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Key Messages 

•	 Uganda’s	policies	to	advance	Universal	Health	Coverage	(UHC)	for	
maternal	mortality	 reduction	have	 always	been	 strong	because	 the	
right	policies	exist.	However,	the	main	challenge	for	the	country	is	
bridging	the	policy-to-implementation	gap.	This	requires	substantial	
investment	in	stronger	health	systems,	governance	and	accountability.

•	 Uganda	 needs	 to	 urgently	 address	 its	 high	 fertility,	 adolescent	
motherhood	and	the	high	and	increasing	numbers	of	annual	births	
that	are	overwhelming	the	health	care	system.

•	 The	year-to-year	increase	in	the	number	of	birth	and	related	maternal	
services	 is	 high	 (about	 250,000)	 –	 necessitating	 a	 high	 annual	
increase	in	the	costs	to	the	health	system	in	terms	of	health	workers	
and	 service	 inputs.	These	 threaten	 the	 aim	 to	 reduce	 the	financial	
burden	 on	 the	 national	 health	 system.	 Family	 planning	 to	 reduce	
unwanted	pregnancies	is	a	good	starting	point.

•	 Uganda	has	rapidly	increased	health	facility	births,	but	this	has	not	
resulted	 in	 a	 corresponding	 reduction	 in	 maternal	 and	 perinatal	
mortality.	Therefore,	Uganda	should	urgently	work	to	ensure	quality	
of	care	for	all	births	irrespective	of	women’s	socio-economic	status,	
especially	for	access	to	quality	emergency	obstetric	and	neonatal	care.

 Citation:  F. Ssengooba, SN Kiwanuka, E. Rutebemberwa, E. Ekirapa-
Kiracho (2017), Universal Health Coverage in Uganda: Looking Back and 
Forward to Speed up the Progress. Makerere University, Kampala Uganda.
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•	 There	 is	 a	 need	 for	 a	 policy	 option	 for	 Uganda	 to	 develop	 and	
maintain	 an	 updated	 accreditation	 system	 for	 all	 birthing	 centres,	
whether	in	the	public	or	the	private	sector.	In	such	settings,	a	client	
focused	integrated	approach	with	packages	consisting	of	high	impact	
interventions	is	recommended.	

•	 Implementation	research	to	promote	programme	and	policy	learning	
should	 be	 adopted	 and	 strongly	 embedded	 in	 all	 programming.	
Part	 of	 these	 efforts	 should	 include	 establishing	 a	 nationwide	
pregnancy	and	pregnancy	outcomes	surveillance	system	for	effective	
accountability.	Achieving	 the	goal	of	 implementation	 research	will	
require	a	partnership	between	policy	makers,	programme	managers,	
donors	and	the	academia.	

Background

Maternal	health	refers	 in	to	the	health	of	women	while	they	are	pregnant,	
during	childbirth,	and	in	the	postpartum	period	(1).	For	the	past	decades,	
maternal	health	has	been	a	key	policy,	programme,	research	and	public	issue	
in	Uganda,	just	as	it	is	in	the	rest	of	the	world.	However,	progress	has	been	
slow,	as	evidenced	by	the	fact	that	Uganda	did	not	achieve	the	Millennium	
Development	Goal	(MDG)	targets,	specifically	MDG	5	which	focused	on	
reducing	maternal	mortality	by	three-quarters	between	1990	and	2015	(2).		

At	the	end	of	the	MDGs,	the	world	set	up	even	more	ambitious	targets	
within	 the	 framework	 of	 the	 17	 Sustainable	Development	Goals	 (SDGs),	
launched	in	2016.	These	ambitious	SDG	targets	should	be	achieved	by	every	
country,	 including	Uganda,	 by	 2030.	Maternal	 health	 is	 part	 of	 SDG	 3,	
which	is	aimed	at	“ensuring	healthy	lives	and	promoting	well-being	for	all	at	
all	ages”.	According	to	the	SDGs,	the	target	is	to	reduce	maternal	mortality	
to	a	global	ratio	of	maternal	mortality		of	less	than	70	per	100,000	live	births	
or	to	140	per	100,000	for	each	country	(3,4).	These	targets	are	even	more	
ambitious	than	the	MDGs,	meaning	that	countries	must	double	their	efforts,	
be	smarter	in	implementation,	and	have	strong	monitoring,	evaluation	and	
learning	systems,	as	well	as	efficiency	and	accountability.

In	 response,	 the	 World	 Health	 Organisation	 (WHO)	 came	 up	 with	
Universal	 Health	 Coverage	 (UHC)	 as	 the	 framework	 that	 should	 guide	
countries	 in	 implementation	 to	achieve	SDG	targets,	 and	 to	 leave	no	one	
behind.	According	to	WHO,	UHC	means	that	“all	people	and	communities	
can	 access	 and	 	use	 the	promotive,	 preventive,	 curative,	 rehabilitative	 and	
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palliative	health	services	they	need,	and	these	should	be	of	sufficient	quality	
to	be	 effective,	while	 also	 ensuring	 that	 the	use	of	 these	 services	does	not	
expose	the	user	to	financial	hardship”	(5).	When	this	is	applied	to	maternal	
health,	 it	means	 that	 all	 pregnant	 and	 newly	 delivered	women	 and	 those	
in	 labour	 should	be	 able	 to	have	 timely	 access	 to	 affordable,	high	quality,	
preventive	or	curative	health	care	that	they	need,	in	order	to	reduce	morbidity	
and	mortality	for	them	and	their	babies.

This	 paper	 reviews	 Uganda’s	 progress	 in	 maternal	 health,	 and	 while	
learning	from	the	past	global	and	regional	as	well	as	the	country’s	policy	and	
programme	 responses,	we	 propose	 policy	 and	 programme	 options	 for	 the	
future	using	a	UHC	perspective.	

Progress in Maternal Health and Related Indicators

We	use	the	indicators	based	on	the	WHO	recommended	maternal,	newborn	
and	child	health	Continuum	of	Care	(CoC)	framework	to	review	Uganda’s	
progress	in	maternal	health.	The	CoC	utilises	a	life	cycle	approach	where	care	
is	assessed	in	terms	of	antenatal,	delivery	and	postpartum	services	for	mothers	
and	babies.	Each	of	these	periods	has	key	evidence-based	interventions	that	a	
mother	should	be	able	to	get	if	morbidity	and	mortality	are	to	be	minimised.	
Drawing	mostly	 from	Uganda’s	 nationally	 and	 regularly	 collected	data,	 in	
this	section	we	present	the	country’s	progress	in	maternal	health	by	using	key	
indicators	that	reflect	changes	within	the	CoC.	
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Figure 19.1: The MNCH continuum of care
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Trends in Maternal Mortality in Uganda

Uganda	was	previously	slow	in	improving	maternal	health,	with	reduction	
of	 the	Maternal	Mortality	Ratio	 (MMR)	almost	 stagnating	between	2005	
and	2011	(6,7).	However,	between		2011	and	2016,	there	was	a	significant	
reduction,	with	MMR	reported	to	have	reduced	from	438	deaths	per	100,000	
live	births	to	336	deaths	per	100,000	live	births,	which	is	a	23.3	per	cent	
reduction	over	five	years	(8).	These	recent	figures	indicate	that	Uganda	might	
be	starting	to	address	some	of	the	system	bottlenecks	that	were	impeding	the	
reduction	in	maternal	mortality.	

This	slow	reduction	in	MMR	is	happening	despite	the	fact	that	the	leading	
causes	of	maternal	deaths	have	remained	the	same	and	are	all	known	to	be	
preventable,	 with	 the	 three	 leading	 causes	 being	 haemorrhage,	 obstructed	
labour	and	complications	from	abortion	(9).	Additionally,	the	same	report	
shows	that	almost	28	per	cent	of	maternal	deaths	in	Uganda	occur	in	young	
women	aged	15	–	24	years.	This,	therefore,	emphasises	the	need	to	address	
teenage	pregnancy	in	order	to	further	reduce	the	high	maternal	mortality	and	
morbidity.	
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Despite	 the	 national-level	 challenges	 to	 reducing	 maternal	 deaths,	
Uganda	has	also	had	a	couple	of	fairly	large	projects	that	have	demonstrated	
success,	the	most	recent	of	which	is	the	Saving	Mothers	Giving	Life	(SMGL)	
project	(10).	This	multi-country,	public-private	partnership	began	in	2012,	
with	 the	 aim	 of	 lowering	 the	 maternal	 and	 newborn	 deaths	 in	 countries	
in	sub-Saharan	Africa	over	five	years.	It	began	work	in	selected	districts	 in	
Uganda	and	Zambia	(four	in	each	country)	and	later	extended	to	16	more	
districts	(six	in	Uganda),	as	well	as	to	Nigeria.	It	focused	on	improving	the	
availability	of	and	access	to	quality	maternal	and	newborn	services	following	
the	three	delays	model.	Prior	to	SMGL,	the	MMR	in	the	four	Ugandan	front-
runner	districts	was	452	deaths	per	100,000	live	births.	This	was	reduced	to	
316	deaths	per	100,000	live	births,	which	is	a	30	per	cent	reduction	overall.	
Some	factors	influencing	success	included:

•	 A	comprehensive	programme	addressing	both	demand	and	supply	
side	constraints	with	massive	 investments	 in	all	building	blocks	of	
the	health	system.	

•	 Partnership	 with	 the	 national	 and	 district	 governments	 that	 are	
committed.

•	 Support	from	the	health	workers.

•	 Support	from	community	members.

•	 Partnering	with	the	private	health	care	providers,	including	those	in	
social	franchises.

Key	results	registered	in	the	first	four	districts	of	Uganda	were:
•	 30%	population-level	MMR	reduction	in	18	months
•	 55%	decline	in	institutional	MMR	between	2011	and	2014
•	 Reduction	in	institutional	MMR	from

o	 Obstetric	haemorrhage:	51%
o	 Obstructed	labour:	5%
o	 Complications	of	unsafe	abortion:	69%
o	 Pre-eclampsia/eclampsia:	14%
o	 Postpartum	sepsis:	51%
o	 Other	direct	causes:	43%

•	 31%	increase	in	caesarean	section	rate

Source: Saving Mothers Giving Life Project, 2014 (10)
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Increasing Burden of Antenatal Care

Benova	et	al.	(11)	analysed	changes	in	Antenatal	Care	(ANC)	over	time	in	
Uganda,	based	on	data	from	the	Uganda	Demographic	and	Health	Survey	
(UDHS).	They	 found	that	 there	had	been	a	 rapid	 increase	 in	 the	number	
of	 women	 getting	 pregnant	 in	 Uganda	 over	 time.	 For	 instance,	 between	
1991	and	2011,	the	average	annual	number	of	births	occurring	in	Uganda	
increased	 from	 950,000	 to	 nearly	 1.5	 million,	 and	 to	 an	 estimated	 1.87	
million	by	2018.	During	the	same	period,	the	services	provided	within	ANC	
increased,	 including	 HIV/AIDS	 prevention	 and	 care,	 attention	 to	 non-
communicable	 diseases	 and	 family	 planning.	 Both	 the	 increased	 numbers	
and	the	complexity	of	the	package	are	putting	more	pressure	on	the	poorly	
funded	health	care	system.	

Fortunately,	since	1991,	attendance	of	ANC	at	least	once	has	increased	
dramatically	 from	 86.4	 per	 cent	 (1991-1995)	 to	 97	 per	 cent	 (2016).	
Although	 the	proportion	of	 births	 receiving	 the	 recommended	 four	ANC	
visits	stagnated	at	below	50	per	cent	by	2011,	only	increasing	to	60	per	cent	
in	2016,	the	absolute	number	of	ANC	visits	has	doubled	since	1991.	Further	
analysis	of	the	timing	of	ANC	showed	that	in	2011,	only	33.1	per	cent	of	
women	initiated	ANC	in	the	first	trimester	of	pregnancy.	The	percentage	of	
women	who	met	the	new	WHO	ANC	guidelines	(8+	visits,	at	least	one	of	
which	is	with	a	medical	professional)	was	negligible	and	declined	over	time	
(2.8	per	cent	in	1995	and	1.1	per	cent	in	2011).	In	terms	of	ANC,	Uganda	
has	 made	 some	 progress	 but	 gaps	 still	 remain,	 namely:	 (i)	 delayed	 ANC	
initiation	of	the	first	visit;	(ii)	failure	to	meet	the	minimum	number	of	ANC	
visits	(iii)	and	inadequate	content	and	quality	of	ANC	contacts	–	presenting	
missed	opportunities.	The	country	has	to	do	more	if	it	is	to	achieve	the	new	
targets	set	by	WHO	and	if	it	is	to	maximise	the	benefits	of	ANC	for	a	rapidly	
increasing	volume	of	ANC.

Skilled Birth Attendance

Skilled	 birth	 attendance	 is	 one	 of	 the	 most	 important	 determinants	 of	
maternal	and	neonatal	survival,	and	is	crucial	in	the	prevention	of	stillbirths.	
Here,	on	the	basis	of	numbers,	Uganda	has	made	huge	progress.	The	most	
recent	UDHS	reports	that	nearly	three-quarters	(74	per	cent)	of	live	births	
in	the	five	years	preceding	the	survey	were	delivered	by	a	skilled	provider	and	
almost	the	same	proportion	(73	per	cent)	were	delivered	in	a	health	facility.		
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Ninety	per	cent	of	births	to	urban	mothers	were	assisted	by	a	skilled	provider	
and	88	per	cent	were	delivered	in	a	health	facility,	in	comparison	to	70	per	
cent	of	births	to	rural	women	(8).	The	proportion	of	women	whose	births	
occurred	 in	a	health	 facility	has	 increased	more	dramatically	 (from	37	per	
cent	in	2000-01	to	73	per	cent	in	2016).	Similarly,	the	proportion	of	women	
whose	births	were	attended	by	a	skilled	provider	has	risen	from	37	per	cent	
in	2000-01	to	74	per	cent	in	2016.	This	is	tremendous	progress	for	Uganda,	
especially	 given	 that	 the	 absolute	 number	 of	 births	 has	 also	 increased	 by	
nearly	100	per	cent.	The	challenge	remains	the	unsatisfactory	quality	of	care	
provided	during	 childbirth,	 as	 reflected	 in	 the	 high	 rates	 of	maternal	 and	
perinatal	deaths	in	the	country.	

However,	as	demonstrated	below,	concerted	efforts	to	 improve	quality	
of	 care	 in	 hospitals	 and	 health	 facilities	 can	 bear	 results.	 In	 the	Maternal	
Newborn	 Scale-up	 (MANeSCALE)	 project	 in	 eastern	 Uganda,	 a	 quality	
improvement	 intervention	 led	to	an	84	per	cent	reduction	 in	 institutional	
MMR	and	a	57	per	cent	reduction	in	NMR	over	a	period	of	two	years.
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Maternal and Newborn Scale- Up (MANeSCALE) Project – Improving 
Quality of Care in Hospitals to Reduce Maternal and Neonatal Deaths

Background: The	 MANeSCALE	 project	 was	 implemented	 in	 a	 network	 of	 six	
hospitals	in	east-	central	Uganda.	It	was	motivated	by	the	fact	that	in	Uganda	many	
women	now	deliver	 in	hospitals	 but	 their	 outcomes	 are	 still	 poor.	Taking	 the	new	
WHO	Quality	of	Care	initiative	to	increase	health-facility	births,	the	team	tested	the	
effect	of	a	hospital-based	quality	of	care	collaborative	approach	on	improving	maternal	
and	neonatal	outcomes	occurring	around	the	time	of	birth.		

Methods:	This	was	a	before-and-after-intervention	study	conducted	in	six	hospitals	of	
east-central	Uganda.	The	quality	improvement	was	driven	by	a	multifaceted	package	
consisting	of	Maternal	and	Perinatal	Death	Reviews	(MPDR),	monthly	mentorship	
and	 leadership	 engagement.	 These	 were	 preceded	 by	 a	 short	 five-day	 integrated	
maternal	and	neonatal	training	of	health	workers	and	a	catalytic	supply	of	key	drugs,	
supplies	and	equipment.	

Results:	The	package	of	interventions	resulted	in	the	improvement	of	regional	capacity	
to	manage	care	at	birth	for	mothers	and	newborns.	The	number	of	deliveries	rose	by	
11.4	per	cent	from	19,457	in	2013	to	21,681	in	2015.	The	maternal	mortality	ratio	
dropped	by	84	per	cent	from	549/100,000	(n=28	deaths)	to	89/100,000	births	(n=8	
deaths)	 in	two	years;	and	the	neonatal	mortality	rate	dropped	by	57	per	cent	from	
29.1/1000	(n=149	deaths)	to	12.5/1000	(n=99	deaths)	in	the	same	period.	Most	of	
the	reductions	occurred	in	the	referral	hospital	or	private	mission	hospitals	compared	
to	 the	 general	 hospitals.	 Surprisingly,	 the	 stillbirth	 rate	 did	 not	 reduce	 during	 the	
intervention	period,	perhaps	owing	to	delayed	referrals	to	hospitals,	and	most	of	the	
stillbirths	 were	 among	 low	 birthweight	 (premature)	 babies.	 Most	 maternal	 deaths	
occurred	owing	to	stock-out	of	blood	or	secondary	to	hypertension	in	pregnancy	(pre-
eclampsia).

Conclusion:	A	hospital	quality	of	care	multi-prolonged	collaborative	resulted	in	rapid	
capacity	building	and	reduction	of	maternal	and	neonatal	deaths.	Interventions	aimed	
at	reducing	maternal	and	neonatal	deaths	in	hospitals	should	employ	a	multifaceted	
approach,	 including	 skills	 strengthening,	 improving	 hospital	 governance	 and	
availability	of	commodities.	

Source: Maternal & Newborn Centre of Excellence (12)

Regionally,	 the	 UDHS	 2016	 (8)	 indicates	 that	 the	 percentage	 of	 births	
assisted	by	a	skilled	provider	and	the	percentage	delivered	in	a	health	facility	
are	lowest	in	Bugisu	(58	and	56	per	cent)	and	Bunyoro	(58	per	cent	and	57	
per	cent)	sub-regions	and	highest	in	the	Kampala	sub-region	(96	and	94	per	
cent).	The	UDHS	data	 also	 shows	 that	 the	 likelihood	 that	 a	 delivery	was	
assisted	by	a	skilled	provider	and/or	took	place	in	a	health	facility	increases	
with	the	mother’s	educational	status.	For	example,	63	per	cent	of	births	to	
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mothers	with	no	education	were	 assisted	by	a	 skilled	provider	 and	61	per	
cent	were	delivered	in	a	health	facility,	compared	to	98	per	cent	and	96	per	
cent	respectively	for	mothers	with	more	than	a	secondary	education	(8).	A	
similar	relationship	is	apparent	with	wealth.	Thus,	births	in	health	facilities	
have	increased	but	significant	inequities	across	regions,	education	and	wealth	
categories.

Getting	a	complete	care	package	(combining	recommended	ANC	and	
facility	 delivery)	 for	maternal	 care	 is	 critical	 for	 reducing	maternal	 death.	
This	has	increased	over	time,	but	Benova	et	al.	note	that	a	large	percentage	
of	women	 received	 some	care	 from	 the	health	 system	but	 fewer	 (65.2	per	
cent	and	63.7	per	cent)	attained	a	complete	package	(11).	This	percentage	
remained	 fairly	 constant	 between	 the	 1991-1995	 and	 2007-2011	 time	
periods	(respectively).	
The	private	sector	has	been	heralded	as	the	solution	to	health	care.	However,	
based	on	the	Ugandan	experience,	more	needs	to	be	done	to	ensure	better	
maternal	 (and	newborn)	care.	 In	an	analysis,	Benova	et	al.	 found	that	 the	
use	of	private	providers	among	women	with	any	ANC	declined	from	19.2	
per	cent	 in	2006	to	13.7	per	cent	 in	2011	(11).	Women	from	the	 richest	
households,	with	 secondary	 and	higher	 education,	 residing	 in	urban	 areas	
and	in	the	central	zone,	were	most	 likely	to	use	private	sector	facilities	for	
ANC	and	delivery	care.	The	private	sector	attendees	also	received	less	ANC	
and	delivery	care	compared	to	those	in	the	public	sector.	

Figure 19.2: Trends in maternal care in Uganda: 2000-2011 to 2016

Source: UDHS 2016 (8)
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Access to Caesarean Sections 

Access	 to	 C/S	 is	 critical	 in	 reducing	 maternal	 deaths,	 especially	 for	
complicated	delivery.	Between	the	 two	UDHS	survey	periods	 (1991-1995	
and	2007-2011),	the	C/S	rate	 increased	from	2.6	per	cent	to	5.3	per	cent	
(7,13).		However,	the	2014	Uganda	Hospital	and	Health	Centre	IV	Census	
Survey	showed	that	institutional	based	C/S	rates	ranged	from	25	to	30	per	
cent.	It	is	not	possible	to	say	whether	this	is	adequate,	because	there	are	no	
global	 standards	 for	C/S	 rates	 in	hospitals.	 In	 terms	of	 absolute	numbers,	
an	estimated	444,000	caesarean	sections	were	performed	in	the	2007-2011	
period,	representing	a	fourfold	increase	from	about	100,000	in	1991-1995	
(11).	Whereas	 the	 current	 rates	 fall	 within	 the	WHO-recommended	C/S	
rates,	we	note	that	there	are	large	geographical	differences,	and	major	urban-
rural	inequity.	The	higher	C/S	rates	in	urban	centres	could	be	an	indicator	
of	C/S	abuse,	or	a	feature	of	the	referral	system	–	where	most	hospitals	are	
located	in	urban	centres.	More	attention	is	needed	to	address	the	urban-rural	
gap	in	access	to	C/S.	

Fertility and Teenage Pregnancy

Fertility	(including	adolescent	pregnancy)	and	unmet	need	for	contraceptives	
are	key	determinants	of	maternal	health	in	Uganda.	The	Total	Fertility	Rate	
(TFR)	declined	from	7.4	children	per	woman	in	1988-89	to	5.4	children	per	
woman	in	2016,	but	this	is	still	high	and	is	constraining	efforts	to	improve	
maternal	 and	 neonatal	 health.	 Fertility	 in	 Uganda	 has	 remained	 high	
relative	to	other	countries	 in	the	region.	 	Despite	a	slight	reduction	in	the	
recent	UDHS	Survey,	unmet	need	for	contraceptives	has	remained	high	–	
suggesting	major	gaps	in	the	supply	chain	of	contraceptives	and	reproductive	
commodities	(Figure	19.3).		

Figure	19.3	shows	that	the	proportion	of	married	women	with	unmet	
need	for	family	planning	slightly	reduced	from	30	per	cent	 in	2006	to	28	
per	 cent	 in	 2016,	 and	 only	 35	 per	 cent	 of	 married	 women	 use	 modern	
contraceptives.	 Satisfied	 need	 for	 modern	 contraceptive	 methods	 nearly	
tripled	–	moving	from	17	per	cent	in	1995	to	52	per	cent	in	2016	–	although	
nearly	half	of	 the	women	registered	unsatisfied	demand.	This	 trend	 shows	
improvements	 in	 family	 planning	 and	 an	 opportunity	 for	 the	 health	 care	
system	to	mitigate	the	rising	demand	for	maternal	services	if	UHC	is	to	be	
realised.		
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Figure 19.3: Trends in unmet need, modern contraceptives use, and 
percentage of demand satisfied with modern methods, 
1995-2016

Source: UDHS 2016 (8)

Empowering	women	 to	 choose	 the	 number,	 timing,	 and	 spacing	 of	 their	
pregnancies	is	not	only	a	matter	of	health	and	human	rights	but	also	touches	
on	 many	 multi-sectoral	 determinants	 vital	 to	 sustainable	 development,	
including	women’s	education	and	status	in	society.	Without	universal	access	
to	family	planning	and	reproductive	health,	the	impact	and	effectiveness	of	
other	interventions	will	be	less,	will	cost	more,	and	will	take	longer	to	achieve.

The	Government	 of	Uganda	must	make	modern	 family	 planning	 an	
even	higher	priority	to	expand	women’s	method	choice	and	uptake.	Emphasis	
should	be	on	long	acting	reversible	methods	which	are	more	effective	and	less	
expensive	and	will	save	more	mothers	and	children	in	a	more	cost	effective	
way.	In	addition,	investment	in	family	planning	is	critical	in	reversing	high	
fertility	rates	and	accelerating	a	demographic	transition	much	required	for	
Uganda	to	harness	a	demographic	dividend	(14,15).

Teenage	mothers	 are	at	 a	higher	 risk	of	poor	pregnancy	outcomes	 for	
the	mother	and	the	baby.	Unfortunately,	available	evidence	from	2016	shows	
that	25	per	cent	of	adolescents	aged	15-19	years	in	Uganda	had	begun	child	
bearing	(8).	Adolescent	child	bearing	 is	more	common	in	rural	areas	 than	
urban	ones	(27	versus	19	per	cent,	respectively).	There	is	regional	variation,	
with	the	Teso	sub-region	having	the	highest	proportion	of	adolescents	who	
have	begun	child	bearing	and	the	Kigezi	sub-region	having	the	 lowest	(31	
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and	16	per	cent	respectively).	The	proportion	of	teenagers	who	have	started	
child	bearing	decreases	with	increasing	level	of	education:	slightly	more	than	
one-third	of	teenagers	aged	15-19	years	with	no	education	(35	per	cent)	have	
begun	childbearing	compared	to	11	per	cent	of	those	who	have	more	than	
secondary	education.	Teenagers	in	the	lowest	wealth	quintile	tend	to	begin	
childbearing	earlier	than	those	in	the	highest	quintile	(34	versus	15	per	cent,	
respectively)	(11).

Capacity for Clinical Care to Prevent Maternal Deaths in Uganda

A	2014	Uganda	Hospital	and	Health	Centre	IV	Census	Survey	(16)	showed	
mixed	findings	for	Uganda	in	terms	of	Uganda’s	readiness	for	clinical	care	to	
prevent	maternal	deaths.	Uganda	has	two	hospitals	per	500,000	population,	
which	exceeds	the	WHO-recommended	one	hospital	per	500,000	population.	
In	 addition,	 more	 than	 two	 thirds	 of	 the	 hospitals	 and	 HC	 IVs	 have	
ambulances.	However,	for	both	hospital	density	and	ambulance	availability,	
eastern	and	northern	Uganda	had	limited	availability.	In	terms	of	specialised	
services,	 the	 standard	 of	 an	 obstetric/gynaecology	 service	 per	 100,000	
people	was	met,	but	again	availability	 in	eastern	and	northern	Uganda,	 in	
particular,	was	limited.	In	terms	of	emergency	care,	diagnostic	capacity	and	
blood	transfusion	services,	Uganda	is	doing	quite	badly.	Only	22	per	cent	of	
the	hospitals	had	specialist	services,	diagnostic	services	were	generally	poor,	
and	only	50	per	cent	of	hospitals	were	providing	blood	transfusion	services.	
Again,	 the	 situation	 in	 eastern	Uganda	was	worse	 compared	 to	 the	 other	
regions.

In	 addition,	 MoH/UNFPA	 conducted	 a	 quality	 of	 care	 EmONC	
assessment	in	25	districts	and	the	overall	service	availability	was	universal	for	
antenatal,	normal	delivery	 and	postnatal	 care.	However,	 there	was	 limited	
availability	of	delivery	packs,	delivery	beds	 and	 the	 lighting	 system	 in	 the	
labour	suite.	Availability	of	skilled	birth	attendants	was	affected	by	the	failure	
to	 ensure	 fulfilment	 of	 the	 established	 norms	 especially	 for	 obstetricians/	
gynaecologists,	Medical	Officers,	midwives,	 and	anaesthetic	 attendants,	 all	
of	whom	are	critical	cadres.	The	referral	system	is	still	faced	with	challenges	
of	non-functional	ambulances	and	communication	difficulties	between	the	
Health	 Centre	 (HC)	 IV	 and	 lower-level	 health	 facilities.	 With	 regard	 to	
routine	 care	 for	mothers	 and	 neonates,	 the	 use	 of	 partograph	 to	monitor	
and	 manage	 labour	 was	 low,	 with	 little	 adherence	 to	 the	 partograph	 use	
standards.	Infection	prevention	remains	a	challenge	due	to	low	availability	of	
functioning	sterilisation	equipment	at	all	levels	of	healthcare.	
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One	of	the	key	highlights	with	regard	to	neonates	was	high	prevalence	
of	 thermal	protection	of	 the	new	born.	The	availability	of	health	 facilities	
that	qualify	to	be	BEmONC	was	found	to	be	very	low	in	all	the	25	districts	
with	 the	 lowest	percentage	being	HC	IVs	 followed	by	HC	IIIs.	The	most	
affected	signal	functions	for	BEmONC	were	lack	of	provision	of	parenteral	
antibiotics,	parenteral	uteretonics	and	parenteral	anticonvulsants,	including	
magnesium	 sulphate,	due	 to	 the	 current	policy	of	 essential	medicines	 and	
health	 supplies	 kit.	 In	 addition,	 there	 was	 observed	 limited	 provision	 of	
assisted	vaginal	delivery	and	manual	removal	of	placenta	at	HC	IIs	and	HC	
IIIs	due	to	limited	competencies	by	the	providers,	and	the	Ministry	of	Health	
(MoH)	policy	that	does	not	allow	midwives	to	carry	out	vacuum	extractions.

The policy and implementation context for maternal health in Uganda 

Uganda	is	a	well-known	front-runner	in	adopting	new	policies,	especially	in	
the	domain	of	maternal	health.	As	a	result,	the	country	has	many	relevant	
policies	that	provide	the	framework	for	the	implementation	of	programmes	
to	 improve	maternal,	newborn	 and	 child	health.	However,	 the	 “policy-to-
implementation	gap”	remains	a	problem	that	is	reflected	in	less	than	optimal	
service	coverage,	quality	and	equity.		Indeed,	Mbonye	et	al.	show	that	in	the	
period	between	2000	and	2010,	Uganda	made	limited	or	no	progress	towards	
the	scale-up	of	readiness	benchmarks	for	maternal	and	newborn	care	(17).	It	
was	only	after	2010	that	significant	progress	was	made,	perhaps	energised	by	
the	late	global	and	national	efforts	to	“accelerate”	MDG	achievements.	The	
“policy-to-implementation	gap”	needs	to	be	bridged	and	remains	Uganda’s	
top	challenge	in	saving	mothers	and	babies,	and	in	improving	health	systems.	
Table	19.1	summarises	Uganda’s	policy	context	for	addressing	the	burden	of	
maternal	health.
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Table 19.1:  Ugandan maternal health-related major policies over the 
last 15 years

The	1995	Uganda	Constitution

Vision	2040

The	National	Population	Policy	Action	Plan	(2011-2015)

The	National	Health	Policy;	 the	Health	 Sector	 Strategic	 and	 Investment	Plan;	 the	National	
Adolescent	Health	Policy	for	Uganda	(2004)

The	 Roadmap	 for	 Accelerating	 the	 Reduction	 of	 Maternal	 and	 Neonatal	 Mortality	 and	
Morbidity	in	Uganda	

The	Sharpened	Plan/Investment	Case;	the	Roadmap	for	Accelerating	the	Reduction	of	Maternal	
and	Neonatal	Mortality	and	Morbidity	In	Uganda	(2007-2015)

INVESTMENT	CASE.	The	Reproductive,	Maternal,	Newborn,	Child	and	Adolescent	Health	
Sharpened	Plan	for	Uganda	March	2016		

The	National	Policy	Guidelines	and	Service	Standards	for	Reproductive	Health	Services	(2001)

The	 National	 Family	 Planning	 Advocacy	 Strategy	 2005-2010;	 the	 Reproductive	 Health	
Commodity	Security	Strategic	Plan	2009/10-2013;	

Uganda	Alternative	Distribution	Strategy	for	Contraceptives	and	Selected	Reproductive	Health	
Commodities	in	the	Public	and	Private	Sectors	2012-2016

WHO	Quality	of	Care	Network

Source: Author analysis

Uganda’s	Vision	2040	is	one	of	the	government	documents	that	assign	a	high	
priority	to	maternal	health	and	strengthening	of	health	systems	(18).	These	
include	very	ambitious	aims	to	reduce	MMR,	with	an	unrealistic	target	of	an	
MMR	of	15	deaths	per	100,000	live	births,	and	to	engage	in	health	systems	
strengthening	and	financing,	with	a	shift	from	facility-based	to	household-
based	health	care	and	prevention.	Although	the	shift	from	health	facilities	to	
households	may	be	desirable	for	many	preventable	conditions,	the	available	
evidence	 shows	 that	emergency	obstetric	 care	at	health	 facilities	 represents	
the	highest	impact	interventions	to	save	mothers	and	newborns	(19,20).	The	
investments	in	emergency	obstetric	care	are	reflected	in	the	current	national	
health	policy	and	plans.	

The	 current	 Health	 Sector	 Development	 Plan	 (HSDP)	 2015/16	 –	
2019/20	(21)	outlines	the	following	actions	intended	to	improve	maternal	
health	in	Uganda:

•	 Provision	 of	 comprehensive	 ANC	 services	 that	 include	 malaria	
prevention,	 voluntary	 HIV	 counselling	 and	 testing,	 elimination	
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of	 mother-to-child	 transmission	 of	 HIV/AIDS	 and	 nutrition	
supplementation.

•	 Provision	of	standardised	quality	basic	obstetric	and	newborn	care.

•	 Provision	 of	 standardised	 quality	 comprehensive	 obstetric	 and	
newborn	care.

•	 Improving	 the	 knowledge	 and	 skills	 of	 health	 workers	 in	 post-
abortion	care.

•	 Provision	of	required	post-natal	care	for	mothers	and	newborns.	

•	 Implementing	 the	 costed	 plan	 for	 family	 planning	 services	 at	 all	
levels	of	care.

•	 Empowering	 male	 partners	 with	 knowledge	 about	 reproductive,	
maternal	and	newborn	care	services.

Attempts to Fix the Implementation Gap for Maternal Health in 
Uganda

The	 Roadmap	 for	 Accelerating	 the	 Reduction	 of	 Maternal	 and	 Neonatal	
Mortality	 and	 Morbidity	 in	 Uganda	 2006-2015	 (22)	 was	 intended	 to	
demonstrate	 the	 government’s	 commitment	 to	 address	 the	 MGD	 targets	
of	the	time.	In	2012/13,	towards	the	end	of	the	of	the	implementation	of	
the	roadmap,	the	country	launched	the	Sharpened	Reproductive,	Maternal,	
Neonatal	and	Child	Health	(RMNCH)	Plan	to	complement	the	roadmap	
and	address	the	gaps	in	advocacy,	resource	mobilisation	and	prioritisation	of	
high-impact	interventions	to	achieve	MDGs	4	and	5	(23).	This	sharpened	
plan	had	five	strategic	shifts:
i)	 	 Focus	on	the	package	of	high-impact	interventions.

ii)		 Increasing	access	for	high	burden	populations.

iii)	 Geographical	focusing/sequencing	of	interventions.

iv)		 Addressing	the	broader	context	of	social	determinants,	especially	education	
and	nutrition.

v)	 	 Ensuring	mutual	accountability.

Our	review	shows	that	the	sharpened	plan	was	never	implemented	because	
of	 lack	 of	 resources.	At	 the	 end	 of	 2015,	which	 corresponded	 to	 the	 end	
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of	 the	MDGs	 and	 the	 beginning	 of	 the	 SDGs,	Uganda	 again	 revised	 the	
sharpened	plan	to	align	with	the	SDG	agenda.	The	new	plan	–	dubbed	the	
Reproductive,	 Maternal,	 Neonatal,	 Child	 Health	 and	 Adolescent	 Health	
(RMNCAH)	Sharpened	Plan	for	Uganda	2016	(9)	–	has	the	same	strategic	
shifts.	It	maps	all	available	and	expected	resources	for	RMNCAH	in	Uganda,	
including	donor	financing.	The	five-year	plan	is	expected	to	cost	USD	1874.2	
million	–	most	of	it	expected	to	come	from	external	aid.	For	example,	Results-
Based	Financing	(RBF)	for	facilities	and	scaling	up	of	transport	and	service	
vouchers	was	being	expanded	with	financial	support	premised	on	the	Global	
Financing	Facility	of	 the	World	Bank.	The	 recurrent	 cost	 implications	 for	
the	scale-up	of	these	innovations	remain	unclear	since	the	RBF	programme	
covers	less	than	half	the	districts	in	Uganda.

To	achieve	the	targets	set	out	in	the	Sharpened	RMNCAH	plan,	Uganda	
will	need	to	improve	its	management	systems	to	be	able	to	mobilise	resources,	
scale	up	implementation,	and	monitor	to	ensure	accountability	for	results	in	
order	to	achieve	UHC	for	maternal	health	care.	Our	own	experience	shows	
that	policy	development	for	maternal,	newborn	and	child	health	in	Uganda	
has	been	generally	chaotic,	either	developed	in	response	to	global	initiatives	
such	 as	 MDGs	 and	 SDGs	 or	 pushed	 by	 certain	 funding	 opportunities,	
without	much	time	and	resources	spent	on	implementation.

Opportunities

In	spite	of	the	aforementioned	constraints,	there	are	a	number	of	encouraging	
trends	and	opportunities,	including	the	following:

•	 Improving	trends	in	health	care	seeking	and	service	delivery,	including	
the	increase	in	facility	delivery	and	use	of	skilled	professionals.

•	 Increasing	 numbers	 of	 stakeholders	 in	 the	 country	 presents	 an	
opportunity	 for	 joint	 planning,	 implementation,	 monitoring	 and	
leveraging	of	 resources	 in	 the	 context	of	 functioning	 coordination	
mechanisms.

•	 Increased	convergence	on	 the	need	 for	 strengthening	coordination	
for	multi-sector	and	multi-level	integrated	service	delivery.

•	 Improved	facilities	 including	the	private	sector,	and	other	 facilities	
such	as	roads	and	development	of	the	water	sector	in	some	parts	of	
the	country,	as	these	are	key	determinants	and	enablers	for	maternal	
and	child	survival	at	all	levels.	
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Conclusion and Recommendations

1. Bridging the policy-to-implementation gap 

Uganda’s	 policies	 to	 advance	 UHC	 for	 maternal	 mortality	 reduction	
demonstrate	 an	 urgent	 need	 to	 speed	 up	 progress.	 However,	 the	 main	
challenge	 is	 bridging	 the	 policy-to-implementation	 gap.	 As	 shown	 earlier,	
Uganda’s	 readiness	 to	 implement	maternal	 and	newborn	 interventions	has	
historically	 been	weak	 until	 recently,	 in	 the	 last	 five	 years.	To	 bridge	 this	
gap,	Uganda	will	need	additional	resources	and	a	stronger	governance	and	
accountability	 system	–	 to	 account	 for	universal	 coverage	with	equity	 and	
quality.	
2. Using an integrated approach to implementation

Given	 the	 fact	 that	 maternal	 health	 is	 broad	 and	 with	 many	 priority	
interventions,	 as	 seen	 from	 the	 perspective	 of	 the	 CoC	 framework,	 the	
best	 implementation	strategy	for	Uganda	is	an	integrated	approach,	which	
we	 recommend	 here.	 This	 should	 include	 a	 strong	 prevention	 approach,	
including	 family	 planning,	 mitigation	 of	 teenage	 pregnancies,	 and	
malaria	control,	among	others.	 In	addition,	 the	elimination	of	mother-to-
child	 transmission	 of	 HIV/AIDS	 should	 be	 integrated	 with	 the	 broader	
maternal	 and	newborn	 interventions	 to	 leverage	HIV	 funding	 streams	 for	
comprehensive	improvements	in	coverage	and	quality	for	maternal	health.
3. Developing and maintaining an updated accreditation system for all 

birthing centres 

However,	the	most	important	intervention	to	address	maternal	(and	neonatal)	
death	is	ensuring	universal	access	to	quality	care	at	birth.	Such	health	facilities	
should	be	accessible	and	should	ensure	quality.	There	is	a	need	for	a	policy	
option	for	Uganda	to	develop	and	maintain	an	updated	accreditation	system	
for	all	birthing	centres,	whether	in	the	public	or	the	private	sector.	In	terms	
of	coverage	of	care	at	birth,	Uganda	has	made	progress,	since	two-thirds	of	
all	pregnant	women	now	deliver	in	health	facilities.	However,	there	are	still	
gaps:	 a	quarter	of	 all	births	occur	 at	home;	 coverage	 in	 rural	 areas	 is	 low;	
and	 for	 all	births,	quality	of	 care	 is	 sub-optimal.	Although	Uganda	 is	one	
of	the	frontline	countries	for	the	new	WHO	Quality	of	Care	network,	the	
challenge	remains	in	implementing	this	and	similar	innovations	on	a	large	
enough	scale	to	cover	every	birth.	
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4.  Bridging inequities in access to functional hospitals and a national 
referral system

Uganda	as	a	country	had	the	required	density	of	hospitals	and	generally	good	
availability	of	ambulances	for	referral.	However,	the	hospital	density	in	eastern	
and	northern	Uganda	does	not	meet	the	national	and	WHO	standards.	In	
addition,	Uganda’s	hospitals	and	referral	system	are	generally	weak,	with	poor	
availability	of	specialised	and	emergency	services,	dysfunctional	ambulances,	
and	inadequate	access	to	blood	transfusion	and	diagnostic	services.	Whereas	
Uganda	has	now	developed	a	referral	policy,	it	is	yet	to	be	operationalised.	In	
some	regions,	such	as	the	east	and	the	west,	vouchers	are	given	to	facilitate	
referral	but	these	are	inadequate	as	transportation	systems	differ,	especially	in	
hilly	terrains	with	poor	road	networks.	We	recommend	that	Uganda	invests	
in	 new	 hospitals	 in	 the	 east	 and	 the	 north	 to	meet	 national	 standards	 in	
order	to	increase	access.	In	addition,	the	country	should	upgrade	its	hospital	
infrastructure	 to	 ensure	 more	 availability	 of	 specialised,	 emergency,	 and	
diagnostic	services.
5. Integrating implementation research or learning into programming

Implementing	these	recommendations	requires	a	learning	organisation	so	that	
there	is	testing,	documentation	and	scale-up	of	what	works	and	discarding	
what	does	not	work.	We	therefore,	recommend	that	implementation	research	
be	adopted	and	strongly	embedded	in	all	programming.	Part	of	these	efforts	
should	include	establishing	a	nationwide	pregnancy	and	pregnancy	outcomes	
surveillance	 system	 for	 effective	 accountability.	 Achieving	 the	 goal	 of	
implementation	research	will	require	a	partnership	between	policy-makers,	
programme	managers	and	academia.
6. Strengthening a multi-sector, multi-level coordination mechanism for 

integrated sexual reproductive health and rights service delivery. 

This	 includes	gender-based	violence	prevention,	 response	 to	address	 socio-
cultural	determinants	of	health,	and	promote	engagement	of	men	and	boys	
for	transformation	of	positive	gender	identities	to	promote	gender	equality	
and	women’s	empowerment,	as	well	as	positive	health	outcomes	for	all.	
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