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Civil Society Openning Statement

On behalf of civil society, I thank the Ministry of health for organizing
this important meeting bringing all stakeholders together to jointly
review performance of the health sector.
We welcome the Hon. Minister of state for General duties
We are pleased that the Ministry of Health and other institutions
are increasingly appreciating the role of Civil Society Organisations
(CSO) as complimentary. We have seen growth in our partnership
with MOH even though we may not always agree. CSOs act as the
voice of the communities. Civil society embraces non government
constituency that is in the promotion of health education, empowerment and service delivery.
We congratulate the well performing districts despite the difficulties
in resources both human and financial, and encourage the ones with
poor indicators to work towards improvement. We recognize service
providers who work in very difficult circumstances to save lives and
ease the pain bringing hope to millions out there. We acknowledge
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progress such as reduction in child mortality as documented in the
UDHS (2011), medicines’ availability, disaster/epidemic management
and Human resources for health among others. We want to register
our appreciation to Health Sector Development Partners (Sida) who
continue to support both government and CSOs especially in social
accountability and Maternal Health. Progress has been realized on
increased knowledge on maternal health rights, supervised deliveries, antenatal care attendance, family planning services where maternal health project supported by the Swedish Government is being
implemented (MTR Report 2012).
However, persistent high Maternal Mortality, rising HIV prevalence
and lack of accountability indicate serious challenges contributing
to preventable morbidity and mortality. These deaths have dire consequences for families and the country.
Therefore, the following key issues have come out all over the consultative meetings conducted with CSOs:-

Accountability

Health resources are limited, and therefore whatever is available
must be optimally used and we recommend that deliberate actions
towards addressing wastage and accountability gaps are put in
place and implemented.
Civil society we have worked relentlessly as you may know, to hold

government accountable regarding increasing support for moving
forward. Among other initiatives we worked with parliament, the
Uganda Medical Association and the general public to increase pressure on government to make Human resource a priority and we have
seen the results.

Ms. Robinah Kaitiritimba
offering her keynote address at
the Joint Review Mission
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Although we have struggled to increase the number of health workers this may not have impact without the necessary supervision, motivation and mentorship. Evidence abounds that a number of cadres
are working alternate days and even weeks under a devised internal
arrangement at facility level. These arrangements are not official but
nevertheless well known to the district-political and technical leadership. There are several DHOs crossing districts to go to their work
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Clients’ Satisfactioion

As a sector, we agreed to measure client satisfaction as an important
indicator for the sector. However, there is no consistency in measuring this indicator in order to guide interventions and plans. It is
extremely important to regularly check that the services we provide
address the needs and expectations of our citizens. It is important
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places every day. Some DHOs and political leaders do not know the
location of some of the health centres they are supposed to supervise and yet they have been in the district for years. What would be
the motivation for waking up and going to work so far away 5 days a
week? What is the impact of these arrangements on discipline, service delivery and outputs we are also concerned that funds for critical health services are being returned to Ministry of Finance.

that the sector focuses on investing in preventative mechanisms
which is largely at community level and thus making health at home
The sector should focus more on prevention, community empowerment and mobilization for health for promoting accountability.

Human Resources For Health

We appreciate that government finally agreed with parliament and
civil society to increase health-worker numbers and enhance salaries.

ment of some critical cadres such as doctors, midwives and clinical
officers. This motivates our health workers and is cost effective and
we urge the District leadership to support this.

Civil society would like to urge government to re-centralise recruit-

4

Inter-Sectoral And Intra-Sectoral Coordination

We want to see stronger linkages between health education, water and sanitation, transport, gender and related government departments.
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Support to PNFPs

The credit line was suspended and aspects of care are compromised including availability of test-kits which is reflected in the declining performance of HIV/AIDS prevention and treatment including other services that were subsidized for malaria and others. We urge
government in the spirit of the PPPH policy to revisit this and have discussions with the PNFPS including cost of services

Conclusion

Civil society remains committed to working with government at
Ministry of Health, districts and sector partners to improve accountability. Our mandate remains to bring community voices to the table
to influence policy and practice for the right to health. Our working
relationship with MoH, Parliament and sector partners has improved.
The push system has improved subsequently increasing medicines
availability and immunisation.
We have serious concerns regarding absenteeism and attitude of
health workers, whatever the reasons and circumstances of health
workers. We submit that an assessment be made and followed by
discussion on what to be done next. A 2009 World Bank study on
Fiscal Space for health in Uganda established health worker absenteeism at 37%, costing the government the equivalent of 26 billion
per year. UNHCO conducted a follow-up study that put absenteeism
at 48%.
Supervision and mentoring must be stepped up as a way to promote
accountability but also as we all know a mechanism for motivation.
Ladies and gentlemen, thank you. God bless you all.
The credit line was suspended and aspects of care are compromised
including availability of test-kits which is reflected in the declining
performance of HIV/AIDS prevention and treatment including other

services that were subsidized for malaria and others. We urge government in the spirit of the PPPH policy to revisit this and have discussions with the PNFPS including cost of services
Civil society remains committed to working with government at
Ministry of Health, districts and sector partners to improve accountability. Our mandate remains to bring community voices to the table
to influence policy and practice for the right to health. Our working
relationship with MoH, Parliament and sector partners has improved.
The push system has improved subsequently increasing medicines
availability and immunisation.
We have serious concerns regarding absenteeism and attitude of
health workers, whatever the reasons and circumstances of health
workers. We submit that an assessment be made and followed by
discussion on what to be done next. A 2009 World Bank study on
Fiscal Space for health in Uganda established health worker absenteeism at 37%, costing the government the equivalent of 26 billion
per year. UNHCO conducted a follow-up study that put absenteeism
at 48%.
Supervision and mentoring must be stepped up as a way to promote
accountability but also as we all know a mechanism for motivation.
Ladies and gentlemen, thank you. God bless you all.

FOR GOD AND MY COUNTRY
A Voice for Health Consumers
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The session intended for; members of Parliament to provide feedback on progress
in implementing the parliamentary resolutions on maternal health as drawn during
the Inter-Parliamentary Union; and also
call for increased commitment by Parliamentarians for the implementation of maternal health resolutions.
As a background of this session: civil society collaboratively worked Members of
Parliament to influence parliament to pronounce itself on maternal and child health.
A motion was developed and tabled in
parliament with 8 resolutions (as mentioned below).
The civil society team worked together
with Hon. Betty Nambooze to generate
data for a motion that she tabled on the
floor of parliament on 29th November
2011. In this motion 8 resolutions were
put before parliament to pronounce itself
on. Seven were accepted by Parliament
sending a very strong signal to the executive and technocrats to take practical steps
though programs to address maternal
mortality.
This was carried forward to the 126th Inter
Parliamentary Union (IPU) platform to recommit government to address maternal
and new-born health.
Proceedings of the session: the panel that
was comprised of Members of Parliament
including, Hon. Kamateeka Jovah: MP,
Woman representative Mitooma District;
Hon. Kasamba Mathias: MP, Kakuuto County - Rakai District, Hon. Betty Nambooze:
MP, Mukono Municipality - Mukono District; Mr. Leonard Okello: Uhuru Institute;
and Ms. Robinah Kaitiritimba: Uganda
National Health Consumers’ Organisation
(UNHCO). This panel provided the feedback below on some of the resolutions.
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Civil Society
Fair 2013
UNHCO convenes session to discuss progress
in implementing parliamentary resolutions on
maternal health

UNHCO was proud to convene the health session during the recently concluded 3rd National Civil Society Fair that held in June 2013. The theme session was “Parliamentarians, act
now and actualize maternal health commitments”. The session was entitled “Parliamentary
Resolutions on Maternal Health: An Urgent Call for Political Will and Action!”

Summary of progress on Parliamentary
Resolutions on Maternal Health as provided by Hon. Kamateeka during the meeting:

and death registration which is within our
means because we have enough capacity
at the grassroots.”

Resolution 1. That Parliament urges government to carry out maternal deaths’ audits annually, to establish the causes and
publish its findings”.

Resolution 3. That government undertakes to reform the midwifery training curriculum by enhancing the duration of training in maternal and child health modules.

Feedback: Government now has a strategy on carrying out maternal death audit.
Every health facility and Village Health
Teams are obliged to carry out the audits.
Parliament now wants accountability – the
records should be provided to the legislators for decision making

Parliament has been vocal on this resolution. Previously government was training
comprehensive nurses and not training
midwives. Now government has reverted
to a strategy of training registered nurses
who can handle deliveries. It also continues to urge government to train more midwives. Parliament together with civil society mounted pressure on the government
to provide funds worth 49bn to Ministry of
health to recruit more health workers.

The UNHCO executive director noted
that the huge administration cost, the
local councilors and other local government officials who are paid but do not do
the simple task of following-up deaths in
their areas. “We need to enforce the birth

Resolution 4. That Government re-centralize the recruitment of medical person-

nel and addresses the critical shortage of
medical professionals particularly, through
recruitment of more 2,000 well trained, motivated and equitably deployed midwives, in
order to reverse the current rate of deaths
resulting from preventable maternal related
causes.
Parliament reiterates the importance of recentralization of recruitment of staff to allow
for flexibilities of movement of health workers from one service point to another across
the country. A policy is needed urgently.
Resolution 5. That Government empowers
the community and enhance their capacity
to get involved in the fight against maternal
and infant mortality by requiring that all local council 1s in the country do maintain a
register of pregnant women in the village, indicating the outcome of the pregnancy, and

make returns to the sub-county quarterly
which in turn should compile half-yearly reports to be transmitted to the District.
Parliament continues to urge government
to train all Village Health Teams – Parliament
is aware that several capacity gaps exist for
VHTs is some districts that have not received
training.
Hon. Kamateeka added that, “it would be to
the advantage of all of us if our communities were educated about the basic hygiene,
food and nutrition, sanitation, danger signs
during pregnancy, etc”

particular day to debate this report and propose the way forward.
As mentioned in resolution 1 above
The UNHCO Executive Director reiterated
the call to avoid PREVENTABLE maternal
deaths. “Why does a woman die because she
cannot be moved from one health centre to
another? Why does a woman die because a
health worker does not want to attend to
her? These are the issues that we want parliament to address.”

Resolution 6. That Government compiles
and tables to Parliament annual reports on
the status of maternal health in the country
with a full National maternal mortality audit
report and that Parliament. Shall dedicate a

Above:
Hon. Jovah Kamateeka highlighting the progress in
implementing Parliamentary Resolutions on Maternal
health during the session.
Side:
UNHCO exhibiting at the Civil Society Fair

A Voice for Health Consumers
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To register as a member,
see http://www.copasah.net/
copasah-membership.html
For details about COPASAH
check website; www.copasah.net
Blog: www.copasah.wordpress.com
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Boundless opportunities for
you in Community of
Practitioners in Social
Accountability for Health
Uganda’s health sector, like most others in Africa, However, most practitioners and communities
suffers accountability bottlenecks inhibiting qual- have weak civic competence to engage the duty
ity service delivery. It is already well documented bearers. Through the Community of Practitioners
funding levels alone cannot translate investments in Social Accountability for Health (COPASAH) a
into positive health outcomes. Resource efficiency worldwide network of community practitioners
is vital for improved effectiveness. Yet poor super- using community monitoring to achieve better
vision, limited transparency and accountability in health outcomes, community monitoring practiresource allocation and management remain a tioners will have an opportunity to develop skills
serious bottleneck to the realization of quality of to improve their practice and change the status
healthcare. While Uganda has some legal and in- quo. The network provides a platform for organistitutional mechanisms to promote accountability zations and individuals doing community moniin service delivery including the Anti-Corruption toring for better health to share their work globAct (2009) and Whistle-blowers Protection Act ally, learn from other organizations doing similar
(2010) and institutions established to address cor- work through targeted technical assistance and
ruption including the Public Accounts Committee online discussions and provides publicity for the
(PAC) of Parliament, Criminal Investigations Direc- organizations and individuals.
torate (CID) of the Uganda Police Force, Public AcThis year there’s a lot to look out for on COPASAH
counts Committee at district level, Inspectorate of
for members; member organizations have opGovernment, and the Directorate of Public Proseportunity to benefit from a training workshop on
cutions
The network provides a platform for organizations use of PRA
among
and individuals doing community monitoring for toots to exoth e r s .
act social acHowev- better health to share their work globally, learn from
countability
er, weak
other organizations doing similar work through to be held in
law entargeted technical assistance and online discussions Harare Zimforceand provides publicity for the organizations and babwe, tarment,
geted technicorrupindividuals.
cal assistance
t i o n
whereby member organizations receive support
practices within some of the above institutions
in community monitoring from more experienced
and citizen apathy has undermined the fight
practitioners, facilitated learning visits where
against promotion of accountability. Besides dimembers define learning objectives and visit a
rect efforts to make service providers more acmember within the region or outside the region
countable, there is need to strengthen the civil
then learn from them. More still, audiovisual docuarm to demand accountability as spelt out in the
mentation of work where members will have opconstitution; article 17 (i) of the Constitution of the
portunity to receive support to document their
Republic of Uganda (1995) provides that it is the
work and share it internationally. With UNHCO beduty of every citizen to combat corruption and
ing the regional coordinator for COPASAH East and
misuse or wastage of public property.
Southern Africa, it’s an opportunity for Ugandan
Fostering citizen participation in healthcare plan- practitioners and organizations using community
ning, delivery and monitoring requires right hold- monitoring for promoting citizen participation in
ers to claim their entitlements and engage service health service delivery to take advantage of the
providers for improved health service delivery. opportunities and register as COPASAH members.

Health Literacy Project
In Kamuli District

Community members conducting a health walk
in balawoli sub-county. The health walks help
the community to monitor sanitation and advise
their fellow community members when cases
of poor sanitation are identified. These have
helped increase vigilance among the community
members.

Community members during
a health literacy meeting in
Kamuli district
Uganda
National
Health
Consumer’s
Organisation(UNHCO) is one of the civil society organisations implementing health literacy projects in
uganda supported by Training and Research Support
Center(TASSC) and other civil society organisations in
Uganda. The health literacy programme is a larger regional programme involving organisations in Zimbabwe, Malawi, Botswana, Zambia and Uganda.
UNHCO has raised awareness on the importance of
health literacy among the community members of Balawoli sub-county in Kamuli District in relation to having
healthy environment at homes and public places. This
healthy literacy exercises focus on encouraging community members to put-up basic sanitation facilities
like pit latrine , having drying racks at homes, drinking
safe clean and boiled water among others.

The effect of community awareness on sanitation in
Balawoli has resulted in to, increased number of pit
latrines, increased seeking of professional medical attention at health facilities rather than self medication,
acceptance of family planning among others which
ensure that people have healthy environments both at
home and public places.

Author

This intervention has been welcomed by both the local
communities and local leaders mainly the sub-county
chief of Balawoli because of the changes influenced
by the health literacy meetings with the community.
The picture below is one of the community awareness
meetings conducted in Balawoli sub county Kamuli district by UNHCO.
Apeku Bosco
Program Assistant
A Voice for Health Consumers
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Health sector budget advocacy:
Let us stay committed!
The six building blocks of the health system, as defined by the World Health Organization are: Governance; Health Financing; Human Resources for
Health; Service Delivery; Medical Products, Vaccines,
and Technologies; and Health Information Systems.
There are interrelationships among these six building blocks of the health system.
Among the above building blocks, Uganda like many
other African countries has particularly been hardbeaten by low levels of health financing. The proportion of total budgetary allocations to health averages at 9 percent of overall government expenditure,
which is far short of the Abuja target of 15 percent.
With its low government allocations and substantial
dependence on donor funds, Uganda faces major
challenges in sustaining the financing of any new
and expensive health interventions

Author

Undoubtedly, a major cause of these challenges is an
under-funded health sector! A topic that has been
widely discussed by several sector partners including Ministry of Health, donors, civil society and both
private and public health institutions.
Mable Kukunda
Programme Officer

One critical example of the effect of this under-funding is the Uganda National Minimum Health Care
Package (UNMHCP), which forms the basis of health

sector strategic planning but has been unclear on
critical or priority interventions, instead offering a
broad cluster of interventions, all of which have been
grossly underfunded over the past 10 years (Uganda
Health Assessment Report, Ministry of Health, 2011).
Last year, Civil society in Uganda worked closely with
parliament to influence government to increase the
health budget for the financial year 2012/2013. This
was the first historical moment where parliament
pushed the executive and insisted on not approving
the budget without increases for the health sector.
This was intended to cater for health workers salaries, allowances and recruitment. Initially Civil society partners worked with the social services committee of parliament and gradually expanded to reach
out to the Parliament’s Speaker and other Members
of Parliament.
As a way forward, the Civil Society should not relent
in engaging with Parliament on increased funding
for the health sector. Civil society should work very
closely to carry-out budget advocacy focussing on
critical issues of policy implementation in the areas
of maternal and child health, human resources for
health, and capacity building for informed planning
and implementation at the district level.

Medicines destroyed in Health
Center Fire: UNHCO intervenes

Author

Esther Nalugya
Project officer
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Medicines and supplies worth UGX 5 million was destroyed in an arson attack at Kinuuka Health Center
III in Lyantonde district. This was the second arson
attack at the health centre.

created an opportunity for the community to engage with the authorities to ensure that they ironout the differences that are possibly causing the arson attacks.

The cause of the attack, though unclear, it is alleged
that it could have its roots in disgreemnets between
the current Health Unit Management Committe
(HUMC) and the previous committee which has refused to hand-over office. However, the health centre also did not have adequate security – there was
no security guard to protect the premises.

Under the theme of constructive engagement, each
groups representative provided an account and/or
thoughts on the cause of the attacks and suggestions for ensuring that it does not happen again.

UNHCO intervened by organising a meeting that was
attended by all stakeholders in the district including
the Local Council LC I and III chairpersons, police representatives, Resident District Commissioner, HUMC
members, health workers and community members.
The meeting that was held on 14th of August 2013

The presence of the authorities also ensured that the
communities voice was heard regarding the matter.
The police also managed to get a lot of information
from the meeting to support their investigation
which is now underway.
The meeting is one way of providing not only a voice
for communities but also bridging the gap between
the rights holders and duty bearers.

HEALTH SYSTEM STRENGTHENING
IN UGANDA: Simple innovations that
can improve maternal health
The health care system in Uganda has continuously deteriorated even with the introduction of system strengthening
mechanisms. The system strengthening is rather beauractic
and highly technical that the current interventions cannot
translate into improved health care in Uganda. In addition,
most of the local structures are not effective. This is evidenced
by largely un-trained Village Health Teams (VHTs) and Health
Unit Management Committees (HUMCs), some of which are
non-functional and do not know their roles in the health care
delivery system. The health facilities are therefore delinked
from the users, which is further compounded by the poor
relationship between health providers and consumers, contributing negatively to access, uptake and utilization of health
services.
The national minimum health care package and the national
health policy provide for integration of health services but the
implementation is facing some challenges. The health sector
budget has never reflected integration costs thereby defeating its own framework. A case in point is the routine outreaches which focus on immunization of the preventable diseases
and is conducted by mainly vaccinators who may be having
limited knowledge on other health packages such as maternal
health including family planning services. This has made outreach services ineffective partly contributing to declining maternal health indicators to 438 live births from 435 live births
in every 100,000 per year (Source: Uganda Demographic and
Housing Survey 2010/11). This decline is also attributed to lack
of access to reproductive health services, long distances from
the health facilities, cultural beliefs by mothers who prefer traditional birth attendants, increased teenage pregnancies, de-

lay of referral of mothers by Traditional Birth Attendants (TBA)
to health facilities, in addition to poor sanitation at the homes
of the TBAs and limited male involvement to support expectant mothers with their different needs. Generally the health
care service delivery remains wanting in fostering improved
maternal and child survival in public facilities and needs to be
addressed.
UNHCO together with Voices for Heath Rights is implementing the Maternal Health Project (MHP) funded by Sida geared
at contributing to the reduction of maternal mortality in
Uganda. UNHCO adopts the right based approach and opted
for the simple intervention and innovations that work in implementing maternal health:
1.

Reactivation of village Health Teams

VHTs were selected by the local authorities and trained to facilitate health promotion and monitor health care at community level. Motivation with simple incentives such as monthly
allowances, bicycles, and T-shirts which make them distinct
from other community members, refresher trainings on
health matters which has improved their knowledge capacity
to improve the health care. They have volunteered to sensitize
communities, register pregnant mothers, follow up and refer
them to the health facilities delivery. Before MHP, VHTs in the
target sites did not care and were project focused and their
selection was not professionally done but entirely on one’
popularity and community trust. UNHCO built on the existing
structures and empowered them with knowledge capacity to
promote health in their communities.

A Voice for Health Consumers
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2. Reactivation and support to the health unit ment the integrated service outreaches.
management committees
The package at the outreaches includes accelerated
The collapsed management system was reactivat- and oriented ANC, family planning services, PMTCT
ed by UNHCO and VHR through on site orientation services, IPT, TT Immunizations and growth monitoron their oversight roles in the improvement of the ing. Additional incentives to mothers such as mamahealth care system. Before MHP, issues of indiscipline bags, mosquito nets and education talks are delivand bad attitude, absenteeism, late reporting and ered to pregnant women. All this has attracted the
early closure of health facilities and lack of under- mothers including the TBAs to attend the outreaches.

Author

standing of the use of suggestion boxes all characterized the malfunctioning of the health care system
in Uganda. This worsened the relationship between
the health workers and service seekers/consumers.
With this intervention in the districts of Mubende,
Oyam, Hoima and Sheema both the health workers
and the community have embraced the use of the
suggestion boxes. Pertinent issues have been raised
and discussed through the management committees, dialogue meetings and redress/feedback given.
Currently there is a remarkable improvement in the
health worker-patient relationship. The management
committee of Kiganda Health Sub-District and board
of Kitagata Hospital influenced the posting of two
medical officers, driver and allocation of an ambulance and Medical Superintendent respectively for
improvement of Emergence Obstetric Care (EmOC).
3. Integrated service outreaches

Kirigwajjo Moses
Programme officer

The gains of this project are greatly counted on integration of service outreaches through the rights
based approach and this has helped mothers in hardto-reach communities to access services. UNHCO
supports integrated outreaches. The VHTs mobilize
and sensitize communities on maternal health rights,
mobilize mothers to attend and utilize the services.
The HUMCs control the quality of service delivery
and thus ensure improved relationship between service users and providers, and health workers imple-

A success story of integrated outreaches was registered at Kiganda HC IV where 16 outreaches are
conducted per month and this has greatly raised
the uptake of ANC services, family planning, PMTCT
services translating into increased numbers of supervised deliveries at the health centre. Even fourth Ante-Natal Care (ANC) visit has progressively increased
since the inception of MHP in Mubende in 2010/2011.
The intervention has broadly improved the general
indicators in the entire district as was reflected by
the National Health League Table 2011/2012 where
Mubende improved from 88th position to 33rd.
The incharge of Kiganda HCIV, Dr Jude Kiiza affirmed
to the achievement, “We have conducted 119 deliveries though this has brought another challenge of
space in the facility where mothers are received on
the floor and have to wait for long”. According to
him the district should use the challenge as an opportunity to expand facility. The simple innovations
of reactivation of VHTs and HUMCS and service outreach integrated model using the rights based approach can therefore arrest the barriers to maternal
and child health. These are cost effective and can
be adopted as system strengthening mechanisms
by other organizations working for improved health
care in Uganda.

More Changes influenced by
the Maternal Health Project
(MHP)
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Four comprehensive nurses recruited at Arapai
sub-county in Soroti district

rolled nurse was recruited lifting the staffing norm
from two to three health workers.

In Soroti district- Arapai sub-county; four comprehensive nurses were recruited and deployed at Princess Diana HCIV. The facility serves over 150 mothers
monthly and it had only 3 midwives. The MHP national level advocacy for health workers’ recruitment
has supported Princess Diana H/C IV, through advocacy, to deploy four new comprehensive nurses. This
has improved the quality of maternal health services
offered at the facility. Still in Arapai H/C II, one en-

Increased budget commitment for Sekanyoni
HCIII in Mityana district
In Mityana District; Sekanyonyi H/C III was elevated
to H/C IV and the sub county officials of Sekanyonyi
made a budget commitment for FY 2013/14 of 10 million shillings to procure more beds and mattresses
for Sekanyonyi HCIV. MHP implementing partners
contributed to this achievement through consistent

engagement with the district, sub-county and area MPs.
Construction of placenta pits at Kabwoya and Kaseeta HCs in
Hoima district
In Hoima district, Kabwooya H/CIII and Kaseeta H/CIII lacked placenta pits making it difficult to dispose-off the placentas and other
maternal wastes. Through UNHCO’s engagement with district, the
matter was discussed in the sectoral committee for health and a decision was reached to immediately hire a contractor to construct
the placenta pits in both health centers. Also a solar panel in kaseeta
H/C III was installed.
Community Dialogues bridging patient-provider gaps in
Sheema district

hold a community dialogue to discuss and resolve the issues. The following actions were reached;
• A standard rate was set per kilometer per referral site
• Standard rates was pinned on the notice board at the health fcaility
for the general public as demonstrated in the image below
As a result, the working relationship between the health workers,
community members and political leaders has improved, it’s now
very constructive unlike before when communities would accuse
health workers of theft and also politicians would rally the community to attack health workers.

In Sheema District-Shuuku subcounty, there were concerns by community members on the rates charged on ambulance use in cases
of referral. This had made many community members not to use
shuuku H/CIII and there was poor working relationship between the
community and health workers. At one point, community members
threatened to burn the ambulance as thought its services were free
of charge. UNHCO, RHU & ESAU engaged the Health Unit Management Committee (HUMC) to be clear on the charges and pin it on
the notice board. The Health Management Committee agreed to

Author

Sylveria Alwoch

Post-abortion care – the intermediate
intervention to address maternal
mortality from unsafe abortions
In Uganda, abortions are restricted by law and are to be performed
only to save the life of the woman or in case of severe fetal abnormalities, making extra-uterine life impossible. A new sexual and
reproductive health policy from 2006, updated in 2012, however
makes abortion restrictions more liberal and in this policy issued by
the Ministry of Health of Uganda, abortions are also allowed in case
of rape, defilement, incest and if a HIV positive woman requests an
abortion. Moreover, this policy has not yet gained grounds of implementation and has not been included in the law. Few practitioners
are aware of the policy and there is a reluctance to put it into practice.

Unsafe abortions in Uganda
Instead of safe abortions, unsafe abortions are very frequent in Uganda. An estimated 297,000 induced abortions are performed annually;
resulting in an overall abortion rate of 54 per 1,000 women aged 1549 years (Guttmacher Institute). This is regarded high in comparison to the overall estimated rate for Eastern Africa. About 77% of
all abortion-related complications treated in a public health facility
are a result of unsafely induced abortions (Guttmacher Institute). All
of this contributes to a significant morbidity and mortality among
women of all ages in Uganda. An attempt to address the mortality
and morbidity from unsafely induced abortions in countries where
abortion laws are restricted is the implementation of post-abortion
A Voice for Health Consumers
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care (PAC). Standard PAC includes emergency care, referring
to resuscitation in terms of e.g. blood transfusion, intravenous line, antibiotics etc.; family planning counseling; treatment of sexually transmitted infections; HIV counseling; and
community empowerment (WHO).
Provision of PAC
Regardless of the policy and the implementation of PAC in
Uganda, the shortage of qualified doctors at a lower level of
the health care system limits the availability of safe health
care services, including emergency obstetric care and PAC.
Optimizing the use of primary health care providers (midwives and nurses) other than physicians in the sense of task
shifting is suggested to be cost-effective and to decrease unnecessarily high maternal mortality in Uganda. However, implementation is poorly monitored and little is known about
the acceptability and perception of task shifting in general
and PAC in particular among physicians and midwives at district level in Uganda.
The sexual and reproductive health policy also addresses
methods and providers in PAC as well as other emergency
obstetric care services. Again, the policy is fairly liberal and
opens for a range of methods and providers in the provision
of PAC. Misoprostol has been accepted for all its applications
including treatment of incomplete abortions in addition to
the more socially accepted applications such as post-partum
hemorrhage and induction of labor. The policy also states
that mid-level providers, such as midwives and nurses are
allowed to carry out most PAC services including the provision of misoprostol and MVA if the woman is suffering from
an incomplete abortion. Misoprostol has in several international studies been recognized as an effective and acceptable method for completion of incomplete abortions (WHO
2012). Women have even stated that they prefer taking a pill
to having an invasive procedure. Additionally, misoprostol is
more time-efficient as the provider can give the medication
and keep the woman under observation while attending to
other patients. No need for spending time in the theater or for
cleaning of instruments.
The study: Exploring attitudes and perceptions among
providers of PAC
This article addresses these issues as well as the availability and use of methods for uterine evacuation, the skills and
training of health care providers and the distribution of tasks
in PAC at district level. Attending to the issue of unsafe abortion and PAC is a crucial step towards a decreased MMR in
Uganda.
I, as a Swedish Master student in Global health, visited seven
different health facilities around Central Uganda, to interview
doctors, midwives, medical officers and nurses on their attitudes and perceptions of PAC as well as their training, skills,
workload, responsibilities etc. to assess what is actually happening on the ground and what is needed to improve the PAC
provided today.
Barriers and task sharing in the provision of PAC
Norms & Values

12

A Voice for Health Consumers

The themes identified in this study were the barriers in the
provision of PAC and the acceptability of task sharing among
doctors and midwives. Looking into the barriers identified
the first and very fundamental area of norms and values of
the health care providers were explored. Since abortion is a
controversial topic to many, it seemed difficult for the providers to sometimes justify the care they provide to women
who have committed something that can be regarded as
criminal and sinful. Several providers felt the need to teach
the women a lesson, to make them understand that what
they had done was wrong, to avoid the women to repeat it.
All providers could however understand why women would

procure abortions and how there were in situations where the
women did not really have a choice. The providers therefor
realized the importance of PAC and were willing and wanted
to help the women even when the abortion was induced. Majority of providers felt that abortions should be legal in case
of rape, interestingly according to the policy as mentioned
above abortions are allowed in case of rape however none
of the interviewees were aware of this. Additionally some
providers felt that abortions should be legalized to avoid all
these unnecessary complications and deaths of women. Both
doctors and midwives communicated that if a woman has decided to procure an abortion there is nothing you can do to
change her mind, she will procure it whether it is safe or not.
“The abortions they go to procure are very unsafe and they
end up with them here, disturbing you. Now, because in our
society it is done in secrecy (…) And these ones end up with
problems of course, perforated uterus, sepsis… infertility later on, so it’s the woman’s right, the choice is hers (…) once she
has decided she doesn’t want this pregnancy, whatever you
do, she’ll do it.” (Doctor (ob./gyn.), worked 14 years)
Logistics, Organization and skills at the clinic
Another barrier was the lack of organization, the lack of defined PAC in the clinics resulting in women being admitted to
different wards with more or less competent providers. Some
midwives would have had PAC training or were familiar with
the methods used to treat an incomplete abortion, whereas

others did not possess these skills and would refer to a
doctor or even another hospital when the doctor was not
around. Moreover, in some clinics the skills would be there
but the equipment was not. This, of course, resulted in a lot
of frustration, especially among the midwives. A feeling of
helplessness was expressed, when they felt they could not
help a woman coming in with severe complications. Doctors were rarely around so the midwives would tell me that
they had to try to address the problems since they did not
want to leave the women dying in front of them without
even trying to intervene.
“When you are not skilled and there’s no doctor around,
just a simple MVA to help this mother to stop bleeding (…)
so, you find our patients are at risk of losing their lives.”
(Midwife, worked 18 years)
Imagine having the skills but not having the tools, or having
the tools but not having the skills when a woman comes in
with severe complications and an incomplete abortion. It is
just not fair, neither towards the providers nor to women.
Post-abortion family planning
The WHO states that counseling on family planning or
post-abortion contraception is a mandatory part of quality PAC. However, in the facilities I visited there were no
contraceptive methods available in the ward where PAC
was provided, and the providers would rarely counsel the
women on post-abortion contraception, mainly due to lack
of time and knowledge. The women would rather be referred to the family planning unit or discharged without
any counseling. There was an expressed need for more
training in how to counsel women that has come for PAC,
especially among the doctors, that expressed that they felt
uncomfortable talking to the women and how they were
not quite sure what to tell a woman that has come with an
incomplete abortion. To make use of the window of opportunity when a woman might be extra motivated to adapt a
contraceptive method is very important. Additionally, to do
it in a tailor-made way, addressing the women having had
PAC in the same ward by the same provider that is aware of
what the woman has gone through has shown to be a successful way of contraceptive provision. The post-abortion
care counseling is also a key-intervention to prevent future
unwanted pregnancies, since the woman may believe she
can not conceive for some time after an abortion, when the
truth is she can conceive within 2 weeks of an abortion.
“…Now the patients we see are not counseled, and most
likely we are just saying, we are completing the abortion
for you and since you’ll leave, go! Go to family planning;
and there’s no nurse for you there. The nurse who is doing
ANC is the one who will do the family planning, you find her
counseling mothers, she doesn’t have time to sit with this
young girl who has had an abortion. So they are not being
attended to effectively, hmm.” (Doctor (ob./gyn.), worked
14 years)
Methods used in PAC
Another astonishing observation was the use of outdated
methods like D&C (dilatation and curettage) that is even

discouraged to use by the WHO, the lack of awareness of
the new methods especially misoprostol in PAC and the
lack of properly trained providers. Moreover, the hospital
technical guidelines were not readily available or updated
and most providers were not aware where they could even
find the information if needed.
“… It’s curettage, we do curettage, we do all that, that’s the
major one we have here, we don’t have this other thing of
… (MVA), aha, we don’t have that one, we don’t have that
one.” (Senior medical officer, worked 12 years)
Who is responsible for what?
The last finding addresses the importance of the official
implementation of task sharing in the sense of guidelines,
logistics, trainings as well as roles and responsibilities. The
main providers are midwives, however for them to not be
overworked, frustrated, abusive and provide poor quality
care they need proper training as well as enabled time to
do the increased tasks that as of now has been unofficially
added to their curricula. Instead of midwives having to improvise interventions because the doctors are not around
they should be given the tools and skills to provide quality
care. Several studies have shown the feasibility of mid-level
providers providing PAC including uterine evacuations using MVA and misoprostol as well as counseling. Unofficial
task sharing is occurring to a large extent, the sexual and
reproductive health policy of Uganda enables mid-level
providers to provide PAC, but it has not been readily and
effectively implemented in the health facilities. Talking to
the doctors and midwives they feel happy about sharing
tasks in this area, but midwives would complain about not
having sufficient training or time to provide quality PAC.
“Curettage is only me (…) but majority of midwives do MVA
(…) The doctors? They can do it if they are around. But you
know this mother who comes bleeding and the doctor is
not around, so you want to save her, and if you know the
procedure, why do you wait for the doctor? So you carry
out (the procedure); you provide the mother with antibiotics, then you can inform the doctor…” (Midwife, worked 12
years)
Conclusions
Post abortion care is controversial in Uganda and physicians and midwives describe lack of training and insufficient skills. Unofficial task sharing is taking place at health
facilities in the central region of Uganda, however neither
midwives nor facilities are properly prepared. An overall
impression of a demand for training in PAC was given, covering methods for treating incomplete abortion, contraceptive counseling as well as value clarification. Developing policies and service guidelines in order to implement
evidence-based use of misoprostol in PAC as well as provision of in-service training is recommended. Implementation of official task shifting in post-abortion care would
additionally provide a systematic approach to improving
quality of care and accessibility of services in order to reduce abortion-related mortality and morbidity.

A Voice for Health Consumers

13

Author

The finding from this study has resulted in four action points to address the identified barriers and
limitations.
The Action points towards a better quality PAC in Uganda
1. Update hospital guidelines and implement official task sharing in PAC
2. Training of providers in PAC and Post-abortion contraception along with enabling provision of
contraceptive methods as part of the PAC
3. Enable Misoprostol as well as MVA use in PAC - guidelines, training & supply
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4. Attitude transformation/value clarification in PAC
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Health Minister Pledges Support
For The Tobacco Control Bill
UNHCO coordinates the Civil Society Organisations in
the tobacco control campaign. This campaign has

tobacco control stakeholders in Uganda in spearheading tobacco control through a coordinated platform,

attracted the attention of the Ministry of health due its
pro-health messages through the media and events

noting the remarkable progress. His emphasis was on
the fact that there is no middle ground in tobacco

that have brought together tobacco control stakeholders to discuss this pertinent issue. The Ministry of

investment and health. He pledged his support for
the Tobacco control bill and assured the stakeholders
of

Health is very supportive and appreciates the efforts
of UNHCO towards the domestication of the WHO

Grace Ruto
Project Assistant

Framework Convention on Tobacco Control (WHO
FCTC). In this regard UNHCO and partners were
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president, are in support of tobacco control.

invited for a meeting with the new minister of health
to brief him about the current state of affairs in

On taxation of tobacco products, the Minister assured
the stakeholders that this is a dynamic process

tobacco control.

which the government will continuously use to control dangerous habits like tobacco use.

The Tobacco Control stakeholders took advantage of
this opportunity to lobby his support for the Tobacco

Hon. Dr. Ruhakana
Rugunda with members
of the National Coordination Committee
on Tobacco Control at
the Ministry of Health.
From the left, Catherine
Adok - CTFK, Robinah
Kaitiritimba –UNHCO
Executive Director, Dr.
Sheila Ndyanabangi –
Focal person Tobacco
Control Uganda.

government’s commitment to the same, noting that
majority of the top political leaders, including the

Control Bill, to be tabled in Parliament by Hon. Chris
Baryomunsi, as a private member’s bill. The
meeting was convened by the Tobacco Control focal
person Dr. Sheila Ndyanabangi. The Tobacco
Control stakeholders in attendance included; WHO
Afro-region represented by the Capacity Development
Team ( CDT), WHO Country Office, Campaign for Tobacco Free Kids, UNHCO, Uganda National
Tobacco Control Association ( UNTCA), Uganda Health
Communication Alliance (UHCA), Centre for
Tobacco Control in Africa ( CTCA), and Ministry of
Health, the Host.
The new Minister of Health in Uganda, Hon. Dr. Ruhakana Rugunda, commended the joint efforts by
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The Representative from WHO, Prof. Robert Machangu gave a brief of the health burden of tobacco,
noting that each year, six million lives are lost globally
due to tobacco after many years of suffering and
expensive palliative treatment. “Such deaths can be
avoided with the implementation of proven tobacco
control strategies as guided by the WHO FCTC”.
Prof. Machangu stressed the need for the government
not to permit the tobacco industry to make profits
through marketing of addiction and death, noting
that “an effective legislation is one sure way of
controlling the activities of the industry”.
UNHCO and partners in the tobacco control campaign
will continue with the advocacy at regional and
national levels until the Tobacco control Bill is passed
into law

JOIN UNHCO MEMBERSHIP
Since inception the UNHCO family of members has grown. You too can become a member of UNHCO
to contribute in your capacity for realization of the right to health in Uganda.

Benefits of being a member
• Participation in the annual general meeting-UNHCO supreme decision making organ.
• Opportunity to be elected in UNHCO board of directors
• Participate in guiding the agenda for the right to health
• Opportunity to represent patient agendas at international conferences and meetings
• Unlimited access to training opportunities on patient rights organized by UNHCO and partners
• Access to UNHCO resource centre and quarterly updates and information materials on right to health
• Become a resource person on right to health in your community
• Participation in UNHCO capacity building programs in different thematic areas

How to join UNHCO
• Membership is open to all consumers of health care services in Uganda
• Fill in the application form and return to UNHCO
• Pay the prescribed subscription and annual membership fee: National Members registration is 50,000
UGX, Annual Subscription 20,000 UGX; Individual Members registration is 20,000 UGX, Annual subscription 10,000 UGX.
• District Members shall comprise of members who shall have paid the prescribed District subscription
and annual Membership fees.
• National Members shall comprise of members who shall have paid up the prescribed National subscription and annual membership fees.

For More Information Please Contact the Secretariat:
Uganda National Health Users’/Consumers’ Organization (UNHCO)
P.O. Box 70095, Kampala Uganda
Plot 91 Bukoto St, Kamwokya
Kampala, Uganda.
E-mail: info@unhco.or.ug Web: www.unhco.or.ug
Office: +256 414 532 123

Join us and be part of an advocacy team for creating quality healthcare
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Maternal Health is a Right
Right to Life:
Everybody has the responsibility to make sure that women do not die while pregnant or
during and after delivery

Right to Health:
Women should be supported and given health services they need at all times for safe
pregnancy and delivery

Right to respect:
Health workers have a responsibility to respect women when they are seeking healthcare
services

Right to Equality and Non-Discrimination:
Everyone has a right to health services whether they are regarded to be rich, poor, of a
different religion or tribe or whether they are men or women or young or old.

Right to Decide the Number and Spacing of Children:
Women must decide freely when to have children and the number of children they want

Maternal Health must be made a Government Priority:
Government has the responsibility to provide enough funding and support to protect
women from dying while giving birth

Right to Information
Every woman and man has a right to be given all information regarding their treatment

Right to Privacy and Confidentiality
In the course of treatment, people’s information should not be given out without their
permission. Health facilities should have private rooms where mothers can be examined
and treated.

Telephone contact: +256 414 532 123

Uganda National Health Users’
/Consumers’ Organisation
A Voice for Health Consumers

E-mail contact:

info@unhco.or.ug

Offices:

Plot 91, Bukoto Street, Kamwokya

