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BACKGROUND

Uganda’s Maternal Mortalilty Ratio (MMR) had remained high for 15 years, with no significant decline.  The Uganda Demographic and Health Survey of 2006 registered a modest decline from 505 to 435 deaths per 100,000 live births.  This Maternal Mortality Ratio translates to about 6,000 women dying every year due to pregnancy related causes.  In addition, for every woman who dies, six survive with chronic and debilitating ill health.  There is no data available for morbidities like obstetric fistula, chronic pelvic infection, post abortion complications, infertility and maternal ill health in general.  This is because while a significant proportion of maternal deaths occur in the health facilities, there are over 62% of pregnant women delivering with out skilled care either by themselves or in the hands of unskilled workers.
In Uganda, infant immortality has declined from 88 to 76 deaths per 1,000 live births. About 29% of all infant deaths occur in the neonatal period i.e. the first 28 days of life.  There quarters of neonatal deaths happen in the first week while the highest risk of death is within the first 24 hours.
The Total fertility rate in Uganda is 7 children.  The unmet need for family planning is 42% (UDHS 2006).  Many women and couples are unable to access effective family planning services.  This leads to unwanted pregnancies, with subsequent unsafe abortions.  The unmet need for emergency care is over 80%, yet most causes of maternal deaths are emergencies.  Few women, 42% deliver at health facilities with skilled attendance yet this is one of the factors that could impact on maternal mortality
Over the last 15 years, Uganda has made great progress in terms of development.  Peace and security have been restored to most parts of the country.  With a stable macro-economic stability, the economy has grown at a rate of 6.5% per annum for the last 10 years.  The Government of Uganda (GoU) has put in place key priority programmes and as a result, the country is experiencing considerable transformation.  Programmes like the Universal Primary Education (UPE), Plan for Mordernization of Agriculture (PMA), and Poverty Eradication Action Plan (PEAP), plus reforms such as liberalization, privatization, and democratization based on good governance and decentralization are some of the core and critical elements of this process.
As a result, poverty levels in Uganda have reduced from a high 56% in 1992 to 38% in 2005.  Programmes like Universal Primary Education (UPE) have increased primary school enrolment dramatically from a low figure of 2.5 million children in 1997 to over 7.5 million in 2005.  Literacy rate has also risen from 54% in 1991 to 68% in 2000.  The multi-sectoral approach to the HIV/AIDS epidemic has enabled Uganda to reduce the HIV prevalence rate from as high as 18.5% in 1992 to 6.4% in 2005. .  In order to improve maternal health, investment in improving health systems in Uganda is required.   
Health system issues that need to be addressed:
a) Infrastructure
Geographical accessibility of households to health facilities increased from 49% pre HSSP to 72% in 2004 as a result of construction of new HCIIs.  There has however, been a mismatch between construction of new health facilities and the capacity to make them functional in terms of human resources, medical equipment and operational budgets.  Many Health Centres are in a sorry state, with maternities lacking water and lighting, hence inappropriate for maternal newborn health care.  In most HC IVs, the theatres are either non-existent or non-functional due to lack of equipment, staff and/or staff housing, hence intended basic surgery e.g. caesarean section are not carried out.  Women have to trek long distances looking for these services.
b) The Referral System 
An efficient referral system should be step-wise from the community to the health centers and the hospital. The innovate Rural Extended Services for Care and Ultimate Emergency Relief (RESCUER) Programme, which provides an effective and efficient referral system, in which women with obstetric complication are quickly transferred from a lower to a higher health facility greatly contributed to reduction of maternal deaths in Iganga and other districts.  Similarly, the Making Pregnancy Safer initiative reduced maternal deaths in Soroti District.  However, for both innovations, the capacity of districts to sustain such a system remains inadequate.
There are few ambulance in communities to respond to needs of women who need to deliver in hospital.  The referral system is challenged with poor transport and communication networks.  Most of the roads in the rural areas are poor while the communication system that has been established for referrals does not function efficiently.  In cases where radio communication equipment have been installed and ambulances provided such as the Ministry of Health multipurpose ambulances, their operation and maintenance has been a great challenge to the districts.  As a result, relatives of the sick women are often asked to fuel the ambulances, yet most of them are too poor to afford the cost.

c) Equipment and supplies
Due to the low percapita, Uganda experiences shortages of essential equipment and supplies.  According to the 2004 Status of EmOC in Uganda report, 77.5% of districts lacked specific signal functions for EmOC (see table below).  In addition, only 31.5% of HC IVs and 425 of districts hospitals had oxytocics in stock, while most health units including referral  hospitals had stock-outs of key antibiotics.  According to the study on the functionality of HCIVs in 2005/06, 17% of the HCIVs provided blood transfusion services.  In the same study, 81% of HCIVs had completed theatres.  Of those with completed theatres 75% were equipped and of those equipped 34% were functional.  Reasons for non functionality of theatres included, lack of reliable source of power, lack water and lack of facilities for blood transfusion.
d) Emergency Obstetric care

About 15% of all pregnancies develop life-threatening complications and require emergency obstetric care. According to the 2004 EmOC Needs Assessment, the national met need for EmOC was  23.9% whereas it should be 100%, if all women with complications were to be treated. Approximately 11.7% of women give birth in fully functional comprehensive EmOC facilities as opposed to 15%, which is the minimum required. The nearest health facility to the community at which Basic EmOC is provided is HC III and yet, only 14.4% could provide this service. Comprehensive EmOC is available in 8.1% of the facilities, while signal functions such as use of parenteral sedatives (63.6%), manual removal of the placenta (62.8%), removal of retained products (79.8%) and assisted vaginal delivery (94.6%) are predominantly missing. These are life saving procedures, which should be available at any first referral health facility if mothers are to be saved.

e) HIV/AIDS
HIV has become a significant indirect cause of maternal and newborn morbidity and mortality in the last fifteen years; threatening to reverse the gains made in maternal and child survival interventions in Uganda.  The national serosurvey carried out in 2004/5 reported national adult prevalence of 7.1.  Among adolescents and young people, girls are disproportionately more affected than boys/men (4:1) due to gender, cultural and socio-economic factors.  The HIV/AIDS Seroprevalence in pregnant women stabilized at around 6.2% over the last four years, against the 2005 national target of 5%.  Although VCT, PMTCT and ART were successfully introduced in the 1980s, 2001 and 2004 respectively, there is still limited utilization of these services. The challenges include; limited coverage of VCT and PMTCT services, insufficient quality of ANC, few trained health workers, limited access to safe blood, inadequate access to IEC messages and condoms in rural areas as well as stigma especially in the rural areas.  Overall, reduction of HIV prevalence is important for attainment of the MDGS on maternal and child health.  
Gender-based violence is still rampant in Uganda as a cause of HIV transmission or effect of domestic violence.  Anecdotal data shows that HIV positive pregnant women are suffering much more than those who are not affected.

It is estimated that about 1.4 Million women will get pregnant and approximately 6.5% of them are infect with HIV, translating to about 91,000 HIV infected pregnant women in Uganda  this year.  Without any intervention to reduce transmission of HIV, every 3 out of 10 of them (30%) will infect their babies with the HIV virus, translating to about 25,000 infected children through mother to child transmission of HIV (MTCT).  MTCT is the second major mode of transmission of HIV in Uganda and single greatest mode of transmission of HIV to over 95% amongst infected children less than 5 years of age.
PMTCT service coverage is still low at 33% and due to the weak health system, government still faces major shortages in regard to availability of trained skilled workers to implement PMTCT programmes at the various levels of health care.  Stigma against HIV positive women especially in relation to disclosure and infant feeding has made follow-up of mothers and expose infants very difficult.  With already an over-burdened referral network, this becomes even a bigger challenge to the health system.

f) Depression in the Postpartum Period:

This condition occurs in a limited proportion of Ugandan women.  It is not well documented although some patients end up in the national mental hospital.  The factors involved are therefore not well documented and not well understood in the local setting.  The is ongoing research in both Mulago National Referral Hospital and Butabika Hospital for evidence.
g) Unwanted pregnancies
In Uganda, the contraceptive prevalence is low. It is 23% for all methods and 18% for modern methods. There is a high unmet need for family planning of 41% contributing to a high fertility rate and adolescent pregnancy of 25%.  The real issues to revitalize family planning are: improving skills of providers, reducing stock-out of commodities and scaling up adolescent friendly services to target the ever increasing number of young people. 
h) Unsafe abortions

Unsafe abortion is estimated to contribute to about 26% of maternal deaths and a much higher proportion of reproductive ill health.  An estimated 297,000 unsafe abortions occur every year with over half o them (55%) occurring among young women aged 15 to 20 years (National abortion survey report -2005).  In an environment of restrictive laws on abortion and lack of other supportive services there is a high risk of unsafe abortion with consequences of ill health and death.  Approximately 15-23% of female youths (15-24 years of age) who had ever been pregnant have had an abortion and as many as 1,200 unsafe abortions result in death each year.   Nearly a quarter (23%) abortions result in serious complications.  While Post Abortion Care (PAC) service are supposed to be provided in HC III and HC IV, most of the health facilities require to be fully equipped to provide PAC services. To address this problem, Uganda should strengthen family planning services among young people and provide emergency care especially post abortion care.
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