, by district .........ccccceeeviieeieciieeennnen. 48
Figure 28: Overall availability of basic amenities in PHC facilities, by type .....cccccoeveeeciiei e, 51
Figure 29: Map of basic amenities mean scores for PHC facilities, by district .......ccccccvvvviiiiieeinciieeecen, 52
Figure 30: Overall availability of basic equipment in PHC facilities, by type .....cccoveeeciieiieciiee e, 53
Figure 31: Map of basic equipment mean scores for PHC facilities, by district ........cccooeviviiieeiicieeennen, 53
Figure 32: Overall availability of basic medicines in PHC facilities, by type ....ccocvveveviieiiiciee e, 54
Figure 33: Map of basic medicines mean scores for PHC facilities, by district.........ccccooveieiiieiieciieeeennen. 55
Figure 34: Overall availability of basic diagnostics in PHC facilities, by type.....ccoveveeciieeiiciiee e, 56
Figure 35: Map of basic diagnostics mean scores for PHC facilities, by district ..........ccccoeeeeiieeieciieeeennen. 56
Figure 36: Overall availability of standard precautions in PHC facilities, by type ......cccoceeeeiieeeeciieeeennen. 57
Figure 37: Map of standard precautions mean scores for PHC facilities, by district.........ccccceveveieeennneen. 58

Figure 38: Map of availability and readiness scores for ANC services by district, and ANC referral hospitals .65

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || XV



Figure 39: Map of availability and readiness scores for delivery services by district, with CEmONC referral
Lo T o 1= | USSP 69
Figure 40: Lowest level of provider conducting deliveries during the day......ccccccccvveviieiiiiciee e, 71
Figure 41: Delivery practices and available signal functions at the 52 hospitals offering delivery services..... 72
Figure 42: Percentage of standard precautions available in delivery wards of hospitals ...........ccceenneee. 73
Figure 43: Availability of 19 pieces of functional delivery equipment in 52 hospitals ........ccccceeveieeeernnnn. 73
Figure 44: Availability of individual maternal and neonatal medicines in 79 hospitals .........cccccccvveeenneen. 74
Figure 45: Availability of individual maternal medicines in 318 PHC facilities ........ccccceveeieiieeececieee e, 74
Figure 46: Availability of neonatal care functions and equipment and drugs in hospitals..........ccccceeuneeee. 76
Figure 47: Availability of functional equipment and supplies for postpartum care in 39 hospitals........... 77
Figure 48: Map of availability and readiness scores for family planning services by district..................... 79
Figure 49: Availability of basic family planning medicines in 318 PHC facilities........c.cccccvvviierivcieen e, 81
Figure 50: Map of availability and readiness by district, and hospitals offering immunizations ............... 83
Figure 51: Immunization - overview of administration, training, supplies and cold chain availability ...... 85
Figure 52: Availability of specific services for preventive and curative care for children <5 ..................... 88
Figure 53: Map of availability and readiness for child health services by district, and associated referral
Lo T o1 = | PP 89
Figure 54: Availability of trained staff, guidelines and equipment for preventive and curative services for
ol Y1 o 1Y TR PP PPPPPPRNt 90
Figure 55: Availability of individual essential medicines to treat child health conditions in 318 PHC

L Lol LA =T3S 90
Figure 56: Availability of utilities, infection prevention, equipment and guidelines in pediatric wards....92
Figure 57: Availability of 20 essential medicines for obstetric care in hospitals providing delivery services...99
Figure 58: Map of availability and readiness for TB services, by district, with locations for NCDC centers ... 104
Figure 59: Available methods to diagnose TB in 22 NCDC facilities .........cceevueerieerierenieeiieenieeeiee e 105
Figure 60: Availability of services, guidelines and trained staff for TB in NCDC facilities...........ccceeeun.eee. 106
Figure 61: Most commonly prescribed TB medicines in 16 NCDC facilities ........ccccceevcveeriiienieenneeennennn 107
Figure 62: Availability of individual TB medicines in six specialist hospitals .......ccccccceveeiriiiiniieeinieennenn. 107
Figure 63: Map of availability and readiness for HIV counselling and testing services, by district.......... 109
Figure 64: Number of hospitals with individual ARV medicines available in Libya. ........ccccceeevvrieeennnnen. 111
Figure 65: Map of availability and readiness of PMTCT services, by district.........cccccovereeiiieeieccieeeeennen. 113
Figure 66: Map of availability and readiness of STl services, by district, with referral hospitals............. 115
Figure 67: Diagnosis and treatment methods for leishmaniasis in 36 PHC facilities..........ccccceeevveeennnneen. 117
Figure 68: Availability of leishmaniasis services, by diStriCt ........ccccceeviiiiiiiiie i, 118
Figure 69: Availability of brucellosis services, by distriCt.......ccccccuiiiiiiieeiiiee e 120
Figure 70: Diagnosis and treatment methods for brucellosis in 28 PHC facilities........ccccceevveeivvcveeeennen. 121
Figure 71: Availability and stock-outs of individual anti-infective medicines in 79 hospitals .................. 126
Figure 72: Map of availability and readiness for diabetes services, by district, with referral hospitals... 130
Figure 73: Availability of individual essential medicines for diabetes in 79 hospitals and 318 PHCs....... 131
Figure 74: Map of availability and readiness for CVD services, by district, with referral hospitals.......... 134

Figure 75:

Availability of individual essential medicines for cardiovascular diseases in 79 hospitals and

R R o (O = Yol 1 [ o [ 135

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xvi



Figure 76: Map of availability and readiness of chronic respiratory disease services, by district, and

N T T g To Ty o1 = PSPPSRt 137
Figure 77: Availability of individual essential medicines for chronic respiratory diseases in 79 hospitals

T aTo B 2B o o TG = Yol | 1 =R 138
Figure 78: Map of availability and readiness for cervical cancer services, by district, with referral

Yo T o1 - | PRSPPIt 140
Figure 79: Proportional cancer mortality in Libyan women in 2014 (33) ..ccceeeeiiieeeeciiee et 141
Figure 80: Availability of breast cancer services, by distriCt.......ccccceeeviieiiiiiii i, 143
Figure 81: Availability of mental health services, by district ......c.ccoevviiiiiiiieii e, 146
Figure 82: Availability of individual essential medicines for mental health in hospitals and PHC facilities.... 147
Figure 83: Availability of individual essential medicines for NCDs in PHC facilities ........cccccceevvviverennnen. 152
Figure 84: Availability and stock-outs of individual NCD medicines in hospitals .........ccccoeeveviiicienennneen. 156
Figure 85: Availability of specific medical emergency services in hospitals.........ccccoceviiieicieeiicciee e, 159
Figure 86: Availability of specific emergency procedures in hospitals........ccccoeecieeiiiier e, 159
Figure 87: Map of availability and readiness of emergency services in hospitals, by district, and
0] o TV ] Lol IR Y VA (ol I ol =Y o = PSR 160
Figure 88: Availability (on-site or on-call) of staff categories in 65 emergency room facilities ............... 162
Figure 89: Availability of guidelines and trained staff for hospital emergency services .........ccccueeennnieee. 162
Figure 90: Availability of standard precautions for infection prevention in hospital emergency rooms. 163
Figure 91: Availability of essential medicines in hospital emergency services........ccccvcvevvcieeiiccveeeennneen. 163
Figure 92: Availability of medical equipment and materials for hospital emergency services ................ 164
Figure 93: Availability of 24-hour imaging services in hospital emergency rooms ........ccccceceeevvciveeeenneen. 165
Figure 94: Availability of specific minor surgical procedures in hospitals and PHC facilities ................... 167
Figure 95: Map of availability and readiness of minor surgery services in PHCs and hospitals, by district.... 168
Figure 96: Availability of functional equipment for minor surgery in PHC facilities..........ccoceeevevveeennnen. 170
Figure 97: Availability of materials or medicines for minor surgery in hospitals and PHC facilities ........ 171
Figure 98: Availability of standard precaution measures for infection prevention in surgery areas of PHC
LT LA LT Ta e l aTo 1Y 011 =1 SRR 171
Figure 99: Map of availability and readiness of major surgery services in hospitals, by district.............. 175
Figure 100: Type of anesthesiology staff available in hospitals offering major surgery ......ccccceeeuveenneen. 176
Figure 101: Availability of individual anesthetic drugs in 79 hospitals.......c.cccceecieeieiiiee e, 176
Figure 102: Availability of individual IV fluids in 79 hospitals........ccccccoueeiieciiiecccee e, 177

Figure 103: Map of availability and readiness of blood transfusion services in hospitals, by district...... 178
Figure 104: Proportion of identifying data on a random sample of 5 blood transfusion bags in hospitals.... 181
Figure 105: Map of the availability of dental health facilities per 100,000 population in all facility types,

3V L1y o APPSRt 191
Figure 106: Map of the availability of diagnostic imaging services, by district .........ccoceeeeviieeieccieeeennen. 195
Figure 107: Number of hospitals providing specific imaging services, equipment and trained staff ...... 196
Figure 108: Map of the availability and readiness (for hospitals) of laboratory testing facilities, by district.198

Figure 109: Availability of diagnostic medical materials, by item and type of facility........c..c.ccccvveeennnnen. 200
Figure 110: Availability of functional laboratory equipment, by item and facility type.......cccccevveeenneen. 200
Figure 111: External quality controls conducted for laboratory tests in hospitals...........ccccceeeeecieeeennnen. 202
Figure 112: Availability of guidelines and SOPs in hospital [aboratories........cccccoceeveiiiiiciiee e, 202

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xvii



Figure 113: Standard precautions for infection prevention in hospital laboratories........cccccceevcvrnnnee.n. 203
Figure 114: Overview of hospital laboratory hygiene and cleanliness indicators.........ccccccoeeeveciveeeennnen. 203
Figure 115: Reporting forms used and source of routine laboratory commodities in hospitals.............. 204
Figure 116: Map of availability of medicines in hospitals, and location of medical warehouses............. 220
Figure 117: Map of availability of PHC facilities dispensing medicines, and medicine availability by district 221
Figure 118: Person responsible for pharmacy management in PHC facilities.......ccccecvevivvceeiiccienecneen, 225
Figure 119: Availability of essential medicines and medical materials in hospitals, by treatment category..227
Figure 120: Medicines available in hospitals per treatment category .......cccceeeecieeiecciee e, 227
Figure 121: The availability of pharmaceutical supply and management systems for the hospitals....... 230
Figure 122: Mean scores for warehousing quality for primary dispensing pharmacy and bulk storage

FACility 1N NOSPILAIS ceeeeieeeeiee e e e e e e e e s e e e s e e e s be e e e e reeeeearaeas 231
Figure 123: Availability of guidelines on management of pharmaceutical storage conditions in hospitals...231

Figure 124: Person responsible for managing medical supplies in other facilities, including medical stores 235
Figure 125: Map of core health workforce density as a multiple of the target of 23 health workers per

O[O 0100 I oToT o1V F-) 4[] o F SRR 237
Figure 126: Total staff allocated to and employed in hospitals, by type.......ccccccveeiecieiiccieeeecee e, 239
Figure 127: Staff support available, and major human resources issues identified in hospitals ............. 243
Figure 128: Human Resources availability in PHC facilities ........ccccceeeiee et 245
Figure 129: Facilities available for record keeping in hospitals ........ccccviieiiiiiiciiee e, 250
Figure 130: Storage conditions for hospital reCOrds.........cccviiiieiiieiiciee e 251
Figure 131: Type of systems used for recording admissions and discharges in hospitals........................ 251
Figure 132: Professional qualification and training of data management staff .........ccccccoeeiiiiiennnnnen, 252
Figure 133: Availability of policies for data quality checks in hospitals.........cccoecvieiiiciieiccceeeeee e, 253
Figure 134: Proportion of hospital delivery records containing specific types of information................ 253
Figure 135: Availability of hospital facility SUPPOIrt SEIVICES.....ccviiiiiciiie e 254
Figure 136: Availability of quality assurance mechanisms in hospitals.........cccccveeieiiiiiicciee e, 255
Figure 137: Availability of case reviews and death reviews for quality assurance in hospitals ............... 255
Figure 138: Availability of utilities (electricity, water, communication) in the hospitals .............ccoccuu.... 256
Figure 139: Availability of measures to ensure appropriate waste management in hospitals ................ 256
Figure 140: Availability of functional sterilization equipment in hospitals .........ccccceeveiiiiiiei e, 257
Figure 141: Availability of routine maintenance activities in hospitals.........cccoccveiieiiiiicciie e, 257

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || Xviii



List of Summary Boxes

Box 1: ANC services availability and readiness ........coocuieiiiiiiiiiciiec e 66
Box 2: Delivery and EmONC services availability and readingss........cccveevvriieeiiiiiiie e 70
Box 3: FP availability and readiness ........coicuiiiiiiiiee ettt et e e te e e e e e e et a e e et e e e e earaeas 80
Box 4: Immunization schedule for LIDYa........uui it 81
Box 5: Immunization availability and readingss.........cccueeiiiieiicciieee e 86
Box 6: Preventive and curative services for children under 5 in PHCs: availability and readiness............. 90
Box 7: Tuberculosis services availability and readingss.........euivviieiiiiiiie e 105
Box 8: HIV counselling and testing services availability and readiness .........ccccccveeeeeiieieecciee e, 109
Box 9: Prevention of Mother to Child Transmission of HIV services: availability and readiness.............. 111
Box 10: Sexually Transmitted Infection services: availability and readiness.........ccccecvevevvveeiiicieneenneen. 116
Box 11: Leishmaniasis services: availability and readingss.........cccceeeeuieeiiciiei e 118
Box 12: Brucellosis services: availability and readingss.........cooocueeiiiiiiiiiiciee e 121
Box 13: Diabetes services: availability and readingss.........c.eeeeiiiieiiciiie e 131
Box 14: Cardiovascular diseases services: availability and readingss.........ccccceeecieeieccieeeccciee e, 133
Box 15: Chronic respiratory diseases services: availability and readiness ........cccccceeeevviiivveeeeeeeececvnveeeenn. 136
Box 16: Cervical cancer diagnosis: availability and readingss..........ccccoveiieiieiecciiee e 140
Box 17: Breast cancer services: availability and readingss ........cccccveveviieiiiiiiie e 142
Box 18: Mental health services: availability and readingss ........ccccceveiieiiiciiie e 145
Box 19: Emergency services: availability and readingss ..........ooccveeeiciee e 161
Box 20: Minor surgery services: availability and readingss ........cccceveieeiiiciiee e 169
Box 21: Major surgery services: availability and readingss ........cccceeeeieeiiciiie e 174
Box 22: Blood transfusion services: availability and readingss.........ccccevevevieiiciciee e, 179
Box 23: Dental services: availability and readingss .........ooccveiiiciiieiiciie e 190
Box 24: Imaging services - availability.........cccoiieiiii i e 194
Box 25: Laboratory services - availability and readingss ..........cccveviicciie e 199

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || XiX


file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293531
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293532
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293533
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293534
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293535
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293536
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293537
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293538
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293539
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293540
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293541
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293542
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293543
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293544
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293545
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293546
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293547
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293548
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293549
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293550
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293551
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293552
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293553
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293554
file:///C:/Users/WHO/Documents/WHO%20Libya/Draft%20report%20versions/20171124%20-%20draft%20report%20with%20maps.docx%23_Toc499293555

Abbreviations and Acronyms

AEFI Adverse event following immunization

ANC Antenatal Care

ARV Anti-Retroviral

BCG Bacillus Calmette—Guérin (tuberculosis vaccine)

BEMONC Basic Emergency Obstetric and Newborn Care

CEmONC Comprehensive Emergency Obstetric and Newborn Care
CSPro Census and Survey Processing System

CcT Computerized Tomography

CRD Chronic Respiratory Disease (i.e. asthma, chronic obstructive pulmonary disease)
CvD Cardiovascular Disease

DHO District Health Officer

DOTS Directly Observed Treatment Short course

ENT Ears, Nose and Throat

ECG Electrocardiograph

ECHO European Commission’s office on Humanitarian Aid and Civil Protection
EEG Electro encephalograph

EH Ethambutol + Isoniazid fixed drug combination for tuberculosis
EmONC Emergency Obstetric and Neonatal Care

EMRO Eastern Mediterranean Regional Office

EPI Expanded Program on Immunization

FDC Fixed Drug Combination (for treatment of tuberculosis)

GHs General Hospital

GP General Practitioner (physician)

HC Health Center

HDR Human Development Report

HIC Health Information Center

HIS Health Information Systems

HIV/AIDS Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
HMIS Health Management Information System

HQ Headquarters

ICD-10 International Classification of Diseases, 10%" Revision

ICU Intensive Care Unit

IEC Information, Education, Communication

IMCI Integrated Management of Childhood Ilinesses

IMEESC Integrated Management for Emergency & Essential Surgical Care
IMPAC Integrated Management of Pregnancy and Childbirth

IMR Infant Mortality Rate

IPTp Intermittent Preventive Therapy (for malaria) in pregnancy
IYCF Infant and Young Child Feeding

KMC Kangaroo Mother Care

MDGs Millennium Development Goals

MFL Master Facility List

MoH Ministry of Health

MMR Maternal Mortality Ratio

MRI Magnetic Resonance Imaging
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MSO Medical Supply Organization

NAP National AIDS Program

NCDC National Center for Disease Control

NCMR National Council for Medical Responsibilities

NGO Non-Governmental Organization

NICU Neonatal Intensive Care Unit

NMR Neonatal Mortality Rate

NPOT National program for organ transplantation

OB/GYN Obstetrics and Gynecology

OPD Out-Patient Department

ORS Oral Rehydration Solution

PCR Polymerase Chain Reaction

PHC Primary Health Care

PHCC Primary Health Care Clinic

PHCU Primary Health Care Unit

PLHIV People living with HIV

PMTCT Prevention of mother to child transmission

PPH Postpartum Hemorrhage

PROM Premature rupture of membranes

PWID People who inject drugs

RHE Rifampicin + Isoniazid + Ethambutol fixed drug combination for tuberculosis
RHZ Rifampicin + Isoniazid + Pyrazinamide fixed drug combination for tuberculosis
RMNCH Reproductive, Maternal, Neonatal and Child Health
SARA Service Availability and Readiness Assessment

SARA-H Service Availability and Readiness Assessment tool for Hospitals
SDGs Sustainable Development Goals

SOP Standard Operating Procedures

STI Sexually Transmitted Infection

TB Tuberculosis

TMC Tripoli Medical Center

T Tetanus Toxoid (vaccination)

TOT Training of Trainers

U5MR Under 5 Mortality Rate

UNICEF United Nations International Children’s Emergency Fund
VCT Voluntary counselling and testing

WHO World Health Organization
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Executive Summary

The Service Availability and Readiness Assessment (SARA) survey is a systematic survey which aims to
provide reliable information on availability and readiness of health services delivery. This is the second
SARA survey conducted in Libya, with the first one completed in 2012. The survey was a collaborative
effort between the World Health Organization (WHO) Libya office and the Health Information Center (HIC)
of the Libyan Ministry of Health (MoH), with financial support provided by ECHO, the EU, and the WHO.
Conducted as a census survey, it covered all 1,656 public health facilities and used two separate tools: a
set of seven hospital survey questionnaires, and a core questionnaire used for all PHC and other facilities.
Data collection for the hospital survey was done from August to December 2016, and the PHC-level data
collection started in September 2016 and ended in February 2017. Additional data on service utilization
was provided by the Libyan MoH, while the population estimates for 2017 for Libya’s 22 districts were
provided by the Libyan Bureau of Statistics.

General availability and readiness

Of the 97 public hospitals, 1,355 primary health care facilities (primary health care units, centers and
polyclinics), and 204 other specific health service facilities in Libya, 19% were closed at the time of survey.
This includes 17 hospitals (18%), 273 primary health care facilities (20%) and 18 other specific health
services (8%). The main reason for closure of a facility was maintenance (51% of the 308 closed facilities),
followed by inaccessibility due to conflict (20%), damage (19%), and occupation by other parties (11%).

General services availability

The General Service Availability Index is a composite score of indicators calculated from three domains:
health infrastructure, health workforce, and service utilization. The health infrastructure score is a
composite score that includes two domains: facility density per 10,000 population and inpatient bed
density per 10,000 population. The service utilization score is also a composite of two domains: outpatient
visits and hospital utilization.

The overall score for the General Service Availability Index for Libya is 81%, which indicates that potential
access to health services is good. This relatively high score can be attributed to perfect scores in three
domains:

o The health facility density of 2.8 public and private health facilities per 10,000 population is well
above the target of two health facilities per 10,000 population.

o The health workforce index of 76 core health workers per 10,000 population is three times higher
than the WHO target of 23 per 10,000 population, and far above the SDG target of 45 per 10,000.

o Maternity bed density scores are also well above 100% of target, with 13 beds per 1,000 pregnant
women, as compared to an international target of 10 beds.

Three domains reduced the overall General Service Availability score due to targets which were not met:

e Inpatient bed density scores (combined for public and private facilities) are at 61% of the target
of 25 beds per 10,000 population.

e The hospital utilization score is at 78% of a target of 10 admissions per 100 population.

e Utilization of outpatient services in the public sector, with an estimated need (target) of 5 visits
per person per year, scored 36% of target.
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Increasing hospital bed density is relatively straightforward, as some hospitals are scheduled to re-open,
and only 39% of hospital beds were functional at the time of the survey. Low utilization of hospital and
outpatient services indicates that a significant proportion of services is likely being supplied by the private
sector.

General services readiness

Service readiness scores are a composite score, based on the availability of tracer items in five domains:
basic amenities (six tracer items), standard precautions for infection prevention (seven tracer items), basic
equipment (five tracer items), basic medicines (20 tracer items), and diagnostics (seven tracer items), each
of which are needed to provide adequate basic services. Scores were calculated separately for hospitals
and PHC facilities, using different tracer items for the two types of facilities. The general readiness score
for the provision of basic services by hospitals was 69%, indicating a fair readiness capacity for service
provision. The overall score was primarily lowered as a result of the low availability of basic medicines
(44%) and a fairly limited availability of diagnostic tests (63%). The general readiness score of 45% for PHC
facilities is unacceptably low, and indicates that the capacity to provide basic health services in these
facilities is severely constrained. The greatest limitation lay in the availability of basic medicines, with a
score of only 16%. The availability of standard precautions and diagnostics was higher, at 49% and 48%,
respectively, while the basic amenities score was 50%. The highest scoring domain was basic equipment
at 60%. Urgent action is required to restore essential medicine supplies and improve the availability of
diagnostics, as these two domains represent both the highest need and the best potential for
improvement for both hospitals and PHC facilities.

Service-specific availability and readiness

The table below provides an overview of the availability and readiness scores for each specific service
provided through the PHC facilities in Libya. The services offered by the largest number of facilities include
immunization, child health services, and diagnosis and treatment for the four main non-communicable
diseases. Laboratory and pharmacy services are available in over 30% of the health facilities. The main
focus of the Libyan health services appears to be on non-communicable diseases and immunization.

Readiness scores for each of the services are composite indices measuring the availability of service-
specific tracer items in selected domains such as basic medicines, basic equipment, basic diagnostics, as
well as the availability of staff having been trained in the given service during the past two years, and
service-specific guidelines. The readiness scores are higher for hospital services than for those offered
through the PHCs. PHC facilities score below 45% for all services except immunization (69%). A number of
specific services warrant greater availability in terms of potential demand, but also an improvement in
overall readiness capacity of the already available services. These are mental health, family planning, and
the diagnosis and control of STls, including HIV.
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Availability and readiness of specific services provided by hospitals and PHC facilities

General overview (% of 1142 Hospitals Hospital PHC facilities PHC
total PHC and hospital (% of all 80 Rea dineis score (% of 1069 PHC Readiness Other facilities
facilities) hospitals) facilities) score
Antenatal care (ANC) 222 (19%) 38 (48%) 43% 184 (17%) 40%
Delivery 68 (6%) 52 (65%) 54% 17 (2%) 20%
BEMONC 51 (4.4%) 51 (64%) 54% 1(0.1%)
CEmONC 43 (3.7%) 43 (54%) 55% 0
Family Planning 18 (2%) 0 - 18 (2%) 8%
Infertility treatment 5* 0 - 0 *5 infertility centers
Immunization 519 (45%) 52 (65%) 467 (44%) 69%
Child Health 386 (34%) 59 (74%) - 327 (31%) 35%
Adolescent health - - - - - -
Tuberculosis 27* (2%) 4 (5%) - 23* 44%* *23 NCDC clinics
HIV/AIDS: counsellin 1CDC &
/ < testmg 8(0.7%) 5 (6%) 32% 3(0.3%) 47% mmunology center
HIV/AIDS: PMTCT 4(0.3%) 4 (5%) 36% 0 -
STls 15 (1%) 9 (11%) 29% 6 (0.6%) 33%
Leishmaniasis 36 (3%) - - 36 (3%) -
Brucellosis 28 (2%) - - 28 (3%) -
- iabet
Diabetes 605 (53%) 55 (69%) 56% 550 (51%) 40% treafr:':nbtec:;ters
dem;?;:g’gg 565 (49%) 55 (69%) 42% 510 (48%) 24%
Chronic respirator
onic es{’j’i;:;‘;e’; 523 (46%) 45 (56%) 40% 478 (45%) 18%
Cervical cancer 44 (4%) 10 (13%) 45% 34 (3%) 28% 1 oncology center
Breast cancer - - - 396 (37%) -
Mental health 14 (1%) 8 (10%) - 6 (0.6%) ; ! me:fiar:i:ea"h
Other - - 26 dialysis centers
Emergency services 67 (0.06%) 67 (84%) 7% 47 a mbulance
service centers
Minor Surgery 244 (21%) 72 (90%) 32% 172 (16%) 24%
Major surgery 47 (0.04%) 47 (59%) 52%
Blood transfusion 57 (5%) 53 (66%) 60% 4 (0.04%) 35% 5 blood banks
Dental services 215 (19%) 28 - 187 = 12 dental clinics
Diagnostic imaging 204 (18%) 78 (98%) - 103 (10%) - 23 facilities
Laboratory testing 430 (38%) 78 (98%) 69% 300 (28%) 39% 52 facilities
Pharmacy services 397 (33%) 79 (99%) 1% 318 (30%) 10% 532 it Sy

warehouses

Reproductive, Maternal, Neonatal and Child Health services

Although antenatal care (ANC) in Libya can boast of high coverage figures, both the availability and
readiness of this service are limited at the national level. Lack of essential medicines, guidelines, and
trained staff contribute to a low readiness score of 40% in the 184 PHC facilities that offer ANC, and 43%
for the 38 hospitals offering these services. Notwithstanding the high coverage, the overall quality and
effectiveness of ANC services requires attention across the country. The districts of Wadi Ashati, Al Jifarah,
and Ghat each have one facility providing ANC services, accompanied by low readiness scores, suggesting
that ANC services are essentially unavailable here. The fact that nearly 50% of municipalities do not have
a facility offering basic ANC service is indicative of an inequitable distribution of services.

All districts in Libya have one or more facilities that provide delivery services. Delivery services in the
districts of Sirt, Wadi Al Haya, and Ghat are provided only through PHC facilities, none of which provide
all seven signal functions of Basic Emergency Obstetric and Neonatal Care (BEmONC). In addition to the
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unavailability of EmONC services, the readiness indicators for delivery services through the PHC facilities
in these three districts are unacceptably low at 9%, 36% and 24%, respectively.

The small number of public facilities offering family planning (FP) services (18 for the entire country), the
limited number of contraceptive methods provided, and the low readiness score of 36% for the available
services, suggest that reliable FP services through the public sector are virtually non-existent in Libya. Data
from 2007 indicates that the unmet need for family planning is relatively low, whilst the level of
contraceptive use is reasonably high, although later data seems to suggest that these rates are changing.
The demand for FP services in Libya appears to be met primarily through the private sector.

The availability of immunization services is good across the country, as reflected by the numbers of
facilities offering services, and the high coverage rates reported. However, the continued presence of
measles cases suggests that significant gaps in coverage do exist. There is clear room for improvement in
terms of quality of services, with facilities located in the districts of Aljufra, Al Jabal Al Gharbi, Nalut, Wadi
Ashati, and Ghat requiring specific attention to training and availability of guidelines on immunization. At
municipality level no immunization is available in Espeaa, Rigdaleen and Sidi Assayeh, and virtually non-
existent in Arrajban.

The availability of preventive and curative services for children <5 in Libya is limited. Over one-third of
municipalities cannot provide child health care to their constituents. Where PHC facilities do offer them,
the service package is generally limited, focusing primarily on diagnosis and treatment of malnutrition,
and treatment of pneumonia. Few staff have been trained on growth monitoring and IMCI, and there is
limited availability of tools such as functional equipment to measure height and weight, and growth
monitoring charts.

Communicable diseases

Diagnosis and treatment for Tuberculosis (TB) was available through 22 functional NCDC facilities located
in 15 districts, and four specialist hospitals. The referral capacity of PHC facilities to TB diagnostic and
treatment services was not measured. The overall readiness score of 44% indicates that there is still
considerable room for improvement in the readiness domains, especially in terms of the availability of
diagnostics and key medicines.

Just eight facilities in Libya offer counselling and testing for HIV. The general capacity for referral of
suspect HIV cases to these facilities was not examined. The overall readiness scores for counselling and
testing services is 32% for hospital-based facilities and 47% for PHC-based facilities, which indicates a need
for improvement in terms of staff training, availability of condoms, and improvement in terms of the
privacy of counselling rooms.

Four facilities offer services for the Prevention of Mother to Child Transmission (PMTCT) of HIV/AIDS in
Libya. Most sites offer the full package of PMTCT services, with an average availability score of 75%, but
overall readiness scores are low at 37%. This low score is due to a lack of guidelines and trained staff
available in the hospitals, a significant shortage of medicines, and the limited availability of relevant
diagnostics.

Although the overall prevalence of Sexually Transmitted Infections (STIs) in Libya is unknown, it can be
assumed that transmission is not limited to specific geographical areas. Nevertheless, only eight out of 22
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districts have STI services available, with only six PHC facilities and nine hospitals reportedly offering
diagnosis and treatment. Training of staff and availability of medicines are low, and readiness scores do
not exceed 35%, indicating that there is a considerable gap in service availability and readiness for STls.

Leishmaniasis services are primarily provided in those areas of the country where transmission is known
to occur. With only 36 facilities located in nine districts providing services, availability across the country
is limited. The capacity to deliver these services is further constrained by the low availability of relevant
diagnostics methods and medicines.

Brucellosis services are primarily provided in the northwest of the country where transmission primarily
occurs. Only 28 facilities located in five districts provide diagnostic and treatment services. The capacity
to deliver these services is limited by the low availability of relevant diagnostic methods and medicines.

Non-Communicable Diseases

All districts and 97% of municipalities have a health facility available that can offer diabetic patients
diagnosis and management services for their disease. The actual capacity to provide these services is
limited, however, as low readiness scores for hospitals (56%) and PHC facilities (40%) reflect a lack of staff
with up-to-date training and a significant lack of essential medicines.

Although nearly half of the hospitals and PHC facilities in Libya can provide diagnosis and management of
cardiovascular diseases (CVD), and 96% of municipalities have at least one facility offering CVD care, the
readiness scores of 24% for PHC facilities and 42% for hospitals reflect the existence of a great shortage
of well-trained staff and essential medicines for the diagnosis and treatment of CVDs.

Diagnosis and management of chronic respiratory diseases (CRD) is available in nearly half of the hospitals
and PHC facilities in Libya, with 96% of municipalities having at least one facility offering CRD care.
However, the readiness scores of 18% for PHC facilities and 43% for hospitals reflects significant shortages
in well-trained staff and essential medicines for the diagnosis and treatment of CRDs.

The number of facilities offering diagnosis of cervical cancer is limited to only 4% of all public health
facilities in Libya. Ten hospitals and 34 PHC facilities report offering diagnostics, with 8 hospitals offering
specific oncology services and large areas of the country lacking services altogether. No national screening
program is in place. Readiness of the available services is low, at 28% for PHC facilities and 45% for
hospitals. Even the facilities offering cervical cancer diagnosis lack trained staff, equipment, and
diagnostics, and are often unable to offer adequate services to the population.

Basic breast cancer screening is widely available in Libya, with 396 PHC facilities reporting the capacity to
give an initial diagnosis through medical examination. There are 12 mammography machines available,
while a good majority of hospitals can offer a more refined diagnosis through ultrasound (89%) and biopsy
(76%). Oncology services are reportedly available in eight hospitals.

Although mental health needs in Libya are likely to be considerable, especially given the ongoing conflict,
service delivery is limited to only eight districts. Six hospitals, one mental health clinic, and four PHC
facilities are available to cover all the needs, which is grossly insufficient for a population of over six
million. Trained staff, guidelines and essential medicines are in short supply in the PHC facilities and
hospitals. Mental health service delivery in Libya needs urgent attention.
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Emergency, surgical, and blood transfusion services

Emergency services in Libya are primarily provided through 67 hospitals and cover all districts except
Wadi Al Haya and Ghat. Treatment for medical emergencies is most widely available (91% of facilities),
while emergency newborn care is limited (36%). Readiness scores are low, at 48%, with weak areas
primarily consisting of the limited availability of guidelines (21%), trained staff (18%) and diagnostic
services (40%). Access to the hospitals is supported by 47 functional ambulance centers, which are
available in 19 out of 22 districts, with an overall availability of 0.7 centers per 100,000 population.

There are 244 health facilities that offer minor surgery (172 PHC facilities and 72 hospitals), but the
readiness scores for both types of facilities are low (24% and 32% respectively). Although hospitals
consistently outperform the PHC facilities in terms of readiness scores, 67 out of 72 hospitals still score
below 50% for minor surgery readiness. A concerted effort is needed to address shortcomings in training,
the availability of guidelines, and the availability of essential medicines. That the achievement of a good
score is possible is demonstrated by Emhamd Al Megrif Hospital in Ejdabiya and Misslata hospital, with
respective readiness scores of 100% and 97%.

There are 47 hospitals which offer major surgery, mostly orthopedic and general surgery, although there
is also a capacity to do organ transplants and cardio-thoracic surgery. Four districts (Sirt, Aljufra, Wadi al
Haya, and Ghat) do not have major surgical services available, while eight districts have readiness scores
for major surgical services below 50%. The overall readiness score is 52%, indicating that action is needed,
specifically in terms of staff training, guidelines, and the availability of essential medicines.

Seventy-two facilities report offering blood transfusion services. These consist of four PHC facilities, 53
hospitals, and 15 other facilities, which includes three blood banks and 11 dialysis centers. Sirt, Wadi al
Haya, and Ghat do not have blood transfusion services available at the district level. Readiness scores for
blood transfusion are very low for PHC facilities (35%) and higher for hospitals (60%), and indicate that
there is a need for the improvement of the services, specifically in terms of staff training, guidelines, and
the availability of diagnostics.

Dental services

Dental services in Libya are provided through 226 facilities located in hospitals, PHC centers and dental
clinics, with an average of 3.5 dental facilities per 100,000 population. Approximately 300 PHC facilities
have dental chairs available but do not offer dental services. Dental services are available in 21 out of 22
districts, with no services available in Wadi Ashati. Coverage is highest in in Al Jabal Al Akhdar district (9.1
clinics/100,000 pop) and Azzawya (8.1 clinics/100,000). Most facilities offer simple dental treatment upon
demand, with less attention to preventive services such as the provision of health information. Staff in
30% of the 187 PHC-based dental clinics had been trained in the last two years.

Diagnostic services

Diagnostic imaging services such as X-rays are provided through 203 facilities, including 103 PHC facilities,
77 hospitals and 23 NCDC centers. All districts have a theoretical availability of imaging services, but Ghat
district had no functional equipment, and thus no real capacity to provide services. Sirt and Al Jifarah have
a low ratio of imaging facilities available per population. Forty-one out of 101 municipalities have
functional services available. The most widely available imaging service is X-ray, followed by ultrasound.
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Overall availability of functional equipment in hospitals is 93%, with an average availability of suitably
trained staff of 85%.

Laboratory services are available in 430 health facilities, the majority of which are PHCs (70%), followed
by hospitals (18%) and other facilities such as NCDC clinics (12%). All districts have laboratory services
available although Wadi Ashati, Sirt, and Al Jifarah have a lower ratio of lab facilities to population than
the other districts. Readiness scores range from 39% in the PHC facilities to 69% in the hospital
laboratories, with the low score in PHC facilities primarily due to a lack of medical materials such as rapid
tests and urine dipsticks. There is a significant need to address general quality control measures in the
hospital laboratories.

Essential medicines, and human resources

The general availability of a comprehensive set of essential medicines in hospitals is low at 41%, while for
the PHC facilities and medical stores, levels are extremely low at 10% and 13%, respectively. The
availability of medicines does not tend to differ considerably across treatment categories in PHCs or
hospitals, with the exception of medicines for mental health, the stocks of which are near zero in all types
of facilities. Stocks of family planning medicines, provided only through PHCs, are also virtually non-
existent at 2%. A number of hospitals and municipalities report relatively high availability of medicines,
and it would be worthwhile to study their systems, as they could serve as examples of “good practices”
for other health facilities.

The health workforce in Libya meets both the targets for minimum availability of health workers set by
WHO, as well as the minimum numbers estimated to be needed for the achievement of the SDGs.
Specialist medical doctors is the only category where shortages appear to exist. The average number of
staff, including administrative staff, employed per PHC facility is 88. The 302 PHC facilities that reported
not providing any services employ 14,598 staff, while the 175 facilities that report providing only a single
service, such as immunization, employ an average of 61 staff per facility. These numbers indicate that
there is a need to review human resources requirements and deployment across the PHC facilities.

Hospital record keeping, organization, and management

Hospital record-keeping and reporting remains a challenge in the Libyan hospitals. Adequate staff and
infrastructure is available to complete manual reporting, but access to computers and internet is limited
to 36% of hospitals, and only 28% of hospitals have computer-based record keeping available. Four out of
80 hospitals use the ICD-10 classifications in their reporting. Routine data quality checks in hospitals are
rarely done, and only 14% of hospitals had evidence available of any data quality checks being conducted.
In a random sample of delivery records, the overall presence of 16 trace data indicators was 62%.

Hospital management systems are in place in most hospitals, but management training has been received
by less than half of the management team members. Other responsible staff that require training include
those for infection prevention and quality assurance systems, as a number of systems could benefit from
strengthening. Over 90% of hospitals had electricity and running water, with 80% having a functioning
back-up generator. All hospitals had functional computers, but only 36% had access to internet. Twenty-
four percent of hospital facilities were in good repair, medium-size repairs were required in 64% of
hospitals, and major repairs were needed in 12% of buildings.
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Structure of the report

Chapter 1 of this report gives a brief introduction into the Libyan health system, looking at both the public
and the private sector. The organigram of the MoH has been updated and included, and a figure was
created that provides an overview of the services provided through the hospitals and PHC facilities. The
last page of the chapter consists of an overview of the most recent national health indicators for Libya.

Chapter 2 describes the methodology used for the implementation of the SARA survey and subsequent
analysis. The indicators, cut-off points and analytic approaches for SARA are briefly described. The
guestionnaires used for the survey are not included in this report but will be made available online on the
MoH website, or copies can be requested from either the Health Information Center or the WHO Libya
office.

Chapter 3 reports findings focusing on the general availability of services, carefully following the SARA
methodology for the calculation of general service availability and readiness indicators at the national and
district level (22 districts). Maps provide an overview of the location of the health facilities and provide a
geographic overview of district-level results for the general service availability and readiness analysis
indicators. All maps use the same cut-off indicators to ensure comparability.

Colour-coding is used for the data presented in nearly all the maps and tables in this report:

e Red: Data from hospital facilities only

e Blue: Data from PHC facilities only

e Yellow: Datafrom Other facilities only

e Green: Combined data (Public/private, Hospital/PHC/Other)

Chapters 4 to 9 follow a systematic approach in analyzing and presenting available results for five service
domains. These are Reproductive, Maternal, Neonatal, and Child Health (RMNCH) services (Chapter 4),
Communicable Disease services (Chapter 5), Non-Communicable Disease (NCD) services (Chapter 6),
Emergency, surgical, and blood transfusion services (Chapter 7), Dental services (Chapter 8), and finally,
Diagnostic imaging and Laboratory services (Chapter 9).

Each of the five domain-specific chapters is divided into sub-sections that explore the individual services,
with the description of each specific service following the same approach:

e The first part of each service-specific section presents the availability and readiness scores for the
given service. Availability is defined by the number of health facilities that report providing the
services, while readiness is calculated as a composite index of the availability of a selected number
of relevant tracer items for up to five domains (trained staff, guidelines, medicines, diagnostic
tests/equipment, and basic amenities/equipment). The tracer items are different for each service,
and may also be different for each type of facility.

Maps are included for each specific service. The maps present the ratio of the total number of
facilities providing a specific service in a district per 100,000 population. The lighter colours in the
maps show a lower availability of facilities, with the darker colours indicating a higher availability.
If a service is provided through only one type of health facility, this is reflected in the colour of the
shading, but most maps are green, indicating a combination of PHC and hospital data. The
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accompanying readiness scores are included in the maps as numbers (percentages), normally
presenting only the scores for the type of facility that most frequently offers these services. The
referral hospitals for the specific services are also mapped, while hospitals that do not provide
the specific services are not included.

e The second part of the service-specific section presents national level availability data for most of
the tracer items used to calculate the readiness scores, with a focus on the availability of trained
staff, guidelines, and essential medicines. At times, additional data on infrastructure, standard
precautions, or other relevant domains are also included here. These data are provided separately
for each type of facility, in the event that services are provided by both hospitals and PHC facilities.
Some services, such as brucellosis and breast cancer diagnostics, were included in the survey upon
the request of the MoH, and did not have sufficient data or a clear methodology for a calculation
of readiness scores, but even for these services, potentially relevant data are still included
whenever available.

The last two sections in each of the five service domain chapters provide a subsequent level of
disaggregation for all the sub-services together. For example, the availability of the individual RMNCH
services, along with a number of potentially relevant sub-sections, is presented at the municipality level
for all the PHC facilities, and also separately for the individual hospitals. The tables included in these sub-
sections are quite extensive, and allow readers that are interested in particular hospitals or municipalities
to explore data specific to the services provided at this level. Generally, the tables only include the
hospitals or municipalities that offer the selected services. In the event that a municipality or hospital is
not included in a table, it is safe to assume that the specific services are not available there.

Chapter 10, 11 and 12 examine available data for three specific health systems building blocks: essential
medicines, the health workforce, and health information. The chapters on essential medicines and human
resources draw on information from three separate datasets: hospitals, PHC facilities, and “other”
facilities, and results are presented accordingly. Chapter 12 relies primarily on data from the hospitals, as
detailed questions on this subject were not included in the core questionnaire used for the PHC and other
facilities.

Chapter 13 provides a very brief overview of the organization and management of the hospital facilities,
relying exclusively on data from a corresponding module in the SARA-Hospital questionnaire. The table at
the end of this chapter provides an overview of all the relevant data collected for each hospital, in order
to allow those interested in management issues for a specific hospital to explore this in more detail.

Annex | consists not only of the complete listing of all health facilities (the Master Facility List), but it also
gives an overview of the number of staff employed and the specific services that each health facility
reportedly provided. The reader interested in a specific health facility may wish to review this list first.

Annex Il provides the 2017 estimates for population by district as provided by the Libyan Bureau of
Statistics.

Annex lll is provided for those who wish to do more detailed mapping of available data at district level,
as it provides the P-codes (place codes) used by the humanitarian system for mapping, alongside the
spelling of the district names that are used in this report, and alternate district names that were
encountered during the process of preparing this report.
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1 Introduction

1.1 General context

Libya is located in North Africa on the southern coast of the Mediterranean Sea between 18° and 33°
north latitude and 9° and 25° east longitude. It has a land area of 1,665, 000 square kilometers, making it
the fourth-largest country in Africa. It shares a border with six other African countries (Algeria, Chad,
Egypt, Niger, Tunisia, and Sudan) and has a coastline of around 1900 kilometers. The main cities are
located along the Mediterranean coast, in the northern part of the country.

The estimated population of Libya is 6.5 million people for 2017 (1). The population living in urban areas
is high at 88% (2). However, with nearly four persons per square kilometer, Libya has one of the lowest
population densities in the world, although this low population density is not uniform across the country.
The coastal northern region is more densely populated, with 85% of the population living on 10% of the
land area, while the larger southern region, consisting primarily of desert, is very sparsely populated.

Oil is the backbone of the Libyan economy, as the country holds the largest oil reserve in Africa. The United
Nations Development Program listed Libya 100%™ out of 188 countries in the 2016 Human Development
Index (3). Literacy rates are high at 91% in 2015 (4). Life expectancy at birth was 75 years in 2012 (2).

The administrative system of Libya is relatively decentralized. The country is divided into 101
municipalities, each with a functional council and with different directorates responsible for the planning,
implementation, monitoring and evaluation of the health, education, economic, and other sectors.

1.2 Conflict and humanitarian context

The current conflict in Libya, which started in 2011, has resulted in a general deterioration of governance
and infrastructure. The aftermath of this conflict and the proliferation of armed groups contributed to
continued violence and instability across the country. A new wave of conflict erupted in 2014, and the
ongoing crisis has resulted in tens of thousands of casualties since early 2011. During the conflicts, the
output of Libya's economically crucial oil industry collapsed to a small fraction of its usual level, with many
facilities blockaded or damaged by rival groups. This has contributed to a deterioration of public services
and infrastructure.

Based on the 2015 Libya Multi-Sector Needs Assessment (5) and the 2017 Libya Humanitarian Needs
Overview (6), access to life-saving medical care and essential medicines are considered to be the foremost
humanitarian need. The country is facing a severe shortage of medicines, medical supplies, and vaccines
due to a lack of security and interruptions in supplies delivery. It is estimated that approximately 1.3
million people do not have access to life-saving health care services and resources.

1.3 Health system

Libya’s health care system has come a long way since 1951, when it started functioning with meager
resources: 14 hospitals (1,600 bed capacity) and a small number of health centers. In 1972 the process of
planned development in the country started, with the first Three-year National Transformation Plan
(1973-75) emphasizing that access to health services was the right of every citizen. Community health
facilities were introduced between 1970 and 1979. “Health for all” has been the mandate since 1980, with
the government of Libya providing free universal coverage of health services.
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Decentralization of the health system started in 2000, when the central body (Secretariat of health) was
dismantled in favor of the district level. In 2003 the Authority of Health Care Planning was established,
and the General Health Inspector was appointed at the central level to supervise the district secretariats
of health, which had no executive authority. The year 2006 saw a move back towards centralization. The
Secretariat of Health was re-established and was authorized to supervise the central institutions and the
secretariats of health at the district level. The Ministry of Health was established in 2011, and a Minister
of Health was appointed. The onset of the second round of conflict in 2014 resulted in fragmented health
care governance due to changes in the political system of the country.

Health services are now provided by a mix of public and private providers, with some traditional medicine
also being prescribed. Health services have deteriorated considerably since 2011, with severe constraints
in both technical capacity and financing.

1.3.1 Public Sector

The public health sector is the main health services provider. Health care including preventive, curative
and rehabilitation services are provided to all citizens free of charge. At present, almost all levels of health
services are decentralized except hospitals and specialized centers.

The Ministry of Health operates through an administrative and a technical workforce and has an extensive
central organizational structure (Figure 1), headed by the Minister of Health, who directly supervises the
following central institutions:

e Health Information Center (HIC)

e National Center for Disease Control (NCDC)

e National Council for Medical responsibilities (NCMR)

e National program for organ transplantation (NPOT)
Libyan board for medical specialties

Medical Supply Organization (MSO)

The center for human resource development
Authority of ambulance services

e Hospitals and Medical Centers

e Directorates of health services at the municipality level

The Minister of Health is assisted by the undersecretary of health, who effectively works as the head of
the staff of the Ministry of Health (MoH). He is administratively responsible for all 16 Directorates, the
departments under each directorate, and the five Offices.

At the district level, the district health officer (DHO) is responsible for providing comprehensive health
care. Promotive, preventive, curative, and rehabilitative services are provided to all citizens free of charge
(public health law No 106 of 1973). Initially the DHO'’s responsibility included overseeing hospital care,
but hospitals have now become autonomous. The DHO now oversees only the primary health care
facilities working at the municipal level.
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Figure 1: The structure of the Libyan Ministry of Health
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In Libya, there is a mixed system of public and private health care, rather than a purely state-run model.
Health care is delivered through a series of primary health care units, centers, polyclinics, rehabilitation
centers, and general hospitals in urban and rural areas, in addition to a number of tertiary care specialized
hospitals. The health care delivery system (Figure 2) operates on three levels:

1) The first level consists of the Primary health care units (which provide curative and preventive
services for 5,000 to 10,000 citizens); Primary health care centers (serve from 10,000 to 26,000
citizens); and polyclinics, staffed by specialized physicians and containing laboratories as well as
radiological services and a pharmacy. These polyclinics serve approximately 50,000 to 60,000
citizens.

2) Atthe second level, there are general hospitals in rural and urban areas where care is provided to
those referred from the first level.

3) The third level comprises of tertiary care specialized hospitals and medical centers.

1.3.1.1 Hospitals

At the time of survey there were 97 hospitals in Libya, although recently an additional 64 health facilities
have been upgraded and given “hospital” status. Of all hospital facilities, 27 (16.8%) are rural, 48 (29.8%)
are general, and 22 (13.7%) are specialized hospitals (Table 1).

Table 1: Number and proportion of hospitals by region

Recently notified

Rural General Specialized health facilities to
Hospital Hospital Hospital be upgraded as
hospitals

N (%) N (%) N (%) N (%)
East 06 (17.1) 07 (20.0) 00 (00.0) 22 (62.9) 35
Benghazi 04 (13.8) 08 (27.6) 08 (27.6) 09 (31.0) 29
Central 03 (16.7) 05 (27.8) 02 (11.1) 08 (44.4) 18
South 04 (23.5) 05 (29.4) 00 (00.0) 08 (47.1) 17
Tripoli 03 (11.1) 09 (33.3) 11 (40.7) 04 (14.8) 27
West 07 (20.0) 14 (40.0) 01 (02.9) 13 (37.1)

27 (16.8) 48 (29.8) 22 (13.7) 64 (39.8) 161 (100)

Source: Ministry of Health, Libya.

1.3.1.2  Primary Health Care Facilities

In addition to the hospitals, service delivery in Libya is provided through 1,559 public health care facilities
(Table 2). Nearly half of them (47%) are health care units, 37% are health care centers, 4% are polyclinics,
and 13% are other types of facilities such as dental clinics and tuberculosis (TB) centers.

Table 2: Number and type of primary health care facilities

Category Number Percent
Health care centers 571 36.6%
Health care units 728 46.7%
Polyclinics 56 3.6%
Others 204 13.1%
Total 1559 100 %

Source: Ministry of Health, Libya.
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Figure 2: Libyan health care delivery system
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1.3.2 Private Sector

1.3.2.1 Hospitals

Libya has 157 private inpatient facilities with an inpatient capacity of 2,812 beds. Most private facilities
are located in Tripoli, Benghazi, Aljafara and Misrata. The private sector furthermore consists of 503
outpatient clinics, 302 dental clinics, 2,254 pharmacies and 426 laboratories (Table 3).

The continuously growing private health sector was initially hampered by the lack of an overall private
sector policy approach by the MoH. In the absence of a clear and consistent government policy, private
clinics generally faced deep uncertainty and could not afford to invest in their expansion and
development. These clinics were granted licenses to operate without clear criteria or inspection
policies, which led owners to fear that their license could be revoked arbitrarily by the authorities.
Staffing in the private sector relied on health care professionals who worked in the public sector and
transferred to the private sector. An unwelcome decree in January 2006 barred this “dual practice”,
which obviously had serious implications for both the public and private sector, as most doctors relied
on private work for most of their income. At present, services delivered through private providers are
generally restricted to basic activities such as simple operations, as the absence of health insurance
means that the population would have to pay out of pocket for more expensive treatment in the
private sector.

Table 3: Number and type of private sector health facilities by district

District i i OPD Clinics Dental Clinic Pharmacies Laboratory
Al Betnan 1 40 1 1 27 3
Aljufra 0 0 4 1 17 4
Alkufra 0 0 3 2 11 1
Almargeb 6 95 18 20 103 15
Al Wahat/Ajdabia 2 12 18 4 54 11
Aljafara 20 205 47 21 230 121
Almarj 3 0 24 0 63 12
Azzawya 4 138 42 14 152 8
Benghazi 12 205 49 27 185 24
Darnah 2 50 7 6 36 6
Ghat 0 0 2 0 8 1
Al Jabal al Akhdar 2 31 17 5 76

Al Jabal al Gharbi 12 140 40 12 77 17
Misratah 20 452 35 15 149 15
Murzug 0 0 5 7 15 5
Nalut 0 0 10 3 26 2
Sebha 5 74 15 9 49 5
Sirt 0 0 6 3 52 5
Tripoli 61 1250 136 145 787 147
Wadi Ashati 0 0 8 0 40 4
Wadi Al Haya 0 0 4 2 32 6
Zwara (Zwara)* 7 120 12 5 65 9
Total 157 2812 503 302 2254 426

*Zwara: Jamel, Ragdaleen, Alasaa, Sabrata, Zwara, Alagelat Source: Ministry of Health, Libya.

1.3.2.2  Not for profit

The establishment of non-governmental organizations (NGOs) was first allowed in 1971 and the
Association Act. Act no 19, issued in 2004, allowed for an expanded role of NGOs in the health sector
and organized their registration mechanisms, role, and scope of work. The Libyan Red Crescent Society
and a small number of international, national and sub-national NGOs provide health care in the areas
of disability, mental health, HIV/AIDS, infertility, kidney disease and cancer.

1.3.2.3 Traditional

There are several outlets which sell herbal and traditional medicines and a few traditional medicine
clinics but this sector is not regularized and data is not available on their number and activities.
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1.4 Health indicators

Over the three decades prior to 2011, the Libyan authorities invested significantly in the health sector,
which has led to major improvements in health service delivery and the general health of the
population. This is clearly demonstrated by Libya’s attainment of the Millennium Development Goals
(MDG) health targets. Under-five mortality is estimated to have decreased by almost 70%, from 42
deaths per 1,000 live births in 1990 to 13 per 1,000 in 2015 (7). During the same period, maternal
mortality ratios (MMR) are estimated to have decreased by over 75%, from 39 per 100,000 live births
to nine per 100,000 live births in 2015 (8). Skilled birth attendance coverage was reported to be at
99.8% in 2013 (9).

With the MDGs having come to an end in 2015, Libya committed itself to the achievement of the
Sustainable Development Goals (SDGs) by 2030. SDG 3, the “Health” goal, aims to ensure healthy lives
and promote well-being for all at all ages. This broad and visionary goal encompasses new areas of
work and new targets (Figure 3, below) for the MoH. Libya’s health system will need to undergo
profound and significant changes if SDG3 is to be achieved. It is hoped that the results presented in
this report will be useful in planning for the delivery of those services that will contribute to the
successful achievement of the SDG3 targets.

Figure 3: The Health SDG and its targets (10)
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Table 4: Libya health indicators

Demographic indicators Health status (mortality)
population 2016 total (1000s) 6246 Mortality rate per 1000 live births, UN-IGME Neonatal !
urban 88% . Infant 11
- 2015 estimates
population growth, 2012 1.80% Under-5 13
total 72.7 Maternal Mortality Ratio, 2015 estimate Per 100 000 live births 9
Life expectancy at birth (years), 2015 male 70.1 . . . Communicable diseases 53
Age-standardized mortality rates by major - -
female 75.6 . Noncommunicable diseases 550
— cause, per 100,000 population 2012 —
Total fertility, 2015 3.4 Injuries 63
Mortality rate from road traffic injuries per 100
1y X icinjuries p Reported, 2015
000 population 60.1
Coverage of selected interventions
Antenatal care coverage (1+ visits), 2014 99% Health determinants and risks
Antenatal care coverage (4+ visits), 2014 66.3% low birth weight among newborns, 2014 7.1%
Skilled birth attendence, 2014 99% exclusive breastfeeding 0-5 months of age, 2014 67%
DTP3-containing vaccine/pentavalent coverage among children under 1year, 98.6% Adults (18+ years) raised blood glucose 17%
Measles immunization coverage, 2015 96.8% 2014 raised blood pressure 21.9%
Tuberculosis treatment success rate of new bacteriologically confirmed cases, 61% stunted 21%
Children under 5who are wasted 6.5%
2014 Overweight 22%
Health Financing obese 10.5%
P i | i health 2014 72 igh .79
er capita tota expenc.hture on health, USS, 20 : 3 Adults (18+ years), 2014 Overwelg t 68.7%
Out-of-pocket expenditure as % of total health expenditure, 2014 26.5% Obesity 33.1%
| t it health as % of | t 4.99 | 11.09
General government expenditure on health as % of general governmen 9% Tobacco use (13-15 years), 2010 male 0%
female 5.0%
Access to improved drinking water, 2014 98%
Service Delivery Access to improved sanitation facilities, 2014 97%
Annual outpatient visits per capita, 2010 3
PHC facilities per 10,000 population, 2013 2.6 Health Workforce
Hospital beds per 10,000 population, 2013 37 Physicians 19.5
Dens.ity per milli?n pop.ulation of selected Corr.1puted Tomography 9.7 Personnel per 10000 population, 2015 Nursi.ng and midwifery 71
medical devices in public and private health Radiotherapy 1 Dentists 7
facilities, 2013 Magnetic Resonance Imaging 5.2 Pharmacists 6

Sources: WHO, Libya MoH
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2 Methodology

Monitoring performance at health facilities provides information on whether health services are present
and are being provided at the expected level. Aggregated data can also give an indication of how
investments in the formal health sector are resulting in changes at the level of service delivery. A deeper
understanding of service access affects utilization of services and ultimately impacts population-level
health outcomes.

The World Health Organization (WHO) Service Availability and Readiness Assessment (SARA) tool was
developed for the collection of data on the condition of the health system that are comparable both across
countries and within countries (i.e., across regions and/or districts). SARA surveys generally rely on a
standard core questionnaire, which is adapted to meet the needs at the national level. The tool focuses
on the physical presence of services (availability) and the capacity to deliver both general and specific
health services (readiness), but does not attempt to measure the quality of services or resources (11).

A first SARA survey in Libya was conducted in 2012 in order to inform the country progress and
performance review processes happening then. The survey aimed to assess the infrastructure, service
delivery and system resources (including organizational structure and management, human resources,
supply-chain system, technologies, and financial resources). It also assessed facilities readiness and any
damage which could have been sustained during the conflict, and measured system outputs, service
utilization and their adequacy. The 2012 survey consisted of a census of all hospitals and primary health
care (PHC) facilities in Libya. It was divided into two parts: the Hospital and the PHC survey, with each part
relying on a separate set of data collection tools. The 2012 survey covered 86 hospitals (33 teaching
tertiary hospitals, 20 secondary hospitals, 31 rural hospitals and two “other” hospitals) and 1379 primary
health facilities (736 primary health care units [PHCUs], 496 primary health care center [PHCCs], and 147
other types of facilities) (12,13).

In 2016 it was decided to conduct a second SARA survey. The MoH Health Information Center (HIC) and
the WHO collaborated on the implementation of this survey, with financial support coming from the WHO
and the European Commission’s office on Humanitarian Aid and Civil Protection (ECHO). The identified
outputs for the SARA 2017 survey were as follows:

e Valid information to inform policy and plans

e Updated baseline information for monitoring interventions

e Identification of existing gaps in service delivery

e Identification of progress made in service delivery since 2012

e Abasis upon which continued reorganization and modernization of the health delivery system and its
governance can take place

e Improved capacity of the HIC to implement national health surveys

2.1 Selection of health facilities

Planning for SARA activities started with a workshop in Tunis, jointly conducted by MoH and WHO from
20-22 May 2016, and attended by all the relevant stakeholders. It was agreed that a census survey was to
be conducted, with complete coverage of all public health facilities. The following types of facilities were
to be included in the survey.
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Table 5: Types of public health facilities included in the 2017 SARA surveys

Survey Facilities |

Hospitals Rural public hospitals
Secondary public hospitals
Tertiary public hospitals

Primary Primary health care units (PHCUs)
health care Primary health care centers (PHCCs)
services Polyclinics

Other health Dental clinics

facilities Dialysis Centers

Medical Supply warehouses
Ambulance service centers
Referral medical laboratories
Blood Banks

Infertility specialized centers
Diabetes treatment centers
NCDC branches (TB centers)

A Master Facility List (MFL) of all known public health facilities was prepared by the Libyan Health
Information Center, using data from both the SARA 1 survey and the Health Management Information
System (HMIS). All facilities were included in the survey regardless of status, even facilities which were
known to be closed. The final list included 97 hospitals, 1355 PHC facilities, and 204 other facilities. The
MFL is included as Annex I.

2.2 Survey tools

During the planning workshop it was also agreed that public hospitals were to be assessed using the SARA-
Hospital (SARA-H) tool, while the public PHC and other facilities were to be assessed using the SARA Core
tool. This approach is consistent with that of the 2012 survey, although the tools have undergone several
updates since then, and are no longer directly comparable.

The SARA Core tool for primary health care facilities has one module which includes many of the questions
included in the seven modules of the SARA Hospital tool (below), but is limited to functions performed by
the primary health care facilities.

The SARA-H tool consists of seven modules:

1. Outpatient services

Overview, services, governance, management systems, human resources and capacity
Emergency services, procedures and surgical services

Delivery and inpatient services

Blood transfusion, diagnostics and pharmaceutical commodities

Infrastructure and support services

Facility information system and statistics

NoukswnN

A team from both WHO and MoH extensively reviewed the Core and the Hospital tools and modified
questions for the Libyan context, taking into account the local types of facilities, managing authority of
facilities, national guidelines for services, staffing categories, tuberculosis and HIV/AIDS medicines, and
routine immunization schedules. The final versions of the tools were formally approved by the MoH prior
to data collection. The final versions of the questionnaire are available on the MoH SARA website.
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2.3 Training of surveyors

The surveyors were all medical doctors employed by MoH. They were trained by staff from the HIC and
WHO Eastern Mediterranean Regional Office (EMRO). The Training of Trainers (TOT) trainings were
conducted separately for surveyors of hospitals (17-21 July 2016) and of PHC facilities (3-6 September,
2016). The TOT trainings were followed by a cascade of trainings conducted in Tripoli and Albeida. Twenty-
eight surveyors were trained for hospital assessment, and 73 were trained for the PHC assessments.

Figure 4: Photographs of surveyors training workshops

Training consisted of a mix of lectures and practical sessions on topics such as the overall purpose of the
survey; the consequences of poor quality data; how to administer and record responses using the SARA
guestionnaire, the purpose and meaning of each question, and how to develop good rapport with the
respondent; ethical issues involved in conducting a health facility survey; problem-solving in the field; how
to enter data and collect geographical coordinates of visited sites using GPS; and common data collection
and data entry mistakes. The training included extensive practice, including dummy data entry on the
electronic tablets used for data collection, in order to test the tools and the system.

2.3.1 Geographic regions

Depending on feasibility and on the indicator being calculated, results were disaggregated and further
analyzed by regional, district, municipality and health facility levels. As there is no clear-cut distinction
between rural and urban areas in Libya, analysis was not done at this level. Furthermore, no clear-cut
regions were ever defined for Libya, but in order to provide data conducive for planning purposes at a
scale greater than that of the 22 districts defined at the time of survey, health facilities were grouped into
six health zones on the basis of access and referral to the nearest tertiary care facilities. Table 6 gives a
rough indication of which districts in each region, although border areas of some districts may be part of
an adjoining region. A detailed breakdown of health facilities by region is part of the MFL in Annex I. The
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SARA Summary Report 2017 provides a breakdown per region. This full report provides national data and
data disaggregated by district. PHC facility data is disaggregated by municipality, while hospital data is
reported individually.

Table 6: Districts included in the six health regions defined for SARA

No  Health Region Districts \
. Alkufra Benghazi
LIRS eg s Al Wahat/Ajdabia
Aljufra Sirt
2 Central Misratah
3 East Al Jabal Al Akhdar Darnah
Almarj Al Betnan
Wadi Ashati Sebha
4 South Ghat Wadi Al Haya
Murzuq
L Al Jifarah Tripoli
5 Tripoli ey
6 West Al Jabal Al Gharbi Nalut
Azzawya Zwara

2.4 Data collection

Hospital data collection was done between August and mid-December 2016. Data collection for the PHC
facilities started in September 2016 and ended in February 2017. Each facility, whether a hospital or a
PHC, was surveyed by a single surveyor. Duration of data collection varied from one to several days,
depending on the size of the facility surveyed. Each surveyor was issued with an electronic tablet for data
entry. Data was collected in part through key informant interviews (usually the head of the health facility
and/or their representative) and in part through observation (such as the presence of essential drugs and
medical materials). It was subsequently entered on the tablet, and was automatically uploaded to the
server in the WHO regional office in Cairo at the end of each data collection cycle, either at the end of the
working day and/or upon completion of an individual questionnaire.

2.5 Data entry and quality checks

Data entry was done using electronic tablets at the field level. A specific program was developed to
facilitate data entry using CSPro, with separate questionnaires for hospitals (the seven SARA-H modules)
and primary health care facilities (the single SARA core module). The software included data for quality
checks like interview timings, GPS coordinates, contact details of interviewers and pictures of the facility.

Data quality assurance was implemented at three levels:

1. At the level of the survey teams: teams were trained extensively on data quality assurance and
problem-solving techniques. WHO focal points were used as independent monitors to verify
whether the survey teams had visited the facilities.

2. By reviewingindividual questionnaires: a core team of health systems experts from the MoH met
once a month to review all the data collected up to that point. Each questionnaire was carefully
examined and validated as outlined in Table 7.

3. Atthe aggregate level: internal consistency checks on completeness, consistency and accuracy of
the completed databases were conducted by a WHO consultant. When internal inconsistencies
were noted, Health Information Systems (HIS) officers were asked to follow up and identify the
correct responses.
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During the data validation processes for the hospital survey, the core team identified consistent problems
with the quality of the data on human resources and functional beds for the hospitals. The 80 functional
hospitals were re-surveyed by the MoH’s HIS teams, and data on only these two indicators were re-
collected in all hospitals, with the databases updated accordingly.

Table 7: Procedure for field level data quality checks for each questionnaire

No Validation Actions \
1 Check whether site visit has 1. Check for presence of photographs of the facility, if the size of the facility
actually taken place corresponds to the type, and whether the signage on the facility corresponds

with the facility name entered in the database
2. Check against the MFL whether the uploaded GPS point corresponds to the
expected location of the facility
2 Check timing and duration of = 3. Check against the survey schedule whether entered survey dates correspond to
data collection the scheduled dates
4. Check against the list of interview timings whether the calculated duration of
the interview corresponds to the expected duration
3 Check for errors/omissions 5. Using available data such as the SARA 1 database and your personal experience
and familiarity with the Libyan health system, check for any potential errors
and/or inconsistencies in the entered data. When identifying a questionable
data entry, review this with one of your colleagues, and take action if both agree

it is required.
6. Prepare a list of potential errors/omissions/inconsistencies
4 Verify data and create a listof = 7. Phone the interviewer who completed the section to ask for
required corrections clarification/explanation AND

8. Phone the head of the health facility to verify the responses provided by the
interviewer AND

9. Phone the WHO focal point covering that particular health facility to follow up
on any further doubts and discrepancies

10. Prepare a list of required corrections, adding your signature once completed

5 Add approved corrections to = 11. The first data entry specialist updates the database according to the list of
the database corrections provided, and signs the list once corrections have been entered

12. Asecond data entry specialist checks the database against the list of corrections
to verify whether they have been correctly entered, and signs the list once the
checks are completed

2.6 Data analysis

Final data editing, cleaning, consistency checks, and analysis was done by a consultant hired by WHO,
using SPSS version 21, in accordance with the guidelines for the SARA surveys (11,14). This includes the
analysis of the core SARA indicators for service readiness and availability for hospitals and PHC facilities,
as described in Section 2.6.1. The indicators were calculated in the same way for both Hospitals and PHC
facilities. In order to further facilitate planning processes by the various stakeholders in the health sector,
indicators were calculated for different geographical regions. These regions are described in Section 2.3.1.

It is important to note that the 64 PHUs that have been upgraded to hospital status since the survey took
place are included in the analysis of the PHC facilities, as the SARA-H tools were not used for data
collection in these facilities.

For the final analysis and reports, almost all the data was taken from the SARA surveys. The 2017
population estimates for the 22 districts were provided by the Bureau of Statistics, Libya. Where additional
data was provided by the HIC, it has been identified accordingly in the text.
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2.6.1 Indicators

2.6.1.1 Service Availability

General Service availability refers to the physical presence of health service delivery components. This is
computed as a density of health services per unit population and measured by the following tracer
indicators:

e Health Infrastructure density

o  Facility density per 10,000 population. It is primarily an indicator of outpatient services

o Inpatient bed density per 10,000 population. Indicator of the inpatient service access. It includes pediatric beds
but excludes maternity beds.

o  Maternity bed density per 1000 pregnant women. Maternity bed density provides an indicator of access to delivery
services. Data on maternity beds can be used calculate the density of maternal beds per 1000 pregnant women
per year. The denominator is estimated from the population data. The indicator does not include delivery beds.

e Health workforce density

o  Core medical professionals per 10,000 population. (Physicians, clinicians, registered nurses and midwives; includes

part-time physicians who are given the value of 0.5 in the scoring).
e Service Utilization

o  Outpatient visits per person per year. Number of visits for ambulant care, not including immunization, over the
population.

O Hospital discharges per 100 population (excluding deliveries). This indicator provides additional information on
the availability and access to inpatient services.

Indicators are expressed as a percentage score compared with a target or benchmark established by WHO.
Table 8 shows the computation of each service availability indicator and the associated target. If the tracer
indicator score exceeds the target, it will be scored as 100%.

Table 8: Service availability indicators and associated targets (14)

Indicator Target Score |

Health infrastructure Score = n /target

(a) Facilities n per 10 000 population 2 n /2 * 100 (max.100)

(b) Inpatient beds n per 10 000 population 25 n /25 * 100 (max.100)

(c) Maternity beds n per 1000 pregnant women 10 n /10 * 100 (max.100)
Health workforce

(d) Core health workforce n per 10 000 population 23 n /23 * 100 (max.100)
Service utilization

(e) Utilization Outpatient visits per person/year 5 n /5 * 100 (max.100)

(f) Utilization Hospital discharges per 100 pop/year 10 n /10 * 100 (max.100)

The service availability indices for health services infrastructure, health workforce, and service utilization
and the overall service availability index are calculated using the formulas in Table 9 and are represented
as percentage scores.

For general service availability, since the indicators are density measures, SARA data were supplemented
by other data sources such as health statistics reports provided by the HIC. This was done to ensure the
highest possible level of accuracy of the results.
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Table 9: Service availability indices

Indicator Target Score ‘

Health Services Average score of the three indicators: facility

Infrastructure Index density, inpatient beds, maternity beds 100 ((@) +(b) +(c)) /3

Health Workforce Core health workers 100 D

Index

Service Utilization Average score of the two indicators: outpatient

Index visits, hospital discharges 100 ((e) +(f)) /2

Service Availability Un-weighted average of the three areas:

Index infrastructure, workforce, and utilization 100 [((a+b+c)/3)+d+(le+f)/2)]/3

2.6.1.2 General Service Readiness
General Service Readiness refers to the overall capacity of health facilities to provide general health
services. Readiness is defined as the availability of five specific components required to provide services:

1. Basic amenities: mean availability of each of seven tracer items (power, improved water source, room with
privacy, adequate sanitation facilities, communication equipment, access to computer with internet, and emergency
transportation);

2. Basic equipment: mean availability of each of six tracer items (adult scale, child scale, thermometer, stethoscope,
blood pressure apparatus, and light source)

3. Standard precautions for infection prevention: mean availability of each of nine tracer items (safe final disposal
of sharps, safe final disposal of infectious wastes, appropriate storage of sharps waste, appropriate storage of
infectious waste, disinfectant, single-use disposable/auto-disable syringes, soap and running water or alcohol-based
hand rub, latex gloves, and guidelines for standard precautions)

4. Diagnostic capacity: mean availability of each of eight laboratory tests with appropriate equipment (hemoglobin,
blood glucose, malaria diagnostic capacity, urine dipstick for protein, urine dipstick for glucose, HIV diagnostic
capacity, syphilis RDT, and urine pregnancy test)

5. Essential medicines: mean availability of each of 20 essential medicines (Amitriptyline tablet, amlodipine tablet
or alternative calcium channel blocker, amoxicillin [syrup/suspension or dispersible tablets], amoxicillin tablet,
ampicillin powder for injection, beclomethasone inhaler, ceftriaxone injection, enalapril tablet or alternative ACE
inhibitor [e.g., lisonopril, ramipril, perindopril], fluoxetine tablet, gentamicin injection, glibenclamide tablet,
ibuprofen tablet, insulin regular injection, metformin tablet, omeprazole tablet or alternative [e.g., pantoprazole,
rabeprazole], oral rehydration solution, paracetamol tablet, salbutamol inhaler, simvastatin tablet or other statin
[e.g., atorvastatin, pravastatin, fluvastatin], thiazide [e.g., hydrochlorothiazide], and zinc sulphate [tablet or syrup]).

General Service readiness is described by an index using the five general service readiness domains. The
approach is similar to the calculation of the indices for service availability (Table 8), where a mean score
is generated per domain based on the proportion of each of the tracer elements present in all facilities
(calculated as number of facilities with a tracer element present/number of facilities surveyed * 100). An
overall general readiness score is calculated based on the unweighted mean of the five domains.

2.6.1.3 Service Specific Readiness

Service Specific Readiness refers to the ability of health facilities to offer a specific service and the capacity
to provide that service measured through selected service-specific tracer items from five domains: trained
staff, guidelines, equipment, diagnostic capacity, and medicines and commodities. A full list of tracer items
for each specific service can be found in the SARA Reference manual (14) and will also be briefly described
along with the results in the related sections of the report. Summary scores were calculated for each
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service on the basis of proportion of availability of each tracer item, and unweighted means of the relevant
domains. Readiness indicators could not be calculated for every specific service, as for some services a list
of tracer items has not yet been developed, and/or detailed information was not collected. Where services
were provided through both hospital and PHC facilities, readiness indicators were calculated separately
for each level of service provision.

2.6.1.4 Additional indicators of interest

After completion of the summary report, numerous requests for additional data came in from donors,
consultants, NGOs, other UN agencies, and other stakeholders. If available, and if deemed relevant to a
larger body of stakeholders by the coordinating committee, these indicators were also incorporated in
the report. If required, the relevant methodology will be described in the corresponding sections of this
report.

2.6.2 Mapping

Maps were created using ArcView GIS, using data at district level. The mapping used the same cut-off
indicators whenever possible. Colours were used systematically. Maps coloured in green rely on
availability data from multiple sources. Usually this is a combination of PHC facilities and Hospitals,
although for some general availability and readiness indicators, private sector data is also included. Maps
coloured red uses data only from hospitals, while maps with blue shading uses data from only PHC
facilities. The maps in Chapters 3 to 9 present availability of services as a ratio of number of facilities to
100,000 population, with readiness scores for the corresponding service included as numbers.
Additionally, active hospitals or other health facilities are mapped which act as a referral facility for the
particular service.

2.7 Limitations

SARA surveys are quite specific in terms of what they measure, and are limited to availability or readiness.
They do not attempt to measure the quality of services or resources. Furthermore, service availability as
measured using the existing SARA methodology does not include more complex dimensions such as
geographic barriers, travel time, and user behavior, which require more complex input data.

2.8 Ethical clearance

For national health surveys, ethical clearance is implied once approval for the methodology and tools has
been given by the MoH. For the SARA 2017 survey, the MoH extensively reviewed the methodology and
tools, and provided signed approval at all levels, from planning to implementation to the individual
chapters of the final report.

2.9 Overview of chapters

Chapter 3 outlines the results of the survey using the “Service availability” and “General Service
Readiness” indices. It also provides disaggregated data for each index individually for hospitals, PHC
facilities, and other facilities. The “Service Specific Readiness” results are presented in Chapters 4 to 8,
clustered by type of services, including Reproductive, Maternal, Newborn and Child Health (RMNCH,
Chapter 4), Communicable Diseases (CD, Chapter 5), Non-Communicable Diseases (NCDs, Chapter 6),
Emergency and Surgical Services (ESS, Chapter 7), Dental Services (Chapter 8), and Diagnostic imaging and
laboratory services (Chapter 9). The remaining chapters cover management-related data for hospitals and
PHC facilities, and do not follow a specific methodological approach.
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3 General services availability and readiness

This chapter provides a general overview of Libya’s health services delivery capacity. The first section of
this chapter (Section 3.1) provides an overview of the available health care facilities included in the survey,
their functionality, and reasons for closure. Section 3.2 presents the results of the survey according to the
“Service Availability” indices outlined in Chapter 2. Finally, Section 3.3 provides the results for the
“General Service Readiness” component, separately for hospital and PHC facilities. Results include both
national and district level scores, as well as the disaggregated data for the five readiness domains
(essential medicines, diagnostics, basic equipment, basic amenities, and standard precautions).

3.1 Health facilities overview and functionality
An understanding of the available infrastructure through which health services delivery takes place is
essential for current and future planning exercises. This section provides a general overview of the
number and type of facilities available across the country, as well as their functionality status, given that
a number of facilities were closed at the time of survey.

All officially recognized health facilities, including 97 public hospitals, 1,355 primary health care facilities
(primary health care units, centers and polyclinics), and 204 other specific health service facilities in Libya
were included on the MFL to be visited by the surveyors. At the time of the survey 17 hospitals (18%), 273
primary health care facilities (20%) and 18 other specific health services (8%) were closed (Table 10). The
Benghazi region was most affected in terms of health facility closures as a result of ongoing conflict (Figure
5 and Figure 6).

Twenty-seven of the 97 hospitals were rural (2 closed), 48 were general hospitals (10 closed), and 22 were
specialized hospitals (5 closed). The specialized hospitals were concentrated in the surroundings of Tripoli
(50%) and Benghazi (36%), and Figure 5 indicates that no specialized hospitals existed in the east and the
south of Libya. The majority of hospitals (74%) provided both inpatient and outpatient services, while 12
hospitals (15%) provided OPD services and nine hospitals (11%) provided inpatient services only. All 97
hospitals in Libya belong to Ministry of Health, except Mitiga Hospital which is a military hospital. This
hospital is managed by civilian doctors, however, and all civilians have access to this hospital.

Figure 6 indicates that the PHC facilities are mostly clustered in areas with higher population
concentrations, with the exception of the north of Al Betnan district, where there are a considerable
number of towns that do not have a (functional) PHC facility.

As a result of insecurity, 61 facilities (4% of total) could not be accessed at the time of survey, while the
remaining closed facilities were visited by surveyors.
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Figure 5: Map of functional status of public hospital facilities and public & private hospital facility density
-_
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The reasons for hospital closure include damage (nine hospitals), inaccessibility (four hospitals), and
maintenance (four hospitals). Out of the 1,355 PHC facilities (polyclinics, centers and units), closed
facilities included 194 out of 728 PHCUs (27%), 73 out of 571 PHCCs (9%), and six out of 56 polyclinics
(11%). The reasons for closure of primary health care facilities were as follows:

e 150 primary health care facilities were under maintenance.
e 52 primary health care facilities were not accessible.
e 38 primary health care facilities were damaged.

e 33 primary health care facilities were occupied by people/entities
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Figure 6: Map of functional status of public PHC facilities and public & private PHC facility density per 1,000 population
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Other specific services facilities include 27 NCDC branches, 31 dialysis centers, and 12 dental clinics. In
addition, Libya has 51 ambulance centers, eight referral medical laboratories, six regional blood banks, six
infertility centers, three diabetes treatment centers and one communicable disease control and
immunology center, totaling 204 “other facilities”. Among these “other” facilities, 18 (9%) were closed at
the time of survey (Table 10). Closed “other” facilities include four NCDC branches, five dialysis units, two
medical supply warehouses, four ambulance centers, one referral medical laboratory, one blood bank,
and one infertility center. Reasons for closure for “other” facilities included damage (5%), inaccessibility
(2%), and maintenance (1%).
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Table 10: Functional status of health facilities at time of survey

Facility type status N % closed comments
Open 80 5 .
Public Hospitals Closed 17 18% ° d.amaged, AR C e i
maintenance
Total 97
Open 1082 150 under maintenance, 52 not
PHC Closed 273 20% accessible, 38 damaged, 33 occupied by
Total 1355 other people/entities
Open 12
Dental Clinic Closed 0
Total 12
Open 23 5 . 5 X
NCDC Branches Closed 4 15% Two |nacce5.5|ble .(Benghan region); two
damaged (Sirt, Mizda)
Total 27
Open 26 Three damaged (Misrata, Ubari, Kikkla);
Dialysis Center Closed 5 16% one under maintenance (Sirt); one
Total 31 inaccessible (Benghazi)
Open 52
Medical Supply Warehouse Closed 2 1% Two damaged (Sebha, Sirt)
Total 54
Open 47 5 .
Ambulance Service Center = Closed 4 8% Three damage.d (Sirt, Algatroun, Kikkla);
one under maintenance (Ghat)
Total 51
Open 7
Referral Medical Laboratory Closed 1 13% One not accessible (Benghazi)
Total 8
Open 5
Blood Bank Closed 1 17% One under maintenance (Albayda)
Total 6
Open 5
Infertility Centre Closed 1 17% One not accessible (Benghazi)
Total 6
Diabetes Treatment Center Open 3
Mental clinic Open 1
Oncology Center Open 1
Physiotherapy Centre Open 1
CDC& Immunology Open 1
Diagnostics and Imaging center Open 2
Open 1348 157 (9%) under maintenance, 61 (4%) not
Total Closed 308 19% accessible, 57 (3%) damaged, 33 (2%)
Total 1656 otherwise occupied

The main reason for facility closure was maintenance (51% of the 308 closed facilities), followed by
inaccessibility due to conflict (20%), damage (19%) and occupation by others (11%). All the individual
facilities, regardless of their functionality status, are listed in the MFL in Annex |. Table 11 provides an
overview of the PHC and other facilities available per municipality.
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Figure 7: Map of "other" health facilities, by facility type

Figure 7 does not include the 52 Ambulance Service Centers, given that the data points on the map were
already quite crowded. The Ambulance Service Centers are included in Figure 87 in Section 7.1.1, which
maps the availability of emergency services.
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Table 11: Number of PHC and other facilities, by municipality and facility type
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Abu Qurayn
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14
22
15

13

Abusliem

Ain Zara
Al Ajaylat

Al Aziziya

3
0
5

11

Al Galaa
Al Jagboub

Al Maya

Al Shate Al Garbe
Al Shate Al Sharge

20
18
11
15
14

8
7
3
8
3
8
0
0

Al Swani

Alabyar
Alasabaa

Albawanees

27

Albayda
Albrayga

Algatroun

Algaygab
Alghrayfa

Algurdha Ashshati

11
20

6
12

4
0
10

Alharaba
Alhawamid

19
16
37
20
10

Alimail
Aljufra

Alkhums

7
7
6
3
0
6
0
3
4
2
6
6
9
28

22
11

Alkufra

Almarj
Alqubba
Alsharguiya

11

Arrajban
Arrayayna

Arrhaibat
Ashshgega

14
10
19
42

Assahel

Aujala
Azzahra
Azzawya

15
20

3
8
2
5
6
1
3
4
0
1
2
3
8
8
2
5
0

Azzintan

Bani Waleed
Baten Aljabal

32

16

Benghazi
Bint Bayya
Bir Alashhab

10

11
19
16

Daraj
Darnah
Ejdabia

Ejkherra

11

Emsaed

Espeaa

Garabolli

Gasr Akhyar

Gasr Bin Ghasheer

21

10

13

Gemienis
Ghadamis

22

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT | |



|eloL

131udd SuiSew
pue sansouselq
ASojounwiw|
k:nlde)

aua)
AdesayroisAyd

123ua) ASojooup

21Ulpd [RIUSIN

191ud) JudwWedl |
s9l}oqelg
a11ud) pazijenads
Anpaayu

jueg poojg

Aiojesoqgeq
|e31paIA |elI9)9Y
193Ud) IINIBS
2ouenquy
asnoyasepm
Ajddng jeaipay

191ud) sisAjeiq

sayouesg JAIN

auy) [eauag

a1uipAjod
J9ud)
yyjeaH Azewnid

nun
yyjeaH Azewnid

11
10
54
19
10
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8
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32

Gharb Azzawya

Ghat
Ghiryan

Hai Alandalus

18
11

5
7
6
5

Hrawa

Jadu
Jalu
Janzour

Jardas Alabeed

11

0
3
4
0
0

11

Kabaw

Kikkla

Labrig
Marada

35

11

Misrata

1
9
6
1
4
4
14

Mizda
Msallata

14
14

Murzug

Nalut
Nesma

Rigdaleen

23
28
29

Sabratha

11

6
17

Sebha
Shahhat
Sidi Assayeh

0
2
9
3
3
10

Sirt

Sug Aljumaa
Sug Alkhamees

23

Suloug
Surman

20
19
11
36

9
8
16

Tajoura
Taraghin

17

Tarhuna

0
3
12

Tazirbu
Thaher Aljabal

29

12

Tobruk

1
1
3
0
10

Toukra

17

11

Tripoli

Ubari

Umm arrazam

13

Wadi Etba

0
4
5

11

Wazin

Yefren

Ziltun

32
10
1268

10

Zliten
Zwara

2
534

2

50 12 23 26 52 47

498

Total

23
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3.2 General Service Availability

General Service Availability refers to the physical presence of health service delivery components. It is one
of the core SARA indicators, and is calculated as a density of health services per unit population. Results
are presented at the national level the district level, as districts are the smallest geographical unit for
which population data are available. General Service Availability is calculated on the basis of three main
health service delivery components: health infrastructure (Section 3.2.1), health workforce (Section
3.2.2), and service utilization (Section 3.2.3). The final Service Availability Index that is calculated from
these three components is presented in Section O.

3.2.1 Health infrastructure density

The Health Infrastructure Density index consists of three components: (1) facility density per 10,000
population, (2) inpatient bed density per 10,000 population, and (3) maternity bed density per 1,000
pregnant women.

3.2.1.1 Facility density per 10,000 population

Health facility density is primarily an indicator of outpatient service access, with the limitation that it
counts the number of facilities only, and does not take into account the size of these facilities. All the
public health facilities which were open and working at the time of survey were included in the calculation
of the facility density. For this indicator, private facilities were also included, with the assumption that
they were all functional at the time of the survey. Eighty public hospitals and 157 private inpatient clinics
(hospitals), 1,082 public primary health care facilities, and 503 private outpatient clinics were included.

Table 12: Facility numbers and density per 10,000 population by district, according to facility type

Hospitals Primary Health Care Total
. . Primary Primary - . Total :
Public Private Total Polyclinic Private (Hospitals
HSﬁliF[h ggﬁ{tehr outpa_tient (PHCs) and PHCs)
n n n n n ; cllnlc_s n _
(density) (density) | (density) (density) (density) n (density) | n (density) (density) n (density)
Al Wahat/Ajdabia 2(0.10) 2(0.10) 4(0.20) 59 (0.59) 84 (1.18) 11 (0.05) 18 (0.89) 172 (2.71) 176 (2.91)
Alkufra 2(0.37) 0(0) 2(0.37) 6(1.12) 12 (2.23) 0(0) 3(0.56) 21(3.9) 23 (4.28)
Benghazi 6 (0.08) 12 (0.16) 18 (0.24) 13 (0.18) 21(0.28) 4 (0.05) 49 (0.66) 87(1.18) 105 (1.42)
Al Betnan 3(0.16) 4(0.21) 7(0.37)  15(0.78) 15 (0.78) 2(0.1) 12 (0.63) 44 (2.3) 51 (2.66)
Al Jabal Al Akhdar 4 (0.16) 2 (0.08) 6(0.25) 33 (1.36) 24 (0.99) 7 (0.29) 17 (0.7) 81(3.33) 87 (3.58)
Darnah 3(0.15) 2(0.1) 5(0.25) 4(0.2) 22 (1.12) 2(0.1) 7 (0.36) 35 (1.78) 40 (2.04)
Almarj 4(0.18) 3(0.14) 7(0.32) 7(0.32) 23 (1.04) 0(0) 24 (1.09) 54 (2.45) 61(2.77)
Sirt 1(0.06) 0(0) 1(0.06) 13 (0.8) 7 (0.43) 0(0) 6(0.37) 26 (1.61) 27 (1.67)
Aljufra 2(0.35) 0(0) 2 (0.35) 7(1.22) 6(1.05) 0(0) 4(0.7) 17 (2.97) 19 (3.32)
Misratah 5(0.08) 20 (0.32) 25 (0.4) 30 (0.48) 29 (0.46) 8(0.13) 35 (0.56) 102 (1.62) 127 (2.02)
Almargeb 6(0.12) 6(0.12)  12(0.24)  48(0.94) 57 (1.12) 4 (0.08) 18 (0.35) 127 (2.49) 139 (2.72)
Al Jifarah 1(0.02) 20 (0.38) 21(0.4) 36 (0.69) 26 (0.5) 0(0) 47 (0.9) 109 (2.08) 130 (2.48)
Tripoli 14 (0.12) 58 (0.49) 72 (0.61) 35(0.3) 67 (0.57) 13 (0.11) 125 (1.06) 240 (2.04) 312 (2.65)
Azzawya 2 (0.06) 4(0.12) 6(0.17)  60(1.73) 17 (0.49) 3 (0.09) 42 (1.21) 122 (3.52) 128 (3.69)
Zwara 5(0.15) 7(0.2) 12 (0.35) 37 (1.08) 22 (0.64) 2 (0.06) 12 (0.35) 73 (2.13) 85 (2.48)
Al Jabal Al Gharbi 8(0.23) 12 (0.34) 20 (0.57) 71(2.02) 45 (1.28) 1(0.03) 40 (1.14) 157 (4.47) 177 (5.04)
Nalut 5(0.48) 0(0) 5(0.48) 17 (1.62) 16 (1.53) 0(0) 10 (0.95) 43 (4.1) 48 (4.58)
Wadi Ashati 3(0.33) 0(0) 3(0.33) 8(0.88) 7(0.77) 0(0) 8(0.88) 23 (2.53) 26 (2.86)
Sebha 2(0.13) 5(0.32) 7 (0.44) 9(0.57) 12 (0.76) 1(0.06) 15 (0.95) 37 (2.35) 44 (2.79)
Wadi Al Haya 0(0) 0(0) 0(0) 15 (1.71) 9(1.02) 1(0.12) 4 (0.46) 29 (3.3) 29 (3.30)
Murzug 2(0.22) 0(0) 2(0.22)  53(5.89) 33(3.67) 1(0.11) 5(0.56)  92(10.22) 94 (10.45)
Ghat 0(0) 0(0) 0(0) 5 (1.86) 4 (1.49) 0(0) 2 (0.74) 11 (4.09) 11 (4.09)
Total 80 (0.12) 157 (0.24) 237(0.36) 534(0.82) 498 (0.77) 50 (0.08) 503 (0.77) 1,585 (2.44) 1,822 (2.8)

Using the 2017 population estimates for Libya provided by the Bureau of Statistics (Annex 3), the health
facility density calculated is 2.8 facilities per 10,000 population. This indicates that Libya has clearly
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surpassed WHOs international target for health facility density of two facilities per 10,000 population, and
that, notwithstanding the conflict it has experienced since 2010, Libya’s health facility density is a strong
asset for the delivery of current and future health services.

The breakdown of health facility density data by district (Table 12 and Figure 5 and 6) indicates that not
all districts meet health facility density targets. Scores for Benghazi and Sirt fell below target due to the
fact that both were conflict-affected, resulting in damaged or inaccessible facilities. In Sirt only a small
number of private facilities were available to fill up the void. Given that the damaged public health
facilities in Benghazi and Sirt are currently under rehabilitation, it is expected that both districts will
achieve the health facility density target once these facilities re-open.

3.2.1.2 Inpatient bed density per 10,000 population

Inpatient bed density is an indicator of inpatient service access. The bed counts include pediatric beds but
exclude maternity beds as these are calculated separately, and the indicator is calculated using both the
functional public and all private inpatient beds. The target for this indicator is 25 beds per 10,000
population. Table 13 shows that the functional inpatient bed density in Libya is 15 beds per 10,000
population, which is significantly below the target value of 25 beds per 10,000 population. If we consider
the 7,126 public inpatient beds only, the value is 11 beds per 10,000 population, or less than half of the
target set by WHO.

Table 13: Inpatient bed density per 10,000 population by district and facility type

Hospitals Primary Health Care Total (I-Loljglst)als and Target
- - - achievement
Inpatient Inpatient Inpatient Score*
Inpatient | Inpatient Total Bed Inpatient Bed Inpatient Bed
Beds Beds inpatient Density Beds Density Beds Density Target
(Public) (Private) Beds per 10000 per 10000 per 10000 25/10,000 pop

District population population population
Al Wahat/Ajdabia 161 12 173 9 8 0 181 9 36%
Alkufra 69 0 69 13 27 5 96 18 71%
Benghazi 809 205 1,014 14 0 0 1,014 14 55%
Al Betnan 219 80 299 16 31 2 330 17 69%
Al Jabal Al Akhdar 253 31 284 12 0 0 284 12 47%
Darnah 121 50 171 9 0 0 171 9 35%
Almarj 224 0 224 10 0 0 224 10 41%
Sirt 45 0 45 3 24 1 69 4 17%
Aljufra 147 0 147 26 0 0 147 26 103%
Misratah 425 452 877 14 59 1 936 15 60%
Almargeb 284 95 379 7 1 0 380 7 30%
Al Jifarah 80 205 285 5 15 0 300 6 23%
Tripoli 2,017 1,210 3227 27 4 0 3,231 27 110%
Azzawya 226 138 364 10 11 0 375 11 43%
Zwara 392 120 512 15 104 3 616 18 2%
Al Jabal Al Gharbi 441 140 581 17 60 2 641 18 73%
Nalut 368 0 368 35 0 0 368 35 140%
Wadi Ashati 107 0 107 12 0 0 107 12 47%
Sebha 221 74 295 19 55 3 350 22 89%
Wadi Al Haya 0 0 0 0 9 1 9 1 4%
Murzug 109 0 109 12 0 0 109 12 48%
Ghat 0 0 0 0 0 0 0 0 0%
Total 6,718 2,812 9,530 15 408 1 9,938 15 61%

The majority of inpatient beds (94%) can be found in the hospital facilities. The private sector represents
roughly a quarter (28%) of the total inpatient bed capacity. The districts of Aljufra, Tripoli and Nalut have
inpatient bed densities above the target, likely because the hospitals in these districts serve as referral
centers for a number of neighboring districts. In Tripoli, over one-third of total inpatient bed capacity can
be found in the private sector, while the other two high-density districts do not have any private sector
bed capacity. Sirt, Almargeb, Al Jifarah, Wadi al Haya, and Ghat have densities less than 25% of the target.
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Figure 8: Map of inpatient bed density index scores by district (combined public & private)
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A comparison between the officially allocated number of beds and the number of inpatient beds
functional at the time of survey indicates that of the 17,058 beds that should officially be available at
national level, only 6,718 (39%) of the beds are actually available. The greatest number of non-functioning
inpatient beds can be found in and around Tripoli, although even without these non-functioning beds, this
region still has the highest overall inpatient bed density.
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3.2.1.3 Maternity bed density per 1,000 pregnant women

Maternity beds are inpatient beds that are used exclusively by pregnant women before and after delivery.
Maternity bed density provides an indicator of access to delivery services. The indicator does not include
delivery beds. The target is 10 maternity beds per 1,000 pregnant women. This indicator was calculated
using only on data from public health facilities.

The maternity bed density was found to be 13 maternity beds for 1,000 pregnant women, indicating that
the international standard of 10 maternity beds per 1,000 pregnant women has been met at the national
level.

Table 14: Maternity bed density per 1000 pregnant women by facility type and district

. . Total (Hospitals and
Hospitals Primary Health Care PHCs)
Maternity Target
N of Maternity N of Maternity N of Beds achievement
Maternity Beds Maternity Beds Maternity | Density per Score*
Beds Density Beds Density Beds 1000
population
Al Wahat/Ajdabia 55 10.98 4 0.001 59 11.78 100%
Alkufra 24 21.74 8 0.007 32 28.99 100%
Benghazi 105 9.31 0 0 105 9.31 93%
Al Betnan 110 25.06 2 0 112 25.52 100%
Al Jabal Al Akhdar 54 7.10 0 0 54 7.10 71%
Darnah 81 23.61 0 0 81 23.61 100%
Almarj 72 12.77 0 0 72 12.77 100%
Sirt 15 6.60 2 0.001 17 7.48 75%
Aljufra 40 25.58 0 0 40 25.58 100%
Misratah 182 11.39 3 0 185 11.58 100%
Almargeb 193 15.18 0 0 193 15.18 100%
Al Jifarah 36 2.93 6 0 42 3.41 34%
Tripoli 380 16.30 4 0 384 16.47 100%
Azzawya 60 5.77 1 0 61 5.87 59%
Zwara 120 19.25 5 0.001 125 20.05 100%
Al Jabal Al Gharbi 168 18.30 0 0 168 18.30 100%
Nalut 85 35.76 0 0 85 35.76 100%
Wadi Ashati 36 13.69 0 0 36 13.69 100%
Sebha 59 19.28 15 0.005 74 24.18 100%
Wadi Al Haya 0 3 0.001 3 1.44 14%
Murzug 24 8.63 0 0 24 8.63 86%
Ghat 0 0 0 0 0 0%
Total 1,899 13.02 53 0 1,952 13.38 100%

* The target is 10 maternity beds per 1000 pregnant women

Although at the national level the availability of maternity beds meets the target, analysis by district
reveals an inequitable distribution beds, with eight out of 22 districts having fewer than 10 maternity beds
available per 1,000 pregnant women. These districts are Benghazi, Al Jabal Al Akhdar, Sirt, Al Jifarah,
Azzawya, Wadi Al Haya, Murzuq and Ghat. The primary reason for the low availability of maternity beds
here is that hospitals in these districts were closed, and could therefore not contribute any functional
maternity beds. Alternative maternity services were being provided whenever possible, however. For
example, one research team reported that in Ghat, where the only hospital was closed at the time of
survey, maternity services were being provided from a temporary alternative facility, but these beds were
not included in the survey and are therefore also not counted in the maternity bed density.
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Figure 9: Map maternity bed density index by district (public hospitals & PHC facilities)
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3.2.2 Health workforce density

The core health workforce density indicator focuses on the core medical professionals: physicians, medical
licentiates, clinical officers, registered nurses and midwives. WHO estimates that countries fewer than 23
core health workers per 10,000 population will be unlikely to achieve adequate coverage rates for key
primary health care interventions. The overall core health worker density in Libya of 76 per 10,000
population is more than three times this target, indicating that there are no shortages of core staff at the
national level.
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Table 15: Health workforce density per 10,000 population by facility type and district

Hospitals Primary Health Care Total (Hospitals and PHCs) Health
Health Health Health
N of core worker N of core worker N of core worker w:rkf?rce
w:er;::‘s* EerEig) w[;erz:::‘s* EarEig) w:erz:etrhs* £y s;r:sel"t‘!

District 10,000 pop 10,000 pop 10,000 pop
Al Wahat/Ajdabia 652 32 1,337 66 1,989 98 100%
Alkufra 182 34 283 53 465 86 100%
Benghazi 1,956 27 1,094 15 3,050 41 100%
Al Betnan 871 46 1,562 82 2,433 127 100%
Al Jabal Al Akhdar 796 33 1,430 59 2,226 92 100%
Darnah 657 34 1,001 51 1,658 85 100%
Almarj 385 17 1,100 50 1,485 67 100%
Sirt 117 7 287 18 404 25 100%
Aljufra 169 30 237 41 406 71 100%
Misratah 1,216 19 794 13 2,010 32 100%
Almargeb 790 15 2,326 46 3,116 61 100%
Al Jifarah 582 11 1,833 35 2,415 46 100%
Tripoli 6,594 56 4,826 41 11,420 97 100%
Azzawya 667 19 1,570 45 2,237 64 100%
Zwara 1,477 43 1,623 47 3,100 91 100%
Al Jabal Al Gharbi 992 28 2,700 77 3,692 105 100%
Nalut 405 39 379 36 784 75 100%
Wadi Ashati 272 30 377 41 649 71 100%
Sebha 643 41 800 51 1,443 92 100%
Wadi Al Haya 0 0 1,161 132 1,161 132 100%
Murzug 319 35 2,881 320 3,200 356 100%
Ghat 0 0 274 102 274 102 100%
Total 19,742 30 29,875 46 49,617 76 100%

* Health workers including physician, nurses and midwives
**The target is 23 health workers per 10,000 population

Analysis by district shows that every district achieved the overall health workforce density target. Sirt’s
relatively low score when compared to the other districts can be explained by the ongoing insecurity, and
is expected to increase again with the return of a more stable situation. The SARA methodology dictates
that percentages above 100% are rounded down, but Al Betnan, Al Jabal Al Gharbi, Wadi Al Haya, Murzuq
and Ghat all achieved health workforce densities of over 100 health workers per 10,000 population (more
than four times the WHO target), with Murzuq having a reported health workforce density that is 15 times
higher than the target.
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Figure 10: Map of core health workforce density as a multiple of the target of 23 health workers per 100,000 population
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3.2.3 Service utilization

The third component of general service availability is service utilization, which is measured by the number
of outpatient visits per capita, with a target of five visits per capita per annum. Data on outpatient visits
by district was provided by the MoH, using an average of the two most recent years of utilization figures.
This data is from 2013/14, as complete reporting stopped during subsequent years as a result of the
conflict. As the available utilization data predates the current conflict, these service utilization scores are
an overestimation when compared to the current context. As Wadi Al Haya and Ghat did not have
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functional hospitals at the time of survey, no hospital outpatient data was included for these two districts.
The overall service utilization score is low at 36%. It is especially utilization of the PHC facilities which
appears to be limited, even when the overestimation due to the use of pre-conflict data is not taken into
consideration. A considerable need is most likely being met by the private sector. This is borne out by the
results of national household surveys, which estimate the use of private pharmacies as the primary source
for contraceptives at 49%, for example (15). The wide range of service utilization index scores by district,
with lows of 5% and 6% respectively in Al Jifarah and Wadi al Haya, and a high of 89% in Al Wahat/Ajdabia
could indicate that health facilities in certain districts provide services to populations from other districts,
but even when taking overlapping catchment areas and the use of the private sector into account, there
still remains a notable gap in service utilization, suggesting that access remains an issue for specific
populations.

Table 16: Outpatient visits per capita per year by facility type and district

Hospitals Primary Health Care Total (Hospitals and PHCs) service
N of Outpatient N of Outpatient N of Outpatient utilization
outpatient service outpatient service outpatient service Score*
District visits utilization visits utilization visits utilization
Al Wahat/Ajdabia 209,313 1.03 690,974 3.41 900,287 4.44 89%
Alkufra 92,999 1.73 16,100 0.30 109,099 2.03 41%
Benghazi 410,971 0.56 409,716 0.56 820,687 1.11 22%
Al Betnan 51,489 0.27 143,093 0.75 194,582 1.02 20%
Al Jabal Al Akhdar 111,484 0.46 207,270 0.85 318,754 1.31 26%
Darnah 105,256 0.54 515,660 2.63 620,916 3.17 63%
Almarj 87,080 0.4 84,627 0.38 171,707 0.78 16%
Sirt 11,353 0.07 425,616 2.63 436,969 2.70 54%
Aljufra 154,300 2.70 38,754 0.68 193,054 3.38 68%
Misratah 238,636 0.38 967,245 1.54 1,205,881 1.92 38%
Almargeb 282,371 0.55 526,097 1.03 808,468 1.58 32%
Al Jifarah 60,424 0.12 65,638 0.13 126,062 0.24 5%
Tripoli 1,536,419 1.31 2,031,975 1.73 3,568,394 3.04 61%
Azzawya 83,121 0.24 544,491 1.57 627,612 1.81 36%
Zwara 91,344 0.27 264,656 0.77 356,000 1.04 21%
Al Jabal Al Gharbi 215,487 0.61 190,922 0.54 406,409 1.16 23%
Nalut 129,086 1.23 88,621 0.84 217,707 2.08 42%
Wadi Ashati 9,747 0.11 71,990 0.79 81,737 0.90 18%
Sebha 65,472 0.42 76,460 0.49 141,932 0.90 18%
Wadi Al Haya - 0 28,180 0.32 28,180 0.32 6%
Murzugq 97,013 1.08 49,919 0.55 146,932 1.63 33%
Ghat - 0 79,722 2.96 79,722 2.96 59%
Total 4,043,365 0.62 7,517,721 1.16 11,561,086 1.78 36%

*the target is 5 visits per capita per year

For the calculation of the hospital inpatient utilization index, the methodology dictates that the number
of discharges are calculated per 100 population per year. As reliable hospital discharge data was not
available, hospital admissions data were used as a proxy. Given that overall hospital mortality rates are
reported to be very low in Libya, it was felt that use of admissions data would not bias results to a great
extent. The target was kept the same: 10 discharges (admissions) per 100 population. The national level
score for hospital utilization was 78%. This indicates that the actual use of hospital services was at
approximately three-quarters of the expected level. However, considering that the hospital bed capacity
in the private sector is 30% of the total hospital beds available (see Table 13 for details), it seems that on
the whole, the hospital utilization at national level meets general expectations.
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Figure 11: Map of service utilization scores by district, combined for hospitals & PHC facilities
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When disaggregated by district level, there is an indication that, as with outpatient service utilization,
hospital utilization levels also varies greatly. There are very low levels of hospital utilization in Darnah,
Sirt, and Al Jifarah districts, while Nalut, Al Betnan, and Al Jabal Al Akhdar have very high hospital
utilization levels. On the whole, districts with higher outpatient service utilization scores also exhibit
higher hospital utilization scores. Outliers are the districts of Darnah, Ghat, and Sirt, where the low
hospital scores correspond to relatively high PHC service utilization, suggesting that outpatient clinics are,
to some extent, covering for the lack of reliable hospitalization facilities. In contrast, districts such as Al
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Jabal Al Akhdar, Almarj, Sebha, and Al Betnan have high hospital utilization scores corresponding to low
PHC utilization scores. Analysis indicates that hospitals in these districts are likely to serve populations in
such neighboring districts as Benghazi, Darnah and Wadi Al Haya, and reinforces the idea that the overall
access to and quality of the three hospitals in Darnah district are limited.

Table 17: Hospital inpatient service utilization per 100 population per year by district

Hospitals
Hospital Hospital
N of hospital admissions utilization

admissions per Score*

District 100/year
Al Wahat/Ajdabia 20,272 10 100%
Alkufra 4,427 8 82%
Benghazi 50,120 7 68%
Al Betnan 28,116 15 100%
Al Jabal Al Akhdar 39,684 16 100%
Darnah 2,522 1 13%
Almarj 22,806 10 100%
Sirt 1,946 1 12%
Aljufra 5,767 10 100%
Misratah 64,926 10 82%
Almargeb 36,766 7 72%
Al Jifarah 12,755 2 24%
Tripoli 113,015 10 96%
Azzawya 17,528 5 51%
Zwara 13,830 4 40%
Al Jabal Al Gharbi 25,079 7 71%
Nalut 20,121 19 100%
Wadi Ashati 5,288 6 58%
Sebha 14,858 9 94%
Wadi Al Haya 0 0 0%
Murzug 5,907 7 66%
Ghat 0 0 0%
Total 505,733 7.8 78%

* The target is 10 discharges per 100 population
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Figure 12: Map of hospital utilization scores, by district
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3.2.4 Service Availability Index
The Service Availability Index is a reflection of the general availability of health services, and is calculated
as the un-weighted average of the three areas described in the previous three sections: infrastructure,

workforce, and utilization. For Libya, the national level general Service Availability Index was 81%.

Figure 13: Level of achievement of individual components of the service availability index
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Facility density, maternity bed density, and core health worker density had a strong positive impact on
the general service availability score, while low outpatient visit scores consistently contributed to reduced
availability scores at national and district levels. At district level, general service availability scores ranged
from a low of 48% in Wadi Al Haya and 54% in Ghat, to highs of 94% (Tripoli) and 95% (Nalut).

Table 18: General Service Availability summary index by district

Health Infrastructure Density Index

Service Utilization Index

Health - General
Facility Inpatient Maternity e Workf?rce Olft.patient ;O;?;:?;; Py S(-frvit.:t?
T beq beq score Density visits per o score av.allablrty

District density density Index person/year 100/year index
Al Wahat/Ajdabia 100% 36% 100% 79% 100% 89% 100% 94% 91%
Alkufra 100% 71% 100% 90% 100% 41% 82% 61% 84%
Benghazi 71% 55% 93% 73% 100% 22% 68% 45% 73%
Al Betnan 100% 69% 100% 90% 100% 20% 100% 60% 83%
Al Jabal Al Akhdar 100% 47% 71% 73% 100% 26% 100% 63% 79%
Darnah 100% 35% 100% 78% 100% 63% 13% 38% 72%
Almarj 100% 41% 100% 80% 100% 16% 100% 58% 79%
Sirt 83% 17% 75% 58% 100% 54% 12% 33% 64%
Aljufra 100% 103% 100% 101% 100% 68% 100% 84% 95%
Misratah 100% 60% 100% 87% 100% 38% 100% 69% 85%
Almargeb 100% 30% 100% 77% 100% 32% 72% 52% 76%
Al Jifarah 100% 23% 34% 52% 100% 5% 24% 15% 56%
Tripoli 100% 110% 100% 103% 100% 61% 96% 78% 94%
Azzawya 100% 43% 59% 67% 100% 36% 51% 43% 70%
Zwara 100% 72% 100% 91% 100% 21% 40% 31% 74%
Al Jabal Al Gharbi 100% 73% 100% 91% 100% 23% 71% 47% 79%
Nalut 100% 140% 100% 113% 100% 42% 100% 71% 95%
Wadi Ashati 100% 47% 100% 82% 100% 18% 58% 38% 74%
Sebha 100% 89% 100% 96% 100% 18% 94% 56% 84%
Wadi Al Haya 100% 4% 14% 39% 100% 6% 0% 3% 48%
Murzuq 100% 48% 86% 78% 100% 33% 66% 49% 76%
Ghat 100% 0% 0% 33% 100% 59% 0% 30% 54%
Total 100% 61% 100% 87% 100% 36% 78% 57% 81%

* Un-weighted average of the three areas: infrastructure, workforce, and utilization
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Figure 14: Map of general service availability indices, by district
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3.3 General Service Readiness

General Service Readiness refers to the overall capacity of health facilities to provide general health
services. Readiness is defined as the availability of components required to provide services on the basis
of five readiness domains, which are (1) basic amenities, (2) basic equipment, (3) standard precautions,
(4) laboratory and imaging tests (called “diagnostics” in this document), and (5) medicines and
commodities. General Service Readiness is described by a single index that is calculated using the
individual scores of each of the five general service readiness domains. A score is generated per domain
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based on the average number of domain elements present in each health facility, and then the overall
General Service Readiness Score or Index is calculated based on the mean of the five domains (11,14). The
composite scores of the domain-specific indicators are presented in this summary section, calculated
separately for hospitals (Section 3.3.1) and PHC facilities (Section 3.3.2).

Sections 3.3.4 and 3.3.5 provide disaggregated data for the individual domain elements by service
provider: hospitals (Section 3.3.4), and PHC facilities (Section 3.3.5). No indices were calculated for “other”
facilities, given that this category covers a wide variety of different service providers for which calculating
indices was not sensible.

For the diagnostic tests and essential medicines indicators, the tests and medicines used for the general
service readiness indicator were selected to be representative across all services a health facility could
potentially offer. A basic breakdown of the availability of diagnostics and medicines for specific services is
provided in the relevant chapters, while a more complete overview of the overall availability of diagnostics
and medicines is provided in Chapter 9 and Chapter 10, respectively.

3.3.1 Hospital level general service readiness

The overall General Service Readiness Index score for the public health hospitals in Libya was 69%. This is
a relatively low score, indicating that even where services are available, there are a considerable number
of limiting factors present that hinder the proper provision of many general services. For example, the
lack of diagnostics and medicines can make it impossible for a facility to provide the correct diagnosis and
treatment for a patient with cardiovascular disease. Any patient needing care from a functional hospital
facility in Libya has a 69% chance of having their needs met. Ideally this should be 100%. Given that the
scores are calculated on the basis of the availability of very basic items and utilities (see Section 3.3.4 for
details), it is likely that the overall readiness for specialist services will be lower.

Table 19: General Service readiness for hospitals by district

. " Standard Basic . - . . Hospital General
. Basic amenities . . Basic medicine | Diagnostics .
N of hospitals precautions equipment X Services

District score score score score index score Readiness score
Al Wahat/Ajdabia 2 79% 89% 100% 38% 79% 77%
Alkufra 2 79% 100% 100% 25% 71% 75%
Benghazi 6 86% 80% 78% 28% 64% 67%
Al Betnan 3 76% 82% 83% 58% 76% 75%
Al Jabal Al Akhdar 4 68% 67% 63% 35% 36% 54%
Darnah 3 81% 63% 78% 33% 57% 62%
Almarj 4 68% 61% 58% 43% 75% 61%
Sirt 1 43% 89% 100% 60% 86% 76%
Aljufra 2 86% 67% 92% 38% 79% 72%
Misratah 5 89% 91% 87% 38% 69% 75%
Almargeb 6 81% 57% 69% 53% 67% 66%
Al Jifarah 1 86% 67% 100% 90% 100% 89%
Tripoli 14 88% 91% 79% 51% 59% 73%
Azzawya 2 79% 78% 92% 43% 64% 71%
Zwara 5 77% 80% 90% 45% 66% 72%
Al Jabal Al Gharbi 8 79% 69% 88% 43% 57% 67%
Nalut 5 74% 89% 97% 58% 60% 76%
Wadi Ashati 3 67% 70% 72% 25% 29% 53%
Sebha 2 71% 39% 42% 85% 86% 65%

Wadi Al Haya 0
Murzugq 2 93% 83% 67% 38% 43% 65%
Ghat 0

Total 80 80% 77% 80% 44% 63% 69%
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The range of General Services Readiness scores at the district level is relatively narrow. The lowest score
of 53% was recorded for the three hospitals in Wadi Ashati, followed by 54% for the four hospitals in Al
Jabal Al Akhdar. High scores include 89% for the single hospital in Al Jifarah and 77% for the two Al
Wahat/Ajdabia hospitals.

Figure 15: Map of general services readiness index scores for public hospitals, by district
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3.3.2 PHC level general service readiness
The General Service Readiness Index mean score for the PHC facilities is 45%. On the basis of the
availability of basic items/utilities in the five readiness domains, this indicates that any patient seeking
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general services from any one of the 1,082 PHC facilities in Libya has only a 45% likelihood that this facility
can meet his/her needs; this is a score which is worryingly low and, accompanied by the low utilization
rates described in Section 3.2.3, puts into question the overall value of PHC service delivery in the public
sector. The greatest hindrance to service readiness is the availability of basic medicines at the PHC level,
with a score of only 16%. Basic amenities, standard precautions, and diagnostics availability scores fall
between 48% and 50%, indicating that these areas also need to be addressed to improve general service
availability at PHC level. At district level, only nine out of 22 districts have a readiness score of over 50%,
but even then the highest score is 66% for Darnah district. The lowest score was measured for Wadi Ashati
district at 21%, suggesting that PHC services provided through the 28 available facilities in this district are
essentially non-functional. The lowest overall scores were measured in the western half of the country.

Table 20: General Service Readiness for PHC facilities by district

Basic Basic Standard X . Basic PHC General
N of PHC R L . Diagnostics . X
facilities equipment amenities precautions index score medicine Services
score score score score Readiness score
Al Wahat/Ajdabia 37 63% 52% 69% 38% 18% 48%
Alkufra 18 73% 55% 75% 71% 26% 60%
Benghazi 38 73% 60% 58% 53% 13% 51%
Al Betnan 32 32% 38% 22% 18% 89% 40%
Al Jabal Al Akhdar 64 59% 53% 66% 51% 58% 57%
Darnah 28 54% 50% 46% 91% 89% 66%
Almarj 30 66% 49% 39% 51% 50% 51%
Sirt 20 53% 58% 36% 43% 0% 38%
Aljufra 13 63% 65% 65% 43% 17% 50%
Misratah 67 78% 64% 74% 50% 15% 56%
Almargeb 109 61% 48% 40% 35% 4% 38%
Al Jifarah 62 55% 40% 50% 49% 24% 44%
Tripoli 115 81% 53% 65% 49% 14% 52%
Azzawya 80 66% 56% 62% 49% 11% 49%
Zwara 61 59% 45% 44% 29% 2% 36%
Al Jabal Al Gharbi 117 43% 35% 29% 54% 41% 41%
Nalut 33 55% 51% 35% 48% 6% 39%
Wadi Ashati 15 38% 46% 24% 0% 0% 21%
Sebha 22 73% 71% 65% 71% 9% 58%
Wadi Al Haya 25 64% 47% 38% 60% 0% 42%
Murzuq 87 43% 50% 32% 40% 0% 33%
Ghat 9 44% 43% 25% 64% 32% 42%
Total 1,082 60% 50% 49% 48% 16% 45%
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Figure 16: Map of general readiness scores for PHC facilities, by district
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3.3.3 Comparison of general service readiness scores between facility types

Domain-specific general readiness scores for hospitals are consistently higher than those for the PHC
facilities. Highest scores for both facility types are for the availability of basic equipment, while the lowest
scores are for the availability of basic medicines (Figure 17).
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Figure 17: Summary of domain-specific general readiness scores, by facility type
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3.3.4 Disaggregated readiness data for hospitals

This section provides an overview of the five readiness domains for the hospital facilities, broken down by
the individual domain elements at national level. Results are presented as the proportion of the 80
functional hospitals included in the survey where the individual domain element is available. The
geographic distribution of the readiness indices at district level is shown with maps. Data broken down
for each individual hospital facility can be found in Table 21.

3.3.4.1 Basic amenities availability

The Basic Amenities index is calculated as the mean availability of seven domain elements that reflect the
infrastructure needed to adequately perform routine work, including activities such as patient
consultations (requiring a room with privacy), and ensuring hygiene (requiring a source of clean water).
The score for the Basic Amenities Index across all hospitals in Libya was 80%, reflecting both strengths and
weaknesses in the availability of basic hospital amenities. Overall, all hospitals surveyed have electricity
available, and consultation rooms that offer both visual and auditory privacy. There is limited access to
computers with internet (only 36% of hospitals), which could result in limited reporting capacity and
limited access to up-to-date medical knowledge, and a shortage of functional communication equipment
(64%) which can affect a hospital’s referral capacity as well as the capacity to do follow-up of patients and
staff.

Figure 18: Overall availability of basic amenities in hospitals, by type

room with privacy [N 100%
power [N 100%
adequate sanitation facilities [N 9%
improved water source [N 36%
emergency transportation [N 33%
Basic Amenities Index [Nl 80%
communication equipment [N 64%
access to computer with Internet [N 36%
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Figure 19: Map of basic amenities mean scores for hospitals, by district
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3.3.4.2 Basic equipment availability

The Basic Equipment Index is calculated as the mean availability of six domain elements that reflect the
materials needed to adequately perform adequate patient physical examination, such as blood pressure
(BP) equipment, stethoscopes, and thermometers. The mean score for the Basic Equipment Index for the
hospitals in Libya was 80%, reflecting both strengths and weaknesses. Basic materials for patient
examination such as BP equipment, stethoscopes, and thermometers were almost universally available in
the hospitals. Equipment in short supply included both adult weighing scales (53% availability) and child
weighing scales (60%).
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Figure 20: Overall availability of basic equipment in hospitals, by type
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Figure 21: Map of basic equipment availability scores for hospitals, by district
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3.3.4.3 Basic medicines availability

The Basic Medicines Index is calculated as the mean availability of twenty essential medicines? that reflect
those needed to treat the most commonly seen health conditions, such as antibiotics for infections like
pneumonia, and antihypertensive drugs to treat high blood pressure. The essential medicines used for the
calculation of this indicator are selected to be representative across all services. A more detailed
breakdown of the availability of medicines for specific services is provided in the relevant chapters, and
Chapter 10 provides a more complete overview of the availability of medicines in both hospitals and PHCs
in Libya.

The score of 44% for the Basic Medicines Index reveals that medicines are generally in short supply across
all public hospitals. There is a considerable variation in the availability of essential medicines, ranging from
areasonable availability of insulin for diabetes patients (75%) and antibiotics such as oral amoxicillin (73%)
and injectable gentamycin (67%) to treat common infections, to a very low availability of medicines for
mental health conditions such as amitriptyline (17%) and fluoxetine (5%).

Figure 22: Overall availability of basic medicines in hospitals, by type

Insulin injection I 75%
Amoxicillin tablet/capsule I 73%
Gentamycin injection I 67%
Paracetamol tablet NN 58%
Ibuprofen tablet N 58%
Oral Rehydration Salts NN 54%
Amoxicillin suspension or dispersible tablet (child dose) I 54%
Ceftriaxone injection I 52%
Ampicillin powder for injection [ 52%
Metformin tablet N 46%
Basic Medicine Index NN 44%
Calcium channel blocker (e.g., Amlodipine tablet) IS 44%
Glibenclamide tablet |GGG 41%
Zinc sulphate tablet [N 39%
Statin (e.g., simvastatin tablet) IS 37%
ACE inhibitor (e.g., Enalapril tablet) NN 37%
Salbutamol inhaler NGNS 33%
Proton pump inhibitor (e.g., Omeprazole tablet) NN 33%
Beclomethasone inhaler NG 24%
Amitriptyline tablet [INEGGG 17%
Fluoxetine tablet [ 5%

1 Chapter 10 provides details on a larger subset of essential medicines available in hospitals.
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Figure 23: Map of basic medicines mean scores for hospitals, by district

ALV LA

Al Wahat/Ajdatna.

g wadl Ashiti Aljutra

ESYFY

o

= MUIzUE

“ Basic medicine
0% to <20% e
20% to <40% cHAD
B 40% to < 60%
W 60% to <B0%
I 30% to 100%

SUDAN

3.3.4.4  Diagnostics availability

The Diagnostics Index is calculated as the mean availability of seven simple diagnostic tests that can be
used to diagnose important health conditions, such as for specific infections (dipsticks for urine protein,
and syphilis, and HIV rapid tests) and conditions such as pregnancy (urine pregnancy test). The score of
63% for the Diagnostics Index reveals that diagnostic tests are generally in short supply across all public
hospitals. Common tests are more widely available such as dipsticks for urine protein (82%) and glucose
(87%). Worrying is the low availability of tests commonly used in antenatal care, such as hemoglobin
testing (39%) and testing for syphilis (22%).
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Figure 24: Overall availability of basic diagnostics in hospitals, by type
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Figure 25: Map of basic diagnostics mean scores for hospitals, by district
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3.3.4.5 Standard precautions availability

The Standard Precautions Index is calculated as the mean availability of nine pieces of equipment or
materials that need to be used to limit the spread of infectious diseases or risk of injury for both patients
and staff in any health facility. This includes hygiene materials such as disposable gloves and disinfectant,
as well as means of minimizing needle-stick injuries, such as sharps containers and the means to dispose
of these containers as well as other potentially infectious wastes in a safe manner.

The score of 77% for the Standard Precautions Index reveals that although precautions are fairly common-
place, there is still considerable room for improvement in order to minimize risks. Latex gloves, soap, and
running water or alcohol-based hand rubs to minimize the infection risks through hands, are widely
available at 95% and 94%, respectively. The safe final disposal of sharps (53%) and infectious wastes (50%)
is reportedly practiced in approximately half of all facilities, while the availability of guidelines on standard
precautions is limited to 49% of hospitals surveyed.

Figure 26: Overall availability of standard precautions in hospitals, by type

disposable latex gloves [N 95%
soap and running water or alcohol-based hand rub, [N 94%
single-use disposable/auto-disable syringes [N 94%
sharps container [N  90%
disinfectant [N  36%
appropriate storage of infectious waste [N 34%
Standard Precautions Index [N 77%
safe final disposal of sharps [N 53%
safe final disposal of infectious wastes [N 50%
guidelines for standard precautions [N 49%
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Figure 27: Map of standard precautions mean scores for hospitals, by district
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3.3.4.6  Breakdown of readiness data by item and hospital
Table 21 provides a breakdown of the individual tracer elements included in the general services readiness
indices for hospitals, with data presented by hospital facility.
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Table 21: Overview of general readiness score components, by hospital
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Atiya Al Kaseh- Al Kuffra hospital 45 18 | x x x x x x x x x 100% X X X X X 71%| x x X X X X [86%| X X X X X 30%| X X X X X 83%
Tripoli pediatric hospital 148 0 X X X x x x x100% x x X X X 71%[x x x Xx X x 86% X X X X X X X 50%| X X X X X X [100%
Zwara Albahree Hospital 31 12 X X X X X X 89% x x x x x x x100% x x x Xx X x 86% X X X X X X X X X 60%| X X X X X X [100%
Abi Sleem trauma hospital 88 0 X X X X X X Xx 78% X X 29% x x x X X x 86% X X X X X X X X 50% X X X X 67%
Adri hospital 0 0 | x x X X X 56% X X X x 57% X X X 15%| X X X X X X [100%
Al -Zawia Hospital 186 60 X X X X X X X 78% x x X X X 71%[x x x X X x 86%| X X X X X X X X X X X 55%[X X X X X 83%
Al Abyar Hospital 0 0 X X X X X X 67% X X X X X X 86%|x X X 43% X 5% 0%
Al Afia hospital - Houn 99 28 X X X X X X 67% X X X X X 71%| x x X X X X 86%| X X X X X X X X X X 50%| X X X X X X [100%
Al Asaabaa hospital 50 24| x x Xx X X X X 78% 0% x x x Xx X 71% X X X X X X X X X X 50%| X X X X 67%
Al Aujilat Hospital 80 30 X X X X X X X 78% X X X X X 71%|x x X X x 71% X X X X X X X X X X X X X X 70%| X X X X X X [100%
Al Bardi Hospital 20 0 X X X X X X 67% X X X X X 71%| x x X X x 71% X X X X X X X X X X 50% X X X X 67%
Al Jaghbub hospital 34 10 X X X X X 71%| x x X x 57% X X X X X X 30% X X X X 67%
Al Jalaa gynecology hospital - Tripoli 30 240 x x x x Xx x x x x 100% X X X X X X 86% x x x X X x 86% X X X X X X X X X X X X X X 70%| X X X X X X [100%
Al Jalaa hospital —Benghazi 186 0 | x x X X X X X x x/100% X X X X 57%|x x X x Xx x 86% X X X X X X X X X X X X 60% X X X X 67%
Al Jameel Hospital 74 40 X X X X X X X 78% x x x x x x x/100% x x x X X X X X X X X X X X X 35%| X X X X X X [100%
Al Kewefia chest diseases hospital 31 0 | x X X X X X X 78% X X X 43%| x x x X x 71% X X X X X X X X 40% X X X X 67%
Al Khadra hospital 272 60 | x x x x Xx x Xx x x 100% X X x 43%[x x x x X x 86% X X X X X X X X 40% X X 33%
Al khums hospital 127 77 X X X X X X X 78% X X X 43%| x x X X X x 86% X X X 15%| X X X X 67%
Al Kuriaat hospital 27 14 X X X X X x x 78% 0% x x X X X X X X X X X X X X X X X X X X X X X X X X |90% X X X X X 83%
Almarj Hospital 224 72 | x x x x X X X x x1200%[ x x x X X 71%[ x x X X X x 86% X X X X X X X X X X X 55% X X X X X 8%
Al Qarabouli hospital 32 16 X X X X X X X 78% x x X X X 71%|x x x X X X 86% X X X X X X X X X X X X X X 70% X X X X X 83%
Al Quba Hospital 24 24 X X X X X X 67% X X X X X X 86% x x Xx X x 71% X X X X X 25% X X X X 67%
Al Temimi Hospital 4 0 X X X X X X 67% 0%| x X X X x 71% X X 10% X X X X 67%
Al Wehda Hospital 93 57 X X X X X X 67% X X X X X x 86%|x X X X Xx x 86% X X X X X X X X X X X 55% X X X X 67%
Al Zintan hospital 60 30 X X X X X 56% X X X X X X 86% x x x X X x 86% X X X X X X X 35%| X X X X X 83%
Ali Omar Askar hospital-Sbeia 80 36| x X X X X X X 78% X X X X X 71%|x X X X X X 86% X X X X 20%| X X X X X X [100%
Bani waleed hospital 51 35 X X X X X X 67% x x x x x x x100% x x x x X x [86%X X X X X X X X X X X X X X X X X X X X[90% X X X X X X  100%
Be'ar Al Austa Milad hospital 14 0 X X X X X X X 78% X X X X X Xx 86%|x X X X X 71% X X X X X X X X X X X X X X X X X X [90% X X X X X 8%
Benghazi hospital for peds and surgery 320 0 | x x X X X X X x 89% X X X 43%| x x x X x 71% X X X X X X X 35%| X X X X 67%
Benghazi medical center 272 101| x X X X X X X X 89% X X X X 57%| x x X X X X 86%| X X X X X 25%( X X X X 67%
Bergan hospital 30 16 X X X X X X X 78% X 14%[x x x X X X X X X X X X X X 30%| X X X X X 83%
Brak hospital 77 20 X X X X X X 67% X X X X 57%| x x x X x 71% X X X X X X 30% X X X X X 83%
Burns & plastic surgery hospital - Tripoli 90 0 | x X X X X X X X 89% 0%| x x x X x 71% X X X X X X 30%| X X X X X 83%
Chest diseases hospital, Misratah 20 0 | x X X X X X X Xx 89% X X X X X 71%|x x X X x X X x [X X X X X X X X X X X 55% X X X X 67%
Diabetes and endocrine hospital - Tripoli 100 0 | x X X X X X X X 89% X X X 43%[x x x X X x [86% X 5% X X X X 67%
Ghadames hospital 58 21| x x X X X X X X 89% X X X X 57%|x X X X X X X X X X X X X X X X X X X X X X X X X X |90% X X X X 67%
Gharyan hospital 142 50 | x X X X X X X X 89% x x X X X x 86%| x x x Xx x 71%[X X X X X X X X X X X X X X X X X |[85%| X X X 50%
Gmenis hospital 0 0 X X X X X 56%| x X X X X 71%[x X X X X X 86% X X X X X X X 35% X X X X 67%
Jado Hospital 25 15 X X X X X X 67% x x X X X X 86%| x x Xx x x 71% X X X X 20%| X X X X X X [100%
Jalou hospital 44 16 X X X X X X 67%| x x x X 57% x x x X x 71% X X X X X X X X X 45%( X X X X X 83%
Jardas Al Abeed Hospital 0 0 | x X X X X X X 78% X X X X x 71%[ x x x X x 71% X X X X X X X X 40%( X X X X X X [100%
Kabaw hospital 60 0 | x X 22% X X X X X X 8% x x X X x 71%| X X X X X X X X X X X 55% X X X X 67%
Misslata hospital 86 42| x X X X X X X X 89% x 14%[ x x x X 57% X X X X X X X X X X 50%( X X X X X X [100%
Mitiga hospital 81 0 X X X X X X X 78% X X X X X 71%|x X X X X X X X X X X X X X X X X 35% X X X X X 83%
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3.3.5 Disaggregated readiness data for PHC facilities

This section provides an overview of the five readiness domains for the PHC facilities, broken down by the
individual domain elements. Results are presented as the proportion of the 1,082 functional PHC facilities
included in the survey which provided data on the individual domain elements. The geographic
distribution of the individual readiness indices at district-level is presented with maps. Data on the
domains and domain elements for the PHC facilities were disaggregated at municipality level. This data is
presented in Table 22 and Table 23.

3.3.5.1  Basic amenities availability

The Basic Amenities index is calculated as the mean availability of seven domain elements that reflect the
infrastructure needed to adequately perform routine work, including activities such as patient
consultations (requiring a room with privacy), and ensuring hygiene (requiring a source of clean water).
The score of 50% for the Basic Amenities Index for the PHCs indicates that most facilities only have half of
the essential basic amenities available that would allow functional service delivery.

PHC facilities can boast of a near-universal availability of power (97%) and adequate sanitation facilities
(95%), while there is a considerable lack of emergency transportation (21%), communication equipment
(13%), and almost no access to a computer with internet (3%) for submitting reports and accessing up-to-
date medical information.

Figure 28: Overall availability of basic amenities in PHC facilities, by type

power [ 97%
adequate sanitation facilities [N 95%
improved water source [N  71%
room with privacy [N 50%
Basic Amenities Index [N 50%
emergency transportation [N 21%
communication equipment [ 13%

access to computer with internet [l 3%

3.3.5.2 Basic equipment availability

The Basic Equipment Index is calculated as the mean availability of six domain elements that reflect the
materials needed to adequately perform adequate patient physical examination, such as blood pressure
(BP) equipment, stethoscopes, and thermometers. The score of 60% for the Basic Equipment Index, even
though it is far from adequate, can be considered high in comparison to the other indices calculated for
general services readiness in PHC facilities.

Equipment that is most commonly available includes stethoscopes (83% of facilities) and BP apparatus
(81%), while there is a significant lack of child and infant weighing scales (48% and 40% respectively),
which is concerning when one considers that growth monitoring of young children is a primary function
of PHC facilities. The overall lack of a simple light source (35%) also indicates that proper diagnosis may
also be a challenge for health workers in PHC facilities.
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Figure 29: Map of basic amenities mean scores for PHC facilities, by district
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Figure 30: Overall availability of basic equipment in PHC facilities, by type
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3.3.5.3 Basic medicines availability

The Basic Medicines Index for PHC facilities is calculated as the mean availability of twenty essential drugs?
that reflect those needed to treat the most commonly seen health conditions, such as antibiotics for
infections like pneumonia, and antihypertensive drugs to treat high blood pressure. The score of 16% for
the Basic Medicines Index reveals that medicines are generally in short supply across all PHC facilities.

There is little variation in the availability of essential medicines in the PHC facilities, and all supplies are
low. The range runs from a limited availability of antibiotics such as amoxicillin tablets (33%) and syrups
(32%) for children, to a nearly non-existent availability of medicines for mental health conditions, such as
amitriptyline (1%) and fluoxetine (1%).

Figure 32: Overall availability of basic medicines in PHC facilities, by type
Amoxicillin cap/tab I 33%
Amoxicillin 250mg or 500mg dispersible tab or syrup/suspension I 32%
ORS sachets I 23%
Insulin regular injection  IEEEEEENN—————— 22%
Ibuprofen tablet I 21%

Basic Medicine Index I 16%

Simvastatin cap/tab GGG 16%

Gentamicin injection NN 15%
Paracetamol tablet NN 15%
Metformin cap/tab GGG 15%

Ceftriaxone injection NN 15%

Ampicillin powder for injection GGG 14%
Calcium channel blocker INEEGGGGG_N 14%
ACE inhibitor I 14%
Glibenclamide 5mg cap/tab IIEEEGGGGEGEEGG_—G 13%
Zinc sulphate syrup or dispersable tablets IEEG_G_G___NN 10%
Omeprazole 20 mg cap/tab GGG 9%
Beclometasone inhaler EEEGEGG_GEN 8%
Salbutamol inhaler GG 7%
Fluoxetine tablet W 1%

Amitriptyline tablet W 1%

2 Chapter 10 provides details on a larger subset of essential medicines available in PHC facilities.
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Figure 33: Map of basic medicines mean scores for PHC facilities, by district
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3.3.5.4 Diagnostics availability

The Diagnostics Index is calculated as the mean availability of seven simple diagnostic tests that can be
used to diagnose important health conditions, such as for specific infections (dipsticks for urine protein,
and syphilis and HIV rapid tests) and conditions such as pregnancy (urine pregnancy test). The score of
48% for the Diagnostics Index reveals that such simple yet essential diagnostic tests are generally in short
supply across all PHC facilities. The nearly universal availability of blood glucose tests (90%) is surprising,
given that less than half of the PHC facilities claim to offer diabetes testing and diagnosis. The limited
availability of HIV rapid tests (20%) is less surprising, given the low HIV prevalence in Libya, but
accompanied with the lack of syphilis rapid tests (9% availability), it reflects a shortage of what could be
considered to be essential screening tools.
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Figure 34: Overall availability of basic diagnostics in PHC facilities, by type

blood glucose NN 90%
hemoglobin [N 76%
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Figure 35: Map of basic diagnostics mean scores for PHC facilities, by district
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3.3.5.5 Standard precautions availability

The Standard Precautions Index is calculated as the mean availability of nine pieces of equipment or
materials that need to be used to limit the spread of infectious diseases or risk of injury for both patients
and staff in any health facility. This includes hygiene materials such as disposable gloves and disinfectant,
as well as means of minimizing needle-stick injuries, such as sharps containers and the means to dispose
of these containers as well as other potentially infectious wastes in a safe manner.

The score of 49% for the Standard Precautions Index reveals that although standard precautions are in
place, there is an enormous need for improvement in order to minimize risks. Handwashing soap to
minimize the infection risks through hands is not available in a considerable proportion of facilities (68%
availability), while single-use syringes are equally commonplace (68%). The safe final disposal of sharps
and infectious wastes (42%) is available in less than half of all PHC facilities, while the availability of
guidelines on standard precautions is limited to less than a quarter (24%) of PHC facilities surveyed.

Figure 36: Overall availability of standard precautions in PHC facilities, by type

single-use disposable/auto-disable syringes NG 63%
handwashing soap IS 68%
disposable latex gloves IIIENEGGNNNNNNNNEN 60%
waste receptacle [N 49%
Standard Precautions Index NN 49%
sharps box NN 43%
safe final disposal of sharps NG 42%
environmental disinfectant NN 42%
safe final disposal of infectious wastes [N 42%
guidelines for standard precautions [N 24%
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Figure 37: Map of standard precautions mean scores for PHC facilities, by district
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3.3.6 Breakdown of readiness indices by tracer item and municipality

Table 22 and Table 23 provides a breakdown of the individual tracer elements included in the general
services readiness indices for hospitals, with data presented by hospital facility.
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Table 22: Breakdown of overall readiness indices for PHCs by tracer item and municipality (part 1)
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e = = = o K ) 1] a ES|o3|28|o =5 = ] 1% o % o 3 2 = 3 L ,|lcaoloag|ct £
o S |leanlsg|l 3 3 2 | 58|25 |£5| 8 83| 2 s | Sc|a 53| ® &) 1<} o 3 > |80 3E|RE| %S| =
sl 2 |58|58l 2| 8| 8| 8 (LeE|ed|2E|Sx5|Se| 2| S |ge|e (28| 2|28 | | €| | & |32|Ee|8=(5¢2)| ¢
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Abu Qurayn| 4 0 0% 0% 100% 20% 20% 20% 20% 20% 20% | 24% 0 100% 100% 100% 100% 0% 0% 20% 60%
Abusliem| 4 4 100% 100% 40% 100% 100% 100% 47% 100% 33% & 80% 2 50% 50% 100% 100% 100% 100% 100%  86%| 100% 93% 93% 100% 13% 0% 20% 60%
Ain Zara 0 0 100% 92% 75% 83% 50% 83% 83% 92% 8% 74% 11 0% 18% 36% 27% 36% 91% 73% 40%| 100% 100% 100% 92% 0% 0% 8% 57%
Al Ajaylat| 0 0 14% 10% 76% 62% 24% 24% 19% 71% 24% 36% 0 100% 0% 71% 71% 10% 0% 0%  36%
Al Aziziya 0 0 29% 29% 86% 71% 64% 43% 14% 50% 36% 47% 1 0% 0% 0% 0% 0% 0% 100%  14%| 100% 7% 21% 100% 29% 7% 0%  38%
Al Galaa 0 0 25% 25% 100% 0% 0% 0% 0% 0% 0% 17% 0 100% 0% 0% 100% 0% 0% 0% | 29%
AlJagboub| 0 0 0% 0% 100% 100% 0% 0% 100% 100% 100% 56% 0 100% 0% 100% 100% 0% 0% 0%  43%
AlMaya| 0 0 17% 33% 67% 83% 17% 50% 33% 67% 50% 46% 0 100% 0% 0% 100% 33% 0% 0%  33%
Al Shate Al Garbe| 0 0 10%  10% 5% 15% 0% 0% 5% 25% 5% 8% 0 90% 45% 90% 100% 0% 0% 10% 48%
Al Shate Al Sharge 0 0 7% 7% 27% 40% 47% 0% 20% 53% 13% | 24% 0 80% 67% 80% 93% 0% 0% 0%  46%
Al Swani| 2 1 9% 0% 91% 55% 55% 55% 55% 82% 46% 50% 2 0% 0% 0% 50% 50% 100% 100% 43%| 100% 18% 55% 100% 0% 0% 0%  39%
Alabyar| 0 0 33% 33% 100% 42% 17% 8% 67% 75% 25% 44% 2 0% 0% 50% 50% 50% 0% 100% 36%| 100% 0% 92% 100% 33% 0% 50% 54%
Alasabaa| 0 0 0% 0% 100% 62% 39% 31% 15% 62% 8% 35% 1 0% 0% 0% 100% 100% 100% 100% 57%| 100% 8% 39% 100% 0% 0% 0%  35%
Albawanees| 10 0 50% 50% 75% 100% 75% 100% 50% 75% 25% @ 67% 0 100% 0% 100% 100% 100% 75% 100% | 82%
Albayda| 0 0 38% 29% 100% 100% 100% 100% 95% 95% 33% | 77% 10 0% 50% 60% 10% 60% 30% 90% 43%| 100% 91% 95% 100% 0% 0% 86% 67%
Albrayga| 0 0 0% 0% 100% 60% 80% 80% 60% 100% 80% 62% 3 0% 0% 0% 0% 0% 100% 100% 29%| 100% 80% 100% 100% 60% 0% 80%  74%
Algatroun 0 0 100% 100% 33% 33% 33% 33% 33% 33% 0% 44% 0 100% 100% 100% 100% 0% 0% 100% | 71%
Algaygab| 0 0 0% 0% 100% 100% 100% 100% 100% 33% 0% 59% 0 100% 33% 100% 100% 0% 0% 0%  48%
Alghrayfa| 3 3 46% 46% 55% 73% 9% 27% 27% 55% 18% 39% 4 0% 50% 75% 100% 25% 75% 100% 61%| 100% 0% 100% 100% 0% 0% 27%  47%
Algurdha Ashshati| 0 0 11%  11% 0% 5% 11% 5% 0% 26% 0% 8% 0 79% 26% 74% 100% 0% 0% 0%  40%
Alharaba| 0 0 0% 0% 67% 67% 67% 0% 33% 60% 0% 37% 0 60% 40% 60% 60% 0% 0% 0% | 31%
Alhawamid| 0 0 25% 25% 50% 50% 25% 75% 25% 75% 0% 39% 1 0% 0% 0% 0% 0% 0% 100% | 14%| 100% 75% 100% 100% 0% 0% 50% 61%
Aljmail| 72 2 0% 0% 100% 94% 29% 41% 18% 59% 82% 47% 5 0% 0% 20% 20% 20% 60% 60%| 26%| 100% 82% 24% 94% 0% 0% 100% 57%
Aljufra| 0 0 85% 85% 92% 92% 85% 15% 77% 46% 8% 65% 1 0% 0% 0% 100% 0% 100% 100% 43%| 100% 100% 100% 100% 46% 0% 8%  65%
Alkhums 1 0 6% 13% 94% 44% 94% 50% 34% 72% 53% 51% 16 0% 13% 38% 50% 31% 50% 81% 38%| 100% 97% 88% 97% 6% 0% 25%  59%
Alkufra| 27 8 82% 88% 100% 94% 82% 59% 77% 88% 24% | 77% 6 17% 33% 83% 83% 83% 100% 100% 71%| 100% 18% 100% 100% 18% 12% 29% 54%
Almarj| 0 0 0% 0% 63% 50% 25% 75% 63% 88% 13% 42% 2 0% 0% 100% 50% 100% 100% 100% 64%| 100% 75% 50% 100% 0% 0% 0%  46%
Algubba| 0 0 0% 0% 100% 100% 33% 100% 83% 17% 0% 48% 0 100% 0% 100% 100% 0% 0% 0% 43%
Alsharguiya| 0 0 100% 100% 46% 46% 64% 55% 46% 55% 0% 57% 1 0% 0% 0% 0% 0% 100% 100% 29%| 91% 55% 100% 100% 9% 0% 18% 53%
Arrajban 0 0 0% 0% 100% 33% 33% 33% 33% 67% 0% 33% 2 0% 0% 50% 100% 100% 50% 100% 57%| 100% 100% 67% 67% 0% 33% 67% 62%
Arrayayna| O 0 0% 0% 100% 50% 100% 50% 25% 50% 25% 44% 0 100% 50% 25% 100% 0% 0% 0%  39%
Arrhaibat| 0 0 0% 0% 100% 80% 80% 20% 0% 100% 0% 42% 0 100% 0% 0% 100% 0% 0% 20% | 31%
Ashshgega| O 0 0% 0% 67% 33% 0% 0% 0% 100% 0% 22% 0 100% 0% 0% 100% 0% 0% 0% | 29%
Assahel| 0 0 8% 8% 100% 100% 67% 44% 8% 67% 0% 57% 2 0% 0% 0% 100% 100% 100% 100% 57%| 75% 75% 50% 75% 0% 0% 0%  39%
Aujala| 8 4 100% 100% 100% 100% 100% 100% 100% 100% 25% | 92% 1 0% 100% 0% 0% 100% 100% 100% 57%| 100% 0% 88% 100% 25% 0% 75%  55%
Azzahra| 12 4 13% 13% 94% 88% 94% 75% 75% 75% 81% 67% 0 100% 6% 69% 100% 6% 6% 19% 44%
Azzawya| 4 0 91% 91% 91% 88% 21% 9% 88% 91% 63% @ 72% 21 0% 5% 43% 24% 48% 76% 86% 40%| 97% 97% 77% 97% 6% 3% 6%  55%
Azzintan| 60 0 9% 9% 73% 73% 55% 27% 18% 64% 18% 38% 5 0% 0% 20% 40% 40% 100% 100% 43%| 100% 64% 55% 100% 36% 0% 27% 55%
Bani Waleed| 0 0 100% 100% 100% 88% 94% 88% 100% 100% 24% | 88% 7 0% 0% 43% 86% 57% 100% 100%  55%| 100% 100% 100% 100% 24% 6% 29% @ 66%
Baten Aljabal| 0 0 33% 50% 80% 80% 0% 40% 80% 67% 0% 51% 1 0% 0% 0% 0% 100% 0% 100% 29%| 83% 83% 50% 83% 0% 0% 17% 45%
Benghazi| 0 0 40% 36% 68% 72% 64% 72% 64% 100% 76% = 66% 19 32% 11% 42% 63% 53% 84% 100% 55%| 100% 88% 96% 100% 4% 0% 36% 61%
Bint Bayya 0 0 40% 40% 50% 60% 20% 0% 20% 40% 40% 34% 6 0% 17% 33% 100% 50% 83% 100% 55%( 100% 0% 100% 100% 10% 0% 30% 49%
Bir Alashhab| 0 0 50% 50% 100% 0% 0% 0% 0% 0% 50% 44% 0 50% 50% 50% 50% 0% 0% 50%  36%
Daraj| 0 0 13% 13% 25% 50% 25% 38% 25% 75% 38% 33% 2 0% 50% 0% 50% 50% 50% 100% 43%| 100% 100% 63% 100% 0% 0% 88% 64%
Darnah 0 0 21%  21% 14% 7% 64% 100% 7% 79% 0% 35% 2 100% 100% 100% 100% 100% 100% 100% 100%| 100% 64% 100% 100% 0% 0% 7%  53%
Ejdabia 0 0 17% 17% 58% 25% 42% 58% 17% 58% 17% 34% 4 25% 25% 50% 50% 50% 50% 50% 43%| 100% 8% 58% 100% 8% 0% 8% 41%
Ejkherra 0 0 100% 100% 100% 100% 100% 100% 100% 100% 50% | 94% 0 100% 0% 100% 100% 50% 0% 50% 57%
Emsaed| 0 0 0% 0% 50% 50% 50% 50% 50% 33% 0% 33% 1 0% 0% 0% 100% 100% 100% 100% 57%| 67% 67% 33% 67% 0% 0% 0%  33%
Espeaa| O 0 50% 100% 50% 25% 0% 0% 0% 50% 0% 31% 1 0% 100% 100% 100% 0% 100% 100% 71%| 100% 0% 100% 75% 0% 0% 25% 43%
Garabolli| 0 0 11% 11% 89% 67% 61% 61% 6% 72% 28% 45% 5 0% 0% 20% 20% 20% 40% 60% 23%| 100% 83% 50% 89% 6% 0% 67% 56%
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Beds Standard precautions Diagnostics Basic amenities
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Gasr Akhyar| 0 0 36% 46% 64% 55% 46% 73% 9% 82% 0% 46% 4 0% 0% 0% 0% 0% 75% 100%  25%| 100% 91% 64% 100% 9% 0% 91%  65%
Gasr Bin Ghasheer| 1 1 75% 75% 50% 25% 25% 25% 25% 50% 25% 42% 0 100% 0% 50% 100% 0% 0% 0%  36%
Gemienis| 0 0 25% 25% 50% 25% 38% 25% 13% 50% 63% @ 35% 2 0% 0% 0% 50% 50% 50% 50% 29%| 100% 100% 75% 88% 0% 0% 25%  55%
Ghadamis| 0 0 0% 0% 100% 100% 100% 100% 100% 100% 100% | 78% 1 0% 100% 0% 100% 0% 100% 100% 57%| 100% 100% 100% 100% 100% 0% 100% | 86%
Gharb Azzawya 7 1 100% 100% 100% 36% 27% 27% 55% 46% 46% 60% 2 50% 100% 50% 100% 100% 100% 100%  86%| 82% 100% 91% 64% 9% 0% 0% 49%
Ghat| 0 0 0% 0% 0% 67% 56% 11% 11% 78% 0% 25% 2 50% 50% 50% 50% 50% 100% 100% 64%| 78% 78% 67% 78% 0% 0% 0% 43%
Ghiryan 0 0 0% 0% 67% 26% 16% 10% 0% 57% 2% 20% 1 100% 100% 100% 100% 100% 100% 100% | 100%| 98% 0% 16%  98% 2% 0% 2% | 31%
Hai Alandalus 0 0 100% 100% 71% 77% 59% 53% 59% 100% 47% = 74% 15 0% 27% 33% 33% 40% 100% 100% 48%| 100% 82% 100% 100% 0% 0% 6% 56%
Hrawa 9 2 0% 0% 100% 50% 75% 25% 25% 100% 75% = 50% 0 100% 38% 88% 100% 38% 0% 0%  52%
Jadu| O 0 0% 0% 100% 29% 29% 0% 0% 0% 0% 18% 0 100% 0% 86% 100% 0% 0% 0% 41%
Jalu| 0O 0 100% 100% 100% 100% 100% 100% 100% 78% 22% | 89% 0 100% 11% 100% 100% 22% 0% 11% 49%
Janzour| O 0 42% 42% 11% 68% 26% 5% 0% 63% 11% 30% 5 20% 0% 40% 0% 40% 60% 80% 34%| 100% 32% 68% 26% 5% 5% 0% | 34%
Jardas Alabeed| 0 0 20% 0% 0% 100% 0% 20% 0% 0% 0% 16% 1 0% 0% 0% 100% 100% 100% 100% 57%| 100% 80% 100% 100% 0% 0% 0%  54%
Kabaw| 0 0 0% 20% 100% 100% 0% 20% 40% 100% 0% 42% 0 100% 40% 40% 100% 0% 0% 0%  40%
Kikkla| 0 0 0% 0% 80% 60% 40% 0% 0% 80% 0% 29% 0 100% 0% 0% 100% 0% 0% 0% | 29%
Labrigq 0 0 0% 0% 100% 100% 50% 100% 100% 0% 0% 50% 0 100% 0% 100% 100% 0% 0% 0%  43%
Marada| 0 0 100% 100% 100% 100% 100% 100% 100% 100% 0% 89% 1 0% 0% 0% 0% 0% 100% 100% 29%| 100% 0% 100% 100% 100% 0% 100% & 71%
Misrata| 26 0 84% 84% 100% 96% 84% 100% 100% 92% 16% | 84% 14 0% 36% 64% 71% 64% 71% 86% 56%| 100% 96% 92% 96% 56% 4% 24% 67%
Mizda| O 0 0% 0% 100% 100% 100% 33% 0% 100% 0% 48% 0 100% 0% 0% 100% 0% 0% 100% 43%
Msallata 0 0 46% 46% 85% 62% 62% 8% 54% 0% 0% 40% 8 0% 0% 25% 50% 25% 88% 100% 41%| 100% 23% 54% 100% 8% 0% 0% 41%
Murzug| 0 0 100% 100% 40% 50% 60% 60% 50% 70% 0% 59% 1 100% 100% 100% 100% 100% 100% 100%| 100%| 100% 60% 100% 100% 20% 10% 60%  64%
Nalut| 0 0 0% 0% 100% 100% 33% 0% 67% 100% 67% 52% 0 100% 100% 33% 100% 0% 0% 33% 52%
Nesma| 0 0 0% 0% 100% 80% 80% 60% 20% 80% 20% 49% 0 100% 20% 20% 100% 0% 0% 40%  40%
Rigdaleen| 14 0 0% 0% 100% 50% 75% 25% 0% 40% 60% 42% 1 0% 0% 0% 0% 0% 100% 100% 29%| 80% 80% 0% 80% 0% 0% 60% 43%
Sabratha 0 0 15% 20% 40% 60% 0% 40% 75% 80% 25% 39% 0 100% 90% 70% 100% 15% 0% 20% 56%
Sebha| 45 15 72% 61% 94% 78% 56% 72% 44% 83% 22% 65% 6 17% 33% 100% 50% 100% 100% 100% 71%| 100% 33% 100% 100% 72% 56% 17% 68%
Shahhat| O 0 100% 100% 12% 65% 58% 23% 96% 96% 8% 62% 3 67% 67% 67% 67% 67% 67% 100% 71%| 100% 92% 54% 89% 8% 0% 8%  50%
Sidi Assayeh 0 0 100% 100% 50% 50% 0% 0% 0% 50% 0% 39% 0 100% 0% 100% 100% 0% 50% 0%  50%
Sirt] 11 0 0% 0% 43% 43% 14% 14% 43% 43% 57% @ 29% 2 0% 50% 50% 0% 100% 0% 100% 43%|( 100% 100% 86% 100% 14% 14% 29% 63%
Sug Aljumaa 0 0 91% 91% 71% 62% 76% 52% 33% 100% 14% @ 66% 11 27% 27% 36% 46% 36% 100% 91% 52%| 100% 38% 95% 100% 14% 0% 10% 51%
Sug Alkhamees 0 0 100% 100% 20% 0% 0% 0% 0% 80% 0% 33% 1 0% 0% 100% 100% 100% 100% 100% 71%| 100% 0% 100% 100% 0% 0% 20% 46%
Suloug 0 0 40% 40% 80% 80% 40% 80% 60% 60% 20% 56% 1 0% 0% 100% 0% 100% 100% 100% 57%| 100% 20% 100% 100% 40% 20% 80% 66%
Surman 0 0 71% 29% 100% 93% 29% 93% 93% 93% 79% | 75% 12 0% 25% 75% 50% 83% 83% 100% 60%( 100% 93% 93% 100% 36% 0% 14%  62%
Tajoura| 0 0 100% 100% 100% 94% 83% 11% 89% 83% 6% 74% 4 100% 100% 100% 100% 100% 100% 100%| 100%| 100% 33% 100% 100% 6% 0% 6%  49%
Taraghin 0 0 100% 100% 55% 46% 64% 36% 36% 46% 0% 54% 0 100% 27% 100% 100% 0% 0% 18% 49%
Tarhuna| O 0 3% 3% 38% 15% 50% 50% 3% 53% 12% | 25% 9 0% 11% 33% 33% 33% 67% 78% 37%| 97% 0% 24% 100% 0% 3% 0%  32%
Tazirbu 0 0 100% 100% 100% 100% 0% 0% 0% 0% 0% 44% 1 0% 0% 100% 100% 100% 100% 100% 71%| 100% 0% 100% 100% 100% 0% 100% @ 71%
Thaher Aljabal| 0 0 0% 0% 80% 80% 80% 80% 20% 80% 20% 49% 0 80% 0% 0% 100% 0% 0% 0% | 26%
Tobruk| 31 2 12% 8% 35% 27% 19% 15% 19% 15% 23% | 19% 3 0% 0% 0% 33% 0% 0% 0% 5%| 100% 4% 46% 81% 15% 4% 19% @ 39%
Toukra 0 0 0% 0% 100% 100% 0% 0% 100% 80% 0% 44% 0 80% 20% 80% 80% 0% 0% 0%  37%
Tripoli| 0 0 100% 100% 69%  92% 8% 85% 23% 85% 15%  64% 11 0% 18% 27% 36% 18% 64% 91% 36%| 100% 100% 100% 100% 100% 0% 31% | 76%
Ubari| 6 0 50% 75% 50% 75% 25% 25% 25% 25% 25% 42% 1 0% 100% 100% 100% 100% 100% 100% 86%| 100% 0% 100% 100% 0% 0% 25% 46%
Umm arrazam 0 0 0% 0% 88% 83% 88% 88% 50% 100% 75% = 64% 1 0% 0% 100% 100% 100% 100% 100% 71%| 100% 0% 63% 100% 13% 0% 63% 48%
Wadi Etba 0 0 100% 100% 39% 23% 31% 39% 15% 54% 0% 44% 3 0% 0% 0% 67% 0% 0% 100%  24%|( 100% 31% 100% 100% 8% 0% 0% 48%
Wazin 0 0 100% 100% 100% 0% 0% 0% 0% 100% 0% 44% 0 100% 100% 100% 100% 0% 0% 100% @ 71%
Yefren 0 0 0% 20% 80% 20% 40% 20% 0% 20% 0% 22% 0 100% 0% 0% 100% 0% 0% 0% | 29%
Ziltun| 18 3 0% 0% 100% 50% 50% 0% 0% 67% 67% 37% 2 0% 0% 0% 0% 0% 0% 50% 7%| 100% 50% 0% 33% 0% 0% 100%  41%
Zliten| 33 3 9%6% 92% 40% 32% 76% 52% 40% 56% 4% 54% 23 0% 4% 57% 13% 57% 91% 96% 45%| 100% 84% 96% 100% 28% 0% 4%  59%
Zwara 0 0 83% 83% 33% 33% 67% 83% 67% 100% 17% @ 63% 1 0% 100% 100% 100% 100% 100% 100%  86%| 100% 50% 67% 100% 0% 0% 17% 48%
Total| 408 53 42% 42% 68% 60% 49% 43% 42% 68% 24% 49% 300 9% 20% 44% 46% 50% 76% 90% 48%| 97% 50% 71% 95% 13% 3% 21% 50%
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Table 23: Breakdown of overall readiness indices for PHCs by tracer item and municipality (part 2)

Abu Qurayn
Abusliem
Ain Zara

Al Ajaylat
Al Aziziya

Al Galaa

Al Jagboub
Al Maya

Al Shate Al Garbe
Al Shate Al Sharge
Al Swani
Alabyar
Alasabaa
Albawanees
Albayda
Albrayga
Algatroun
Algaygab
Alghrayfa
Algurdha Ashshati
Alharaba
Alhawamid
Aljmail
Aljufra
Alkhums
Alkufra
Almarj
Alqubba
Alsharguiya
Arrajban
Arrayayna
Arrhaibat
Ashshgega
Assahel
Aujala
Azzahra
Azzawya
Azzintan
Bani Waleed
Baten Aljabal
Benghazi
Bint Bayya
Bir Alashhab
Daraj
Darnah
Ejdabia
Ejkherra
Emsaed
Espeaa
Garabolli
Gasr Akhyar
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20% 20% 0% 60% 20% 20% | 23% 5 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% [27%
80% 67% 100% 100% 100% 40% 81% 5 60% 40% 40% 40% 40% 40% 0% 40% 0% 0% 0% 0% 20% 20% 40% 60% 0% 40% 0% 0% 27% |67%
92% 83% 83% 100% 100% 67% = 88% | 11 46% 9% 18% 36% 0% 0% 0% 9% 9% 0% 0% 0% 9% 55% 46% 18% 0% 36% 0% 0% 16% |55%
29% 14% 67% 76% 81% 24% 48% 0 40%
29% 21% 50% 86% 86% 7% 46% 2 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% |[29%
0% 0% 25% 25% 25% 25% | 17% 0 21%
0% 0% 100% 100% 0% 100% 50% 0 50%
0% 0% 17% 67% 83% 0% 28% 0 36%
15% 25% 40% 45% 40% 10% | 29% 0 28%
33% 40% 60% 53% 40% 0% 38% 0 36%
36% 36% 73% 91% 91% 36% 61% 3 67% 67% 67% 67% 67% 67% 67% 67% 67% 67% 67% 67% 67% 0% 0% 67% 67% 67% 0% 0% 59% | 50%
67% 67% 67% 100% 100% 17% 69% 0 51%
15% 23% 77% 8% 85% 8% 49% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% |53%
75% 50% 100% 100% 100% 50% @ 79% 0 76%
81% 33% 91% 91% 81% 86% 77% | 13 92% 15% 0% 100% 100% 100% 0% 0% 92% 8% 92% 8% 92% 8% 100% 100% 0% 100% 11% 11% 56% |64%
0% 0% 100% 20% 40% 0% 27% 5 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% |[38%
100% 100% 100% 100% 100% 0% 83% 0 66%
33% 33% 33% 33% 33% 33% @ 33% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% |57%
73% 55% 91% 73% 82% 9% 64% 0 53%
11% 21% 53% 63% 58% 0% 34% 0 27%
40% 0% 40% 40% 40% 0% 27% 0 32%
50% 25% 100% 100% 75% 0% 58% 0 43%
77% 35% 77% 65% 94% 88% 73% | 15 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 7% 0% 0% 0% 7% 0% 0% 1% | 41%
54% 31% 85% 92% 85% 31% 63% 1 100% 0% 0% 100% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 100% 0% 0% 0% 0% 17% | 50%
81% 78% 88% 97% 97% 7% @ 86% | 22 18% 0% 0% 9% 0% 0% 0% 0% 5% 0% 0% 0% 0% 5% 5% 0% 0% 0% 0% 0% 2% | 47%
29% 18% 100% 100% 94% 100% 74% 9 22% 22% 33% 33% 11% 22% 33% 22% 33% 11% 22% 22% 22% 56% 22% 67% 11% 22% 0% 0% 27% | 61%
50% 50% 63% 88% 88% 50% 65% 0 54%
0% 0% 17% 83% 33% 0% 22% 0 38%
36% 18% 100% 91% 64% 0% 52% 0 47%
67% 33% 100% 100% 100% 33% 72% 0 56%
25% 25% 75% 100% 100% 25% @ 58% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% | 58%
40% 0% 100% 100% 100% 0% 57% 0 43%
0% 0% 67% 100% 100% 0% 44% 0 32%
58% 58% 75% 75% 75% 58% 67% 7 57% 57% 57% 57% 57% 57% 57% 57% 57% 57% 57% 57% 57% 14% 14% 100% 86% 71% 0% 0% 57% | 55%
50% 38% 100% 100% 75% 75% @ 73% 2 50% 0% 0% 0% 0% 0% 0% 0% 50% 50% 50% 50% 0% 100% 100% 50% 0% 50% 0% 0% 31% |62%
69% 44% 88% 81% 63% 75% 70% 3 0% 0% 0% 0% 0% 33% 0% 33% 33% 0% 0% 0% 0% 33%  33% 0% 0% 33% 0% 0% 11% | 48%
11% 60% 94% 97% 91% 31% 64% | 26 81% 19% 12% 8% 8% 8% 12% 8% 8% 19% 8% 4% 35% 4% 8% 15% 8% 65% 0% 0% 18% | 50%
73% 27% 91% 82% 64% 18% 59% 9 33%  22%  33% 22% 22% 22% 22% 22% 33% 33% 33% 22% 22% 11% 0% 4% 22% 33% 0% 0% 25% |44%
29% 35% 94% 94% 100% 41% 66% 2 100% 0% 50% 50% 50% 50% 50% 0% 50% 50% 0% 0% 0% 0% 0% 50% 0% 100% 0% 0% 33% | 62%
0% 50% 67% 83% 83% 0% 47% 0 43%
68% 64% 84% 96% 96% 44%  75% | 17 6% 24% 0% 6% 0% 6% 6% 41%  24% 6% 12% 0% 12%  41% 6% 47% 12% 41% 0% 0% 16% | 55%
60% 40% 90% 100% 100% 40% 72% 0 52%
50% 0% 50% 50% 50% 0% 33% 0 38%
38% 38% 88% 88% 88% 38% 63% 0 51%
71% 43% 100% 100% 100% 7% 70% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% |69%
83% 8% 67% 92% 83% 25% 60% 2 50% 50% 0% 0% 0% 0% 0% 0% 50% 0% 0% 0% 0% 50% 50% 100% 100% 0% 0% 0% 25% | 40%
50% 50% 100% 100% 100% 100% = 83% 1 0% 0% 100% 0% 0% 0% 0% 100% 100% 0% 0% 100% 100% 100% 100% 100% 100% 100% 0% 0% 56% | 73%
33% 33% 33% 33% 33% 33% 33% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% |49%
25% 50% 75% 100% 100% 0% 58% 1 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% (41%
17% 11% 56% 89% 89% 33% 49% | 10 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 10% 0% 0% 0% 0% 0% 1% |35%
73% 73% 91% 100% 100% 36% @ 79% 9 22%  22% 0% 0% 0% 11% 0% 0% 0% 0% 0% 0% 11% 0% 11% 0% 0% 22% 0% 0% 6% |44%
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Gasr Bin Ghasheer| 25% 25% 50% 100% 100% 25% 54% 0 44%
Gemienis| 63% 50% 75% 100% 100% 0% 65% 0 46%
Ghadamis| 100% 100% 100% 100% 100% 100% [100% | O 80%
Gharb Azzawya| 82%  46% 46% 100% 100% 100% @ 79% | 11 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 9% 0% 0% 1% |55%
Ghat| 44% 22% 56% 67% 67% 11% 44% 4 0% 0% 100% 100% 0% 0% 0% 100% 75% 0% 100% 0% 0% 0% 0% 0% 0% 100% 0% 0% 32% |42%
Ghiryan| 16% 20% 43% 65% 67% 6% 36% 0 47%
HaiAlandalus| 71% 71% 94% 94% 94% 35% 77% | 16 31% 0% 19% 31% 0% 0% 0% 13%  19% 0% 0% 0% 6% 13% 6% 13% 0% 31% 0% 0% 10% | 53%
Hrawa| 63% 50% 75% 88% 63% 0% 56% 0 53%
Jadu| 29% 29% 86% 86% 86% 14% 55% 0 38%
Jalu| 44% 44% 89% 89% 89% 67% 70% 0 70%
Janzour| 53% 42% 90% 95% 90% 0% 61% 4 50% 50% 0% 0% 25% 0% 0% 0% 25% 25% 25% 0% 0% 0% 0% 0% 0% 25% 0% 0% 13% | 34%
Jardas Alabeed| 60% 60% 80% 100% 100% 0% 67% 0 48%
Kabaw| 60% 20% 80% 60% 60% 0% 47% 0 43%
Kikkla| 0% 0% 40% 60% 60% 0% 27% 0 28%
Labrig| 0% 0% 50% 50% 50% 0% 25% 0 39%
Marada| 100% 100% 100% 100% 100% 0% 83% 1 0% 100% 100% 100% 0% 0% 0% 0% 100% 0% 0% 0% 0% 0% 0% 100% 0% 100% 0% 0% 33% |61%
Misrata| 80% 84% 88% 92% 84% 100% | 88% 7 14% 14% 14% 29% 14% 14% 14% 14% 14% 14% 14% 14% 14% 0% 0% 29% 29% 14% 0% 0% 15% | 62%
Mizda| 100% 67% 100% 100% 100% 0% 78% 0 56%
Msallata| 46%  15% 62% 77% 85% 15% 50% 1 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% |34%
Murzug| 40% 40% 90% 60% 60% 0% 48% 0 68%
Nalut| 67% 33% 67% 100% 100% 67% 72% 1 0% 0% 0% 0% 0% 0% 0% 100% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 100% 100% ' 6% |46%
Nesma| 60% 20% 100% 100% 100% 20% 67% 1 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 0% 0% | 89% |61%
Rigdaleen| 20%  20% 0% 80% 60% 60% = 40% 4 25% 0% 0% 0% 0% 0% 25% 0% 25% 0% 0% 0% 0% 25% 0% 0% 25%  25% 0% 0% 8% [32%
Sabratha| 30% 30% 80% 90% 90% 25% 58% 8 13% 0% 25% 13% 0% 0% 0% 13% 13% 0% 25% 0% 0% 0% 13% 0% 0% 38% 0% 0% 8% |[40%
Sebha| 56% 50% 67% 89% 94% 72% 71% 3 0% 0% 0% 0% 33% 0% 0% 0% 0% 0% 0% 0% 0% 33% 67% 0% 0% 33% 0% 0% 9% |[57%
Shahhat| 12% 8% 8% 77% 77% 15% @ 46% 0 57%
Sidi Assayeh| 50% 50% 50% 100% 100% 50% 67% 0 52%
Sirt]| 57% 29% 86% 100% 86% 57% 69% 0 51%
Sug Aljumaa| 91% 91% 95% 95% 95% 81% | 91% | 16 69% 13% 25% 38% 19% 19% 0% 6% 38% 0% 6% 0% 13% 13% 25% 6% 0% 19% 0% 0% 17% | 55%
Sug Alkhamees| 40% 0% 20% 100% 100% 20% @ 47% 0 49%
Suloug| 60% 60% 60% 60% 100% 100% 73% 4 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% | 50%
Surman| 0% 86% 100% 100% 93% 57% 73% | 11 18% 0% 0% 9% 9% 0% 0% 0% 0% 0% 9% 9% 9% 0% 0% 0% 0% 18% 0% 0% 5% |[55%
Tajoura| 89% 89% 100% 100% 100% 33% & 85% 0 77%
Taraghin| 46% 46% 73% 100% 82% 0% 58% 0 54%
Tarhuna| 44% 18% 44% 62% 68% 27% 44% 6 50% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 33%  17% 0% 0% 83% 0% 0% 10% |29%
Tazirbu| 0% 0% 100% 100% 100% 100% 67% 1 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 100% 0% 0% 100% 0% 100% 0% 0% 0% 0% 17% |54%
Thaher Aljabal| 40% 40% 60% 60% 60% 20% 47% 0 40%
Tobruk| 39% 27% 35% 42% 31% 15% | 31% 0 23%
Toukra| 60% 20% 80% 80% 80% 40% 60% 4 100% 75% 25% 25% 25% 0% 0% 25%  75% 0% 50% 0% 25% 100% 75% 100% 100% 100% 0% 0% 50% | 48%
Tripoli| 92%  77% 92% 100% 100% 69% | 89% | 12 25% 17% 25% 33% 0% 0% 0% 0% 0% 0% 0% 0% 0% 8% 8% 0% 0% 0% 0% 0% 7% |[54%
Ubari| 25% 0% 100% 75% 75% 0% 46% 0 55%
Ummarrazam| 63% 50% 38% 63% 63% 25% = 50% 0 58%
Wadi Etha| 39% 31% 62% 69% 69% 0% 45% 2 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% |32%
Wazin| 100% 0% 0% 100% 100% 0% 50% 0 55%
Yefren| 0% 0% 20% 40% 40% 0% 17% 0 23%
Ziltun| 50% 50% 33% 67% 67% 67% 56% 3 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% |28%
Zliten| 72% 44% 100% 92% 92% 64% 77% | 13 15% 15% 8% 8% 15% 23% 8% 8% 23% 15% 8% 8% 8% 8% 15% 15% 8% 15% 0% 0% 12% | 50%
Zwara| 83% 83% 100% 100% 100% 67% | 89% 0 71%
Total| 48% 40% 74% 83% 81% 35% 60% (318 33% 15% 15% 22% 14% 14% 8% 13% 21% 9% 15% 7% 16% 14% 15% 23% 10% 32% 1% 1% 16% |45%
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4 Reproductive, maternal, newborn and child health

The "Continuum of Care" for reproductive, maternal, newborn and child health (RMNCH) includes
integrated service delivery for mothers and children from pre-pregnancy to delivery, the immediate
postnatal period, and childhood (16). Packages of RMNCH services generally include antenatal, delivery,
postpartum and newborn care; family planning, including infertility services; safe abortion; sexually
transmitted infections (STIs), including HIV, reproductive tract infections, cervical cancer; the promotion
of sexual health; and finally, the restoration, improvement and maintenance of the health of children
between zero and less than five years of age, with the inclusion of adolescent health services included in
some countries. This chapter will focus on a number of RMNCH services, including antenatal, delivery,
postpartum and newborn care, family planning, immunization services, and preventive and curative care
for children under 5. Other RMNCH services, such as those addressing STls, HIV, and cervical cancer, are
addressed separately in the chapters on Infectious and on Non-Communicable Diseases.

4.1 Overview of available RMNCH services

RMNCH services in Libya are provided through both hospitals and PHC facilities (Table 24). Deliveries
predominantly take place in the hospitals. Antenatal care (ANC) and immunization services are primarily
delivered through PHC facilities. PHC facilities offer routine ANC and immunization services, while
hospitals provide ANC care for high-risk pregnancies and zero-doses for immunization at birth. Family
planning is offered by 18 PHC facilities while five specialized clinics offer infertility treatment. Prevention
of mother to child transmission (PMTCT) for HIV/AIDS is offered through 4 hospitals. Adolescent health
services are not part of the RMNCH package in Libya. The limited availability of some RMNCH services,
coupled to readiness scores for specific services that often fall below 60%, indicates that there is a need
to address gaps in the availability of staff, equipment, guidelines and medicines in order to ensure the
improved delivery of RMNCH services.

Table 24: Availability and readiness of facilities providing individual RMINCH services

General overview Hospitals . PHC facilities .
(% of 1142 total (% of all 80 Reug:;’;’;‘;’c e (% of]1c069 pic  PHC ff;’i’”e“
facilities) hospitals) facilities)

Antenatal care (ANC) 222 (19%) 38 (48%) 43% 184 (17%) 40%
Delivery 68 (6%) 52 (65%) 54% 17 (2%) 20%

BEmONC 51 (4.4%) 51 (64%) 54% 1(0.1%) n/a

CEmONC 43 (3.7%) 43 (54%) 55% 0 n/a

Family Planning 18 (2%) 0 n/a 18 (2%) 8%
Infertility treatment 5 0 n/a 0 n/a
Immunization 519 (45%) 52 (65%) n/a 467 (44%) 69%
Preventive and curative care for children <5 386 (34%) 59 (74%) n/a 327 (31%) 35%
Adolescent health n/a n/a n/a 0 n/a
HIV: PMTCT 4 4 (5%) 37% 0 n/a

*services provided only through earmarked infertility centers, not through hospitals and PHCs

4.2 Antenatal care services

The first point of contact for ANC for pregnant women in Libya are the PHC facilities. ANC coverage in
2014 was reported to be 99% for 1+ visit, with a coverage of 66% for 4+ visits (17). PHCs refer women at
risk of complications in pregnancy to specialists in the hospitals for further follow-up. Hence the ANC
coverage reported for hospital facilities in this section of the report refers primarily to care of pregnant
women exhibiting one or more risk factors for complications of pregnancy.
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As malaria is not endemic and overall vaccination levels have been consistently high during the preceding
decades, intermittent preventive therapy during pregnancy (IPTp) and tetanus toxoid (TT) vaccination are
not included as standard ANC services in Libya.

4.2.1 Availability and readiness for ANC

A total of 222 facilities offer antenatal services across Libya, representing 19.3% of all public health
facilities. This includes 184 PHC facilities (17% of all PHCs) and 38 hospitals (48% of all hospitals — see Table
25 for details). The availability of three main ANC services (iron supplementation, folic acid
supplementation, and monitoring for hypertensive disorder of pregnancy) differs between PHC and
hospital level services. At PHC level, a lack of essential medicines means that iron and folic acid
supplementation is available on average 44% of the time, whilst the measurement of blood pressure takes
place in 73% of PHC facilities. Nearly 80% of hospitals providing ANC can offer the three priority ANC
services to their patients.

Table 25: Availability scores for individual antenatal care services by facility type and district

PHC Hospitals w =
— — O o
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Q = = o > © O = Q = = o >T © O T = i
= = s < v 3 Z o = == S £ [T Z 0 © o o
7 7 = % @ @ S '.:% = 5
Al Wahat/Ajdabia 50% 50% 75% 58% 4(11%) 100% 100% 100% 100% 1(50%) 5(13%)
Alkufra 100% 100% 100% 100% 2 (11%) 0 2 (10%)
Benghazi 55% 55% 73% 61% 11 (29%) 100% 100% 0% 67% 1(17%) 12 (27%)
Al Betnan 100% 50% 50% 67% 2 (7%) 100% 100% 100% 100% 2 (67%) 4 (12%)
Al Jabal Al Akhdar 100% 100% 80% 93% 10 (16%) 100% 100% 100% 100% 2 (50%) 12 (19%)
Darnah 100% 100% 0% 67% 1(4%) 33% 33% 67% 44% 3 (100%) 4 (13%)
Almarj 75% 25% 100% 67% 4 (14%) 100% 100% 100% 100% 1(25%) 5 (15%)
Sirt 67% 67% 67% 67% 3 (15%) 0 3 (14%)
Aljufra 0% 0% 100% 33% 1(8%) 100% 100% 100% 100% 2 (100%) 3 (20%)
Misratah 12% 18% 82% 37% 17 (25%) 100% 100% 100% 100% 4 (80%) 21 (29%)
Almargeb 5% 11% 63% 26% 19 (17%) 100% 100% 33% 78% 3 (50%) 22 (19%)
Al Jifarah 0% 0% 100% 33% 1(2%) 0 1(2%)
Tripoli 27% 31% 63% 40% 48 (42%) 60% 60% 100% 73% 5 (36%) 53 (41%)
Azzawya 71% 66% 80% 72% 35 (44%) 50% 50% 100% 67% 2 (100%) 37 (46%)
Zwara 60% 80% 80% 73% 5 (9%) 0% 0% 100% 33% 4 (80%) 9 (14%)
Al Jabal Al Gharbi 50% 50% 50% 50% 2 (2%) 100% 100% 75% 92% 4 (50%) 6 (5%)
Nalut 0% 0% 0% 0% 1(3%) 100% 100% 50% 83% 2 (40%) 3 (8%)
Wadi Ashati 0% 0% 0% 0% 1(7%) 0 1 (6%)
Sebha 88% 88% 88% 88% 8 (36%) 0 8 (33%)
Wadi Al Haya 0% 0% 100% 33% 3 (12%) 0 3 (12%)
Murzugq 0% 0% 80% 27% 5 (6%) 100% 100% 100% 100% 2 (100%) 7 (8%)
Ghat 0% 0% 100% 33% 1(11%) 0 1(11%)
Total 44% 44% 73% 53% 184 (17%) 76% 76% 84% 79% 38 (48%) 222 (19%)

Half of the 22 districts have availability scores for ANC care in PHCs equal to or below 50%. Although the
districts of Wadi Ashati, Al Jifarah and Ghat each have one PHC facility offering ANC services, these
facilities are unable to provide medicines and/or monitor for hypertension, meaning that essential ANC
services are unavailable in these districts. About half (49%) of the municipalities do not have facilities
providing ANC services, and among those who do, readiness scores indicate a low capacity to deliver
services. There are 11 municipalities that have only one facility offering ANC, but where readiness scores
fall at or below 40%. Al Shate al Garbe and Khalege Alsedra municipalities both have readiness scores of
0% for ANC, with scores for Zamzam and Al Shate Al Sharge at 20%, which essentially indicates that ANC
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services are also unavailable in these municipalities. For more detailed information at municipality level
see Section 4.8. Overall, the data suggests a limited availability of reliable ANC services across Libya.

Figure 38: Map of availability* and readiness scores (in numbers) for ANC services by district, and ANC referral hospitals
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

The readiness index for ANC is calculated using only data from the facilities that offer ANC services, and is
based on availability of tracer items in five domains: (1) medicines, (2) guidelines, (3) trained staff, (4)
functional equipment, and (5) diagnostics. The readiness indicators were calculated separately for hospital
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and PHC facilities although the tracer items used were the same. The overall readiness index for ANC is
40% for PHCs and 43% for hospitals. These low scores can primarily be attributed to the low availability
of medicines, guidelines and trained staff in both PHC and hospital facilities. The availability of diagnosis
is relatively higher, and essential equipment is reported to be available in nearly all facilities offering ANC
services (Table 26).

Table 26: ANC readiness scores by domain and facility type
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Al Wahat/Ajdabia 38% 25% 25% 50% 38% 48% 4 50% 50% 0% 100% 100% 48%

Alkufra 0% 50% 50% 100%  100%  40%
Benghazi 9% 27% 18% 100% 59% 31% 11 50% 0% 0% 100% 0% 42%
Al Betnan 0% 50% 50% 100% 25% 55% 2 75% 100% 100%  100% 75% 80%
AlJabal Al Akhdar ~ 45% 13% 0% 100% 45% 42% 10 75% 0% 0% 100% 50%  44%
Darnah 0% 0% 0% 100%  100%  33% 1 50% 33% 0% 100% 67% 57%

Almarj  25% 0% 0% 100% 25% 35% 4 0% 0% 0% 100% 50% 25%
Sirt 0% 0% 0% 67% 0% 13% 3
Aljufra 0% 33% 0% 100% 50% 42% 1 0% 0% 0% 100% 75%  30%

Misratah 9% 12% 6% 94% 62% 37% 17 38% 0% 25% 100% 63%  45%

Almargeb 0% 4% 5% 95% 37% 31% 19 67% 0% 0% 100% 50% 41%
Allifarah ~ 50% 67% 0% 100% 0% 43% 1

Tripoli 2% 23% 27% 100% 44% 42% 48 30% 50% 20% 100% 60%  49%

Azzawya 7% 45% 26% 94% 43% 44% 35 50% 0% 50% 100% 50%  49%

Zwara 0% 40% 20% 100% 10% 45% 38% 25% 0% 100% 63%  35%

Al Jabal Al Gharbi 0% 17% 0% 100% 50% 31% 25% 0% 0% 100% 38%  35%

Nalut 0% 0% 0% 100% 0% 25% 25% 25% 0% 100% 25%  30%

Wadi Ashati 0% 0% 0% 100% 0% 20%

Sebha 0% 17% 38% 100% 63% 31%

Wadi Al Haya 0% 11% 0% 100% 67% 22%

Murzuq 0% 0% 20% 80% 20% 25%

Ghat 0% 0% 0% 100%  100%  20%

Total 7% 23% 19% 96% 44% 40% 184 39% 20% 14% 100% 54%  43%

25% 0% 0% 100% 25% 29%
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4.2.2 Breakdown of readiness indicators

No specific data on ANC services was collected at hospital level. Amongst PHC facilities offering routine
ANC, national ANC guidelines were observed or reported to be present in 43 (23%) locations, with check
lists and/or job aids available in 70 (38%) locations. Staff that received specific training in ANC during the
past 2 years are present in 34 of the PHC facilities offering ANC services (18%).

Box 1: ANC services availability and readiness

Although antenatal care in Libya can boast of high coverage figures, both the availability and readiness of this
service is limited at national level. Lack of essential medicines, guidelines, and trained staff contribute to a low
readiness score of 40% in PHC facilities. This suggests that notwithstanding the high coverage, the overall
quality and effectiveness of ANC services requires attention across the country.

The districts of Wadi Ashati, Al Jifarah and Ghat each have one facility providing ANC services, accompanied by
low readiness scores, suggesting that ANC services are essentially unavailable here. The fact that nearly 50% of
municipalities do not have a facility offering basic ANC is indicative of an inequitable distribution of services.
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4.3  Obstetric and Newborn Care services

The Maternal Mortality Ratio (MMR) in Libya has been steadily decreasing since 1990, with an estimated
5.7% average annual decrease between 1990 and 2015 (8). Given that the causes of maternal deaths are
largely preventable, the MMR is often seen as an indicator of the accessibility and responsiveness of a
health system. The current MMR for Libya is estimated to be at the same level as countries such as the
UK and New Zealand, indicating a good overall performance of the local health system in terms of
emergency obstetric care. These figures are estimates, however, and the current levels of conflict and
instability are likely to have a negative impact on service delivery, which could contribute to a rise in MMR
over time.

In 2014, 99% of all deliveries in Libya took place in health facilities under the supervision of a skilled birth
attendant (SBA) (17). At the time of the SARA survey this proportion was likely lower, given that a number
of health facilities were closed or had lost key staff due to the prolonged conflict. PHC facilities essentially
do not offer delivery services, the majority of deliveries take place in the hospitals. Women in labor travel
directly to the nearest hospital, usually using their own means of transportation. Women don’t have to
be known or registered in a specific hospital in order to deliver there. They carry their own ANC records,
and can share these with the attending SBA if required. All hospitals that offer delivery services technically
have the capacity to do cesarean sections and administer blood transfusions, but this is not the case for
the small number of PHC facilities that offer delivery services. These PHC facilities are primarily staffed by
midwives who conduct only normal deliveries. Women experiencing complications during delivery at PHC
facilities are referred to the nearest hospital.

The availability of general delivery services can be defined as the capacity to provide five specific
interventions: (1) administration of oxytocin immediately postpartum for the prevention of postpartum
hemorrhage (PPH); (2) use of a partograph during labor; (3) immediate and exclusive breastfeeding; (4)
hygienic cord care; and (5) thermal protection of the infant. Emergency obstetric care, which is the
provision of life-saving care when life-threatening obstetric complications occur, is defined as the capacity
to provide 7 signal functions for Basic Emergency Obstetric and Neonatal care (BEmONC) and 2 additional
signal functions for Comprehensive Emergency Obstetric and Neonatal Care (CEmONC). The 7 BEmONC
functions include (1) parenteral (IV/IM) administration of antibiotics for mothers; (2) parenteral (IV/IM)
administration of oxytocics for PPH; (3) parenteral (IV/IM) administration of magnesium sulphate for
management of (pre-) eclampsia; (4) assisted vaginal delivery; (5) manual removal of placenta; (6) removal
of retained products of conception; and (7) neonatal resuscitation with bag and mask. For CEmONC the 7
basic functions are complemented by the availability of (8) cesarean section and (9) blood transfusion.
These definitions apply to both PHC and hospital facilities that provide delivery care. The analysis of
delivery care focuses primarily on hospital facilities, with only a limited breakdown provided at PHC level.
For a complete listing of hospitals offering delivery services, please see the table at the end of this chapter.

4.3.1 Availability and readiness of delivery and EMoNC services

Delivery services are provided in 69 public health facilities in Libya. This includes 52 hospitals and 17 PHC
facilities. Of the 52 hospitals offering delivery services, 51 (98%) are able to provide all seven signal
functions for Basic Emergency Obstetric and Neonatal Care (BEmONC) and 43 (83%) offer the nine signal
functions for Comprehensive Emergency Obstetric and Neonatal Care (CEmONC). Of the 17 PHC facilities
offering delivery services, only one facility in Benghazi offers all seven BEmONC signal functions. CEmONC
is not available in any PHC facilities.
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Table 27: Percentage and types of health facilities offering delivery services by district

Hospitals PHC facilities Total N (%) of
N (%) of all N (%) of N (%) of N (%) of all N (%) of N (%) of all Hospitals
District facilities facilities facilities facilities facilities facilities and PHCs
offering offering offering offering offering offering offering
delivery BEmONC CEmONC delivery BEmMONC CEmONC delivery
Al Wahat/Ajdabia 2 (100%) 2 (100%) 2 (100%) 3 (8%) 1(33%) 0 (0%) 5 (13%)
Alkufra 2 (100%) 2 (100%) 2 (100%) 2 (10%)
Benghazi 3 (50%) 3 (100%) 1(33%) 3(7%)
Al Betnan 2 (66.7%) 2 (100%) 1 (50%) 2 (6%)
Al Jabal Al Akhdar 3 (75%) 3 (100%) 3 (100%) 2 (3%) 0 (0%) 0 (0%) 5 (8%)
Darnah 3 (100%) 3 (100%) 1(33%) 1 (4%) 0 (0%) 0 (0%) 4 (13%)
Almarj 2 (50%) 2 (100%) 1 (50%) 2 (6%)
Sirt 2 (10%) 0 (0%) 0 (0%) 2 (10%)
Aljufra 2 (100%) 1 (50%) 1 (50%) 2 (13%)
Misratah 3 (60%) 3 (100%) 3 (100%) 3 (4%)
Almargeb 4 (66.7%) 4 (100%) 4 (100%) 4 (4%)
AlJifarah 1 (100%) 1 (100%) 1 (100%) 1(2%)
Tripoli 4 (28.6%) 4 (100%) 4 (100%) 4 (3%)
Azzawya 1(50%) 1(100%) 1(100%) 1(1%)
Zwara 4 (80%) 4 (100%) 4 (100%) 4 (6%)
AlJabal Al Gharbi 7 (87.5%) 7 (100%) 6 (86%) 7 (6%)
Nalut 3 (60%) 3 (100%) 3 (100%) 1(3%) 0 (0%) 0 (0%) 4 (11%)
Wadi Ashati 3 (100%) 3 (100%) 2 (67%) 3 (17%)
Sebha 1(50%) 1 (100%) 1 (100%) 5(23%) 0 (0%) 0 (0%) 6 (25%)
Wadi Al Haya 2 (8%) 0 (0%) 0 (0%) 2 (8%)
Murzuq 2 (100%) 2 (100%) 2 (100%) 2 (2%)
Ghat 1(11%) 0 (0%) 0 (0%) 1(11%)
Total 52 (65%) 51 (98%) 43 (83%) 17 (2%) 1(6%) 0 (0%) 69 (6%)

The mean total availability of the five routine delivery practices in the 52 hospitals offering delivery care
is 77%. Well over half of the hospitals use a partograph (58%), while immediate and exclusive breast
feeding is reported to be practiced by 64% of hospitals. Among the 52 hospitals offering delivery services,
98% offered all 7 BEmONC functions at time of the survey, while 83% offered the 9 CEmONC functions.
The overall availability of each of the five routine delivery practices and nine signal functions for EmMONC
in the 52 hospitals offering delivery care are summarized in Figure 41.
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Figure 39: Map of availability* and readiness scores (in numbers) for delivery services by district, with CEmONC referral hospitals
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

Readiness indices, which indicate whether the theoretical availability of a service can be partially or fully
translated into the actual delivery of this service by a health facility, are calculated using data indicating
the presence of selected tracer items in four domains: (1) functional equipment, (2) medicines, (3) trained
staff and (4) guidelines. The overall readiness for delivery services provided by PHC facilities was 20%, with
a corresponding overall readiness index of 54% for hospitals (Table 28). The primary reason for these
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relatively low scores can be attributed to the limited availability of guidelines (40% for hospitals) and
trained staff (35% for hospitals). The availability of equipment for delivery is relatively good for hospitals
(80%) and poor for the PHC facilities offering deliveries (46%). Hospitals and, to a far greater extent, the
PHC facilities, suffer from a lack of essential medicines for delivery services, with domain-specific

readiness scores of 62% and 4%, respectively.

Table 28: Readiness indices for delivery services by district

N of facilities
offering delivery

Equipment scores

Guidelines essential

childbirth care

Trained staff

Medicine scores

Overall readiness

N of facilities
offering delivery

Equipment scores

Guidelines essential

childbirth care

Trained staff

Medicine scores

Overall readiness

Al Wahat/Ajdabia
Alkufra

Benghazi

Al Betnan

Al Jabal Al Akhdar
Darnah

Almarj

Sirt

Aljufra

Misratah
Almargeb

Al Jifarah

Tripoli

Azzawya

Zwara

Al Jabal Al Gharbi
Nalut

Wadi Ashati
Sebha

Wadi Al Haya
Murzuq

Ghat

Total

ONORFRPRWWNRRPRPRPAPPRPPEAWNMNONWWNWNN

(4]
N

94%
94%
46%
100%
96%
58%
75%

81%
96%
66%
100%
84%
63%
97%
77%
92%
75%
63%

69%

80%

50%
0%
67%
100%
0%
100%
50%

0%
33%
75%

0%

100%
100%

0%

0%
33%
33%

0%

50%

40%

70%
60%
47%
100%
87%
40%
80%

50%
60%
70%
100%
70%
60%
85%
49%
60%
33%
40%

50%

62%

3

2

1
17

58%

0%
88%

38%

25%

33%
94%

75%
46%

33%

50%
0%

0%

0%

0%
50%

0%
18%

N
N

0%
0%

0%

0%

40%
0%

0%
12%

13%

0%
0%

0%

0%

0%
0%

20%
4%

13%
22%

9%

6%

18%
36%

24%
20%

Four out of 22 districts have readiness scores of 75% or above. Seven districts have readiness scores below
50%. These low scores are primarily attributable to a shortage of trained staff and essential guidelines in
the health facilities. Of the 12 municipalities offering delivery services (see Table 38 for details), only Aujala
has a readiness score of 60%. The other readiness scores are all below 40%, with three municipalities

(Albawanees, Daraj and Marada) scoring as low as 6%, all well below the acceptable level of 80%.

Box 2: Delivery and EmONC services availability and readiness

All districts in Libya have one or more facilities that provide delivery services. However, delivery
services in the districts of Sirt, Wadi Al Haya, and Ghat are provided only through PHC facilities, none
of which provide all 7 signal functions of BEmONC. In addition to the unavailability of EMONC services
in these three districts, the readiness indicators for delivery services through the PHC facilities in these
three districts are unacceptably low at 9%, 36% and 24%, respectively.
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4.3.1.1 Hospital infrastructure for delivery and EmONC care

Of the 52 hospitals that offer delivery care, data on total maternity bed capacity is available for 48
hospitals. Most of the larger hospitals have an earmarked obstetric/maternity ward, with an average bed
capacity of 33 beds, while the smaller hospitals tend to have a combined obstetrics and gynecology ward.
Some large hospitals such as the Al Jalaa maternity hospital in Tripoli have maternity beds distributed over
multiple wards, which is why the total number of hospitals in Table 29, below, is greater than 48. The total
number of functional maternity beds is 1899, with an average of 30 beds per ward, and a range of 4 to
120 beds per ward.

Table 29: Availability of maternity beds by ward type
Average N of maternity

Type of ward N of hospitals N of beds beds in ward Range
Obstetric/maternity ward 26 870 33 6-120
Combined obs/gynae ward 38 1029 27 4-120
Total - 1899 30 4-120

4.3.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and also provide
insight into the individual items used for calculating the readiness indices.

The data summarized in this section has been taken from the 52 hospital facilities that offer delivery
services, and does not refer to the PHC facilities. It represents a further disaggregation of the data used
to calculate the readiness scores for delivery and Emergency Obstetric and Neonatal Care (EmONC) in
hospital facilities.

4.3.2.1 Working hours, staffing, and available services

Nearly all hospitals (98%) offer 24-hour coverage for delivery services. Of these, 43 (84%) have 24-hour
onsite availability of a skilled birth attendant, with 8 (15%) having 24-hour on-call staff during evenings
and weekends. One hospital (1.6%) did not offer 24-hour staff coverage. Most daytime deliveries in
hospitals are conducted by specialist doctors in Obstetrics and Gynecology (OB/GYNs, 31%), with
midwives responsible for the second highest proportion of daytime deliveries (27%).

Figure 40: Lowest level of provider conducting deliveries during the day

Obstetrician/Gynecologist NN 31%
Midwife I 27%
Other doctor/specialist GGG 13%
Nurse/Midwife (dual trained) NG 12%
Nurse [N 10%
Midwifery associate/Midwife assistant [N 6%
Clinical officer 1l 2%
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Figure 41: Delivery practices and available signal functions at the 52 hospitals offering delivery services

ROUTINE DELIVERY PRACTICES

Use of partograph _ 58%
Immediate and exclusive breast feeding _ 64%
Oxytocin administration immediately postpartum _ 77%
Hygienic cord care - |, o27%
Thermal protection of baby _ 94%
Mean availability of 5 routine delivery practices _ 77%

FUNCTIONS FOR EMERGENCY OBSTETRIC CARE

Parenteral administration of anticonvulsant for hypertensive _ 98%
disorders (IV or IM) °

Parenteral administration of antibiotics (IV or IM) _ 100%
Parenteral administration of oxytocic (IV or IM) _ 100%

Assisted vaginal delivery (e.g., forceps or vacuum extractor) _ 100%
Manual removal of placenta _ 100%

Removal of retained products of conception _ 100%

Neonatal resuscitation with bag and mask _ 100%

Mean capacity for BEMONC service delivery (7 signal functions) _ 98%
Caesarean section | 53%
Blood transfusion — 85%

Mean capacity for CEMONC service delivery (9 signal functions) _ 83%

The availability of guidelines for BEmONC was reported (but not necessarily observed) for 40% of the 52
hospitals, while the presence of guidelines for CEmONC was reported by 32% of the 47 hospitals for which
a response was provided. Check-lists and/or job-aids for essential childbirth care were reported to be
available in 31% of 52 hospital facilities.

4.3.2.2 Standard precautions

The majority of hospitals have standard precautions in place for infection prevention during deliveries
(mean total availability of 84%), with shortages noted primarily in the availability of auto-disable syringes
(35%) and environmental disinfectants (77%).
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Figure 42: Percentage of standard precautions available in delivery wards of hospitals

Disposable syringes with disposable needles

Clean running water

Disposable latex gloves

Hand-washing soap or liquid soap

Alcohol based hand rub

Sharps container ("safety box")

Waste receptacle labelled for infectious non-sharp waste
Mean total availability

Environmental disinfectant (e.g., chlorine, alcohol)

I ——— 98%
I 98%
I 96%
I 92%
I 38%
I 87%
I 87%
I 84%
I 77%

Auto-disable syringes NN 35%

4.3.2.3  Equipment for delivery

The mean total availability and functionality of 19 pieces of basic equipment necessary for delivery was
76% in the 52 hospitals offering delivery services. Where equipment was present but not working, it was
not counted. On average, approximately 10% of the available equipment was non-functional. The
presence of functional forceps for high pelvic application and functional vacuum aspirators was least
observed (54% and 56%, respectively), while functional scissors to cut the cord (92%), functional cord
clamps (92%) and functional needle holders (96%) were found to be available in nearly all the hospitals.

Figure 43: Availability of 19 pieces of functional delivery equipment in 52 hospitals

Needle holder

Scissors or blade to cut cord

Cord clamp

Examination light (flashlight ok)

Suction apparatus (manual or electric)

D&C Kit

Suction catheter for suctioning newborn

Episiotomy scissors

Self-inflating bag and mask- adult (ambu bag)

Incubator

Forceps for outlet application

Mean Total availability

Resuscitation table

Newborn bag and mask with valve size 1 for term babies
Newborn mask with bag and valve size 0 for pre-term babies
Pulse oximeter

I 96%
I 92%
I 92%
I 87%
I 83%
I 83%
I 81%
I 81%
I 79%
I 79%
I 77%
—— 7%
I 75%
I 73%
I 71%
I 67%
I 65%
I 2%
I 56%
I 54%

Manual vacuum extractor

Suction bulb (single use)

Vacuum aspirator

Forceps for high pelvic application

Oxygen was observed to have been available in 49 (94%) of all delivery rooms, administered through
either a central oxygen supply (41%), oxygen tanks on the unit (37%), or both (20%). One hospital did not
have a functional oxygen supply present in the delivery rooms at time of visit. Out of 48 delivery rooms
visited, 14 (29%) reported that oxygen had been unavailable at least once during the 3 months preceding
the visit.

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT || 73



4.3.2.4  Essential medicines

At hospital level, the SARA methodology also includes the assessment of a limited set of medicines used
for maternal and neonatal health services. The overall availability of these medicines was 34% across all
79 hospitals (Figure 44), as opposed to the 52 hospitals offering delivery services which provided data for
the previous figure. Tetanus toxoid vaccine was the most widely available, at 56% of hospitals, with
misoprostol tablets available in only 15% of hospitals and caffeine citrate in 9%.

Figure 44: Availability of individual maternal and neonatal medicines in 79 hospitals

Tetanus toxoid vaccine NN 56%
Oxytocin injection I 51%
Magnesium sulphate injection NN 48%
Antibiotic eye cream for newborn (tetracycline) GGG 37%
Overall availability I 34%
Nifedipine 10mg immediate release GG 22%
Misoprostol tablet 200mcg INEEEEGEG— 15%
Caffeine citrate injection N 9%

Data was also collected from 318 PHC facilities on the availability of essential medicines that could be
used for maternal health services (Figure 45). The overall availability of these medicines is low, at 11%
across all medicines, with the most commonly available medicines being injectable benzathine
benzylpenicillin (17%) and sodium chloride (16%), and the least common being injections of calcium
gluconate (4%) and magnesium sulphate (3%).

Figure 45: Availability of individual maternal medicines in 318 PHC facilities

Benzathine benzylpenicillin powder for injection I 17%
Sodium chloride injectable solution [N 16%
Dexamethasone injection NS 16%
Gentamicin injection I 15%
Ampicillin powder for injection NI 14%
Azithromycin cap/tab or oral liquid NS 14%
Metronidazole injection IS 14%

Iron and folic acid combined tablets NG 11%

Overall availability I 11%

Folic acid tablets NI 11%
Hydralazine injection NN 10%
Nifedipine cap/tab [N 10%
Cefixime cap/tab NN 9%
Betamethasone injection NN 3%
Methyldopa tablet NN 3%
Oxytocin injection NNEGEGEGNEE 7%
Misoprostol 200ug tablets NG 7%
Iron tablets [N 6%
Calcuim gluconate injection N 4%
Magnesium sulphate injectable [ 3%
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4.3.3 Newborn care

The large majority of newborn deaths (80 per cent) are due to complications related to preterm birth,
intrapartum events such as birth asphyxia, or infections such as sepsis or pneumonia. Thus, targeting the
time around birth with proven high impact interventions and quality care for small and sick newborns may
prevent up to 80 per cent of newborn deaths. With the decrease in infant and under 5 mortality rates
worldwide, neonatal mortality is making up an increasing proportion of these deaths. The neonatal
mortality rate (NMR) for Libya is 7 per 1000 live births. With an estimated under 5 mortality rate (USMR)
of 13 per 1000 live births, neonatal deaths in Libya account for over half of the deaths in children under 5
(Table 4). Although newborn care is technically part of EMONGC, it is highlighted separately in this section
in order to ensure that it receives adequate attention, as it is an area of RMNCH that is often overlooked.

4.3.3.1 Breakdown of readiness indicators

In 28 of 52 hospitals (54%), there is always a staff member trained in newborn resuscitation on duty during
the day. This percentage is similar for staff on night duty (51%). Staff in 14 (27%) of the hospitals offering
deliveries have had training on newborn resuscitation using the newborn bag and mask in the last two
years, while staff in 12 hospitals (23%) have been trained in other forms of newborn resuscitation during
the last 2 years.

4.3.3.2 Hospitalization facilities for newborns

In terms of newborn care, 33 hospitals report that they have newborn wards, and 7 have a Neonatal
Intensive Care Unit (NICU). Bed capacity of these wards ranges from 4 to 25 beds, with an average of 12
in newborn wards and 9 in NICUs. The total number of beds in newborn wards available in Libyan hospitals
is 408, with 66 NICU beds available.

Table 30: Summary of newborn and NICU bed capacity in hospitals

No hospitals Total beds Average N of beds Range
Newborn wards 33 408 12 4-25
Neonatal Intensive Care Unit 7 66 9 6-10

Three hospitals (Al Jameel Hospital, Tubrug Medical Center, and Zlitan Hospital) report that they routinely
conduct neonatal death reviews, while 23 hospitals report never having had a neonatal death.

4.3.3.3 Neonatal signal functions

A set of five key Neonatal services, or “signal functions,” are critical to emergency newborn care (the “N”
in EMONC). The availability of these five signal functions in the 52 hospitals offering delivery services in
Libya is summarized in Figure 46. In the case of preterm or prolonged premature rupture of membranes
(PROM), 82.7% of the 52 hospitals providing delivery care report antibiotic use for infection prevention.
Kangaroo mother care, which involves carrying an undressed premature/very small baby directly against
the parent’s bare chest during the first weeks of life, is practiced in 23.1% facilities.
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Figure 46: Availability of neonatal care functions and equipment and drugs in hospitals

SIGNAL FUNCTIONS FOR NEWBORN CARE
KMC (Kangaroo mother care) for premature/very small babies [N 23%
Corticosteroids in preterm labour [N 81%
Antibiotics for preterm or prolonged premature rupture of membranes (PROM) _ 83%
Neonatal resuscitation with bag and mask [ s 100%
Parenteral administration of antibiotics (IV or IM) for neonatal sepsis [ N NN R 100%

AVAILABILITY OF DRUGS, EQUIPMENT FOR NEWBORN CARE
antibiotic eye ointment for newborn in stock [ NN 50%
newborn mask with bag, valve size 0 for pre-term babies _ 71%
newborn mask with bag, valve size 1 for term babies _ 73%
functional suction catheter for suctioning newborn [ NNEENEGEGEGEGENENE 81%
anytime in past 3 months that neonatal bag & mask were unavailable [ NN @ 45%

All of the hospitals offering delivery services report that they provide neonatal resuscitation with bag and
mask, while only 38 (73%) report that they actually have a neonatal mask and bag available. The number
of masks available in the hospitals may also be insufficient, given that 45% of hospitals reported an
unavailability of neonatal bags/masks at least once during the 3 months preceding the survey.

4.3.4 Postpartum care

Of the 52 hospitals offering delivery care, 42 (81%) have beds available for postpartum care. Of these 42
hospitals, 20 (48%) have specific maternity wards, 13 (31%) have combined postpartum/gynecology
wards, 6 hospitals (14%) provide postpartum care on the general female ward, and 3 (7%) offer care in a
general ward. The capacity of these postpartum services range from 2 to 60 beds, depending on the
facility.

4.3.4.1 Breakdown of readiness indicators
Of the 39 hospitals for which responses were registered, 14 hospitals (36%) reported to have standard
patient care guidelines for postpartum care available in the postpartum/delivery wards, while 9 (26% of
35 hospitals) reported to have standard patient care guidelines available in postpartum/delivery ward
that were not specific for postpartum care.

Questionnaires on the availability of medical equipment in the postpartum wards were completed for 39
hospitals. The mean availability of 21 pieces of functional equipment (non-functional equipment was not
included in the counts) was 55%. Where functional manual thermometers (92%), manual blood pressure
apparatus (90%) and oxygen supply (90%) were available in nearly all surveyed postpartum wards,
ophthalmoscopes (15%), patient-nurse communication systems (23%) and otoscopes (28%) were
available in a limited number of locations (Figure 47).
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Figure 47: Availability of functional equipment and supplies for postpartum care in 39 hospitals

thermometer (manual) I 92%
oxygen supply I 90%
bloodpressure apparatus (manual) [N 90%
stethoscope NN 85%
pharmaceutical fridge |GG 32%
examination light or torch NN 77%
suction catheters NN 72%
suction apparatus (manual) NN 59%
electrocardiograph NN 59%
suction apparatus (electric) [ININNEGEENN 56%
mean availability of medical equipment in recovery ward NS 55%
pulse oximeter [N 51%
resuscitation trolley with emergency drugs and ambu bag NN 49%
glucometer NN 49%
cardiac monitor [N 46%
headlight [INEENGEGEEENE 44%
defibrillator NN 33%
bloodpressure apparatus (electronic/digital) [ININEEGEGEGGEGENEEN 31%
otoscope [N 23%
thermometer (electronic/digital) NG 26%
patient/nurse communication system [ 23%
opthalmoscope I 15%

In 10 of the 39 wards providing postpartum care (26%), oxygen had not been available for any reason
during the 3 months preceding the survey.

4.4 Family Planning services

The most recent official data on the unmet need for family planning in Libya dates from 2007. It indicates
that, at the time of survey, 27% of espoused women of reproductive age (15-49 years) who did not want
any more children or wanted to wait at least two years before having a baby, were not using
contraception. The contraceptive prevalence rate in that same year was 42% (18). A more recent national
household survey dating from 2014 reports rates of 40% for unmet need and 28% for the contraceptive
prevalence rate (16% for modern methods only), although the reliability of these results is not universally
endorsed. The survey also reported that 8% of women report using pills, and 4% report using IUDs, with
19% relying on government facilities and 49% on pharmacies for obtaining their contraceptives (15).

The use of contraception/Family Planning (FP) services in Libya is seen as a personal choice, based on a
couple’s own needs and preferences. Services are available through both the public sector (free of charge)
and private facilities. In the public sector, a small number of PHC facilities provide FP; hospitals do not
offer this service.

4.4.1 Availability and readiness

The 18 PHC facilities that offer FP services are located in 11 out of the 22 districts. In 7 of 18 facilities (39%)
women can receive instructions on the use of cycle beads (a natural method for family planning).
Combined estrogen/progesterone and progestin-only contraceptive pills are available in 3 of the 18
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facilities (17%). Two facilities offer combined estrogen/progesterone injectables and

available contraceptive methods, 5 are available in the PHC facilities.

Table 31: Number of PHC facilities offering FP and types of contraceptives available by district

IUCDs. Out of 12
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Al Wahat/Ajdabia 0% 0% 0% 0% 0% 0 0%
Alkufra 100%  100%  100% 100% 100% 1 42%
Benghazi 0% 0% 0% 0% 0% 0 0%
AlBetnan ~ 50% 50% 50% 50% 50% 2 21%
AlJabal Al Akhdar 0% 0% 0% 0% 0% 1 0%
Darnah 0% 0% 0% 0% 0% 1 0%

Almarj 0% 0% 0% 0% 0% 0 0%

Sirt 0% 0% 0% 0% 100% 1 8%

Aljufra 0% 0% 0% 0% 0% 0 0%
Misratah 0% 0% 0% 0% 0% 0 0%
Almargeb 0% 0% 0% 0% 50% 4 4%

Al Jifarah 0% 0% 0% 0% 100% 1 8%

Tripoli 33% 33% 0% 0% 0% 3 6%

Azzawya 0% 0% 0% 0% 100% 1 8%

Zwara 0% 0% 0% 0% 0% 2 0%

Al Jabal Al Gharbi 0% 0% 0% 0% 0% 1 0%
Nalut 0% 0% 0% 0% 0% 0 0%

Wadi Ashati 0% 0% 0% 0% 0% 0 0%
Sebha 0% 0% 0% 0% 0% 0 0%

Wadi Al Haya 0% 0% 0% 0% 0% 0 0%
Murzuq 0% 0% 0% 0% 0% 0 0%

Ghat 0% 0% 0% 0% 0% 0 0%

Total 17% 17% 11% 0% 0% 0% 11% 0% 39% 0% 0% 0% 18 8%
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Figure 48: Map of availability* and readiness scores (in numbers) for family planning services by district

" Family planning
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

The overall readiness index for FP is calculated based on the availability of tracer items in four domains:
(1) functional equipment, (2) medicines, (3) trained staff and (4) guidelines. The overall readiness score
for FP services in Libya was 36%. This low score reflects absence of medicines, trained staff and guidelines
in the 18 PHC facilities offering FP services (Table 32). The facilities in Alkufra and Al Jifarah had relatively
good readiness indices, whilst the remaining facilities all had readiness scores of 50% or below.
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Table 32: Readiness index for family planning services by district

N of PHCs Equipment Medicine Trained staff L Overall
L Guidelines score X
providing FP score score score readiness score
Al Wahat/Ajdabia 0
Alkufra 1 100% 33% 50% 100% 71%
Benghazi 0
Al Betnan 2 100% 0% 50% 50% 50%
Al Jabal Al Akhdar 1 100% 0% 0% 0% 25%
Darnah 1 100% 0% 0% 0% 25%
Almarj 0
Sirt 1 100% 0% 0% 0% 25%
Aljufra 0
Misratah 0
Almargeb 4 100% 0% 0% 0% 25%
Al Jifarah 1 100% 0% 100% 100% 75%
Tripoli 3 100% 0% 17% 17% 33%
Azzawya 1 100% 0% 0% 50% 38%
Zwara 2 100% 0% 25% 0% 31%
Al Jabal Al Gharbi 1 100% 0% 0% 0% 25%
Nalut 0
Wadi Ashati 0
Sebha 0
Wadi Al Haya 0
Murzuq 0
Ghat 0
Total 18 100% 2% 20% 22% 36%

4.4.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and also provide
insight into the individual items used for calculating the readiness indices.

National FP guidelines were available in 5 of the 18 facilities (28%), with FP check-lists and job aids
available in 3 facilities (17%). Staff trained in FP during the preceding 2 years were available in 5 facilities
(28%), whilst staff in 2 facilities (11%) had received training in adolescent sexual and reproductive health
during the past 2 years.

Box 3: FP availability and readiness

The small number of public facilities offering FP services (18 for the entire country), the limited number of
contraceptive methods provided, and the low readiness score of 36% for the available services, suggest that
reliable FP services through the public sector are virtually non-existent in Libya. Data from 2007 indicates that
the unmet need for family planning is relatively low, whilst the level of contraceptive use is reasonably high,
although later data seems to suggest that these rates are changing. The demand for FP services in Libya appears
to be met primarily through the private sector.

Data was collected on the availability of medicines, including those used for FP, from 318 PHC facilities.
The overall availability of these medicines for FP across these PHC facilities was 2%, with emergency,
progestin-only and combined estrogen-progesterone contraceptive pills being available in 6% of PHC
facilities. IUDs and male and female condoms were available in less than 1% of facilities.
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Figure 49: Availability of basic family planning medicines in 318 PHC facilities

Emergency contraceptive pill I 6%
Progestin-only contraceptive pills I 6%
Combined estrogen progesterone oral contraceptive pills I 6%
Overall availability I 2%
Intrauterine contraceptive device Ml 0%
Female condoms Wl 0%
Male condoms Wl 0%
Combined estrogen progesterone injectable contraceptives Il 0%
Implant 0%
Progestin-only injectable contraceptives 0%

4.5 Infertility treatment

Part of RMINC, infertility treatment in Libya is provided through both public and private facilities. In Libya,
there are five active fertility treatment centers located in Albayda, Sebha, Misrata, Ain Zara and Azzintan.
The facility in Benghazi was closed at time of survey. All of the facilities are staffed primarily with OB/GYN
specialists and consultant urologists for male infertility, although the facility in Azzintan also employs six
GPs. In addition to infertility treatment, the facilities in Sebha and Azzintan offer ANC services to their
patients, and in Sebha, fully equipped facilities for normal vaginal deliveries are also available. All facilities
have laboratories available.

4.6 Immunization

Libya’s immunization coverage rates have been consistently high, with coverage for all antigens estimated
and measured to be 97% or higher. This is evidenced by Libya’s success in the control of vaccine-
preventable diseases, as the country has been declared polio-free since 1991, while no cases of tetanus
have been recorded since 1993. Libya is currently in the early stage of measles eradication, although some
transmission still occurs within the country, with 32 cases of measles reported in 2016 (19). Some reports
dating from 2014 to 2016 indicate that the coverage rate for measles in children <5 lies around 70-75%,
but the reliability of these data sources is unclear.

Mandatory vaccination for all antigensinthe | go. 4. immunization schedule for Libya
immunization schedule was implemented in Antigen Description Schedule
L|bya in 1972 The current immunization BCG Bacille Calmette-Guérin vaccine birth;
: DTaPHibHepIPV Hexavalent diphtheria, tetanus toxoid with 2,4, 6 months;
Schedule for |_|bya is outlined in Box 4 (19)' acell.ular pertussis, Hib, hepatitis B and IPV
vaccine
|n 2014 new Vacci nes were introduced to DTaPHibIPV Diphtheria and tetanus toxoid with acellular 18 months;
t . . pertussis, Hib and IPV vaccine
the national vaccination program: human HepB Hepatitis B vaccine _ birth;
. X X L . HPV Human Papillomavirus vaccine 15 years;
papillomavirus vaccine and injectable polio Influenza Influenza vaccine >50 years;
X i MenACWY-135 Meningococcal ACWY-135 conjugate vaccine 9, 12 months; 2
vaccine, which was added to the conj years;
. X . MMR Measles mumps and rubella vaccine 12, 18 months;
pentavalent vaccine prEVIOUSIV In use (20) oPV Oral polio vaccine :i;th;Qmonths;
,15 years;
Pneumo conj Pneumococcal conjugate vaccine 2,4, 12 months;
The zero-dose vaccinations (BCG OPV and Rotavirus Rotavirus vaccine 2,4, 6 months;
’ Td Tetanus and diphtheria toxoid for older children 6, 15 years;

HepB) are provided at birth in the hospital.
The remaining vaccines in the schedule are provided through PHC facilities.

To ensure complete vaccination coverage, when children enter school at age 6, they must provide proof
that they are fully immunized. At the age of 12, upon completion of primary school, a second check of
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immunization status is done by the school health services. To ensure that all vaccines are of optimal
quality upon administration, MoH closely monitors the cold chain, and no vaccination is allowed to take
place in the private sector.

4.6.1 Availability and readiness
A total of 519 (45.1%) health facilities in Libya report that they should be offering immunization services.
This includes 467 PHC facilities and the 52 hospitals that offer delivery services. In the hospitals, only zero-
dose vaccinations are administered at birth (BCG, OPVO, and HepB), while the remainder of the
vaccination schedule outlined in Box 4 is provided through the PHC facilities. At time of survey, 443 PHC
facilities (95% of facilities with the potential to provide services) reported that they had functioning
immunization services.

Table 33: Availability of vaccines in PHC facilities offering immunization, by type and district

N (%).(.)f. PHC N (%) with N (%) V\.Iith N (%) with N (%) with N (%) Yvith N (%) with
facilities measles DPT-Hib- . X rotavirus pneumococcal

) . . OPV vaccine BCG vaccine .. .

offering vaccine in HepB vaccine in stock in stock vaccine in vaccine in
immunization stock in stock stock stock

Al Wahat/Ajdabia 21 (57%) 15 (71%) 19 (90%) 19 (90%) 9 (43%) 17 (81%) 15 (71%)
Alkufra 6 (33%) 6 (100%) 6 (100%) 5 (83%) 6 (100%) 6 (100%) 6 (100%)

Benghazi 28 (74%) 18 (64%) 24 (86%) 25 (89%) 12 (43%) 26 (93%) 23 (82%)

Al Betnan 8 (27%) 4 (50%) 4 (50%) 8 (100%) 4 (50%) 4 (50%) 4 (50%)

Al Jabal Al Akhdar 24 (40%) 7 (33%) 16 (76%) 15 (71%) 5 (24%) 11 (52%) 13 (62%)
Darnah 11 (39%) 11 (100%) 11 (100%) 11 (100%) 10 (91%) 11 (100%) 11 (100%)

Almarj 19 (66%) 14 (74%) 14 (74%) 13 (68%) 7 (37%) 16 (84%) 16 (84%)

Sirt 15 (75%) 5 (33%) 5 (33%) 6 (40%) 3 (20%) 5 (33%) 5 (33%)

Aljufra 5 (38%) 4 (80%) 5 (100%) 5 (100%) 5 (100%) 5 (100%) 5 (100%)

Misratah 32 (48%) 19 (63%) 14 (47%) 24 (80%) 3 (10%) 23 (77%) 19 (63%)
Almargeb 46 (42%) 24 (52%) 43 (93%) 43 (93%) 8 (17%) 42 (91%) 40 (87%)

Al Jifarah 18 (29%) 9 (50%) 11 (61%) 14 (78%) 10 (56%) 12 (67%) 9 (50%)

Tripoli 55 (48%) 23 (42%) 36 (65%) 48 (87%) 8 (15%) 17 (31%) 40 (73%)

Azzawya 31 (39%) 23 (74%) 29 (94%) 30 (97%) 8 (26%) 27 (87%) 27 (87%)

Zwara 13 (22%) 9 (75%) 11 (92%) 11 (92%) 7 (58%) 11 (92%) 11 (92%)

Al Jabal Al Gharbi 41 (35%) 35 (85%) 37 (90%) 39 (95%) 21 (51%) 37 (90%) 35 (85%)
Nalut 20 (65%) 11 (55%) 14 (70%) 14 (70%) 11 (55%) 16 (80%) 16 (80%)

Wadi Ashati 6 (40%) 4 (80%) 5 (100%) 5 (100%) 4 (80%) 5 (100%) 5 (100%)
Sebha 13 (59%) 4 (31%) 13 (100%) 13 (100%) 2 (15%) 13 (100%) 13 (100%)

Wadi Al Haya 19 (76%) 14 (74%) 18 (95%) 19 (100%) 18 (95%) 18 (95%) 17 (89%)
Murzuq 30 (34%) 23 (77%) 26 (87%) 26 (87%) 20 (67%) 27 (90%) 27 (90%)

Ghat 6 (67%) 4 (80%) 4 (80%) 4 (80%) 3 (60%) 4 (80%) 4 (80%)
Total 467 (44%) 286 (62%) 365 (80%) 397 (86%) 184 (40%) 353 (77%) 361 (79%)
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Figure 50: Map of availability* and readiness (in numbers) by district, and hospitals offering immunizations
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

All districts have at least 5 facilities offering immunization services, suggesting that accessibility to these
services is good. Most centers are fixed sites, with outreach services for vaccination of infants offered in
57 facilities (12%) and for adolescents in 90 facilities (19%). Stocks of selected vaccines in PHC facilities
offering immunization services are relatively good (Table 33). Low availability of the BCG vaccine in PHC
facilities can be attributed to the fact that this vaccine is offered in the hospitals at time of birth and does
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not require repeated doses, therefore the need for this vaccine is low at PHC level, with 240 facilities
(51%) reporting that they did not offer BCG vaccination at all. Stocks of measles vaccine are relatively low
at 62%. PHC facilities in the districts of Al Betnan and Sirt were low on stocks of 5 or more vaccines.

The overall readiness index for immunization services is calculated based on the availability of tracer items
in 4 areas: (1) functional equipment, (2) vaccines, (3) guidelines and (4) trainings on immunization. The
overall readiness of the PHC facilities forimmunization was 69%, suggesting that there is a continued need
for improvement of these services. The low availability of guidelines for immunization was a key
contributing factor to the lower readiness score. Districts that have overall readiness scores below 50%
include Aljufra, Al Jabal Al Gharbi, Nalut, Wadi Ashati, and Ghat. An area of concern is that the 5 facilities
in Aljufra, 6 facilities in Wadi Ashati and 41 facilities in Al Jabal Al Gharbi reportedly offer immunization
services, but have little to no staff trained in immunization available.

Breaking the data down at an even smaller geographical scale indicates that immunization is available in
97% of the municipalities, and readiness scores are reasonable, although there still remains a need for
further improvement. No immunization is available in the municipalities of Espeaa, Rigdaleen and Sidi
Assayeh. The municipality of Arrajban has only one facility offering immunization, with a worryingly low
readiness score of 25%.

4.6.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and also provide
insight into the individual items used for calculating the readiness indices.

Table 34: PHC facilities readiness indices for immunization services by district

N of PHCs offering Guidelines child Trained staff in Equipment Medlcmgs Overall
immunization immunization immunization scores and materials readiness
scores
Al Wahat/Ajdabia 21 81% 91% 85% 75% 83%
Alkufra 6 100% 100% 100% 97% 99%
Benghazi 28 64% 50% 82% 76% 68%
Al Betnan 8 75% 50% 63% 58% 61%
Al Jabal Al Akhdar 24 71% 79% 84% 53% 72%
Darnah 11 64% 64% 89% 98% 79%
Almarj 19 58% 79% 74% 70% 70%
Sirt 15 67% 80% 73% 32% 63%
Aljufra 5 40% 0% 63% 97% 50%
Misratah 32 38% 94% 94% 57% 71%
Almargeb 46 74% 63% 95% 72% 76%
Al Jifarah 18 83% 67% 85% 60% 74%
Tripoli 55 51% 98% 93% 52% 73%
Azzawya 31 90% 74% 93% 77% 84%
Zwara 13 77% 69% 78% 83% 77%
Al Jabal Al Gharbi 41 29% 7% 73% 83% 48%
Nalut 20 20% 20% 88% 68% 49%
Wadi Ashati 6 0% 0% 43% 93% 34%
Sebha 13 54% 69% 89% 74% 71%
Wadi Al Haya 19 32% 95% 67% 91% 71%
Murzug 30 33% 57% 78% 83% 63%
Ghat 6 0% 67% 52% 77% 49%
Total 467 56% 66% 84% 71% 69%
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Around half of the facilities offering immunization have guidelines on immunization available onsite (56%)
and have prepared an annual work plan/micro plan (48%). Staff in PHC facilities offering immunization
have received a variety of formal and on-site trainings (through supportive supervision), ranging from
“Reach Every District” planning (33%) to vaccine and cold chain management (61%). Significant needs in
training remain, with 58% of the PHC facilities offering immunization reporting the presence of staff who
received training in immunization delivery.

Figure 51: Immunization - overview of administration, training, supplies and cold chain availability

ADMINISTRATION
Guidelines on immunization present NN 56%
Annual workplan/microplan present [N 48%

TRAINING RECEIVED ON
Reach Every District (RED) [N 33%

Injection safety and waste management [N 53%

Data reporting and monitoring NN 54%

Management of Adverse Events Following Immunization... IS 54%

Immunization delivery [N 58%

Vaccine management and cold chain NN 61%
New vaccines prior to introduction NN 61%

SUPPLIES PRESENT

Sharps container NI 67%
Auto-disable syringes N 70%
Immunization cards [N 72%
Official immunization registers NN 81%
Ice packs I 89%
Official immunization tally sheets NN 90%

Vaccine carriers I —— 92%

COLD CHAIN
Refrigerator - functioning NI 92%
Continuous power for fridge [N 92%
Thermometer- functioning NN 79%
Continuous temperature recorder- functioning NN 62%
Temperature of fridge monitored twice daily I 70%
Temperature log completed last 3 days N 94%
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Essential supplies for vaccination present in the PHC facilities offering immunization range from a 92%
availability of vaccine carriers to 67% reporting the availability of sharps containers. Official registers are
generally available in 81% of facilities. In reference to the cold chain, 92% of facilities report having a
functional electric fridge, although 2 facilities have solar powered fridges. Monitoring of the cold chain is
not consistently done, with 70% of facilities following protocol and monitoring the temperature of
vaccination fridges twice a day, yet 94% of temperature logs had at least one record entered in the
preceding 3 days.

Box 5: Immunization availability and readiness

The availability of immunization services is good across the country, as reflected by the numbers of
facilities offering services, and the high coverage rates reported. However, the continued presence of
measles cases suggests that significant gaps in coverage do exist. There is clear room for improvement
in quality of services, with facilities located in the districts of Aljufra, Al Jabal Al Gharbi, Nalut, Wadi
Ashati, and Ghat requiring specific attention in terms of staff training and availability of guidelines on
immunization. At the municipality level no immunization is available in Espeaa, Rigdaleen and Sidi
Assayeh, and virtually non-existent in Arrajban.

4.7 Child health services

Libya has been making good progress in improving child health, as evidenced by the estimated attainment
of MDG4, which set out to reduce the under-five mortality rate by two-thirds between 1990 and 2015.
The current USMR in Libya is estimated to be 13 deaths per 1000 live births, with over half of these deaths
occurring during the neonatal period (the first 28 days of life). Malnutrition, diarrhea, and pneumonia
generally contribute to a major proportion of deaths in children under 5. The most recent formally
accepted figures on the prevalence of these health conditions dates from 2007. A more recent report on
a household survey done in 2014 has not received universal endorsement given that the summary of
results is at times inconsistent with the results presented. Survey results indicate that levels of
malnutrition measured were a 30% prevalence for stunting, 9% wasting, and approximately 25% of
children under 5 were reportedly overweight (15). These figures are not dramatically different from UN
estimates made for 2013, where prevalence of various forms of malnutrition in children under 5 years
were reported as 21% stunting, 6.5% wasting, 3% severe wasting, and 22.4% overweight (13). The MoH
reported a prevalence for low birth weight of 4% for 2013. Prevalence of diarrhea in children under 5
during the preceding 2 weeks was 14%, with similarly reported prevalence of 28% for cough, and 25% for
fever. Of the 8% of children with suspected pneumonia (based on analysis of observed symptoms), 83%
saw a doctor either in a public or a private health facility.

Child health services in Libya are provided though both PHC and hospital facilities, with General
Practitioners (GPs) in the PHC facilities providing both preventive and curative care, and hospital facilities
providing treatment by pediatric specialists for more complex health issues. At PHC level, preventive and
curative services for children under 5 years old can include 8 key services: (1) growth monitoring and (2)
the diagnosis and treatment of child malnutrition, (3) vitamin A and (4) iron supplementation, the
provision of (5) ORS and (6) zinc to children with diarrhea, (7) the treatment of pneumonia, and (8)
administration of amoxicillin. Preventive services also include immunization, but this is described in detail
in Section 4.5.
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The primary point of contact for child health services are the PHC facilities and hospitals, while hospitals
also provide services to children requiring specialist care. As a result, data in this section primarily focuses
on the availability and readiness of preventive and curative care services for children under 5 years of age
(child health care) in PHC facilities, as detailed information for these services at hospital level was not
collected. A summary of the availability of hospitalization facilities for children <5 is provided at the end
of this section to give some insight into the referral capacity for this target group.

4.7.1 Availability and readiness

Of the 386 facilities that offer child health services, 327 (85%) are PHCs and 59 (15%) are hospitals. The
district of Ghat does not have any child health services available (Table 35), with the districts of Sirt, Wadi
al Haya, and Ghat lacking a referral hospital for complicated cases. At municipality level (Table 40), 32
municipalities have no PHC facilities providing child health care. When service availability for child health
is defined as the availability of at least one of the 8 key services outlined above, analysis indicates that
only 64 municipalities have child health services available, with an average availability of 3 out of the 8
services. With 36 municipalities not offering any of the 8 key services, this results in an inequitable
distribution of child health care. At the other end of the scale, the full package of 8 key services is available
at PHC facilities in 13 municipalities.

Table 35: Availability of child health services by facility type and district

PHC Hospitals Total
Total
District N % N % N % facilities
Al Wahat/Ajdabia 19 51% 2 100% 21 54% 39
Alkufra 1 6% 2 100% 3 15% 20
Benghazi 18 47% 4 67% 22 50% 44
Al Betnan 7 23% 2 67% 9 27% 33
Al Jabal Al Akhdar 19 32% 3 75% 22 34% 64
Darnah 13 46% 2 67% 15 48% 31
Almarj 14 48% 3 75% 17 52% 33
Sirt 4 20% 0 0% 4 19% 21
Aljufra 1 8% 2 100% 3 20% 15
Misratah 23 34% 3 60% 26 36% 72
Almargeb 31 28% 5 83% 36 31% 115
Al Jifarah 6 10% 1 100% 7 11% 63
Tripoli 76 66% 5 36% 81 63% 129
Azzawya 51 65% 2 100% 53 65% 81
Zwara 12 20% 4 80% 16 25% 64
Al Jabal Al Gharbi 13 11% 8 100% 21 17% 125
Nalut 1 3% 5 100% 6 17% 36
Wadi Ashati 1 7% 3 100% 4 22% 18
Sebha 12 55% 1 50% 13 54% 24
Wadi Al Haya 2 8% 0 0% 2 8% 25
Murzuq 3 3% 2 100% 5 6% 89
Ghat 0 0% 0 0% 0 0% 9
Total 327 31% 59 74% 386 34% 1150

In the 326 PHCs for which data was available, diagnosis & treatment of child malnutrition was the most
common service provided, at 89% of facilities (Figure 52). This was followed by treatment of pneumonia
(72%) and growth monitoring (65%). Vitamin A and iron supplementation, as well as the provision of zinc
to children with diarrhea (9%, 17%, and 13% respectively) were unavailable in the vast majority of PHC
facilities.
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Figure 52: Availability of specific services for preventive and curative care for children <5
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The overall readiness index for immunization services is calculated based on the availability of tracer items
in five domains: (1) functional equipment, (2) medicines, (3) diagnostics, (4) guidelines, and (5) staff having
received specific training in health care for children <5. The overall readiness score for child preventive
and curative services was calculated only for the PHC facilities, as they serve as the first point of contact.
The overall readiness score for facilities that provide child health services is 35%, with only two districts
(Al Betnan and Darnah) scoring above 53% and only 8 municipalities with a readiness score higher than
40%. The major weakness lies in the lack of staff who have received training in IMCl and growth monitoring
(only 6% overall) followed by the low availability of guidelines (14%) and the shortage of essential
medicines, with an overall availability of only 17%.

Table 36: PHC readiness scores for child health services by domain and district

Notsze::‘;s Trained staff | Guidelines | Equipment Diagnosis Medicines rg‘ﬁﬂ:s
District service scores scores scores scores scores scores
Al Wahat/Ajdabia 19 0% 3% 46% 75% 24% 30%
Alkufra 1 0% 0% 83% 0% 0% 17%
Benghazi 18 0% 3% 66% 78% 33% 36%
Al Betnan 7 21% 57% 55% 33% 100% 53%
Al Jabal Al Akhdar 19 5% 8% 67% 59% 74% 43%
Darnah 13 0% 8% 58% 100% 100% 53%
Almarj 14 0% 0% 58% 67% 71% 39%
Sirt 4 0% 13% 67% 25% 0% 21%
Aljufra 1 0% 0% 50% 0% 0% 10%
Misratah 23 2% 7% 65% 76% 17% 33%
Almargeb 31 5% 8% 76% 65% 2% 31%
Al Jifarah 6 0% 33% 56% 50% 24% 33%
Tripoli 76 4% 4% 68% 72% 8% 31%
Azzawya 51 21% 55% 72% 85% 10% 48%
Zwara 12 0% 13% 63% 38% 3% 23%
AlJabal Al Gharbi 13 0% 0% 50% 75% 33% 32%
Nalut 1 0% 0% 83% 0% 0% 17%
Wadi Ashati 1 0% 0% 67% 0% 0% 13%
Sebha 12 13% 4% 63% 100% 14% 39%
Wadi Al Haya 2 0% 0% 58% 75% 0% 27%
Murzuq 3 0% 0% 72% 25% 0% 19%
Ghat 0
Total 327 6% 14% 65% 73% 17% 35%
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Figure 53: Map of availability* and readiness (in numbers) for child health services by district, and associated referral hospitals
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

4.7.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
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section can be used as a reference point to assess the validity of the readiness scores, and also provide
insight into the individual items used for calculating the readiness indices.

The data summarized in Figure 54 indicates that the proportion of health facilities providing child health
services that have staff trained in the Integrated Management of Childhood llinesses (IMCI) is only 7%,
while a meagre 5% of facilities have staff who received training in growth monitoring. IMCI and growth
monitoring guidelines were reportedly present in 13% and 16% of facilities, respectively, while only 14%
had checklists/job aids for IMCI available. Notwithstanding the fact that 65% of the facilities report
providing growth monitoring services, only 50% have suitable equipment available, coupled to only 17%
having growth charts present. This suggests that the overall provision of growth monitoring services
requires further support and improvement.

Figure 54: Availability of trained staff, guidelines and equipment for preventive and curative services for children <5

TRAINED STAFF
IMCI training received mmmm 7%
Growth monitoring training received mE 5%

GUIDELINES/JOB AIDS
IMCI guidelines present IS 13%
Growth monitoring guidelines present NI 16%
Checklists/job aids for IMCI present n—————— 14%

EQUIPMENT
Length/height monitoring equipment present IEEEEEEEEEEEEEEEEEEEEE———— 50%
Growth charts present I 17%

Box 6: Preventive and curative services for children under 5 in PHCs: availability and readiness

The availability of preventive and curative services for children <5 in Libya is limited. Over one-third of
municipalities cannot provide child health care to their constituents. Where PHC facilities do offer them, the
service package is generally limited, focusing primarily on diagnosis and treatment of malnutrition, and
treatment of pneumonia. Few staff have been trained on growth monitoring and IMCI, and the availability of
tools such as functional equipment to measure height and weight, and growth monitoring charts is limited.

Data on the availability of essential medicines was collected from 318 PHC facilities. The overall availability
of medicines to treat common childhood conditions was 16%, with amoxicillin dispersible tabs/suspension
being the most commonly available at 32%, whereas co-trimoxazole syrup was available in only 10% of
facilities, and antibiotic eye ointment for newborns in a mere 9% of clinics.

Figure 55: Availability of individual essential medicines to treat child health conditions in 318 PHC facilities

Amoxicillin 250mg or 500mg dispersible tab or syrup/suspension I 32%
ORS sachets I 23%
Zinc sulphate tablets I 20%
Procaine penicillin injection I 19%
Overall availability I 16%
Vitamin A capsules I 14%
Paracetamol syrup/suspension N 10%
Zinc sulphate syrup or dispersable tablets GGG 10%
Co-trimoxazole syrup/suspension N 10%
Antibiotic eye ointment for newborns IIEEGEGG_G__—N 9%
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4.7.3 Availability of hospitalization facilities for young children

For children requiring hospitalization, there are two pediatric specialist hospitals available, one in Tripoli
and the other in Benghazi. A total of 7 hospitals reported having triage protocols specifically for children
<5in place in the emergency wards. The 46 hospitals that report having pediatric wards are good for 1421
pediatric beds. There is a general indication that most hospitals have combined pediatric wards for
children both over and under 5 years of age, while the remaining pediatric units tend to be medical
pediatric units.

Dedicated pediatric ICU facilities are available in 7 hospitals, while 19 hospitals provide ICU care to

children and adults together in a single ward.

Table 37: Summary of pediatric and pediatric ICU bed capacity in hospitals

N hospitals  Total beds  Average N of beds Range
GENERAL PEDIATRIC WARDS

Combined Pediatric Ward Including Children > 5 Years Of Age 22 422 19 6-41
Medical pediatric unit 17 360 23 4-50
Surgical or combined medical/surgical pediatric unit 3 68 23 15-34
Unknown/other pediatric wards in same hospitals 4+ 571 - -
TOTAL 42 1421 31 4-226
PEDIATRIC ICU WARDS
Pediatric Intensive Care Unit 7 - - -
Combined adult/child ICU 19 - - -

4.7.3.1 Breakdown of readiness indicators for pediatric wards

All 41 pediatric wards surveyed had electricity at time of visit, while 98% had patient toilets, and 68% had
visitors’ toilets. The mean availability of infection prevention materials was 80%, with clean running water,
and disposable needles and syringes nearly universally available, while auto-disable syringes were
commonly used in only 34% of the wards.

The mean availability of essential equipment in a pediatric ward was 56%, suggesting that a review of
materials may be beneficial. Equipment in short supply included patient/nurse communication systems
(15%), electric blood pressure cuffs (24%), and ophthalmoscopes (27%) and defibrillators (29%). At the
other end of the spectrum, manual thermometers (98%) and oxygen (95%) were available in nearly all
wards.

One quality indicator for pediatric hospital services is the availability of guidelines, and 27% of the
hospitals reported having standard patient care guidelines for care of the sick child available in the
pediatric wards, while 16% of the hospitals had other standard patient care guidelines (not specific to the
sick child) available in the pediatric wards. It is worth highlighting that 17 hospitals report that they
regularly conduct death reviews that include pediatric patients.
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Figure 56: Availability of utilities, infection prevention, equipment and guidelines in pediatric wards
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bloodpressure apparatus (electronic/digital)
opthalmoscope

defibrillator

electrocardiograph

headlight
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pediatric suction apparatus (manual)
cardiac monitor
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4.8 Overview of RMNCH services in PHC facilities, by municipality

A breakdown of relevant availability and readiness data for PHC-level RMNCH services at the level of
municipalities can assist local decision-makers in identifying needs and planning for the improved
availability and quality of key services. This section provides detailed data for all municipalities except
Alshweirf, as this municipality did not have an active PHC facility at the time of survey. The remaining 100
municipalities each have at least one active PHC facility.
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4.8.1 Availability and readiness of RMNCH services

Table 38 summarizes the availability and readiness of five key RMNCH services that could be provided
through PHC facilities. Cells are marked pink when no facility providing a specific service is available at
municipality level. Readiness scores are color-coded, with red shades indicating underperformance,
yellow shades considered “of concern”, and greener shades indicating higher readiness scores.

About half (49%) of the municipalities do not have facilities providing ANC services, and among those who
do, readiness scores indicate a low capacity to deliver effective services. There are 11 municipalities with
only one facility offering ANC, and with readiness scores at or below 40%. Of these, Al Shate al Garbe and
Khalege Alsedra municipalities both have readiness scores of 0% for ANC, with scores for Zamzam and Al
Shate Al Sharge at 20%. This essentially indicates that ANC services are unavailable in these municipalities.

Of the 12 municipalities offering delivery services, only Aujala has a readiness score of 60%. The other
readiness scores all fall below 40%, with three municipalities (Albawanees, Daraj and Marada) scoring as
low as 6%, thus well below the acceptable level of 80%. Immunization is available in 97% of the
municipalities, and readiness scores are generally reasonable, although the municipality of Arrajban has
only one facility offering immunization with a worryingly low readiness score of 25%. Child Health services
are unavailable in the PHCs of 32% of the municipalities. In the 68 municipalities where these services are
available, only 8 have a readiness score higher than 40%, suggesting that the availability of preventive and
curative services for children <5 in Libya requires immediate attention. This is for a large part due to the
unavailability of suitably trained staff in most municipalities.

The low availability of delivery services in PHC facilities is expected, as most deliveries happen in hospitals,
but the low availability of FP services in both PHC and hospital facilities represents a significant gap in the
availability of these services at both a local and national level. Three municipalities, Sidi Assayeh,
Rigdaleen and Espeaa do not provide any of the five RMNCH services through their PHC facilities.

Table 38: Availability and readiness of essential RMNCH services in PHC facilities by municipality

ANC Delivery Family Planning Immunization Child Health N of the 5

Total N (%) of N (%) of N (%) of N (%) of N (%) of RMNCH
R No of facilities facilities facilities facilities facilities :

Municipality . . X . . . X . X . services

PHC offering Readiness offering Readiness offering Readiness offering Readiness offering Readiness unavailable
facilities services score services score services score services score services score

Abusliem 15 8(53%) 39% 0 (0%) 0 (0%) 9 (60%) 71% 13 (87%) 39% 2
Ain Zara 12 9 (75%) 44% 0 (0%) 1(8%) 25% 7 (58%) 80% 11 (92%) 36% 1
Al Ajaylat 21 1(5%) 40% 0(0%) 2 (10%) 31% 2(10%) 98% 3(14%) 20% 1
Al Aziziya 14 0 (0%) 0(0%) 0 (0%) 5 (36%) 74% 1(7%) 17% 3
Al Galaa 4 0(0%) 0 (0%) 0 (0%) 1(25%) 67% 0(0%) 4
Al Jagboub 1 0(0%) 0(0%) 0 (0%) 1(100%) 100% 0(0%) 4
Al Maya 6 0(0%) 0(0%) 0 (0%) 1(17%) 94% 0(0%) 4
Al Shate Al Garbe 20 1(5%) 0% 0(0%) 0 (0%) 9 (45%) 29% 0(0%) 3
Al Shate Al Sharge 15 1(7%) 20% 0(0%) 0 (0%) 6 (40%) 34% 1(7%) 13% 2
Al Swani 11 0 (0%) 0(0%) 0 (0%) 3(27%) 74% 1(9%) 17% 3
Alabyar 12 0(0%) 0(0%) 0 (0%) 6 (50%) 71% 3(25%) 11% 3
Alasabaa 13 0 (0%) 0(0%) 0 (0%) 3(23%) 39% 1(8%) 7% 3
Albawanees 4 0(0%) 1(25%) 6% 0 (0%) 3(75%) 82% 1(25%) 17% 2
Albayda 21 10 (48%) 41% 2 (10%) 13% 0 (0%) 10 (48%) 90% 12 (57%) 41% 1
Albrayga 5 2 (40%) 20% 0(0%) 0 (0%) 4 (80%) 79% 5(100%) 24% 2
Aldawoon 1 0(0%) 0(0%) 0 (0%) 1(100%) 42% 0(0%) 4
Algatroun 3 0(0%) 0 (0%) 0 (0%) 3 (100%) 92% 0(0%) 4
Algaygab 3 0(0%) 0(0%) 0 (0%) 1(33%) 72% 0(0%) 4
Alghrayfa 11 2 (18%) 33% 2 (18%) 36% 0 (0%) 9 (82%) 68% 1(9%) 30% 1
Algurdha Ashshati 19 0(0%) 0(0%) 0 (0%) 5(26%) 42% 0(0%) 4
Alharaba 5 0(0%) 0 (0%) 0 (0%) 2 (67%) 40% 0(0%) 4
Alhawamid 3 0(0%) 0(0%) 0 (0%) 3(100%) 39% 0(0%) 4
Aljimail 17 2 (12%) 35% 0(0%) 0 (0%) 4(24%) 64% 4(24%) 26% 2
Aljufra 13 1(8%) 37% 0(0%) 0 (0%) 5(38%) 50% 1(8%) 10% 2
Alkhums 32 9 (28%) 28% 0(0%) 1(3%) 25% 16 (50%) 93% 19 (59%) 30% 1
Alkufra 17 2 (12%) 60% 0(0%) 1(6%) 71% 5(29%) 99% 1(6%) 17% 1
Almarj 8 3 (38%) 27% 0(0%) 0 (0%) 4 (50%) 38% 6 (75%) 23% 2
Algubba 6 0(0%) 0(0%) 0 (0%) 1(17%) 72% 0(0%) 4
Alsharguiya 11 0(0%) 0(0%) 0 (0%) 6 (55%) 91% 1(9%) 20% 3
Arrajban 3 0(0%) 0(0%) 0 (0%) 1(33%) 25% 1(33%) 13% B8
Arrayayna 4 0 (0%) 0 (0%) 0 (0%) 1(25%) 72% 0 (0%) 4

(o]
w

LIBYA 2017 SERVICE AVAILABILITY AND READINESS ASSESSMENT — FULL REPORT ||



Municipality

Arrhaibat
Ashshgega
Assahel
Aujala
Azzahra
Azzawya
Azzintan
Bani Waleed
Baten Aljabal
Benghazi
Bint Bayya
Bir Alashhab
Daraj
Darnah
Ejdabia
Ejkherra
Emsaed
Espeaa
Garabolli
Gasr Akhyar
Gasr Bin Ghasheer
Gemienis
Ghadamis
Gharb Azzawya
Ghat
Ghiryan
Hai Alandalus
Jadu
Jalu
Janzour
Jardas Alabeed
Kabaw
Khalege Alsedra
Kikkla
Labriq
Marada
Misrata
Mizda
Msallata
Murzuq
Nalut
Nesma
Rigdaleen
Sabratha
Sebha
Shahhat
Sidi Assayeh
Sirt
Sug Aljumaa
Sug Alkhamees
Suloug
Surman
Tajoura
Taraghin
Tarhuna
Tazirbu
Thaher Aljabal
Tobruk
Toukra
Tripoli
Ubari
Umm arrazam
Wadi Etha
Wazin
Yefren
Zamzam
Ziltun
Zliten
Zwara

Total

Total
No of
PHC
facilities

BPRN
CUIWO WwWOUl kN U ®U U O

1,082

N (%) of
facilities
offering
services
0(0%)
0(0%)
0(0%)
1(13%)
1(6%)
15 (44%)
0(0%)
4(24%)
1(20%)
9 (36%)
1(10%)
0(0%)
1(13%)
0(0%)
0(0%)
1 (50%)
1 (50%)
0(0%)
4(22%)
2 (18%)
0(0%)
0(0%)
0(0%)
5 (45%)
1(11%)
2 (4%)
11 (65%)
0(0%)
0(0%)
(37%
0(0%
of
1
of

S

7 (37%)
)
0%)
1(13%)
0%)
0 (0%)
0(0%)
3 (12%)
0(0%)

2 (15%)
1(10%)
0 (0%)
0(0%)

0 (0%)

7 (35%)
8 (44%)
0(0%)
0(0%)
1(14%)
8 (38%)
0(0%)

2 (40%)
8 (57%)
2(11%)
1(9%)
(6%)
0%)

)

)

)

)

)

)

)

)

)

)

)

)

)

88

(o
1(4%
1(25%
3(23%
0 (0%
1(13%
2 (15%
0 (0%
0(0%
1(20%
0 (0%

10 (40%
1(17%
184 (17%)

ANC

Readiness
score

53%
43%
49%

36%
27%
46%
40%

20%

47%

30%

23%
40%

36%
40%
33%
40%

34%

0%

29%

25%
40%

20%
43%

20%
40%

30%
57%

40%
32%

60%
40%
40%

40%

20%

20%

39%

33%
38%

Delivery

N (%) of
facilities
offering
services
0(0%)

0 (0%)
0(0%)

1(13%) 60%
0(0%)

0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0(0%)

1(13%) 6%
1(7%) 22%
0(0%)

1(50%) 13%
0(0%)

0 (0%)
0 (0%)
0(0%)
0(0%)
0 (0%)
0 (0%)
0 (0%)

1(11%) 24%
0(0%)

0(0%)
0(0%)
0(0%)
0(0%)
0(0%)
0 (0%)

1(13%) 9%
0(0%)

0 (0%)
1(100%) 6%
0(0%)
0(0%)
0(0%)
0(0%)
0(0%)
0(0%)
0(0%)
0 (0%)

4(22%) 21%
0 (0%)

0 (0%)
0(0%)
0 (0%)
0 (0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)
0(0%)
0 (0%)

1(20%) 9%
0 (0%)
0(0%)
0(0%)

17 (2%)

Readiness
score

20%

Family Planning

N (%) of
facilities
offering
services
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1(6%) 75%
1(3%) 38%
1(9%) 25%
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1 (50%)
0 (0%)
2 (11%)
1(9%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
2 (11%) 38%
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1(4%)
0 (0%)
1(14%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1(4%)
0 (0%)
0 (0%)
0 (0%)
1(13%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
18 (2%)

Readiness
score

25%

25%
25%

25%

25%

75%

25%

40%

Immunization

N (%) of

facilities

offering Readiness

services score
1(20%) 47%
1(33%) 38%
6 (75%) 54%
3(38%) 96%
4 (25%) 91%

14 (41%) 92%
7 (64%) 53%
5(29%) 66%
3 (60%) 86%

21 (84%) 70%
7 (70%) 74%

1(100%) 81%
3(38%) 81%
5(36%) 66%
8 (67%) 67%
1(50%) 100%
1 (50%) 72%

0(0%)
6 (33%) 93%
4 (36%) 92%
2 (50%) 81%
5 (63%) 57%

1(100%) 100%
6 (55%) 74%
6 (67%) 49%

14 (27%) 43%
9 (53%) 84%
2 (29%) 45%
4 (44%) 97%
9 (47%) 82%

5 (100%) 80%

5 (100%) 34%
4 (50%) 80%
2 (40%) 43%
1(50%) 72%

1(100%) 100%

13 (52%) 68%

3 (100%) 49%
2 (15%) 41%
2 (20%) 74%

3 (100%) 41%
3 (60%) 53%

0(0%)
3 (15%) 51%

10 (56%) 68%
6 (23%) 54%

0 (0%)

7 (100%) 66%
8 (38%) 69%
3 (60%) 38%
2 (40%) 68%
8(57%) 90%
5 (28%) 61%
2(18%) 88%

17 (50%) 57%

1(100%) 97%
3 (60%) 59%
5(19%) 48%

4 (100%) 87%
8(62%) 62%
3 (75%) 71%
5(63%) 92%
3(23%) 80%

1(100%) 57%
1(20%) 44%
4 (80%) 42%
2(33%) 63%

14 (56%) 75%
2(33%) 85%

467 (44%) 69%

Child Health

N (%) of
facilities
offering
services
0(0%)
0(0%)

2 (29%)
2(25%)
2 (13%)
24 (71%)
3 (27%)
5 (29%)
2 (40%)
17 (68%)
1(10%)
0(0%)
0(0%)

9 (64%)
9 (75%)
1 (50%)
1 (50%)
0 (0%)
4(22%)
4 (36%)
2 (50%)
1(13%)
0(0%)

9 (82%)
0(0%)

4 (8%)
16 (94%)
0(0%)
1(11%)
7 (37%)
4 (80%)
0(0%)
0(0%)
0(0%)
0(0%)
1(100%)
8 (32%)
1(33%)
1(8%)
0(0%)
1(33%)
1 (20%)
0(0%)

6 (30%)
11 (61%)
5 (19%)
0(0%)

3 (43%)
11 (52%)
0(0%)
0(0%)
12 (86%)
7 (39%)
1(9%)

3 (9%)
0(0%)

1 (20%)
6(23%)
1(25%)
11 (85%)
0(0%)

4 (50%)
1(8%)
0(0%)
1(20%)
1(20%)
1(17%)
10 (40%)
2(33%)
327 (31%)

Readiness
score

39%
44%
27%
59%
18%
44%
20%
38%
23%

53%
28%
25%
77%

37%
39%
22%
7%

33%

30%
31%

13%

32%

38%
24%
13%
20%

17%
33%

11%
39%
33%

23%
32%

49%
34%
17%
24%

13%
25%
24%
27%

33%
17%

7%
10%
10%
34%
25%
35%

Nof the 5
RMNCH
services

unavailable

IS
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4.8.2 Breakdown of readiness indicators
Table 38 indicates that delivery and family planning services are not generally provided by PHC facilities,
therefore they are excluded from a more detailed analysis. Table 40 indicates that immunization (97
municipalities), and the diagnosis and treatment of malnutrition (60 municipalities) are the services that

are the most universally available. Further breakdown of the readiness indicators for the three main
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RMNCH services provided through the PHC facilities (ANC, immunization and child health services) reveals
that the overall availability of equipment is good for ANC and immunization services, and these scores
were not further disaggregated. For most services, the main constraints lie in the availability of trained
staff (Table 39) and guidelines. The availability and readiness of ANC and many of the individual child
health services are low across all municipalities, with specific municipalities consistently underperforming.

Table 39: Overview of PHC facilities with staff trained in RMINCH topics in the past 2 years

N of PHCs % of these PHCs with staff
Training course reporting trained in this service
Family planning (FP) 18 28%
Adolescent sexual health 18 11%
Antenatal Care (ANC) 184 18%
Intermittent preventive therapy (for malaria) in pregnancy (IPTp) 184 1%
Newborn resuscitation 17 12%
Essential childbirth care 17 6%
Comprehensive Emergency Obstetric Care (CEmOC) 1 0%
Immunization service delivery 467 58%
Vaccine management and cold chain 467 61%
Data reporting and monitoring of immunization service delivery 467 54%
Vaccine-preventable disease surveillance and reporting 467 50%
Vaccine injection safety and waste management 467 53%
Reach Every District (Immunization program planning) 467 33%
New vaccine prior to introduction 467 61%
Management of adverse events following immunization (AEFI) 467 55%
Integrated Management of Childhood llinesses (IMCI) 326 7%
Growth monitoring 326 5%
Prevention of Mother and Child Transmission (PMTCT) for HIV 0
Infant and young child feeding (IYCF) 0
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Table 40: Availability of RMNCH trained staff, guidelines, medicines, equipment and specific child health services by municipality

ANC Immunization Child health services
Q Q o
e ¢ 2 > ¢ £ B R s ¢ s s z
£ % £ - 5|8 §g SB 5 g 3 5 £ 2 S
& ¢ £ 3 8 S =38 5 5| 8 $8 8= 2 S S §s S < &
S s 3 S £ §s S5 % BL| Fs S it &5 g § 5T 3< 5 53 £2
& Ss £ § S| &8 3% 3 a5 | s ¢ ] S 2 ] 3% 9% <§ 3 £3 £z S §% £ s
£ S s g 8 s | £ E= B 88| £ S b £ 3 £ £y 8% £ § S S 8 N s £ 2 273
To 9% & § S%|ff g & sEl&z &8 £ & 5§ § 2% &2 £E3 g 55 S 5 g3 £3
iy | €283 0% 8 g3 | EE ET 5 fE|®E Y 0§ 3 8 T v§ 8 g8 58 g5 g5 S5 ¢ £8
Municipality | 23 S 8 bt 3 ss8| =8 EF S S8l =5 & S g 3 S =3 S E S 3 £ S 3 NS S & s § 23
Abusliem | 8 21%  63%  13% 0% 9 44%  100%  52% | 13 0% 4%  67% 100%  23% 6  13(100%)  0(0%) 1(8%) 2 (15%) 0 (0%) 10 (77%)  12(92%) 1(8%)
Ain Zara 9 7% 33% 72% 6% 7 71%  100%  52% 11 9% 14%  76%  70% 10% |8 11(100%) 2 (18%) 2 (18%) 6 (55%) 5 (45%) 10 (91%) 8 (73%) 1(9%)
AlAjaylat | 1 100% = 0% 0% 0% 2 100%  100%  92% 3 33% 0% 67% 0% 0% 5  3(100%) 0(0%) 0(0%) 2 (67%) 0(0%) 3 (100%) 2 (67%) 2 (67%)
Al Aziziya 0 5 100%  100% 3% 1 0% 0%  83% 0% 0% 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
AlGalaa | © 1 100% = 0%  100% | © 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0(0%)
Al Jagboub 0 1 100%  100%  100% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
AlMaya | 0 1 100% 100% 100% | O 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alshate Al Garbe | 1 0% 0% 0% 0% 9 0% 1% 67% 0 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%)
Al Shate Al Sharge 1 0% 0% 0% 0% 6 0% 0% 93% 1 0% 0%  67% 0% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%) 1(100%) 1(100%)
Alswani | 0 3 100%  33%  78% 1 0% 0%  33%  50% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Alabyar | 0 6 50%  83%  67% 3 0% 0%  56% 0% 0% 5 3(100%) 0(0%) 0(0%) 2(67%) 0(0%) 2(67%) 2(67%) 2(67%)
Alasabaa 0 3 0% 0% 83% 1 0% 0%  33% 0% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1 (100%) 1 (100%) 1 (100%)
Albawanees | 0 3 100% 67%  72% 1 0% 0% 83% 0% 0% 1 0(0%) 0(0%) 0(0%) 1(100%) 0(0%) 0(0%) 0(0%) 0(0%)
Albayda | 10 13% 0% 45% 45% 10 100%  100%  60% 12 0% 8%  71%  50% 74% | 8 | 10(83%) 9 (75%) 8 (67%) 9 (75%) 7 (58%) 9 (75%) 10 (83%) 3 (25%)
Albrayga | 2 0% 0% 50% 0% 4 100%  100%  67% 5 0% 0%  20% 100% 0% 2 5(100%) 0(0%) 0(0%) 1 (20%) 0(0%) 0 (0%) 0 (0%) 0(0%)
Aldawoon 0 1 0% 0% 67% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Algatroun | 0 3 67%  100%  100% | O 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Algaygab 0 1 100% 0% 100% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alghrayfa | 2 17% 0% 50% 0% 9 33%  89%  87% 1 0% 0%  50%  100% 0% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Algurdha Ashshati 0 5 20% 0% 83% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alharaba | 0 2 0% 0% 67% 0 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alhawamid 0 3 0% 0% 72% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Aljmail | 2 0% 50%  25% 0% 4 100%  25%  58% 4 13% 0%  63%  50% 4% 4(100%)  1(25%)  1(25%) 2 (50%) 1(25%) 3(75%) 4(100%) 3(75%)
Aljufra 1 33% 0% 50% 0% 5 40% 0% 97% 1 0% 0%  50% 0% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%) 1(100%) 1(100%)
Alkhums | 9 0% 0% 39% 0% 16 100%  100%  75% | 19 5% 0% 8%  65% 0% 3 19(100%)  0(0%) 0(0%) 0 (0%) 0(0%) 13(68%)  18(95%) 0 (0%)
Alkufra 2 50% 50% 100% 0% 5 100%  100%  97% 1 0% 0%  83% 0% 0% 2 1(100%) 0(0%) 0(0%) 0 (0%) 0(0%) 1(100%) 0 (0%) 0 (0%)
Almarj | 3 0% 0% 33% 0% 4 0% 5%  42% 6 0% 0%  64%  50% 0% - 5 (83%) 1(17%)  1(17%) 5 (83%) 3 (50%) 1(17%) 6 (100%) 2 (33%)
Alqubba 0 1 100% 0% 100% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alsharguiya | 0 6 67%  100%  97% 1 0% 0%  50%  50% 0% 1 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 1(100%) 0 (0%) 0 (0%)
Arrajban 0 1 0% 0% 33% 1 0% 0%  67% 0% 0% 1 1 (100%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Arrayayna | 0 1 100% 0%  100% | O 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Arrhaibat 0 1 0% 0% 100% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ashshgega | 0 1 0% 0% 83% 0 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%)
Assahel 0 6 33% 67% 47% 2 50% 0%  75% 0% 71% 7 2 (100%) 1 (50%) 2 (100%) 2 (100%) 1 (50%) 2 (100%) 2 (100%) 0 (0%)
Avjala | 1 67%  100%  50%  50% 3 100% 100%  89% 2 0% 0%  75% 100%  43% 2(100%)  1(50%)  1(50%)  2(100%)  1(50%)  2(100%)  2(100%) 2 (100%)
Azzahra 1 67% 0% 0% 50% 4 100%  100%  71% 2 50% 0%  50% 0% 36% 2 (100%) 1 (50%) 1 (50%) 1(50%) 1 (50%) 1(50%) 1(50%) 1(50%)
Azzawya | 15 53% 27% 53% 17% 14 100%  86% 87% 24 73%  40%  76%  88% 18% 24 (100%) 4(17%) 11 (46%) 21 (88%) 3 (13%) 22 (92%) 24 (100%) 23 (96%)
Azzintan | 0 7 29%  29%  95% 3 0% 0% 39%  50% 0% 2 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 2 (67%) 2 (67%)
Bani Waleed 4 17% 0% 50% 13% 5 20%  100%  56% 5 10% 10%  70%  100% 29% 4 5 (100%) 0(0%) 1(20%) 5 (100%) 0(0%) 5 (100%) 0 (0%) 0 (0%)
Baten Aljabal | 1 33% 0% 0% 0% 3 67%  100%  94% 2 0% 0%  50%  50% 0% 5 2 (100%) 0(0%) 1(50%) 2 (100%) 0(0%) 0(0%) 2(100%) 2 (100%)
Benghazi 9 33% 22% 61% 11% 21 67% 57% 75% 17 3% 0%  69%  83% 33% 8 15(88%) 1(6%) 1(6%) 9 (53%) 1(6%) 10 (59%) 12 (71%) 8 (47%)
BintBayya | 1 0% 0%  100% = 0% 7 29%  100%  95% 1 0% 0%  67%  50% 0% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Bir Alashhab 0 1 100%  100%  67% 0 - 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Daraj | 1 0% 0% 0% 0% 3 33%  100%  89% 0 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%)
Darnah 0 5 40% 40%  100% 9 11% 0%  56%  100%  100% 6 8 (89%) 0(0%) 1(11%) 7 (78%) 0(0%) 7 (78%) 8 (89%) 6 (67%)
Ejdabia | 0 8 50%  75%  60% 9 6% 0%  48%  50%  36% | 6  9(100%) 0(0%) 0(0%) 7 (78%) 1(11%) 7 (78%) 8 (89%) 6 (67%)
Ejkherra 1 33% 0% 0% 100% 1 100%  100%  100% 1 0% 0%  67% 0% 57% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%) 1(100%) 1 (100%)
Emsaed | 1 0% 0% 50% 0% 1 100% = 0%  100% | 1  100% 0%  83% 100% 100% 5 1 (100%) 0(0%)  1(100%)  1(100%) 0(0%) 1(100%)  1(100%) 0 (0%)
Espeaa 0 0 0 - 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%)
Garabolli | 4 0% 0% 13% 0% 6  100% 100%  78% 4 13% 0%  71% 100% 0% 4(100%)  1(25%)  1(25%) 1(25%) 1(25%) 1(25%) 3(75%) 1(25%)
Gasr Akhyar 2 0% 50% 50% 0% 4 100%  100%  67% 4 25%  38%  75%  50% 7% 7 4 (100%) 1(25%) 1(25%) 1(25%) 1(25%) 4 (100%) 3 (75%) 0 (0%)
Gasr Bin Ghasheer | 0 2 100%  50%  92% 2 50% 0%  58% 0% 0% |8 | 2(100%)  1(50%)  1(50%)  2(100%)  1(50%) 1 (50%) 1 (50%) 1 (50%)
Gemienis 0 5 40% 40% 73% 1 0% 0%  33% 0% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1 (100%) 1 (100%) 1(100%)
Ghadamis | 0 1 100% 100% 100% | O o o(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0(0%) 0(0%) 0(0%)
Gharb Azzawya 5 20% 40% 20% 0% 6 83% 50% 67% 9 28% 0%  59%  75% 2% 4 6 (67%) 0(0%) 0(0%) 0 (0%) 0(0%) 7 (78%) 3 (33%) 5 (56%)
Ghat | 1 0% 0%  100% 0% 6 0% 67%  77% 0 o o(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%)
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Immunization

Child health services
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Ghiryan 2 17% 0% 50% 0% 14 14% 7% 74% 4 0% 0% 50%  100% 0% 5 3 (75%) 0 (0%) 0 (0%) 2 (50%) 0 (0%) 2 (50%) 2 (50%)
HaiAlandalus | 11 36% 0% 64% 0% 9 89%  100%  48% | 16 9% 0%  67%  68% 9% 5  16(100%)  0(0%) 0 (0%) 0 (0%) 1 (6%) 8 (50%) 2 (13%)
Jadu 0 2 0% 0% 92% 0 o o(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 0(0%)
Jalu | 0 4 100% 100%  88% 1 0% 0%  67% 0% 0% 5 1(100%) 0 (0%) 0 (0%) 1(100%) 0 (0%) 1(100%)  1(100%)  1(100%)
Janzour 7 29% 14% 29% 0% 9 67% 100% 72% 7 7% 0% 67% 50% 0% 6 3 (43%) 1(14%) 2 (29%) 2 (29%) 0(0%) 0(0%) 4(57%) 4(57%)
Jardas Alabeed | 0 5 80%  100%  93% 4 0% 0%  58%  100% 0% 5  4(100%) 0 (0%) 0 (0%) 4(100%) 0 (0%) 4(100%)  4(100%) 4 (100%)
Kabaw 0 5 0% 0% 53% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Khalege Alsedra | 1 0% 0% 0% 0% 4 100% 100%  42% 0 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Kikkla 0 2 50% 0% 50% 0 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Labrig | O 1 100% 0%  100% | O 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Marada 0 1 100%  100%  100% 1 0% 0% 67% 50% 71% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%) 1(100%) 1(100%)
Misrata | 3 44% 0% 33% 0% 13 38%  85%  49% 8 0% 0%  58%  63% 0% 5 8(100%) 0 (0%) 0 (0%) 4 (50%) 0 (0%) 5 (63%) 6 (75%) 4 (50%)
Mizda 0 3 33% 0% 100% 1 0% 0% 67% 0% 0% 5 1(100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%) 1(100%) 1(100%)
Msallata 2 0% 0% 25% 0% 2 0% 50% 42% 1 0% 0% 50% 50% 0% 5 1(100%) 0 (0%) 0 (0%) 1(100%) 0 (0%) 1(100%) 1(100%) 1(100%)
Murzug | 1 0% 0%  100% 0% 2 0%  100%  100% | O o o(o%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Nalut | 0 3 33% 0% 50% 1 0% 0%  83% 0% 0% 1 0(0%) 0(0%) 0(0%) 0 (0%) 0 (0%) 1(100%) 0 (0%) 0 (0%)
Nesma | 0 3 33% 0%  100% | 1 0% 0%  67% 0%  100% - 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Rigdaleen | 0 0 0 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0(0%) 0(0%)
Sabratha 7 0% 0% 0% 0% 3 33% 0% 78% 6 0% 0% 53% 0% 4% 4 5 (83%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 2 (33%) 4(67%) 4(67%)
Sebha 8 17% 38% 63% 0% 10 40% 70% 75% 11 5% 14%  61%  100% 14% 7 8 (73%) 0(0%) 1(9%) 6 (55%) 3(27%) 6 (55%) 9 (82%) 8 (73%)
Shahhat 0 6 50% 83% 11% 5 10% 0% 53%  100% 0% 6 1(20%) 0 (0%) 0 (0%) 2 (40%) 1(20%) 2 (40%) 1(20%) 2 (40%)
Sidi Assayeh | 0 0 0% 0% 0% 0 o o(o%) 0 (0%) 0 (0%) 0 (0%) 0(0%) 0 (0%) 0 (0%) 0 (0%)
Sirt 1 0% 0% 0% 0% 7 86% 57% 45% 3 17% 0% 72% 25% 0% 8 3(100%) 1(33%) 1(33%) 3 (100%) 2 (67%) 3 (100%) 3 (100%) 3 (100%)
Sug Aljumaa 8 13% 38% 44% 6% 8 25% 100% 58% 11 0% 9% 68% 75% 7% 6 11 (100%) 0(0%) 1(9%) 2 (18%) 0(0%) 4(36%) 9 (82%) 1(9%)
Sug Alkhamees | 0 3 0% 0% 89% 0 - 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Suloug | 2 0% 0% 50% 0% 2 100% 0% = 100% | 0 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0(0%)
Surman 8 83% 38% 75% 0% 8 100%  100% 69% 12 67% 8% 82% 83% 7% 8 12 (100%) 1(8%) 11(92%) 12 (100%) 1(8%) 12 (100%) 12 (100%) 11 (92%)
Tajoura 2 33% 0% 0% 0% 5 60% 80% 20% 7 0% 0% 71%  100% 0% 6 6 (86%) 0(0%) 0(0%) 3 (43%) 1(14%) 2 (29%) 6 (86%) 2 (29%)
Taraghin 1 0% 100% 0% 0% 2 50% 100%  100% 1 0% 0% 83% 0% 0% 1 1(100%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0(0%) 0 (0%) 0 (0%)
Tarhuna 2 33% 0% 75% 0% 17 47% 12% 74% 3 0% 0% 61% 50% 7% 5 3 (100%) 0 (0%) 0 (0%) 2 (67%) 0 (0%) 2 (67%) 2 (67%) 2 (67%)
Tazirbu | 0 1 100%  100%  100% | O o o(o%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Thaher Aljabal | 0 3 100% @ 0% 78% 1 0% 0%  67% 0% 0% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Tobruk 1 100%  100% 0% 0% 5 60% 40% 40% 6 50% 25%  50% 0% 0% 8 5 (83%) 2 (33%) 2 (33%) 2 (33%) 3 (50%) 4(67%) 2 (33%) 2 (33%)
Toukra | 1 0% 0% 0%  100% | 4  100%  100%  75% 1 0% 0%  50% 0% 7% 5 1(100%)  1(100%)  1(100%)  1(100%) 1 (100%) 0(0%) 0(0%) 0(0%)
Tripoli 3 33% 33% 33% 0% 8 0% 100% 48% 11 0% 0% 62% 70% 3% 5 11 (100%) 0 (0%) 0 (0%) 5 (45%) 0 (0%) 5 (45%) 11 (100%) 5 (45%)
Ubari | 0 3 33%  100%  94% 0 o o(o%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Umm arrazam 1 0% 0% 100% 0% 5 80% 100% 97% 4 0% 0% 63%  100% 0% 6 1(25%) 0 (0%) 0 (0%) 2 (50%) 1(25%) 1(25%) 2 (50%) 3 (75%)
WadiEtba | 2 0% 0% 0% 0% 3 67%  100%  61% 1 0% 0% 8% 0% 0% - 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Wazin 0 1 100% 0% 50% 0 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Yefren | 0 1 0% 0%  100% | 1 0% 0%  33% 0% 0% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Zamzam 1 0% 0% 0% 0% 4 0% 100% 0% 1 0% 0%  50% 0% 0% [ o(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Ziltun | 0 2 50%  50%  100% | 1 0% 0%  50% 0% 0% 5 1 (100%) 0(0%) 0(0%) 1(100%) 0(0%) 1(100%)  1(100%)  1(100%)
Zliten | 10 0% 10%  75%  10% | 14  43%  100%  64% | 10  10% 0%  68%  72%  19% 5 9 (90%) 0(0%) 1(10%) 1(10%) 0(0%)  10(100%) 7 (70%) 0 (0%)
Zwara 1 67% 0% 0% 0% 2 50% 100%  100% 2 0% 0% 75% 50% 0% 3 2 (100%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1 (50%) 1 (50%) 0 (0%)
Total | 184  23%  18%  44% 7% | 467 56%  66%  71% | 327  14% 6%  65%  73%  17% 3 289(89%)  30(9%)  56(17%)  159(49%)  41(13%) 212 (65%)  236(72%) 157 (48%)
ber of lities with (one or more) services available:
51 97 63 64 60 17 25 53 2 56 55 49
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4.9 Overview of RMNCH services by hospital facility

In terms of RMINC, hospitals primarily serve as the first point of contact for both delivery and EmONC
services, and child immunization at birth. For ANC and preventive and curative care for children under 5,
they provide specialist services when PHC services cannot meet a patient’s needs. With the exception of
family planning services, which are not available anywhere, there are 52 hospitals which technically have
the capacity to provide delivery, EmMONC and earmarked neonatal services, while 59 hospitals provide
essential pediatric care through both outpatient and inpatient services. Table 42 provides an overview of
the individual RMNCH services available in hospitals, along with readiness scores for ANC and delivery
services. Hospitals that do not provide RMNCH services have been excluded from this list.

There are a considerable number of hospitals that provide RMNCH services where corresponding
readiness scores indicate that the true availability of services is equal to or below 50%. This includes 25 of
the hospitals offering ANC services, 31 hospitals offering delivery services, and 20 hospitals offering
CEmMONC, indicating that there is considerable room for improvement in terms of service readiness for
RMNCH.

4.9.1 Breakdown of readiness indicators

The overall proportion of hospitals that have staff who have received specific training on RMNCH topics
during the preceding 2 years is low. The highest proportion of hospitals with trained staff is on the topic
of newborn resuscitation (35%) while no staff have received training on essential childbirth care or family
planning. Even training on the provision of essential services such as ANC (14%) and CEmONC (17%) is not
commonly available and/or followed.

Table 41: Proportion of Hospitals with staff having received service-specific training in the past 2 years

N of Hospitals % of these hospitals

Training course  offering services with trained staff
Newborn resuscitation 52 35%
Essential childbirth care 52 0%
Comprehensive Emergency Obstetric Care (CEmOC) 47 17%
Family planning (FP) 0 0%
Adolescent sexual health 0 0%
Antenatal Care (ANC) 37 14%
Prevention of Mother and Child Transmission (PMTCT) for HIV 4 0%
Infant and young child feeding (IYCF) 4 25%

The mean total availability of 20 basic essential medicines for obstetric care in the 52 hospitals offering
delivery services was 58% (Figure 57) , suggesting significant shortages across all hospitals. Caffeine citrate
injection was the least available drug reported (but not necessarily observed) to be present, at 21% of
facilities. This was followed by Cefixime (33%), and Azithromycin (35%). Dexamethasone and Vitamin K
injections were most commonly available, both present in 81% of hospital facilities. Of concern is that 9%
of available oxytocin was NOT being stored in a refrigerator.
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Figure 57: Availability of 20 essential medicines for obstetric care in hospitals providing delivery services

Vitamin Kinjection e 81%
Dexamethasone injection I 81%
Oxytocin injection NG 79%
Sodium Chloride (.09NS) injectable solution [ 79%
Intravenous infusion set I 79%
Gentamycin injection I 73%
Other plasma expander such as Ringers Lactate (RL) IS 71%
Magnesium sulphate injection NN 69%
Ampicillin powder for injection NN 69%
Calcium gluconate injection NI 65%
Metronidazole injection [ 65%
Hydralazine injection I 63%
Mean total availability I 58%
Antibiotic eye ointment for newborn [N 50%
Nifedipine cap/tab (10 mg) I 47%
Methyldopa tablet NG 46%
Betamethasone injection NN 45%
Benzathine benzylpenicillin powder for injection N 40%
Azithromycin cap/tab or oral liquid NN 35%
Cefixime cap/tab NN 33%
Caffeine citrate injection NG 21%
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Table 42: RMNCH services available and readiness scores, by hospital

Atiya Al Kaseh- Al Kuffra hospital
Tripoli pediatric hospital

Zwara Albahree Hospital

Adri hospital

Al -Zawia Hospital

Al Hospital

Al Afia hospital - Houn

Al Asaabaa hospital

Al Aujilat Hospital

Al Jaghbub hospital

Al Jalaa gynecology hospital - Tripoli
Al Jameel Hospital

Al Khadra hospital

Al khums hospital

Al Kuriaat hospital

Almarj Hospital

Al Qarabouli hospital

Al Quba Hospital

Al Temimi Hospital

Al Wehda Hospital

Al Zintan hospital

Ali Omar Askar hospital-Sbeia
Bani waleed hospital

Benghazi hospital for pediatrics &
surgery

Benghazi medical center
Bergan hospital

Brak hospital

Chest diseases hospital, Misratah
Ghadames hospital

Gharyan hospital

Gmenis hospital

Jado Hospital

Jalou hospital

Iron supplementation

Antenatal Care

Folic acid supplementation

Monitoring for
hypertensive disorder of

pregnancy

X X X X X X

ANC for high-risk
pregnancies

X X X X X X X X

xX X

ANC Readiness Score

40%

80%

50%

30%
100%
80%
30%
60%
40%
50%
60%

20%
70%
30%

60%

50%

50%
60%

40%

Delivery services

X X X X X X X X X X X X X X X X X X X X X x

X X X

X X X X X

OB

Delivery services
Readiness Score

I
N
X

50%
38%
81%
39%
65%
25%
47%
100%
100%
60%
74%
74%
36%
89%
50%
48%
70%
31%
19%
75%
100%

44%
19%
50%

67%
39%
39%
31%
62%

Parenteral administration
of antibiotics (IV or IM)

x

X X X X X X X X X X X X X X X X X X X X X

=<

xX X X X X
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of oxytocic (IV or IM)

x
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=<
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> of anticonvulsant for

X X X X X X X X X X X X X X X X X X X X X
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xX X X X X
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Assisted vaginal delivery
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>

X X | X X X
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X X X X X X 87%

X X X X X X 41%

X X X

X X X X X X 62%

X X X X X X 21%

X X X X

X X X

X X X X X X 61%

X X X X X X 61%

X X X X X X 80%

X X X X X X 93%

X X X X X X 60%
X X X X X 26%

X X X X X X 18%

X X X 77%
X X X 32%

X X X 36%
X X X 32%

xX X X X X
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Antibiotics for preterm or

> prolonged PROM

X X X X X X X X

xX X X

X X X X

(premature rupture of

Corticosteroids in preterm
labor

=

x X

X X X X X X X X

X X X X X X X

KMC (Kangaroo mother
X care) for premature/very

small babies

Parenteral administration
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=
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neonatal sepsis
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Jardas Al Abeed Hospital
Kabaw hospital

Misslata hospital
Mitiga hospital

Mizda hospital

Murziq hospital

Nalout hospital

Omar Al Mokhtar Hospital

Sebha Medical Center

Slougq hospital

Sooq Al Khamees hospital - Al khums

Subrata Hospital
Surmann Hospital

Sussa Hospital

Tajurra hospital
Tarhuna hospital
Tazarbu hospital

Tegi hospital

Traghen hospital
Tripoli medical center
Tubrug Medical Center
Tukaraa Hospital

Weddan hospital
Yaffren Hospital
Zlitan hospital

Al Hraba hospital

Al Shewarif hospital
Bin Jawad hospital

Emhamd Al Meqrif Hospital Ejdabiya
Misratah hospital

Thuarra hospital

Total

Iron supplementation

X X X X x X<

=

>

29

Antenatal Care

Folic acid supplementation

xX X X X x X

>

29

Monitoring for

hypertensive disorder of

pregnancy

>

>

32

ANC for high-risk
pregnancies

x

X X X X

xX X

38

ANC Readiness Score

50%
30%

40%

50%

40%
30%

50%
50%

40%
50%
70%
100%

50%
40%
50%

50%

70%
80%
60%

Delivery services

X X X X X X

X X X X X X X X x

x

x

52

oB

Delivery services
Readiness Score

49%

50%
23%
97%
45%
51%
36%

75%

50%
87%
63%
35%
25%
62%
69%
100%

26%
21%
45%

70%
47%
42%

Parenteral administration
of antibiotics (IV or IM)

X X X X X X X X x xX X X X X X
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Blood transfusion
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CEmONC readiness score

67%
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15%
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66%
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16%
57%
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44%
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96%

44%
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70%
66%
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5 Communicable diseases

The burden of disease attributable to communicable diseases in Libya was estimated to be 9.8% for 2012
(20). This means that one in ten health conditions in the country can be attributed to an infection, which
is a relatively low proportion, because unlike many other African countries, Libya is fortunate to have low
prevalence rates of communicable diseases such as HIV/AIDS and malaria.

The first point of contact for any patient suffering from a communicable disease is often the primary
health care system, whether public or private. Treatment of common infections such as respiratory tract
and skin infections is prescribed on the spot. There are some communicable diseases with a potentially
significant public health impact. These are subject to close monitoring, and specific disease control
programs are run by the government to contain their potential spread. These diseases are the focus of
this chapter, and include tuberculosis (TB), HIV/AIDS, sexually transmitted infections (STls), leishmaniasis,
and brucellosis. Patients suspected of suffering from one of these communicable diseases are referred to
a specialist health facility where final diagnosis and treatment are provided. For TB, this specialist network
consists of 27 NCDC facilities (of which 23 were functioning at time of survey) and four chest hospitals,
while five hospitals and three PHC facilities provide HIV/AIDS counselling and testing. Confirmatory testing
and treatment for leishmaniasis and brucellosis are available from 36 and 28 earmarked PHC facilities,
respectively.

Table 43: Availability and readiness of communicable diseases services provided by type of facility

General overview N Hospitals (% N PHC facilities (%
(% of all health of all 80 Hospital of all PHC PHC Readiness
facilities) hospitals) Readiness score facilities) score
Tuberculosis 27 (2%) 4 (5%) - 23* 24%*
HIV/AIDS: counselling & testing 8(0.7%) 5 (6%) 32% 3(0.3%) 47%
HIV/AIDS: PMTCT 4(0.3%) 4 (5%) 36% 0 -
STls 15 (1%) 9(11%) 29% 6 (0.6%) 33%
Leishmaniasis 36 (3%) - - 36 (3%)
Brucellosis 28 (2%) - - 28 (3%)

*services provided only through NCDC facilities, not through hospitals or PHCs

The SARA methodology includes specific availability and readiness indices for TB, HIV, and STls, and for
these diseases both availability and readiness can be assessed. The methodology does not include detailed
information for leishmaniasis and brucellosis, but these diseases were of concern to the Libyan MoH,
therefore simple questions on availability and treatment for these diseases were added to the standard
questionnaires. This provided sufficient information to assess the general availability of these specific
services, but a more detailed analysis of readiness was not possible.

5.1 Tuberculosis

The most recent complete data on TB in Libya dates from 2015. For this year, TB-related mortality was
estimated at 11 deaths per 100 000 population. A total of 1,014 detected tuberculosis cases were notified
in 2015, of which 486 were sputum smear-positive cases. The treatment success rate of new and relapsed
TB cases registered in 2014 was 57%. Drug-resistant tuberculosis is estimated at 4% among new cases and
48% among previously treated cases (21). There are reported gaps in communication with and follow-up
of patients, although improvements are expected with implementation of the 2015 program for
surveillance of TB and multidrug-resistant TB (MDR-TB) cases (20).

TB diagnosis and treatment are provided through 23 NCDC centers and the specialized chest hospitals in
Tripoli, Misrata, Sebha and Benghazi. Suspected cases of TB are initially identified through the PHCs, who
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refer them to the NCDC centers where sputum analysis, chest X-rays and biopsies for extra-pulmonary TB
are used to confirm the final diagnosis. In order to prevent drug resistance, TB treatment is provided only
through NCDC centers and the specialist hospitals, and are not at all available through the private sector.
Treatment is free of charge, and patients are given two to three months of treatment to take home. Extra-
pulmonary TB cases are followed up on a monthly basis.

5.1.1 Availability and readiness

The SARA Hospital questionnaires did not include questions on the provision of TB services, therefore no
data on availability and readiness for TB is available at the hospital level. The analysis in this section is
therefore limited to the 22 specialized branches of the National Center for Disease Control (NCDC) that
offer diagnosis and treatment of TB, and which were included in the “other” health facilities list.

The overall TB readiness index is calculated on the basis of selected tracer items in four domains: (1)
medicines, (2) guidelines, (3) trainings, and (4) diagnostics. The overall readiness score for TB services
provided through the 22 NCDC facilities was 44%. Low scores were measured especially for the availability
of specific TB diagnostics, where specific testing components were often not available (i.e., slides, stains,
and HIV tests) and the availability of medicines. Only the NCDC facilities in Tripoli, Azzawya and Zwara had
readiness scores above 50%.

Table 44: NCDC facilities availability and readiness index for management of TB services by district

N facilities offering Trained staff Medicines Overall
TB services Guidelines scores scores Diagnosis scores scores readiness scores
Al Wahat/Ajdabia 2 75% 63% 33% 0% 43%
Alkufra 0
Benghazi 0
Al Betnan 1 75% 50% 67% 0% 48%
Al Jabal Al Akhdar 1 50% 75% 0% 0% 31%
Darnah 1 75% 75% 33% 0% 46%
Almarj 1 50% 50% 33% 0% 33%
Sirt 0
Aljufra 1 50% 75% 33% 0% 40%
Misratah 3 42% 58% 44% 0% 36%
Almargeb 2 50% 50% 33% 22% 39%
Al Jifarah 1 50% 75% 33% 0% 40%
Tripoli 1 75% 100% 33% 0% 52%
Azzawya 1 100% 100% 67% 0% 67%
Zwara 1 100% 100% 67% 0% 67%
Al Jabal Al Gharbi 2 75% 88% 33% 0% 49%
Nalut 3 58% 58% 44% 0% 40%
Wadi Ashati 0
Sebha 1 100% 0% 67% 0% 42%
Wadi Al Haya 0
Murzuq 1 50% 100% 33% 0% 46%
Ghat 0
Total 23 64% 67% 41% 2% 44%
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Figure 58: Map of availability* and readiness (in numbers) for TB services, by district, with locations for NCDC centers
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only NCDC facilties are mapped (including closed facilties)
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Box 7: Tuberculosis services availability and readiness

The referral capacity of PHC facilities to TB diagnostic and treatment services was not measured. Diagnosis and
treatment for TB was available through 22 functional NCDC facilities located in 15 districts, and four specialist
hospitals. The overall readiness score of 44% indicates that there is still considerable room for improvement in
the readiness domains, especially in terms of the availability of diagnostics and key medicines.

5.1.2 Breakdown of readiness indicators for TB services

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section, because the number of respondents are often different, given
that the data used here may come from a different subset of health facilities or a different section of the
survey, or may not reflect all the indicators used to calculate the index scores. The figures in this section
can be used as a reference point to assess the validity of the readiness scores, and also provide insight
into the individual items used for calculating the readiness indices.

Of the 22 functional NCDC facilities that offer TB services and provided data, 21 facilities offer TB
diagnosis. All 21 facilities had the capacity to provide initial diagnosis using chest x-rays, while 90% have
sputum smear microscopy available. Culture and rapid test diagnosis are less commonly available, at 38%
and 29%, respectively.

Figure 59: Available methods to diagnose TB in 22 NCDC facilities

Chest X-ray I 100%
Sputum smear microscopy examination I 90%
Clinical symptoms only I 81%
Culture | 38%
Rapid test N 29%

A more detailed breakdown of TB diagnostics availability by municipality is provided inTable 45. This table
indicates that the facilities in Jalu and Misrata rely only on X-ray diagnosis for TB.

It is worth noting that there are two hospitals that report having GeneXpert testing available. At the time
of survey, the machine at Bin Jawad Hospital in Sirt was functional, while the machine at Abi Sitta Chest
Diseases Hospital in Tripoli was said not to be available.

Services provided through all 22 NCDC facilities include management and follow-up of treatment for TB
patients (95%), provision of drugs (86%), and HIV testing (36%). The guidelines available in the facilities
include those on the diagnosis and treatment of TB (91%), TB infection control (86%), MDR-TB (50%),
while guidelines on the management of TB/HIV coinfection are available at a limited number of facilities
(32%).
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Table 45: Overview of TB diagnostics available by municipality

Clinical Sputum smear microscopy

symptoms only examination Culture Rapid test Chest X-ray
Al Aziziya X X X
Albayda
Aljufra
Alkhums
Almarj
Azzawya
Bani Waleed
Daraj
Darnah
Ejdabia
Ghadamis
Ghiryan
Hai Alandalus
Jalu
Misrata
Murzug
Nalut
Sebha
Tarhuna
Al Betnan
Zliten

Zwara X X X X
Total 81% 90% 38% 29% 100%

X X X X X X

X X X X X X /X X X X X X
X X X X X
< X

X X X X X X

X X

X X X X X X X X X X X X X X X X X X X X

X X X X X
X X X X X X

The availability of trained staff for TB services is good, with 86% of facilities having staff specifically trained
on TB diagnosis and treatment, 73% being trained on TB infection control, and more than half of the
facilities (55%) having staff trained on the management of HIV/TB coinfection and MDR-TB.

Figure 60: Availability of services, guidelines and trained staff for TB in NCDC facilities

SERVICES
Manage and provide treatment follow-up for TB patients NI 95%
Provide drugs for TB patients IS 836%
System for testing TB patients for HIV I 36%

GUIDELINES
Guidelines diagnosis/treatment of TB I 91%
Guidelines TB infection control NN 36%
Guidelines MDR-TB s 50%
Guidelines management of HIV/TB coinfection I 32%

STAFF TRAINED
TB diagnosis and treatment NN 36%
TB infection control NI 73%
Management of HIV/TB coinfection IS 55%
MDR-TB I 55%

In terms of the provision of TB treatment, 19 out of 22 NCDC facilities have pharmacy storage available to
provide patients with medicines. Storage of TB medicines is onsite in 16 facilities, three facilities have
offsite drug storage, and three don’t have any medicines available at all. The overall availability of TB drugs
in the 16 facilities with on-site pharmacy services was 73% according to the reports from the NCDC staff
(Figure 61) but when the pharmacy itself was checked, the actual availability of the medicines was only
2%. The data suggests that the individual TB drugs are most commonly used in Libya, while the fixed dose
combination drugs are used far less frequently.
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Figure 61: Most commonly prescribed TB medicines in 16 NCDC facilities

I 100%
T 100%
I 100%
I 94%
I 73%
I 63%
I 56%
I 56%
I 56%
I 56%
I 44%

Rifampicin

Pyrazinamide

Ethambutol

Isoniazid

Overall availability
Isoniazid+Rifampicin+Ethambutol
Isoniazid+Rifampicin+Pyrazinamide+Ethambutol
Isoniazid+Rifampicin+Pyrazinamide
Isoniazid+Ethambutol
Isoniazid+Rifampicin

Streptomycin injectable

The availability of TB medicines was also assessed through the SARA Hospital questionnaire, and six
specialist hospitals provided information on their stocks. The overall availability of TB medicines at the
hospital level was 42%, with the four chest hospitals reporting the availability of Ethambutol, Isoniazid,
Pyrazinamide, and Rifampicin (67%). Fixed Dose Combination (FDC) drugs were not readily available, with
a range of 17% to 33%.

Figure 62: Availability of individual TB medicines in six specialist hospitals

Rifampicin
Pyrazinamide
Isoniazid
Ethambutol

T 67%
I 67%
T 67%
I 67%

I 43%
I 33%
T 33%
I 33%
I 17%

I 17%

I 17%

Mean availability

Streptomycin Injectable

Isoniazid + Ethambutol (EH) (2FDC)

Isoniazid + Rifampicin (2FDC)

Isoniazid + Rifampicin + Pyrazinamide + Ethambutol (4FDC)
Isoniazid + Rifampicin + Ethambutol (RHE) (3FDC)

Isoniazid + Rifampicin + Pyrazinamide (RHZ) (3FDC)

5.2 HIV/AIDS

HIV prevalence is low. The most affected population is people who inject drugs (PWID), with an estimated
overall HIV prevalence of 22% in this population (20), although an integrated biobehavioural study
conducted in 2010 amongst 328 PWID in Tripoli yielded an estimated prevalence of 87% in this population
(22). The most recent population based survey on HIV/AIDS, which used random cluster sampling among
65,000 persons, was carried out in 2004/2005. An HIV prevalence of 0.13% (90 cases) was measured in
the general population, indicative of a concentrated epidemic. A higher prevalence in Alkufra in the south
(0.67%) and in Tripoli (0.4%) indicated hotspots in urban areas and on migration and drug smuggling
routes (23). In 2011 the Tripoli Central Blood Bank reported that 0.3% of blood donors tested HIV positive,
with a much higher prevalence noted at the Benghazi Blood Bank during the same period (24).
Overwhelmingly low CD4 counts at the time of diagnosis indicate that most People Living with HIV (PLHIV)
are identified late in the course of their disease, suggesting that identified cases represent a relatively low
proportion of the total number of PLHIV.

The Libyan national response to HIV/AIDS is coordinated by the NCDC. The National AIDS Program (NAP)
was launched in 2002, reporting to the Director General of the NCDC. The NAP often also goes by the title
‘Department for the control of AIDS and STIs’. The NCDC is responsible for M&E, education and awareness,
therapy management and research on HIV/AIDS in Libya. According to the 2015 Country Progress Report
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by the NAP, Tripoli Medical Centre (TMC), Tripoli Central Hospital (CH), Al Jumhuria in Benghazi and Sebha
Medical Centre are the main hospitals in the country that offer HIV treatment and care. At time of this
survey, however, Al Jumhuria Hospital was closed.

5.2.1 HIV counselling and testing

The planned implementation of recommendations stemming from a 2009 UNAIDS assessment of VCT
(Voluntary Counselling and Testing) services was put on hold when the civil war broke out in 2011.
Subsequently, the expansion and improvement of VCT centers planned in the national draft HIV strategy
could also not be implemented. At present, most HIV testing continues to be mandatory screening for
various certificates (e.g. employment, marriage, driving licenses, hospital admissions, ANC, prison
admissions). Laboratory testing for HIV is widely available in both public and private laboratories
throughout the country, but it lacks the counselling aspect of VCT. Fixed VCT is available only at the NCDC
reference laboratory in Tripoli, which is used primarily for referral services for people sent for
confirmatory testing from other laboratories. Prior to the conflict, the NCDC had planned to expand
testing to all NCDC regional branches but the plans were put on hold (24).

5.2.1.1 Availability and readiness

HIV counselling and testing services are offered by three PHC facilities and five hospitals. These facilities
are located in five districts, including Alkufra, Benghazi, Al Betnan, Tripoli and Azzawya. For the limited
services that are available, overall readiness scores are low for both the hospital (32%) and the PHC-level
services (47%).

Table 46: Availability and readiness index for HIV counselling and testing services by district

counselling and testing
counselling and testing
N of hospitals offering

service
Room with auditory/

N of PHC facilities
offering service
Guidelines HIV
Room with auditory/
visual privacy for HIV
HIV rapid test kit
available

visual privacy for HIV
HIV rapid test kit

counselling and testing

counselling and testing
Overall readiness

Condoms in service
scores

Overall readiness
site

scores
Staff trained HIV

Staff trained HIV
Condoms in service
site

Guidelines HIV

Al Wahat/Ajdabia
Alkufra

Benghazi

Al Betnan

Al Jabal Al Akhdar
Darnah

Almarj

Sirt

Aljufra

Misratah
Almargeb

Al Jifarah

Tripoli

Azzawya

Zwara

Al Jabal Al Gharbi
Nalut

Wadi Ashati
Sebha

Wadi Al Haya
Murzugq

Ghat

Total

100% 0% 0% 100% 0% 40%
0% 0% 0% 100% 0% 20%

100% 0% 0% 0% 0% 20% 100% 0% 100% 100% 0% 60%

33% 0% 33% 67% 0% 27%
100% 0% 100% 100% 0% 60%

WOOOOOO0ODO0ODOFRPROOODODODODOOORFr OoORr o
VO OOO0OO0ODO0OO0ODO0OO0OWOOODOOOOORr KOO

100% 0% 33% 100% 0% 47% 40% 0% 40% 80% 0% 32%
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Figure 63: Map of availability* and readiness (in numbers) for HIV counselling and testing services, by district
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

Box 8: HIV counselling and testing services availability and readiness

Just eight facilities in Libya offer counselling and testing for HIV. The general capacity for referral of
suspect HIV cases to these facilities was not examined. The overall readiness scores for counselling
and testing services is 32% for hospital-based facilities and 47% for PHC-based facilities, which
indicates a need for improvement in terms of staff training, availability of condoms, and improvement
in terms of the privacy of counselling rooms.
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5.2.1.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section, because the number of respondents are often different, given
that the data used here may come from a different subset of health facilities or a different section of the
survey, or may not reflect all the indicators used to calculate the index scores. The figures in this section
can be used as a reference point to assess the validity of the readiness scores, and provide insight into the
individual items used for calculating the readiness indices.

The overall readiness index is calculated based on the availability of five tracer items: (1) rapid test kits,
(2) guidelines and (3) trainings on HIV counselling and testing services, (4) condoms and (5) room with
auditory and visual privacy. The biggest weaknesses in terms of readiness include unavailability of staff
trained on counselling and testing in the past two years, and no condoms available in any of the facilities.
Rooms offering a private space for counselling are available in only three out of the eight facilities, while
only two out of five hospitals had relevant guidelines available.

5.2.1.2.1 Diagnostic testing for HIV

Of the 13 hospitals offering blood screening, all (100%) screened blood for HIV. Out of 58 hospitals
guestioned, blood testing for HIV was available onsite in 41 locations, and offsite in two hospitals. HIV
rapid tests were available in 51 out of 78 hospitals, with corresponding kits available in 49 of these
locations. Dry blood spots for HIV viral load were available in 20 out of 78 hospitals, while HIV antibody
testing by EIA/ELISA was available in 33 out of 42 facilities providing a response. Molecular/biological
techniques for testing HIV viral loads could be done in six out of 41 hospitals, while HIV serology was
available in four hospitals.

5.2.1.2.2 Guidelines and trained staff

All four PHC facilities offering HIV counselling and testing reported the availability of relevant guidelines
in their premises, while only 40% of hospitals had these guidelines available. In terms of staff training,
staff at neither the hospitals nor the PHC facilities that offer HIV services have received relevant training
during the preceding two years.

Table 47: PHCs and hospitals with staff trained in HIV-related subjects during the past two years

% of these N of PHCs % of these PHCs
N of Hospitals hospitals with offering with trained
Training course  offering services trained staff services staff
Prevention of Mother and Child Transmission (PMTCT) for HIV 4 0% 0 0%
Infant and young child feeding (IYCF) for HIV 4 25% 0 0%
HIV counselling and testing 8 0% 3 0%
HIV/AIDS prevention/care/management 8 13% 3 33%
Anti-retroviral therapy (ART) 0 0% 0 0%
Clinical management HIV/AIDS 0 0% 0 0%

5.2.1.2.3 HIV medicines

Three hospitals reported the availability of antiretroviral (ARV) medicines. Of these drugs, only Tenofovir
Disoproxil Fumarate (TDF) was available in all hospitals, while two hospitals had Abacavir, Lamivudine and
Efavirenz in their pharmacy stores.
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Figure 64: Number of hospitals with individual ARV medicines available in Libya.
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5.2.2 PMTCT services

The dominant route of HIV transmission in young children is from mother to child. With the
implementation of a PMTCT program the risk of transmission can be reduced to 1%. Rates of HIV in
pregnancy in Libya are low, however. The HIV incidence rate in 70,442 pregnant women in three of the
largest hospitals providing maternity care in Tripoli between 2003-2006 ranged from 0.07% to 0.3%,
depending on the hospital (24). National guidelines for PMTCT were developed in collaboration with the
European Union in 2009.

Pregnant women known to be HIV positive are referred to the nearest hospital offering PMTCT services
to reduce the risk of HIV transmission to their infant. Before the start of the 2011 conflict, two sites
provided PMTCT services. These were Tripoli Medical Center and Benghazi Centre for Infectious Diseases
and Immunology. An expansion was proposed around 2010, but its implementation was affected by the
conflict, and the delivery of PMTCT services remains limited across the country.

5.2.2.1 Availability and readiness

At the time of survey, four hospitals offered PMTCT services. These are Benghazi medical center, Tripoli
central hospital, Tripoli medical center, and Tubrug Medical Center. Not all hospitals offer the complete
range of PMTCT services, with availability scores at an acceptable level only for the hospitals in Tripoli and
Benghazi. Only one hospital in Tripoli offers family planning counselling to HIV+ pregnant women, while
other PMTCT services are more commonly available. The hospital in Tubruqg offers only counselling and
testing, and does not have the full package of services available. Readiness scores are low, with an overall
score of 37%.

Box 9: Prevention of Mother to Child Transmission of HIV services: availability and readiness

Four facilities offer PMTCT services in Libya. Most sites have the full package of PMTCT services
available, with an average score of 75%, but overall readiness scores are low at 37%. This low score is
due to a lack of guidelines and trained staff available in the hospitals, a significant shortage of
medicines, and the limited availability of relevant diagnostics.
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Table 48: Availability and readiness of PMTCT services at hospitals, by activity and district

HIV counselling and testing to

HIV+ pregnant women

Infant and young child feeding

counselling
Nutritional counselling for HIV+

women and their infants
Family planning counselling to

HIV counselling and testing to
infants born to HIV+ women
ARV prophylaxis to HIV+

ARV prophylaxis to newborns
of HIV+ pregnant women
HIV+ pregnant women

pregnant women
Guidelines scores

Equipment (Visual and auditory

Mean availability scores
privacy)

[Training scores
Diagnosis scores
Medicines scores

Overall readiness

Al Wahat/Ajdabia
Alkufra

Benghazi

Al Betnan

Al Jabal Al Akhdar
Darnah

Almarj

Sirt

Aljufra

Misratah
Almargeb

Al Jifarah

Tripoli

Azzawya

Zwara

Al Jabal Al Gharbi
Nalut

Wadi Ashati
Sebha

Wadi Al Haya
Murzug

Ghat

Total

BOOOOOOOOONOOOOOOOO R o o of facilities offering PMTCT

100%
100%

100%

100%

100% 100% 100% 100% 100% 0% 86% 0% 0% 0% 100%  13%
100% 0% 0% 0% 0% 0% 29% 50% 50% 50% 100% 0%

100% 100% 100% 100% 100% 50% 93% 0% 0% 50% 100% 25%

100%  75% 75% 75% 75% 25% 75% 13% 13% 38% 100% 21%

23%
50%

35%

36%
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Figure 65: Map of availability* and readiness (in numbers) of PMTCT services, by district

TUNSIA

G SEvrT
J

NIGER o
Ol
Z) PMTCT PMTCT B 0AN
=0 ‘\\»
>tol

* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

5.2.2.2 Breakdown of readiness indicators

Benghazi medical center has only basic equipment available and almost no medicines, no trained staff and
guidelines, and no diagnostics. The hospitals in Tripoli are not much better off, and although Tubruqg
medical center has a limited number of services available, it is slightly better equipped in terms of trained
staff and guidelines, although it has no anti-retroviral medicines available. PMTCT-specific diagnostics are

in short supply across all the hospitals, with a domain-specific score of 21%. See Section 5.2.1.2 for more
relevant details.
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5.3 Sexually Transmitted Diseases

Sexually transmitted infections (STIs), also known as Sexually Transmitted Diseases (STDs), are caused by
bacteria, viruses, or parasites that are transmitted through unprotected sex (vaginal, anal, or oral) and
skin to skin genital contact. Bacterial infections include bacterial vaginosis, chlamydia, gonorrhea,
lyphogranuloma venerum (LGV) and syphilis. Viruses cause genital herpes, Hepatitis B, Human
Papillomavirus (HPV) and Human Immunodeficiency Virus (HIV). Parasites are responsible for
trichomoniasis and pubic lice. Very little data is available on the prevalence of STDs in Libya, with the
exception of a limited understanding of the HIV prevalence, which was described in Section 5.2.

Health education, and the monitoring and follow-up of known STD cases in Libya is part of the vertical STD
control program run by NCDC. These centers do not have patient contact or provide diagnosis or
treatment. Instead, initial diagnosis for STDs is available at any health facility that has a laboratory. Free
treatment is available from the PHC facilities and the infectious disease department in the hospitals, with
all facilities required to report confirmed STD cases to the NCDC.

5.3.1 Availability and readiness

Although theoretically a far greater number of facilities should offer diagnosis and treatment of STDs,
during the SARA survey only six PHC facilities and nine hospitals, or a total of 15 public health facilities
reported offering STD treatment. These facilities are in only eight out of 22 districts, with nine out of 15
facilities located in only two districts (Tripoli and Azzawya), suggesting a severely inequitable distribution
of services. Overall readiness scores were low, at 33% for PHC facilities, and 29% for hospitals.

Table 49: Availability and readiness indices for management of STl services by type and district

PHCs Hospitals
v v
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Al Wahat/Ajdabia 0 0
Alkufra 1 100% 0% 100% 0% 100% 0% 50% 0
Benghazi 0 1 100%  100% 0% 0% 0% 25% 6%
Al Betnan 0 1 100% 100%  100% 0% 0% 25% 31%
Al Jabal Al Akhdar 0 0
Darnah 0 0
Almarj 0 0
Sirt 0 0
Aljufra 0 0
Misratah 0 0
Almargeb 0 1 100% 100%  100% 0% 0% 75% 44%
Al Jifarah 0 0
Tripoli 0 4 100%  100% 50% 0% 50% 50% 38%
Azzawya 5 80% 100% 60% 20% 25% 10% 29% 0
Zwara 0 0
Al Jabal Al Gharbi 0 0
Nalut 0 0
Wadi Ashati 0 0
Sebha 0 1 100%  100% 0% 0% 0% 75% 19%
Wadi Al Haya 0 0
Murzugq 0 1 100% 0% 0% 0% 0% 25% 6%
Ghat 0 0
Total 6 83% 83% 67% 17% 40% 10% 33% 9 100% 89% 44% 0% 22% 47% 29%
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Figure 66: Map of availability* and readiness (in numbers) of STl services, by district, with referral hospitals
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped
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Box 10: Sexually Transmitted Infection services: availability and readiness

Although the overall prevalence of STls in Libya is unknown, it can be assumed that transmission is not
limited to specific geographical areas. Nevertheless, only eight out of 22 districts seem to have STI
specific services available, with six PHC facilities and nine hospitals reportedly offering diagnosis and
treatment. Training of staff and availability of medicines are low, and readiness scores do not exceed
35%, indicating that there is a considerable gap in service availability and readiness for STls.

5.3.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and provide insight
into the individual items used for calculating the readiness indices.

The overall STD-specific readiness indices are calculated based on the availability of tracer items in four
domains: (1) medicines, (2) diagnostic capacity, (3) guidelines and (4) staff having received relevant
training on sexually transmitted infections. The availability of antibiotics that can be used for the
treatment of STDs at the PHC level is covered in Table 54, while the diagnostic capacity is described in
more detail in Chapter 0. Guidelines on the diagnosis and treatment of STDs are available in four out of
the six PHC facilities (67%) and four out of the nine hospitals (44%) that offer STD care. None of the nine
hospitals report having staff trained in STD diagnosis or treatment, while only one of the six PHC facilities
(17%) has a staff member who has received STD training in the past two years.

5.4  Leishmaniasis

Transmission of both visceral and cutaneous leishmaniasis occurs in Libya. Transmission occurs
throughout the country, although cutaneous leishmaniasis is most common, and is generally found in rural
villages in the northwestern part of the country, in the semi-arid area extending from Tripoli to the
Tunisian border, and from the coast to the plateau of Jebel Nefusa. Visceral leishmaniasis occurs
sporadically, and has been reported from the Benghazi region and the northeastern coastal areas.
Diagnosis and free-of-charge treatment is available through PHC and hospital facilities in endemic areas,
with suspected cases of visceral leishmaniasis referred to the hospitals for confirmation and treatment.
The NCDC, the Environmental Health Services run by the MoH, and other ministries such as the Ministry
of Agriculture, share the responsibility for control of the sandfly and rodent populations that are part of
the disease transmission cycle. In addition to control, the NCDC is also responsible for health education.

5.4.1 Availability of services

Leishmaniasis is not one of the diseases that is included in a standard SARA survey, and therefore no
indicators for service-specific availability and readiness are available. Instead, this section will provide a
brief overview of a few basic questions that were added to the questionnaire. Leishmaniasis treatment is
available in 36 PHC facilities, which can be found in nine out of 22 districts. Most of the facilities can be
found in the district of Azzawya, where cutaneous leishmaniasis transmission most commonly occurs.
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Table 50: Availability of leishmaniasis services, by district

District N facilities

Al Wahat/Ajdabia 37
Alkufra 18

Benghazi 31

Al Betnan 30

Al Jabal Al Akhdar 59
Darnah 28

Almarj 29

Sirt 15

Aljufra 13

Misratah 61
Almargeb 109

Al Jifarah 62

Tripoli 115

Azzawya 68

Zwara 35

Al Jabal Al Gharbi 117
Nalut 31

Wadi Ashati 15
Sebha 22

Wadi Al Haya 25
Murzuq 87

Ghat 9

Total 1,016
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Diagnosis of leishmaniasis is most commonly done by clinical history only (53% of 36 clinics). Direct smear
can be performed in 25% of facilities, with PCR (6%) and culture (3%) rarely available. In terms of
treatment, local disinfection is most commonly prescribed (64%). The availability of injections of
Pentostam (42%) and Glucantime (28%) are available in select facilities only, while thermotherapy is
available in only two facilities (6%).

Figure 67: Diagnosis and treatment methods for leishmaniasis in 36 PHC facilities
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Figure 68: Availability* of leishmaniasis services, by district
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population

Box 11: Leishmaniasis services: availability and readiness

Leishmaniasis services are primarily provided in those areas of the country where transmission is
known to occur. With only 36 facilities located in nine districts providing services, availability across
the country is limited. The capacity to deliver these services is further limited by the low availability of
relevant diagnostics methods and medicines.
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5.5 Brucellosis

Brucellosis transmission is a significant public health problem especially in the northwest of Libya. A 2012
study reviewed the laboratory records of over 3,500 suspected human samples referred from hospitals in
Al Jabal al Gharbi district in northwestern Libya for the periods 1983—-2008 and 2009. The seropositive
brucellosis rates for the two respective periods were 50% and 65%. The overall prevalence was estimated
to be 0.2-22 cases per 100 000 inhabitants (25). A study involving humans and domestic animals found
40% seropositivity among healthy suburban residents and 28% among ruminants and camels in the
northwest region of Libya (26).

Diagnosis and treatment are provided through both selected PHC facilities and a few specialized hospitals.
The NCDC works with the Animal Health Department of the Ministry of Agriculture in the control of
brucellosis.

5.5.1 Availability of services

The SARA hospital survey did not include any questions on brucellosis, therefore no hospital data is
presented here. Furthermore, as brucellosis is not one of the services included in the service-specific
readiness and availability component of SARA surveys, no methodology has yet been developed to
calculate specific availability and readiness indices for brucellosis services. The data presented here comes
from a small number of questions that were added to the SARA survey for Libya, and focuses primarily on
the 28 PHC facilities through which brucellosis services are being provided. These facilities are available
in five out of 22 districts, with the largest number of facilities (21 in total) located in the district of Azzawya.

Table 51: Availability of brucellosis services, by district

N facilities offering % facilities offering

District N facilities  brucellosis diagnostics brucellosis diagnostics
Al Wahat/Ajdabia 37 0 0%
Alkufra 18 0 0%
Benghazi 31 0 0%
Al Betnan 30 0 0%
Al Jabal Al Akhdar 59 0 0%
Darnah 28 0 0%
Almarj 29 0 0%
Sirt 15 0 0%
Aljufra 13 0 0%
Misratah 61 0 0%
Almargeb 109 1 1%
Al Jifarah 62 2 3%
Tripoli 115 0 0%
Azzawya 68 21 31%
Zwara 35 0 0%
Al Jabal Al Gharbi 117 3 3%
Nalut 31 0 0%
Wadi Ashati 15 0 0%
Sebha 22 1 5%
Wadi Al Haya 25 0 0%
Murzug 87 0 0%
Ghat 9 0 0%

N
00

Total 1,016 3%
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Figure 69: Availability* of brucellosis services, by district

Availability is defined as the ratio of facilities providing a selected service to 100,000 population
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Box 12: Brucellosis services: availability and readiness

Brucellosis services are primarily provided in the northwest of the country, where transmission is
known to occur. With only 28 facilities located in five districts providing relevant services, availability
across the country is limited. The capacity to deliver these services is further limited by the low
availability of relevant diagnostics methods and medicines.

Brucellosis diagnosis is most commonly done using non lab-based methods such as clinical history (61%
of 28 facilities), followed by the card test and the Wright test (21%). PCR testing for brucellosis is not
available in PHC facilities. The most commonly available treatment is Doxycycline (71% of facilities),
followed by Bactrim (54%). Least commonly available are Streptomycin (29%) and other medicines such
as Ciprofloxacin (18%).

Figure 70: Diagnosis and treatment methods for brucellosis in 28 PHC facilities

DIAGNOSIS
other (i.e. clinical history) NN 61%
card test IEEEE———— 21%
Wright test N 21%
PCR 0%

TREATMENT
Doxycycline I 71%
Bactrim NI 54%
Rifampicin I 36%
Streptomycin IS  29%
Other (i.e. Ciprofloxacin) GG 13%

5.6 Overview of communicable diseases services through PHC facilities, by municipality
Early diagnosis and treatment of communicable diseases can avert further spread of the disease, making
it a potentially effective control method. Municipality level availability of these services would therefore
benefit communicable disease control programs. This section includes data on PHC level communicable
diseases services for 100 municipalities. The municipality of Alshweirf is not included, as it did not have
any functional PHC facility at the time of survey.

5.6.1 Availability and readiness of communicable diseases services

The average number of communicable disease specific services available, out of six potential services
included in the survey, is 0.5 per municipality. Most municipalities (69 out of 100) do not have any
communicable disease services available. The most commonly available services are tuberculosis
diagnosis and treatment (22% of municipalities), leishmaniasis diagnosis and treatment (14% of
municipalities), and brucellosis diagnosis and treatment (8% of municipalities). A small number of PHC
facilities offer HIV and STI services, but these services are also provided by a small number of hospitals.
PMTCT services are not provided through PHC facilities at all. Overall readiness scores, where data is
available, are low for all types of services across all municipalities. See Table 52 for more details.
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Table 52: Availability and readiness of communicable disease services by municipality

HIV counselling

STl diagnosis and

Tuberculosis PMTCT and testing treatment Leishmaniasis | Brucellosis
" o = & N of the
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Abusliem 15 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Ain Zara 12 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Al Ajaylat 21 | 0(0%) 0(0%) | 0(0%) 0 (0%) 1(4.5%) 0 (0%)
Al Aziziya 14 | 1(7%) 40% 0 (0%) 0 (0%) 0 (0%) 1(6.7%) 1(6.7%)
Al Galaa 4 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Al Jagboub 1| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Al Maya 6 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Al Shate Al Garbe 20 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Al Shate Al Sharge 15 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Al Swani 11 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 1(8.3%) 1(8.3%)
Alabyar 12 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alasabaa 13 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Albawanees 4 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Albayda 21 | 1(5%) 31% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Albrayga 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Aldawoon 1| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Algatroun 3 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Algaygab 3| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alghrayfa 11 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Algurdha Ashshati 19 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alharaba 3 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alhawamid 3 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Aljmail 17 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Aljufra 13 | 1(7%) 40% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alkhums 32 | 1(3%) 51% 0 (0%) 0 (0%) 0 (0%) 1(3%) 0 (0%)
Alkufra 17 | 0(0%) 0(0%) | 1(5.9%) 40% | 1(5.9%) 50% 0 (0%) 0 (0%)
Almarj 8 | 1(11%) 33% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alqubba 6 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Alsharguiya 11 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Arrajban 3| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Arrayayna 4 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Arrhaibat 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ashshgega 3| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Assahel 9 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Aujala 8 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Azzahra 16 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Azzawya 34 | 1(3%) 67% | 0(0%) | 0(0%) 2 (5.9%) 13% | 17 (33.3%) 16 (32%)
Azzintan 11 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 2 (15.4%) 2 (15.4%)
Bani Waleed 17 | 1(6%) 46% | 0(0%) | 0(0%) 0 (0%) 3 (15%) 0 (0%)
Baten Aljabal 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Benghazi 25 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 2 (7.4%) 0 (0%)
Bint Bayya 10 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Bir Alashhab 1| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Daraj 8 | 1(11%) 67% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Darnah 14 | 1(7%) 46% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Ejdabia 12 | 1(8%) 67% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ejkherra 2 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Emsaed 2 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Espeaa 4 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Garabolli 18 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Gasr Akhyar 11 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Gasr Bin Ghasheer 4 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Gemienis 8 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ghadamis 1| 1(50%) 15% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Gharb Azzawya 11 | 0(0%) 0 (0%) 0 (0%) 1(9.1%) 31% 0 (0%) 0 (0%)
Ghat 9 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ghiryan 51 | 1(2%) 40% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
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HIV counselling STl diagnosis and
Tuberculosis PMTCT and testing treatment Leishmaniasis | Brucellosis
" o = & N of the
£ |2e3 8 | 2T e 8 £y g 2y Lo 60D
T |82 5 |88 g38 5 |g3f 5| g32f | g3 |
2 |2%5 ¢ | 2% |=8% & |Z8§ B | 28§ | Zg8§ |ovolabe
Hai Alandalus 17 | 1(6%) 52% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Jadu 7 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Jalu 9 | 1(10%) 19% | 0(0%) | O(0%) 0 (0%) 0 (0%) 0 (0%)
Janzour 19 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 1(5%) 0 (0%)
Jardas Alabeed 5 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Kabaw 5| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Khalege Alsedra 8 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Kikkla 5 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Labriq 2 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Marada 1| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Misrata 25 | 1(4%) 23% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Mizda 3 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Msallata 13 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Murzug 10 | 1(9%) 46% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Nalut 3| 1(25%) 40% | 0(0%) | 0(0%) 0 (0%) 1 (25%) 0 (0%)
Nesma 5 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 1(16.7%) 1(16.7%)
Rigdaleen 4 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Sabratha 20 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Sebha 18 | 1(5%) 42% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1(5.3%)
Shahhat 26 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Sidi Assayeh 2 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Sirt 7 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Sug Aljumaa 21 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Sug Alkhamees 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Suloug 5 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Surman 14 | 0(0%) 0 (0%) 1(7.1%) 60% | 2(14.3%) 41% 3(17.6%) 5(26.3%)
Tajoura 18 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Taraghin 11 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Tarhuna 34 | 1(3%) 27% 0 (0%) 0 (0%) 0 (0%) 1(2.9%) 1(2.9%)
Tazirbu 1| 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Thaher Aljabal 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Tobruk 26 | 1(4%) 48% 0 (0%) 1(3.8%) 20% | 0(0%) 0 (0%) 0 (0%)
Toukra 4 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Tripoli 13 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ubari 4 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Umm arrazam 8 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Wadi Etba 13 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Wazin 1| 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Yefren 51 1(17%) 58% 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Zamzam 5 | 0(0%) 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Ziltun 6 | 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Zliten 25 | 1(4%) 40% 0 (0%) 0 (0%) 0 (0%) 1(3.8%) 0 (0%)
Zwara 6 | 1(14%) 67% | 0(0%) | 0(0%) 0 (0%) 0 (0%) 0 (0%)
Total 1071 | 22(2%) 44% | 0(0%) | 3(0.3%) 47% | 6(0.6%) 33% 36 (3.3%) 28 (2.5%)

5.6.2 Breakdown of readiness indicators

Due to the small number of facilities offering specific services for communicable diseases, a full
breakdown of readiness indicators by municipality is not provided, as it would largely consist of a
repetition of the data provided in the disease-specific sections of this chapter. This section will highlight
only the availability of trained staff and essential medicines for communicable disease service provision.

5.6.2.1 Availability of staff trained in communicable diseases in PHC facilities
As PMTCT is not provided through PHC facilities, it is not surprising to find that no health facilities have
any trained staff in topics related to these services. One facility did report having a staff member trained
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in HIV prevention and care in adolescents. Overall, the best rates of service-specific training can be found
in the NCDC facilities related to the diagnosis and treatment of tuberculosis, ranging from 55% to 86% of
the facilities having trained staff, depending on the topic. Notwithstanding the relatively high rates of
trained staff, there remains a need for further training in TB, as well as the diagnosis and treatment for all
other communicable diseases.

Table 53: Proportion of PHC facilities with staff trained in communicable disease topics in the past two years

N of PHCs % of these PHCs
Training course  offering services  with trained staff
Prevention of Mother and Child Transmission (PMTCT) for HIV 0

Infant and young child feeding (IYCF)
HIV counselling and testing
HIV/AIDS prevention/care/management adolescents

0
3 0%
3

Anti-retroviral therapy (ART) 0
0
6
*

33%

Clinical management HIV/AIDS

Sexually transmitted infections (STI) diagnosis and treatment 17%

Tuberculosis (TB) diagnosis and treatment 22 86%
Management of HIV/TB coinfection 22* 55%
Multi-drug resistant (MDR) TB 22%* 55%

TB infection control 22% 73%

*NCDC clinics

5.6.2.2 Availability of individual medicines for communicable diseases in PHC facilities

With an overall availability of 19% for a selection of seven anti-infective medicines in 318 PHC facilities
that reported having pharmaceutical storage available, there is a clear indication of an acute and
significant shortage of medicines for the treatment of communicable diseases.

Table 54: Availability of individual anti-infective medicines in PHC facilities, by district
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Al Wahat/Ajdabia 11 9% 0% 18% 9% 18% 18% 9% 12%
Alkufra 10 10% 10% 10% 20% 20% 20% 20% 16%
Benghazi 21 43% 0% 33% 33% 5% 19% 43% 25%
Al Betnan 1 100% & 100% 100% @ 100% @ 100% @ 100% 100% 100%
Al Jabal Al Akhdar 21 86% 29% 91% 81% 81% 33% 76% 68%
Darnah 1 100% @ 100% @ 100% @ 100% @ 100% & 100% @ 100% @ 100%

Almarj 4 75% 50% 100% 100% 100% 75%  100% 86%

Sirt 5 0% 0% 0% 0% 0% 0% 0% 0%

Aljufra 1 100% 0% 100% 0% 100% 0% 0% 43%

Misratah 22 23% 18% 23% 18% 23% 14% 18% 19%
Almargeb 48 0% 0% 2% 6% 19% 4% 4% 5%

Al Jifarah 9 22% 22% 22% 22% 22% 22% 22% 22%

Tripoli 64 9% 2% 11% 2% 45% 14% 19% 15%

Azzawya 56 7% 2% 16% 30% 43% 9% 5% 16%

Zwara 22 0% 0% 5% 0% 5% 0% 0% 1%

Al Jabal Al Gharbi 12 42% 42% 42% 42% 50% 42% 42% 43%

Nalut 1 0% 0% 0% 0% 0% 0% 0% 0%

Wadi Ashati 0
Sebha 3 0% 33% 67% 0% 0% 0% 0% 14%

Wadi Al Haya 0
Murzuq 2 0% 0% 0% 0% 0% 0% 0% 0%
Ghat 4 0% 0% 0% 0% 0% 0% 0% 0%

Total 318 18% 8% 21% 20% 33% 15% 20% 19%
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Oral Amoxicillin was most widely available, at 33% of facilities, with oral Fluconazole available in only 8%
of facilities. Eighteen out of 22 districts had an overall availability below 50% for the seven tracer drugs,
with Al Betnan and Darnah districts performing best, having 100% availability of all seven medicines. The
significant shortage of these essential medicines will severely hamper the delivery of potentially life-saving
treatment for communicable diseases.

5.7 Overview of communicable diseases services by hospital facility

Table 56 provides an overview of service-specific availability and readiness data for communicable disease
diagnosis and treatment at the hospital level. Hospitals that were not known to provide the earmarked
services were excluded from the table, but this does not necessarily mean that the list is comprehensive.
It is known, for example, that specific referral hospitals exist for more complicated cases of leishmaniasis,
but these were not specifically identified in this survey. Therefore, the overview consists of only 13 out of
80 functional hospitals. This is a clear indication that the availability of specialist care for key infectious
diseases is limited.

This is also reflected in the overview of the availability of hospital staff with specialized training. Even in
the four hospitals that offer PMTCT, staff have received little to no training on specific services that are
included in this package of care. Even specialist training on STD diagnosis and treatment has not been
received by any hospital staff in the preceding two years.

Table 55: Proportion of hospitals with staff receiving training in communicable disease topics in the last two years

N of Hospitals % of these hospitals
Training course  offering services with trained staff

Prevention of Mother and Child Transmission (PMTCT) for HIV 4 0%
Infant and young child feeding (1YCF) 25%
HIV counselling and testing 0%
HIV/AIDS prevention/care/management 13%
Clinical management HIV/AIDS 0%
Sexually transmitted infections (STI) diagnosis and treatment 0%

O O 0 0 b

The general availability of anti-infective drugs across all 79 hospitals providing responses was 37% for the
selected sample of 21 medicines. Amoxicillin tablets (73%) and Gentamycin injections (66%) were the
most commonly available medicines, although they were also the most likely to be out of stock in the
preceding three months (in 29% of hospitals). Intravenous (IV) drugs to treat fungal infections (11%) and
Clindamycin injection (10%) were the least commonly available.
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Figure 71: Availability and stock-outs of individual anti-infective medicines in 79 hospitals

AVAILABLE MEDICINES
Amoxicillin tablet/capsule I 73%
Gentamycin injection I 66%
Amoxicillin suspension/or dispersible tablet (child dose) IS 54%
Ampicillin powder for injection I 51%
Ceftriaxone injection I 51%
Metronidazole cap/tab I 51%
Metronidazole injection I 51%
Benzathine benzylpenicillin powder for injection I 49%
Procaine benzylpenicillin injection I 48%
Albendazole OR mebendazole tablet GGG 44%
Ciprofloxacin cap/tab I 43%
Overall availability I 37%
Azithromycin tablet or suspension GGG 36%
Vancomycin injection N 29%
Cefixime cap/tab IEEEGEGGEGEG_G_——— 24%
Cotrimoxazole cap/tab GGG 24%
Fluconazole or Flucytosine tablet IEEEGGEGEGEGEN 24%
Fluconazole or fluctosine injection INEEGEGGEGE 13%
Amphotericin injection N 14%
Cotrimoxazole syrup or dispersible tablets I 14%
Intravenous drug to treat fungal infections | 11%
Clindamycin injection | 10%

STOCK-OUTS IN THE LAST 3 MONTHS
Amoxicillin tablet/capsule GGG 29%
Gentamycin injection IS  29%
Amoxicillin suspension/or dispersible tablet (child dose) TGN 3%
Metronidazole injection GGG 26%
Ceftriaxone injection IIEGEGGG_G_NNE 23%
Metronidazole cap/tab IIEEEGEGEGEEEGEEEE 23%
Benzathine benzylpenicillin powder for injection GGG 20%
Ampicillin powder for injection N 18%
Procaine benzylpenicillin injection G 16%
Cefixime cap/tab | 8%
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Table 56: Communicable disease availability and readiness scores, by hospital

Al Jalaa gynecology hospital - Tripoli
Al Kewefia chest diseases hospital
Al khums hospital

Be'ar Al Austa Milad hospital
Benghazi medical center

Chest diseases hospital, Misratah
Sebha Medical Center

Shehat Chest Hospital

Traghen hospital

Tripoli central hospital

Tripoli medical center

Tubrug Medical Center

Abi Sitta chest diseases hospital
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6 Non-communicable diseases

Non-communicable (or chronic) diseases (NCDs) are defined by WHO as diseases of long duration and
generally slow progression. There are four main types of NCDs: cardiovascular diseases (heart attacks and
strokes), cancer, chronic respiratory diseases (such as chronic obstructed pulmonary disease and asthma),
and diabetes. The main risk factors for NCDs include tobacco use, physical inactivity, unhealthy diets, and
the harmful use of alcohol. Unlike communicable diseases, where environmental control measures can
reduce the disease burden, the prevention of NCDs lies in personal lifestyle choices, and measures often
cannot be implemented by an external agent. The main role of the health system in NCDs therefore
consists of health education and the long-term treatment of symptoms such as hypertension and high
blood sugar as to prevent complications such as stroke or blindness. Mental health is traditionally not
classed as an NCD, but given the generally chronic nature of related diseases and conditions and the need
for long-term treatment and follow-up, it is also included in this section of the report.

In Libya, 78% of the overall burden of disease is attributable to non-communicable diseases.
Cardiovascular diseases account for 43%, cancers 14%, respiratory diseases 4% and diabetes mellitus 5%
of all deaths (27), and 18% of adults between the ages of 30 and 70 years are expected to die from one of
the four main non-communicable diseases (28). Risk behavior is common in Libya. A 2010 survey amongst
youth (13-15 years of age) found that more than 13% have ever smoked cigarettes (20% boys, 7% girls),
while 36% of youth have been affected by passive smoking (29). A survey in 2014 found that 13% of those
aged over 15 regularly smoked cigarettes (24% male, 2% female) (15). Per capita consumption of alcohol
is 0.1 liters of pure alcohol per capita per year, which is amongst the lowest national rates recorded
worldwide (30). The prevalence of other risk behaviors is high, however, with the rate of insufficient
physical activity among adolescents at 77% (11—-17 years of age, 78% boys, 88% girls). The overall age-
standardized rate for insufficient physical activity is 38% (33% males and 43% females) (31). Raised blood
pressure affects 36% of adults over 18 years, (40% males and 31% females), while obesity affects 28% of
the population (20% males and 36% females) (28).

The incidence and prevalence of NCDs in Libya continues to increase as a consequence of changing
lifestyles and the increasing prevalence of risk factors, particularly obesity. Steps are being taken to tackle
the burden of non-communicable diseases (NCDs). The WHO Framework Convention on Tobacco Control
was signed by the Libyan government in 2004, and the protocol onillicit tobacco trade was signed in 2012.
The non-communicable disease program was established at the end of 2010, with components for
surveillance, nutrition, violence and injury, disabilities and rehabilitation, and mental health and
substance abuse. Much of the PHC-level care in Libya focuses on NCD treatment, as can be seen in Table
57. Although availability rates for NCD services are high, overall readiness scores - which reflect the actual
ability to deliver services - are low for both hospital and PHC level services.

Table 57: Availability and readiness of NCD services provided by type of facility

General overview Hospitals PHC facilities
(% of 1149 total (% of all 80 Hospital (% of 1069 PHC PHC Readiness
facilities) hospitals) Readiness score facilities) score Other facilities
Diabetes 608 (53%) 55 (69%) 56% 550 (51%) 40% 3 diabetes
treatment centers
Cardiovascular diseases 565 (49%) 55 (69%) 42% 510 (48%) 24%
Chronic respiratory diseases 523 (46%) 45 (56%) 40% 478 (45%) 18%
Cervical cancer 45 (4%) 10 (13%) 45% 34 (3%) 28% 1 oncology center
Breast cancer - - - 396 (37%) -
Mental health 15 (1%) 8 (10%) - 6 (0.6%) 1 mental health

clinic
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6.1 Diabetes

A 2014 national household survey in Libya found that 4% of the population reportedly suffered from
diabetes (15). Although the actual prevalence of the disease is likely to be higher, this proportion is similar
to the relative burden of disease represented by diabetes (5%). Diagnhosis and treatment for diabetes are
provided by both PHC and hospital facilities. PHC facilities can provide initial diagnosis and care for non-
complicated cases, with more complicated cases generally being referred to specialist centers. Although
all hospitals can provide diagnosis and treatment of diabetes, complicated cases are often referred to a
specialized center for adult diabetes in Tripoli, and Tripoli Medical Center has an endocrinology
department which provides specialist care for diabetic children. Additionally, there are two diabetes
treatment centers located in Misratah, and one in greater Tripoli.

6.1.1 Availability and readiness

A total of 608 health facilities offer diagnosis and management of diabetes, which represents more than
half of all health facilities currently functional in Libya. Most of these are PHC facilities (550 facilities or
90% of total). Care for both routine and complicated cases of the disease is provided through 55 hospitals
and three diabetes treatment centers.

Table 58: Availability and readiness of diabetes services, by facility type and district
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Al Wahat/Ajdabia 26 (70%) 92% 0% 62% 24% 4% 36% 1(50%) 100% 0% 100% 100% 40% 20% 27 (69%)
Alkufra 9(50%) 100% 0% 83% 56% 13% 50% 2 (100%) 0% 0% 100% 100% 10%  42% 11 (55%)

Benghazi 21(55%) 95% 10% 98% 64% 11% 55% 1(17%) 0% 100% 100% 33% 20% 51% 22 (50%)
Al Betnan 16 (53%) 94% 6% 50% 6% 6% 33% 2(67%) 100% 100% 100% 100% 70% 94% 18 (55%)
AlJabal Al Akhdar 33(56%) 64% 6% 61% 28% 27% 37% 2(50%) 0% 0% 100% 50% 30% 36% 35(56%)

Darnah 23 (82%) 96% 0% 44% 12% 4% 31% 3(100%) 33% 33% 83% 67% 53% 54% 26 (84%)
Almarj 18(62%) 94% 6% 78% 9% 6% 39% 3(75%) 33% 0% 67% 100% 33% 47% 21 (64%)
Sirt  8(40%) 100% 0% 50% 17% 0% 33% 1(100%) 0% 0% 100% 100% 80% 56% 9 (43%)
Aljufra 5(39%) 80% 0% 50% 0% 0% 26% 2(100%) 0% 0% 100% 100% 20% 44% 7 (47%)
Misratah 42(63%) 43% 7% 85% 64% 5% 41% 4(80%) 50% 25% 88% 100% 50% 63% 46 (64%)

Almargeb 63(58%) 75% 2% 78%  35% 1% 38% 5(83%) 20% 20% 100% 87% 68% 59% 68 (59%)
Allifarah 23(37%) 96% 0% 65% 7% 1% 34% 1(100%) 0% 0% 100% 67% 100% 53% 24 (38%)
Tripoli 76(66%) 68% 28% 87%  54% 15% 50% 11(79%) 46%  36% 77% 100% 60% 64% 87 (67%)
Azzawya 41(52%) 68% 42% 72% 42% 9% 47% 1(50%) 0% 0% 100% 100% 40%  48% 42 (52%)
Zwara 22(37%) 95% 14% 73%  12% 1% 39% 4(80%) 0% 0% 88%  92% 75%  51% 26 (41%)
AlJabal Al Gharbi 44(38%) 89% 0% 53% 14% 3% 32% 6(75%) 17% 17% 100% 89% 50% 54% 50 (40%)
Nalut 15(48%) 80% 0% 77% 16% 1% 35% 4(80%) 0% 50% 100% 67% 40%  51% 19 (53%)
WadiAshati 7 (47%) 100% 0% 79% 0% 0% 36% 0 (0%) 7 (39%)
Sebha 11(50%) 82% 0% 68% 27% 0% 36% 1(50%) 0% 0% 50% 100% 100% 50% 12 (50%)
Wadi Al Haya 10(40%) 100% 0% 95% 77% 0% 54% 0 (0%) 10 (40%)
Murzug 33(38%) 94% 0% 67% 7% 0% 34% 1(50%) 0% 0% 100% 0% 40% 28% 34 (38%)
Ghat 4(a4%) 50% 0% 75% 33% 80% 48% 0 (0%) 4 (44%)

Total 550 (51%) 80% 9% 72% 32% 7% 40% 55 (69%) 26% 24% 90% 87% 53% 56% 605 (53%)

The readiness index for diabetes is calculated based on the availability of specific tracer items in five
domains: (1) functional equipment, (2) diagnostics, (3) medicines, (4) guidelines, and (5) staff trained in
diabetes diagnosis and management within the past two years. Overall readiness scores are low for both
hospital facilities (56%) and PHC facilities (40%). The low scores can primarily be attributed to a low
availability of trained staff in both hospital and PHC facilities (24% and 9%, respectively), with further
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reductions in the overall readiness score in PHC facilities due to a severe lack of medicines (7%) and a
limited availability of such diagnostic tools as blood glucose meters and urine dipsticks (32%).

Wadi Al Haya, Wadi Ashati and Ghat districts do not have a referral hospital available to handle
complicated cases, while the relatively low readiness scores in these districts suggests that the availability
of diabetes care at the PHC level is also limited. It is reassuring to note that 97 out of 101 municipalities
do have a PHC facility available that offers limited services.

Figure 72: Map of availability* and readiness (in numbers) for diabetes services, by district, with referral hospitals

(3) Diabetes diagnosis hospital Diabetes diagnosis x
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped
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Box 13: Diabetes services: availability and readiness

All districts and 97% of municipalities have a health facility available that can offer diabetic patients
diagnosis and management services for their disease. The actual capacity to provide these services is
limited, however, as low readiness scores for hospitals (56%) and PHC facilities (40%) reflect a lack of
staff with up-to-date training and a significant lack of essential medicines.

6.1.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and provide insight
into the individual items used for calculating the readiness indices.

Diabetes guidelines and glucometers are available in a remarkably high proportion of PHC facilities (80%
and 83%, respectively), while availability in hospitals is only 25% for guidelines and 48% for glucometers.
The proportion of staff trained on diabetes diagnosis and care during the past two years is limited for both
facility types, and the availability of glucose test strips is approximately 50% in these health facilities.

Table 59: Availability of guidelines, trained staff and diagnostics for diabetes

PHC facilities Hospitals
N facilities =~ Proportion available | N facilities  Proportion available
Diabetes guidelines available 550 80% | 55 25%
Staff trained in diabetes 550 9% | 55 24%
Glucometer available 300 83% | 48 48%
Glucose test strips available 300 52% | 48 44%

The overall availability of medicines for diabetes in the 79 hospitals that provided data on their drug stores
was 48%, and only 16% in the 318 PHC pharmacies that were assessed. Glicazide tablets were the least
available medicines at 15% in hospitals and 8% in PHCs, while regular injectable insulin was available in
nearly three-quarters of hospitals (73%) and 22% of PHC facilities.

Figure 73: Availability of individual essential medicines for diabetes in 79 hospitals and 318 PHCs
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6.2 Cardiovascular diseases

The prevalence of cardiovascular risk factors such as hypertension and hyperlipidemia, and the incidence
of complications such as myocardial infarctions are high in Libya, with cardiovascular diseases (CVDs)
responsible for an estimated 43% of deaths. A 2014 national household survey in Libya found that the
self-reported prevalence of hypertension in the population was 4% (15) although the true prevalence is
expected to be much higher, with WHO reporting a prevalence of 36% amongst adults, citing a reference
from 2008 (28).

Services for the diagnosis and management of cardiovascular diseases in Libya are primarily provided by
the PHCs facilities and general hospital, with complicated cases referred to specialist hospitals in Tripoli
and Benghazi. Care in the public sector is all free of charge, even for complicated cases. Care through the
private sector is generally paid for out of pocket.

6.2.1 Availability and readiness
The diagnosis and management of CVDs is provided through 565 health facilities, representing 49% of all
health facilities in Libya. Most facilities are PHCs (90%), with hospitals making up the remaining 10%.

Table 60: Availability and readiness for cardiovascular disease services, by facility type and region
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Al Wahat/Ajdabia 26 (70%) 8% 0% 63% 2% 18% 1(50%) 0% 0% 100% 17% 29% 27 (69%)
Alkufra 10 (56%) 0% 0% 80% 7% 22% 2 (100%) 0% 0% 100% 8% 27% 12 (60%)
Benghazi 19 (50%) 0% 0% 90% 3% 23% 2 (33%) 0% 50% 100% 8% 40% 21 (48%)
Al Betnan 16 (53%) 6% 6% 52% 6% 18% 2 (67%) 100% 100% 100% 67% 92% 18 (55%)
Al Jabal Al Akhdar 31 (53%) 13% 3% 68% 24% 27% 3 (75%) 0% 0% 89% 50% 35% 34 (54%)
Darnah 23 (82%) 0% 0% 68% 4% 18% 3 (100%) 33% 33% 100% 44% 53% 26 (84%)
Almarj 19 (66%) 5% 0% 84% 2% 23% 1(25%) 0% 0% 100% 83% 46% 20 (61%)
Sirt 5(25%) 0% 0% 73% 0% 18% 1(100%) 0% 0% 100% 67% 42% 6 (29%)
Aljufra 4(31%) 0% 0% 92% 0% 23% 2 (100%) 0% 0% 100% 0% 25% 6 (40%)
Misratah 42 (63%) 5% 12% 94% 8% 30% 4 (80%) 0% 0% 75% 50% 31% 46 (64%)
Almargeb 56 (51%) 2% 2% 82% 1% 21% 5(83%) 20% 20% 87% 60% 47% 61 (53%)
AllJifarah 22 (36%) 0% 0% 82% 1% 21% 0 (0%) 0% 0% 0% 0% 0% 22 (35%)
Tripoli 59 (51%) 2% 20% 88% 5% 29% 11 (79%) 36% 36% 70% 53% 49% 70 (54%)
Azzawya 38 (48%) 53% 29% 84% 7% 43% 2 (100%) 0% 0% 83% 50% 33% 40 (49%)
Zwara 19 (32%) 11% 0% 74% 0% 21% 4 (80%) 0% 0% 83% 63% 36% 23 (36%)
Al Jabal Al Gharbi 44 (38%) 5% 2% 68% 3% 20% 4 (50%) 0% 0% 92% 33% 31% 48(38%)
Nalut 13 (42%) 0% 0% 92% 0% 23% 5 (100%) 0% 60% 100% 43% 51% 18 (50%)
Wadi Ashati 7(47%) 0% 0% 71% 0% 18% 0 (0%) 7 (39%)
Sebha 14 (64%) 7% 0% 76% 1% 21% 1 (50%) 0% 0% 67% 100%  42% 15 (63%)
Wadi Al Haya 10 (40%) 0% 0% 87% 0% 22% 0 (0%) 10 (40%)
Murzug 31 (36%) 0% 0% 63% 0% 16% 2 (100%) 0% 0% 100% 17% 29% 33 (37%)
Ghat 2(22%) 0% 0% 67% 17% 21% 0 (0%) 2 (22%)
Total 510 (48%) 7% 6% 78% 4% 24% 55 (69%) 15% 22% 87% 46% 42% 565 (49%)

The readiness index for CVDs is calculated based on the availability of specific tracer items in five domains:
(1) functional equipment, (2) diagnostics, (3) medicines, (4) guidelines, and (5) staff trained in CVD
diagnosis and management within the past two years. Overall readiness scores are low for both hospital
facilities (42%) and PHC facilities (24%). The low scores can primarily be attributed to a low availability of
trained staff in both hospital and PHC facilities (22% and 6%, respectively), with further reductions in the
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overall readiness score in PHC facilities due to a severe lack of medicines (4%) and a limited availability of
guidelines (7%). The low score at the hospital level can be further attributed to a general absence of
relevant guidelines (15%) and to a lesser extent, to a lack of essential medicines for CVDs (42%).

Wadi Al Haya and Ghat districts do not have a referral hospital available to handle complicated cases, and
the relatively low readiness scores in these districts suggests that the availability of CVD services at PHC
level is also limited here. Although 96 out of 101 municipalities have a PHC facility available that offers
CVD services, the overall readiness scores are so low that patients will seldom be able to receive the
required services.

Box 14: Cardiovascular diseases services: availability and readiness

Although nearly half of the hospitals and PHC facilities in Libya can provide diagnosis and management
of cardiovascular diseases, and 96% of municipalities have at least one facility offering CVD care, the
readiness scores of 24% for PHC facilities and 42% for hospitals reflect the existence of a great shortage
of well-trained staff and essential medicines for the treatment of CVDs.

6.2.2 Breakdown of readiness indicators

The proportions reported in this section may not necessarily correspond to those reported for the
readiness scores in the previous section. This is because the number of respondents are often different,
given that the data used here may come from a different subset of health facilities or a different section
of the survey, or may not reflect all the indicators used to calculate the index scores. The figures in this
section can be used as a reference point to assess the validity of the readiness scores, and provide insight
into the individual items used for calculating the readiness indices.

The availability of CVD-specific guidelines and trained staff are low for both hospital and PHC facilities.
Only 7% of PHCs and 15% of hospitals have guidelines available, while 6% of PHC facilities and 22% of
hospitals have at least one staff member available who has received training on the diagnosis and
management of CVDs in the previous two years. Two indicators of the capacity to diagnose CVDs, are the
availability of blood pressure apparatus and functioning stethoscopes. These are available in nearly all
PHC facilities and hospitals that provided a response to relevant questions in the SARA survey.

Table 61: Availability of guidelines, trained staff and diagnostics for cardiovascular diseases

PHC facilities Hospitals
N facilities = Proportion available | N facilities = Proportion available
CVD guidelines available 510 7% | 55 15%
Staff trained in CVD 510 6% | 55 22%
Functioning stethoscope 910 98% | 30 87%
Functioning blood pressure apparatus 904 96% | 30 93%
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Figure 74: Map of availability* and readiness (in numbers) for CVD services, by district, with referral hospitals
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* Availability is defined as the ratio of facilities providing a selected service to 100,000 population; service-specific readiness is
included in the map as a written percentage; only service-specific referral facilities are mapped

The overall availability of essential medicines for cardiovascular diseases in the 79 hospitals for which data
was available was 34%, while it was only 12% for the PHC facilities. The most commonly available
medicines in the hospitals were calcium channel blockers (43%) while warfarin tablets were most often
unavailable (22%). In the PHC facilities, statins were most commonly available (16%) while thiazide
diuretics and glyceryl trinitrate sublingual tablets were available in only 8% of the PHC facilities.
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Figure 75: Availability of individual essential medicines for cardiovascular diseases in 79 hospitals and 318 PHC facilities
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6.3 Chronic respiratory diseases

Chronic respiratory diseases (CRDs) are chronic diseases of the airways and other structures of the lung.
Some of the most common chronic respiratory diseases are asthma, chronic obstructive pulmonary
disease, occupational lung diseases, and pulmonary hypertension. Although they account for only a
relatively small proportion of the overall burden of diseases, CRDs can nevertheless be debilitating, and
require long-term supportive care. In Libya, both diagnostic and management services for simple cases
are provided through both PHC and hospital facilities, with complicated cases referred to hospitals.
Specialist hospitals are available in Tripoli, Sebha, Misratah, and Benghazi. Care through the public sector
is free of charge, even for complicated cases, while CRD care through the private sector requires out of
pocket payment.

6.3.1 Availability and readiness
The diagnosis and management of CRDs is provided through 523 health facilities, representing 46% of all
health facilities in Libya. Most facilities are PHCs (91%), with hospitals making up the remaining 9%.

The readiness index for CRDs is calculated based on the availability of specific tracer items in five domains:
(1) functional equipment, (2) diagnostics, (3) medicines, (4) guidelines, and (5) staff trained in CRD
diagnosis and management within the past two years. Overall readiness scores are low for both hospital
facilities (43%) and PHC facilities (18%). The low scores can primarily be attributed to a low availability of
trained staff in both hospital and PHC facilities (22% and 4%, respectively), with further reductions in the
overall readiness score in PHC facilities due to a severe lack of medicines (5%) and a limited availability of
relevant guidelines (6%). The low score at the