MATERNAL SURVIVAL AND HEALTH

A PATHWAY TO DEVELOPMENT IN UGANDA

[1. Introduction]

@ Good morning ladies and gentlemen. Thanks for attending this presentation on maternal health and survival in Uganda. 

***

Over the past ten years, @ Uganda  @ has enjoyed sustained economic growth. As a result, the international community has come to view our country as an @ inspirational African success story.  @ Yet, in contrast to Uganda’s economic performance since 1987, our social sector has not undergone a measurably positive transformation. 

As a result, the United Nations Human Development Index 1999, which incorporates a wide set of social development indicators ranks Uganda at 158 out of 174 countries.  

One of the most discouraging indicators in our country is that of maternal mortality.  @ The World Health Organization defines a maternal death as the death of a woman during pregnancy, delivery or the six weeks following the birth of her baby.  

@ The maternal mortality ratio in Uganda in 1995, estimated at 506 maternal deaths per 100,000 live births, is among the highest in the sub-Saharan region.  Even more disturbing, Ugandan health professionals, including many in this room, are of the opinion that this ratio continues to increase. In fact, recent @ United Nations estimates given in the Uganda Safe Motherhood Programme Costing Study suggest that the ratio may already be as high as 1,200.  Regardless of which number we use, our country falls far short in fulfilling the rights of women.  This is reflected by the @ Mothers’ Index, a measure of a country’s ability to meet the needs of mothers in the year 2000, @  which ranks Uganda 76 out of 106 countries.

But maternal mortality is only a @ small part of a much larger and unacceptable problem.  For every Ugandan woman dying during pregnancy, delivery, or the early post-partum period, 30 others suffer poor health and life-lasting disabilities that hinder both their reproductive and productive lives.

The 1997 @  labour force survey shows that women represent 53% of the total labour force in Uganda.  Women’s contribution to our country’s economy is therefore @ crucial.  This is particularly true in the context of the current National Poverty Eradication Action Plan.  

@ Absolute poverty affects 44% of the households in our country.  The National Poverty Eradication Action Plan is designed to eliminate mass poverty by increasing the income generating ability of the most vulnerable households.  Yet @ poor maternal health is dramatically reducing the capacity of Ugandan women to work, and constraining their ability to generate income and grow out of poverty.

Our presentation will show how @ timely investments in safe motherhood will improve the survival and health of Ugandan women and their children, and significantly contribute to realize the aspirations of the National Poverty Eradication Action Plan.

[2. Major causes of maternal mortality]

Here in Uganda, there are @@ five major direct causes of maternal mortality.  These are: 

· @ Haemorrhage, that is loss of so much blood that the body cannot survive; 

· @ Sepsis, that is infection due to unclean and/or unsafe deliveries;

· @ Unsafe abortion, that is abortions which are either self induced or performed by unskilled persons; 

· @ Hypertensive disorders, that is high blood pressure aggravated by pregnancy; and 

· @ Obstructed labour, often a result of the small size of the pelvis relative to the fetus due in most cases to malnutrition early in life, adolescent pregnancy or both. @
Three major underlying health factors to the high mortality rates in our country are  @  HIV/AIDS, malaria, and anaemia.

@ Women’s low status, their @ lack of access to and control of resources, limited access to @ education, and their @ lack of decision-making power at all levels contribute significantly to poor pregnancy outcomes. 

Of particular importance is the inadequate attention paid to adolescent reproductive health despite that  @  70% of Ugandan women experience their first pregnancy by the age of 19. 

[3. Consequences of Poor Maternal Health]

@ In order to estimate and demonstrate the enormous consequences of poor maternal health and survival on Uganda’s human and economic development, we have used a computer model called REDUCE.

@ REDUCE uses the best available data to quantify the consequences of poor  @ maternal health on @ survival and productivity.  The consequences of maternal deaths and disability are calculated over a 10-year period from 2001 to 2010.  The  @ data used is derived from:

· The @ Uganda 1995 Demographic and Health Survey;

· The Report of the @ World Health Organization Global Burden of Disease Program;

· The @ Uganda Safe Motherhood Costing Study;

· The @ 1991 demographic projections of the Ugandan Office of Population and Statistics

· The @ Sexual and Reproductive Health Minimum Package for Uganda; and

· Other @ local literature and survey.

Let’s begin with the consequences of poor maternal health on  @ the survival of women and children.

[3.a. Survival consequences]

Using the measured maternal mortality ratio of 506 and REDUCE’s analytical tools we estimate that over @ 61,000 Ugandan women will die of maternal causes between now and the year 2010 if no action is taken.  

This is first and foremost a tragedy for those 61,000 women who have been denied their fundamental right to life.  It is also a failure to honor Uganda’s endorsement of the Convention on the Elimination of all forms of Discrimination against Women.

But the tragedy does not end here.  @ Research in different countries shows that the death of a mother significantly increases the risk of death for her children.  Our analysis shows that in Uganda @ 65% of babies born to mothers who die due to pregnancy-related causes would have survived had their mothers not died.  This represents about @ 40,000 babies dying unnecessarily between now and the year 2010.  

@ Poor health during pregnancy also increases the risk of death of infants.  Using REDUCE’s analytical tools we have estimated that over the next ten years:

· 38,000 infants will die as a result of neonatal tetanus;

· 31,000 infants will die or will be stillborn as a result of maternal iodine deficiency; and

· 220,000 infants will die as a result of the low birth weight attributable to the synergistic effect of maternal anemia and malaria during pregnancy 

And what happens to the older children of those @ 61,000 dead women? 

Studies show that these @ children face an increased risk of illness and death and suffer severe psychological trauma.

These preventable maternal deaths contribute further to Uganda’s ever escalating @ orphan population.  Orphans are @ more vulnerable to rights violations such as inadequate access to health care and education, and lack of protection from sexual, physical, and emotional abuse. 

This tragic loss of lives of women and children and the human capital they represent work against the goals of the National Poverty Eradication Action Plan.  

[3.b. Disability consequences]

@ But ladies and gentlemen, it is important to emphasize here that @ for every woman who dies as a result of maternal complications, between 20 and 30 more will suffer short and long-term disabilities.  This means, for example, that @ in the next ten years, 110,000 women will become infertile and about 1,200,000 will suffer from disabilities such as inability to breastfeed, anaemia, incontinence, fistulae, chronic pelvic pain, emotional depression, physical weakness, and reduced productivity.

Let’s now explore the @ economic consequences of such tragedy.  

[3.c. Economic consequences]

Using REDUCE’s analytical tools we have estimated that the @ present value of the productivity losses resulting from the deaths of the 61,000 women over the period 2001-2010 exceed @ 47 million US dollars.

To these losses we need to add the even larger productivity losses resulting from the maternal disabilities described earlier.  Our analysis shows that if no action is taken to prevent these disabilities, Uganda will lose almost @ 353 million US dollars in present value over the next 10 years. @
To these economic losses we need to add the present value of future productivity losses in children born to @ iodine deficient women.  Data available in six selected Ugandan districts show that goiter rates in school-age children vary between 30 and 60%, indicating an even greater iodine deficiency problem in pregnant women.  

@ Iodine is necessary for the normal development of the baby’s brain during pregnancy. Pregnant women living in iodine deficient regions are at a higher risk of experiencing stillbirths and are more likely to give birth to mentally retarded children.  

The effects of iodine deficiency during pregnancy on the mental development of the children’s brain are permanent, and @ considerably reduce their learning ability, school performance, and retention rates.  

Using REDUCE’s analytical tools and a very conservative goiter rate of 6% in pregnant women, we have estimated that the present value of future productivity losses in children born to iodine deficient women amount to @ 408 million US dollars.  This makes a total loss of 808 million US dollars over the next ten years.

Let’s now explore what needs to be done to reduce these unnecessary human and economic losses. @
[4. Recommendations]

We all need to realize that most maternal deaths in Uganda are the result of what is commonly referred to as @ “the three delays”:

· The @ delay in deciding to seek appropriate care

· The @ delay in reaching a treatment facility, and 

· The @ delay in receiving adequate treatment at the facility.

Shortening any or all of these delays can make the difference between life and death.

Luckily, safe motherhood has become part of the National Health Policy.  Our government has a commitment to reduce @  maternal mortality by @ 30% over the next 5 years through the implementation of the Sexual and Reproductive Health Minimum Package, also referred to as the Mother-Baby Package.  The environment in our country is therefore ripe for the implementation of an effective safe motherhood program.

What are the pillars of Safe Motherhood in Uganda?  @ We feel that the traditional 4-pillar model needs to be expanded to a model of Safe Motherhood relying on 6 pillars.  These 6 pillars are:

1. @ Family planning, more specifically, in order to increase the contraceptive prevalence rate action needs to be taken to:

· @ Increase the number of service delivery points;

· @ Encourage adolescents to delay their first pregnancy;

· @ Encourage couples to space births; and

· @ Update service providers with skill in contraceptive technology and in counselling.

2. @ Ante-natal care, that is, ensure that each and every pregnant woman benefits from four timely ante-natal visits beginning within the first three months of pregnancy. In these ante-natal visits health workers should:

· @ Provide iron and folic acid supplements;

· @ Conduct immunization against tetanus;

· @ Conduct routine deworming;

· @ Provide periodic presumptive treatment for malaria; and

· @ Screen for risk factors such as abnormal weight gain, blood pressure, and proteinuria.

3. @ Obstetric care.  In order to increase access to skilled care at birth action needs to be taken to: 

· @ Increase the number of midwives; 

· @ Update providers’ life-saving skills;

· @ Monitor labor using a partograph;

· @ Provide essential obstetric care;

· @ Improve the referral system;

· @ Mobilize prompt ambulance and/or transportation services; and

· @ Provide a single megadose of vitamin A immediately after delivery.

4. @ Post-natal care, that is:

· @ Identify and manage danger signs to mothers during the early-postpartum period;

· @ Counsel on and provide family planning services;

· @ Counsel on maternal nutritional support during lactation;

· @ Promote harmless and good traditional social support for mothers and babies; and

· @ Conduct maternal mortality audits and review meetings both at the community and the health centre unit.

5. @ Post-abortion care, more specifically:

· @ Train and equip personnel to offer manual vacuum aspiration except at Health Centre 1-level;

· @ Counsel and provide family planning services; and

· @ Start prompt treatment for sepsis.

6. @ Integrate STD/HIV control and prevention in reproductive health programs.  To do this we will need to:

· @ Offer voluntary counselling and testing for STDs-HIV;

· @ Screen pregnant women for syphilis;

· @ Manage cases and their complications; and

· @ Continue and expand ongoing successful prevention activities.

@ However, experience has shown that improving availability and quality alone does not ensure increased use of services by women.  Numerous socio-cultural and psychological barriers remain which require an effective @ behaviour change communications strategy if they are to be overcome.  For example, community mobilization and the involvement of men are crucial to ensure safe motherhood.  Ultimately, permanent incorporation of safe motherhood services into the @ primary health care system, and the access of women to @ education and equity will make a difference to the overall impact of the programme.

Let’s now look at some of the @ benefits of this set of interventions over the 2001-2010 period.  

[5. Benefits of Action]

The Mother-Baby Package that the Government has adopted is intended to reduce @ maternal mortality by @ 30% in the next five years.  In order to estimate the benefits of this package over the period 2001-2010, @ we have assumed that no reduction will be achieved in the first two years, as the infrastructure is put into place, that a 10% reduction per year is achieved in years 3 to 5, and that the 30% reduction will hold constant over the following five years.

We have analysed the benefits that will come to Uganda from @@better ante-natal and obstetric care, and from reducing malaria, anaemia, and iodine deficiency during pregnancy.  All these interventions are part of the Mother-Baby Package.  However, we have @ not yet looked at the benefits from improved neonatal care, better family planning, and reduced incidence of STDs and HIV/AIDS during pregnancy, also part of the Mother-Baby Package. 

@ Using REDUCE’s analytical tools we have estimated that in the period 2001-2010, @ 12,500 lives of women and @ 60,000 lives of children will be saved and that @ 253,000 women will be spared from disability.  As a result, @ 90 million US dollars in productivity gains will be realized.  

It is crucial to remember that all these benefits have been estimated under the assumption that the maternal mortality ratio in Uganda is 506.  As mentioned earlier in the presentation, this 1995 figure is widely acknowledged to be on the increase, with the United Nations estimate being 1,200.  As such, the benefits described earlier are significantly higher than stated here.  

[6. Conclusion]

Ladies and gentlemen, our presentation shows that protecting, promoting, and fulfilling @ the right of Ugandan women to life and health will reap benefits far outweighing the costs; benefits in terms of @ thousands of lives of women and children saved and a @ large increase in women’s productivity and income generating ability that will benefit them, their families, and communities thereby contributing to the realization of poverty eradication in Uganda.  

@ Four conditions are needed for this to happen:

· The @ first is a strong commitment to maternal survival and health by our political leaders and decision makers at the national, district and community levels;

· The @ second is a clear focused national maternal survival and health strategy;

· The @ third is a realistic, appropriate, and sufficient investment in such national maternal survival and health strategy;

· The @ last is an implementation framework with clearly defined supervision, monitoring and evaluation mechanisms.

@ Ladies and gentlemen, the international community is praising Uganda’s leadership in the fight against HIV/AIDS in Africa.  This has been possible because the four conditions mentioned above  - @ commitment, @ strategy, @ investment, and @ implementation have been met.  

Uganda @ can also lead the fight against maternal death and disability and in so doing @ enable women, who make up more than half the population, to @ fully enjoy their rights and @ fully contribute to the social, @ economic, and @ political development of Uganda. 

@ Thank you very much.

@ The REDUCE analysis in Uganda was undertaken under the leadership of the Ministry of Health, Reproductive Health Division, in collaboration with:

· The Regional Center for Quality of Health Care

· The Commonwealth Regional Health Community Secretariat  

· The Makerere University Department of Obstetrics and Gynecology

· The Makerere University Department of Women and Gender Studies, and

· The Mukono District Health Team

Support was provided by USAID’s Africa Bureau through the SARA Project and USAID’s Global Bureau through the Quality Assurance Project.
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