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Good Afternoon esteemed Ladies and Gentlemen.

Reducing Maternal and Newborn Deaths
@ The problem of maternal and newborn ill-health and deaths is quite alarming.  The REDUCE model has been used to show the impact of this ill health and deaths on the socio-economic development of the country. It is hoped that the information you are going to get will help you appreciate the importance of prioritizing resource allocation to maternal and child health programs, especially those geared towards the reduction of deaths. 

Demographic Characteristics

@ The National Population Census of 2002 estimated the total population of Uganda to be 24.7 million. It is estimated that at an unabated growth rate of 3.4%, this population will double within the next 21 years. If this rapid population growth is not accompanied by appropriate socio-economic investments, the result will be a significant burden on the already overstretched social services. 

The otherwise low Life Expectancy of 47 years in the eighties has been made worse by the HIV/AIDS pandemic to the current level of 42 years. The current HIV sero-prevalence is estimated at 6.2% among pregnant women, which is a significant improvement from the 30% of ten years ago. The Infant Mortality rate is estimated at 88 / 1000 live births and about half of this is contributed to by newborn deaths. Newborn deaths refer in this context to deaths within the first month of life.

One of the most discouraging indicators in our country is that of high maternal mortality and its associated newborn deaths.  The World Health Organization defines “maternal death” as deaths of women related to pregnancy, delivery or within the six weeks following the birth of the baby. Maternal Mortality ratio in Uganda is estimated at 505/ 100,000 live births according to the Ugandan Health and Demographic Survey (UDHS) 2000/2001.  What is disturbing is that this ratio has remained static over the last ten years. 

Health and Social Characteristics
@ Geographical access of the population to health care has increased from 49% in 1995 to 69%; this is the population living within 5 kilometers of the health unit. Ninety two percent of pregnant women attend ANC at least once but unfortunately, only 36.6% deliver in the health facilities. This makes one wonder what factors hinder utilization! 

The current Gross National Product (GNP) per capita is said to be $ 330 which means that an average person earns about Ug.Shs.1,500 per day. The recent National Household Survey found that 38% of the population is living below the poverty line, that is, lives on a dollar or less per day!

Human Development Index

@ Currently, the United Nations Development Index, ranks Uganda 147 out of 175 countries (2003). This is a measure of knowledge and education, life expectancy at birth, adult literacy rate (primary, secondary and tertiary enrolment ratio) and GDP per capital in purchasing power parity.

Socio –demographic Characteristics of Women

@ There are about 5 million women of reproductive age (15 -49 years) in Uganda. The median age at first marriage is 17.7 years while median age at first birth is a year later, at 18.8 years.  
Other related Reproductive Health indicators are: Percentage of married women currently using Family Planning; that is, all methods of family planning (CPR) is 23% and modern methods alone is18.2%. Currently, there is an unmet need of 35% for modern Family Planning methods. Unmet need is a measure of women who need family planning services but cannot access any for either spacing births or limiting births.

The Total Fertility Rate (TFR) which is 6.9 is the total number of children a woman would have if she were subjected to the current fertility pattern for her age. Simply put, a Ugandan woman will have 7 children if the situation remains the same. 

High Risk Fertility Behaviour

@ An appreciable proportion of Ugandan women (over 20%) start having babies too early in life (below 19 years) and about a fifth continue having babies too late -- into their forties. In addition, more than a quarter have them less than two years apart and the majority (84%) has more than four children. 

With these high-risk fertility behaviours, if Family Planning services are not strengthened, the population will double in 21 years. 

TFR by Region

@ This slide shows the regional disparity in the distribution of TFR in the country. The central region has the lowest TFR of about 5.7 while the northern has the highest of 7.9. 

TFR of Selected African Countries

@ When compared with other African countries, Uganda’s TFR is one and a half times higher than that of Kenya and more than twice that of South Africa.

These poor Reproductive Health indicators earned Uganda a Mother’s Index of 77 out of 117 in the 2003 State of the World’s Mothers Report. Mothers’ index is a measure of a country’s ability to meet the needs of mothers. 

Low Status of Women

@ Education of the girl child has improved considerably since the introduction of the Universal Primary Education in 1997. However, many of the girls drop out of school, especially at the secondary level, a level attested to have the greatest influence on development of a healthy lifestyle. Female secondary school completion is less than 20% despite the phenomenal increase in enrolment.

This low status of Ugandan women is further manifested in women’s limited access to economic opportunities. While women constitute about 80% of the country’s agricultural labour force, only 7% have access to land and only about 20% are engaged in the formal sector of the economy. Furthermore, women have limited control over their own economic proceeds. With respect to governance, overall, women form less than 20% of ministers, permanent secretaries and parliamentarians. 

Issues Relating to the Health of Adolescents
@ Ladies and gentlemen, I would now like to highlight the problem of adolescent sexuality and reproductive health in Uganda.

@ Adolescents are vulnerable to unintended pregnancy.  Although teenage pregnancy has substantially declined from 43% in 1995 to the current level of 31%, Uganda has the second highest teenage pregnancy rate in Africa south of the Sahara.  

As a result of unintended pregnancy, some of these adolescents end up with unsafe abortion while those that decide to carry the pregnancy to term may face problems associated with pregnancy and childbirth by a “child” mother. These are mainly obstructed labour, fistulae and possibly premature death.

@ The high level of teenage pregnancy has been documented to be due to poverty and lack of correct information on Sexuality and Reproductive Health. The current Health Sector Strategic Plan (HSSP) targets reaching 20% of adolescents by 2005. There are indications that those currently reached with adolescent-friendly services are far less than 20%.           

@ Many adolescents drop out of school while others are forced into early marriages and its consequences. This has serious socio-economic implications. 

@ For every one male adolescent infected with HIV/AIDS, there are 4-6 females. The infected adolescent mother is faced with poor child-survival outcomes since there is a 30% likelihood of mother to child transmission of HIV AIDS.

@ Generally, many adolescents do not fully acquire life and livelihood skills which further make them very vulnerable.

Attendants at Delivery

@ The Uganda Demographic and Health Survey (2000/1) showed that majority of women were delivered by non-skilled attendants, who cannot offer appropriate midwifery care including basic care of the newborn. Such attendants do not have the skills to provide emergency obstetric care should the need arise. Only 35.2% of pregnant women were delivered by nurse/midwives and 3.8% by doctors making a total of 39% of the deliveries conducted by skilled health workers. Many (28.3%) were delivered by relatives or friends while 14.7% delivered themselves.

Inequity within Access to Reproductive Health Services
@ This slide demonstrates that the majority of those delivered by skilled health workers were those who were better off economically.

Direct Causes of Maternal Deaths

@ The maternal deaths audit report of 2002/3 indicated that the majority of mothers’ deaths were from haemorrhage (26%), followed by sepsis (22%), obstructed labour (13%), abortion (8%), and eclampsia (6%). Indirect causes contributed 23% and these include malaria, sickle cell anaemia and HIV/AIDS.

Perinatal and Infant Mortality Rates by Region

@ Perinatal Mortality, which refers to death of baby from 28 weeks intra uterine life to first week of delivery, is a reflection of the status of antenatal, delivery and newborn services. The perinatal and infant mortality rates of 31-53 and 72-106 per 1,000 live births respectively, were generally high. The UDHS report of 2000/2001 indicated that the rates for the country underscore the need for urgent interventions in terms of provision of adequate number of health facilities, skilled health providers and equipment for antenatal care, delivery, newborn care, postnatal care, safe blood transfusion and emergency obstetric care. The northern region, which also had the highest TFR, had the highest infant and perinatal mortality rates.

Newborn Death

@ Birth asphyxia is the leading cause of newborn deaths. This is a condition where the baby fails to breathe on its own and commonly results from poorly managed pregnancy, prolonged labour and delivery. These babies usually suffer degrees of brain damage that affect their immediate and long-term development including educational attainment.

Introduction of simple measures such as training on resuscitation of the newborn and making oxygen available were shown to drastically reduce the prevalence of birth asphyxia from 58% to 13% in a year at the neonatal unit of Mulago Teaching Hospital. Neonatal infections, which include cord sepsis, neonatal tetanus and pneumonia, rank high. Other complications are hypothermia and hypoglycaemia.

Factors Contributing to Maternal and Newborn Deaths

@ Some factors have been identified as contributing to the direct causes of maternal and newborn deaths. These are adolescent pregnancy, malaria in pregnancy, HIV/AIDS, malnutrition and harmful traditional practices.

@ The Demographic and Health Survey of 2000/1 estimated that 31% of teenagers are either pregnant or have already had a child. Teenage pregnancy is associated with a number of health problems both for the mother and the child and also contributes substantially to maternal mortality.

@ Malaria in pregnancy is known to increase the chances of anaemia in a woman and low birth weight in newborns. 

@ In Uganda, malnutrition and poor sanitation contribute immensely to the anaemia. Overall, about 30% of women of reproductive age have a certain degree of anaemia ranging from mild to severe. Anaemia per se has serious implications on maternal and neonatal health outcomes and when compounded with malaria, the consequence can be grave. 

@ Overall, HIV has a negative impact on maternal and child outcomes. A baby born to a positive mother is believed to have about 30% chance of becoming infected.

@ In Uganda, some communities still observe traditional practices that are harmful to women during pregnancy, delivery and the immediate post-partum period. Some of these are:

· Ingestion of native oxytocic drugs during labour
· Resumption of sexual intercourse within the first 4 days after delivery
· The culture of silence /non-expression of pain during labour and childbirth

@ Poverty is another factor contributing to maternal deaths.
The Three Delays

@ Ladies and gentlemen I would now like to present a more detailed analysis of the maternal health situation in Uganda. Most women die either during pregnancy, childbirth or in the six weeks period after delivery and this is largely due to three major delays.

The First Delay 
@ The first delay usually occurs within the household/family level. It is related to the limited ability of the woman and her close relatives to make decision to seek care. 

@ This is closely linked to inability to appreciate danger signs of pregnancy and delivery and this is usually due to inadequate knowledge and poor health seeking behaviour. 

@ In addition, some cultural or traditional practices restrict women from seeking health care.

@ Poverty at the household level also limits decision making to seek health care.

Male Involvement

@ Uganda is a male-dominated society, and most decisions about the family are made by the man. To achieve the desired reduction in maternal and newborn deaths, male involvement and participation is key. Men must know about and be encouraged to provide adequately for the needs of their wives’ during pregnancy and delivery as well as that of their newborns.
The Second Delay
@ The second delay is related to inability of pregnant women and those with complications of labour to access available facilities when the need arises. This is due to inappropriate location/siting of health facilities, poor roads and communication network, lack of means of transportation and inadequate community support. Even where health facilities are available, the woman or family may not have sufficient resources to seek appropriate health care as more than 38% of the population lives below the absolute poverty line.

The Third Delay

@ The third delay refers to the time between the woman’s arrival at the health facility and the time she receives definitive management. This delay at the health facilities may be the most critical delay for the survival of the pregnant woman and her newborn.

@ At the facility level, preparedness to respond to obstetric emergencies is key to the survival of women and the newborn. Many health facilities lack skilled attendants, equipment, drugs, and supplies to provide the much needed appropriate care. Commodities like blood are largely inadequate in our facilities; hence, haemorrhage accounts for 26% of all causes of maternal deaths. In addition, audit results of maternal deaths in hospitals showed that most maternal deaths occur due to lack of blood and IV fluids, ergometrine, antibiotics, magnesium sulphate and inadequate staffing.

A needs assessment of Emergency Obstetric Care conducted during 2003 showed that basic EmOC was available in only 4% of health centre-III and comprehensive EmOC was available in only 6% of the health centre-IV and 65% of the hospitals. 

Weak Referral System 

@ The ideal referral system should be step-wise from the community to hospital with adequate support for appropriate care at each level. The above three delays compound a weak referral system. Currently in Uganda, patients and clients move to health facilities of their choice regardless of the level of health care because of their impression of the operational status of the health facilities.

Emergency Care

@ We have looked at the causes of maternal and newborn ill health and death. The remainder of this presentation will show how timely interventions and investments to reduce maternal and newborn deaths will contribute significantly to the achievement of Uganda’s national reproductive health.

Estimating Consequences of Poor Maternal and Newborn Health
@ Let us examine the consequences of poor maternal health and survival. In order to estimate and demonstrate these enormous consequences on Uganda’s human and economic development, we have herein processed Ugandan data on maternal and child health using a computer model called REDUCE to estimate the impact of maternal and newborn deaths on economic productivity. The consequences of maternal death and disabilities are calculated over a ten-year period from 2004 to 2013.
Key assumptions in “REDUCE”

@ The model assumes two scenarios for the 10-year period:

Scenario 1

@ If there is no change, that is, no attempt at improving the current quality of maternal and newborn care, it is assumed that at the best, maternal mortality ratio remains constant.

Scenario 2

@ With appropriate interventions to improve the quality of maternal and newborn care, maternal mortality ratio will decline. It is assumed that maternal mortality will almost remain the same for the first two years and thereafter, it declines steadily. 

Maternal Mortality

@ In the absence of appropriate interventions, it is estimated that the number of live births in Uganda multiplied by maternal mortality ratio divided by 100,000 over the given period of ten years shows that 78,000 mothers will die.

Based on the number of live births in Uganda and incidence of maternal complications based on the global burden of disease, it is also estimated that 2.9 million more mothers will suffer from various long or short-term disabilities within the ten-year period.

Effects of mothers’ death

@ Ugandan mothers are great pillars of support to their communities, and they constitute 70 to 80% of the agricultural labour force. The death of a mother has been shown to have grave consequences on the welfare of the members of her immediate and extended family and on the survival of her children in particular. Young girls suddenly have to drop out of school to look after the orphaned babies. The death of a mother is therefore a tragic loss to her family, community and the nation as a whole.

Infant Deaths
@ In the event of maternal deaths, 350,000 infants will die within this period if no interventions are put in place to prevent the current high maternal deaths.

Disability Consequences
@ The 2.9 million women that escape death will unfortunately suffer short or long term disabilities, commonly chronic anaemia (shortage of blood); fistulae (leakage of urine from the vagina or rectum), chronic pelvic pain, emotional depression or maternal exhaustion. Because of these disabilities these women are unable to function optimally or at all. These disabilities have been estimated to result in a productivity loss of the magnitude of US$ 750 million or 1,500 billion Ugandan Shillings over the ten-year period.

Economic Loss
@ Uganda is essentially an agricultural country, and women contribute about 70-80% of the agricultural labour force. The loss of as many as 78,000 women due to maternal mortality in their prime period of economic activity deals a big blow to the overall resources of the country.

@ The model calculated a productivity loss of 700 billion Ugandan Shillings or 350 million US $ in the period under consideration.

Commitment to Reducing Maternal Deaths
@ Cognizant of the current unacceptably high maternal and newborn deaths, the government of Uganda resolved to improve reproductive health services and reduce maternal death ratio by 30% by 2005. Unfortunately, this cannot be achieved within the stated time period. 

@ We have been able to estimate that if Government puts the stated interventions in place backed by adequate political will and commitment, by 2009, this elusive 30% reduction in maternal and newborn deaths will be achieved. 
@ Furthermore, this reduction can be extended to 50% by 2013 provided the interventions, commitment and political will remains high and sustained. 

Reduction in Maternal Deaths

@ @ In this graph, the upper line indicates the outcome of no change in maternal health services. The maternal death rate will at best remain unchanged.

@ The lower line represents the outcome of high commitment and appropriate improvement in maternal health services. There is a considerable reduction to a level of 250 per 100,000 live births representing 50% reduction.

Economic Gains

@ Instituting and implementing the following interventions in the given period will result in considerable economic gains of as much as 500 Billion Ugandan Shillings or $ US 250 million, according to the REDUCE model, from mothers’ lives saved and disabilities averted.

The Uganda government has adopted the two major strategies of improving access to emergency obstetric care and involving communities as major areas of intervention for reduction of maternal mortality. This concept of Government is in line with the WHO Making Pregnancy Safer Initiative for accelerated reduction of maternal mortality in Uganda.

@ The following set of six slides shows the key interventions as contained in the Making Pregnancy Safer initiative (MPS) and the Family Planning and Adolescent Reproductive Health Programme of the Ministry of Health. These interventions are needed for achieving the targeted goal of 50% reduction in maternal deaths in the next ten year period from 2004to 2013.
Intervention 1   
@ The first intervention is providing adolescent sexual and reproductive health and development through:

@ Information on sexuality and reproductive health

@ Adolescent-friendly health services

@Youth centers for promoting good character formation

@ Life skills acquisition and income generation activities
Intervention 2 
@ The second intervention is strengthening family planning services and improving utilization by:
@ Providing adequate commodities for appropriate method mix at all levels
@ Training health workers in family planning skills 

@ Educating communities on the benefits of family planning 

@ Encouraging male involvement and couple dialogue 

Intervention 3
     @ The third intervention is focused antenatal care through:

@ Iron/Folic Acid supplementation and de-worming
@ Intermittent presumptive treatment of malaria
@ Voluntary counseling and testing for HIV and Anti-retroviral (ARV) therapy

@ Dual method of protection

@ Heamoglobin estimation and syphilis detection

@ Tetanus toxoid immunisation

Intervention 4
@ The fourth intervention is the provision of emergency obstetric and newborn care through: 

@ Appropriate monitoring of labour using a partograph

@ Timely caesarian sections

@ Safe blood transfusion

@ Essential newborn care and resuscitation

@ Prompt management of Eclampsia

@ Prompt management of Sepsis

@ Post abortion care

 Essential Newborn Care

@ The elements of essential newborn care are to:

@ Ensure clear air entry and breathing

@ Provide warmth to the newborn

@ Ensure clean cord and eyes
@ Initiate exclusive breast feeding/exclusive replacement feeding   as found necessary

@ Provide appropriate resuscitation measures when required

Intervention 5
@ The fifth and final intervention is to strengthen the referral system by:
@ Educating women and communities on danger signs and on birth and emergency preparedness

@ Encouraging community responsibility for the transfer of pregnant women with emergencies

@ Reinforcing inter-facility referral flow

@ Providing functional transport and communication equipment appropriate transportation for patients’ transfer

If we act now

@ By implementing the above interventions, we will be able to shorten the three delays, especially the third, by 2013 and as a result

· 19,000 women’s lives will be saved

· 700,000 disabilities will be averted

·   80,000 infants’ lives will also be saved and there will be 

· 500 Billion Ug. Shillings (US $ 250 million) in productivity gains

Conditions Needed
@ In order to achieve these highly desirable outcomes, the following conditions are necessary:

@ Strong commitment to maternal and newborn health and survival by political leaders, decision makers and developmental partners at national and local levels

@ Strengthening of the weak health system to respond in a timely fashion to critical needs of pregnant women and newborns

@ Community involvement and participation

@ Resource mobilization and partnership

Conditions Needed cont.

@ Realistic and appropriate investment in adolescent sexuality and reproductive health and development

@ Sustained family planning services with emphasis on informed choice and adequate commodities and logistics management system

@ Male involvement and participation in reproductive health issues and services

 @ And, last but not least, an implementation framework with clearly defined supervision, monitoring and evaluation mechanisms.

Ladies and Gentlemen, your presence here today is a measure of your commitment to support Uganda to reduce maternal and newborn ill health and deaths. Working together in partnership, we can all assist and lead the fight against maternal and newborn ill health, disability and premature deaths

Conclusion 

@ Distinguished guests, in conclusion, we have seen that if we are to reduce maternal and new born deaths, we need to act now. 

@ To guarantee the RIGHT of our women and newborns to health and life, they must have access to quality reproductive health services, with special emphasis on skilled attendance at birth.  

Thank you

@ Thank you very much for XXX
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