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Introduction
One preventable death is one too many
(OHCHR, 2007)
Many people feel that maternal mortality is a needless death and do
agree with the above pronouncement by OHCHR. Every year, more
than 500,000 women die of complications relating to pregnancy
and childbirth. Most of the time these tragic and preventable deaths,
are the culmination of human rights violations against women and
girls in many aspects of their lives and at all levels of health decision-making. Ending these human rights violations against women
and girls is essential for preventing maternal deaths. Women have
the right not to die in pregnancy or childbirth. Governments have
an obligation to ensure the provision of pregnancy-related care in a
way that respects the dignity and rights of all women and families,
and respects the principles of non-discrimination, equity, transparency, accountability, and participation. On the contrary, most
governments have fallen short of this obligation especially in developing countries including Uganda. Ugandan Women and girls,
especially in rural areas, die of preventable deaths due to lack of
proper maternal health care services. Maternal mortality rate in
Uganda is 310 per 100,000 live births1. When death is preventable,
one death is one too many. Disturbingly, the maternal death has
also triggered and aggravated cycles of poverty. This has caused
suffering and despair to the families that have lost mothers. It is for
this reason that the John Paul II Justice and Peace Centre decided
to carry out a baseline survey on maternal health services in the
North and North Eastern (NNE)-Uganda to effectively advocate for
the plight of women and girls who lose their lives due to avoidable
pregnancy and child birth related deaths.

Uganda Demographic Profile 2014

1
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1.1 Global Maternal Health State
Maternal health refers to the health of women during pregnancy,
childbirth and postpartum period (WHO, 2014). It encompasses
the health care dimensions of family planning, pre-conception, prenatal and postnatal care, in order to reduce morbidity and mortality. Maternal health is a global concern. It is the fifth MDG, with the
target of reducing by three quarters between 1990 and 2015 the maternal mortality ratio and also seeks to achieve by 2015 a universal
access to reproductive health. However, this has not been achieved
as 2015 comes to an end.
Despite the steady decline in maternal and new born deaths since
1990, many women and new born babies still continue to die each
year during pregnancy and child birth. According to the United Nations Population Fund UNFPA (2014), about 800 women die every
day from pregnancy or childbirth related complications2 globally.
In 2013 alone, about 289,000 women and 3 million new born babies died3 . The vast majority died of complications at birth and
preventable illnesses, which could have been averted only if proper
antenatal care and skilled midwives had attended to them4.
The high number of maternal deaths in some areas of the world
reflects inequalities in access to health services, and highlights the
gap between the rich and the poor. WHO (2014) estimates that almost all the maternal deaths (99%) occur in developing countries,
more than half of these deaths occur in sub- Saharan Africa (62%),
and almost one third occur south Asia (24%). In 2013, the maternal
mortality ratio in developing countries was 230 per 100,000 live
births verses 16 per 100,000 live births in developed countries5.

UNFPA “State of the world’s midwifery 2014” retrieved from: http://unfpa.org/webdav/
site/global/shared/documents/news/2014/UNFPA_Midwifery_challenges.jpg
3
Ibid, 2014
4
UNFPA “State of the world’s midwifery 2014” retrieved from: http://unfpa.org/webdav/
site/global/shared/documents/news/2014/UNFPA_Midwifery_challenges.jpg
5
WHO “Maternal Mortality” Fact sheet N°348, May 2014 retrieved from, http://www.who.
int/mediacentre/factsheets/fs348/en/
2

8

Maternal Mortality, a Human Right Challenge

Sub-Saharan Africa had the highest maternal mortality ratio of developing regions, with 510 deaths per 100,000 live births, followed
by Southern Asia, Oceania and the Caribbean, each registering 190
maternal deaths per 100,000 live births, and then by South-Eastern Asia6 . In some developing regions, maternal death has become
a rare event nowadays, with less than 100 deaths for every 100,000
live births. The countries include: Jordan 97, Comoros 90, Sauidi
Arabia 89, El Salvador 88, Tunisia 86, Cuba 85, Botswana 83, Namibia 81, Equatorial Guine 79, Romania 75, Panama 64, Djibouti
55, among other7
There remain extreme differences in maternal mortality among
countries. For example, Sierra Leone has the highest maternal
mortality rate, with 1,100 maternal deaths per 100,000 live births,
while Belarus has a rate of 1 maternal death per 100,000 live births.
Almost one third of all global maternal deaths are concentrated in
two populous countries: India, with an estimated 50,000 maternal deaths (17%), and Nigeria, with an estimated 40,000 maternal deaths (14%). Most maternal deaths are preventable. There are
well-known health-care solutions for the prevention and handling
of complications. For instance, uterotonic commodities and magnesium sulphate can prevent and/or manage common complications such as bleeding during childbirth and hypertensive disorders
caused by pregnancy. There must be a concerted effort to ensure
universal access to both skilled antenatal care and effective interventions, enhanced to include access to family planning, and information and services for reproductive health, especially in vulnerable populations.

6

Ibid 2014

7

WHO 2014, Maternal Motility Report
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1.2 Uganda Maternal Health Context
In Uganda, the maternal health care status is indeed worrying.
“When a woman gets pregnant in Uganda, she puts one foot in the
grave and literally struggles not to have the other there,” says Dr.
Charles Kiggundu, a consultant Gynaecologist and Obstetrician at
Mulago Hospital8. It’s estimated that over 16 women die of pregnancy related complications every day9. And for every one woman
who dies, more 15 develop pregnancy related complications including fistula10. Most of these deaths happen in villages where bad
roads and poverty make it difficult for women to reach health centres. Even when they get there, some say, the available care is poor.
The loss of 16 women in childbirth daily was boldly emphasized on
placards during a protest in the streets of the Ugandan capital11.
This statistic, shows that Uganda has fallen short of the realization
of Millennium Development Goal 5 of reducing maternal mortality by three-quarters. According to the Think Africa Press, 2013
entitled ‘Danger in Labour’; pregnant women suffer from multiple
challenges, ranging from drug shortage, insufficient staff, to having
to pay for ‘free treatment’. This only presumes that such women
were able to reach a health Centre. Another significant challenge to
the Ugandan health sector is insufficient funding. In the 2015/2016
national budget, only 1,270.8 billion shillings out of the total budget
of 23,972 billion shillings was allocated to the health sector12, less
the recommended 15% as per the 2001 Abuja declaration (UBOS,
2014/2015). This translates only to 5.3% of the total budget. However the national budget strategy indicated 6.9% allocation of total
budget 2015/2016 to health sector.

“Involving men in maternal health”, article by Ronald Musoke, The independent, Friday 06
September 2013, retrieved on 27/05/2015 from: http://www.independent.co.ug/features/
features/8192-involving-men-in-maternal-health
9
http://allafrica.com/stories/201309190047.html
10
Ibid
11
Ibid
12
Budget speech 2015/2016
8
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The 2011 health
care staff Health
Assessment report
revealed that maternal, newborn
and child health
programmes receives only 30% of
the required funding, thus resulting
into overcrowded
Source: KASAMANI ISAAC / AFP
maternity wards,
Activists carry placards outside the court in Kampala, protestand
ing the delay of a ruling in a landmark lawsuit regarding the overworked
cases of two women who bled to death while giving birth. The under stocked fapetitioners argue that by not providing essential medical com13
World
modities and health services to pregnant women, the govern- cilities .
ment is violating the constitutional rights of Ugandans.
Bank, (2012) reports corruption as another challenge to healthcare in the country,
with government officials swindling money meant for the health
sector. Uganda has one of the worst reputations in the East Africa
for corruption of public funds and bribery to access essential services. The 2013 East African Bribery Index claimed that Uganda
has the highest prevalence rate of bribery in East Africa at 26.8%,
with Burundi following in second at 18.6% 14.
Maternal health in Uganda is affected by many factors: 37% of the
women are anaemic and excessive bleeding is the major cause of
maternal mortality in the country15. Ugandan women maternal
health is also affected by the high fertility rate. According to the Human development Report, 2011, the fertility rate in Uganda is 5.6
children per woman. In the same report, only 42% of the women
in Uganda gave birth with health skilled attendants, 94% at least
had had 1 antenatal visit, and only 47 of the women in Uganda
Agaba Maureen “Uganda: Critical Action Needed to Curb Rising Maternal Mortality Rates”.
The New Vision 9 August 2013. Retrieved from: allafrica.com/stories/201308090843.htmlUganda:
14
Trina Moyles “Danger in Labour: Uganda Mental health Crisis”. Think Africa Press, Thursday, July http://thinkafricapress.com/uganda/inside-southwestern-maternal-health-crisis-kabale
15
The New Vision 12th, April, 2013
13
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receive all the 4 antenatal care coverage, 24% of the women in child
bearing age use contraceptives16. With such behaviours there is no
doubt that maternal mortality in Uganda still remains high. According to the free Wikipedia, 2013, maternal mortality in Uganda
is perpetuated by the following factors; an overall low use of contraceptives, limited capacity of health facilities to manage abortions/
miscarriage complications, poor quality health care services, limited access to healthcare services, cultural barrier to accessing maternal care, limited reproductive health literacy, and prevalence of
malaria and HIV/AIDS among pregnant women17.
According to the International Monetary Fund, Zambia and Uganda have similar GDPs, but World Health Organisation figures show
very different death rates for mothers in the two countries: 7.8%
of all deaths of women of reproductive age in Zambia are related
to childbirth, compared to 11.3% in Uganda18. This is a violation
of Article 33 (3), which states that: “The state shall protect women
and their rights, taking into account their unique status and natural
maternal functions in society”. The four most common contributors
to maternal deaths in Uganda are haemorrhage (26%), complications from indirect conditions such as malaria or HIV (25%), sepsis
(22%), and obstructed labour (13%)19 . High maternal mortality has
been tied to a number of challenges, including health-system failures, financing barriers, and sociocultural issues. Maternal health
advocates cite nine key priorities for advocacy work. These priorities
range from community-level promotion of high-impact interventions to high-level advocacy on health-sector financing and human
resources. On average, a Ugandan midwife delivers between 350500 babies each year which is double the recommended number
(175) by WHO. The required number of trained midwives in public
health facilities in Uganda is 6061, but only 4607 of the positions
are filled20.
http://en.wikipedia.org/wiki/Maternal_health_in_Uganda
http://en.wikipedia.org/wiki/Maternal_health_in_Ugand
18
Article entitled: “Uganda: Too many deaths at Child birth” by Retrive on 13/05/2015 from:
http://www.irinnews.org/report/93420/uganda-too-many-deaths-in-childbirthhttp
19
http://allafrica.com/stories/201309190047.htm
20
Daily Monitor, 28/05/2015. “Swedish government to train Uganda students in midwifery”,
Article by Joshep Kato. Retrieved from http://www.monitor.co.ug/News/National/Swedish-government-train-Ugandan-students-midwifery/-/688334/2731138/-/1uxo2t/-/index.
html
16
17
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1.3 Maternal Health Care Services in the Selected
Districts in NNE-Uganda
Health care during pregnancy is essential to ensure the normal,
healthy evolution of the pregnancy and to prevent, detect or predict potential complications during the pregnancy or delivery.
Good quality care must be provided by skilled health personnel
equipped to detect potential complications and provide the necessary attention or referral. However, maternal health care is wanting in the North and North Eastern parts of Uganda. This has been
compounded by the over two decades of the Lord Resistance Army
(LRA) insurgency in the region and the long period of insecurity
resulting from cattle rustling by the Karimajong. These factors and
low investment by the government in the sector affected maternal
health services.
Amuru District which was curved out of Gulu District lacks a district hospital, and the Atiak health centre IV, which is the biggest
health Centre in the district, is in a miserable state. The unit has
neither electricity nor a generator, and at night health workers use
phone torches or paraffin lamp21 to carry out their duties. The unit
which ought to be having a clinical officer, according to the ministry
of health policy has only a nursing officer as the in-charge22 . This
portrays a big challenge to maternal health care. Similarly, Otuke
district which was curved out of Lira district in 2009 also lacks a
district hospital. Before Kristina health centre was established,
the district had only 1 doctor serving a population of 8,730 people.
The new health facility is said to be serving over 1000 patients, and
it is not uncommon to see patients travelling (on foot or bicycle) up
to 20 kilometres for treatment23.
Ngora district has one hospital which is privately run by the Church
of Uganda and serves 136,619 people, and a health centre III which
is a government facility but basically a maternal unit. Just like other
“Who will heal Uganda’s ailing health System?” by Ssekika Edward in the Observer 29th July
2013: retrieved on 11th may 2015 from: http://www.observer.ug/features-sp-2084439083
/57-feature/26662-who-will-heal-ugandas-ailing-health-system
22
Ibid, 2013.
23
http://achonugandachildren.org/kristina-health-center-treats-patient-1000/
21
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government facilities in the country, Ngora maternity unit is equally miserable. The unit is poorly supplied with water, there are only
two registered midwives and two enrolled midwives, few support
staff, and there is no theatre. The unit only delivers normal births
and in cases where a woman is in need of a C- section birth, she
has to be transferred to the private hospital at cost, yet most of the
women are poor. The maternity unit also lacks an ambulance, and
in case of an emergency, say need of caesarean birth; women are
pushed using trolleys to the private hospital 24.
Nakapiripirit has an Infant Mortality Rate (IMR) of 178 per 1000
live births, Child Mortality Rate (CMR) of 248 per 1000 live
births and Maternal Mortality Rate (MMR) of 527 per 100,000
live births25 .Total Fertility Rate is 7.9 while 50% of children under 5yrs are stunted compared to the national average of 39.1%26.
The health sector in the district is faced with several challenges;
the distribution and coverage of health Centers in the district presents a severe challenge for accessibility. This is made worse by the
very poor transport network in the district where some areas are
nearly impossible to reach. All the health centres face routine drug
stock outs and in most health units; this can last for up to three
months. Hence many people seek self-medication because it is the
quickest way to access treatment. “We even buy cannulas, drip water and syringes” a woman expressed herself with bitterness and
shock in a FGD. There is also inadequate staff accommodation in all
the health units and health workers travel several kilometres to
health units. According to one young woman in a FGD in TokoraKakomongole S/C, “If one goes after 6:00pm she is told to wait
till the next day to be attended to by a doctor, whatever the condition.”
The challenge in Nakapiripirit district remains a low level of deliveries in health centres, with only 512 mothers reportedly delivering

http://www.ngorahospital.org/Freda_Carr_Hospital_july20101%20CMCCMMR.pdf
ACODE (2011), LOCAL GOVERNMENT COUNCILS’ PERFORMANCE AND SERVICE
DELIVERY IN UGANDA: Nakapiripirit District Council Score-Card Report 2009/2010
26
Ibid, 2011
24
25
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in the 12 government health facilities in FY 2012/1327 . This was
explained by three key reasons: (1) a nascent distrust on part of the
patients to deliver in these health centres given complaints about
staff reporting late for duty, and closing of the health centres on
Fridays to Sundays; the frequent shortage of medicine and medical
supplies and lack of beds and mattresses in maternity wards; (2)
critical human resource shortage with the district failing to attract
and retain medical doctors, and midwives which specifically affects
provision of Emergency Obstetric Care (EmOC), (3) the poor road
network makes access to the health centres practically impossible
especially during the rainy seasons28.
The region’s referral hospital is in Moroto with a capacity of only
200 beds. According to the shadow health minister the referral
hospital has only two doctors with tired looking midwives29. In the
same report, the hospital is said to have no running water, a dysfunctional theatre, and that electricity is just but a visitor30. Moroto
regional referral hospital is also understaffed, i.e. it has only 150
out of the 399 required health workers. Additionally, the referral
lacks a gynaecologist, general surgeon and obstetrician to handle
emergencies31. Despite being a regional referral hospital, it refers its
patients to a private facility, St. Kizito hospital, Matanyi. Basing on
this appalling maternal health care situation, JPIIJPC conducted
a study in four newly created districts in NNE-Uganda to generate
recommendations for advocacy initiatives to address these challenges.

ACODE (2014), LOCAL GOVERNMENT COUNCILS’ PERFORMANCE AND SERVICE
DELIVERY IN UGANDA: Nakapiripirit District Council Score-Card Report 2012/2013.
27

28

Ibid, 2014
The Observer “Who will heal Uganda’s ailing health system?” Sunday, 28 July 2013 20:55
Written by Edward Ssekika.
30
Ibid, 2013
31
http://www.nbs.ug/details.php?option=acat&a=1501#.U9irTkD1FR0
29
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2
Methodology
2.1 Study Design
A mixed model approach was used in which both qualitative and
quantitative methods were employed to ensure comprehensive
findings and understanding of the issues about maternal health
care services. The qualitative method, enabled the researchers to
explore in-depth, the maternal health care status of the selected
districts, while the quantitative method enable the researchers ascertain the magnitude and prevalence of problems associated with
maternal health care in the selected districts. The instruments
used included: Interviews Guides (IGs), Focus Group Discussions
(FGDGs), and Questionnaires. Primary data was collected from:
civil servants in the health sector, the Local Council Leaders (LCs
I, II, III, IV, and V), Traditional Birth Attendants (TBAs), Village
Health Team (VHT), Non-Governmental Organizations (NGOs)
working in the areas of maternal health and Community Members.
Secondary data was collected from libraries and internet was used
to authenticate the finding from the primary data.
2.2 Area of Study
The study was conducted in eight districts in the Northern and Eastern regions of Uganda namely: Amuru, Gulu, Otuke, Lira, Ngora,
Soroti, Nakapiripirit and Moroto. The districts were purposively selected on the basis of being JPIIJPC project areas. This geographical location represents an area recovering from long period of War
(LRAW) and Cattle rustling (Karimajong warriors). The four districts of Amuru, Otuke, Ngora and Nakapiripirit were selected to
establish the magnitude and prevalence of maternal health care in
the rural setting, while the selection of Gulu, Soroti, Lira and Moroto was based on the presence of regional referral hospitals serving
the aforementioned districts. In each rural district 12 parishes were
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visited to ensure representativeness of information on maternal
health services in them, targeting; VHTs, Health Centres II (H/C
IIs), Health Centres III (H/C III), and Health Centres (H/C IV), and
Community members. All the four districts don’t have district hospitals as they were curved from the mother districts of Gulu, Lira,
Soroti and Moroto respectively.
2.3 Sample Selection and Size
From the four selected rural districts, 154 parishes were visited targeting, 27 H/C II, 18 H/C III and 5 H/C IV. At the health Centres
and the referrals 10 Nursing Assistants, 20 Enrolled midwives, 15
in charge H/Cs II and III, 6 enrolled nurses, 5 registered midwives,
6 comprehensive nurses, 4 nursing officers, a record manager, 2
in charge maternal and child health care officers, 4 senior nursing
officer, and 1 ophthalmic clinical officer totalling to 73 medical personnel. From the district officials in the sector interviewed were: 3
District Health Officers (DHOs), 4 bio-statistians, 3 District Health
Inspectors and 1 District Health Secretary (DHS), totalling to 11
government officials. Further 78 LCI, 29 LCII, 12 LCIII, and 3 LCV
were interviewed, bringing the total number of LCs interviewed to
122. The LCs were interviewed because they are well aware of the
health services and responsible for village planning meeting which
are sent to the sub county. Another group of key informants were
the NGOs working in the health sector. A total of 12 NGOs were
interviewed. Apart from that, it was found necessary to interview
village VHTs and TBAs. The VHTs were paramount because they
provide first level of health care in the villages. Therefore, they
are acquainted with the health care status of the communities in
which they live. To that effect 70 of them were interviewed in the
selected districts. Similarly, TBAs were interviewed to establish
among the other things the health care seeking behaviour of the
expectant mothers. Moreover, according to government policy they
were supposed to be phased off. Another set of interviews were conducted with the HHs as the right holders. A total of 548 HHs were
interviewed, 165 in Amuru, 137 in Otuke, 129 in Ngora, and 117 in
Maternal Mortality, a Human Right Challenge
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Nakapiritpirit. The HH know the problems associated with maternal health care. Finally, 4 FGDs were conducted in each of the
regions. Amuru 48 participants, Otuke 40, Ngora 47, and Nakapiripirit 49 totalling to 184 of which 80 were men, while 102 were
female. The total number of villages was 300 in 154 parishes.
2.4 Tools and methods of data Collection
Two tools were used for primary data collection, namely: Interview
guides and FGD Interview Guide (FGDIG). The interview guides
were designed for specific categories of respondents, namely: TBAs
Interview Guide (TBAIG), VHTs Interview Guide (VHTIG), Medical
Staff Interview Guides (MSIG), Household Head Interview Guide
(HHIG), and Local Government District Officials Interview Guide.
Specifically, the interview guide for the for medical staff were designed targeting the various levels of health care i.e. H/C II, H/C
III, H/C IV, District Hospitals, and Regional Referral Hospitals. The
interview guides had both structured and unstructured questions.
The unstructured questions were intended to capture the perceptions and views of the respondents about the maternal health care
services in the region.
FGDIG were provided for focus group participants (male and female) of family status. The focus was done in each group having
male separate from women to allow a free environment for discussion. Male and female views were preferred because, they are members of the community, live and experience the situation, are knowledgeable, and understand the maternal health care situation in the
region. The tools were designed to capture information on status
of maternal health care services, challenges in accessing maternal
health care in the regions, government initiatives in addressing the
challenges of maternal health care services in the region, and finally
possible ways to be adopted to ensure access to quality maternal
health care to the women in the region. Additional information was
gathered through documents review involving a wide range of relevant documents on maternal health care such as research reports,
human rights instruments, health policies, newspapers, and the internet.

18
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2.5 Quality Control
Preceding the data collection in the selected districts, the research
assistants were trained on the tools and pre-testing of the tools was
done. The research instruments were refined to ensure suitability,
reliability, coherence and clarity. Further, the refining of the instruments was also meant to guarantee quality primary data collection
during the field exercise. Completed research tools were reviewed
on daily basis by the researches and the research assistants to ensure
their completeness and accuracy. Data collection took two weeks in
each of the regions. Twelve research assistants were trained to collect data from each region, totalling to 48 research assistants. The
selection of the research assistants was based on experience in social
research. Most of the research assistants had participated in previous researches carried out by the Centre in the region. All of them
were graduates and some from the medical field. The quality of the
research assistants helped the research team to gather the relevant
information. Moreover they came from the region and hence the
understanding of the native language was not a problem.
2.6 Data Analysis and Management
Quantitative data was analysed using Microsoft Excel computer
package to derive general and average statistical estimates. In addition, descriptive analysis was adopted as well as graphical and
tabular expositions of the situation of maternal health care services
in the selected districts. Responses from semi-structured questions were coded and entered along with pre-coded responses and
were analysed using Microsoft excel computer package. Descriptive
analysis was undertaken to give the situation of maternal health
care in the selected districts. Qualitative data were analysed thematically. This involved developing broad themes and examining
relationships underlying the status of maternal health services,
causes of maternal death, challenges to maternal health services,
prevalence of maternal mortality and decision making on maternal
health, among others.
Maternal Mortality, a Human Right Challenge
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3
Maternal Death is not inevitable
Without concrete action in favour of women’s
human rights, maternal injury and death
will continue (IIMMHR, 2009)
Though women have the right to lifesaving care, this right has been
violated for so long by many governments, including Uganda. The
cause of maternal death and the most effective ways of preventing
it have been understood for many years. The study established that
community members in each of the 379 villages (122 Amuru, 102
Otuke, 80 Ngora, and 75 Nakapiripirit) of the study districts have
heard or attended burials of 1-2 mothers who have died due to pregnancy related cases in the last five years. Maternal death is caused
by either complications that develop directly as a result of pregnancy, delivery or the postpartum period (a “direct obstetric death”), or
due to an existing medical condition (an “indirect obstetric cause”).
The major direct obstetric complications responsible for maternal
deaths in Uganda include Haemorrhage (bleeding) 26%, Sepsis (infection) 22%, obstructed labour 13%, unsafe abortion 8%, and hypertensive diseases (Pre-eclampsia and Eclampsia) 6%, and other
causes(e.g. malaria, HIV/AIDS, etc) 25%32 . The finding in NNEU
reflected the same scenario of the major causes of maternal death in
the selected districts, namely: haemorrhage, infection, unsafe abortion, eclampsia/pre-eclampsia, prolonged or obstructed labour and
ectopic pregnancy. These deaths are preventable through prenatal,
birthing and basic health care and access to emergency obstetric
care. Therefore, maternal death is not inevitable. What needs to be
done is to ensure that women receive the reproductive health care
they need to ensure safe pregnancy and delivery.
Three challenges or barriers to maternal health care were established to be problematic in the region: access and availability;
MoH, Roadmap for Accelerating the Reduction of Maternal and Neonatal Mortality and
Morbidity in Uganda 2007-2015.
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cost; and information and attitude. Successful interventions should
aim at addressing these challenges. In terms of access and availability, much as public health services are free, women in the study
area are unable to access quality maternal health services when
they need it. The health facilities have the challenges of: inadequate
minimum health care package, inadequate and poorly remunerated
medical personnel, poor infrastructure, poor referral system and
behaviour, inadequate equipment and supplies, and poor road and
transportation system.
The structure
of
Uganda
health sector
has got Health
Centre IIIs to
serve the subcounties and
are the first
level where
maternity, inpatient and
laboratory
Orum H/C IV Otuke District
services are
provided. While H/C IVs provide emergency surgery and blood
transfusion in addition to services offered at HC III. Most H/C IIIs
visited lack running water and lighting for the maternity units. The
mothers or caretakers fetch water from boreholes which are sometimes shared by the community. At night, the nurses on duty are
forced to use touches because of lack of light. “The health facilities
lack or have got inadequate power, and there is need for running
water within the facility”, LC I Nakapiripirit complained. Most of
the H/C IVs lack functional theatres and have inadequate skilled
medical officers, unable to perform EmOC and new-born care tasks.
Yet, the primary objective of establishing HCIVs was to provide
facilities comprehensive EmOC services such as birth by caesarean
sections and blood transfusion. All the four districts lack Gynaecologists and obstetricians at H/C IV. Further, there were cases of
deliveries at H/C II (e.g. Olinga, Ober Abic, Pawer, Omee
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H/C II in Amuru,
Anep-Moroto H/C
II, Natirae H/C II,
Morita, and Nabulengere H/C II in
Nakapiripirit),
though not meant
for such services.
“In April and June
we had some deliveries and yet
we have no services to cater for
None functional “upgraded H/C II”: Otichi H/C II in
such
emergenAmuru with a maternity ward that has been
cies”, a midwife at
a store for over 5 years
Omee H/C II commented. “We conduct deliveries because the community feels since
it is a health centre, all services should be given to them and yet the
government does not supply all the services needed”. At Anep H/C
II, “There is only one room from where we offer treatment to mothers” Alum Catharine, a staff at Anep-moroto H/C II reported. “We
provide delivery services in the absence of a midwife”, Enrolled
Nurse Okwong H/C II. Some H/C II’s were upgraded to carry out
delivery by construction of maternity ward, but they are non-functional e.g. Otichi H/C II.
The health workers are constrained by the heavy workload, lack of
accommodation, poor remuneration and inappropriate skills. The
problems of the health workers were summed up by the in-charge
of Lemusui H/C III: “Inadequate human resource only a nursing
assistant is helping in the maternity section. Remote location of
the health unit does not attract other staff to come and work here.
Accommodation is a big challenge yet they cannot even access a
nearby rental”. In Moroto referral hospital, the nurses complain
of too much work but less pay. This affects the quality of health care
because they are overwhelmed by the number of expecting mothers. This has seriously impacted on their work. Some of the medical
officers at the health centres have no skills for maternal and new-
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born care, despite the critical role they are expected to play at this
level. Whereas the staffing norms is that, HC IIIs and IVs are to be
provided with 2 and 4 midwives respectively but these are inadequate, besides the fact that many positions have not been filled.
In Nakapiripirit district, out of the five H/C III visited, 2 had one
midwife each and 2 had none and needed urgent attention. In the
two health centres with a mid-wife each, one had not reported for
duty, while the other health centre had two midwives, but one of
them was temporal. For the two H/C IVs visited in Nakapiripirit,
Nabilatuk H/C IV had 3 midwives two not committed, while Tokorah H/C IV had 2 midwives and one was on study leave. Therefore,
both levels did not have the required number of staffing.
Of all the visited 18 health centre IIIs, only four had 2 midwives
permanently at the time of visit. Some of the HC IIIs like Temusui
HC III in Nakapiripirit did not have any healthcare professional for
maternal health, as one of the respondents laments for urgent intervention. “...Haaa, for this much work, I think more 10 enrolled
midwives are needed to help us. I have been over loaded day and
night.”, an Enrolled midwife in Ngora H/C IV added. Of the 5 HC
IVs visited in the 4 districts, only 2 met the minimum requirement
for staffing, though they were overwhelmed with work, as they work
day and night.
Most of the staff prefers to work at the district or live at the district headquarters. The rural areas don’t have incentives to attract
them. A report by Voluntary Services Overseas and HEPS-Uganda
indicated that rural midwives in the government sector struggle to
provide a service with no delivery kit, cord clamp, sucker, gauze or
cotton wool, and just a pair of scissors. The health shadow minister
describes the situation as ‘pathetic’, and the facilities as ‘sick and
wanting help33.
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Geographical accessibility of households to health facilities increased as a result of construction of HC IIs in the parishes. However there is 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. “Inadequate
space, lack of infrastructure for better health service deliveries e.g.
ANC, PNC, family planning etc, inadequate staffing for current integrated service deliveries as per staffing norms, drug and medical supplies stock outs”, a Senior Nursing Officer at Orum H/C in
Otuke district explained. Many Health Centres are in an appalling
state, with maternities lacking water and lighting, hence inappropriate for maternal and new-born health care. In most HC IVs, the
theatres are non-functional due to lack of equipment, staff and/or
staff housing and lack of blood for transfusion. The intended basic
surgery, such as caesarean section cannot be carried out to those in
need. “I witnessed referral of a women from our health unit to another due to lack of blood for transfusion”, Agira Hellen Housewife
in Nakapiripirit district expressed her disappointment. Women
have to trek long distances looking for these services.
The study established that there are poor referral system and behaviour 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. Ideal
referral system should be step wise from the community to health
centre and then to hospital with adequate support for appropriate
care at each level and vice versa.
An effective and efficient referral system, in which women with obstetric complications are quickly transferred from a lower to a higher health facility greatly contributed to reduction of maternal
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deaths. The innovative Rural Extended
Services for Care
and Ultimate Emergency Relief (RESCUER) programme,
which provides an
effective and efficient referral system, in which women with obstetric
complications are
quickly transferred
Olilim HC III with a dilapidated Ambulance structures
from a lower to a
higher health facility greatly contributed to reduction of maternal
deaths in Iganga and other districts34 . Similarly, the Making Pregnancy Safer initiative reduced maternal deaths in Soroti District35.
However, for both innovations, the capacity of districts to sustain
such a system remains inadequate.
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. In addition,
only 31.5% of HC IVs and 42% of district hospitals had oxytocics
in stock, while most health units including referral hospitals had
stock-outs of key antibiotics. 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
only 34% were functional. Reasons for non-functionality of theatres
included uninstalled equipment, lack of reliable source of power,
lack of water and facilities for blood transfusion. This situation still
exists in the study districts. “A mother was to be operated and the
operation was to be done by the doctors, but the hospital had no
MoH, Roadmap for Accelerating the Reduction of Maternal and Neonatal Mortality and
Morbidity in Uganda 2007-2015.
35
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power which led to the death of the mother”, said a house wife in
Akwer Village – Obbo parish – Lamogi Sub-county. Most of the
facilities are not supplied with running water. “Water shortage at
the health centres is a big hindrance to the wellbeing of pregnant
mothers at the health centre” explained LCI Amuru. “We face a big
challenge of water, especially in dry season, to wash after delivery
and to wash clothes and utensil in maternity ward” lamented a
woman in Nakapiripirit.
Although the government has eliminated user fees for public health
services, professional healthcare still remains too expensive for
many women in this region. The study reveals that there are costs
which set barriers for mothers to access available maternal health
care. These costs are both direct and indirect: the cost of drugs
which are lacking in the public health facilities, transport for referral cases, and of delivery requirements.
Distribution of Mama Kits
Districts
Amuru
Nakapiripirit
Ngora
Otuke

Received
N=251
61
51
31
108

%
37.9
44.7
24.2
79.4

Did not receive
N=288
%
100
62.1
63
55.3
97
75.8
28
20.6

Combined with the cost of transportation to the health centres,
and feeding at the health Centre is often more expensive, making
pregnant women with complications doubly vulnerable. In addition
there are costs for referral to private health facilities which women
are not able to incur in case of complications which cannot be handled in the public health facilities. This explains why more deliveries are not at the health centres compared to ANC. In 2012/13 ANC
was 61.1 % while delivery at the H/Cs stood at 21.6% in the study
districts. Similarly in 2013/14 ANC was 59.2%, while delivery in
2013/14 was 22.1%. To this effect, 75% in 2012/13, and 72.8% did
not go back to deliver from the health facilities. This shows most
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of the women prefer to deliver at home than the health facilities.
This makes them more vulnerable to mortality. Moreover, PNC in
the four districts were the lowest registering 13.3% in 2012/13 and
18.7% in 2013/14.
Poor road infrastructure and transportation present another
hurdle faced by the
women in NNE Uganda to access effective
maternal care. Especially in rural areas,
clinics are often too
far away or otherwise
inaccessible.
Frequently there are no
roads to the nearest
A road to Ogwete HC II in Otuke District
health facility, or existing roads are impassable due to road quality, terrain, natural disasters or during the rainy season. The transport system is a problem, even where CUAMM has tried to alleviate maternal health care
by providing boda transport vouchers to pregnant mothers in Karamoja. “Even though CUAMM has given voucher cards for mothers
to get boda when labour starts, the bodas are not accessible in the
villages…. The weather conditions affect us despite the voucher
system, at times when the mother is in labour when it is raining no
bodaboda comes to pick them”, respondents from Nakapiripirit.
There is problem of the nurses not paying the boda boda as well.
“Despite the fact the CUAMM gives us the opportunity to get boda
boda to go to hospital… at times when you access one to reach the
health centre, the nurses refuse to pay them hence leaving you
with the responsibility of paying the bodaboda” a housewife in Namalu sub-county complained. The Overseas Development Institute
(ODI) reports that in rural Zimbabwe, transportation problems
were cited in 28 per cent of maternal deaths, compared with 3 per
cent in Harare. Tunisia has made impressive strides in scaling up
maternal care and reducing maternal mortality, but there has been
Maternal Mortality, a Human Right Challenge
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less progress in rural areas. This can be particularly dangerous for
women suffering from obstetric complications, where delays in
reaching medical care can have permanent consequences. Obstetric
fistula, a painful and unhygienic consequence of obstructed labour
over a long time is compounded by the inability to reach medical
attention and disproportionately affects poor and rural women, often resulting in their social isolation. Increasing road access to clinics has a demonstrable impact on care. One study showed that use
of Ghana’s public health facilities nearly doubled when distance to
clinics or hospitals was halved.
Community health workers can improve maternal health more
cost-effectively and reach more of the population if given the proper tools. Providing means of communication to health personnel
can improve access for those in need of care. Phones allow pregnant
women to ask health workers and alert them when they are going
into labour. Additionally, phones allow health workers to communicate data to health facilities. The community members have
a big challenge with communication to the health facilities, which
has aggravated the risk of maternal death in the villages. “At times
when we want to pass a message concerning expectant mothers
we fail because there are no phones. Even we do not have phones
to call bodas from trading Centres”, a housewife in Lolachat subcounty lamented. In Rwanda, community health workers have received 10,593 government-funded mobile phones. Telecommunications companies, such as MTN and Voxiva, are working with the
Rwandan Government to support this initiative. In his speech to
health workers, Dr Richard Sezibera, the former Rwandan Minister of Health, described the phones as: “a tool that will enable you
to perform your duties effectively so that you can significantly cut
mortality rates especially among mothers and children under five,
in line with the health goals”. Contrary to Rwandan situation where
mobile phones have significantly, contributed to reduction of maternal mortality, VHTs in NNEU are constraints to communicate to
health professionals during emergency due to lack of airtime and
sometimes due to low battery. “We are unable to communicate
to health workers in the hospitals due to lack of airtime”, a VHT
member in Nakapipiritpirit district. Uganda government can bor-
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row a leaf from Rwandan government to partner with telecom companies. On the contrary there has been an increase on airtime tax
making it difficult for rural population to make calls.
As it is widely recognized, maternal death in these regions also occur due to factors described in the three delays: Delay 1: decision
to seek health care (within the family or house hold level) – socioeconomic/cultural factors that affect accessibility of health facilities and quality of care; delay 2: identifying and reaching medical
health facilities (related to timely and effective means of transport)
– affecting accessibility; and delay 3: receipt of adequate and appropriate treatment (at the health facilities) – affecting quality of
care. The first delay occurs within the household/family level and
is related to the limited ability of the woman and her close relatives
to make a decision to seek care. This is closely linked to the inability to appreciate danger signs of pregnancy, delivery and postpartum due to inadequate knowledge. Some of the men are negligent,
hence causing maternal death. “Negligence from their husbands
who do not take their wives for ANC and when they develop complications, they end up dying”, LC II Chairman Arwotngo ParishOtuke district. In addition, some cultural practices restrict women
from seeking health care, while poverty at the household level also
limits their decision- making to seek health care. Apart from inadequate support from their husbands, some men even lack the money
to meet antenatal care. “Some men, because they fail to give their
women maternal requirements, fear that health workers would
force them to buy” FGHD Otuke. Others “… do not assist their
wives by taking them to the health units and also lack finances”,
Polot John LC I Okajaka village-Ngora District. The second delay is
related to inability of pregnant women with labour complications
to access available health facilities when need arises. This is due to
lack of community support, timely means of transport or resources
to pay for it, long distances, poor roads and communication.
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In Northern Uganda, 43.7 % of the population lives below the absolute poverty line, underpinning the role of poverty in birth preparedness. The third delay is in receiving care at the health facilities. At the facility level, preparedness to respond to obstetric and
new born emergencies is critical to the survival of women and the
new-born. Many health facilities, particularly HC IIIs and IIs lack
adequate skilled attendants, equipment, drugs and supplies for appropriate care during pregnancy and after child birth. “In case of
any referral, the mother has to look for transport because the facility has no ambulance; there are also delays at the facility due to few
staff at the facility”, in- charge and Enrolled midwife Okwongo H/C
III Otuke District. Functioning health centre or hospital is a critical
factor in reducing the life-threatening delays and the subsequent
prevention of maternal death and disability. For example, whereas
postpartum haemorrhage can kill a woman in less than two hours
for most complications, a woman has about 12 hours or more to get
life-saving emergency care.
Among the rich and women with good access to health services,
maternal mortality has been effectively eliminated as a health problem. Governments that fail to apply the resources at their disposal
towards implementing best practices in reducing maternal mortality show disregard for women’s rights and humanity. Uganda allocates 6 - 8 % of the national budget to health services instead of 15%
recommended budget and out of this less than 5 % goes to maternal
health. As already noted in 2015/2016 budget the government allocated only 6.9% of the national budget to the health sector. That
is why the maternal health services in the public health facilities
are met with the challenges of: inadequate medical personnel, inadequate equipment and medical supplies, negligence of the health
worker, poor remuneration of the health workers, staff absenteeism, lack of transport (ambulances), lack of awareness on maternal
health service provision. Women have a right to lifesaving care.

30

Maternal Mortality, a Human Right Challenge

Women’s right to life should not be compromised by the fact of
pregnancy. The right to non-discrimination includes the right to
basic and emergency obstetric care.
Government failure to protect these rights often results from deep
inequalities in political power between men and women, between
wealthy and poor, and between urban and rural. The study in the
NNEU reflects this clearly by the challenges faced by women in the
region. Allocating adequate public resources to maternal and reproductive health services by the government is a concrete step of
fulfilling its commitment to protect women’s rights in the regions.
The government should provide adequate, affordable and accessible health services, including information, education and communication programmes to women especially those in rural areas.
It should also establish and strengthen existing prenatal, delivery
and post-natal health and nutritional services for women during
pregnancy and while they are breastfeeding.
Health care interventions are crucial, maternal death and injury
will be averted only if the government acts to guarantee women’s
right more broadly. In order to reduce life threatening complications of pregnancy, the government must create laws and policies
that guarantee women’s right to comprehensive health services,
namely; reproductive health services, protection from violence,
subordination, and discrimination; and ensure women’s equal
place in political decision-making at all level. The study reveals that
access to reproductive health services is a big problem to the rural and poor urban women, violence against women is still high,
women subordination is still high, and even though the political
presentation is there, the influence of women in decision making is still weak. Any government that neglects maternal death
and injury neglects human rights which it has pledged to uphold.
Therefore, they must be held accountable for this neglect. They
are obliged to respect, protect and fulfil rights to universal access
to health services that help prevent maternal death and injury.
•
•

Women have the right to life (ICCPR, article 6).
Women have the right to the highest attainable standard of
health, as well as health services that are accessible, affod-
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•

•
•
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able, of good quality and acceptable (ICESCR, article 12; CEDAW, article 12).
Women have the right to be free from discrimination on the
grounds of sex, race, nationality, income or property, religion, health status, social origin and other status, including
in the provision of health services (ICCPR, article 2).
Women have the right to enjoy the benefits of scientific progress, including in the area of emergency obstetric care (ICESCR, article 15).
International assistance and cooperation must be part of the
progressive realization of the right to health services in lowincome countries (ICESCR, article 2).
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4
Poorest and Most Vulnerable
Women face the Greatest Barriers to
Maternal Health Care
“Human rights are not just about prisoners of conscience, they
are also about prisoners of poverty. Human rights are not just
about torture, they are also about avoidable deaths from preventable health conditions.”- Paul Hunt, former UN Special
Rapporteur on the Right to Health1
In many developing countries, fees for health services block women
from accessing life-saving obstetric care. The UN Committee on
Economic, Social and cultural Rights, which oversees states’ implementation of the right to health, notes that governments are obliged
to ensure affordability of health services for all, including “Socially
disadvantaged groups”. People living in poverty must not be excluded from essential services or disproportionately burdened with
fees for health service. The widely ratified Convention on the Elimination of All Forms of Discrimination against Women (CEDAW)
obliges states parties to provide free services to pregnant women
“where necessary” (Art. 12), an important commitment that is too
often unfulfilled. As an urgent priority, governments must find ways
to ensure that women do not die for lack of money to pay for skilled
care before and after birth or EmOC. And it is a human rights obligation of donor countries to assist them toward this end.
Realizing that user fees discriminate against the poor, the government abolished user fees in public health centres in 2001. Nevertheless, the study revealed that access to maternal health care for
the poorest and vulnerable in the North and North Eastern Uganda
is still a problem. It was established that poverty incapacitates the
poor women in the region as there are other costs they incur though
medical services are free in the public health facilities. These include transport to the health facility, feeding at the health facility,
basic maternal utilities necessary for delivery (mama kit, dressing),
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purchase of drugs lacking in the PH, referral cost in times of emergency among others. Most of the women are unable to pay for maternal health services in the private health facilities when the Public
Health Facilities lack what they need for safe delivery. Sometimes
while at the public health facility, they are asked to buy medicines
which are lacking at the health facility, yet the majority are poor.
These render them a precarious situation of unsafe motherhood.
“Yes, in terms of transportation during referrals from health Centres to hospitals, some mothers cannot afford fuel; Some mothers don’t have even basic things needed at the Health Centres so
they feel ashamed to go to the health Centre”, Biostatician – Gulu.
Consequently, they are forced to make harsh choices – knowingly
putting their health at risk because they cannot see their children
go hungry, for example, to attend antenatal care. Transport to reach
health centres and cost of drugs are found to be devastating for the
poor families in the region. In the worst cases, the families sell their
property to meet the cost for safe delivery. The properties include
chicken, goats or mortgage there household items. Moreover they
experience a greater burden of disease but have lower access to
health services than the less poor. Barriers to access arise from both
the service providers and the consumers. Distance to service points,
perceived quality of care and availability of drugs are key determinants of utilisation. Other barriers are perceived lack of skilled staff
in public facilities, late referrals, health worker attitude, costs of
care and lack of knowledge.
Poverty is a Key determinant of Women’s Use of Formal Maternal Health care Services and Maternal Mortality. There is emerging evidence of the link between poverty and maternal deaths in
low- and middle-income countries. In Peru, for example, there
is a six fold difference between the MMR among the richest and
poorest income quintiles (130/100,000 vs. 800/100,000)36.
In Indonesia, the risk of maternal death is around three to
four times greater in the poorest than the richest groups37.
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An analysis across 10 developing countries reveals that the proportion of women dying of maternal causes increases consistently with
increasing poverty38. Though this survey was not meant to analyse
the clear link between maternal death and poverty in the study districts, the poor utilization of maternal health services by majority
impoverish population in the rural area is a clear pointer to this
reality. There are significant disparities in the use of maternal
healthcare services across socioeconomic groups. The rural-urban
differential in access and utilization of antenatal care services was
significant and rural women were more disadvantaged than their
urban counterparts. The age of the mother, number of living children a woman had, educational level, type of place of residence and
region of residence were all significant predictors for the use and
non-use of antenatal care service. It was established the majority
of the mothers were young women with low education and living in
rural areas. Further most of the families were big coupled with the
burden of extended families.
The study established that 73% of urban women in NNE Uganda
give birth attended by, nurses or midwives compared to 30 % in the
rural areas. The poorest women in the poorest regions of NNEU
have the lowest maternal healthcare service access and use. High
disparities exist in the percentage of deliveries by skilled health
personnel in rural and urban areas. For instance it was established
that Utilization of MHC is significantly higher in urban than rural
areas in all the four regions. This is because women living in urban
areas have gained in reproductive self-determination and to some
extent also in financial autonomy over their reproductive and family health decisions which have improved their health care seeking
behaviour and well-being. All these translate into the possibilities
of maternal deaths.
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Cost is a key factor accounting for the low rates of utilization of maternal healthcare services among poor women. For women seeking
maternal health care, costs include those for facilities and services,
and involve both formal and informal fees, the cost of drugs and
equipment, transport to a hospital or clinic, and the opportunity
costs of getting to a health facility and receiving care. The costs of
emergency care in the event of obstetric complications can be even
higher. For many poor women in NNEU, costs were prohibitively
high and prevent them from getting the maternal health care they
need. For instance many of them lack transport to go to the health
facilities, in times of emergency, and to buy the drugs they need.
“One thing is that, even when the vehicle/ambulance is available,
fuel becomes a problem for them to access the health facility. In
terms of emergency, they cannot even call since they lack phones
and airtime and those like VHTs who have phones do not have
airtime to call”, Registered midwife-Nabilatuk H/C IV. “Sometimes if they have no bed sheets they feel ashamed to come here;
in the situation when drugs are out of stoke patients are asked
to buy drugs at the clinic but they can’t afford…”, Staff, Agu H/C
III Ngora. “Most pregnant women don’t have good clothes to wrap
their babies upon delivery at the health facilities. Therefore, they
shy away and deliver from home”, DHI- Amuru.
Again the women are faced with the problem of informal fees. These
are unofficial payments they make in public health centres where
services are free. They are paid for supplies or given as incentives to
staff to induce better care. The women are subjected to contribute
for fuel for the use of the ambulance. Some of them are asked to buy
cotton wool. Although these are not official charges, they do exist.
Such costs have been catastrophic, to some of the poorest women
in the rural areas. “The mother who died had been chased from
a health facility when she had no mama kit”, a respondent from
Otuke.
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Further, travel cost is
substantial
and
poses a significant
barrier to many of
the poor expectant
mothers in the study
area. The transport
cost is high due to
poor means or inadequacy, as well
as the long distance
to the health CenPoor road structure connecting to Guruguru H/C II
tre. There is “poor
means of transport to health unit, high transportation costs, and
the health centre is very far”, lamented Labol Magarate –housewife
in Amuru District. The common means of transport are the boda
boda, bicycles, taxis and pickups. Moreover, bodaboda transport
is risky especially for expectant mothers, while the bicycles cannot
help in emergency cases. In Karamoja sometimes the community
members wait for government or NGOs’ vehicles. If carefully computed, the transport cost women incur would be 50% or more of the
total costs of health care. The long distance has an adverse effect
on women’s demand for facility-based deliveries. “Yes, because if
a mother has no money she cannot afford transport to H/C and
even get to referral Hospitals”, Staff, Agu H/C III Ngora.
On average, women travel over 10 Km to the health facilities. The
transport costs are high mainly because of very few means of public transport, long distances from the health centres and poor road
infrastructure in the rural areas where the poor are concentrated.
Some community members have settled in remote areas far from
health facilities. The roads to some areas are very bad and impassable making costs of transport very high (Dr. Odong Patrick Olweny
–Amuru District). “Most people do not have transport in times of
emergency, even going to the health facilities to seek medical attention”, DHI- Amuru. During the rainy season, the situation is
worse especially for Karamoja region. By contrast, halving distance
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to public health facilities would significantly, improve access and
utilization of MHC.
The opportunity cost of seeking care was a significant barrier for
poor women in the region. There are women who could not afford
to take time off from their productive work as they lack the means to
pay someone to carry out productive tasks while seeking maternal
healthcare services. “Yes, a mother resists leaving her other children at home to stay in the hospital to deliver, saying nobody will
provide for them. Walking long distances to attend ANC / PMC is
considered a waste of time while she would spend that time looking for food for her family” said a respondent working with NGO
in Moroto. The above results suggest that unless health facilities
are evenly distributed across all regions specifically targeting the
rural populace with emphasis on availability and affordability, utilization of maternal health care services by the poor and the vulnerable in the region will still remain challenge. In addition, improving
referral systems and roads as well as educating men would make
tremendous contribution to increasing access and utilization of maternal health services by poor and vulnerable expectant mothers.
Donor countries have an obligation to help low-income countries
ensure that low-income women are never left behind in access
to health care. In places where the cost of health care is so high,
governments are obliged, with the help from donor countries, to
prevent user and informal fees in Private Health Centres (PHCs),
and opportunity costs from posing a discriminatory barrier for
low-income women. Government can learn from NGOs around the
world in which community-controlled emergency funds or subsidy
schemes have assisted women in paying for EmOC. NGOs play an
important role in advocating for both government action to support
such efforts and international assistance to eliminate all economic barriers to health services for women. In obstetric emergency,
women are particularly dependent on others and on transportation and referral systems to ensure that they reach life-saving care.
Governments must act urgently to change the common situation of
better-off women having access to the best care while women living in poverty or rural or remote areas die for lack of care. Referral
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systems that ensure access to care for rural women and others who
live far from hospital must be central to policies and programs, not
afterthoughts. Women of lower caste or class or socially marginalized must not be left behind. Successful methods of addressing Obstetric emergencies include mobilizing the community and creating
community-level plans and structures to provide both financial and
transportation assistance.
The world’s most vulnerable women are those in conflict areas or
post conflict areas like the NNE Uganda. They face extraordinary
risks during pregnancy and child birth. This is because women in
these situations depend on humanitarian assistance and it is the
duty of the international community to ensure their human right to
safety during pregnancy and child birth. Unfortunately, skyrocketing rates of maternal mortality in conflict and post-conflict regions
receive too little attention from international donors and governments. Affordable obstetric and reproductive health services are
the right of all women, including women living in poverty:
•
•
•
•

Women have a right not to be excluded from essential health
services because of poverty (GC 14)
Women living in poverty have the right not to carry a disproportionate burden of health service costs (GC.14)
Pregnant women have the right to health services at no cost
to them where necessary to meet their need for care (CEDAW, Art. 12).
Women have the right to medical attention in the event of
illness (ICESCR, Art. 12).
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5
Lack of Respect to
Women’s Dignity and Rights at
Health Care Facilities
Without concrete action in favour of women’s human rights,
maternal injury and death will continue (IIMMHR, 2009)
To save women’s lives, health care facilities must respect women’s
dignity and rights. Women in the last stages of pregnancy and in
labour are vulnerable and need competent and sensitive care. Pregnant women who are bleeding profusely, burning with fever from
infection, or in the excruciating situations of prolonged labour are
extremely vulnerable and their lives depend on the actions of others. Women living in poverty, young women, and those with little
formal education are the most vulnerable of all and possibly the
least able to demand services or ask questions of service providers. Women with HIV/AIDS, women with scars from female genital
mutilation, and women who are victims of domestic violence may
face elevated risk of obstetric emergencies and need special attention.
NGOs and researches have documented horrible mistreatment of
women in maternity facilities in many countries. Women are treated with disrespect, not consulted on the course of their care, and
insulted as ignorant. In worse cases, they are physically abused by
the health workers- the very people from whom they seek critical
care. In some cases, the doctors and other staff of maternity facilities do not speak the language of the women they serve and translators are not available. Some health facilities show little regard for
cultural practices and beliefs related to childbirth – for example requiring women to give birth lying down when sitting or squatting
is the custom they have inherited from their mothers. Women in
some cultures may not be prepared to receive certain services from
a male doctor or nurse but are not given a choice in this regard.
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Once present at an EmOC facility, women may experience delays
in getting the urgent services they need. It is not surprising that in
many countries, surveys have shown that even if obstetric services
are available, women prefer to give birth at home with the assistance of someone they know and trust.
Whereas health centres have been built in villages across Uganda,
the structures are usually devoid of equipment and medicine. Ugandan newspapers frequently tell stories of midwives and nurses who
treat women in labour with a chilling lack of compassion. And at
times, when the caregivers are overwhelmed, some women are left
to die39 . Valente Inziku, a Ugandan man who lost his wife and baby
in such circumstances in 2010, blamed the government for his loss.
The hospital in northern Uganda where his wife went had no gloves
or a delivery kit and the midwives were greatly outnumbered by the
patients, he said40 . The nurses asked him to buy gloves that were
never used. “She was not attended to,” Inziku said. “She waved her
hands the whole day but no one responded. Then she started bleeding. She bled and bled and then she died in my hands41.

The maternity ward in Olilim HC III

The study established that women’s
dignity and rights
are not being respected at the health
facilities. They include: negligence
by health workers,
lack of privacy, inadequate beds for
the mothers who
have
delivered,

“Stunning childbirth mortality rate in Uganda sparks human rights court case” By: Rodney
Muhumuza The Associated Press, Published on Wed Jun 13 2012. Retrieved from:http://
www.thestar.com/news/world/2012/06/13/stunning_childbirth_mortality_rate_in_
uganda_sparks_human_rights_court_case.html
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rude and unfriendly health workers, and staff absenteeism. Expectant mothers are entitled to be attended by qualified medical personnel. On the contrary, in some of the health centres the nurses
absent themselves from work, leave work early or come late for
work the respondents confirmed. For instance during men FGD in
Amuru district, it was reported that “In government health units,
the health workers close and go at midday”. Similarly it was noted
that staff are even less available at night. “The health workers are
not always present at Atiak Health Centre IV especially at night”,
LC II Chairman Pupwonya Parish Atiak Subcounty. This problem was also associated with staff living outside the health facilities premises. “At our Health Centre most nurses stay outside the
health facilities so when women go at night to the health unit, there
is no one to attend to them”, Longiel Edimentina Lemsui Village –
Morita Sub-county Nakapiripirit. The worst form of negligence was
of nurses not taking action on a needy mother. “She was HIV/AIDS
positive bled and died because the nurses neglected her and feared
to attend to her”, Akello Annet housewife Kumel village in Ngora
district lamented.
There is also a significant problem of inadequate infrastructure in
some of the health facilities, which has affected the rights to privacy. For instance in Nabilatuk H/C IV - “all the clinics are run within
the maternity ward, namely; antenatal, postnatal, family planning, deliveries, counselling, hence affecting the women’s privacy”,
reported Titin Jane- registered midwife at the Unit. The lack of privacy makes some of the women shun delivering from health centre.
Further, there is limited space and beds in some of the health units
leading to the risk of getting infected by sleeping on the floor and
mixing with other patients. “Limited space at the H/C therefore the
patients are mixed, those suffering from other diseases with those
for maternal care”, Enrolled Midwife Lacor H/C III confirmed.
Again “the beds are not enough at the facilities leading to some
mothers sleeping down on the floor risking infection” LC II Otuke.
In some of the health facilities the women share the beds. “Here the
mothers share the beds, after delivery one is asked to come down
and the other goes to the bed”, Medical staff lamented.
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Abuse of expectant mothers by the nurses is a common occurrence. “Sometimes nurses tend to discourage, threaten, and abuse the women, which has made mothers to have
home deliveries. If one has HIV/AIDS or STDs the nurses gossip about her”, Housewife Nakapiripirit respondents.
“In the health centre
there is a condition
that you should be
clean to deliver from
there. So for us who
have only one cloth
cannot go and mix
with clean people because the nurse will
A dilapidated delivery bed in Olilim H/C III
shout at us”, said a
housewife-Losimit village- Lolachat sub-county-Nakapiritpirit. In
some cases the women are harassed by the nurses. “The mid wives
are not very welcoming especially when you go for delivery with a
helper”, FGD-women Amuru District. “There are many cases of
self-delivery and most times the care takers are found to deliver
the mothers they take” FGD-women Amuru District. Further the
respondents identified problems with limited space for laundry and
shortage of latrines and dirty health centre.
Midwives, doctors,
and others who provide maternity care,
including emergency
obstetric care, often
work under extremely difficult conditions
without
adequate
protection.
“They
are often grossly
overworked, under
A Chick incubating in the maternity ward
in Olilim H/C III
paid, and poorly
supervised and supported”, Susan Adongo a Midwife, in charge
of Palwo health Center II alone. The women she helps to deliver
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often walk more than 20km to reach her. She had only painkillers left the day we visited. Susan risks her life to deliver women in
absence of gloves. She had not received her salary for two months.
She says the issue of maternal health has not been put as a priority42, Rosebel reported.
They have specialized skills that are
neither recognized
nor
rewarded.
They face pressure
to improve services without being
given resources to
do so. “Transport
is one of the major
problems because
Many expectant mothers waiting to be attended to by the one its making refernurse in maternity- Orum H/C IV Otuke district
ral cases become
a problem; lack of equipment that may be used to examine the
mothers; very small rooms; only two beds, we lack beds for the
mothers to rest on especially when they are about to deliver; few
midwives and yet there are so many women who come to the facility; sometimes there is a problem of drug stock- out especially in
the Prevention of Mother to Child Transmission of HIV/AIDS
(PMTCT) programmes”, Midwife, Nurse and In-charge Barjobi
H/C III Otuke District explained. They sometimes do not have time
or inclination to engage with representatives of the communities
they serve. And some have never been taught gender-sensitive and
cultural sensitive approaches to care. These affect their level of care
to the mothers, putting the women at maternal risk.

“Nothing much to celebrate about Northern Uganda reconstruction”, September 1, 2010.
Retrieved from resebell’s blog 13th Aug 2015 http://rosebellkagumire.com/2010/09/01/
nothing-much-to-celebrate-about-northern-uganda-reconstruction/
42

44

Maternal Mortality, a Human Right Challenge

Both poverty and gender bias hinder women from seeking maternal health care. Deficient capacity, that is, lack of physical and
human resources (staff absenteeism, improper diagnosis, lack of
basic supplies, lack of privacy, abuse of mothers, etc.) as well as
hostile attitudes of staff toward pregnant and parturient women
discourage them from seeking health care. Therefore, to meet its
obligations to reduce maternal death and injury, the government
must ensure that services are delivered respectfully and competently by staff, well supported and not hardened by resentment
of their working conditions. If women have reason to fear that
they will be mistreated, no amount of information about the importance of skilled care during childbirth will be effective in getting them to seek life-saving obstetric services. Without adequate:
compensation, trained, supervision, and support to health professionals, obstetric care will be unsustainable and of poor quality.
Quality obstetric and other health services administered in a respectful way are the right of all women:
• Women have the right to health services that are appropriate, sensitive and respectful with regard to gender and culture (GC.14).
• Underlying determinants of health-education, food, water,
shelter and the satisfaction of other basic needs-are part of
women’s right to the highest attainable standard of health
(GC.14).
• Women have the right to special protection during a reasonable period before and after birth (ICESCR, Art. 10).
• Health workers have the right to fair remuneration, and
women health professionals have a right to equal remuneration to that of men for equal work. All workers have the right
to rest, leisure and reasonable limitation of working hours
and to safe and healthy work conditions (ICESCR, Art. 7).
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6
Denial of Women in
determining Children Birth and
Autonomy on their Sexual Life
“Countries must recognize that they are violating their
own values by allowing unsafe motherhood”
Rebecca Cook, University of Toronto-Faculty of law
Ensuring women’s right to determine the number and spacing of
their children and to autonomy in their sexual lives is essential in
reducing maternal mortality. An estimated 200 million women in
the world would like to delay or prevent pregnancy but do not have
access to effective43 reproductive health services. The United Nations estimates that maternal mortality would be reduced by about
a third if unwanted pregnancies were limited44 . A woman has the
right to autonomy in seeking and using reproductive health services
and contraception, as well as in refusing sex. Too often women are
stripped of this autonomy. However, it should be noted that, the
church does not condone any form of artificial family planning. It
emphasises the natural family method Visa-vi the use of contraceptives. Therefore, abstaining from sex when it is unsafe and outside
marriage is the ideal.
Men may not want their wives or long-term partner to have access
to contraception or reproductive health services. In some places,
health faculties or community norms may effectively require that
a woman get her husband’s or partner’s permission to access contraceptives. Young women may be discriminated against in access
to reproductive health services. The lack of access to safe and legal abortion in many countries contributes to maternal mortality
both in unwanted pregnancies and through clinical complications
that cause obstetric emergencies. An estimated 19-20 million unsafe abortion occur annually worldwide, resulting in about 68,000
IIMMHR, 2009. No More Needless Deaths. A Call to Action on Human Rights and
Maternal Mortality
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deaths and thousands injuries45. Many women have no access to
basic scientifically sound and non-judgemental information about
reproductive health services, an essential right in itself and a central element of reproductive health care. Access to comprehensive
reproductive health services is the right of every woman, but it is a
distant dream for millions. However, it should be noted that, the
Catholic Church neither condones abortion nor the use of contraceptive as a method of family planning as proposed by human
rights activists. It rather advocates for natural family planning as
this respects the dignity of the human person.
Women who are denied the ability to seek and use reproductive
health services also lack control over sex in their daily lives. Some
women cannot refuse sex without facing violence or coercion. Women may fear defying a sex partner on whom they are economically
dependent – a dependence that is often cemented by discrimination against women in education and employment. Young women
or girls subjected to child marriage may be especially vulnerable to
sexual subordination. Many women cannot demand safe sex with
their partners. The study revealed that women in the region don’t
have control on their reproductive health. In most relationships,
men determine when to have sex or not and the type of reproductive health services.
Gender also interacts with age to make young women particularly
vulnerable to the ill effects of gender-inequitable norms on maternal healthcare access and utilization. These norms may dictate early marriage for girls. Globally, around 17 million young women are
married before the age of 20, and a majority of these marriages take
place in low-income countries. The percentage of boys and girls 1519 years old marriage in Uganda is 11% and 50% respectively46 .
Early marriage often leads to early childbearing and high total fertility, both of which are linked to higher risk of maternal mortality
and morbidity.
45
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Autonomy in sexual decision-making and access to comprehensive
reproductive health services are the right of all women. Access to
information, sexual education, and safe clinics must be accompanied by measures to empower women and protect them from violence. Gender inequality can affect women’s demand for services at
all socioeconomic levels. Two sets of factors contribute to gender
inequality: (1) institutional or structural factors such as culture,
social norms and discrimination that, in turn, affect (2) women’s
individual ability to act on their own behalf (agency)47 . The second set of factors includes those that affect individual autonomy,
ability to make decisions (e.g., to seek health care, engage in social
interactions, move freely outside the home, etc.), control over vital
resources (e.g., income and assets, time, etc.), and gender-based violence48 . Many of the factors affecting women’s individual agency
play out at the household and community levels and are, in turn,
socially reinforced. Together, they influence a woman’s empowerment or disempowerment and hence her ability to effectively use
maternal health care49
Gender inequality and women’s low social status and disempowerment relative to men significantly impact upon women’s health and
overall demand for maternal healthcare services. The study shows
that the probability of seeking any type of health care was greater
among men than women. In the rural communities, cultural and
social norms restrict women’s mobility and prevent them from
seeking health care. On the other hand women’s and girls’ limited access to education deprive them of the knowledge and tools to
make informed decisions. Therefore, they simply depend on what
their husbands decide.
In this dominant patriarchal cultures of North and North Eastern
Uganda, men play an important role in determining what counts
as health care needs for women. Men are in control of almost all
the resources in the family. The study revealed significant women
Paryzzolo.s. Mehra. R. Kes. A and Ashbaugh (2010) Targeting Parenting and Gender Inequality to Improve Maternal Health. International Centre for Research on Women
48
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powerlessness and lack of autonomy on their maternal health care.
At family level especially for rural women and among the urban
poor women, decisions about the family issues including maternal
health are made by the men. The pervasive attitudes about women
in the region frequently stop women from accessing existing maternal health care. In most cases they seek permission from their
husbands or family to visit a clinic for care. Even when permission
is nominally given, the lack of autonomy in their families still prevents them from seeking care. “The husband is the decision maker
in the family, because in case the hospital is private, the husband is
the one to pay the medical fees” FGD men Otuke. Since men are the
ones earning especially in the rural areas, they decide where and
when the women should seek maternal health care.
Even women, who work or have some means of income, they do not
spend their own money for their health care. They ask for money
from their husband, because culturally the men are perceived to be
providers for their family needs. This leads to incomplete treatment
if husbands or family members do not appreciate the need for longterm care. “Men are hesitant to accompany their wives for antenatal visits and this makes it difficult for the mothers and some resort
to the TBs”, LC I Amuru complained. It was established that most
of the women who attend antenatal care deliver from home, which
makes them vulnerable when complications develop. “Mothers are
suffering under husbands who do not want to go to the Health
Centre for HIV testing. This has affected seeking Maternal Health
care by the women as the nurses and midwives insist on seeing
both couple and when they insist the mothers go home and never
return to the health centre”, a housewife in Amuru. Lack or low
level of education also prevents them from making informed decisions about their health. The majority of the women …completed
only primary level. Therefore they are easily misguided. “There are
some TBs who persuaded the mothers to deliver from home, because they tell them that if you go to the hospital they will operate
you” House wife Lolachat Parish – Nakapiripirit District.
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The study established that urban women have gained in reproductive self-determination and to some extent financial autonomy over
their reproductive and family health decisions. This has improved
their health care seeking behaviour and well-being. Self-determination can take place through transformation of traditional attitudes. Modern attitudes endorse small family size and women’s
rights, in this case reproductive and sexual health rights. Further,
traditional norms associated with gender and power which favour
male dominance, even to the point of endorsing domestic violence
against women and requiring them to seek permission from their
husbands to access reproductive health services, should change as
women enjoy the benefits of education and modernization. Poor
utilization of quality reproductive health care services contributes
to maternal morbidity and mortality in Uganda. Understanding the
different forms of social representations from which individuals or
group members of a society draw meanings from the different social milieu and other external factors that may influence their preferences will help to identify policy gaps and develop strategies that
will improve utilization of maternal health services and thereby reduce unnecessary loss of lives.
•
•
•
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Women have the right to decide the number and spacing of
their children (CEDAW, article 16).
Women have the right to be free of domestic violence and
sexual violence and coercion (UN Declaration on the Elimination of violence against women, 1993).
Women have the same right as men to enter into marriage
and to be married only with their free and full consent (CEDAW, art. 16). The African Charter on the Rights and Welfare of the child (article 21) and many national laws specify
a minimum age of 18 for marriage CEDAW (art. 16) also
notes that the betrothal of a child has no legal effect.
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7
Women Political Powerlessness
“The number of annual [maternal] deaths has not
changed in … thirty years. You can bet that if there was
something called paternal mortality, the numbers wouldn’t
be frozen in time for three decades”. Stephen Lewis, Former
UN Special Envoy on HIV/AIDS in Africa, April 26, 2005
As already noted, simply making available good-quality emergency
obstetric care, skilled attendance at childbirth and access to reproductive health services will not reduce maternal mortality unless
governments act to ensure the broader empowerment of women.
That maternal deaths remain a problem of such staggering proportion has much to do with the political powerlessness of women as
with technical challenges of health services. Women must no longer be on the periphery of power hoping that their rights will be
respected, but rather must be part of political decision-making at
all levels and share control of policies and programs that affect their
health and survival. Women must have a significant role in eliminating gender-based discrimination in access to education, housing, food, water, and other determinants of health.
Women political participation in Uganda has been shaped by the
affirmative action, namely: (1) Reserved seats mandated by constitutions or legislation or both, set aside seats for which only women
can compete, guaranteeing from the outset that a predetermined
percentage of seats would be held by women MPs; (2) Voluntary
quotas adopted by parties, regardless of whether there is a legal
mandate; (3) Compulsory quotas, which legally require all parties
to include a certain percentage of women on their candidate lists.
Today, there are 134 women MPs (34%) out of 383 Parliamentary
seats. This representation presumes that gender equality concerns
would take Centre stage in the policy making process.
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The National Assembly has shown the strongest increase in the
number of women members. As of the 9th parliament, including
the new districts created in 2010, Uganda’s Parliament comprises
383 members, including 134 (34%) female MPs, a 3.4% increase
from the eighth parliament50 . However, fewer women were elected
on the open seats, from 14 women MPs in the 8th parliament to 11
in the ninth parliament. In 9th parliament, female committee leaders reached 32 % of the committee leadership. The legislature is
headed by a woman and one of the three deputies (of the Judiciary)
is also a woman. A female head of the legislature is an indicator of
women’s ability to attain principal leadership positions despite the
prevalence of gender-based resistance. In the executive arm of government, an increased number of women have been appointed to
ministerial positions. In August 2012 a new cabinet was instituted
of which women constituted 31% of cabinet ministers and 28% of
state (deputy) ministers. However, in March 2015 new cabinet ministers and ministers of state where appointed.
The new appointments led to a decrease in the number of females
in cabinet, with 25% of cabinet ministers and 29% state ministers.
Political parties, occupy a strategic role in the gendered distribution of political representation. Return to a multiparty system offered greater opportunity for women’s political participation. Since
then, a woman has contested the presidential seat in 2006 and in
2011. Nonetheless, in general, multiparty politics have been dominated by men. There are 38 registered political parties in Uganda,
but only four (10.5%) of political parties registered women as political party promoters. Political party leadership also remained male
dominated. In 2006, only one party had a female chairperson. Only
the Federal Alliance was chaired by its female promoter in 2006.
Political parties continue to restrict the number of women candidates fielded for open seats. E.g. in 2006, out of the 808 candidates
in the race for mainstream seats in parliament, only 33 candidates
were women, constituting only 4.1% of the aspirants.
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LG offers greater opportunities for women to participate in the politics of their communities and to influence the governance agendas
in their own localities. Section 2(c), of the LG Act aims to ‘establish
a democratic, political, and gender sensitive administrative set up
in local governments.’ Decentralization has created an expansion of
participation, including women in the reserved seats. APRM Country Review Report of 2009 outlined women in LG structures as follows: 47% of councillors in DLCs; 67% of councillors at sub-county
level, 1.4% of chairpersons in sub-counties and 1.4% of chairpersons of DLGs. Again the top positions have remained a preserve
for the males. There are only 3 female district chairpersons (LCV)
out of the 112 district chairpersons in Uganda. The 3 female LCV
chairpersons compose 2.7% of the district chairpersons in Uganda
an increase from 1.4% from the previous electoral period. Fewer
numbers of women are registered as speakers of local councils. For
instance, in the contest for the position of sub-county chairperson
in 2011 only 1.7% of the candidates for sub-county chairperson were
women. Whether women are contesting and losing or shunning the
top seats in local government is debatable.
The women legislators have pushed hard and succeeded in influencing the legislative agenda up to 61%. This has been demonstrated through the passing of gender sensitive laws such as: The
Female Genital Mutilation Act, Domestic violence bill; influencing
the national budget to be gender sensitive especially on the issues of
health’ the introduction of Mama Kits to encourage women to give
birth in hospitals/ health centers. The women legislators have also
influenced leadership within parliament committees and 40% of
heads of the Parliamentary committees are women. Women leaders
at lower levels especially at Parish level have demonstrated the potential and made a difference in their communities. E.g. in Agago,
three parishes chaired by women were able to make bylaws to curb
down child marriage, defilement and reduce maternal death.
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Affirmative action has increased the number of women in politics
in Uganda, both at the national and local levels; raised the percentage of women to 35% of parliament and 46% of local government councillors - well above the Sub-Saharan African average of
20%; increased representation of marginalized groups; expanded
the range of issues under public debate; deepened public concerns
and brought new questions onto the political agenda; increased the
number of women in politics in Uganda; changed the attitude of
decision-making bodies to ideologically accommodate a broader
understanding of leadership. At the larger societal and family level,
people have been compelled to contend with women as public actors beyond the limits of the traditional mater¬nal role.
Despite these efforts, the powerlessness of Ugandan women still
exists in decision making. The women have not been able to influence parliamentarians’ discussions into their favour. The increasing numbers of women in governance and decision making is not
improving the lives of women especially in rural areas, evidenced
in the study districts. Feminized poverty, increased gender violence
and the lack of respect of the rule of the law and women’s rights
are escalating. There are many challenges that are still glaring.
The outcome of women’s representation especially in parliament
has been questioned, citing a lack of visible transformative change
through legislation, policies and programmes aimed at women.
At local council level, given the patriarchal nature of our societies,
women still find it very challenging to take up leadership positions.
Due to commercialization of politics, they cannot adequately compete with their male counterparts due to their low economic power.
Participation and engagement of the women is very low. This is attributed to their low level of education and limited knowledge since
most of them are primary level graduates. 52% of the women in
NNE Uganda completed primary level and 21% never had any formal education. These sums up to 73% of the household population
that can be considered illiterate and unable to make informed decision on maternal health care.
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Pie Chart 1: The Level of Education at HH Level

They are easily manipulated, threatened and sexually harassed by
the male councilors. New female members of parliament have to
overcome various obstacles before they can make useful contributions in parliament. The political system is able to utilize this turnover to weed out strong female leaders.
There are several actors in the process of making meaningful women participation in politics, not just women political leaders. All actors, - the women’s movement, political parties, government, and
the general society – should effectively and collectively create and
pursue a transformative gender agenda within state processes and
society at large. For women politicians to succeed in office, it is
necessary to strengthen their capacity for leadership. It’s high time
the power of patriarchy is dismantled and women given a chance.
There is need for greater collective engagement of women in order
to realize substantive transformation. Widening women’s prospects
at the apex requires a long-term bottom-up approach, educa¬tion,
economic empowerment and gender sensitization to change the attitudes of the masses towards women political leadership”.
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National and substantial human rights commissions and other institutions of justice should investigate cases of women’s exclusion
from life-saving health services and comprehensive reproductive
care. The state must not impede actions of civil society organizations, including women’s organizations that work to ensure that
women are not disempowered by poverty, violence, and discrimination. The government must ensure that national laws and policies embody women’s rights fully, including women’s right to comprehensive health services and to protection from discrimination
with respect to underlying determinants of health. This can be
achieved when women are well represented at the various political levels. Donor countries must therefore do more than invest in
health-care services; they must assist low-income countries like
Uganda in finding the resources needed to make respect, protection, and fulfilment of women’s right a reality. Governments must
create mechanisms that enable women to lead the struggle against
maternal mortality. Women should be supported and encouraged
to develop community – based plans for handling obstetric emergency and monitoring delivery of health-care services, as well as to
address subordination and discrimination more broadly.
•
•
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Women have the right to take part in formulation and implementation of government policy (CEDAW, art. 7)
Rural women have the right to “all appropriate measures”
needed to ensure that they enjoy services that other women
enjoy, including participation in public policy decision-making (CEDAW, art. 14).
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8
Conclusion and Recommendation
“That so many millions of women have died and will
die for lack of good-quality maternal health care is a human rights scandal; these needless deaths must
be stopped” (IIMMHR, 2009)
There can be no more excuses for the needless maternal death. The
government must act urgently on its health and human rights to reduce maternal mortality and must ensure that women’s voices are
heard in programs, policy, and decision-making arenas. To realize
this, the donor countries must stand ready to support the government efforts. It is clear that Uganda has failed to realize MDG 5 and
maternal death is still a burden as per the findings of the study in
NNE. More funding will be required for Uganda to progressively
reduce maternal death under the Sustainable Development Goal. It
is not an option for the world to fail to reach this very feasible level
of funding. International cooperation, a central element of human
rights-centred development, remains handicapped by the failure of
almost all donor countries to devote only 0.7% of their gross national products for foreign assistance programs, a goal long agreed
upon by all UN member states. And within foreign assistance, maternal mortality is too low a priority for many donors. If the world
can afford to invest in internal security through military support
and administration which are more costly, how can it fail to provide
the basic for maternal health care to ensure safe birth?
The voices and views of women, particularly of the poor, must be
at the centre of local and national planning action to reduce maternal death and injury. It is only they who fully understand how
to remove the barriers to maternal health care during pregnancy
and childbirth, including poverty, marginalization, and disempowerment. There can be no bystander while poor and rural
women, die in great numbers. What needs to be done is known.
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The inequity, discrimination and abuse that underlie these deaths
can be addressed. Where women’s lives are valued, their dignity respected, and their human rights ensured, the promise of safe pregnancy and childbirth can be fulfilled.
While it is critical to improve and expand services and to reduce
the burden of cost for low-income women, these actions alone may
not be sufficient to guarantee that women will use maternal health
care. Gender inequality may still prevent women from obtaining access to healthcare services. Therefore, efforts to improve maternal
healthcare utilization and outcomes must also find ways to empower women and overcome the effects of gender inequality, and even
directly challenge the underlying structures of gender inequality.
While not all such efforts may be within the preview of healthcare
programs, it is important to discover those that are and to act on
them, as well as to advocate for investments that improve women’s
status overall. Moreover, there is a need for more systematic research to amplify the factors contributing to women’s disempowerment and links between those factors and the utilization of maternal health care. Finally, it is important to include gender indicators
in assessments of health and development policies and programs
focused on improving maternal healthcare utilization.

Recommendations
To ensure real and sustained reductions in maternal mortality rates,
the core of the problem must be addressed, and not just the symptoms. Meaningful and concrete action in favour of women’s human
rights is necessary in order to effectively and sustainably reduce
maternal injury and death. Human right is important in eliminating preventable maternal death and injury. This is because:
1. Maternal death is not inevitable and women have a right to
lifesaving care. The government is obliged to respect, protect, and
fulfil human rights related to universal access to good quality
health services that help prevent maternal mortality and morbidity.
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2. The poorest and most vulnerable women face the greatest
barriers to maternal health care. Affordable, accessible, acceptable and quality obstetric and reproductive health services are
the right of all women, including poor and marginalized women.
3. To save women’s lives, health-care providers must respect women’s dignity and rights. Good-quality obstetric and other reproductive
health services administered respectfully are the right of all women.
4. Ensuring women’s right to determine the number and spacing of their children and to autonomy in their sexual and reproductive lives is essential to reducing maternal mortality.
Autonomy in sexual decision making and access to comprehensive reproductive health services are the right of all women.
5. Women must enjoy their right to participate in public life and
decision making. The government has a responsibility to ensure
that all women are empowered to take part in the formulation and
implementation of policies and programs, and that appropriate, effective dialogue and negotiation spaces to that end are institutionalized at all levels of health care management. Maternal health must
be made a budgetary priority. The Government must allocate and
effectively spend substantial resources to strengthen health systems
and make them available, accessible, affordable and acceptable to
all women in Uganda.

Government
The governments and legislators have ultimate responsibility for the
people and the economic growth and development of the country.
Uganda has made commitment both regionally and internationally
to improve maternal health. Realizing these commitments requires
political leadership at the highest level. Further, the national development plan and strategies for improving maternal health must
be articulated and drive action on the ground, including the implementation of health programmes. Therefore, the government and
legislators should take the following steps.
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Increase funding for maternal Health: Funding for maternal
health encompass a range of actions. These include among others
investments in infrastructure, recruitment of health workers, referral systems, road and transport, staff remuneration, safe water
and reliable power, communication system, equipment and supplies, education, family-planning services, and national insurance
schemes. This addresses the most pressing specific barriers to maternal health in the region, namely: cost, access, and information
and attitudes.
Broad-based Support for Women: The government should
recognize the importance of addressing gender issues to improve
the health of women. Policies to improve gender equality should be
integrated across government lines. Greater investment in women
will yield positive results. Uganda has the ministry of Gender, Labour and Economic Development and it is important that this Ministry coordinate closely with Ministry of Health to ensure a holistic
and cost-effective approach to enhance gender equality. Ensure
women are empowered to take part in the formulation and implementation of policies and programs.
Supply basic tools to increase VHTs performance: Mobile
phones, bicycles and supplies can help VHTs to handle trauma and
blood transfusions to improve overall access to maternal healthcare
for rural women. Mobile phones allow them to communicate with
pregnant women, and to be alerted when a woman goes into labour;
bicycles allow VHTs to travel longer distances relatively quickly in
rural areas and basic supplies can help women to deliver babies
safely.
Community involvement and participation: The government
should involve communities in the planning and management of
maternal health services. Empower the communities to create demand for maternal health services and build the capacity of health
planning teams and health facilities to manage maternal health services.
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Introduce maternal health Insurance Schemes: The government should ensure that maternal health is a priority in health
insurance schemes. Many countries are successful in using national
health insurance schemes to reach pregnant women to improve
maternal health. Nevertheless, these schemes can be expensive to
implement at the national level and sometimes do not reach the
poorest and most rural women. Therefore community based insurance schemes can be an effective way to support maternal health in
Uganda.
Monitor and evaluate maternal health services: Increase
accessibility and utilization of quality data and information for
planning and management of maternal health programmes; review
the Health Management Information System (HMIS) to capture all
essential information on Maternal Health; strengthen MOH and
Local Government capacity for monitoring and evaluation; providing technical support supervision to enhance quality of care; and
conduct maternal death audits and reviews.

Non-Governmental Organizations
Lobby and Advocate: Increment in maternal health budget to
at least 5% of national health budget, recruitment and retention
of maternal health workers especially in hard to reach areas, staff
welfare, equipment and supplies, effective referral system, safe water and power supply, community involvement, women empowerment, women representation at various political levels, policies that
promote women interests.
Promote maternal health care: Contribute to strengthening
policies for maternal health, integrate maternal health activities
into NGO and FBO programmes; participate in the monitoring and
evaluation of maternal health services at national, district and community levels.
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Develop cost-effective tools to collect data on maternal
health: The lack of accurate; up-to-date statistics on maternal
deaths prevents governments from allocating resources most efficiently and effectively. To improve maternal health, data on the
levels and causes of maternal death need to be collected and analysed. This cannot be done without developing tools to collect data efficiently and reduce the costs associated with data collection. While
governments and partners are working to develop such tools, NGOs
play an important role. NGOs should use their innovations in developing the tools, and make the tools widely available. To maximize
impact, these tools should be tested and modified according to each
specific environment.

Development Partners
The international community had committed themselves as part of
the responsibility to achieve the MDGs which ends this year, including reducing maternal mortality ratio by three quarters. This
commitment has been reaffirmed in the Sustainable Development
Goals. The commitment can be achieved through funding mechanisms, knowledge transfer or strong partnerships. Therefore it is
important for the development partners to:
Provide financial and other resources especially to the Health
Sector, Education, Local Government and Ministry of Gender, Labour and Social Development for maternal health.
Provide technical guidance at the national level to the Health
Sector and the national Technical Working Group.
Support and facilitate implementation, monitoring and evaluation of maternal health services.
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Communities and Religious Leaders
Participate in monitoring of maternal health services for availability, accessibility and quality.
Lobby district health officials to make sure quality maternal
health information and services are available and accessible to all
communities.
Encourage and support communities to use maternal health
services.
Integrate maternal health activities into community based
programmes.
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Appendices
Table 1: Presence of midwives
Name of
the H/C

No. of
Maternal health staff Enrolled
midwife

Nakapiripir- Lonengedwat HC III
it
Nakapiripirit HC III

Ngora

Otuke

Amuru

Titles
Registered
midwife

1

0

0

1

Lolachat HC III

2 (1 is temporary)

0

Namalu

1 absent at
time of visit

0

Temusui HC III

0

0

Nabilatuk HCIV

2

1

Tokora HCIV

2 but 1 went to
school

0

Ajeluk HC III Ngora

2

0

Kobwin HC III Ngora

1

0

Agu HC III Ngora

2 but 1 is at school

Ngora HC IV

3

1

Bargobi HC III

2

1

Olilim HC III

0

2

Okwongo HC III

0

1 (absent
at visit)

Orum HCIV

3

1 (Still
on leave)

Otwee HC III

1

0

Lacor HC III

1

1

Pabbo HC III

2

0

Labongogali HCIII

1

0

Bibia HC III

0 (Went to school)

0

Kaladima HC III

2

2

Pabwo HC III

1

1

Atiak HC IV

1

2
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2012/ 2013

95

294

211

Ngora

Nakapiripirit

178

118

Otuke

338

Amuru

176

118

388

Nakapiripirit

2

Amuru

890

183

596

Nakapiripirit

1491

Ngora

1493

Ngora

813

253

142

Otuke

1462

Otuke

303

Total at
district

1832

1214

2919

Deliveries

11794

3982

344

1510

391

1256

435

2095

Postnatal care

252

1630

319

869

1910

702

8446

Antenatal Care

HC IIs HC IIIs HC IVs

Amuru

Districts

Table 2: Maternal Health Care Seeking Pattern

75

212

337

3

252

1284

501

324

HC IIs

405

82

178

171

268

203

399

120

980

1058

940

1142

402

705

1620

402

392

1830

402

269

902

2110

204

1738

7876

839

3262

3041

1516

3346

6659

4496

8531

HC IIIs HC IVs Total

2013/2014

