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EXECUTIVE SUMMARY

Background
This report was commissioned by Uganda National Health User‟s/Consumers‟
organisation as part of the stakeholders‟ interest in and action of monitoring the status of
health sector performance in Uganda. The focus on maternal and child health was
deliberate, knowing that that component of the Uganda National Minimum Health
Package (UNMHP) is not only responsible for up to 20.4% of the disease burden in the
Country but also that they are the focus of the millennium development goals four and
five. The timing of this review follows the MDGs reports that have suggested most
developing countries, including Uganda, were unlikely to meet the millennium
development goals targets by 2015. The purpose of this report was to assess and report on
progress being made by Uganda on the various commitments with regard to maternal and
child health as espoused in the millennium development goals 4 and 5, and in other
continental and national commitments. The report is therefore a situation analysis in
respect to maternal and child health.
Methodology and Data Sources
This report is a result of extensive desk review of reports and technical documents on
millennium development goals and other indicators on maternal and child health in
Uganda. These included technical and performance reports by Uganda‟s Ministry of
health, the Ministry of Finance and Economic Development, Uganda Bureau of Statistics,
and documents produced by international development agencies. Data used in the
analysis were extracted either from the reports mentioned above or obtained from
published statistical abstracts (e.g. MoH, UBOS) or online sources including those of the
World Bank and World Health Organisation data bases. In addition, individual interviews
and on site observations were also conducted at Entebbe Hospital in Wakiso District and
at Kiswa Health Centre III, in Nakawa Division, Kampala.
Uganda’s Commitments on Maternal and Child Health
The report focused on international commitments by Government of Uganda based on a
number of agreements and plans that Uganda is signatory. By domesticating these
agreements, Uganda also set forth domestic commitments through the national
development plan in general and the various health sector strategic plans in particular.
Aware that the domestic commitments have set targets, it was important to assess to what
extent these targets are being met. Key among these commitments that have been
reviewed are; the millennium declaration of 2000 and millennium development goals 4 &
5; the Maputo plan of action (MPA), the Abuja declaration, the health sector strategic
plans(HSSP I & II); and the health sector strategic and investment plan (HSSIP). The status
of progress reported in this report is a result of analysis based on the above commitments.
Status of implementation of the commitments
In terms of progress, nearly all the indicators show very slow to no progress at all in terms
of improvements. Most of the indicators are below average of the 2015 targets.
Contraceptive prevalence rate is, however showing good progress, and if the current trend
continues, then Uganda could meet its 2015 target on is particular indicator. For indicators
[x]

such as maternal mortality ratio, Uganda is off target and will not be able to meet the 2015
target unless very drastic measures are taken immediately. In terms of Human resource,
this is still limiting with percentage of filled positions only rising from 58% in 2011/12 to
63% in 2012/13 FY. There hue disparities in the distribution of essential human resources
for health with lower health units having fewer of the essential staff for reproductive
health than the district and regional facilities. Financing of the health sector has remained
below 10% of the overall Government of Uganda annual budget. In fact funding to the
Uganda Health sector has been taking a downward trend since the 2009/10 FY when it
was 9.6%. Subsequent years have seen decline from 8.9% (2010/11) to 8.3% (2011/12) and
eventually hitting the lowest point of 7.4% (2012/13) in over 12 years since 2000/01 FY.
With this kind of negative trend, the Uganda health sector cannot meet the 15% health
sector funding as provided for in the Abuja declaration. In regard to the World Bank
funded Uganda Health sector strengthening project (UHSSP), progress is slow with only
20% of the funding spent as of June 2013, with only two years remaining to the close of the
project scheduled for July 31 2015. Unless the procurement and contacting processes are
speeded up, project activities, and therefore financial absorption will not be complete by
the end of the project period.
Challenges
The major challenges to sexual and reproductive health in Uganda that have been
highlighted in the various reports include shortage of health workers, limited funding to
the health sector as whole, shortage and poor quality health supplies and equipment, and
lack of awareness regarding most of the health issues affecting women and children,
particularly those relating to reproductive health such as importance of ANC among
other. It was also noted that challenges relating to sources of data used in monitoring of
the indicators are increasingly giving differing status of some of the indicators.
Recommendations
In view of the current status of the implementation of Uganda‟s commitments in regard to
sexual and reproductive health and rights, the Government together with the various
stakeholders and actors should consider the following; (i) Increasing the level of funding
to the health sector, (ii) Increasing the numbers and aligning Staff at all levels of the Health
System, (iii) Improving staff remuneration and general welfare, (iv) Providing adequate
essential and general equipment to health facilities, (v) Integrating sexual and
reproductive health financing across actors & agencies, (vi) Increasing community
awareness on key reproductive health issues, and, (vii) Strengthening monitoring and data
management system.

[xi]

SECTION I
GENERAL INTRODUCTION
1.1 Introduction
Maternal and Child Health remains the highest contributor to the burden of disease
in Uganda today, with a proportion that is standing at 20.4% of the total disease
burden (MOH, 2010-HSSIP). Historical factors that ranged from cultural constructs,
family structures, societal distortions and institutional weaknesses have worked
against the possibility of effective maternal and child care for a very long time.
Coupled with persistent poverty situations across rural areas, women of child
bearing age continued to find themselves in situations where they are unable to meet
the demands of their sexual and reproductive needs, and more so rights. There was
urgent need for action at all levels of society.
The United Nations millennium declaration of 2000 (UN, 2000) arouse from the
overall acceptance and appreciation by world leaders of a long time reality that the
world and society had become increasingly unjust, and that the principles of equity
could no longer be thought of as universal. The world and its people were plagued
by; poverty, disease, crime, wars, environmental destruction, unfair terms of trade,
and several other problems. These are circumstances, as they were then, which
though affects all in a community, leaves a woman and a child as the most affected.
From a global perspective to a local setting, the magnitude and dynamics associated
with these problems remained real and acute in several parts of the world and in
numerous facets of our communities.
1.2 The Millennium Development Goals
From the above declaration emerged the millennium development goals. The world
leaders had agreed to a set of actions that were to be taken to address the world
problems, particularly in developing countries, were human suffering as a result of
hunger, disease and wars was threatening the very fabric of humanity. Eight goals
were adopted among which are goal four and goal five. These two goals addressed
themselves to child and maternal health respectively. The strategies and mechanisms
for implementation of these commitments straddled continents and garnered
activism among political leaders and civil personalities alike and across the globe.
The agreed timeframe of 15 years to achieve these goals were thought to be realistic if
matching efforts and resources were ploughed into appropriate actions. Countries
therefore set out to implement programmes aimed at improving their people‟s
conditions so that the goals set out in the declaration would be achieved. Uganda,
like any other developing nation adopted and committed to the implementation of
frameworks, which could deliver the MDG targets by 2015. It is the assessment of
progress made on those commitments by Uganda that is the main stay of this report.
[1]

1.3 The purpose of this Report
The review that is a culmination of this report is part of a wider civil society action
that aims at creating awareness and awaking both the government and other
development actors on the need to accelerate progress towards achieving millennium
development goals 4 and 5. The several organisations that are part of this endeavour
continue to work with Government of Uganda and the Development partners in
trying to ensure that momentum is maintained on the various commitments Uganda
made in regard to maternal and child health. These in particular, as they reflect the
targets set forth in the millennium development goals four and five to be achievable
by the year 2015. This report is therefore an update of what has been achieved so far
by Uganda as a country. It also brings to light what progress, in as far as each
indicator is concerned, is being made in the run up to 2015. The report is more of a
situation analysis and is not in any way intended to imply or purpose as a verdict on
the various actors.
1.4 Methodology
This report is an outcome of mainly a desk review of progress Uganda has made
towards achieving the millennium development goals targets addressing maternal
and child health by 2015. Review of a number of reports was done. These included
reports from the Uganda Ministry of health, technical documents of government of
Uganda, such as policies, strategic plans and evaluation reports, and other reports
and technical documents by international development agencies. Data were also
accessed from several sources included published statistical abstracts by Uganda
bureau of statistics, the ministry of health statistical abstract, and online sources
including the World Bank and Wold Health Organisation online data bases. In
addition, a few validation interviews and group meetings were also conducted to
enrich the outcome of the review. Observations were also conducted at Entebbe
Hospital in Wakiso District and in Kiswa Health Centre III, in Nakawa Division,
Kampala.
1.5 Limitations
Other than the two case study visits that were conducted in Entebbe hospital and
Kiswa HC III, no additional primary data were generated during the review. The rest
of the data used in the analysis reported here were either extracted from already
published reports, statistical abstract or mined from online sources, namely; the
World Bank and World Health Organisation online data bases for health and socioeconomic indicators. Whereas the authors have confidence in the sources of data and
information used in this report, they do not in any way guarantee the accuracy of
data since it is very likely that the methodologies used in generating such data varied
considerably. However, the authors declare absolute confidence in the views
[2]

generated as a result of this review process and fully take responsibility for any
errors that might have resulted from either inadvertent misrepresentation or outright
omission of any information that would otherwise have shed better light on the issue
as addressed in the report.
1.6 The Structure of this report
This report consists of four sections. Section one is the general introduction, which
gives the background to the millennium development goals, the maternal and child
health as well the purpose of the review report. Including also are methods, and
sources of data used and a statement of limitations. Section two recasts the
international commitments that Uganda adopted as frameworks for delivering the
millennium targets on maternal and child heath, among others. In here is also
included the various institutional frameworks (legal, policy and organisation) that
have been used by Government of Uganda to deliver progress towards attainment of
the various targets. The third section presents what is known about progress made
to date in respect of the targets under review. Brief analyses have also been made of
the possible circumstances around each indictor, and how they could have been
responsible for the status being observed. A consideration of general and
crosscutting challenges and recommendations have been made in section four. The
report ends with reference list and appendices as the last section.

[3]

SECTION II
UGANDA’S COMMITMENTS
ON SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS
2.1 Introduction
This section gives highlights of the main international commitments that Uganda
made in the wake of the millennium declaration in 2000, particularly the Mputo plan
of action and the millennium development goals. The second part introduces some of
the legal, policy and other frameworks that have domesticated the international
commitments for implementation.
2.2 The International Commitments and Programmes
2.2.1 The Millennium Development Goals
Uganda being a member of the United Nations adopted the millennium declaration
and therefore the millennium development goals of 2000. As a member, Uganda
committed to implement programmes aimed at achieving by 2015, all the targets for
the 8 goals. This report, lays special emphasis, are goals 4 and 5 that address directly
child and maternal health. Uganda has been implementing the millennium
development goals and progress has been monitored through regular assessment
and production of assessment reports by both Government and the United Nations.
2.2.1 The Abuja Declaration, 2001
The Abuja declaration on HIV/AIDS, Tuberculosis and other infectious diseases was
the outcome of an April 2001 meeting of African Heads of State in Abuja, Nigeria.
The purpose of the meeting was, among others, to undertake a critical review and
assessment of the situation and consequences of HIV/AIDS, Tuberculosis and other
related infectious diseases in Africa. And to reflect on new ways and means of taking
the lead in strengthening current successful interventions and developing new and
more appropriate policies, practical strategies, effective implementation strategies
and concrete monitoring structures at National, Regional and Continental levels with
a view to ensuring adequate and effective control of HIV/AIDS, Tuberculosis and
other related infectious diseases in the continent (AU, 2001). The Abuja declaration of
2001, among other, recognised;
o The role played by poverty, poor nutritional conditions and under
development in increasing vulnerability, thereby concerned about the millions
of African Children who have died from AIDS and other preventable
infectious diseases.
o That special efforts are required to ensure that African Children are protected
from these pandemics and their consequences and that the full and effective
participation of young people in prevention and control programmes is
essential to the success
[4]

o That biologically, women and girls are particularly vulnerable to HIV
infection. In addition, economic and social inequality and traditionally
accepted gender roles leave them in subordinate position to men.
o The essential role that education, in its widest sense has played and will
continue to play in the fight against HIV/AIDS in Africa. Education
constitutes the most powerful, cost effective tool for reaching the largest
number of people with information and personal development strategies that
promote long term behaviour change.
As a result therefore, the heads of states of African countries, through the Abuja
declaration, made a number of commitments, key among which were to;
 Ensure that needed resources are made available & that they are efficiently
and effectively utilized in the fight against these diseases
 Allocating at least 15% of National Annual Budget to the improvement of the
Health Sector in respective countries, and
 Urge Donor Countries to complement resources mobilisation & to fulfil the
target of 0.7% of their GNP as ODA to developing Countries.
From the above summaries, it can be noted that the Abuja declaration is one of the
key landmark documents in Africa and whose spirit espouses not only the universal
rights of citizens to health but it has also brought to the fore, the most critical issue
relating to women and children as the most vulnerable. Marginalisation issues such
as poverty, gender discrimination and traditional believes are singled out to
emphasise the significance of these factors in undermining the achievement of
universal sexual and reproductive health and rights for women and the girls in
Africa.
2.2.3 The Maputo Plan of Action
The Maputo Plan of Action was adopted by member states to operationalize the
continental policy framework on sexual and reproductive health and rights (SRHR)
in Africa, a document that had been agreed upon in 2006 by the council of African
health ministers and later adopted by African heads of state as a binding
commitment on their Governments to deliver the key policy objectives. The
development of the policy framework followed a 1994 international conference on
population and development in Cairo-Egypt. The ICPD stressed the need for
universal access to health. The policy calls for doubling of efforts in order to achieve
universal access to sexual and reproductive health on the whole continent. Member
states were encouraged to incorporate the objectives of the MPA into their existing
policy and development documents. The Maputo Plan proposed is strategies for
implementation of the policy and these included;
[5]









Integrating STI/HIV/AIDS with SRHR programmes and services, including
reproductive cancers, to maximize the effectiveness of resource utilization and to
attain a synergetic complementary of the two strategies.
Repositioning family planning as an essential part of the attainment of MDGs.
Addressing the sexual and reproductive health needs of adolescents and youth as
a key SRH component.
Addressing unsafe abortion.
Delivering quality and affordable services in order to promote safe motherhood,
child survival, and maternal, newborn and child health.
Fostering African and south-south cooperation for the attainment of ICPD and
MDG goals in Africa.

In addition to the above strategies, other cross-cutting issues were equally identified
and two of these are particularly relevant for the maternal and child health. 1.
Increase domestic resources for SRHR including addressing the human resource
crisis, and 2. Strengthen SRH commodity security with emphasis on family planning
and emergency obstetric care and referral.
2.2.4 Road map for accelerating the reduction of maternal and neonatal mortality
and morbidity
In Uganda, the road map was launched in October 2008, officially including Uganda
on the list of countries that committed to reducing maternal and neonatal mortality
and morbidity, a journey towards achieving the millennium development goals 4
and 5 by 2015. The road map is a strategy that aimed to bring together stakeholders
and players to contribute to the programmes for reduction of maternal mortalities in
the Country. Certainly there are massive long term investments that have to be
made, and in the Background to the Budget 2013/14, Government has fully
committed resources to prioritise the implementation of the road map, which
actually, is already running in all the 111 districts of Uganda and includes among
other things, strengthening of the health systems, training health workers, and
recruiting and retaining skilled health professionals (UNFPA, 2009)
2.2.5 CARMMA
Campaign for Accelerated Reduction of Maternal Mortality in Africa (CARMMA)
was initiated by the African Union Commission (AUC) and UNFPA. The programme
aimed at intensifying the implementation of the Maputo Plan of Action for the
reduction of maternal mortality in the Africa region. CARMMA demonstrates not
only the importance of following through with provisions and strategies enshrined in
the Maputo plan action but it also underscores the centrality of maternal health in as
far as achieving universal sexual and reproductive health and rights in Africa is
concerned. Concerns had been ripe that maternal mortality rates in Africa were
[6]

simply too high and that many African countries faced real challenges reducing
maternal mortality by up to 75%.Therefore, there was serious doubt that many of the
African countries would attain MDG 5 if efforts were not redoubled. In Uganda,
CARMMA was launched on the May 5th, 2010.
CARMMA focuses on four key areas:
i. Building ongoing efforts with particularly emphasis on best practices
ii. Generating and providing data on maternal and newborn deaths
iii. Mobilising political commitment and the support of key stakeholders, not
only towards increasing awareness but also to mobilise additional resources
and enlist everyone‟s role in improving maternal health and reduction of
maternal deaths.
iv.
Accelerating actions aimed at the reduction of maternal and associated infant
mortality in Africa.
Therefore, objectives of CARMMA have been to:
o Enhance political leadership and commitment at the national, regional and
continental levels
o Identify and work with national champions to mobilise support and
participation at the national level
o Raise and maintain awareness as well as appropriate responses at the global,
continental, regional and national levels
o Build linkages with global campaigns that seek to ensure the establishment of
new and innovative financing mechanisms and the appointment by the UN
Secretary General of someone to advocate for the reduction of maternal
mortality
o Promote the recognition of maternal mortality as a key indicator of a wellfunctioning health system
o Promote the exchange of experiences and practices, and adopt and replicate
best practices of countries that have significantly reduced maternal mortality.
2.3. The domestication and institutional frameworks for implementation
2.3.1 Legal frameworks
The 195 Constitution of the republic of Uganda provides for
a. Guarantees the fundamental rights and freedoms of every Ugandan and
these include the right to life and the right to health service as Uganda.
Therefore, it is within this framework that health service provision becomes a
human rights issue which must be addressed from that perspective.
b. Establishment of the health service commission, whose functions directly
address issues relating to appointment of health personnel and
[7]

The health service act of 2001 operationalizes the provisions of the 1995 constitution
in regard to health service.
2.3.2 The National Health Policy II: 2011-2020
The implementation of the second National Health Policy (NHP II) started in 2011.
This is important because this policy came into force at about the same time as the
National Development Plan (NDP) and the Health Sector Strategic and Investment
Plan (HSSIP). This policy addresses itself to a comprehensive focus on provision of
the highest possible level of health services to all people in Uganda through delivery
of promotive, preventive, curative, palliative and rehabilitative health services at all
levels.
Some of the objectives of the Second National Health Policy, that are most relevant to
maternal and child health include;
o Strengthening the organization and management of the national health
systems
o Improving access to quality hospital services at all levels in both public, and
private sectors
o Building a harmonized and coordinated national health information system
with the resource centre as national custodian in order to generate data for
decision making, programme development, resources allocation and
management at all levels and among all stakeholders
o Ensuring adequate and appropriate HR for health service delivery
o Ensuring that essential, efficacious, safe, quality and affordable medicines are
available, and used rationally at all times in Uganda
o Providing, and maintaining functional, efficient safe, environmentally friendly
and sustainable health infrastructure, including laboratories and waste
management facilities
o Mobilizing sufficient financial resources to fund the health sector programmes
whilst ensuring equity, efficiency, transparency and mutual accountability
From the planning point of view, the above aspects not only informed but were also
the basis upon which health sector strategic planning were integrated into both the
Health Sector Strategic and Investment Plan (HSSIP) and the National development
plan (NDP). The monitoring framework for HSSIP has incorporated indicators
relevant to the key sexual and reproductive health and rights, and are part of the
Annual Health Sector performance Reports. But as to whether adequate monitoring
actually takes place to ensure implementation of agreed frameworks to the expected
standards would be a point of critical review, as challenges associated to holistic
health service delivery in Uganda will reveal.
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2.3.3 Health Sector Strategic and investment Plan (HSSIP)
The Health Sector Strategic and investment plan, away from the concept of health
sector as just a delivery of health services, recognises that there are areas within the
health sector that needed real investments if quality of health service and attainment
of universal health care coverage were to be attained. This strategic plan therefore
differs from its two predecessors by recognising the need for investing in the long
term and critical assets of the health system, that is, health infrastructure and its
human resources. The plan was developed as a medium term framework that would
consolidate the achievements made under HSSP II and address the challenges and
move towards achieving the sector objectives as outlined in the second national
health policy. Maternal and child health is one of the focal clusters in the HSSIP
2010-2015, with a commitment to achieving the following, over the five-year period;
o Reduce mortality and morbidity relating to sexual and reproductive health &
rights
o Improve newborn health and survival by increasing coverage of high impact
evidence based interventions, in order to accelerate the attainment of MDG 4.
o Scale up and sustain high, effective coverage of a priority package of costeffective child survival interventions in order to reduce under-five mortality.
o Prevent morbidity and mortality due to gender based violence.
Six key areas of investment during the HSSIP were agreed upon and these included
(a) human resources for health, (b) health infrastructure, (c) essential medicines,
health supplies, and other health commodities, (d) health information systems, (e)
preventive health / health promotion and education, and (f) management and
coordination of sector activities
2.3.4 The National Development Plan
As a medium term development framework, the National development plan is the
main document tough the Government of Uganda is directing its development
efforts across the major sectors including health. Under the health sector, a number
of constraints were identified including inadequate capacity to deliver the Uganda
National Minimum Health Care Package specifically Mother and Child health,
Communicable, Non-Communicable Diseases and Nutrition.
The mother to child component had the following identified; (i) Inadequate skilled
personnel for deliveries, (ii) Inadequate provision of emergency and basic obstetric
care, (iii) Limited access to contraceptives (low family planning uptake), (iv) Limited
and inappropriate adolescent sexual and reproductive health services, (v) Shortage of
HRH including requisite skills and the general lack of funding for Integrated
Maternal and Childhood Illness (IMCI), (vi) Inadequate funding for the
immunization programmes to support provision of supplies, equipment and
[9]

transport, and (viii) Limited use of data for planning. The ministry of health is
therefore implementing programmes aimed at addressing the constraints as above
and most of these are building into the requirements for meeting both the
millennium development goals as well as the Maputo plan of action.
2.3.5 The Health Sector Strategic Plan II
In addressing itself to the challenges of maternal and child health, the ministry of
health recognised that maternal and neonatal conditions contribute the highest
percentage (20,4%) to the country‟s total burden of ill health and avoidable deaths
(HSSP II, MOH, 2005). At the time of formulating the HSSP II, key sexual and
reproductive health indicators had remained high despite the successful
implementation of the HSSP I, these included Unmet need for family planning which
stood at 35%, Unmet need for EmOC at 86%, Births taking place in a health facility
stood at 24.4%, Deliveries taking place under the supervision of trained health
worker at 38%, and Adolescent pregnancies had reduced by 11 percentage points
only, i.e. from 43% to 32%. Therefore, the Objective of Maternal and child health
cluster under the HSSP II was to achieve the levels of reduction in the indicators
consistent with achievements of the PEAP and the related millennium development
goals 4 and 5. Specific target for the duration of the plan were to;
o Increase the proportion of deliveries by skilled attendants from 38 to 50%
o Reduce the unmet need for emergency obstetric care from 86% to 40%
o Increase the attendance for 4 visits per pregnancy from 42 to 50%
o Increase the Contraceptive Prevalence Rate from 23% to 40%
o Increase the couple years of protection (CYPs) from 223,686 to 500,000 per
annum, and
o Reduce the percentage of teenage pregnancy rates from 37 to 20%.
2.3.6 The Health Sector Strategic Plan (HSSP) I
In the first health sector strategic plan, which was implemented between 2000 and
2005, the sexual and reproductive health and rights component was adequately
provided for, with the objective of contributing to reduction of neonatal, infant and
maternal morbidity and mortalities. The specific reproductive health and rights
targets that the HSSP I sought to meet by the end of the implementation period
(2000/01-2004/05) were;
i. Reduce maternal mortality ratio by 30% from 506 to 354 per 100,000 live births
ii. Increase contraceptive prevalence rate from 15% to 30%
iii. Increase the deliveries supervised by skilled health workers from 38%to 50%
iv. Increase Tetanus Toxoid (TT2) coverage for pregnant women from 50% to 80%
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In the same HSSP I, Government recognises the cost effectiveness immunisation as
an intervention since it contributes to improvement of the health indices in a
relatively short period of time. The HSSP II, proposed a revitalisation and expansion
of UNEPI to fight the six vaccine preventable diseases namely; measles,
poliomyelitis, whooping cough, tetanus, tuberculosis and diphtheria. The main
target of UNEPI was therefore to reverse the declines in immunisation coverage and
expand the national and regional coverage targets so as to reduce morbidity and
mortality as a result of the named diseases above. Therefore, the objective of the
undertaking was to attain the highest levels of coverage so much so that these
diseases would no longer be of public health importance in Uganda. The targets
envisaged at the end of the planed period were;
o Achieve coverage of children 12 – 23 months fully immunised from 44% to 70%
o Increase DPT3 coverage from 55% to 65% by end of Year One and to 70% at end
of Year Five
o Increase TT2 coverage of pregnant women to 80% by the end of Year Five
2.3.7 Other strategic and operational framework documents
The other numerous strategic and policy documents relevant in the implementation
of the international commitment that are currently in force in the health sector
include the following;
i. The health sector quality improvement framework and strategic plan 2010/112014/15
ii. The National child survival strategy 2009
iii. The National Policy Guidelines and service standards for sexual and
reproductive health and rights, 2012
iv.
National strategy for integration of sexual and reproductive health and rights
and HIV/AIDS, 2012
v. Adolescent Sexual and Reproductive Health Training Guide, 2011
vi. Reproductive health commodity security strategy, 2008
vii. Monitoring and Evaluation Frameworks; these are consistent with the
provisions and calls in many of the international commitments such as the
Maputo plan of action, the Abuja declaration as well as the national strategic
plans, i.e. HSSIP and NDP. The development and implementation of robust
monitoring frameworks are key to the success of any intervention.
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SECTION III
STATUS OF UGANDA’S COMMITMENTS ON
SEXUAL AND REPRODUCTIVE HEALTH AND RIGHTS
3.1 Introduction
Uganda is one of the Africa Countries, like many others across the world that signed
up to the millennium development goals (MDGs) as a framework for addressing
among other things, issues of development and poverty eradication (UN, 2000).
Uganda further signed up to a number of continental initiatives that aimed at
harmonising and positioning the various aspects of the MDGs to the African context;
these included the Abuja declaration (2001), the Maputo plan of action (2006), the
2008 road map for accelerated reduction of maternal and neonatal mortality and
morbidity in Uganda. And the May 2010 launch of a campaign for accelerated
reduction of maternal mortality in Africa (CARMMA) served to recommit Uganda
and other actors to improving maternal and newborn and child health in the
Country. The interconnectedness of indicators in Uganda‟s various international
commitments on Maternal and Child health presents an opportunity for a holistic
assessment of progress in one go. However, some differences between the targets set
in the international documents and those that domesticate the commitments at
Continental levels (African Union Commission) and National levels (MoH, MFPED,
NDA) have seen some of the targets being lowered at the national level frameworks.
Whereas this may be considered a deviation from internationally agreed positions
with regard to targets, national level indicators and targets may be a reflection of the
a Country‟s realistic position as to the possibility of meeting set targets. This section
presents the progress Uganda has made to date in respect to International
commitments on various aspects of sexual and reproductive health and rights with
particular reference to maternal, infant and child health. These are presented
according to the indicators and targets set out for achievement by 2015.

3.2 Maternal and Child Health Status in Uganda
3.2.1 Skilled Care Attendance (SCA)
SCA is one of the indicators in the Maputo Plan
of Action, monitors the strategy on increasing Indicator:
Skilled care attendance increased to 75%
human resources for sexual and reproductive
by 2015
health and rights (AUC, 2006). Adequate
number of skilled personnel is one of the ways of ensuring quality and universal
access to sexual and reproductive health services for a population in need.
Availability of skilled personnel is enough, their distribution relative to the
population is key, thus imbalances in distribution of qualified staff across the
Country, factors notwithstanding, defies the spirit of universal access and equity.
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Between 2006 and 2011, the proportion of births attended by skilled staff increased
by 37% from just 41.9% to 57.4 % of all deliveries recorded. And this is a major lip
given that in the 5 years prior to that, birth attendance by skilled staff stood at only
39%.
According to the 2012 Human resources for health survey for Uganda, the available
workforce in public health facilities is put at 55% of the total required, leaving a gap
of 23,285 positions vacant (MoH, 2012). This is a huge set back to the commitment of
increasing skilled care attendance. Moreover, the highest proportions of filled
positions that are most relevant to reproductive health (Doctors, Anaesthetics, and
Nurses) are in facilities (General and Regional Referral Hospitals) situated in places
that would be considered out of reach for the ordinary rural person (Woman/Girl).
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Figure 3.1: Trend and rate of change in Births attended by skilled Staff in
Uganda between 1989 and 2011 (Source: World Bank online Database)
Tables 4.1, illustrates the distribution of these categories of personnel who are key to
the provision of comprehensive emergency obstetric services, being more in regional
referral and general hospitals than in the HCIs where the majority of women who
need care are situated, and with a combination of broken ambulatory services an
inability of most rural women to pay out-of-pocket designated for health centre IVs
in the current service structure. Of the 1,199 number of doctors required to cover
HCIVs, General Hospitals and Regional Referral hospitals, only 38% have been
recruited leaving a gap of 62% of the vacancies unfilled. How then would the rural
poor have skilled care attendance with such kind of gap in the health facilities? In
fact, the latest report of the health sector performance review indicates that the
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majority of the districts (47.7%, n=111) have only attained staffing levels of between
40-59% of the established positions with only 3.6 % of the districts having attained at
least 80% staffing level (MoH, 2012, p.54) Therefore timely attraction, strategic
development, and long term retention of appropriate and adequate sets of skills is a
matter of urgency for the ministry of Health, whose primary obligation is provision
of services that are not only utterly essential but also highly labour intensive. In this
regard, SCA should be of primary focus to all responsible.

SCA - Key Finding and Status
o Currently, skilled care attendance stands at 57.4 %
o Progress towards this target has been very slow, increasing
only on an average of 11.6% every five years since 1989.
o This indicator is affected by availability of trained staff, the
recruitment of whom has been affected by limited finances to
foot the wage
o If current rates continue, the target of 75% is unlikely to be met

Table 3.1: Current distribution of Anaesthetics, Nurses and Doctors (MoH, 2012)
Health Unit Level
Regional Referral Hospitals
General Hospitals
HCIV
Total
Health Unit Level
Regional Referral Hospitals
General Hospitals
HCIV
HCIII
HCII
Total
Health Unit Level
General Hospitals
HCIV
RRH
Total

Anaesthetic Officers
Total Norm
Filled
70
47
141
62
166
37
377
146
Nurses
Total Norm
Filled

Vacant
23
79
129
231

% filled
68%
44%
22%
39%

Vacant

% filled
81%
49%
64%
42%
69%
51%

1,386
3,431
1,328

1,128
1,684
849

258
1,747
479

3848

1606

2241

1,321

911

9,928
5,050
Medical Officers (Doctors)
Total Norm
Filled

410
4,878
Vacant

517
332
350

165
117
173

353
215
177

1,199

455

744
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Figure 3.2: Structure of filled and unfilled positions in the Health Service as at
October 2012 (MoH, 2012) (Note: UA-Urban Authorities,
RRHs-Regional Referral Hospitals, GHs-General Hospitals)

3.2.2 Antenatal Care Coverage (ANC)
Attendance at antenatal clinics by pregnant
women is critical to a pregnancy.
During antenatal, health workers are
o
able to support the pregnancy through
conducting required tests such as HIV
which is important in PMTCT,

provision of IPT for malaria, and giving

vitamin supplements in addition to

Indicator:
Percentage of pregnant women attending
Antenatal care increased 4 times to 75% by
2015
Antenatal care coverage: at least 1 visit by a
skilled health professional
Antenatal care coverage: four or more visits
by any provider
conducting
physical
examination.
 The proportion of pregnant women attending
Women who do not go for or cannot
ANC 4 times increased from 47% to
find a qualified health worker to
60%(HSSIP)
provide antennal service is in great risk

 of which result in death.
of pregnancy related complications, the majority
This indicator of Antenatal Coverage (ANC) is covered under three commitments;
The Maputo Plan of action, the MDG-5 and the HSSIP, albeit with different targets.
The current standing in Uganda is that coverage at 1 visit has surpassed the target at
over 90% for the last fifteen years. However, ANC at 4 visits has stagnated at just
above 40%. This is far below the target for both MPA and the Uganda HSSIP.
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Figure 3.3: Comparison of antennal visits by pregnant women between
1990 and 2011. Source: MoH, UDHS‟ 1995, 2001, 2006 & 2011.
Attendance at ANC by pregnant women has been encouraged through provision of
insecticide treated bed nets as incentives. However, with the start of distribution of
nets at home, it would seem that most pregnant mothers find no reason for coming to
the health centres for check-up. And noting form the percentage of single ANC visits,
it would as well seem that women go to the health facilities only once to have
themselves checked and en obtain a mosquito net or mama kit. It is therefore clear
that such women do not return to the health centres for subsequent antenatal care.
Therefore, if such a trend continues, Uganda is unlikely to meet either of the two
targets by the year 2015.

ANC - Key Finding and Status
o Attendance of ANC once has been over 90% for the last 20
years
o But attendance of 4 or more times has remained stagnant at an
average of 45% in the last two decades.
o Current standing is below the target of 60% (HSSIP) and 75%
(MPA)
o Unless drastic steps are taken to increase awareness coupled
with adequate supplies and availability of trained staff, the
2015 targets are unlikely to be met.
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3.2.3 Intermittent Presumptive Therapy (IPT)
This is a commitment under the Maputo
plan of action and its monitoring of Indicator:
progress on this indicator started in 2007 Percentage of women receiving at least 2
doses of IPT increased to 80% by 2015
during the HSSP II. Intermittent
presumptive therapy (IPT) is treatment
given to pregnant women as a treatment for malaria, the leading cause of death in
maternal and prenatal mortalities in Uganda. It is important to note here that IPT is
only given during the second trimester (4th to 6th months) of the pregnancy with at
least one month apart. The implications here is that a pregnant woman must attend
at least two ANC sessions in order to be able to get at least one dose of IPT
(Assuming they come for the first ANC during the first trimester, at which time they
would not yet be eligible for a dose of IPT. The figure below indicators no significant
progress made on this regard. Since 2007, the proportion of women taking at least 2
doses of IPT has oscillated around 40%. The highest uptake ever recorded was in
2010 with a 47% of all eligible women. Note also that there was a reversal in 2008 as
only 39% of the pregnant women took at least 2 doses of IPT.
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Figure 3.4: Trend in the performance of IPT-2 as a malaria treatment
Strategy in pregnant women (Source: UBOS Statistical Abstract 2012
According to the 2008/09 Annual Health Sector performance report, IPT could be
accessed at all antenatal clinics in Uganda ((MoH, 2009, p. 58). The report notes,
however, that previously IPTs administered were not being recorded until the
introduction of pre-ruled registers in which a provision for recording IPT was
created. This suggests that the monitoring of IPT has not been in place long enough.
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The UDHS 2011 has shown that only 27% of pregnant women had taken IPT2 in their
last pregnancy, an increase of only 9% from the 2006 rate which stood at 18%. This
progress is a race, slow as it is, towards the MPA/HSSIP target of 80%. If the rate
remains as it is, then the target is very unlikely to be achieved by the year 2015.

IPT2 - Key Finding and Status
o Progress is slow standing at 43% in 2011, and with less than 3
years to the target of 80% in 2015
o Uptake seems to be affected by the ANC attendance by
pregnant women, the majority of whom only attend 1 session
of ANC during a pregnancy
o The target is unlikely to be met by the close of 2015 unless
drastic steps are taken to ensure all health facilities are capable
and facilitated to provide IPT services.
Some of the challenges that are thought to affect IPT uptake include stock outs in
some health facilities, difficulty in administering IPT at the health facilities due to
logistical challenges (e.g. availability of cups, maintenance of hygiene, etc.), private
facilities do not record IPT uptake, and generally, there is a waning interest among
service provider and other actors.
3.2.4 Maternal Mortality Ratio
Maternal mortality has been defined as the
death of a woman while pregnant or within 42 Indicator:
Maternal Mortality ratio at 131 per
days of termination of pregnancy, irrespective
100,000 live births by 2015
of the duration and site of the pregnancy, from
any cause related to or aggravated by the pregnancy or its management but not from
accidental or incidental causes (WHO, 2012). The millennium development goal (goal
five) targets to reduce by three quarters, between 1990 and 2015, the maternal
mortality ratio. The domestication of this target for Uganda translated into an
indicator based on a reduction in maternal mortality by 75% from the 1990 ratios to
131 maternal deaths per 100,000 live births by 2015. This target, like the other MDGs
targets, has been implemented through a number of national plans (PEAP and NDP)
with specific health sector strategies (HSSP I & II, HSSIP). The poverty eradication
action plan (PEAP) implemented between 1997 and 2007 was probably one of the
longest government programmes with specific interventions ever implemented. It
covered both period of HSSP I & II.
[18]

Progress towards 2015 is generally slow particularly after the stagnation in reduction
of mortality between 1995 and 2006. However, after 2006 mortality ratio has
continued to reduce although this is not enough to enable Uganda reach the target by
015. As indicated in the 2010 MDG report for Uganda (MoFPED, 2010), errors arising
from methodological issues across surveys (UDHS, UBOS, MoH) could have
rendered the slight reduction non-significant given that the UDHS 2011 has reported
actually reversal, that is a rise in maternal mortality, instead of decline.
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Figure 3.5: Maternal Mortality Trend for Uganda (Source: UDHSs, AHSPRs)
As highlighted by UBOS and the Ministry of Health in the 2007 UDHS report, the
methodology used and the sample sizes implemented in the three surveys do not
allow for precise estimates of maternal mortality. The errors that follow from the
representative sample around each of the estimates are large and, consequently, the
changes are not statistically significant. It is therefore not possible to say confidently
that maternal mortality has declined.
The introduction, in 2008, of the Maternal and perinatal death review in health
facilities would be considered one of the key improvements in monitoring and
determining the number and right cause of maternal death in health facilities across
the Country. This mean that not only would the most likely cause of death be
determined correctly but also that appropriate actions might be taken to address
those causes in a timely and comprehensive manner. However, as it stands today it is
only 67 health facilities that have had their health workers trained in MPDR
Methodologies. Whereas notification of maternal deaths became mandatory with the
introduction of MPDR, very few deaths were notified in the last three reviewed years
giving a rate of 0.6%, 3.6%, and 12.8 % of deaths reported in HMIS for 2009, 2010 and
2011 respectively. It is thought that weakness on the part of the facility In‐charges
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and / or lack of knowledge on how to notify could be responsible for this low turn,
although lack of knowledge continue to be addressed through communication (e.g.
circulars), orientation, supervision and training.

Key Finding and Status
o Maternal mortality stands at 438 deaths per 100,000 live births. This is
still unacceptably high.
o Progress has again slowed down after a huge drop between 2001 and
2006 (70 deaths eliminated)
o There was instead an increase of (03 deaths per 100,000 live births )
between 2006 and 20011 (reversal in the trend)
o The main causes of death in pregnant mothers in Uganda are ante
partum, and postpartum haemorrhages and abortion.
o In 2011, maternal deaths alone represented up to 18% of all deaths
suffered by women aged 15-49
o Uganda will not meet the 2015 target of 131 deaths per 100,000 live
births.
The following are some of the challenges faced by health facilities in MPDR:
o MPDR tools not always available. Although these are available on the website,
some facilities may not have facilities or resources to down load and / print.
o A lot of missing information on both the notification and audit forms probably
because the tools are too long.
o In some facilities, the audit cycle is not completed i.e. recommendations are not
put into action; leading to lack of motivation to conduct any more auditing.
o Fear of litigation is a silent hindrance. Some health workers may opt not to
audit/and fill in false information in order not to be blamed for death.
Furthermore recommendations are sometimes detached from the real findings.
o Shortage of staff leading to limited numbers of deaths audited due to lack of
quorum etc.

The Life Time Risk of Maternal Death
Life time risk of maternal death is the probability that a 15-year-old female will die
eventually from a maternal cause assuming that current levels of fertility and
mortality (including maternal mortality) do not change in the future, taking into
account competing causes of death. From the trend shown in the figure 4.6 below,
there is a very close relationship between maternal mortality and the life time risk of
death. This trend tends to suggest that the causes and nature of maternal death in
[20]

Uganda has remained predictably the similar. Taking into consideration the strict
definition of maternal mortality as provided by the international statistical
classification of diseases and other related problems, and assuming that the
guidelines for classification of maternal death as
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Figure 3.6: Comparison of Life time risk of maternal death and Maternal
Mortality ratio for Uganda. (Source: World Bank online data base)

3.2.5 Proportion of Births attended by skilled health personnel
This MDG-5 indicator is similar to the MPA
indicator of skilled care attendance although Indicator:
MPA puts the target at 75% by 2015. Proportion of births attended by skilled
According to the 2008/09 AHSP report health personnel at 100% by 2015
(MoH, 2009), the MoH failed to achieve the
HSSP II target of having at least 50% of all deliveries taking place in Health facilities.
This was thought to be largely due to Human Resource Gaps, particularly for midwives, Doctors and anaesthetics within the district health facilities. Without skilled
personnel at health facilities, there wouldn‟t be Emergency Obstetric Care services
needed by expectant mothers (MoH, 2009). The other factor that was thought to have
significantly contributed to failure to achieve the target is inadequate resources to
manage ambulances for systems for referral at district level. This could have limited
access, by pregnant women to emergency services (MoH, 2009). With the current
status just above average, it is unlikely that Uganda will meet the target of 100%
births being attended to by skilled personnel by 2015.
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Figure 3.7: Progress in Births attended by Skilled Health Personnel (Source: UDHSs)

Birth by Skilled Personnel - Key Finding and Status
o There has been progress although this is slow compared to the
target
o Currently, the MoH is not meeting the annual target for this
indicator
o Main factor affecting this indicator is the low levels of staffing
in health facilities country wide, with only 63% being filled
o With this trend, the 2015 target of 100% will not be met.

3.2.6 Contraceptive Prevalence Rate
The target for this indicator is to increase
contraceptive prevalence rate from 24% (2006) Indicator:
to 35% by 2015. It is important to note that Contraceptive Prevalence increased
this indicator was not originally included from 24% to 35% by 2015
under the MDG 5 group of indicators for
monitoring. However, contraceptive use is considered very important in the
prevention of unplanned/unwanted pregnancies, pregnancies among underage girls
which could pose a risk to the life of both the woman and baby. Contraceptive
prevalence coverage is expected to contribute towards the achievement of the MDG 5
target of “reducing by three-quarters, between 1990 and 2015, the maternal mortality
ratio”. Contraceptive prevalence in Uganda is currently being monitored under two
indicators, namely; the contraceptive prevalence rate (CPR) itself and the Couple
[22]

Year of Protection (CYP). In the figure below is shown the current standing in term of
contraceptive coverage in Uganda
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Figure 3.8: Progress in Contraceptive prevalence rate since 1995
(Source: UDHSs)
Although contraceptive prevalence leaped by 8 percentage point between 1995 and
2001, this rate was brought to a near halt between 2001 and 2006 resulting in the
observed 24 %. The improvement that has occurred in the last five years shows some
prospect of achieving the target of 35% by 2015. Given that between 1995 and 2011,
contraceptive prevalence has been growing at an average rate of 1% per year, if such
a rate prevails in the years between 2011 and 2015 (which would be the most
conservative estimate), the 35% target would still be reached but only if current
efforts are sustained if not improved to ensure expanded coverage. It is important to
remember here that every year more individuals are probably added to those in need
of contraception and the rate at which those in need are added may be more than the
rate at which those who have been under coverage are dropping out – since users are
more likely to remain on for some time. Overall, there is need for more scale up to
prevent a reversal of the gains already made.

Year of Protection (CYP)
This is the amount of contraception necessary to protect one couple for one year
(MoH, 2009). Since its introduction as a measure of contraceptive use, this indicator
has shown remarkable success. This measure however is based on the number of
couples who are already on the programme but is unlikely to give an idea on how
many out there still need the service, therefore, as an indicator of contraceptive use, it
measures adherence (successful protection) as opposed to coverage (Figure 4.9).
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Couple Year of Protection (Thousands)

Since there is sustained progress, it is an indication that once couples gain access to
contraception, they are now more likely to use at least some form of protection over
the course of the year, something that is important in designing an expanded
programme for contraceptive role out to those who are not yet accessing the service.
There is increased demand for implants and permanent methods of contraception.
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Figure 3.9: Couple year of protection (CYP) since HSSP II.

CPR - Key Finding and Status
o Progress is good
o There is high demand for long term and permanent protection
o CYP has been very successful with targets being surpassed in the
FY 2011/12
o The 2015 could be reached if current efforts are sustained,
particularly, ensuring that facilities are in position of providing
all the family planning methods demanded by the clients.
o Unmet need for family planning continues to drop and there is
likelihood of the 20% target will be reached by 2015

The unmet need for family planning
Unmet need for family planning services is defined as the percentage of currently
married women who either want to space their next birth or stop childbearing
entirely, but are not using contraception. The HSSIP target for this indicator is to
reduce the unmet need for family planning from the 41% rate in 2006 to 20% by 2015.
Recent survey figures (UDHS, 2011) put the rate at 34% (Figure). The trend shown in
the figure below seem to suggest that from 1995 until 2006, the number of couples
[24]

that desired family planning were increasing but services were either not available or
such services were not reaching them, thus the apparent increased levels of unmet
need over the ensuring decade. But from 2006, unmet need has steadily reduced
signally a positive outlook moving towards 2015 target of 20%.
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Figure 3.10: Unmet need for Family Planning.
(Source: UDHS Reports, MoH)

3.2.7 Under-five Mortality
The global reduction in under-five
mortality reached one third in 2010. Indicator
However, this rate of reduction is still Under-five Mortality rate (per 1,000 live
seen to be too slow for the target to be births) reduced to 56 by 2015.
reached in 2015 (UN, 2012). In its
latest report, the UN global report on MDGs notes that Sub-Saharan Africa (SSA) as
equally achieved a reduced rate in the under-five mortality by 30.5% since 1990 from
174 down to 53 deaths per 1,000 live births. Comparatively, Uganda has registered an
impressive 50% reduction in the under-five mortality rate since 1990, much higher
than the SSA regional average. This reduction translates to about 2.4% per annum,
again higher than the SSA average which stood at 1.2% by 2010 (UN, 2012).
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U5 Mortality - Key Finding and Status
o Under-five mortality rate has been reduced by 50% from 1990,
and stood at 90 deaths per 1,000 live births in 2011
o U-5 mortality reduction was slower between 1990 and 2001,
averaging 1.6% per annum compared with 4.1% per year
between 2001 and 2011
o Mortality rate is higher in rural areas than in urban centres and
equally so in poorer households than in those that are
economically better off.
o If the rates of reduction observe between 2006 and 2011
continues, Uganda would most likely meet the 2015 target of 54
deaths per 1,000 Live Births.
The rate of reduction of the under-five mortality in Uganda has been faster in the last
ten years between 2001 and 2011 (4.1% per annum) than between 1990 and 2001
(1.6%per annum). If the next five years (2011-2015) registers the same rate in
reduction as was seen in the previous five years preceding the 2011 UDHS, then
Uganda would be most likely meeting the target because Under-five mortality will
have been reduced by about 36 deaths per 1,000 live births, thus Uganda would have
met the target with 54 deaths per 1,000 Live births by the end of 2015.
The Millennium Development goals report for Uganda shows that the under-five
mortality rate is generally much higher than the infant mortality rate higher (UN,
2010). It has also been shown that in Uganda child mortality is generally higher in, (i)
poorer households than in wealthier household, (ii) rural areas than in Urban centres,
and these observations have attributed the difference to a number of factors
including, water and sanitation conditions, general poverty levels than are higher in
rural areas than in urban centre and the fact that a mother in an urban setting is
likely to have had some level of education than one in a rural setting (UN, 2010.,
MoH, 2012., MoH, 2011., MoH, 2010). In terms of data collection, the current Health
Management Information System (HMIS) that is the main means of monthly data
collection does not capture the under-five mortalities. Therefore, to improve on the
tracking of under-five mortalities, the ministry of health should consider including it
in the monthly data collection tool used in the HMIS.
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Figure 3.11: Reduction in the Under-5 Mortality rates between 1990 and
2011. (Data Source: AHSPR 2012, UDHS, UBOS)
A number of factors could be responsible for the observed trend in the reduction of
under-five mortality over the years, some of which include; increasing ability of most
households to be able to pay for their medical need out of pocket. This is crucial
given that according to the MoH statistical abstract of 2010 (MoH, 2010), households
account for up to 50% of the health sector expenditures. The link between the health
expenditure and Malaria has remained the leading (27.2%) cause of under-five
mortality followed by anaemia (12.1%) and Pneumonia at 11.4%. Lack of blood and
late presentation of conditions continue to be the main driving factor. Childhood
mortality has been observed to be generally high among children of less educated
mothers and those from poor households (MoH, 2012). The same report also points
to the fact that childhood mortality is highest among children born less than 2 years
after a previous birth and those born to mothers under the age of 20 years. These
indicators point to a link between under-five mortality and socio-economic status of
mothers/households. It is the very poor who are likely to marry away their
daughters at under age, remain less educated and are likely not to be aware of or
have access to family planning services.
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Figure 3.12: Trend in the estimates of Under-five mortality in Uganda since the 1961.
Note: the steady decline since 1991. The orange bar is the target indicator.
(Source: World Bank online data base)
3.2.8. Infant Mortality
Infant mortality has reduced in Uganda
by 46% since 1990 from 101 in 1990 to Indicator
Infant mortality rate (per 1,000 live births)
54 in 2011. The reduction has been at an
reduced to 31 by 2015
average of 2.33% per year. Although
infant mortality rate actually went up between 1995 and 2001, positive gains were
registered post 2001. And the rate of reduction in mortality has been faster in the last
five years (28%, approx. 5.8% per annum) than in the period between 2001 and 2006
(13.6%) giving an average of 21.3% rate of reduction since 2001. However, the trend
being registered if the rate of reduction is not accelerated between now and the target
year of 2015, it is unlikely that Uganda will achieve the target. Currently progress
towards the 2015 goal is at best described as slow (MoFPED, 2010). Although the
MDG sets a target of 31 deaths per 1,000 by 2015, the HSSIP target seems to be 41
deaths per 1,000 live births (MoH, 2012), a target that would be considered below the
internationally acceptable one of 31.

Key Finding and Status
o There is a positive trend in reduction of infant mortality but
this is too slow to guarantee achievement of the target by 2015
o The 2015 target 31 deaths per 1,000 live births is unlikely to be
met, if current efforts are not enhanced significantly.
o Malaria, anaemia, Pneumonia, perinatal conditions and
Septicaemia remain the five leading causes of infant mortality
in the country.
[28]
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Figure 3.13: Trend in the infant mortality rate in Uganda 1990-2011
(Source: UDHS)
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Figure 3.14: Three most common causes of under-five morbidity as
observed in Health facilities (UBOS, 2012)
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3.2.9 Immunisation Coverage
Uganda has had a long tradition of
immunisation of children against Indicator:
vaccine preventable diseases for Proportion of 1-year old children
immunised against measles increased
decades. The diseases include Measles,
from 80% coverage of 2009
Polio,
Tetanus,
Haepatitis
B,
Haemophilius Influenza, Wooping cough, Tuberculosis and Diphtheria. The
immunisation programme in Uganda aims to protect infants and women of child
bearing age (15-49). The Uganda National Expanded Programme for Immunisation
(UNEPI), has been at the centre of ensuring that all children are fully immunized
against the targeted vaccine preventable diseases before their first birthday (MoH,
2007).
Measles immunisation coverage in Uganda has remained stagnated over the last five
years (Figure 3.13). Data from the online database of the World Bank shows that
coverage has averaged at 74.2% between 2006 (75%) and 2011 (75). But the Ugandan
demographic and health survey results reveal that immunisation coverage in
Uganda is less than half could be considered high. Since 2005/06 but the trend since
then has been on the decline (Figure). Although the annual heath sector performance
report puts the current measles immunisation coverage at 89% with an HSSIP target
of 80% for 2011/12 having been surpassed, the Uganda demographic and health
survey reports indicate that measles immunisation coverage has only improved
between 2001 and 2005 42 (2006) and 58 (2011) giving an increase of 16% (1.5% per
annum) over ten years. This coverage is too slow to enable Uganda achieve 80%
coverage by 2015.
One of the key objectives of HSSP II was to ensure that all children are fully
immunized against the targeted vaccine preventable diseases before their first
birthday and that all babies that are born are protected against neonatal tetanus. But
as the UDHS (2011) can reveal, children who had received all basic vaccines by age
12 months were only 40% of those eligible, having risen from just 38% in 2006. With
achievement below 50%, it is unlikely that Uganda will achieve the MDG target of
80% by 2015.
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Figure 3.16: Measles immunisation coverage in Uganda since 1981.
(Source: World Bank online database)
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Figure 3.17: Sick under-fives who missed Immunisation (MoH, AHSP reports)
The drastic decline since 2006/07 in the number of under-five children reported sick
could demonstrate sustained success in immunisation of 1-year old children

DPT3/Pentavalent Vaccine
DPT refers to a combination of three
vaccines that are normally given together Indicator:
for protection against three killer diseases Proportion of children under 1-year old
in children, namely diphtheria, pertussis receiving three doses of
DPT3/Pentavalent vaccine
(whooping cough) and Tetanus. The
world health organisation recommends three doses of the three vaccines in
combinations given at the age of one month, one and half months and the last dose
(DPT3) at three months of age. The percentage of children receiving three doses of
DPT (DPT3), has been monitored and is therefore used as the best indicator of how
well Uganda provides immunisation coverage to children. In 2002, Uganda
introduced pentavalent vaccine as had been recommended by the WHO. Pentavalent
vaccine combines Five (5) vaccines in one, and these protect against five killer
diseases, namely; hepatitis B, DPT (diphtheria, pertussis, tetanus) and Hib
(Haemophilus influenzae type b). Children under five years of age and particularly
infants, with Hib, will present with pneumonia and meningitis.
Globally, Haemophilus influenza type b (Hib) is the leading cause of bacterial
meningitis deaths and the second leading cause of bacterial pneumonia deaths in
infants and young children and accounts for approximately 400,000 deaths of
children each year (1,2). And as recommended by the WHO, these deaths are
preventable through immunisation with the Hib conjugate vaccines.
[32]

National coverage of DPT3/Pentavalent vaccine has remained relatively high. With
the exception of 2009/10 when coverage fell to 76%, the last 10 years has seen
DPT3/Pentavalent vaccine coverage stand at above 80% (See Figure below) over the
HSSP II (2003/04-2009/10) and during the HSSIP implementation so far.
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Figure 3.18: Trend in the DPT3/Pentavalent immunisation coverage in Uganda
(Source: MoH AHSPRs)

Some of the challenges identified that are negatively affecting the sustenance of
immunisation campaigns in Uganda include;
 Irregular gas supplies halted vaccine distribution thus resulting in decreased
DPT3 vaccine.
 Lack of Child Health Cards and tally sheets for recording child immunization
may have caused under reporting by the health facilities carrying out
immunization.
 Inadequate transport at district level for delivery of supplies to the lower
levels.
 Irregularity of outreaches in almost all districts causing dropouts, that is,
mothers stop adherence to the immunisation schedule and therefore some
children do not get all the doses (3 in the case of DPT3/Pentavalent conjugate
vaccine) as prescribed for effective long term protection.
 Of recent, rampant stock outs of vaccines at various health facilities around
the country is a situation to worry about. The 2013-2018 National Budget
Framework Paper (MoFPED, 2013) notes that until December 2013, no
vaccines were procured as part of the GAVI support to the ministry of health.
Considering that GAVI for a long time has been a key driver of immunisation
[33]

in Uganda, its inability to provide funding for vaccine procurement could
have been most single factor responsible for the stock out episodes recorded
across the country in the past financial year.

3.2.10 Proportion of Deliveries in Health Facilities
The Maputo Plan of action proposed the
Indicator:
indicator of skilled care attendance while
Proportion of Pregnant Women who
the Millennium Development goals (Goal 5) deliver in Health Facilities increased
addresses the same safe delivery through a from 34% to 90%
more specific indicator; Births attended by a
skilled health personnel. In contrast, the Uganda Health sector strategic and
investment plan uses the indicator of proportion of deliveries in health facilities.
Comparatively therefore, MAP sets a target of 75%, MGD-5 set it at 100% while the
HSSIP sets the target at 90% having assumed the proportion to increase from 34% the
2009/2010 HSSIP Base year. Opting for „deliveries at health facilities‟ rather than
„births attended by skilled health personnel‟ seems to loosen commitment to skilled
care attendance.
Progress on this indicator is generally slow with proportions standing at 40%
(AHSPR 2011/120). Notably, the HSSP II did not achieve its target of 50% after
making improvements of only 8.6% from 2003/04 baseline of 24.4% to 33% by the
end of project in 2009/10. Under the NDP/HSSIP, progress has equally been slow.
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Figure 3.19: Trend in the proportion of pregnant women delivering in
Health Facilities (Both Government and Private Not-for- Profit)
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Key Finding and Status
o Multiple targets based on several domestic frameworks makes
it difficult to objectively assess progress and against which
framework.
o In since HSSP II, improvement of only 2% (Baseline of 38%)
and for NDP/HSSIP, improvement has been 7% since the
2009/10 rate of 33%
o There is no significant progress being made and if the trend
continues, the target of 2014/2015 is unlikely to be achieved.

The framers of HSSIP seemed to have assumed that any birth/delivery that occurs in
health facilities are attended by a skilled health worker. This might be true but it is
also important to note that with the current shortage of health workers (only across
the country, it may not be a guarantee that every birth that occurs in health facility
will be attended by a skilled worker. This is because there are many workers who
deliver services in health facilities, especially the lower ones (HCs II & III) some of
whom may not necessarily be skilled (e.g. Nursing aids). If the trend continues, the
HSSIP target of 90% by 2014/2015 is unlikely to be achieved, and this being a key
factor in Maternal and neonatal health, its stagnation could make it difficult to make
progress in reducing maternal and neonatal mortality ratios heading to 2015. One of
the concerns in regards to the slow progress in deliveries at health facilities has been
the issuance of mama kits. Observers point to concerns that may be giving pregnant
mothers these kits have simply encouraged them to stay and deliver from home
rather than move to health facilities. These concerns could be pointing to a
suggestion for halting distribution fo the mama kits and rather make them available
in health facilities where these mothers are likely to deliver. Each pregnant mother
registered during ANC could be allocated a kit and instead of going with it home,
the kit remains in the custody of the health personnel at the facility.
3.2.11. Stock-Outs of Tracer Medicines & Supplies
This is an indicator under the
Health sector strategic and Indicator:
investment plan (HSSIP). The Proportion of Health Facilities with no StockOuts of Essential Reproductive Health Medicines
introduction of this indicator arose
and Supplies increased from 35% to 70% by 2015
from the finding that in the
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previous HSSPs, numerous cases of stock-outs could have greatly affected the ability
of health facilities to provide services. Stock-outs of key medicine and supplies were
numerously cited has having been the major bottleneck in key emergency operation.
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Figure 3.20: Trend in the proportions of health facilities without stock-outs
of Six Tracer Medicines & Supplies
(Source: MoH AHSP Reports 2009, 2010, 2011, 2012)

Stock-outs of the six tracer medicines had been a major issue for several years with
2009/10 marking the lowest point at 21% in years. Since the commencement of the
HSSIP and the NDP, there has been an improvement in drug supplies to health
facilities. In some ways, this has been attributed to the recent change in policy from
“pull” to “push”. Ministry of health together with National medical store can now
supply all the essential drugs and other supplies to all health facilities on a bimonthly
basis. The constant monitoring of uptake may have improved the process, leading to
the current positive trend. However, there are indications that this policy has
resulted in supply of certain medicines and supplies in quantities that are not needed
by some health facilities (rate of consumption of medicines and supplies depends on
the most common condition). Some health facilities, such as was reported at Entebbe
Hospital, patients come from far locations where they would normally not be
considered under Entebbe hospital jurisdiction, therefore that leads to over
whelming of the facility hence drugs and supplies quickly run out before the due
date for the next supply. There is therefore need to do more to sustain this
achievement if not even surpass it in order to move towards achieving one hundred
percent no stock-outs in Ugandan Health Facilities. Figure 3.21 below shows trend in
stock outs over the HSSP II and HSSIP.
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Figure 3.21: Comparison of the target and actual performance of stock outs of
essential tracer drugs in health facilities around the country over the HSSP II
and HSSIP implementation periods. (Data source: HSSP II & HSSIP Strategic
plans, and AHSPRs for the years indicated)

3.2.12 Adolescent Friendly Health Facilities
The Maputo Plan of Action (MPA) and the
HSSIP as a domestication framework Indicator:
stipulate lack of adolescent services in most Proportion of health facilities that are
adolescent friendly increased from
health facilities in African countries as
10% to 75% by 2015
contributing factor to early pregnancies and
therefore maternal mortality (AUC, 2006,
MoH, 2007). Uganda, adolescent motherhood (ages below 20 years) is one of the
leading causes of maternal death in the country (MoH, 2012). The goal of national
adolescent health policy was to mainstream adolescent health concerns into the
national development process in order to improve the quality of life and standard of
living of young people in Uganda (MoH, 2004). The 2011/12 AHSPR indicate that on
47% of the health facilities provided adolescent health services, therefore still below
average. For a health facility to be classified as adolescent friendly, it must have 7
tracer items deemed a pre-requisite for the facility to be able to provide adolescent
friendly services, and these include;
[37]

o Staff providing HIV testing & Counselling services trained in HIV/AIDS
prevention, care, and management for adolescents
o Staff providing family planning services trained in adolescent sexual and
reproductive health
o Staff trained in provision of adolescent health services
o Guidelines for services provision to adolescents
o Condoms
o Facility offers family planning services to adolescents
o Facility offers testing and counselling services to adolescents
Overall, during the 2011/12 financial year, only 19% (2 in 10 facilities) of the facilities
visisted (N=56) had all the seven listed tracer items that indicate readiness to provide
the services. And on average, facilties had 4 of the 7 tracer items, therefore abou 56%
of all facilities can provide some kind of adolecent service. This is far below the target
of 75 percent. Although policies and training guidelines have bee produced , most of
the facilities were reported to have been lacning them at the time of the visit.
Therefore more needs to be done in terms of availing these resource and training
staff in providing adolesent friendly services.
3.2.13 Comprehensive Emergency Obstetric Care (EMOC)
The table below shows signal
functions for identifying basic and Indicator:
comprehensive emergency obstetric Percentage of Health Facilities with Basic and
case services. By 2010, all health those with Emergency Comprehensive Obstetric
centre IIIs, IVs and Hospitals were Care increased from 10% to 50% by 2015
deemed to have the capability to provide basic obstetric care. However, there were
only 15 health facilities that could provide comprehensive obstetric care and these
included 2 HC IVs and 13 Hospital.
The complications associated with access to emergency obstetric care by a rural poor
cannot be better put than the revelations of an expatriate intern who had this to day;
“How can this hospital function as a comprehensive emergency
obstetric care provider when caesarean section priority relates
to the number of gloves the patient can supply rather than
the underlying urgency of surgery?”(Moynihan, 2010).
This is the kind of scenario in which pregnant mothers find themselves in whereby
some health facilities resort to asking the pregnant mothers come to come along with
some basic supplies such as gloves, gauze, cotton wool, strings, etc. Simple as these
[38]

may appear, given the poverty levels in rural Uganda, the inability to acquire these
items could make it so difficult for the health workers help a patient with an
emergency. The widespread stock outs of tracer items for emergency obstetrics
suggests that most health facilities in Uganda do not have the capacity to provide
these services. In the 2010/11 financial year, only 24% of the health centre IVs that
were thought to able to perform emergency obstetric procedures. This was just a
slight increase up from the 23% the previous year.

Table 3.2: Signal functions used to identify basic and comprehensive emergency
obstetric care services
Basic Services
Comprehensive service
(1) Administer parenteral1 antibiotics
(2) Administer uterotonic drugs (i.e., parenteral
oxytocin2)
(3) Administer parenteral anticonvulsants for
preeclampsia and eclampsia (i.e., magnesium sulfate).
(4) Manually remove the placenta
(5) Remove retained products (e.g. manual vacuum
extraction, dilation and curettage)
6) Perform assisted vaginal delivery (e.g. vacuum
extraction, forceps delivery)
(7) Perform basic neonatal resuscitation (e.g., with
bag and mask)

Perform signal functions 1–7, plus
(8) Perform surgery (e.g., caesarean
section)
(9) Perform blood transfusion

A basic emergency obstetric care facility is one in which all functions 1–7 are performed.
A comprehensive emergency obstetric care facility is one in which all functions 1–9 are performed.

Adopted from: WHO. 2009. Monitoring emergency obstetric care, Page 7.

Obstetric Care - Key Finding and Status
o By end of 2011/12 FY, almost no health facility had all the 19 tracer
items for Basic Obstetric Care
o There is a general positive trend in the proportion of facilities
providing basic obstetric services
o Only 7% of facilities currently provide Comprehensive Emergency
Obstetric Care

A functioning health centre in this regard is one that can provide services for
complications during delivery, i.e. emergency obstetric care; caesarean and blood
transfusion (MoH, 2010),i.e. comprehensive EmOC. Assessments in 211/2012 of the
[39]

readiness of facilities to provide obstetric care discovered that nearly all facilities did
not have all the 19 tracer items in obstetric care. On average most facilities were
found to have 12 of the 19 tracer items, hence 63% obstetric service readiness status
(MoH, 2012). The major causes of obstetric complications in include haemorrhage,
prolonged or obstructed labour and postpartum sepsis (infections after delivery). The
2012 report on the health sector performance for financial year 2011/2012 identifies
several causes of maternal mortality but the five major ones as shown in the table
below;
Table 3.3 Major causes of Maternal mortality in the financial year 2011/12
#
Causes of maternal mortality – 2011/2012
Deaths caused
% of Total
1
Ante-partum Haemorrhage
62
20
2
Post-partum Haemorrhage
61
19
3
Abortion
40
13
4
Hypertensive disorder of pregnancy
31
10
5
Pregnancy related sepsis
26
26
Note that total number of the reported deaths due to haemorrhage (ante- and postpartum combined) alone is 123 (39% of all maternal deaths recorded for the year).
This means that all these women required a comprehensive (at least blood
transfusion) emergency obstetric service, which they probably did not have access to,
until they met their fate, due to the limited number of facilities with the capacity to
offer the service. But for a facility to be able to manage an obstetric complication, it
must have a full time surgeon and an Anaesthetist, and supported by trained staff
with the required equipment and supplies (MoH, 2012). The current staffing
situation in Uganda‟s health sector continues to limit the number of facilities with
functional capacity in comprehensive obstetric care.

3.2.14 Access to PMTCT Services
The prevention of mother-to-child infection
indicator measures the proportion of births Indicator:
taking place in health facilities that are Proportion of pregnant women
protected from acquiring HIV AIDS accessing comprehensive PMTCT
package from 25% to 80%
infection during birth. Prevention of Mother
to Child Transmission of HIV is one of strategies that is being applied in a bid to
eliminate HIV transmission from an infected pregnant woman or a breast feeding
mother to an unborn child and lactating infant respectively. HIV can be passed on
from mother-to-child in a number of ways, namely; during pregnancy, during
delivery through infected birth canal, or after birth from breastfeeding. But all these
[40]

can be prevented from occurring through the PMTCT package. The MoH reports that
efforts have been made to ensure that all health facilities across the country can
provide these services, e.g. the HSSP II target for 200/09 was to set up PMTCT
services at 50% of HC IIIs by 2010.
Recent observations reveal that the provision of PMTCT services in health facilities
might be stifled by the lack of materials and supplies. Whereas the availability of
trained staff and guidelines for PMTCT were at 63 % and 60% respectively, only 3%
of the facilities had all the ten (10) tracer items necessary in the provision of
comprehensive PMTCT services in a health facility (MoH, 2012. The implications
here is that services in some of the 70% of facilities could be compromised hence
leaving either care seekers without a service or care seekers avoiding the health
facilities completely (since the probability of getting the kind of help one required
would be just 3 in 10). And another challenge noted in the interventions related to
HIV/AIDS was a Low utilization of combined ARV for PMTCT (MoH, 2009 p.49).
All these are likely to make it difficult for unborn and breastfeeding babies to be fully
protected against contracting HIV.
The other aspect of PMTCT is about how much people know about MTCT and
PMTCT. It is noted that MTCT and PMTCT knowledge has increased considerably in
the past five years since the 2006 DHS (UBOS & ICF International Inc., 2011).
Knowledge among Ugandans about mother-to-child transmission of HIV, have been
found to be highest among previously married women (77%) and currently married
men (63%). On the other hand, young people aged 15-24 (women 60% and Men 55%)
were found to be the least knowledgeable about MTCT of HIV (UBOS & ICF
International Inc., 2011). These findings have serious implication on PMTCT
especially in light of increasing desire among actors to move from just prevention to
total elimination of mother to child transmission (EMTCT). If MTCT is to be
eliminated, then there is need to increase knowledge levels among youth aged 15-24
years, especially given the fact that both men (53%) and women (57%) are more likely
to have sex before their 15th birthday (UDHS, 2011), sexual act could result in a
pregnancy. Here it‟s assumed that if people have the right information, then they are
more likely to make the right choices about child bearing and indeed an unborn child
before they are conceived in the first place. In this, individuals would more likely
choose to do voluntary counselling and testing before moving on to conceive a baby.
The 70% level of knowledge registered among previously married women could be
attributed to awareness gained during antennal sessions although it is not clear if
they ever had children. Therefore, the increased likelihood of every individual of
reproductive age having adequate knowledge of the facts about MTCT should be one
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of the priority action areas for actors in this area, especially to cover populations that
are less likely to have any knowledge of MTCT at all, e.g. Karamoja.

PMTCT - Key Finding and Status
o Community PMTCT was introduced in the financial year
2008/09 so as to increase testing at HC II levels.
o Lack of materials and supplies is affecting role out in some
health facilities
o Low tendency to utilise combined ARV for PMTCT
o Low level of knowledge about two aspects of MTCT of HIV
The MoH latest performance report indicates that women receiving HIV counselling
and testing (HCT) in ANC had reached 100% during the 2011/12 financial budget
year compared to 83% the previous year (MoH, 2012). This figure, impressive as it
may look, may not be reflecting a generally good trend, first; because reporting levels
vary greatly across years, second; ANC attendance by pregnant women though at
90% for at least one visit (which may not necessary occur in the first trimester as
recommended) remain low for repeat visits (currently standing at 40% for those
attending at least four ANC sessions). The implication here is that there is unlikely to
be effective monitoring of pregnant women, particularly those found to be positive
for HIV and therefore provision of PMTCT is affected. Third, although the reporting
levels for PMTCT has increased from 70% to 75% between 2010/11 and 2011/12
financial years, these would be taken to still be low considering that HIV infection is
not only a very serious problem but it is also about a young life. Sustained efforts
must address itself to containment and prevention of further spread. The 2011/12
Annual Health Sector Performance report indicates that on average only 36% of
health facilities were found to be able to provide PMTC service to pregnant mothers.
3.2.15. The Health Budget and Performance
Budget allocation is one of key aspects of the Government‟s commitments on sexual
and reproductive health and rights. The Maputo plan of action aims to implement
the allocation of 15% of the National Budget to the health sector by Countries
committed to the Abuja Declaration of 2001. The Ministry of Health in Uganda, like
any other Government agency receives its bulk of funding from the central
Government. These funds are spread across the three important budget areas within
the health service delivery programmes, namely; wages, capital developments and
routine operations. Funds provided by the Government is often inadequate, hence
[42]

the health sector has continued to benefit from the goodwill and efforts of mainly
international agencies (such as the UN agencies), development partners (e.g. EU) and
bilateral corporations (e.g. Belgian development agency and the JICA) who have
continued to support critical programmes and health infrastructural improvements.
As the Government (rightfully acknowledge in the 2009/10 background to the
Budget (MoFPED, 2010), increase in funding allocations can translate into real
improvements in the performance of key primary health indicators. For example
when funding for PHC was increased from 130.6 billion in the 2007/08 financial year
to 157.6 billion in 2008/09, mid financial year outcomes indicated improvements in
the number of deliveries supervised by trained health personnel in health facilities
from 33% in June 2008 to 45% by February 2009.
Uganda‟s public funding of the health sector is very low compared to regional and
internally acceptable rates. Findings of two separate studies have pointed to the
reality that the Uganda Health system has remained underfunded. First, the Ministry
of health‟s own health financing review of 2009/10 revealed that the per capita
expenditure on health increased from a paltry US$16 in 1999/00 to US$ 27 per person
by 2009/2010 (MoH, 2011). On the other hand, the Uganda Health Systems
Assessment 2011 (Health Systems 2020 et al. 2012) study discovered that Uganda
spends the equivalent of US$ 33 per capita on Health. But all these rates were still far
below the WHO 2009 estimates of US$ 44.0 for low income countries, depending on
the population size though, which rate is expected to rise to US$ 60 by 2015 (WHO,
2010) for any of the low income countries to be in position to provide universal
health care to its citizens. Although Government has increased health sector funding
over the last decade, this increases have been so little compared to the demand of
health services in the country (Figure below). Rapid population increase has seen the
Uganda population reaching an estimated 34 million in 2012, with an increase of
3%per year.
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Figure 3.22: Trend in Government funding of the health sector and proportion
of annual increases in the funding (Source: MoH AHSPR, UBOS 2012)
According to the WHO (2010), a country‟s commitment to the health sector is
demonstrated by the proportion of the Government‟s health spending as a
percentage of total Government spending. This calls to question the Abuja
declaration in which Sub-Saharan African Governments promised to allocate 15% of
their Country‟s National Budgets to the health sector (AUC, 2001) but to date, few
African Countries have honoured their commitment and Uganda is yet to reach that
level of funding. The Maputo plan of action reiterates this call and urges African
Governments to actualize this commitment to the health funding.
Although the per capita public expenditure on health has increased from US$ 5.9 in
the 2000/01 financial year to just over US$10.0 to date, with some midway spikes
reaching US$14.8 in 2005/06 (probably due to epidemics such as the Ebola outbreak
of 2005), this expenditure has generally averaged US$ 9.0 per person. Crucially, the
government health expenditure as a percentage of total government expenditure as
remained more or less constant over the years, rotating between 7-9% of the GDP
(UBOS, 2012). Therefore, overall, there has not been any significant increase in public
health spending for over a decade now, this even when the health sector continues to
grapple with the need to meet primary health care demands of the rapidly growing
and young population and an increasing emergence of epidemics such as Ebola,
Marburg, and avian influenza among other health threats. Unless the Government of
Uganda significantly increases funding to the health sector and stop indiscriminate
budget cuts, the current challenges affecting the health sector are likely to continue.
This could undermine not only the SRHRs commitments and promises that
Government has made internationally and domestically respectively, through the
various health sector service delivery frameworks, it could also stagnate or even
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reverse some of the gains that have already been registered in the different indicators
including; the Maputo Plan of Action, the MGDs, HSSIP, and the NDP.
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Figure 3.23: Comparison of Per capita public health expenditure and
GoU Health Expenditure as a percentage of Total Government Expenditure
(Data source: MoH Statistical Abstract 2010 and AHSPR 2012)

Recruitment of Health Workers
The proportion of approved positions of health workers that is filled stand at 58%
(AHSPR 2012). This was after about 400 graduate health professionals had been
recruited during the 2011/12 financial year costing MoH a total of UShs 5.7 billion. In
the financial year 2012/13, the Ministry set out to recruit a total of 10,231 health
workers. The process was conducted by Ministry of health together with the various
local Governments and municipal authorizes between October 2012 and February
2013. The Figure below shows the numbers of health workers for each position that
was advertised, those offered positions after interviews and the numbers that has
actually reported for duty by end of February. The disparity between those offered
the job and the numbers that actually reported is indicative of how a Government
health worker position is viewed by professions out there. Additional recruitment
that had been conducted by the health service commission saw 172 health workers
appointed and 6 health managers recommended to and appointed by the president
(MoFPED, 2013). It is important to note that the HSC has a budget of UShs 0.90
billion targeting 1,020 health workers to be recruited in the FY2012/13 but managed
to recruit only 178, with total expenditure of UShs 0.198 billion (See Table below).
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Figure 3.24: Number of positions of various health cadres advertised, offered and
those that reported as of February 2013 (Source: Ministry of health).

Table 3.4 : Costs and number of Health workers recruited during 2010/11
and 2011/2012 financial years.
FY
Recruiting agency Cadres
Numbers Cost (Billions)
2010/2012 MoH/HSC
Health professions
400
5,700,000,000
HSC
Health Managers
6
198,000,000
HSC
Health worker
172
2012/13
MoH/LG/HSC
Health professionals
5,707
45,866,329,334*
Sub-total for FY 2012/13
Grand Totals

5,885
6,285

46,064,329,334
51,329,334

*Note: This figure includes; a. Recruitment costs sent to Local Governments: 2,269,418,000/=
b. Salaries for the 10,231 HSs (January-June 2013): 43,596,911,334/=

Therefore in respect to the 49.2 billion that was year marked for recruitment in the
financial year 2012/13, a total of UShs 46.00 billion can be shown to have been
applied in the recruitment drive. It is important to note the figure is slightly less than
UShs 49 billion possibly because some expenses have not been captures. In the
2013/14 Budget speech, the Minister for finance announced that 6,172 health workers
had been recruited, although the actual figure could have been less given that the
HSC did not succeed in recruiting all the 1,020 cadres as had been budgeted.
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The UHSSP and Maternal Health
The Uganda Health Systems Strengthening Project (UHSSP) is a five year project that
is being funded with a loan from the World Bank. The project was initiative by the
Government of Uganda to assist the Country achieve the Uganda National Minimum
Health Care Package (UNMHCP) with a focus on maternal health, new born care
and family planning. The project consists of four components (see table below).
Effectively, the project commenced in February 2011 and the closing date is 31st July,
2015.
Table 3.5: Components of the UHSSP and Budget allocations
(Source: WB online data).
#
1
2
3
4

Component Name
Improved health workforce
Improved health infrastructure of existing facilities.
Improved management and leadership
Improved maternal, newborn and family planning services.
Total Cost

Component Cost
(US$ Millions)
5.00
85.00
10.00
30.00
130.0

Information available in the project documents and online sites indicate that the
component that aims to improve maternal, newborn and family planning is
focussing on the following areas
1) Carrying out of a program to expand and improve the quality of maternal and
newborn care through inter alia:
a) Development and dissemination of guidelines and protocols for maternal
and newborn care;
b) Provision of hands-on training for emergency obstetrical and newborn
care and post abortion care;
c) Provision of critical and comprehensive emergency obstetrical and
newborn care procedures, services, medicines, supplies and equipment;
d) Provision of protocols, ambulances and other vehicles to strengthen the
referral and communication system and increase utilization of maternal
and neonatal services; and
e) Expansion of strengthened maternal and perinatal death reviews.
2) Carrying out of a program to increase the availability of and demand for
family planning services by:
a) Improving the quality of facility-based family planning services;
b) Expanding the provision of long term and permanent contraception
methods through private providers; and
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"000,000"
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c) Community-based provision of family planning services to hard-to-reach
areas and undeserved communities, all through the provision of family
planning equipment and contraceptives and training, and dissemination
of informational materials.
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Figure 3.25: Progress in disbursement of UHSSP Funds from the World Bank
(Source: World Bank online data base, accessed August 8th, 2013)
As per the project implementation reports, by February 2013, 32% of the project
funds had been disbursed to the ministry of health, amounting to US$ 27.36 million.
The figure below, derived from the World Bank‟s online summary shows the release
patterns. Information available from the Ministry of health, however, indicates
progress in the disbursement of funds as laid out in the table below;

Table 3.6: Status of UHSSP disbursement of funds ($) as of February, 2013
(Source: MoH)
Component
Project Estimate
Actual Expenditure
Available Balance
Component 1
3,787,800
345,580
3,442,220
Component 2
84,658,256
17,905,317
66,752,939
Component 3
11,216,081
2,002,111
9,213,970
Component 4
30,337,863
17,382
30,320,481
Totals
130,000,000
20,270,390
109,729,610
Although the most resent implementation report (Report 7) categorizes the progress
so far made in implementation as satisfactory, the financial performance indicated in
the figure below (adopted from the World Bank online project site) demonstrates that
the project is going much slower than it should be doing. This could have
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implications on achievement of the project objectives, particularly in respect to
component 4 which focuses on Maternal, newborn and family planning all of which
are linked to the millennium development goals.

Figure 3.26: Financial performance of the UHSSP to date
(Source: World Bank online project site, Accessed 8th, August 2013).
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SECTION IV
GENERAL CHALLENGES TO ACHIEVING
MATERNAL AND CHILD HEALTH TARGETS IN UGANDA

4.1 Introduction
General, there is very slow progress for all the indicators under review. Progress in
the reduction of maternal and child mortalities are too slow for the targets to be
achieved by 2015. Uptake of IPT-2 are challenged by occasional stocks-outs and
waning confidence in it as a strategy for malaria control/treatment, and
contraceptive prevalence rate though with good progress, could slide back into
reversal if current efforts are not sustained. A number of challenges have been
mentioned in several reports produced both by the ministry of health and by other
actors, as being responsible for the slow progress Uganda is making towards
achieving the 2015 targets. Most, if not all, of these challenges cut across health
service points and their effects are therefore at the level of health service outcomes.
The following are some of the challenges that have continued to stifle the type and
quality of health care necessary to meet the millennium development and other
continental and national goals for health and human development in Uganda today.

4.2 Challenges in Maternal and child health provisions
4.2.1 Human resources: A determinant for Skilled Care Attendance
The question of Human resources for health in Uganda is an old and persistent
problem. The main issues here are Numbers (established positions that are filled),
Distribution (“hard” verses “soft” to reach areas), remuneration, and conditions of
service (work and living conditions). Of concern in this study was in analysing the
conditions of service to include both work environments (tools/equipment and
safety) as environments that promote not just ethical approach to work but also
efficiency and effectiveness in the service delivery processes and outputs.
As implementation of the HSSP II and PEAP came to a close, staffing levels in the
Uganda health sector stagnated for nearly five years since FY 2007/08. This was
blamed on two factors; a moratorium on recruitment, and restructuring of the local
government staffing system.
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Figure 4.1: “Growth” in the health service work force over the past years
Over the period of implementation of PEAP I & II and HSSP II, a number of new
districts were created. It is very likely that some of these districts resulted in
expansion of administrative structures particularly at the lower levels, therefore
creating the demand for, and eventual establishment of a number of Health Centres
(HCs) III and II, to extend services closure to the people. If in this regard, the creation
of more health centre IIIs and IIs did not result in substantial increase in the number
of health workers, then this could explain the challenges associated with per capita
health worker-patient ratio, a huge factor in not just the coverage but also quality of
care extended to patients. Omission of the health service implications of new
districts could have resulted into disproportionate number of health centres
compared to available health works.
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Figure 4.2: Number of Districts with staffing levels by end of 2012 financial year
(Source: AHSP Report 2011-2012 (MoH, 2012, p.54)
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For the 111 districts and Kampala Capital City Authority (KCCA), the total staffing
requirement according to the norms is 48,431. However of these only 26,645 positions
are currently filled (55%) leaving 21,786 approved positions vacant (MoH, 2012).
Lack of human resources was therefore identified as the number one factor that
contributed largely to the non-attainment of HSSP II service delivery targets such as
facility-based child births and immunisation of infants (MoH, 2010). If this is not
addressed as a matter of urgency, there is a real risk of many of the MDGs and HSSIP
indicators stagnating.
4.2.2 Conflicting targets and performance figures in the annual reports
A critical look at the MoH annual health sector performance reports (AHSPRs) reveal
disparities in the figures given for certain indicators both for the annual targets as
well as actual performances. For example, the indicator on percentage of health
facilities without stock outs of essential medicines; in terms of targets, the HSSP II
targets for 2008/09 and 2009/10 were 70% and 80% respectively. But when it came to
the annual reports, in the report of 2008/09 FY, performance for the same year was
given as 26% but against a target of 35% which target is contrary to what was set the
HSSP II document. Similarly, for the 2009/10 report, the performance for the same
year is reported as 41% against a target of 70%, which target is contrary to the 80% in
the HSSP II. There were also disparities in the levels of performance reported in some
of the reports. Again taking percentage of health facilities without stock outs of
essential medicines as the indicator, there are disparities in the levels of performance
reported for the FY 2011/12. In the 2011/12 report, the percentage of facilities
without stock outs was given as 70% but in the 2012/13 report, performance for
2011/12 is given as 48% instead of 70% that appeared in the 2011/12 report.
Whereas the reasons for the apparent disparities may not be obvious, it certainly
cannot be human error given that well laid out reporting systems is assumed to have
been followed. Although the possibility of different sets of data being used could
arise, it would still not explain why the targets given in the strategic plans should be
different from those in the reports. Unless such disparities in performance reporting
are eliminated, there is likely to be generated considerable doubts as to the reliability
of the data collection, processing and report systems applied.
And such
inconsistencies may give false impressions about the levels of achievements for
certain indicators as published.
4.2.3 Limitations in the Health Sector Funding in Uganda
In nearly all the reports of performance, one of the challenges that have come out
clearly and constantly as affecting health service delivery is inadequate funding.
Without adequate funding, many planned activities, the necessary supplies, and
scheduled monitoring and supervision are suspended. As seen in the figure below,
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until recently, Uganda‟s health sector was heavily subsidised by the donors through
budgetary support. Although GoU‟s expenditure on health has gradually increased
over the years, this amount has never been sufficient in the first place, and with
increasing reduction in the donor support of key components of the health sector,
Government needs to do more and allocate more funds to key primary health
activities such as reproductive health that affects the majority of women and
especially those in the rural areas who are most affected by poverty and cannot
afford out-of-pocket health expenditure.
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Figure 4.3: Comparison between the health sector funding by Government of
Uganda and donor (Source: MoH Statistical abstract, 2010, AHSP, 2012).
Despite an impressive economic performance during the last two years, resulting in
marked increase in per capita GDP, Government expenditure on Health has
remained somewhat constant. Figure below illustrated how GDP per capita and the
per capita total expenditure on health have fared in the last ten years. Whereas GDP
per capita has continued to grow, per capita health expenditure has remained
relatively constant. Moreover, this as the population continuous to grow and more
people are in need of health care. With a budget allocating which is not registering
any significant increase, yet costs of goods and services for health continue to rise,
and if no improvements are made on budget allocations, it is unlikely that Uganda
will make any significant progress in accelerating towards achieving the 2015 goals
on sexual and reproductive health and rights, and particularly on maternal and child
mortality targets.
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Figure 4.4: Relationship between per capita total expenditure on health and Per
capita GDP over the last decade (Source: World Bank online data base)
Notable is the lack of keeping up the pace of health funding with rate of population
increase. Crucially, funding slumped during the critical stages of HSSP II (between
2007 and 2008) and then picking up towards the final stages of the programme. This
inconsistency in the funding of critical health programme priorities could explain
some of the setbacks seen in the attainment of key target of maternal and child health
as stipulated both in the international commitments and in the domestic strategic
documents namely; HSSP I & II, PEAP, HSSP II and now NDP.
4.3.4 Shortage of materials and supplies
As has been demonstrated in the majority of the indicators considered in the
previous section, there remains a problem of shortage not only of essential medicines
and supplies but also of necessary materials such as guides, forms for record taking,
immunisation cards, and MPDRA forms. Stock outs of medicines and vaccines are
evident. Stock out of items such as vaccines do not only put the lives of
unimmunised children at risk, but also the fact that the mothers have to travel to the
health facilities several times in search of immunisation services continues to put a
strain on their limited financial resources. This increases the out of pocket
expenditure on health for many rural households. There were also reports of poor
quality of materials and equipment supplied to health facilities. The health workers
spoken to have decried the poor quality of globes that they currently receive
compared to the ones prior to the push policy. For example, complains received
indicated that BP equipment being supplied by the NMS are so weak (sub-standard)
that they hardly last for a year.
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4.3.5 Limited awareness and possibilities of negative attitudes.
Whereas there are indications of progress in some of the indicators, a number of
them still show very poor performance. This is partly due to lack of deeper
knowledge and understanding of the implications of poor health seeking behaviours
among the population. In the case of adolescents, the difficulty of reaching out
requires that special programmes are developed and sustained to educate and
provide services to adolescent so as to prevent not only the early pregnancies but
also other associated risks, such as HIV infection. Limited ANC attendance and few
deliveries at health facilities seem to be indicative of lack of appreciation, on the part
of the health service seeker, of the importance of adherence. Therefore, there is need
for a concerted and sustained awareness campaigns to expand sensitisation about a
number of services associated with key MDGs indicators.
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SECTION V
CONCLUSIONS AND RECOMMENDATIONS
5.1 Introduction
Having demonstrated some of the challenges within the health sector in Uganda and
how they may be affecting the outcome of interventions in ways that could have
affected as well the levels of attainment of international commitments on maternal
and child health for Uganda. These recommendations have to be treated within the
context of the discussions on maternal and child health in Uganda and not
necessarily to be caste as reflections for the entire health service in Uganda. It is also
prudent to consider the suggestion as opinions and not as absolute solutions to the
problems being addressed because the actual situations may vary across institutions,
circumstances and even the time scale. But nevertheless, these suggestions are based
on valid evidenced observations and analysis, and therefore each and every
suggestion has been carefully considered.
5.2 Conclusions
The Government of Uganda‟s international commitments on sexual and reproductive
health and rights remain significant, and are a demonstration of the Country‟s quest
for a healthy and productive population. The millennium development goals, the
Maputo plan of action, the Abuja declaration, and such other strategies that have
been formulated and agreed upon have been adopted by the Government of Uganda.
These commitments got integrated into Uganda‟s domestic policies, strategies and
institutional frameworks to facilitate effective implementation. Such are documents
like the National Heath policies, the HSSP I & II, and HSSIP among others. However,
in spite of these elaborate plans and institutional frameworks domesticating the
various Government commitments regarding sexual and reproductive health and
rights, progress toward the 2015 targets are far from being realised.
The current status indicates that most of the indicators for SRHRs set out in the
Millennium Development Goals, the Maputo plan of action, and the Health Sector
Strategic and Investment Plan are either off track or showing very slow progress
towards 2015. The main challenges to the implementation of the commitments have
been identified as being limited funding and shortage of human resources in the
health facilities. Because of the above challenges, the health sector has not been in
position to implement all the provisions of the commitments, hence slow progress
and in some case reversal of the gains earlier made. For any significant progress to be
registered there should be deliberate efforts to towards increasing funding to the
health sector, train and recruit more health workers and institute better coordination
of the various activities geared toward extending the services to those most in need.
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5.3 Key Recommendations
5.3.1 Increase funding for the health sector in Uganda
Implementation of key sexual and reproductive health and related interventions has
been greatly affected by inadequate funding. Most otherwise very good programmes
have faced implementation challenges because of the limited financial resources
available to MoH annually; moreover there is no significant increase in budgetary
allocations to the ministry despite the (projected) upsurge in population over the
years. The funding challenges of MoH are further exacerbated by the unpredictable
budget cuts that are lashed on the ministry budget nearly annually. Government
should consider making budgetary allocations to health fixed according to specific
programme based on annual activity plans and these should not be subject to budget
cuts. Actors in the health sector should consider lobbying Government at all fronts to
ensure increased and sustained funding to the ministry of health. Direct credit to
health facility bank accounts as suggested in the 2013/14 budget speech (MoFPED,
2013b), will certainly contribute to ensuring efficiency in disbursement of funds and
improving accountability but this must be reinforced with increased funding.
5.3.2 Increase and Align Staffing at all levels of the Health System
Currently, only 58% of approved positions are filled. This has left a huge gap (nearly
half) in the number of health workers who are actually needed at the various levels,
therefore leading to many health facilities limping on without adequate staff. If
universal access to sexual and reproductive health is to be achieved by 2015, then
physician, nurses, anaesthetists, and laboratory technicians must be recruited in
numbers that keep pace with the demand for services at the various levels (hospitals,
health centre IIs, IIIs, and IVs). The current number of health workers in Uganda is
worrying. The current 58% standing in the number of filled positions in the health
sector for 2011/2012 financial years is worrisome. The latest attempt to recruit over
10 thousand health workers resulted in only about 5,000 being offered the jobs
resulting in just 26% reporting for the work. This are indicators that the professional
and staff welfare should be looked into more seriously in the medium.
5.3.3 Improve staff welfare
Noting from the annual attrition rate of health workers, the main reason that is given
for leaving the public health service is remuneration and work place conditions. And
it is indicative that in the most recent recruitment drive by health service; generally
less than 50% of most positions available were taken up by those who were offered
the jobs. Although the Government‟s policy of providing addition 30% of one‟s
salary to health workers in hard to reach areas, this can at best be taken as a
temporary measure. Comparative remunerations in the region show that Ugandan
health workers are the least paid. Therefore there is a general need to improve staff
salary and conditions of work.
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5.3.4 Provide Essential and General Equipment in health facilities
The core of HHSIP is to invest in heath infrastructure and install equipment
necessary to provide quality health care at all levels. But this is still far from getting
better. Most health workers are finding it difficult to provide sexual and
reproductive health services because of limited availability of equipment. For
example, Entebbe District Hospital has been reported to be having only two sets of
instruments for caesarean yet they carry out on average 6 caesarean sections daily.
5.3.5 Integrate Sexual and reproductive health financing across actors
It is noted that off-budget funding is considerable, nearly 40% of total health budget
in the country. This is significant. But there is now a growing fear opportunities for
the health sector to effectively benefit from these funding sources could be passing of
due to over duplication and none sector priority actions. Aware that there is work
already on going to develop a health financing strategy for the country, serious
consideration should be given to a possibility of all actors coming together and
playing their part based agreed priority areas and funding mechanisms. This will
eliminate duplication; ensure value for money and greater impact.
5.3.6 Increase Community awareness on key reproductive health issues
Looking at indicators such as ANC, IPT, PMTCT, etc that greatly depend on
individual health seeking behaviour, there seems to be limited levels of knowledge
and awareness across the population about key reproductive health issues. For
example, some of the underlying causes of maternal and perinatal mortalities have
been identified to be delay by the pregnant women to seek care and support until the
last moments. , that pregnant women attending at least 4 antenatal sessions during a
pregnancy as recommended by the WHO and the fact that more young women and
men aged 15-24 do not have adequate knowledge about PMTCT demonstrates a
serious gap in knowledge that must be filled as soon as possible. More needs to be
done to ensure increased SRHR education and awareness especially among women
and Men of reproductive age with a special focus on the rural communities (Several
sexual and reproductive health indicators have pointed out that rural communities
are far behind compared to their urban counterparts).
Significantly, there are key issues in sexual and reproductive health and rights that
could be addressed through systematic education and awareness campaigns. These
include, among others;
i. Educating pregnant mothers on the importance of attending at least 4 sessions
or even more, of ANC. If 90% of the pregnant mothers attended four sessions
of ANC, then IPT-SF, Malaria, PMTC, and many complications that are often
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ii.

iii.

due to late detection would be reduced. Health seeking behaviour must
change positively. This could drastically reduce maternal mortality ratio.
Making people more aware about their role in the management of their health
and ensuring that the health facilities are properly run could reduce not only
on absenteeism but also ensure that medicine and essential supplies are not
diverted away by unscrupulous personnel. In this regard, the rate of stoke
outs would be reduced as well and therefore, more patients would be able to
get treatment promptly and emergencies would be less life threatening.
Special attention needs to be paid to the contraceptive prevalence rate. This
follows the observation that most often males are not very much involved and
therefore women tend to fear or if they chose to use contraceptives, they do it
under cover. There is therefore need for service providers to deliberately make
it a requirement for men to get involved. As part of quality service, service
providers should consider counselling as an important component of family
planning service. This follows observations that most commercial service
providers extend services without pre- and post-service counselling. In that
case, those who develop complications have not had a chance at being
supported. Therefore counselling is highly recommended before service is
extended.

5.3.7 Strengthen monitoring and data management procedures
Although several monitoring frameworks have been developed for monitoring
reproductive and other health services and programmes, there are still a lot of
challenges that could seriously expected outputs of these programmes. Key among
these is the MPDR, which if it were fully operational, would have become an
excellent tool for improving quality of care as well as assessing reproductive health
needs at various levels of the health sector. A call is also made here for the
improvement in data collection, particularly now that the HMIS is up and running
but the reporting rate is still lying between 70-80%. There would be a move towards
attaining 100% reporting rate with accurate capture and transmission of data. In this
way, accurate and reliable estimates would be readily available to aid planning and
particularly realistic allocation of resources
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