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Emergency obstetric Purpose: To establish a baseline for the availability, utilization, and quality of EmOC,
care; and to help develop an operational strategy based on the findings. Methods: A needs
Sector-wide approach; assessment of emergency obstetric care (EmOC) was carried out in 197 health
Policy facilities in 19 out of 56 districts in Uganda, covering 38% of the total population.

Findings: There were a large number of missing signal functions at health facilities
and an urgent need to improve the availability of EmOC. Conclusion: By using the
data from the assessment, it was possible to influence national policy through the
health sector-wide approach (SWAp) and place EmOC high on the national agenda. A
national strategy and roll out plan to strengthen EmOC is now in place.
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poorest countries in the world with a per capita
income in 2004 estimated at US$250 [1]. Life
expectancy remains low at 43 years [1]. Despite
this apparently bleak scenario, Uganda has made
considerable progress in terms of human develop-
ment over the last few years. The adult literacy
rate now stands at 69%, and there has been a
significant decline in the adult HIV prevalence rate
since the mid-1990s from about 14% to 5% in 2001
[2].

Nonetheless, substantial progress remains to be
seen in the area of maternal health. Uganda, like
most countries of the world, has agreed upon the
United Nations Millennium Development Goal
(MDG) to improve maternal health, which targets
the reduction of maternal mortality between 1990
and 2015 by three-quarters. Achieving this goal in
Uganda is a challenge — maternal mortality remains
high with an estimated maternal mortality ratio of
505 maternal deaths per 100,000 live births, and a
lifetime risk of maternal death of 1 in 13 women
[3]. Furthermore, many women continue to deliver
without a skilled birth attendant. Between 1989
and 2001, the proportion of deliveries assisted by a
trained medical professional was essentially stag-
nant at 38% in 1989 and 39% in 2001 [4,3].

To address the problem of maternal mortality in
Uganda, an EmOC needs assessment was conducted
in 2003 by the Ugandan Ministry of Health. This
paper reports on the findings of the EmOC needs
assessment and how the results influenced Ugan-
da’s health sector-wide approach (SWAp) to address
EmOC to reduce maternal mortality.

2. The SWAp process in Uganda

To achieve sustained improvements in people’s
health and well-being, development assistance
agencies must work in partnership with countries
to support their national policies and strategies. As
part of these efforts, the sector-wide approach
provides an opportunity to develop a partnership
among key actors — national governments, devel-
opment agencies, the public and private sectors,
non-governmental organizations, and civil society
— to make better use of funds from all sources, and
reduce the inefficiencies and waste associated with
multiple and parallel projects supported by differ-
ent agencies [5—7].

Uganda has taken steps to reduce poverty through
its Poverty Eradication Action Plan (PEAP), which has
guided government policy since its inception in
1997, and supports a pro-poor change in spending
patterns. The four major goals of the PEAP are: 1)

fast and sustainable economic growth and structural
transformation; 2) good governance and security; 3)
increased ability of the poor to raise their incomes;
and 4) increased quality of life of the poor [8,9]. The
PEAP serves as a reference by which civil society
organizations can hold the government account-
able, and as a basis for harmonization and coordi-
nation among development partners.

The PEAP provides an overall policy framework
within which sector-specific strategies are devel-
oped and implemented through the SWAp process.
All funding for the sector supports the National
Health Policy and the Health Sector Strategic Plan,
under government leadership, with common pro-
cedures for financial management, and common
structures for planning, management, and moni-
toring [10,11]. Uganda’s health sector strategic
plan, which is part of the overall national Poverty
Eradication Action Plan, was initiated by the
government in August 2000 with assistance from
development partners and implemented through
the SWAp process. Development partners contrib-
uting to budget support include those from Bel-
gium, Denmark, the European Union, Ireland,
Netherlands, Norway, Sweden, the United King-
dom, and the World Bank.

Included among Uganda’s development goals is
the need to address high maternal mortality as well
as further explore the linkages between maternal
mortality and poverty. Since prompt access to good
quality EmOC can significantly reduce maternal
mortality, the health SWAp provided an opportunity
to prioritize EmOC by contributing to strategic
direction when decisions regarding health sector
spending priorities were being made.

3. Needs assessment on the status of
EmOC

3.1. Main objectives

At the SWAp’s 7th Joint Review Mission held in
October 2002, it was agreed that a strategy and
program were needed to increase both the number
of supervised deliveries and access to emergency
obstetric care. As a first step in this process, it was
recommended that a needs assessment on the
status of EmOC in Uganda be carried out, and
UNICEF agreed to support this endeavor. The
objectives of the EmOC needs assessment were
the following:

1. To establish a baseline for availability, utiliza-
tion, and quality of EmOC
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Table 1  Organization of health infrastructure in Uganda
Facility level Population Staffing Services
served
National teaching 22,000,000 Wide range of specialists available Full range of services; also function
hospital as teaching hospitals
Regional referral 2,000,000 Limited specialists available Wide range of services; also function
hospital as teaching hospitals in some areas
District hospital 500,000 Some specialists available Medicine, surgery, pediatrics, ObGyn,
dentistry, anesthesia, radiology,
clinical laboratory, and community
health
Health center IV 100,000 At least 1 medical officer, 2 clinical officers, All services of HC Ill plus surgery and
1 registered midwife, 1 enrolled nurse, blood transfusions
1 enrolled midwife, 1 comprehensive
nurse, 2 nursing assistants, 1 laboratory
technician, 1 laboratory assistant, 1 health
inspector, 1 dispenser, 1 public health dental
assistant, 1 anesthetic officer, 1 assistant
health educator, 1 records assistant,
1 accounts assistant, and 2 support staff
Health center Il 20,000 1 clinical officer, 1 enrolled nurse, All services of HC Il and inpatient
2 enrolled midwives, 1 nursing assistant, care and environmental health
1 health assistant, 1 laboratory assistant,
and 1 records officer
Health center Il 5000 1 enrolled nurse, 1 enrolled midwife, Outpatient care, antenatal care,

and 2 nursing assistants

immunization, and outreach

Source: [14,15].

2. To develop an operational strategy based upon
the findings.

3.2. Methodology

With support from AMDD, the Ugandan Ministry of
Health, UNICEF and other partners carried out an
EmOC needs assessment during February and March
2003 (the service statistics involved covered the
period between January and December 2002), using
the UN process indicators for monitoring obstetric
services [12].

The country was divided into 4 zones: Central,
Eastern, Western, and Northern. In each zone, 5
districts were purposefully selected for the needs
assessment by taking into consideration districts
with high total fertility rates (according to the 1991
Census), and by maintaining a balance between

Table 2 The UN process indicators for EmOC

districts with inaccessible and accessible transport
and communication services. However, due to
insecurity during the survey period, 1 of the 20
selected districts was eventually excluded. Thus,
data were collected from 19 (out of a total of 56)
districts, covering a population of 9.4 million and
representing 38% of Uganda’s population [13].

The health infrastructure in Uganda includes
national referral hospitals (public), regional refer-
ral hospitals (public), district/rural hospitals (both
public and private), as well as health centers (both
public and private). Health centers are graded as Il,
lll, or IV, according to the administrative zone
served and by the types of services that are
provided [14,15] (see Table 1). Health centers Il
(HC 1) serve a parish and provide outpatient care,
antenatal care, immunization and outreach. Health
centers Il (HC 1ll) serve a sub-county and provide all

Process indicator Definition

Availability of EmOC

Geographic distribution of facilities
Percentage of all births in EmOC facilities
Met Need for EmOC

Number of facilities that provide EmOC per 500,000 population

Facilities must be well distributed at the provincial or district levels
Percentage of all expected births in EmOC facilities

Percentage of women estimated to have obstetric complications who are

treated at EmOC facilities

Cesarean deliveries as a percentage of all births
Case fatality rate

Cesarean deliveries as a percentage of all expected births in the population
Percentage of women, with direct obstetric complications admitted to a

facility, who die

Source: [12].
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Table 3 Availability of comprehensive and basic
EmOC, 19 districts, Uganda, 2002 (n=197)

Type of health No. Availability of Availability
facility surveyed comprehensive  of basic

EmOC EmOC
Hospital 32 21 (65.5%) 11 (34.4%)
Health center IV 36 2 (5.6%) 2 (5.6%)
Health center Il 129 N/A 5 (3.9%)
Total 197 23 18

the services of HC Il, plus inpatient care and
environmental health. In theory, a HC Il should be
able to function as a Basic EmOC facility.! Health
centers IV (HC IV) serve a health sub-district and
provide all the services of HCs Ill, plus surgery,
supervise the lower level HCs Il and lll, collect and
analyze data on health, and plan for the health sub-
district. In theory, a HC IV should be able to
function as a Comprehensive EmOC facility.? How-
ever, the actual staffing levels and services provid-
ed at health facilities often fall short of the
guidelines described above.

To draw the sample of health facilities to be
surveyed for the needs assessment, all facilities in
each selected district were enumerated. Random
selection was done in each category of health
facility using the following criteria: one of the
hospitals considered a district hospital was includ-
ed in the sample; 50% of all the HCs IV in the
selected district were included in the study; 50% of
all the HCs Il in the selected district were included;
both public and private health facilities were
covered in proportion to their number and level
of service delivery. For the 19 selected districts,
the EmOC needs assessment surveyed a total of 197
health facilities (both public and private), which
included 32 hospitals, 36 HCs IV, and 129 HCs llI.

3.3. Results

The findings from the needs assessment are shown
in Tables 3—7 and are based on the UN Process
Indicators for monitoring obstetric services [12].
Issued by UNICEF, WHO, and UNFPA, the indicators
are used to identify the availability, use, and (to
some extent) quality of emergency obstetric care
(see Table 2). The UN indicators were developed

' A Basic EmOC facility is one that is performing all of the
following 6 signal functions: administration of injectable anti-
biotics, oxytocic drugs, and anticonvulsants; manual removal of
placenta; removal of retained products; and assisted vaginal
delivery.

2 A Comprehensive EmOC facility is one that is performing all
signal functions in Basic EmOC as well as cesarean section and
blood transfusion.

Table 4 Availability of EmOC services, 19 districts,
Uganda, 2002 (n=197)

Type of health Minimum Current Gap
facility recommended for status
population size
Comprehensive 19 23 +4
EmOC
Basic EmOC 76 18 —58

based on an understanding that most maternal
deaths could be prevented if women receive
prompt, adequate treatment for major obstetric
complications. Thus, a short list of key medical
procedures that are necessary to save the lives of
women with obstetric complications was devel-
oped. Eight of these procedures are used as “signal
functions” to distinguish facilities that are actually
providing Basic or Comprehensive EmOC from those
that are not.

Tables 3 and 4 show the amount of EmOC
services available. For every 500,000 population,
there should be at least 1 Comprehensive and 4
Basic EmOC facilities. Thus, for the catchment
population of the surveyed districts, there should
be 19 Comprehensive and 76 Basic EmOC facilities.
The needs assessment found that there were 23
Comprehensive and 18 Basic EmOC facilities avail-
able, indicating a sizeable gap in the availability of
Basic EmOC services. Out of 19 districts surveyed,
only 8 (42%) had some facilities that meet the
criteria for EmOC facilities.

Tables 5 and 6 show the missing signal functions
in health centers Il and IV. Health center IV
facilities are providing more signal functions than
are HC Il facilities. Almost all HCs IV, and most HCs
Ill, are providing parenteral antibiotics and oxy-
tocics. In contrast, most of these kinds of facilities
are not providing assisted vaginal delivery, which
can often avert the need for cesarean section. In
fact, only a few health centers were functioning at

Table 5 Missing EmOC signal functions at health
centers 1V, Uganda, 2002 (n=36)
Signal function Number of Percentage
facilities with
missing function
Parenteral antibiotics 5 14
Parenteral oxytocics 4 11
Parenteral sedatives 23 64
Manual removal of 17 47
placenta
Removal of retained 18 50
products
Assisted vaginal delivery 32 89
Blood transfusion 34 94
Cesarean section 34 94
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Table 6 Missing EmOC signal functions at health
centers lll, Uganda, 2002 (n=129)

Signal function Number of Percentage
facilities with
missing function
Parenteral antibiotics 31 24
Parenteral oxytocics 32 25
Parenteral sedatives 82 64
Manual removal of 81 63
placenta
Removal of retained 103 80
products
Assisted vaginal delivery 122 95

the expected level (Basic EmOC for HCs Ill and
Comprehensive EmOC for HCs IV).

As Table 7 shows, only 5% of births took place in
EmOC facilities, although the recommended level
is at least 15%. Met Need for EmOC was 5%,
whereas it should be at least 100% since all women
with obstetric complications should be treated. As
a proportion of all expected births in the popula-
tion, cesarean sections should account for not less
than 5% and not more than 15%. In Uganda, the
corresponding figure was about 1%, which is far
below the recommended minimum. Finally, the
case fatality rate (CFR) is a crude indication of the
quality of care and refers to maternal deaths
among women with obstetric complications admit-
ted to the EmOC facilities. The CFR was 1.5%,
which is greater than the maximum acceptable
level of 1%. Taken together, these findings suggest
that once they get to the health facility, women’s
survival is fair, but in light of low Met Need, only a
small proportion of those with complications
actually reach these facilities. However, as has
been found in the Malawian study on UN process
indicators [16] poor record keeping may have
contributed to the relatively low case fatality
rate observed in spite of the limited EmOC
services.

4, Discussion

The sector-wide approach provided a significant
opportunity to address maternal mortality in
Uganda. Findings from the needs assessment clear-
ly showed that coverage of EmOC in Uganda must
be improved. Consequently, it was possible to use
the data from the needs assessment, particularly
the information on the large number of missing
signal functions at health facilities, to influence
national policy and place EmOC high on the
national agenda. Using data from a needs assess-
ment carried out by credible institutions gave an

added advantage when advocating for EmOC, and
thus made it easier for development partners to
support leveraging resources for EmOC. Preliminary
results from the needs assessment were presented
to the 8th Joint Review Mission in April 2003, which
resulted in greater focus on EmOC as a priority for
the 2003—2004 annual plan. At the SWAp 9th Joint
Review Mission in November 2003, the final results
from the needs assessment were presented, leading
to the recommendation by the SWAp Joint Review
Mission that an EmOC needs assessment be com-
pleted in the 37 districts that were not included in
the original needs assessment. Moreover, it was
agreed that a roll out of EmOC in all districts should
be initiated. UNICEF and USAID agreed to provide
funds for the EmOC needs assessment in the 37
districts. A national strategy and plan for EmOC roll
out have been developed. This includes on-the-job
training, addressing management issues, reorgani-
zation of services at the facility level, improving
community linkages, and monitoring of signal
functions.

During the process of incorporating EmOC as a
high priority in the health SWAp, it became clear
that, to effectively tackle the reduction of mater-
nal mortality, there is a need to improve coordina-
tion among key stakeholders and build strong
partnerships, including partnerships with the pri-
vate sector. The foundation for facilitating this
process is strong government leadership and sup-
port. EmOC is also benefiting from the support of
development partners in Uganda. Positive steps
have been taken by UNICEF, WHO, and UNFPA to
achieve greater collaboration in supporting the
government to roll out the EmOC strategy within
the SWAp process.

To strengthen the effectiveness of efforts by
development partners to improve EmOC, it is
important for staff in the various agencies, includ-
ing UNICEF, to be actively involved throughout the
process—participating in sector working groups,
contributing and commenting on sector strategy
papers, reading SWAp documents, participating in
Joint Review Missions, and providing consistent

Table 7 UN process indicators of quantity and
quality of EmOC, Uganda, 2002

Indicator Actual Recommended
level (%) level (%)
Proportion of all births in 5 >15
EmOC facilities
Met Need for EmOC 5 100
C-section as a percentage 1 5—-15
of expected births
Case fatality rate in 1.5 <1

EmOC facilities
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support for SWAp activities. These efforts are
critical to ensuring that EmOC remains high on
the national agenda.

5. Conclusion

The experience from Uganda in using a sector-wide
approach to address the reduction of maternal
deaths is no small achievement—it is proof that a
coordinated commitment and effort on the part of
the government and other development partners
can indeed lead to real, positive changes in
national policy addressing maternal mortality.
Including maternal mortality in the SWAp process
provided a way in which key interventions to
reduce maternal death and disability could be
highlighted nationally, prioritized, and supported
with the allocation of resources.

Nevertheless, to ensure that these changes in
national policy translate into a sustainable impact
on maternal mortality, the Roll Out Plan for EmOC
must be implemented. First, district health work-
ers’ skills in EmOC need to improve so that they can
effectively manage and treat obstetric complica-
tions. Competency-based training to strengthen the
technical capacity of local health providers will
improve their knowledge, skills, ability, and confi-
dence to provide good quality EmOC.

National capacity to continuously monitor and
evaluate program implementation using the UN
Process Indicators also needs to be established.
Hospital staff should be trained on how to use these
process indicators and proper data management
systems should be in place. Important first steps in
this process include standardizing definitions of
obstetric complications and encouraging the main-
tenance of appropriate record-keeping.

Finally, advocacy efforts must be continued to
sustain the current high level of support for EmOC.
An advocacy tool known as REDUCE has already
been developed for Uganda to stimulate policy
dialog and strategic planning that will ensure
greater prioritization of EmOC. The REDUCE pro-
cess uses computer models to estimate the human
and economic consequences of maternal mortality,
and generates data that provides sound arguments
for giving higher priority to maternal mortality
reduction in policy formulation, strategy develop-
ment, and resource allocation [17].

We hope our experience in Uganda in the use of a
sector-wide approach to improving emergency
obstetric care will serve as an impetus for devel-
opment partners in other countries that are also
striving to reduce maternal death and disability.

The process through which EmOC gaps are being
addressed is inclusive and has both national level
efforts as well as bottom-up collaboration at the
district level as has been recognized in the Malawi
study [18]. This will inevitably contribute to the
long term availability and quality of EmOC services.
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