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FOREWORD

| have been greatly encouraged by the progressmade in Uganda towards many of the
Millennium Development Goals (MDGSs), particularly in reducing the population that
lives in poverty, suffering from hunger, gender equality and empowerment of
women, access to safe water and expanding access to information andcommunication
technology. The chances of survival for women and children has increased and
progress has been made against a number of causes of preventable maternal and child
deaths across the continuum of care from pre-pregnancy, childbirth and post - natal
periods, to infancy and childhood.

A surge of new commitments and advocacy has
chil dreno6s h-eemdibthe caunty. Yet stil, [ there is a major unfinished

development agenda. Recent demographic and health survey findings show that

progress has been slow in meeting the targets of MDGs 4 and 5With the launch of

UN Gl obal Strategy for Wo menos, Childrents a
agreement by Member States on an ambitious 2030 agenda for Sustainable
Development, it is time for Uganda to build on the momentum achieved over the past

five years.

| believe Uganda could and should do more to save the lives and improve the well -
being of women and children. Government of Uganda recognizes that fulfilling this
and achieving the Sustainable Development Goals (SDGs) will require new evidence-
based approaches backed by innovative and sustainable financing mechanisms.
Uganda developed and launched the Reproductive Maternal Newb orn Child and
Adolescent Health (RMNCAH) Sharpened Plan in November 2013 to accelerate the
attainment of the MDGs. The country has since updated the RMNCAH Sharpened
Plan and developed an Investment Case to accelerate progress through five strategic
shifts. Rather than new plans or system wide changes, these strategic shifts provide
new ways of thinking, behaving and/or responding differently so as to achieve
remarkable impact on mortality in the country.

The investment case aspires for Universal Health Coverage, so every family can
access quality healthcare and no family has to face financial hardship receiving the
health services they need. It will help set in favorable social, health, and demographic
trends in the country and avert needless deaths and disability. Scaling up these
essential interventions from current levels is estimated to prevent more than 6,350
maternal, 30,600 newborn and 57,600 children (259 months) lives over the five years.
Reducing death and disability will free up scarce financia | and economic resources.
By helping adolescents to realize their rights to health, well-being and full

participation in health, we are equipping them to attain their full potential as adults.
Al | of t his i s national iGaveste Expanded ¢odersage of family

planning, in particular, will yield significant benefits.

The plan commits us to expand critical demand side and the supply side health care
intervention where evidence suggests the greatest gains could be made, particularly
amongst the poor and vulnerable. High impact investments will include expanded
family planning, immunization; promotion of breastfeeding and improved
nutrition; emergency obstetric care; training and supervising health workers;



ensuring that drugs get to rural populat ions by strengthening the supply chain;
better collection of data through improving health information systems; allocating
resources to supporting good governance through informed and transparent
decision making; and investing in health financing mechanism s that reduce barriers
to essential care and protect people from financial distress.

The additional investment required for high coverage of essential health
interventions for women and children is expected to rise from US 336 million in the
first year to US 400 million in the last year of the plan, with a cumulative total of US$
1,874.2 million in 20162035 (constant 2000 US dollars) It is important to ensure that
this plan is rigorously monitored, priority actions and health interventions remain
on course and remedial actions are quickly instituted so as to achieve the required
impact by 2030.

The plan will draw from multiple sectors and implementers, with each user level
being able to access the information most useful at that level and using one sinde
system to which all data entry and interpretation must conform. As the numbers of
maternal and child deaths decline, it becomes increasingly important to be able to
identify and track the most marginalized and impoverished populations where
mortality is highest. This cannot be accomplished without improving country
systems to reliably track and measure births, deaths and causes of death. Improved
measurement through civil registration and vital statistics will greatly enhance our
ability to monitor resou rces, track mortality change and lives saved, protect human
rights, and protect vulnerable populations.

I, therefore, call upon all the stakeholders; Government, Civil Society, Development
Partners, Parliamentarians, as well as the private sector who have pledged for
priority actions to this sharpened SDG accelerated plan to join hands with
Government of Uganda to implement this sharpened plan and investment case to
prevent the unnecessary loss of mothers and children in Uganda.

/@'Ijj/jm

Hon. Dr. Jane Ruth Acerg
MINISTER OF HEALTH
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EXECUTIVE SUMMARY

Uganda has made progress in improving RMNCAH indices over the past 2 decades but RMNCAH
conditions currently account for over 60% of Years of Life Lost in Uganda. The RMNCAH conditions thus
constitutea major public health problenMaternal mortality rates fell by only 20% over the past 20
years, decreasing too slowly to achieve national targets. The unacceptably high number of maternal
deaths annually in Uganda account for 2% of the annual materatisdglobally. The major causes of
maternal deaths are preventable with the three leading causes being haemorrhage, obstructed labour
and complications from abortion. Almost 28% of maternal deaths in Uganda occunghwomen

aged 1%; 24 years.The oveall adolescent birth rate in the age categorylBbyears is at 135 per 1000
livebirths, which ranks among the highest in -Sabaran Africa driving both total fertility and
population growth rates. Adolescents aged1B5contribute 17.6% deaths due toegnancy related
conditions. Stillbirths and child deaths are 50% more likely for babies born to mothers younger than 20
than for those aged 229 years.

Uganda realized a steady reduction in child nibyteates between 1995 and 2016 from 156 tope4

1,000 live births with the annual rate of reduction increasing dramatically from 1.2% per year to 8.1%
per year between 2006 and 2011. While the infant mortality rates have followed a similar trend,
neonatal mortality is decreasing at a slower pace withboems experiencing a disproportionate
burden of deaths among this age group. About 42,000 newborn babies died in 2014 out of the 130,900
children who died before their'5birthday in 2014. Unddive mortality is mostly attributable to
neonatal conditioa as well as three common childhood illnesses: malaria, pneumonia, and diarrhoea
often in synergy with underlying malnutrition. An estimated 33 million cases of malaria, diarrhoea and
pneumonia go untreated every year in Uganda representing a criticahtegap.Neonatal deaths

occur mainly from preterm births, birth asphyxia and severe infection. An additional 38,000 babies die
each a year in Uganda from stillbirths. This five year RMNCAH investment case is anchored on the
revisedHealth Sector Devgdment Plan targets for 2020 reducing MMR from 336 to 2p&r 100,000

live births USMR from 64 to 4f@er 1,000 live birthdMR from 43 to 3per 1,000 live birthaNMR from

27 to 15per 1,000 live birthand teenage pregnancy rate from%bto 14%.

In ine with the Sustainable Development Goals and the need for more universal access, the main thrust
of this investment case is the prioritisation of bottlenecks to scaling high impact interventions. To
achieve this, the investment case will focus on fireeggic shifts and delivery of a priority intervention
package at all levels of the health system.

The five strategic shifts are:

1. Emphasising evidendmsed highimpact solutions;

2. Increasing access for higlrden populations;

3. Geographical focusing/sequeng;

4. Address the broader mulsiectoral context;

5. Ensuring mutual accountability for RMNCAH outcomes.

Thefirst shift is centred on the retiut of apriority intervention packageat addressed KS & O2 y (i A y dzd.
2F KSI t GK Ol NB ¢addigsdenice, fréghaboy, idtiirth &nkl dhrdda8dhere is a rising

trend in coverage of interventions along the continuum of care and this has to continue towards the
national targets. However, some high impact interventions have very lowageyevidedisparities

and so neeckxtra effort to curtail the large number of women, babies and children dying and set the

path to sustain initial gains. Thus, more investment is needed accelerate coverage and quality of
selected high impact interventions in thgé&ars and reduce disparity within coverage of interventions

along the continuum of care.

Implementing the priority intervention packagescale will avert an addition&)35Q 30,600 57,600
maternal, newborn and child death®spectively These gainsiiMranslate into reductions in maternal,
new-bornand child mortality rates.



Effective introduction of the package of high priority interventions requires a clear strategy for
delivering the package, fee second shifiocuses on the mechanisms neededdelivery the package.
Uganda is rich in innovations that address the widespread challenges in delivering quality services, but
many of these have remained at a small scale or pilot level as different actors focus on different parts
of the care continum and in different parts of the country. The emphasis in the Sharpened Plan is on
moving to wider scale and operating in a more coordinated way so as to ensure that the full package is
delivered in a comprehensive manner.

To do this will require key infusuch as infrastructure, staffing, and financing. However, these must
be accomplished by a set of approaches and mechanisms to improve service delivery:

Strengthening district management for improved RMNCAH outgomes
Scaling up communiyased servicedlivery,

Developing capacity through skills hubs

Scaling up resuHsased financing for facilities

Scaling up vouchers

Strengthening demand for RMNCAH services

oukwdpE

Collectively these address the major constraints to improving RMNCAH outcomes, laiggigiby

on the key crossutting issues in the health sectgthuman resource, quality of care, supply chain
management, and demand generation. The third shift is around geographical focusing and sequencing.
The package of priority interventions shoukd dvailable to everyone in Uganda. However, it is not
possible to scale the package up to every district simultaneously. Therefore, it is necessary to determine
the optimal sequence for rolling out the package.

This is particularly important given theatlenges of fragmentation around RMNCAH in Uganda: too
often, partners use their own criteria to select their own set of districts, and then proceed to implement
some elements of the package using one or a few service delivery mechanisms. To addiess this,
roll-out approach will concentrate first on ensuring that high priority districts receive the complete
package of priority interventions using the full suite of service delivery mechanisms (or as many of the
mechanisms are necessary to ensure fulecaye). This requires closer collaboration between key
partners than has often been the case in the past, and so the Sharpened Plan will only succeed if
partners agree to align behind itheroll-out of the plarwill start with thedistrictswhere mostdeaths

occur and the highest RMNCAH burden exists in the country.

At its core, the higRMNCAH burden is rooted in inequalities within the social determinants of RMNCAH
overthe life course of women. Therefore, the fourth shift is around the sedtiord actionneeded

to tackle the driver®f disparities contributing to preventable deaths in the countijorking across
sectors for RMNCAH is still very challenging in Uganda, especially at nation@hkegblring and use

of compelling data to makedtcase for RMNCAH health will be critical in gaining support and advocacy
across other sectors within the national level ms#ittoral coordination mechanisiNowhere is a
multi-sectoral response more important than around adolescent health andb@iaty so this shift has

a particular focus on adolescents. Another area in which a$eattiral response is crucial to improve
RMNCAH outcome is to nutrition but since a comprehensive national nutrition plan is currently under
development, this plan does hattempt to address the full spectrum of approaches to improving
nutrition.

The final shift is around ensuring mutual accountabilltigis shift calls for an effective, sound public
524GS8Y GKIG A& NBaLRYAAODS (i Shaid padhitSadiny ¢t a4 s 4 o
citizens can see exactly where their resources are spemual RMNCAH Assemblies will serve as the

main platform for accountability aational andregional/dstricts levels. This will be complemented by

focusing orstrengthening key systems for producing the data that is at the heart of accountability: civil
registration and vital statistics, routine monitoring and feedback systems, and the ability of the country

to track resources.

The investment costs are estimatedbe US $ 1,874.2 million which are expected to rise from US 336
1



million in the first year to US 400 million in the last year of the plan. The priority intervention cost
account for 63% of the plan, followed by the Health system strengthening intensestat 31%, and

the SBCC and CRVs at 5% and 1% respecilifielyotal investment case financial gap for the five years

is estimated ab00 million USD. Though the gaps vary by year, the annual average financial gap is
estimatedat 100million USD



Uganda has made progress toward improving health of children, newborns, adolescent boys and
girls, women and men in the countrifowever, the country still ranks among the top 10 countries

in the world wih high maternal, newborn and child mortality rates (SOWM, 20W§anda has a
population of 34.8 million people (Census, 2014) and a very high annual growth rate of 3.03%
attributed to the high total fertility rate of over six children per woman obsefoedhe last 4
decades against the backdrop of declining mortality rates. The populatidnit 40.4 million in

2020, an increase of over 4.6 million people between 2015 and 2020 of which about 20% will be
women within 1549 years of age and an equabportion are children below 5 years (UBOS 2014)
Uganda has the yogest age structure in the worlds A G K Y2 NB GKIFy | KIf¥F
population under age of 18 yearsAbout 72% of Ugandans live in rural areas thet urban
population is rapidly increasing depicting a-file increase in the last 3 decades. Life expectancy

at birth in Uganda has increased from 47 and 45 years in 2000/01 for females and males respectively,
to 63 and 64 years by 2015 (Census 20G8nerally, Uganda still has po@pPRoductiveMaternal
Neonatal (hild AdolescentHealth (RMNCAH) indicatorsNeonatal Mortality RatdNMR) has
remained stagnant for the lasiecade thougtMaternal Mortality Rate (MMR) arahild mortality

trends show sigjficantreductions

Administratively, the countrizas112 districts, 181 counties and 22 municipalities and 174 town
councils, 1,382 sub counties, 7,138 parishes and 66,036 villages (Census, 2014). The District
populations vary considerably with a mediaf 240,000 people with more than half (59) of the
districts having less than 250,000 persons and comprising less than one third (29%) of the population.
The mediarBub-County population is 30,000Poverty remains deemoted in the rural areasith

19.7% of Ugandans living below the poverty line is in 2012 (The State of Uganda Population Report
2014).

This sharpened plan is anchored on the Health Sector Development PlanZG1SDIB), 2019/20,

which is the overall health sector planning framework that provides the strategic focus of the sector
in the medium term It thus contributes to the second National Development Plan (NDP 1I), the
second National Health Policy (NHRripearatives of the country, and to the ovefdjandaVision

2040. TheHSDR2015/16¢ 2019/20 prioritises Maternal, Child and Newborn mortality reduction
and recognises that high mortality is not due to lack of appropriate policies in Uganda but rather due
to inadequate policy implementatiorThe Sharpened plan 2012020 forms the overall approach

for the sector to accelerate progress towareduction of maternainortality targetsset in the HSDP.

It focuses on strengthening the National Health Serd&®ery system, and prioritisation af
package of technicahterventions and strategies that will realize the largest health impact for the
country based on the latest evidence on effectiveness.

The sharpened plan, 2013 was revised and aligned witHehih SectoGtrategidnvestment Plan
(HSSIP2014/152019/20 that involved extending the timeframe to 2020, further prioritisation of
investment packages including adolesceekual Reproductive Health (SRHxomponent and
inclusion of Civil Registratioand Vital Statistic§CRVS¥or strengthening accountability and
monitoring of RMNCAH resulfBhe investment component of this document proposes the medium
term investment needed, in addition to an increase in operational expenses, to ensure that the
required human resources, infrastructure, inputs and governance structures can deliver essential
interventions.

)



The development of this Sharpened Plan involvegblaa2e process. Phase 1 of the plan led to the
Sharpend Han for the period 20132017 In phase 2, the SharpenethP was revised to develop
the current document, the Uganda RMNCAH Investment caget@@D20. Thewrrent Sharpened
Pan addsAdolescent Health stragies and interventions aradigrs targetswith the curren HSDP
2015/16- 2019/2020 It also integrate€£VR$0 improve on accountability aRIMNCAH response
in the country as part of thHeRMNCAH investment case 2015/2619/2020.The process of planning

is summarised below

Analysing he trends: TheRapid Assessment of Interventions and Commodities Tool (RALGedas

to collect information on the country, programme and RMNCAH commodity specific profiles. In
addition, an equity analysis was done using data from the Uganda DemogteglticSurvey (UDHS)

to reveal patterns of disparities related to geographic locations (regions), wealth groups, gender,
urbanrural divides, ethnic groups, educational levels.

|dentifying Barriers and BottlenecksThe Bottleneck Analysis (BNwhs used to determine and
prioritise factors that limit the attainment of adequate coverage and the highest impact on RMNCAH.
Using tracer indicators, the bottleneck analysis considered the three platforms of service delivery
(the population level, theommunity and the individual or clinic platforms) and identified the key
bottlenecks therein. This document draws on existing analyses (e.g., éhac8 Availability and
Readines#ssessmentithe frviceDeliverylndeX and existing strategies and pldagy., the CIP).

Developing strategic shifts including prioritisation of high impact intervention¥hrough
consultative and interactive MoH led processes, including waoksaod meetings of Technical
Working @Goups(TWGs)the country adopted five straggc shifts. Theives Saved Tool (LiSs

used to prioritise higlimpact interventions for RMNCAH based on their effectiveness in reducing
deaths and saving lives of women and children.

Costing:TheOneHealth Costing Tool (OHWas usedor cosing sale upof priority high impact
interventions andeyhealth system investments

Chapter 1 sets the background to the plan and the local context within which the plan is designed,
period covered by the plan, and how the plams developedChapter 2 describes the progress
towards the achievement of HSDP and health relaisthihableDevelopmenGoald{SDGs)elated

to RMNCAH targets and the road ahead for different indicaldris chaptediscusses the disparities
therein. Chapter 3 identifies and discusses bottlenecks that hinder the effective implementation of
priority interventions Chapter 4 defines the goal and strategic shifts and how they can be
operationalised. It provides a roadmap to addfieBENCAH gapbeginning by forecasting estimates

of lives to be saved through scale up of selected cost effective interver@inaster 5 outlines the
implementation mechanisms which are aligned to the existing health sector governance,
management and coordination structure€hapter 6 provides the performance monitoring
framework for the sharpened plan and the set of RMNCAH targets for national andtisuial
levels.Chapter 7provides the resources required to remove health system barriers and deliver the
high impact paclkges within the five strategic shifts. It also provides the forward looking picture of
available resources and the current funding gaps.

IThe BNA approach was derived from the Tanahashi Model (1979)
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02: THE ROAD AHEAD

The global burdenf disease study 2010 indicatdtht RMNCAH conditions account for over 60% of
Years of Life lost in Uganttais constituting a major public healginoblemfor the country Based

on the current state, this chapter outlines the road ahead for the country in reaching targets set for
2020in the HSDP 2015/12019/20 with a view of achieving the longerm DGtargetsby 2030.

2.1ImprovingMaternal Health

2.1.1 Reducing Maternal Mortality

Maternal mortality in Ugandahasdeclined from505 deaths per 100,000 live births in 1995, 886 deaths
per 100,000 live births in 208. This translates toan average of 18 women dying every dayhe HSDP
target is to reduce maternal mortalityratio to 219 by 2020 and yetthe SDG target by 2030 @ess than 70
per 100,000 live birthé

The MMR has fallen by approxiney 336

Figurel: Trends of Maternal Mortality Ratio

600 over the past 2@ears, whiclis still lower than
the global reduction of 45% over the same
9500 o period ! 3 y RI QRasinapeoved from
£ 505 527 in 1995 to 33@per 100,000ive birthsin
g 400 435 438 2016 Uganda accounts for 2% of annual
P 200 maternal deaths globally. nAunacceptably
8 336 large numberestimatedat 65,700 maternal
§ 200 deathsoccurannuallyin the country and the
5 rate of decline is too slow to enable the
2 100 country meetthe SDG targets The national
lifetime risk of maternal mortality is
0 approximately 1 in 45 for 201&mpared to

1995 2001 2006 2011 2016 the global lifeime risk of maternal mortality
approximate at 1in 180 for 2015.

Therefore,urgenteffort is needed to first tackle the immediatauses of death for thegority of

women while putting inlongerterm efforts to strengthen the health systeamd working on the
social determinantthat majorly lie outside thbealth sector Immediate resultgre expectedrom

tackling haemorrhage acunting for 42% of deaths, obstructed or prolonged lalmiu2% and
complications rom unsafe abortion at 11% (MPDR 2012/13) This is in addition to thenajor

conditionsthat areexacerbated by pregnancy and contributinghis mortaliy includng malaria

maternalanaemiaHIV AIDS antiypertensive disorders.

2.1.2 Skilled Birth Attendance

The proportion of birthsoccurringin health facilitiesrose from 38% in 1995 to 73% in 201#nd by a skilled
birth attendance from 42% to 7% in 2006 and 2016respectively Thisincreasingtrend in skilled birth
attendancehas occurred across all regions of the country including hacdreach rural areas

There is significantrpgress towardshe national target of 75%kiled Birth Attendance B3) over
the last five yearsincreasin@1%over the last five since 201 5till anumberof pregnantwomen,
about 416000 women in the country are still not delivered by a skilled birth attendant annually.



80% The increasing coverage in SB/Ashould be
contributing tothe reduction in MMRn Uganda

3% Despite having morevomen accessing SBA,
many babies still die after reaching facilities
implying that the qualityEnergency Obstetric

70%
60%

50%
52%

40% a0, 48% and Neonatal &e (EnONG service delivery is
30% 379 L% insufficient even when coverage increasisw
20% that coverage seems to be improving, there is
10% also needo expand theountrymeasurement of

SBATNRY YSNBfte aqaiAifttSR oA
gualityof carestandards

0%

Figure2 Trend institutional Delivery

2.1.3 Antenatal Care

Uganda has hadtenatal Care (ANCpverage rates in excess of 90% for the last decades but with
little progress, in the timing of the first visit and the number of women with the recommended
minimumof four visits per pregnancyOnly 21% of women made their first ANC visit before4he
month of pregnancy in 2011 and the median gestation age for the first antenatal visit was 5.1
months. Attendance oft least fourANC visitbetween 2011 and 2016 has increased frbréoto

60% Even with incentives such asng LastingInsecticideNets (LLINSor mama kits provided,
women do not return for subsequent antenatal cafde quality of ANC is pooForexample only

1% of pregnamivomenin the last five years receid and ok the ideal minimum number dfon-

Folic Acidtablets despite 31% of pregnant women in Uganda being anae@uwerage of
Intermittent PresumptiveTreatment second dose (IPT2) for maléwdgimproved froma lowly27%

in 2011 to 45% in 2016. IPT3 is far lower at only 17% and still far belovwthiS®Rarge. ANC 4
coverageand the required quality.nhovative stepsieed to betakento overcomethis longinertia
especiall\by improving quality from provider and client perspectives amabilisingmore mothers

to start ANC within the first trimester

Although adolescence appears to be a relatively healthy period of life, this population (24% of the
national population) has a relatively high burden of disease (more than 33% of the Digelasy.

Almost 28% of maternal deaths in Uganda are attributed to young girls ag@tl iéars and 60%

of premature deaths among adults are associated with behaviours or conditions that began or
occurred during adolescence.

Although declining, Ugandailsthas one of the highest rates of adolescent pregnancy and HIV
incidence among young people in Stdtharan AfricaOverall teenage birth rate or proportion of
births per 1000 women aged 149 years decreased from 204 to 135 between 1995 and 2011 with
24% giving birth to their first child before turning 19 yeaf$is is associatedith a range of
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complications such as unsafe abortions, obstructed labour and obstetric fistulae and a manifestation
of early sex debut and unprotected séihe median agetdirst sexual intercourse for women age
2549 is 16.8 years and dirst marriage is 17.9 year3eenage pregnancy ligher among
uneducated girls: 3% of girls without education haveesddy had a baby, compared to%bf girls

with secondary educatiadtyBOS 23). Young women are alstisproportionately affected H)With

3.0% prevalence among women ageedl®5ears versus 1.7% among men of similar gaddition

to increasing rate of HIV, other STIs, the country is experiencing an increadeléacent
malnutrition (under nutrition and obesity), alcohol and substance abuse, mental and neurological
disorders including depression and anxiety disorders as well as injuries, road traffic accidents and
sexual and gender based violence among thisgagep An estimated 20% of young people
experience some form of mental iliness such as depression, suicidal tendencies, mood disturbances,
substance use and abuse and eating disorders.

Teenage pregnanawpte reduced from 31% to 24 between 2001 and 20dith an increase to 25%

in 2016. This is far from tHeSDP targeaf 14%by 2020 Girrently, 360,00Geenagepregnancies

occur annually. The current average rate of reduction in teenage pregnancies is so slow at 3% per
year over the last 10 yearsTheréore, it is necessary to accelerate anna#brts to at least 9.4%

per year if the country is to reach the target dfd teenage pregnancy rate by 2020. These efforts

will focus on delaying sex debut and increasing contraceptive use among sexuabylatgaeents

A comprehensive package address adolescent health needs should be implemented through the
multisectoral approachesnd using the three point access model of school, health facility and the
community.

Modern contraceptive prevalence GRRhasincreagd by 8% pointbetween 1995 and 2001,
stagnating between 2001 and 20&&d rapidly shooting up in 20TBhe contraceptivprevalence
rate ha been growing at an average of 1% per year between 1995 and P@kbite these
improvements, aly 35% of currently married and%lof unmarried sexually active women were
using a modrn contraceptive method in 2018he percentage of theemand for famy planning

that is satisfied with modern contraceptive thetls has also increased from 17% in 1995 to 52%
in 2016.

Uganda still has one difie highest unmet need (above @§ for family planning in S@aharan
Africa The unmet need fomodernFPexpectedlyaries by age groups married women aB0.4%
amongadolescents (1%, 19 years) and 2294 amongwomen aged 4% 49 years. This high unmet
need also contributes to almost half (43%) opedgnancies beingnintended in Uganda here is
also ahigh discontinuation rate with 4386 family planing users in Uganda discontinuimighin 12
months of starting its usmainly due tohealth concerns/fear afide effectg32%)and desire to
return of fertility (25%)

Only 23% of women aged 1549 yearswho are not using mFP and got in contact with a health

worker, discussd FP and only 9% of all none users were visited by a field worker to discuss FP in
2011 (UDHS 2011). Only 16% of women who gave birth in facilities and 28% of women with a

2Adolescent package of health services should address; early pregnancy and child birth, increasing rate of HIV, other sexually
transmitted infections, malnutrition (under nutrition and obesity), alcohol and substance abuse, mental and psycholblérzd wel
including management of depression and anxiety disorders, Injuries and road traffic accidents, sexual and gender h@sed violen
management of communicable and non communicable diseases, physical activity.

3Addressing determinants of adolescent heaktquire multisectoral coordination, implementation and monitoring mechanisms

under; Ministry of Health, Ministry of Education, Science, Technology and Sports, Ministry of Gender, Labour and Spoiginbevel
Ministry of Water and Environment, civil sggiand the Private sector.
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miscarriager abortion, were counselled on FP before discharge. These figures indicate huge missed
opportunities for counselling and promoting birth spacing and coatttwbth facility and community
integrated outeachednjectable contraceptive is the most prefatrmethod by most prospective
users Relatedlymore than half (54%) of currently married users are on injectable methods while
84% of all sexually active unmarried women use male condoms or injectable contracéfttives
UDHS also shows that majorityn@¥P users obtain their services from private hospitals/clinics (40%),
Health Centres (29%) and government hospitals (14%) totalling up to 83% of alluseder to
reach the targets, the country will need to ensure that an extnallion women in ulin become
modern contraceptive userer the nexfive years and work towargseventingdiscontinuation

The Uganda Costed Implementation Plan (CIP) -2028 with cost effective interventions to
address mFBemandandsupply and advocadygr increasingmFPuptake.

24.1 Ending Preventable Under Five Mortality

Though Uganda has made prograsseducing child mortalitycurrently135,000children still die
per yearof preventablecauses Thethree main killers of children below five years are pneumonia,
malaria, diarrhoea and infectiosach addlVaccountfor more than 70% of thehilddeaths (Figure
4).

Under-nutrition underlies half of all undesffive deaths but othemaportant factors influenaig child
survivalin Uganda includpoor household or caretakathildcarepractices For example, only 18%

of children with diarrhoea are given increased amounts of fluids and only 6% of these given more
food to eat Sixtysix percent of infants under a§anonths are exclusively breastféthe percentage

of children exclusively breastfed decreases sharply with age from 83% of infant$ egeth to

69% of infants age-2 months and, further, to 43% of infants agé khonths(UDHS 2016)

However,use ofsome lifesaving preventive childhood interventions in Uganda is fairly high, for
exanple, exclusive breastfeeding @6, vitamin A supplementan (78%), and HiB vaccine (7%).
Compared to other leading causes of mortafitpywerprogress has been mademanagement of
pneumonia and other respiratory infectiongh af I NB S & ( NBnlyi3T% of dhildBeh idh
suspected pneumonia receive antibiotidg%of children with diarrhoea received ahsalration
solution from an oratehydration salt QR$ packet; 40%vere gven zinc supplements, and 30%
received both ORS and zsupplementdar below the nationaiarget of at least 80%.

Figure3: Causes ofhild Mortality in Uganda(2010)
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2.2 Ending PreventabMewbornDeaths

In Uganda, neonatal mortality is decreasing at a slower pace than mortality amongst digildren
59 months and maternal mortality, 2t1% per year and 5.2% per yaaspectively.

Figure4: Trends ifNewborn, Infant and Child Mortality in Uganda (UDHS)
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Onethird of all under five deaths occur neonatal periodQ-28 days of life In 2011, about 40,000
newborn babies died during tHest month of lifeand 90% of these dieof prematurity and its
complicationsbirth asphyxia and infection

Figure5: Causes of Neonatal Mortality

Neonatal mortality rate is slightly higher in
CongenitalOthers Diarrhoea, urban at 31 per 1,000 live birtltompared
5-0%\4-0% 1.0% to rural areas at 30 per 1,000 live births.
Severe Small babies who are either preterm or small
i“f;it(i)c;;j — for gestational age or both are especially
vulnerable, accountinigpr more than 80% of
Birth neonatal deaths in suBaharan Africa (Lawn
i JE et al 20140nly 34%receive poshatal
checkup within 6 days after birth. Stillbirths
claim about 38,000 babies a year in Uganda.




Ugandaprioritises full population coveragef Uganda National Minimum Health Care Package
(UNMHCP)hrough providing a universal entitlement to pulliinanced health care servicasd
health services access for all poBayce 2000 However, the benefits of this universal entitlement
favourthe richer income groups, more educated and urban dwellé¥hile the country aspires to
achieve WiversaHealthCoverage (UHChadequate health financing remains a huge challenge and
the mechanisnof health financing to deliver UHEhd is addressed within the Health Financing
Strategy20152025

Furthermore, health expenditures in Uganda are rising thisdhas significant repercussions to
individuals and households in poorer population quintiles estimated 1.5 million Ugandans are
pushed belovihe poverty line due to healthcaggayments (Zikusooka et al 2014)

Health subAccounts for the financigiear (FY) 2009/10 shows that households shoulder the biggest
component of about 74% of the RH funding and 62% of child h&itical inequalities exist in use

of services and need to be tackled if UHC is to be achieved, the urban dwellers and vegalthier
generally twice better off than the rural majority or poorest in terms of RMNCAH indiaatbrs
significant geographical inequities are shown TableAthieving success will require increased
funding as well as ensuring that resources for RMNCHsacdkeaffectively, equitably, and efficiently.

Tablel: RegionaRMNCAH Disparities

TFR FP Unmet need CPR PNM NMR US5MR Teenage

pregnancy
Kampala 3.3 17% 48% 33 27 65 22%
Central 1 5.6 27% 37% 47 44 109 19%
Central 2 6.3 35% 34% 44 31 87 23%
East Central 6.9 42% 32% 28 23 106 31%
Eastern 7.5 38% 26% 32 24 87 30%
Karamoja 6.4 21% 8% 48 29 153 30%
North 6.3 43% 24% 22 31 105 26%
West Nile 6.8 43% 15% 39 38 125 26%
Western 6.4 30% 33% 54 30 116 23%
Southwestern 6.2 37% 30% 48 33 128 15%

SourceUDHS 2011

As shown below, nutrition indicators are still po&evereProtein and Energy &hutrition
(Kwashiorkor and Marasmus) and anaemia remain among the 10 top direct causetenb
mortality. Malnutritionis the underlying cause in nearly 60%, 45% and 25% of infant, under five and
maternal deaths respectively.

Only 10.2% of children agedZ3 months consume a minimal acceptable diet with stark contrasts
between regions (7% in the North and 36% in East Centvafronutrient malnutrition is high
Vitamin A deficiency among children and women stands at 20% anad®%naemia at 75% and

49% respectively with malnourished mothers more likely to deliver low birth weight babies (MoH,
2013) Women in the age group of 4 are most likely to be undernasinedcomparedwith other

age groups, with4% having a Body Mdsslex below 18.5 (UDHS 201 0besity is also becoming

a key public health issue with showing an increase in overweight and obesity among women from
5% in (UDHS, 1995) to 19% (UDHS, 20tdn deficiency anaemia is among the top five leading
causes ofears lived with disability (YLDs) in UgarBletween 2006 and 2011, the prevalence of
maternal anaemia among pregnant women fell by less than 1%.
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The causes of undautrition vary by region but include availability and access to food, lack of dietary
diversity, cultural and social traditions, and poverty lev@teduction does not guarantee improved
VAdZiNAGA2Y X Fa aSSy Ay (KS az2dzikgSad NBIA2y:T O2
of the highest prevalence rates of stunting in childredar five Similarly, increasingcomedoes

not guarantee improved nutrition: Anaemia, vitamin A deficiency and wasting in children are
independent of wealth and affect all economic groups. Undaition disproportionately affects

rural areas, whereates of stunting are over 36% compared to 19% in urban .afidascountry is

developing a comprehensive mdéctoral plan to tackle nutrition problems in the country.

Women and children bear a heavy burdenHIV/AIDS, Tuberculosis (TB) and malaria, which
exacerbates otheRMNCAHiroblems. These diseases are the leading causes of deaths among
women and children in Ugandénequities relating to gender, poverty and educations in accessing
health servicesharethe same pattern as RMNCAH disparities.

There are multiple points along the RMMCcontinuum of care wherdlV/AIDS, TB and malaria
strategies should béntegrated and the key entry pointare family planning antenatal care,
Prevention of Mother-To-Child Transmission of HIV (PMTCppstnatal care and provision of
nutrition and psychosocial support forulnerablewomen childrenand adolescents. There are
already national efforts to inggating HIV/AIDS, BBd malarianterventions within packages care
across the RMNEE continuum but implementation has been slow and hampdneldealth system
gaps in operationalizing policy guidelines at district and facility levels.

Birth Registration as part oR¥Sprovides children with their first Right, the Right to legal identity,
and official recognition bthe Sate. Despite the efforts to achieve unisal birth registration,
registration of all children at birth remaias elusive challenge in Ugandan estimated 49% of
births of children undeb years of age remain unregisterediccording to the national CRVS
assessment 2015, registration of deaithéJganda is passive atite mechanisms for enforcement
of registration of deaths ar@existent Wth a Crude Death Rate of 9 geb00 populatior{World
Bank 2013), the estimated number deaths in Uganda in @@td315,000.However,in 2014/15,
less ttan 1% 3,340 Long Death Certificates were issued including for persons thatbdfede
2014/15.

The road ahead is touild the CRVS system in Uganda to achieve universal coverage of both birth
and deathregistrationin Uganda.By ensuring thaall birthsin health facilities are registered, and
mobilisation done during ANC, PNC and immunisation contacts, an estimated targetogR8@to

births registered peyear can be achieved by 202Death registration is extremely limitedd the
system needbuilding
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DG Goal 6 enses availability and sustainable management of water and sanitation for lad

road ahead targets four elements namdll) eliminating open defecation; (2) attaining universal
access tsafedrinking water, sanitation and hygiefeilitiesfor householdsschools and health
facilities; (3) halving the proportion of the population without access at home to safely managed
drinking water andmproved sanitationfacilities; and (4) progressively eliminate inequalities in
access TheNational Service DeliveBurvey 20168hows that 6% of households not have a toilet
facility, 87% and’5% had access tafe waterduring the wet and dry seasons respectivahdonly

22% had handvashing facilitie®f which only 8% had hand washing facilities with both sadp a
water. Open defecation is still practiced by an estimated 3.3 million people in the country, mainly in
rural areas. Elimination of this pract&ed ensuring water, sanitation and hygiene for every school
and health facility and home are tkeesentiakteps towards reducing childnd maternamortality

from the associated diseases.

Education levels remain the constant cause of disparity across maternal, newborn, children and
adolescent health in theountry. Thus, ensuringhat girls and boys remain in school forledst
secondary school is a primary investment for women empowerment and improvement in their
health The Uhiversal Primary Education (UPE)and Uhiversal Secondary Education (USE)
programmes, introduced in 1997 and 2013 respectively, have expanded access to primary and
secondary educatiofor both girls and boysHowever, though the gender gap in primsehoolss

less than 1%, more than 5% and 10% deficit existed in numbenaieieenrolled in secondary and
tertiary schools respectively by Z)limplying that gnder parity is yet to be achieved within the
secondary and tertiary subsectors.

Whereas most girls start schodiitical in educatiorsector to address thatPrimay 7 survival rate
for girlsin Ugandas only 30% (MoES 2014Most girls drop out at primary school level suggesting
that many either started school late or had repeated gradesly 46.9% of girls were attending
secondary schools in 2014 and completiate of Senior 4dr girls that year was only 371MoES
2014). Furthermore the quality of education is insufficient. Only @&enior 2 female students
are rated proficient in Biology (MoOES 2014).

Keeping girls in school is critical for healthganda does not have a legal or policy position that
prohibits pregnant girls or child mothers from continuing with educatiet the practice is that
most girls who becompregnantin schools are expelled and as child mothers they fail to return to
comgpete their education Other areaf improvementin the road ahead includ®lling out early
child development(ECD) implementation, management of informal schooling and supporting
children with special needsd ensuring that girls stay in school longer

The country is implementing most of the existing eviddrased interventions but individual
intervention coverage is still too low to cause impddte coverageguality of care and the widest
equity gaps within the continuum aremainly around clinicafacility basedRMNCAHInterventions
especially care around the time of birth, when mortality risk is highiéstre is thus need for not
only raisingthe coverage of all interventions but also concerted investnfetite country, and

12



districts, is to converge mortality rates for the richest and poorest, or educated aretinoated

people There is also need to ensure coverage across the RNIN@ntinuum does not decline
between each service poin® @A RSy O3 ATINAINERE NB shaws yhakevedrudayidgNA S & ¢
the equity gaps for specific intervention packages for maternal and newborn healtks in

reducing country level mortality rates, especially where disparities are high like the case of Uganda
(Kim E izkson et al. 2014).

Figure6: Coverage gaps of Interventions along the continuum of care against national targets
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Pregnancy

Women with problems in accessing health cares—————————— 65%0
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Modern contraception (reproductive age)m—— 30%
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2F ! 3 yRI omppp A& FYSYRSROI GKS ! 3lFyRFEQa t
standards that Uganda is party to, including the Universalafxion on Human Rights, the
International Covenant on Economic, Social and Cultural Rights, The Convention on the Elimination

of All Formsof Discrimination Against Women, The Convention on the Rights of the Child, The
Convention on the rights of Person g6 A 1K 5A &t 0Af AGASaET GKS ! FNROI Y
Rights and The African Charter on the Rights and Welfare of the Child.

The country has developed a number of policies and guidéladgressing rights but many
stakeholders at national ardistrict levels were not knowledgeable about these laws and policies,

“4National Youth Policy; National Policy on Young People and HIV/AIDS; Sexual and Reproductive Health Minimum Package;
Affirmative Action Policy; Minimum age of sexual consent policy at 18; Universal primary and Secondaoy educati
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partly explaining the limited implementation. Consequently, awareness, capacity and interventions
that tackle negative social norms and fwalth sector interventions against child miages,
elimination of child labour, women trafficking are wedRarticipation in planning and decision
making by children and adolescents is a right, but very limited and subdued by insufficient
implementation strategy and investments.

Discrimination aginst women and girls including gendersed violence, economic exclusion, and

the lack of appropriate and affordable reproductive health services are common problems
Uganda Unequal access to and inadequate healthcare services between women aedist@md

largely stem from unequal power relation which influences decisionnmd&r health in the
household Women still do not have full control of their ovettility, whichis determined by their
spouses and sociocultural norms and practicEgveage and mortality disparities in residence,
education level, age and poverty levels are markers of injustice in society as well as indicators of the
weaknesses in capacity of the public health system to address the needs of the most vulnerable
individualsin society Sexual and Gender Based Violence (SGBV) in Uganda is high with 60% of
women have experienced violence compared to 53% of men. One in four women report that their
first sexual intercourse was forced against their will.

Furthermore, about halb5%) of the children in Uganda are deprived of two or more oirthights

(MoGLSD et al., 2014)jth 8% of children in Uganda rated critically vulnerable or maidly

vulnerable UBOS2014). Currently government spending on child protectionrigimal People

with Disabilities in Uganda are about 10% thus constituting such a big number whose needs as
SY0o2RASR Ay GKSANI FdzyRI'YSyldltf FTNBSR2Ya |yR N&A13
efforts. People with Disabilitie®(WD3 have not reeived attention as a special group and do not

receive adequate RMNCAH services address the human rights needs of people living with mental

illness, the Mental Bill (2014) was drafted.

statutes; Domestic bill; National Population Policy; National Health Policy; National Gender Policy; Reproductive Health
Policy; National reproductive health service delivery policy guideBegual and Reproductive Health Minimum Package

for UgandaMale Involvement Strategy, guidelines for managing Gender Based Violence (GBV), human rights and gender
manual for service providers and policy maletcs
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There are a number of very significant healistem bottlenecks to achieving wide and equitable
coverage of care in the country as mentioned during consultations and from eoctawiew. These

cut across all the heakystems building blocks. Overdlg policy framework is not a major bottleneck

to the implementation of RMNCAH interventions. The critical bottlenecks are therefore in human
resource management, financingygce delivery, and service utilization.

3.1.1 Leadership and Managemerottleneck

Strong leadership and management is widely accepted as essential for success and in this regard the
most critical bottleneck is at the district levdlhe creation of newlistricts and increasing complexity

of the health challenges has led to critical missed opportunities to weak district and facility
managemenin many settings. A strong management team at the district level has the potential to both
strengthen deliver within the public system but also to improveardination with norstate providers

and make stronger linkages withvil society Many districts do not simply have enough managers to
complete the necessary functions and existing managers often laokdkesary skills and mentoring

to perform optimally.

According to key informants, at the national level the existing structure needs to be updated to take

into account theexplosion in nmber of projects and partnersConsequentlyjnterventions and

programs fo RMNCAH, HIV/AIDS, TBtrition, adolescent health and water and sanitation are not a
welkintegrated package organized in a continuum of fdare. NSy 30 KSy Ay 3 (GKS 5SLJI NI
provide stewardship to facilitate gfiment of donors and partners behind this Sharpened Plan will be
important.

3.1.2 Human Resources Bottleneck

The overall lack and mdistribution of staff remains a consistent and important bottlenebkspite

recent efforts on massive recruitment, only 69%jmbroved posts were filled in 2013/2014 adithe
targeted 75%. Uganda has about 2,000 midwives or one miftwigery 700 births, far below the
recommended ratio of 1:200 for the region. With the high population growth rate, it will be difficult for
the country to attain and maintain even these low ratios. Yet, a large proportion of newly trained staff
with midwifery skills are not recruited or working and, an estimated 15% is leaving service annually.
Over 2,000 comprehensive enrolled nurses reraagmployed in the country.

There is significant variation in district staffing levatggingfrom 30% to 90% fo€omprehensive
Emergency Obstetric and Neonatal C&EriONServices. About 70% of doctors, 80% of pharmacists
and 40% of nurses and midwsvare urbarbased and serving only-15% of the population. The SARA
2014 reported four districts (Abim, Bugiri, Buliisa and Kyankwanzi) without any medical doctor. Remote,
hard-to-reach and newly created small districts still face very major obsiacl#sacting and retaining

health workers due to hard living conditions. This is in spite of the package of incentives for health
workers in hareo-reach and hardo-stay areas initiated iRY2010/11.

There are alswery high levels of absteeism: The Human Resources forHealth (HRH}gtrategy
recognizes that about 30% of the deployed staff are absent fronaddthis constitutes a big wastage.
Reasons include low and delayed salary, shortage of supplies and basic equipment, lack of staff
accommodatia and, inadequate of supervision (MoH 201Mationally, only 12% (3,590) staff have

15



accommodation facilities, with majority of them having to travel long distances to the health facility.
This means that midwives are unable to attend to mothers for Bdshahich results in maternahd
neonatal deaths. Furthermore, there are many parallel administrative demands on district health
managers and service providers involving filling multitude of forms, report writing, workshops, meetings
and field visits impsed by projects, partners and researchers

The introduction of new interventions and changes in clinical protocols has not been matched by
improvements in the skills of many health workefsie Service Delivery Indicators for Uganda 2013
foundthat only 35% of public health providers could correctly diagnose at least 4 out of 5 very common
conditions like diarrhoea with dehydration and malaria with anaemia. Public providers followed only 1
out of 5 (20%) of the correct actions needed to mammageernal and neonatal complications. There is
little evidence of training on equality, gender, mtiscrimination and human rights principles and
standards (Amandu MG et al, 2013). On the otierd,even a cursory examination of time sheets
reveals a @thora trainings attended by health workers suggesting that broader approach to capacity
building is required.

Finally the government recognizes the vital role thdtageHealthTeams (VH3) can play: they provide

much needed support, basic treatmentdaink communities to much crucegrviceghat go beyond

clinical health need€ven as volunteers, VHTSs play a strong role implementing key RMNGAakitife
interventions and could prevent up to 30% of deatthewever, VHTs have a number of chaksnig

taking on increasing service delivery and reporting roles and yet they remain volunteers. As a level of
care, they lack accountability for performance and are easily swayed away from health facility support
activities to projects that remunerate foutputs. In addition, the differences in facilitation by various
implementing partners makes working with VHTs cumbersome. A more systematic inaadtive
supportframework for VHTs and@munityHealthWorkers (CH\4J is required.

3.1.3 RMNCAH Financingottleneck

Persistent dw public expenditureon RMNCAH will hamper any substantial transformation in the
health of women and childrefdganda's per capita spending on health of US$ 53 in 2011/12 is below
WHO recommended minimum level of 60 US$ and this will worsen with the rapidly increasing
population. The Total Health Expenditure (THE) is only 1.3% of GDP, against the targdteSARAT

2014 indicated that donor contributions accounted for the biggest share of funding for hospitals and HC
IV (28%) followed by user fees (16%). The peagershare of health sector budget for RMNCH has
been in the range between 0.32% (FY 2005/06)1a8% (FY 2011/12), 0.94% (FY 2012/13) and 0.71%
(FY 2013/14. Considering that the projected nee®RRMNCH is between 8 to 1@¥are of health sector
budget, the current RMNCH budget levels are far from sufficient. There has been heavy reliance on
donorfunds to finance RMNCH services and commodities. Only between 3% (FY 2009/10) and 24% (FY
2011/12) of the RMNCH financing has been from internally generated government funds. Not
surprisingly with low levels of public expenditure NaionalHealth Acounts FY 2009/10 showed that
households shoulder 70% and 63% of the reproductive health and child health expenditure in the
country through out of pocket spending which has been shown to be highly inequitable and inefficient.

3.1.4 Health Service Delivery Bottieeck

The lowlevels of public expenditure hawvesulted in the degradation of basic infrastructur@he

Auditor Report 2013 observed that although health infrastructure has expanded, the vast majority of
health facilities are not fully functional, lackuggment and are poorly maintained.his has an impact

on the quality of carehe SARA report categorising only 30% of the hospitddslth Center (HC)Vs

as having good capacity to offer emergency services. It also found only 49% of the hospitals/HC IVs
could be judged as having good capacity for cEmONC.

Medical equipment is not well inventoried, poorly maintained, and some not installed thusylinsitin
and causing wastage. This is attributedhi® disconnect in equipment and infrastructure planning
whereby facilities may have equipment, but no space, or staff inadequratielyd for their use. The
Health Sector Annual Monitoring Report, 2013¢hws that poor and substandard equipment were
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delivered under therior investments such as thdsbict Infrastructure upport Project (DISPand
UgandaHealth Systems Strengtheningoject (UHSSP)Nevertheless, there are shortages for essential
equipment for RMNCAH. Oxygen cylinders or functioning central oxygen supply are available at 57% of
the Regional Referral Hospitals (RR#l 41% of the government hospitals, and 13% of HC IVs and
ultrasound services in only 47% of the health facilities. Mzamiee of medical equipment poor with

is only 37% of the health facilities having a budget line item for routine maintenance and repair and
national program for equipment maintenance is poor. The Hospital and HC IV Census 2015 found that
only 14% of faciles had a schedule for maintenandgasic infrastructure especially for HC 1l such as
electricity, water, staff quarters remain a very major obstacle to provision of quality emergency obstetric
care services, especially in remote and rural areas.

Thee isrecognitionof the need to also invest in basic EmMONC across 282 facilities but this needs to be
accompanied by improvements in the referral network to functioning facilities that offer cEmONC
Presentlyte referral system between facility and ndimicalRMNCAH related servicesd efficiently
structuredneglectingeverageopportunities withother available government, community and partner
resources. Whereas all government hospitals and HC IVs have access to Ambulance transport, the HC
llls donot fully benefit from the Balth Sub-District (HSDambulance support, although they are least

able to treat emergencies.

3.1.5 Supply chain

As in many other countries weaknesses in the supply chain is an important bottleneck in service delivery.
There has ben improvement in delivery times and efficient utilization of the funds, but health facilities
still experience stock outs and overstocking. Indeed, RMCNAH supplies and commodities, including
contraceptives account for the largest share coit of pocket &penditure for even the poor.
Coordination of different funding streams for the commaodities is weak, especially for family planning
commodities.There are many issues hampering improvements ranging from a shortage and mal
distribution of pharmacists resulting in clinical staff taking on this function especially at district and lower
level health facilities through to lack of storage space at some health facliiegck cold chain
equipment for proper storage of some tife commodities like oxytociis of particular concern.
Presently this bottleneck is receiving a lot of attention both by government and partners.

3.1.6 Community Ownership and Demand Generation

There are a number of critical behaviours that lead to poor healitcomes. In particular poor
complementary feeding practices, high levels of teenage pregnancy and low uptake of modern
contraceptive methods are leading to significant poorer health and nutrition outcorSeseral
national community mobilisation andhférmation Education andCommunication (IEC¥trategic
documents, inciding the male involvement andl@escent health strategy have been developed for
individual RMNCAH components. However, these national documents and materials have not been
disseminated ad or distributed. Behaviour change communicat{@CC)nterventions are hardly
implemented by districts, highlighting critical gaps in planning and prioritizing feasible demand
generation and community ownership actions.

There is a growing national foaus reaching the last mile that necessitates prioritization of community
engagement in strategies and goals. Women and adolescent empowerment-gifisatfy to use
available services adequately is a bottleneck for effective coverage. Priority popuatbnss
adolescents, men and the urban poor, have largely been excluded from discussions and decisions
around factors that most improve their RMNCAH. Familiecamainunitiesplay a potentially central

role in RMNCAH, but their participation, especidilthe adolescents, remains weak in programming
implementation and monitoring of interventions. Even where this engagement has started with VHTS,
the focus has been on providing information to caregivers to promote acceptability and uptake of
preventive ancturative elements.

Finally a mixture of financial barriers andrse cultural beliefs angbcial norms inhibit access especially
for family planning and facility deliveiyhe ways in which pregnancy, delivery and adolescent health
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issues are manageuthin families and communities and the culturally articulated ideas that surround
them differ across Uganda yet service standards are not attuned to these differing culturalTieeds.
sometimes substantial out of pocket expenditure in delivering at hhfeaility or seeking care is also
underestimated.

3.1.7 Health Information Management Systems

There are many information sources for RMNCAH, including those for overall health sector (and specific
monitoring systems like the FP 2020 and PMA20. gakhilanagementinformationSystem (HMIS)
operated using théistrict Health Information Software Versior2 (DHIS2)s robust enough to pick
indicators for RMNCAH for the health sector including adolescent disaggregated data. Routine data
collection and reportinfrom the public and bh-GovernmentalOrganization (NGQacilities does not

pose a big challenge. However, data from private sector is not routinely collected and reported and the
communitybased data does not flow into the DHISEhe weekly disease swillance system has
incorporated reporting on maternal and neonatal deaths.

A more critical bottleneck is the weakness in data analysis, report generation, dissemination and use.
Various forums exist for sharing reports but reports of routine data@resgularly availed to enable
decisionmaking. While the DHIS2 has been rolled out to all districts, its capacity is not optimally used
such as using RMNCAH dashboards to aid data use and detikiog at different levels. The systems

also remain lagely manual below the district level.

The precise mix of specific bottlenecks resulting in poor health systems performance varies across the
country. Empowering district and community leaders and health workers to identify their specific
bottlenecks is essential tecale up effective care #irth, neonatal resuscitation, and community
mobilizationas well as to develop, adapt, and introduce tools, technologies, and task shifting to reach
the poorest.The capacity to use available data and information systems to conduct similar analysis at
the local level is urgently needed.
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To end preventable maternal, newborn, child and adolescent deaths and improve the health and quality
of life ofwomen, adatéscents and children in Ugandadaving an addition&,350maternal,30,600
newbornand57,600children(2-59 months)ives over the five years. This will translatétoprojected

targets below.

Maternal Mortality Ratio fron860per 100,000 live births tdess thar219per 100,000 live births by 2020
Under 5 Mortality Rate fna 69 per 1,000 live birth$o less tham7 per 1,000 live births by 2020

Infant Mortality Rate fronb4 per 1,000 live birth$o less thar32 per 1,000 live births 2020

Neonatal Mortality Rate from 28er 1,000 live birth$o less than b per 1,000 live births by 2020
Teenge pregnancy rate from 2486 less thanl4% by 2020

=a =4 -8 —a -2

To bend the curvend achieve these resultthis planproposes five strategic shiftgthin aforward

looking, compelling and integrated sustainable RMNCAH agenda for moving to attain the targets set in
the HDP (for 2020) and BGsin the longer term (for 2030)These shifts form the focus for action and
introduce a paradigm shift from doing business as usgafnisinghe importance of leadership all a

levels includinglistricts, partners, il Society Organisations (CSoand other players

Figure7: The Five Strategic Shifts

1. Emphasising evidence-
based high-impact

Comprehensive package of evidence-based high-
impact interventions for each service delivery level

solutions
2. Increasing access for Set of service delivery mechanisms that operate
high burden populations synergistically to reach underserved populations

Concentration initially on a set of high priority
districts, where all elements of the package will be
delivered together

3. Geographical
focusing/sequencing

Focus on key determinants of health outcomes that
lie outside the health sector, with a particular focus
on adolescents and nutrition

4. Addressing the
broader context

5. Ensuring mutual Mutual accountability for results at all levels of the
accountability health system, reinforced by stronger data systems
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There is a rising trend in coverage of interventions along the continuum of care and this has to continue
towards the national targets. However, some high impact interventions have very loagepweide
disparities and so needxtra effort to curtail the large number of women, babies and children dying
and set the path to sustain initial gains. Thus, more investment is heeded accelerate coverage and
guality of selected high impact interventions in the 5 gemnd reduce disparity within coverage of
interventions along the continuum of care.

Uganda is implementing the evideAgased technical interventions across the continuum of aace

the target is to ensure effective universal coverage for mothers, adolescents, and children under the
RMNCAH frameworH.o do this, a package of highpact interventions for each level of the health
system has been defined, as shown in Table 2. pabkage was identified through a combination of
modelling the potential lives saved using the Lives Saves Tool (LiST) and expert juGorerage

data from the UDHS 2011 and other available sources was used as a baseline and targets were derived
from vaious strategic documents and consultative meetings. In order to achieve the targets, high
impact interventions need to be rapidly scaled up in the first two years to attain the maximum coverage
and by the year 2017 and consolidate and sustain high cavendijthe year 2020.See Annex for

more details on the modelling.

Scaling up adolescent health interventions and modern contraceptive use among sexually active women
and men is necessary to rapidly achieve and sustain impact. Reaching the targetagectmr family
planning willavert an additional 2.&illion unintended pregnancies thus reduci@g6,000 abortions

over the strategic period. Thus the emphasis for family planning will be on i) Community distribution of
contraceptivesandii) Utilizing the postpartum period stretching up to and long term and permanent
methods of family planningAn estimated 6%f complicated abortions are appropriately managed
annually.To appropriately manad@b% of all complicated abortion cases, antémtthl 173, 50women

with comprehensive post abortion complicatioreed to be reacheger year. Thus a comprehensive

Post Abortion Care (PAQ)ackage (based on the national guidelines, April 2015) will be deliveiéd at

[l above.

The top 4 high impadnterventions that will save 95% (4,600) of all maternal deaths in the strategic
period are (15BAwith quality labour and delivery managemer{2) post abortion case management,
(3) use of Magnesium sulphate for pre/eclampsia and (4) Maternal sepsimaaagement. This will
translate to MMR reduction from38in 2015 t0219100,000 live births in 2020

The interventions which will avert additional 90% (5,080) newtheathsare (1) Labour and delivery
management, (2) Kangaroo mother care, (3) Neanasuscitation, (4) Clean postnatal practices, (5)
use of Chlorhexidine, (6) IPTp 2+ and (7) Antenatal Corticosteroids for prematurity. This will translate
into a reduction in NMR fronm32n 2015 to 15 deaths per 1,000 live births in 2020. With thisugltbn,

Uganda will be on target to achieve the SDG 2030 target of reducing NMR to below 12/1,000 live births.

The high impact integrated RMNCAH community delivered thréatywswill include the following; i)
Community based surveillance of pregnanciathdiand deaths through a community based HMIS
linking to DHIS and CRVS,; ii) Health education and promotion of community and household care
practices including adolescent health education, sensitization for family planning and ANC and SBA
promotion (also dring ANC and PNC home visits); iii) Community based distribution of contraceptives
for young adults by community health workers and; iv) Management of common newborn and child
hood illnesses (malaria, pneumonia and diarrhoea).

SLabour and delivery management includes: AMSTL, Clean Delivery Practices and ManagehStegeobPLabour
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Table2: Priority Intervention PackageBy level

Category Interventions

Core package: Direct provision Short term family planningnethods, htegratedCommunityCase

Provided at Management (ICCMimmunization, Misoprostol, KMC, antibiotics for newb

community sepsis, pregnancy testingyunselling and birth preparedness, focused ANE

and HC Il levels Testing, IPTFP, LLIN distribution, Iron/Folate) and PNC
Service Support®Referral for delivery/PAEP/adolescent carefpllow up HIV
exposed babies, linkages for adolescent/SGBV/HIV to BCC, sexuality and life
education, socisupport, BDR, home visits for interpersonal communication or
improving household and community RMNCAH practineliding household
sanitaton and hygiené) complimce support andracking defaulters, counselling
and birth preparedness, demand creation for family planning, adolescent
responsive services at facility, school and community level

Expanded All theabove plus:

package at Direct provisionlong term family planningethods, htegratedManagement of

Health Centre Neonatal andthildhood llinesses (IMNCBACBasic Emergency Obstetric and

i Newborn CarebEmONYE, PMTCT, portable ultrasoundtARetroviral Therapy
(ART)adolescent friendly package of health services to inclu@add IEC
material distribution
Service Supportsmplement health extension and migplanned integrated
outreaches

Comprehensive All the above plus:

Package at HC Dired provision: cEmONC, inpatient management of severe newborn and

IV and general illnesses, permanent Contraception

Hospitals Service SupportsAmbulance Services,atrnal Perinatal Death Qurveillance anc
Responsg MPDSR)

This set of interventions has been designed to vasri package, and so all of these should be scaled
up together, as discussed further below in Shift 3.

4.4.1 Introduction
Effectivantroduction of the package of high priority interventions reegisi clear strategy for delivering
the package, so this shift focus on the mechanisms needed for delivery the package.

Successful programmes that have achieved relatively high levels of sustained coverage in Uganda have
often started with a focus upon thepecific interventions to be delivered but then combined this with

a set of innovative delivery strategies that address the various bottlenecks in the system. Ft&,examp
the coverage of PMTGQias now reached over 80% with the initial surge due to keytsrguch as
increasing supply of HIV testing katsd recruitment and training of Hiécused health workers.
Howeverfurther gains required greater integration into the main maternal and child health programme
delivered through the primary health caf@1C)system. Innovations in improving the functioning of the
PHGsystem werehereforecrucial for reaching the majority of affected women and children. Examples
includedintensive use of programme data to show district, facility and programme managees wher
drop outs were occurring; active engagement with civil society and communities especially to inform
them of the service; focus upon supervision and mentordtipwotline workers; andome task sharing
especially for HIV testj and initiation of treatmnt.

6 Involvesemphasis practices identified and targeted in village nptans within each local village context involving
care and development, prevention and care seeking.
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Uganda continues to biéch in innovations that address the widespread challenges in delivering quality
servicesHowevermany of these have remained at a small scale or pilot level as different actors focus
on different parts of the care continuum and in different parts of the country. For the Sharpened Plan
various stakeholders have been consulted as to which servicerdétimovatiolswould be best suited

to overcome the specific bottlenecks that have been identified for RMN&EBsiHnmarised ithapter

3. In this selection acemt was taken of existing largeale initiativeghat address broader health
systems strengtening éuch as thas focused upon the supply chaamd sathesewere not prioritised

here.

4.4.2 Key inputs
As outlined in Chapter 3 recent health facility surveys have found significant shortcomings in staffing
and physical infrastructure especiallythie most underserved areas. This plan calls for expansion in
the number of public sector health facilities with a focus on ensuring that all districts have cEmONC
facilities and all subounties have bEMONC facilities. Expansion and strengthening efptireary
care facilities with stronger integration with public health services will improve coverage and quality of
inpatient, outpatient and outreach services prioritised in this plan. This will involve long term
infrastructure developmertelow:.

1 Constretion of 98 new HC llIs in sabunties that do not have any HC

1 Refurbishmentand reequipping 262 HCIs to be fully operational;

9 Construction of decent institutional accommodation at the place of work from less than 20% to
at least 30% for technicatsf at HC 1ll, IV and General Hospitals. Currently the technical staff
with decent accommaodation is less than 20phis will translate to 1,276 housing units

Another key input is additional staffing: a total of 3,000 midwives ana2&€sthetic officershould

be recruited to provide adequate coverage levelsadutition,a targeted bursary scheme for doctors,
midwives and anaghetic dficersis proposed founderserved districts and HSDSuch a schenteas

proved effective in eight northern Ugandan districts and could be expanded to allow districts to attract
and retain critical health worker cadres in underserved communities for both the private and public
sectors. The beneficiaries are typically idified from the communities where they will ultimately be
posted and hence find it easier to settle in their work places than it would have been if they had come
from other communities.The Annual Health Sector Performance Report (AHSPR) 2014/15 shows tha
12 hard to reach/new districts have staffing below 50%, which means it is difficult for them to
implement tte minimum health care package.

The final key input is financing. The situation with regard to financing of the health sector is challenging,

with a high reliance on both owtf-pocket expenditure (37% of total health expenditure in 2011/12,
according to the National Health Accounts) and on donor finargig% of total health expenditure

in 2011/12). The situation appears to have worsened dimedast National Health Accounts, as
FOO2NRAY3I (2 GKS al SI fqHK HG A WhpgEtiEA cgifribufion dEIODASE & H N M
total government budget has declined from 25% in FY 2010/11 to 18% in FY 2014/15, the proportion
donor resources contriliing to total health budget increased from 14% to 42% within the same

periok ® ¢ KS 1ys3 f{G0KNI QRS &y Chetpéré@ntaje afl godernmeiitibudget (dhich

includes on budget OO#éfficial development assistangelllocated to the health stor has stagnated

at about 8.5% in the period 2010/12014/15 and it fell substantially to 6.9% in 2015¢16. Ly | RRA (A
to the evidence of substitution provided by these figures (i.e., development assistance for health is
replacing domestic financirfigr health), gneral government resource mobilization remains at low

levels, which impedes increasing domestic contributions to the health séetdher, tere is limited

pooling of resources, including very low coverage of any form of insurance agtugas primarilgf

inputs rather than of results, and although a purchagwerider split has been mandated, it has not yet

been operationalized.

l RRNBaaAy3a (0KSaS O Keafth fiayich systemyfhiat reSdediis o the” d/namic &
aspiratiors of the health sectorinUganda 6 1 & RSAONAROSR Ay (KS @GAaA2Y ai
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Strategy) will take considerable time and effort. The Health Financing Strategy charts a course for doing
this over the coming ten years, with the followingeakives:

a) To enable equitable, efficient and sustainable mobilization of adequate resources to finance
the delivery of essential health services in line with Health Sector Development Plans.

b) To establish and roll out a Social Health Protection systenmeacti 30% of the people in
Uganda by 2025.

c) To increase effective pooling and strengthen strategic purchasing mechanisms that ensure the
attainment of equitable and efficient resource allocation and delivery of quality health services
by 2025.

d) To develop n& and strengthen existing institutional arrangements that will ensure effective
accountability and transparency in resource management and use.

e) To strengthen mechanisms for harmonized and effective partnerships in financing and delivery
of health servicesncluding external and private sector actors, by 2025.

f) To strengthen systems for timely generation and production of health financing and
expenditure information to guide policy and decision making.

For the time period covered by the Sharpened Plan, #jenity of the financing for the strategic shifts
is likely to come from external assistance. However, increased financing from the government will also
be critical, especially for key inputs such as the staffing and infrastructure needs outlined above.

4.4.3 Improving servicedelivery
Delivering the priority intervention packages successfully requires addressing the key constraints
identified in Chapter 3. Uganda has a wealth of experience with innovative service delivery mechanisms
that can be used toalthis, but they generally have not been implemented at scale. This section
describes a set of key mechanisms that will be introduced or scaled up in order to tackle key challenges
in areas such as human resources for health, quality of care, supply sdraice availability, and
utilization of services. These mechanisms typically address multiple bottlenecks, as summarized later
in Section4.4.3.G

4.4.3.A  Strengthenng district managementfor improved RMNCAH outcomes
DAGSy ! 3l yRI Qath§SethSdistiickslare &t theScBntrékoSserfiice delivery in the country,
which means that ensuring strong district health teams is essential for the success of this plan.

The first step in this is ensuring that thaseclearly defined accountability fdriving progress on
RMNCAH at the district level. Each district should have an assigned focal point for RMNCAH. This will
often by the Assistant District Health Officer (ADHO) but could be a senior nurse or another official.

These people will be accoahie for monitoring performance and the availability of key inputs (e.g.,
commodities) across health facilities in the district and ensuring that district health staff receive
appropriate training on RMNCAHhefocal pointswill also be responsible faedding the process of
identifying and targeting the high burden populations within the district.

The second element of strengthening district management is improving linkages between different
parts of the health system:

1 Ensuring that referral systems dtenctional, including that all health centres havetoqulate
protocols for referral, that ambulances are operational and appropriately deployed, and that
management and logistical challenges are addressed as they arise;

1 Employing the Reaching Every ComityuREC) model to strengthen ties between VHTs and
KSFfGK FFHOAtAGASE 61/ LLOX AyOf dzRA-plahsthaNRA y I A y -
map target populations and current initiatives, identify local bottlenecks, and determine
appropriate stutions;

1 Building strong linkages between the public sector and batlate not-for-profit facilities
(PNFP) angrivate for-profit providers (PIFs) including maintaining an accurate picture of the
full set of providers in the district (e.g., throughegular mapping process) and implementing
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the policy on Public Pate Partnership for Health (PRPoolicy)by regularly convening
coordination meetings and strengthening informat&iraring between the sectors;

1 Goordinating district focal points for varieyprogrammes (e.g., PMTCT) to ensure synergies
betweenefforts.

The leadership dhe focal pointds essential in improving these connections, so this work will be a
central part of the role of these positions. However, improving this also requires the commitment of
key partners, particularly those that finance or implement vertical programmes atelicgr services
through nonstate actors. Development partners have an important role in ensuring that the partners
they work through are encouraged and incentivized to coordinate closelyoméhpointsand other

public sector staff at the distriavel.

The third element is ensuring that the highest burden populations are targeteth districtshould

identify and prioritise high burdened populations and provide innovative approaches to reach them.
This will be crucial in reducing large dispagitienere they occur within districts and thus quickly
redudng district mortality rates District level analyses of facility utilisation data (from the RMNCAH
Scorecard and DHIS2) and quality assurance assessment will be routinely used to identify poorly
performing facilities and their catchment areas that need extra support. Poor performance will be
analysed both for quality of service delivery and upstream factors hindering demand and accessibility.
The priority populations under this strategic approactude: adolescents, urban poor iarak, people
infringe villages slanders/fisherfolk and migrants. Identifying and targeting outreach and innovative
interventions to these populations will not only minimise coverage and mortality disparities between
the district sub populations but will also quickly improve overall district RMNCAH indicators.

Thefinal element is to use resuHsased approaches to reward districts that perform well and that
address key equity issues. These districts will receiverpenfice payments that can be used flexibly
to address key financing gaps at the district level. A rdsasesd approach will also be used to reinforce
the linkages between the different levels of the health system, including incentivizing VHTSs.

To delive improved performance at the district level will require investments in capacitating staff; these
are addressed below in sectiérl.3.C Similarly, strengthening the availability and culture of using data
for decisioamaking will be critical for improng the performance of district management; tigs
addressed below in section 4.7

4.4.3.B  Scaing up communitybased service delivery
The current RMNCAH conditions are often managed at all levels of care, which defeats the purpose of
the national tieredsystem of care. An increased focus on primary healthcare that is community based
and rooted in prevention and management of simpler cases closeme kvill result in earlier care
seeking, reduced complications, improved health outcomes, and reducefbcaksgovernment and
for individuals. A more equitable access to the minimum health care package could be achieved by
relying on these cadres but with an expanded skills package and motivation.

Communitybased mechanisme particularly VHTs and the proposed community health extension
workers (CHEWS)are the key frontline servigaroviders and must be made clearly responsible for
direct service delivery for a defined parish/village populatiofhis includes basic preventive
commodities(e.g., soap and other hygiene materjaisisoprostol andshort term family planning
methods) ancturativel CCMcommodities

TheREG LILINR | OK Kl & 06SSy dzaSR Ay ! Al yRI (sandy¥EMNByYy 3 (K
to develop micreplans, but it is not yet at scale. Scaling it up requires improving training of VHTs and

in particular rationalizing the different training programmes currently done for VHTs (which typically
address one or a limited numberaléments of the RMNCAH continuum) into a single, comprehensive

training course.

Alongside an effort to improve the capacity of VHTSs, efforts must be made to retain them. The current
system of relying on volunteers inevitably leads to turnover. Thisecaddressed through incentive
mechanisms that provide opportunities for VHTs to earn money based on their performance.
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To adequately monitor, forecast, quantify, source, manage and use the community commodities in
appropriate and efficient ways requiresestgthening of community HMIS component. Data from the
community and facility will be used in informing and improving ailzening that involves health
workers and facility management committees analysing and documenting local RMNCAWhssies
they plan and implement with the involvement of the serving health facility. This will ensure that
communities get informed about the services and those populations identified in the community
meetings as poorly reached are engaged in activities to improvieeseelivery and demand based on

the priority community package.

4.4.3.C  Developing apacity through skills hubs
Improving the quality of care is essential to achieving better RMNCAH outcomes in Uganda. As
described in Chapter 3, too many healthcarevjaters are unable to diagnose correctly even common
conditions. Building the capacity of healthcare providers is therefore a critical investment for the
country. Building capacity is also an important part of strengthening human resources for héalth, as
can improve provider retention and motivation.

A number of capacity building efforts are already underway (e.g., various training courses), many of
which will continue in the coming years. In addition, a key new area of investment is the introduction
of skills hubs. Four hubs will be based at regional health facilities that have instituted good care
practices such as regulRMNCAH Quality Assurance and Quality Improvemehudingthe use of
MPDSRindrespectful care. These hubs will provide healtbavorkers with redife examples of how

their peers have overcome challenges similar to the ones that they face, and create a network of
collaborators committed to transferring knowledge and skills.

4.4.3.D  Scaling up resultbased financing for facities
The primary means of financing health services in Uganda isbaped, and that will continue to be
the case for the immediate future. However, there is increasing recognition that Hessitd
approaches can be a useful complement to this byigiryy incentives to facilities to deliver more and
better quality RMNCAH services. A number of small scale initiatives have demonstrateguhst R
BasedFnancing (RBEgn work in Uganda and created a valuable set of lessons learned.

RBF is a flexibteol that can be tailored to address the key systems constraints that are impeding the
attainment of RMNCAH outcomes. For example, payments can be tied to improvements in quality of
care, can be used to incentivize the continuous provision of key cot#spdir can be oriented to
encourage providers to focus on specific key populations (e.g., the poorest quintile). This enables RBF
to be used to address number okey constraints identified in Chapter 3, including around quality of
care, low staff productivit{including as a result of absenteeismmatdistribution of staffingand the
challenges of retentigrand insufficient coverage of key interventions.

RBF islso an important mechanism because it can address constraints related to understaffing in the
public sector by contracting with private providers (bBtMFPsnd PHP: Further detailen RBF are
covered in the National RBF Framework

One of the key eleants of this plan is aligning the different approaches to RBF that have been
supported by different partners, as moving to scale requires closer aligroheghese different
approaches.

4.4.3.E  Scaling up vouchers
The use of vouchers is another mechartisat has already been tested and shown to work in Uganda,
although, as with RBF, it has also not been done at scale. While RBF is-sidaippgchanism,
vouchers primarily address demaside constraints. In particular, vouchers are an important means
to reduce financial barriers to utilizing services. The high reliance esf-potket expenditure to
finance healthcare in Uganda promotes inequality, and vouchers can be used to address this.

Although the primary rationale for the use of vouchers tmdress demandide constraints, they can
also contribute to addressing supgigle challenges. In particular, the ability to redeem a voucher can
be tied to an accreditation scheme or to the achievement of certain quality standards, which means
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that vouders can be used to incentivize improvements in quality of care. Similarly, because vouchers
can be used at both public and private facilities, they can play a role in improving information flow across
a mixed health system and promoting linkages betwmdic and private facilities.

As with RBF, throughe implementation ofhis plan the different approaches to vouchers cutiseim
use will be harmonized.

4.4.3.F  Strengthenng demandfor RMNCAH services
Demand for some important RMNCAH servipadjcularly modern family planning methods, is lower
than desirable. VHTs are critical to address dersaebarriers such as insufficient information, poor
health-seeking behaviours, and social norms that undermine progress on RMNCAH outcomes (e.g.,
around gender equality)particularly in rural areasinterpersonal communication technigues are
particularly important in this regard, and so will be a focus on the VHTSs.

However, VHTs will not be able to address these constnaimessthey form closeries to health
centres, utilize more structured processes of reaching key populations (particlutadylanning, and
benefit from capacity development, as described in sedlign3.C Although these issues were
discussed above in the context of seevdelivery at the community level, addressing them is also critical
to improving demand generation.

Another key element is the development of innovative approaches to demand generation. In many
cases, this will be done in partnership vitik private seair, civil society organizations or other civic
structures. Uganda has an extensive network of these groups that have not been fully utilized to
generate demand for RMNCAH services. For example, significant investments have been made in
communitybased oganizations that are involved in the response to HIV/AIDS, but these have not been
fully leveraged to increase demand for family planning or to promote breastfeeding.

4.4.3.G  Summary of how the mechanisms address key constraints
The mechanisms describeldowe address the constraints described in Chapter 3 in multiple ways, as
summarized in the table below.

Table3: Mechanism and constraint addressed

Constraint addressed

Human resources Quality Supply Demand

Mechanism for health of care  chain generation
Strengtheninglistrict management X X X

Scalingip communitybased service X X

delivery

Developing capacity through skills hubs X X

Scaling up resulisased financing X X X

Scaling up vouchers X X
Strengthened demanfibr RMNCAH X
services
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45.1 Introduction
The package of priority interventions should be available to everyone in Uganda. However, it is not
possible to scale the package up to every digmetiltaneously. Thereforiéis necessary to determine
the optimal sequence for rolling out the package.

This is particularly important given the challenges of fragmentation around RMNCAH in Uganda: too
often, partners use their own criteria to selémtir own set of districts, and then proceed to implement
some elements of the package using one or a few service delivery mechanisms. This results both in
gaps where some populations receive no services or a suboptimal set of interventions, and in
duplication where some populations are exposed to multiple partners providing similar services in an
uncoordinated way. The combined effect is a reduction in efficiency and ultimately fewer results
achieved.

To address this, the radut approach will concentte first on ensuring that high priority districts receive

the complete package of priority interventions using the full suite of service delivery mechanisms (or as
many of the mechanisms are necessary to ensure full coverage). This requires closeatgmtiabo
between key partners than has often been the case in the past, and so the Sharpened Plan will only
succeed if partners agree to align behind it.

There is good practice within Uganda that can be drawn on to do this, as the partners involved in
respording to HIV/AIDS faced many of the same challenges and have gone through a process to
rationalize their support. The lessons learned from this experience should guide the implementation of
the Sharpened Plan.

45.2 Selection of districts
Therollout of the planwill start with thedistrictswhere most deaths occur and the highest RMNCAH
burden exists in the country Selectedimpact or outcomeindicatorshave been used to categorise
highest burden, middle burden and lowest burden distriddsimbers rathe than rates/proportions
have been used to identify districts with the highest burden as a means of accelerating country level
mortality reduction. This approach recognises that district population size varies widely and aggregated
rates mask actual numise Prioritydistrictshave been identified for all the four program aredgross
the four seleatd indicators, the top 40 distts contribute 60% of the burden hence ideal target for
interventions to reduce overall burden (see details in Annex).

Exsting projects thathave usad other approaches to selecting their interventions districts are not
supplanted or redirected and will continue as perirtipdans, although all partners are encouraged to
take whatever opportunities present themselves to ggatd the Sharpened Plan.

Given the reality of existing commitments, that means that theotdlto the priority districts will rely
primarily onnew or additional resources as they become available from the Government of Uganda and
from development parters.

4.6.1 Introduction
At its core, the higRMNCAH burden is rooted in inequalities within the social determinants of RMNCAH
over the lie course of women. Thus, midectoral actions needed to tackle the driveos$ disparities
contributing to preventable deaths in the country. Accessible, quality health care is essential, but much
more is needed. Higher maternal mortality or teenage pregnancy in some populations is often not
becausef a need to increase clinical encounters, but because of the environment in which the mother
lives, her nutritional status, her quality of health prior to the pregnancy, her levels of social support, her
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access to transportation, formal education and thdtural competence of service providers. Place
based approaches informed by health sector data will identify areas and community pockets that need
improvement in critical RMNCAH social determinants. This means that solutions will not only focus on
simply increasing access to RMNCAH care, but also on galvanizing other sectors towards holistic
solutions that improve community conditions those identified populations.

Working across sectors for RMNCAH is still very challenging in Uganda, especiatinadtienag!.

Making the broad changes called by this shift will need increased collaboration between sectors and
engaging extra players including the business community, legislators, religious and cultural leaders and
community groups especially at disttevel. RMNCAH data will be at the centre of raising attention on
RMNCAH structural determinants. The sharing and use of compelling data to make the case for
RMNCAH health will be critical in gaining support and advocacy across other sectors witttinrthe n

level multisectoral coordination mechanism. Capacity to capture, analyse and translate this data in
ways that are accessible and usable to multiple audiences, including policymakers in other sectors is
important in propelling guidance from thedith sector.To increase the likelihood of action, RMNCAH
Monitoring and Evaluation (&E) products will be focused on the life stage and population groups that
other sectors use in planning and monitoring.

Nowhere is a muksectoral response more importathan around adolescent health and wiedling,

so this shift has a particular focus on adolesceaggdescribed belawAnotherarea in which a muki
sectoral response is crucial to improve RMNCAH outcotoenigtrition. A comprehensive national
nutrition plan is currently under development, so the Sharpened Plan does not attempt to address the
full spectrum of approaches to improving nutrition. However, the package of priority interventions
addresses a number of aspects of nutrition, including thrdugusehold care practiceson-folate
provision andthe encouragement obreastfeeding The priority intervention package also includes
household sanitation and hygiene, which is an importanttewaddress the contribution thavater

and saniation sytems contribute to RMNCAH outcomes.

4.6.2 Adolescent health and welbeing
Improving adolescent health requires promoting a package of standard serviaedegron evidence
based programming with appropriate linkages including between health fac8itlesols and the
community in the context of a muiiectoral approachn order to provide for effective coordination of
the multisector response to adolescent health, MOH and its partners have established the Adolescent
Health Technical Working GroutATWG), which has broad representatiorhe country also has a
GblFdA2ylt {GNIXGS3Ie G2 9y R,IedontheRrMinstry NOIGRNdeR, Sabduy R ¢ S ¢
and Social Development, which will support approaches that contribute to improving edolesalth
and wellbeing, particularly by reducing child marriag&orts for evidencéased programming and
policy require &lear standardised packagad ADHdataandefforts are in place to disaggregate data
as much as possible by age and sex froen different sourcesThree ley investment areasor
adolescent healtlill be focused on

1 Provision of appealing and actionable data/information adolescent healthTo address the
unique health problems associated with tleolescent yearspolicymakers, implementing
partners, healtkcare providers, teachers, religious, community leaders and parargs expand
the knowledge base on adolescent problems. The adolescent dasdiwill measureadolescent
health outcomes at the community lewld act as a tool fggropelling adolescergarticipation. It
will also enable young people to understand better the determinants of their health, and
consequently feed into their communities and into service provisidns data alsempowers
adolescets and youtHeaders with information and skills to be able to participate in relevant policy
dialogue, service delivery and all forms of meaningful contribufitvere isalsoneed to ensure
and allow for meaningful and effective youth participation angagement through creation and
facilitation of platforms like the adolescent health working group and working with youth networks
and coalitions especially with the vulnerable groups like adolescents living with HIV, Adolescents
with disabilities and veryoung adolescents especially girls.
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1 Schoolbased or schodinked health facilities promoted and implemented as adolescent health
sites The sites provide confidential care to adolescents, including health education, screening,
acute care and mental hehlservices, and preventive sexual healthcare. They will also support and
keep girls in school and tackle risky behargioThe adolescent package of health services should
address; pregnandyming and child birth, increasingcidenceof HIV, other sexually transmitted
infections, malnutrition (undemnutrition and obesity), alcohol and substance abuse, mental and
psychologicawellbeing including depression and anxiety disorders, Injuries and road traffic
accidents, sexual and genderasked violence, management of communicable aruh
communicablaliseases, physical activity and immunisations (Human Papilloma Virus and Tetanus
Toxoid). Working wittschooteachers offers opportunity to integrate sexuality and life skills
educationas welks offering adolescent health servideR2 £ SAaO0Sy 1 Qa LJ NI A OA LI A
implementingadolescentealth dtes willcatalyse peeto-peereducation andupport

9 Establish pipeline for rapid scale up on effective local context innovatibdsstly smaliscale
projects have produced the body of knowledge about how best to tackle adolescent health issue
programs function. These provide the foundation for seafe@fforts and help improve health
systems in ways that will benefit adolescent heaftbres in the country Support is needed to
createallianceson annualmulti-sectoralforum for the adolescents and young people to articulate
and share experiences and good practices and ssfat@sodels and design scale up

4.7.1 Introduction
CKAa aKATFTOG Orftfa F2NI Iy STFSOUAGSS: az2dzyR Lzt AC
information sharing, permit scrutiny so that citizens can see exactly where their resources are spent.
Political, mangerial and social accountability will encourage implementation of commitments to
RMNCAH. This plan provides opportunity to revitalize existing reporting and accountability structures
like the Task Force for reducing Infant and Maternal Death chaired Mirtstry d Finance, and the
Health Sector Qui&y Improvement Framework and tmmplement existing performance tools and
oversight review processes at national, district, and-dsiict levels (HMIS, RDR profiles, and
scorecards).

Mutual accountabilit with implementing partners will follow the government accountability
mechanism where government and donor performance and behaviour are discussed in the quarterly
RMNCAH meetings and RMNCAH Assemblies at national and district levels. Other accountability
mechanisms include Civil Society Advocacy as well as Citizens Report Cards (CRC) that annually provide
perceptions of healthcare users on service accessibility, availability and quality.

The accountability framework proposed provides for a cyclical marfethree key actions namely
monitoring, reviewing and taking remedial actions duringemphtation as shown in Figure 8

Figure8: Mutual Accountability Framework

The Annual RMNCAH Assemblies will serve
as the main platfornfor accountability at
National and Regional/Distisclevels. A

M&E data collection

Mutual accountability Recognition analysis and

reports presented at  platforms reporting small team of partner representatives will
technical and political compile Mutual RMNCAH Accountability
forums, achievements .

lauded . Reports annually that cover achievements

and failures against outcome and impact
indicators and recommendationsof
beneficiaries. Other independent analytical
Review and dialogue inputs especially by CSOs and acadentlia wi
platforms be sought.
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Several other mechanisms will be used to support accountability throughout the system, as described
below. In addition, it is important to read thisc®n in conjunction with Section 4.9, which addresses
how the Sharpened Plan will be monitored.

4.7.2 Civil Registration and Vital Statistics
TheCRVare essential elemestin scaling up RMNCAH and enigcal for accountability as the most
reliable sarrce of high quality, timely, continuous and reliable outcome data disaggregated by income,
gender, age, ethnicity, disability, geographic location and other characteristics relevant in RMNCAH
context. Civil Registration is the continuous, permanent andpulsory recording of information on
the occurrence and characteristics of vital events (e.qg. birth, death, cause of death, marriage, adoption,
etc.); and Vital Statistics consists of the compilation, analysis, evaluation, presentation and
dissemination bdata generated from vital events. In Uganda, CRVS is still in its formative stages and
has over the years been handled by several institutions. There is a legal strong legal and regulatory
framework for introduction of compulsory civil registration igabda. The recently enacted
Registration of Persons Act (ROP@)5- Cap 309 Laws of Uganda, places civil registration under the
newly established National Identification Registration Authority (NIRA), while vital statistics is the
mandate of he UBOSTo date, birth registration is estimated at 60% and covering only 62 districts. On
the other hand, death registration has hardly taken off.

The Objectives of the CRVS are (1) To strengthen the principle CRVS institutions (NIRA and UBOS) to
make them more lale to carry out their mandate; (2) To increase access, coverage and quality of Birth
Registration services from the current 60% to 90% by 2020; (3) To increase access, coverage and quality
of causeof-death reporting and Death Registration services teast 80% by 2020

Investment is thus needed to develop the technical capacity for institutions at all levels and ensuring
supporting infrastructure and technologies are in place to enable efficient registration, monitoring,
archival and retrieval of birshand deaths system. All the CRVS building blocks will require development
in the longer term but priority is placed on Birth and Death registration especially in the rural areas. The
process will be undertaken in a phased manner prioritizing the naeghareas, strengthening national
institutions by improving and scaling up the infrastructure for electronic registration, build capacity of
personnel of registration and statistical agencies, and for health personngkamationalCoding of
Diseases|CD)10 coding (including automated techniques), setting up a system for M&E including
indicators for birth registration, using birth certificate unique identifiers, and HMIS that combine data
from facilities, administrative sources and surveys. Areavedtment are:

i) Development of National Civil Registration (CR) policy and establish CRVS Monitoring and
Evaluation system, and strengthen analysis and use of CRVS data.
i)  Dissemination of the ROPA 2Git5ll levels
i)  Development of CR strategy
iv)  Acquiring thenecessary notification and registration human resource
v)  Supplying and management of BDR tools and equipment
vi)  Strengthening the CRVS coordination and oversight structures afosnty, district and
national level
vii)  Development and implementation of a CR comitaiion strategy
viii)  Scaling up and consolidation of Birth Registration System activities from 62 to 112 districts
ix)  Introduction of BDR mobile services (outreaches)
x)  Establishment of a Death Registration and classification System
xi)  Development of a community caaef-death reporting strategy and implementation plan
(using innovative ways such as verbal autopsy)
xii)  Development of standard pigervice and iservice training curricula on certification of cause
of death and ICD coding
xiii)  Norms and standards setting fraiuseof-death reporting and ICD coding
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xiv)  Development of customized module for cadaleath and ICD coding and reporting through
DHIS2

xv)  Capacity building for clinical staff and Maternal and Perinatal Death Audit Committees on
causeof-death reporting accaling to ICD guidelines

4.7.3 Routine monitoring and feedback systems
A strong HMIS is the backbonetldé RMNCAH monitoring system. There is a need for a single data
standard/sgtem for RMNCAH. The lack of this single data standard prohibits interoipe tzddiveen
the many RMNCAH information systems in the country. The first step will be to develop one common
data dictionary and strategies for compliance and reporting based on the DHIS2. This will allow
automation and use of integrated dashboards tihatude different partner projects for better district
and national level oveight and resource allocation.

Performance reporting will be built within the existing sector M&E strategy for effgotisgnment
stewardship and sustainability. The System strengthening indicators will be constituted into the health
sector M&E plan and summarised, analysed interpreted through the health sector monthly,
quarterly and annual review processéhe RMNCAH communigcorecard is an automated,
customized, dynamic management tool to strengthen accountability and drive action at different levels
for improved RMNCH performance at all levels level (@dirEtive and health system).

Another routine element (which is higitited in the priority intervention paage) is MPDSHRegularly
conducting reviews at the facility level is important for ensuringtiraal identification of problems and
for accurately tracking changes in mortality patterns. MPDSR is also critealing facilities to
make changes to their approaches by learning lessons about what is working and what is not working.

The final routine element is theqvision of data to other sectors and monitoring of key determinants
and interventions beyond thkealth sector to strengthen mulsiectoral action on disparity drivers.
Disaggregating data for indicators for both health and-mesith sector interventions will facilitate a
greater equity and rights focus and also reinforce attention to determinames) that the drivers of
RMNCAH disparities mostly lie beyond the health sector

For routine systems to contribute fully to providing data for decisiaking, apacityneeds to be built.
This includesstablisingaRMNCAH Knowledge Management and Legimifb within a strengthened
M&E system to capture and disseminate successfiduntry innovations.

4.7.4 Tracking of resources
It is currently difficult to track the amount of expenditures that made annually on RMNCAH from each
of the three main sourcespublic spending, otdf-pocket expenditure, and developing partner
resources. The lack of clarity around financing flows has made collaboration and coordination more
RAFFAOMzZ G FYyR KFa KAYRSNBR (KS 3I2@8SNYyYSyidiQa ais

The country has conduateNational Health Accounts that provide some valuable information, but it is
important to produce these annually and more rapidly than has been possible in the past so that the
information can feed into decisiemaking processes. Additionally, at theritsievel RMNCAH focal
pointswill have an important role in keeping track of financing, which will only be possible if key partners
commit to sharing information at the district level.
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As outlined in the HSDP, governance responsibility and leadership for this investment case and meeting
the targetslies with the MoH The MoH will provide policies, guidelines, build capacity, monitor the
health sector, and coordinate partners to supptit decentralized levels in implementation. This
section describes proposed management structures and institutional coordination arrangements
necessary to ensure success of the investment case.

Thi investment case relies on RMNCAH Sharpened Plan as the shared priority plan for all stakeholders
at all levels. The MoH will be the steward in the planning, financing, implementation, and performance
monitoring of the RMNCAH Sharpened Plan witkistieg governance structures.

Though mainly within the health sector, the responsibility for implementing some critical elements in
the RMNCAH Sharpened Plan includes other relevant ministries, departments and agencies. These
include Ministry of Education drSports, Ministry of Gender, Labour and Social Development, Ministry

of Agriculture, Ministry of Local government and Ministry of Internal AtfaildRA), development
partners, civil society, communibased organisations, professional associationgh-thaised
organisations, voluntary agencies, and thivgie sector, amongst otherhe HSDP outlines the
existing Governance, Management and Partnership Structures in the health sector that will guide this
investment case.

At national level, th&op Managment Committeechaired by the Minister, will remain responsible for
policy decisions and direction for the investment case and decide on possible major alterations in the
implementation mechanism if need arises. Health Policy Advisory Committ@éPAJ, a forum for

the Government, HDPs, CSOs and other stakeholders will provide continuous oversight on
implementation pace and direction, generate input from HDPs and guide on possible major alterations
in the implementation mechanism. TBenior ManagemenEommittee(SMC) will be responsible for
discussing and guidance on technical interventions and ensuring harmony with the HSDP diiagsubmi
position papers to HPATheMCH TWG®vill provide the technical coordination for the implementation
mechanism. Technical reports will be debated and specific recommendations forwarded to SMC in form
of reports to HPAC and Top Management agenda. The MCH TWG will constantly cooperdierwith ot
TWGs to address particular cross cutting issues within health system strengthening including Medicines,
Human Resources,u@ervision Monitoring BEvaluation andResearch TW®&, Health Information,
Nutrition.

The Ministry of HealttMCH departmentspearheadd by theCommissionewill be responsible for
programmatic actions to ensure planning, development, management and measurement of key RH, CH
and ADH interventions results. TAssistant Commissioners RH andvillhbe the focal persons and will
coordinatekey players through existing technical sub committees or steering e.g. Family Planning,
Newborn health, MP8R etc. The divisions will be responsible for building capacity in weak areas and
organisational development for key players in collaboration véhRrofessional Associations and
Councils to foster outcomes, orientation, review administrative health and administrative information
and prepare reports linked to the investment.

Interventions that will be gpied at regional level througthe RRHsand other approved Regional
Structure include coordination, training and supportive supervision and monitoring of quality of
RMNCAH service delivery for districts within the catchment areas. Skills labs and simulation hubs will be
promoted to support traininggf health workers, establish a training data base focusing on six core
training packages.

The core level of management will be at the district lef#strict Health Management TegidHMT)
headed by the DHO will be responsible for effectiverdination between all health related players in
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the district through RMNCAH district coordination committees. It is responsible for planning, organizing,
M&E of services in the overall district health system where implementation occurs. Decentralisation of
the management to implement the plan will require districts taking responsibility and being empowered
to scale up activities. To minimise transactional costs, implementation will restrict the use of
intermediate bodies to the completely necessary cases andwfilsvork towards orienting the
management role of the DHOs and facility managers for more result oriented operational
implementation.

HSD Management Teama the technical arm of the Constituency Health Committee will ensure effective
planning, onsite &inings; quality reviews and mapping comprehensive referral networks of services of
all RMNCAH related players. THealth Unit Management CommittegslUMC) composed of
stakeholders from the health facility, local administration and community will bensbpe for
planning facility service delivery, linking facility with service users, and promoting quality health service
delivery including ensuring local cultural responsiveness.

The engagement of nestate actors includingdevelopment partners,CSOs, private sector,
philanthropic foundations, professional bodies and academic institutions will cover a range of
interactions which can be grouped under the following overarching categories: participation, resources,
evidence, advocacy, technical cotleation and accountability. Academic institutions will be engaged

in pursuit and dissemination of knowledge through research, education and training. Two main existing
platforms will be used to engage these actors.

TheCSO coalition for RMNCAH coaliion constituting several organisations, entities and individual
member with norprofit, public interest goals, with the authority to speak for their members through
their authorised representatives exists. The coalition includes organizationshiegRidbon Alliance

World Vision Save the Children Fund, Program Access onCommunication andeducation (PACE)
AMREYJ; civil society groups and networks, faith based organizations, professional groups, voluntary
agencies and grass root community organization

Private sector entities commercialised enterprises or businesses that are intended to make profit and
business associations that do not intend a profit for themselves but represent the interest of their
members, which are private enterprises wildngaged through the Uganda Medical Health Federation
which will coordinate them to develop their specific activities and plans.

The AnnuaRMNCAH Assembliesll serve as an annual platform to convene different players at all
levels for mutual accountaltyl that covers achievements or results and resource tracking.
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O6:PERFORMANGEONITORIN(

Measuring performance against set targets in the Sharpened Plan will guide investment and operational
planning.M&Eof the Sharpened Plan will mainly rely on existing HMIS/DHIS2, support supervision data
systems and a strengthened CRVS system. There will be need to strengthen the process monitoring,
data analysis and review capacity for RMNCAH, so as to generaterddi&Etp relating to financial
expenditures, source of funds, geographic location and coverage of implemented activities, and output
level results aligned to the set RMNCAH targets for national antbsiobal levels.

Several categories and levels of datiors will be collected as shown in the M&E matrix. Key
performance indicators will hinge on strategic investment priorities to assess performance progress
towards achievement of the core results and will be presented in a dashboard format to provide a
snapshot view of the implementation status on a quarterbgririual and annual basis and reviewed at
national and district level joint review meetings. A formal midterm evaluation of the investment case
will be made midvay to assess progress and areaprefventive or corrective action towards the
targets indicated in the table below starting in year 2 of implementation.

Table4: Estimated performance targe®s

Family Planning
Current mFP Users 3,266,042 30% 983,079 2,282,964 3,788,609 50% 911,226
Unmet need 1,735,085 30% 520,525 1,214,559 2,012,699 50% 485,824
Maternal and Labour and
Delivery
Number of women attending 1,700,000 43% 731,000 969,000 1,972,000 85% 945,200
ANC 4th visit
Number of Women with 180,000 3.3% 5,940 174,060 208,800 85% 171,540
Abortion complications
managed
Number of Women delivered 57% 969,000 731,000 1,972,000 89% 707,200
by Skilled Birth Attendant 1,700,000
Number of mothers with PPH 714,000 53% 378,420 335,580 828,240 85% 325,584
managed
Number of mothers with 204,000 53% 108,120 95,880 236,640 85% 93,024
Sepsisnanaged
Number of mothers with 204,000 53% 108,120 95,880 236,640 85% 93,024
Eclampsia/Preclampsia
managed
C/S 225,000 5.3¢ 11,925 213,075 261,000 8.3% 209,925

7 Key Assumptions:

30% of abortions are complicated

42% of alMaternal Deaths are contributed by Haemorrhage (Antepartum and postpartum)
Maternal Sepsis contributes 12% of all Maternal Deaths

12% of all Maternal Deaths are contributed by-ftelampsia

15% of all deliveries will be complicated and require emergarteyvention including caesarean section
11.8% of all births in Uganda are low birth weight babies

15% of all newborns at birth will require breathing support/resuscitation (WHO)

15% of all newborns will suffer from newborn infections (WHO)

15% of all UShildren have an episode of acure respiratory infection | in one year (UDHS 2011)
30% of all children tested positive for malaria RDT (MIS, 2014/15)

23% of all children-8 years (UNICEF)

4.7% of all children below 5 years are severely wasted (UNICEF)
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Newborn

Number of preterm and LBW
initiated on KMC

17,700

10%

1,770

15,930

20,532

50%

15,682

Number of Newborns with
asphyxia successfully
resuscitated at Birth

225,000

53%

119,250

105,750

261,000

75%

102,600

Number of Newborns with
infections managed

225,000

34%

76,500

148,500

261,000

90%

145,350

Child

Number of Children with
Pneumonia given antibiotics

1,202,874

47%

567,756

635,117

1,395,334

85%

618,277

Number of Children with
Malaria given ACT

2,405,74¢

52%

1,253,39!

1,152,35:

2,790,667

75%

1,118,673

Number of Children with
Diarrhoea managed

1,844,407

55%

1,014,42.

829,983

2,139,512

85%

804,161

Number of Children with
severe wasting managed

376,900

10%

37,690

339,210

437,205

50%

333,934
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The key features of the interventions and estimates, and the assumptions used in generating them,
are outlined

T

The analysis on cost and impact welene using the One Health tool, which incorporates
epidemiological models for predicting health impased on the LiSJontextualised to Uganda.

The base year for the country population (34.5 million) and intervention coverage estimates used
in the cosing process was (2013/14). The estimates incorporate inflation of 6.4% as forecasted by
the UBOS andaBkof Uganda

The unit price of the commodities was based on multiple sources to cover the different
commodities. These sources, used in costing tiEHBcluded indicative price index of WHO 2013,
UNICEF, CHAI, the Global Fund VPP indicative price index2@/EH, @ the National Medical

Sores Price list 2013. Program specific costs (program management, governance, HRH and HMIS)
were derived from GoU standing rates, and computed using Activity Based Costing (ABC). The
estimates covered in this plan are based on the health systems armtksarerspective and thus

do not fully include societal costs.

In estimation of additional costs, it was assumed that coverage of all interventions would be
maintained at 2014/15 levels by 2020. Therefore, additional costs are incremental estimates
required to scale up interventions above the 2014/15 level.

Financial resource commitments for the first three years were used to estimate annual averages
from which the five year financial commitments were calculated.

Reported financial commitments from partseare not disaggregated by interventions and as such
not directly comparable to costed estimates using the OHT which were based on detailed
intervention costs.

The NHA report FY2009/10 showed that Household out of pocket expenditure contributed 74% and
62%of the Total Health Expenditure on SRH and Child Health respectively and these OOP estimates
were not included in the in the resource mapping.

The costing analysis weighs three sceisa

1

Scenario one assumes that coverage of @atenvention was maintained at the 2014/15 levels

for the five years and was estimated to require a total of US $ 1.6 billion. This total includes an
additional US $70.4 million over the five years due to estimated ar%al population growth

and assum& no change in the current the disease burden.

Scenario two assumes rapid scale of the prioritised core and expanded service packages (see
table 2) country wide. Matching health system investments in this scenario include construction
and equipping of Mataity wings in 150 HC3ksnd recruiting critical cadres of 2,610 Midwives,

and 200 Anaesthetists which take 82% of the health system investments (see annex 8). This
scenario would require an estimated total of US $ 1.92 billion, which includes US $iflict1 8

as additional resources over the five years.

Scenario three assumes implementation of the wider comprehensive service package country
wide within the five years. This requires higher investments in health system strengthening

including construan and equipping of 360 maternity wings (in 98 new HC llIs and existing 262

facilities), construction of 1,200 staff housing units (representing about 10% of the country

need). Additionallyit assumes recruitment of health workers to reach the HSDPt taf G&%

8 Provisional 2014 Census results, UBOS, 2014
9 350 lack BmOC facilitie§HC I11) of which 98 do not have any facility whilese@Zounties in the country were underserved with HC 111 (i.e below 80%
coverage)



staffing capacity by 2020 (1,220 medical officers, 10,000 midwives, 640 Anaesthetists 14,000
nurses,) as the biggest cost drivers. Other investments assumed include expansion of central
medical stores and rehabilitating medicines and supplieagtan about 1,587 health facilities
country wide during the plan perid This scenario is estimated to cost US $ 2.20billion over
the planned period which includes US $ 560 million as additional resources over the same period.

An average annual per capinvestments of US$ 1.42 in scenario two, MMR would translate into a
2.2% annual reduction rate in MMR compared to US$ 2.88 average aenuapita investments

and 3% annual reduction rate in MMR under scenario three. This translates to pemcegita
investment of US$ 0.65 for each percentage point in maternal mortality reduction for scenario two
compared to US$ 0.96 under scenario thi®@ienilarly US$ 0.23 compared to US 0.36 is need for a
percentage point reduction in USMRherefore,scenaio two is adopted as the best buy for
investment as it is more cost efficient.

Figure9: Comparison of the three funding Scenario

2016 2017 2018 2019 2020
Scenario 3 397.67 428.86 447.07 473.57 461.26
B Scenario 2 354.17 375.26 386.27 398.15 404.99
EScenariol 291.57 312.89 327.86 346.14 363.56

This RMNCAH Sharpened plan/investment case recommerndgsrgelf three sets of integrated
ASNBAOS LI O1Fr3Sa Fa aoSald o0dz2a¢ F2NJ I OKAS@Ay3
increased investment are expected if the proposed high impact service packages are made. The
community package provides thigthest dividends at lowest investment costs. Establishing bEMONC
ready and accessible facilities at sunty level will increase access to quality skilled birth
attendance especially for the poor majority. Service delivery improvements at the loviemiidive

yield returns in terms of system performance at HC IV and hospital levels by reducing patient loads
and assisting referral. Equipping HC IV and General Hospitals for cEmONC would will only make a
significant difference if other investments sucheffective emergency transport to these facilities

and financial or other impediments to their attendance are addressed. Addressing access issues in
high burdened urban districts like Kampala and Wakiso requires providing financial support to the
poorest uban families through voucher schemes. This would allow eligible families to access private
sector for quality RMNCAH services without investing in public sector infrastructure. This will require
strengthening of management capacity of district staff tonimister and supervise proposed
vouchers schemes and private sector results based funding, and prepare for the national health
insurance scheme in the longer term.

10 Assessment of the physical conditions of medicines stores in public health fadliaies 2013.
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Based on scenario two, the estimated costs, over the five years, for the Core Commuaie Pack
implemented countrywide is US$ 27 million. The expanded package cost estimates increase to US$
181 million due to equipment procurement and infrastructure upgrade needed for operationalizing
bEmMONC at suBounty level. The Comprehensive Package imgpited at HC IV level and higher is
estimated at US$ 65 million. The composition of the package may change over time, depending on
local contexts of the district RMNCAH burden and district health system capacity.

Table5: CostEstimates for priority packages over the five years

Delivery of Priority Packages Amounts in US $ Additional Pa
capita (US $)
Community Package 27,004,934 0.70
Expanded package at Health Centre Ill and above 181,494,225 4.69
Comprehensive Package at NGnd above 65,648,823 1.69
Totals 274,147,982 7.08

The costing analysis has estimated the additional costs in-Z02) of increasing access to the
RMNCAH priority packages in Uganda to be US$ 274 million, including systems investments. While
costs vary depending on packages and delivery levels, esgistadw that the average additional

per capita investments per year are US$ 0.70, US$ 4.69, and US$ 1.69 for the core, expanded and
comprehensive packages respectivelyainedVHTscan effectively apply the interventions in the

core package at communigmMel without significant health system strengthening costs, e.g. changes

in behaviour such as family/household level prevention, treatment and health promotion practices.

The longeiterm health system strengthening investments will make substantial imervs in

the capacity to deliver integrated RMNCAH intervention packages along the continuum of care. The
prioritised investments costed include improving access, quality and routine demand for skilled
delivery at HC lll (BEmMONC) as the weakest link thlergpntinuum of care with Midwives and
Nurses as primary providers. This entails refurbishments and equipping of 150 the maternity wings
at HC lls. Commodities for the additional numbers to be reached have beehto@stiable delivery

of bEmONC, Familplanning services and management of sick children. This will enable more
mothers, newborns and children to access all priority interventions including early detection of
complications and a functional district referral system for management of sevemapiicated

cases at HC IV and above where the comprehensive package is provided.

Both shorter and longeterm health system investments grounded now in the five strategic shifts
are needed to ensure delivery of these packages and remove bottlenedckaléoup along the
continuum of care. Success requires investing in human resource management capacity building,
recruitment of 2,610 midwives as well as training, support supervision, clinical mentoring and
institutionalising datdbased RMNCAH quality impement practices to ensure delivery of
standardsbased case management.

Investments are additionally needed to strengthen RMNCAH stewardship at different levels including
supporting M&E use for decision making, rasdtttoral action and tracking adolestdmealth,

mutual accountability processes and mipfanning at facility level. Investment is critical to develop

the nascentCRVSn the country. Unless government and development partners mobilize these
resources, the country is unlikely to achievedaenational (2020) and the longerm SDG (2030)
targets.

7.4.1 RMNCAH Commitments

The RMNCAH commitments were established from the analystsnpirehensive resource mapping
using a contextualisedtool adapted from the RMNCH Trust Fund. The mapping processes was
participatoryand useddialogue processes witkey stakeholdersGovernment commitments were
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estimatedusing assumptions and projections from review of national health accounts and ttie heal
sector development plan. RMNCAH partners in the country compietesbsource mapping tool
providng resource commitments for the first three years of the investment dasky. the first year
represented full disclosure of resource commitments byneast Data collected from partnensas
then used toestimatethe annual average resource commitments and hencgtbectedfive yead Q
resource commitments.

An assumption of 5% annual resource increase of partner and government commitments was built in

for estimations for the#and 5" year of the investment cagsee annes2for the full 5 years resource
commitmentg. Others assumptions necessary for interpretation and use of these findings are resented

in annex 9The total resource commitments ftre five years are estimated at 1.1 billion USD. This
representsapproximatelyl billion US[{91%) from the external sources and 86 M USD (9 %) from the
Government of Ugandaver the strategic periadhe leadingundersfor RMNCAH resourceserthe
projectedfive years are: UNFPA (161 M USD), World Bank (147 M USD), DFID (145 M USD), USAID (135
M USD), GoU (86 M USD), GAVM18SD), SIDA (50 M USD), UN(EEM USD), World Vision Uganda

(56 M USD) and Spain (20 M USD) as shown in fifubelow. A complete partner resources
commitment data is presented in annex 12.

Figure10: Proportions of contributionsto RMNCAHesource commitments byhe top ten leadingfunders
Spain

USAID
15%

2%

World Vision Uganda

6%
UNICEF
7%
Sida
4%

The resource mapping is aligned to the
priority packages of high impact
interventions of the investment case.
Reported resource commitments were
mapped for each priority packageing the
data provided in the mapping tool for all the
five years as in tabbelow.
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Table6: Resources by Intervention Package

Intervention Package FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 Total
Community Package 40,799,079 42,839,033 44,980,985 47,230,034 49,591,536 225,440,667
Comprehensive Package 14,377,152 15,096,010 15,850,810 16,643,351 17,475,519 79,442,842
at HC IV and above

Expanded package at 55,456,509 58,229,335 61,140,801 64,197,841 67,407,733 306,432,220
Health Centre Ill and

above

Other 90,504,264 95,029,477 99,780,951 104,769,999 110,008,499 500,093,189
Grand Total 201,137,005 211,193,855 221,753,548 232,841,225 244,483,286  1,111,408,919

In order to understand the geographical distribution of commitmerdgsource were further

mapped against the 10 regions of the UDHS 2011 presented irY tadllew. Estimatef resource
commitmentsfor districts and the different RMNCAH cost categownese further derived and are
presented in annek0andl11respectivdy.

Table7: Resource Commitments by regions

Region FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 Total

Central 1 5,501,303 5,776,368 6,065,187 6,368,446 6,686,869 30,398,173
Central 2 5,556,313 5,834,128 6,125,835 6,432,127 6,753,733 30,702,135
East Central 9,666,615 10,149,946 10,657,443 11,190,316 11,749,831 53,414,152
Eastern 28,307,290 29,722,655 31,208,788 32,769,227 34,407,688 156,415,648
Kampala 13,238,110 13,900,015 14,595,016 15,324,767 16,091,005 73,148,914
Karamoja 12,512,522 13,138,148 13,795,055 14,484,808 15,209,048 69,139,581
Nationwide 79,324,498 83,290,723 87,455,259 91,828,022 96,419,423 438,317,924
North 16,483,090 17,307,244 18,172,607 19,081,237 20,035,299 91,079,476
South West 12,271,191 12,884,750 13,528,988 14,205,437 14,915,709 67,806,074
West Nile 7,359,447 7,727,420 8,113,791 8,519,480 8,945,454 40,665,592
Western 10,916,626 11,462,457 12,035,580 12,637,359 13,269,227 60,321,251
Totals 201,137,005 211,193,855 221,753,548 232,841,225 244,483,287 1,111,408,921

7.4.2 Investment Case Resource Gaps

The Uganda RMNCAH Investment Gsisested in three scenarioshe first scendo assumeghat
current interventioncoveragewill be maintained and isstimated to cost 1.6 hitin USD for the next
five years; senario2 assumes a rapid scale up of prioritised em@expanded packagesuntrywide
andis estimated to cost.92 billion USD for five years; angr®rio threeassumes that the expanded
package will be delivered cawywide at an estimatedost 2.2 billion USD. Witte projectedresource
commitmentsof 1.1 billion USD for five yeatse estimated RMNCAH resource gap is USD 8@
920 million and 1.1 hillion for scenario 1, 2 and 3 respectii&tgnaricone presentsa feasible and
efficient option for high impact investment with an average annual resource gap df00&tilion.
The corresponding intervention package resource gaps for scenario one are

7.4.3 Bridging the Financial Gap
In bridging the 2Zmillion USCfinancial gap for thenvestment this Sharpened Plan links to the
Health Sector Financing Strategy along the four priority themes.
1 Increasedomesticresources for RMNCAH in the health sector through evidence based
advocacy for increased government contribution to RMNGRWINCAHinancing and
expenditure informationgenerated through NHA stdzcount, efficiency studiesand
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RMNCAUHtrategicfinancial ifiormation database will baisedto reduce the currenheavy
reliance on OOP, and over dependence on external resources.

1 Increasing efficiency and effectiveness from the existing resources by strengthening
mechanisms of governance and accountabilityyalig/ 3 LJ NIYSN& G2 (GKS
rationalization and additionality. More efficiency gains are expected from the introduction
of PBF/RBF schemes/mechanisms to scale in the public and private sector as well as focusing
on costing theprovision of RMNCAH priority packages.

1 Increase amount and predictability of external resources for RMNCAH: Development
partners are expected to remain a major financing source for RMNCAH in Ugdjaimiag
GKS ! tNRBYA&AS wSy S dlsRurefildffirGuicRl $emmitmetsSrord S O G 2 NJ
partners for RMNCAfdr the Sharpened Plan amedtablish initiatives such as pooled fimyl
to address the challenge of unpredictability and increasing efficiency.

9 Other slower initiatives for sustainable finamgiof the RMNCAH gap are spelt out in the
Health Sector Financing Strategy and include; Increase contribution of prepayment to the
health sectorsuch as the National Health Insurance Scheme combining resources from all
other health insurance schemes in twuntry.

7.4.4Limitations and assumptions

This resource mapping was faced with several limitations which should be taken into consideration
in the utilisation of the data presented in this report. The following were identified as the limitations
of this exercise.

9 Activities reported were too bea: Most of the partners reported very broaésource
commitmentsmaking it difficult to accurately allocate the activitbest areasobjectives,
intervention package and cost categom¢ivestment case

1 Most partners only provided resources for 2(218.7: Partners were not able to provide
resource commitments for all the five years. In this report, only 2016/2017 is considered as
having near complete data on the available resources.

1 Inaccuracies in reportingf resources along the funding chaiwhere the source of funds
was in country and both the fundingrganizationand the implementingorganization
completed the resource mapping tool, there were challenges with matching of the funds by
the two organization@andadjusting estimates fatoublereporting

1 Data validationAlthough a data validation meetisgyere organized as part of this process,
most of the partners were not available to validate data on the information provided.
Periodic update and validation of the presented data may be mkeede part of
implementation monitoring of the investment case.
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A number of stakeholders are committed to delivering the RMNCAH Plan in the yeaxt. Their
commitments are outlined below.

Governmentof Uganda(National and district levels)

Since 2010, the Uganda Government is committed to the reduction of maaechalewborn death in
Uganda.n this sharpened plan the government is committed @r@viding evidencéased policy
guidance and programmes prioritized to specific localibesitexts and populations, (Ensuring
coordinated partnerships includingengthening of community systems and integration of RMNCAH
services, ensuring access to lifesaving RMNCAH services for high burden districts and paptiiations
districts (i) generate district and specific population strategic data to inform pglabée®lopment and
funding framework$or underserved populations, (isjrengthen the capacity of districts to develop,
implement, monitor RMNCAH progra(e$harmonise and promote standards, guidance and tools for
priority RMNCAH interventions, (@hsue that health financing strategies incorporate access to
RMNCAH services, use of data for evidence based decisibnsstimate and forecast impact of
individual and combined packages of RMNCAH interventions at all levels including community level.

United Nations and Other Multi Bi Lateral Organization

The UnitedNations and other Multi and HBiteral organizations commit to)-firovide leadership in
advocacy for RMNCAH outcomes for underserved populations through government strucjures, (ii
developmat standards, quality contr@nd regulation, (i)Promoting access to and the use of new
service delivery approaches and technologies apEr{liance natinal capacity for surveillance,
monitoring and evaluation.

Forums in Parliament

Members of the 9 parliament have chosen to make commitments Jo¢liiaft and table a private
member team on reproductive maternal newborn and child health¢@induct costituency outreach
activities to educate the population on RMNCAH with a focus on fostering capacity to demand rights to
health services, family planning and child spacing and on improving health seeking behaviour to avoid
GGKS FANRBRUOG R Snedsénaternabairdidait nutdticB, dhshs tRe budgetary allocation

for health is increased to 15% in accordance with the Abuja Declaration to enable recruitment and
retention of midwives, functionality of village health teams and availabilitiMbiCRH commodities

and equipment.

Civil Society Organization

| A@Af {20ASG& h NAYyroeaad réhdwad/condmitrdedt YsltdiloBd tBwaiils working
closely with government to)(identify high burden districts using agreed criteria and also support
community participation in the process)-(W 2 Yy AG2NJ ' yR &GN O1 | 3FyRIQa 02
Renewed (APR) feeding this back to the national health and development plans imefomlitnigg on

the global process to stimulate actions at various leve)saflivocate and support the uptake of the
country led MDG 4 and 5 subnational countdewtool used globally tordck specific RMNCAH
indicators(iv) Support scale up and implenegmioritized RMNCAH services Tvack clearly defined
district indicators to strengthen and guide the country in planning, as well as in allocating resources and
ownership of the problemyi)-leverage of resources and expertise in integrating health ether

sectors and work more effectively towards a shared goal of ending preventable degtmobilise

citizens to call on government to increase investment in high impact maternal and child interventions
including more universal immunization, ntiem, EmONQ@overage and elimination of HIV mother to

child transmission.



Cultural Institutions

In 2013, Queen Mothers and Women Cultural Leaders Network will advocate for expansion of services
to reach all the undeserved populations in their respective areas of jurisdiction. Cultural institutions
will contribute to mobilization of citizens to aesse utilise and adhere to high impact service
intervention packages, address cultural norms, taboos and practices that are detrimental to RMNCAH,
utilise existing cultural institutions to address sexualgamdler basediolence and support all efforts

to uplift the status of women and giiils society

Interreligious Council

Theinterreligious Councis committed to providing holistic health services especially to mostly needy
population sub groups e.g. children, wonoémeproductive aggyregnant mothes, People Living with
HIVand orphans.

Private Sector

The Private sector commits to work with partners to map out high burden districts to ensure private
FIOAfAGASE AY KAIK O0dz2NRSY RAAGNAOGA adNBy3aGKSYy
Campaign in underserved populations, mobilise resources for reseaseld RMNCAH interventions in

the private sector and cimvest in building capacity of private health facilities to ensure accessible
RMNCAH serviceghis will be strengthened through fesng the publieprivate partnership with
increased RMNCAH access to targeted communities.

Uganda Private MidwesAssociation

The Uganda Private Midwife Association is committed to saving lives of mothers andwHgirns

As an association they wdlim at providing PMTCEmMONGQ resuscitation, post abortion care and
treatment of malaria in pregnancy. They will also aim at scaling up family planning, sexual and gender
based violence and adolescent health. Through these interventions they willofodugh burden
underserved populations and hard to reach areas.

Health Care Workers and their Professional Associations

Several health workers and professional assocmtsuth the Association dbbstetriciansand
Gynaecologists of Uganda will provide technical assistance and advocacy for underserved populations.
The professional associations will also support the development of standards and guidelines for the
public and private sectdn familyplanning andEmONC Other professional bodies like the Uganda
Paediatric Association will work with other professional bodies to improve the capacity of health
workers as to provide quality reproductive health and MNCH services thresgtvice training and
mentorship.



Timing of Data

Hierarchy of Aims Objectively Variable Indicators (OVI) Means of Verification Collection Responsibility
Goal 1  Maternal Mortality Ratio from 48per 100,000 live births to 24&r 100,000 live births by | Reports:
To end preventableaternal, newborn, 2020 UDHS 2010/11 Every 5 years UBOS
child and adolescent deaths and improy §  Under 5 Mortality Ratérom 90 per 1,000 live births to 4&r 1,000 live births by 2020 UDHS 2015/16
the health and quality of life of women,| §  Infant Mortality Rate frm 54 per 1,000 live births to 3@r 1,000 live births by 2020 UDHS 2020/21
adolescents and childreninUganda | §  Neonatal Mortality Rate from 27 per 1,000 live birtha3@er 1,000 live births by 2020
i  Teenage pratancy rate from 24% to 14% by 2020
Purpose 1  Coherent, prioritised and funded country led integrated RMNCAH sharpened plan Reports Quarterly MoHM&E Unit
To redirect and refocus efforts towards| §  Commitments and mutual accountability for sustained collective action by government, HMIS Annually DHO (MCH)
accelerating the attainment of universa development partners, private sector, and CSOs MPDR Facility incharges
coverage in Uganda 1 Transparency and evidence based planningrepdrting to accelerate progress and delivg Score Card
results
Output 1 1  Proportion of regions, districts sub-districts with previously highest mortaliggistering a MoHM&E Unit
Greater coverage in highburden districts 50% reduction in institutional mortality by 2020 UDHS Quarterly DHO (MCH)
and populations 1 Proportion of regions, districts or sdistricts with previously highest mortality with HMIS Annually Facility incharges
increased budget allocations to high impaterventions by 2020. Target 90% Special Surveys
1  Percentage narrowing in midwives staffing differences between regions, districts or su
districts with previously highest mortality rates compared to those with lowest mortality
Target 20% by 2020
1  Percentage of sub couas with functional HC Ills
1  Plans and decisions made based on equity, gender and rights sensitive data available
(resource allocations, staff positions created, involvement of beneficiaries)
Output 2 1  Proportion of facilities with no stock outs of lifesaving commodities raised to 80%
Expanded coverage of high impact 1  Percentage of sub counties with functional HC llls: Target 100% by 2020 HMIS Annual MoH
interventions 1 Proportion of nurses, midwives, VHTSs providing lifesaving interventions increased to >| Score Card
1  Unmet need for contraception reduced from 34. 4% to 10% Supervision reports
1 Percentage of HC IVs with comprehensive EmONC to over 80% Track20
1  Health professionals trained and providing youignidly information and health services
1 Percentage children treated for diarrhoea with zinc and ORS
1  Percentage newborn receiving treatment for sepsi8 @ays
Output 3 1  Teenage pregnancy and motherhood reduced from 24% to <15%
Non health sectointerventions that 1  Girls married by age 18 reduced from 46% to <10% UDHS Annual MoH
impact on maternal, newborn and child| §  Stunting among children Under 5 years reduced from 33¢2566 HMIS
vulnerability and deaths harnessed 1 Anaemia in nojpregnant women reduced to <20% Special Surveys
1 Households with access to improved sanitation increased from 16% to >80%
1 Outof-pocket expenditures for the poor reduced to < L%fdve to relevant section
Output 4 1  All planned quality RMNCAH performance reports produced, debated and used to
Collective action and mutual strengthen RMNCAH resources allocation Joint RMNCH program | Annual MoH
accountability for ending preventable | §  Proportion of commitments met onlsedule by each partner (includes private sector and| reviews
maternal, newborn and child deaths civil society) to >75% NHA for RH & CH
1 Proportion of resources allocated and spent based on previously made commitments ¢
goals to >75% NIRA
T 90% of children under 5 years are registered and issued Birth Certificates by 2020
1 80% of births registered within 30 days of occurrence by 2020




Timing of Data

Hierarchy of Aims Objectively Variable Indicators (OVI) Means of Verification .
Collection

Responsibility

1 50% of deaths in a given year are continuously reported, registered and certified with K
characteristics by 2020

1  100% maternal and perinatal deaths in hospitals and HC Vs notified, assigsedf
death, ICD Code and registered by 2020

1  100% of deaths in hospitals have causes of death reliably determined, ICD coded and
registered by 2020

1  50% of deaths in communities have probable cause of death determined, coded and
registered by 2020

1  Percenage of health facilities conducting maternal and perinatal deaths reviews and
response




Life Objective verifiable indicator Means ofverification
Eg:lsz Outcome Indicator Description Baseline '(I';(;gg; Responsible person = Collection method Source Frequency Assumption
% Unmet need for modern contraception (married 28% 29.3% MoH [M&E] unit Nonroutine data | UDHS 5 Years Increased use of implants
Q Teenage women) sources
% pregnancy Health professionals trained and providing youi NA 50% MoH (M&E) unit Non routine data | HFA Annual Adolescent friendly health
2 rate reduced | friendly information and health services sources servicesare implemented to
3 from 24% to 100% of the districts.
2 14% by 2020 | Modern contraception (reproductive age) 35% 42.1% MoH [M&E] unit Routine &Non UDHS 5 Years Increased use of long term
S routine data HMIS Annual contraception
5 %l eenage pregnancy 25% 15% MoH [M&E]unit Routine &Non UDHS 5 Years Continued roll out of SSE
g routine data HMIS Annual
¢ % Women with problems in accessing health ¢i 65% 30% MoH [M&E] unit Nonroutine data | UDHS 5 Years Sustained socieconomic
o sources growth
%postabortion care clients who left the facility | NA MoH [M&E] unit Routine data HMIS Annual
with a contraceptive method
% FirstANC visit insitrimester 21% 50% MoH [M&E] unit Routine &Non UDHS 5 Years Increased capacity of health
routine data HMIS Annual facilities
Reduced % Women attending 4+ ANC visits (anytime | 60% 69% MoH [M&E] unit Routine &Non UDHS 5 years Increased capacity of health
Maternal during pregnancy) routine data HMIS Annual facilities
Mortality % Pregnant women taking 2+ dote 45% 93% MoH [M&E] unit Routine &Non UDHS,MIS | 5&25years @ Increased capacity of health
Ratiofrom routine data HMIS Annual facilities
ﬁ?g g)i?trhi'gjoo % pregnant women accessing antiretroviral for| 88% 95% MoH [M&E] unit Routine &Non UDHS 5 years Continued roll out of Option
211 per PMTCT routine data HMIS Annual B+
2 100,000 live % Pregnant women told about Pregnancy dang 47% 80% MoH [M&E] unit Nortroutine data | UDHS 5 Years Availability of Job aides at
S births by 2020 signs sources lower levels
S % Pregnant women sleeping under ITNs 64% 90% MoH [M&E] unit Nonroutine data | UDHS 5 Years Sustainable partnerships in
g sources ANC LLIN distribution
Reduced the | % Institutional deliveries 73% 89% MoH [M&E] unit Routine &Non UDHS 5 years Increased capacity of health
Infant . routine data HMIS Annual facili_tiesoffering delivery
Mortality Rate S€ervices
from 54 per Increase coverage of active management®f 3 | 6% 15% MoH [M&E] unit Routine data HFA Annual All institutional deliveries
1,000 live stage use uterotonics
IS births to 30 % stillbirthrate TBD 12% MoH [M&E] unit Routine&Non UDHS 5 & 25 years | Staff retained in peripheral
& per 1,000 live routine data HMIS Annual facilities
births by 2020 | % Postnatal care for Mothers within 48 hours | 54.3% 70% MoH [M&E] unit Routine &Non UDHS 5 years Functioning VHT strategy fo
routine data HMIS Annual mobilisation
= % Postnatal care for newborns within 48 hours, 11% 85% MoH [M&E] unit Routine data HMIS Annual Functioning VHT strategy fo
=1 mobilisation
% % eligible HIV+ mothers that access ARVs 84% 95% MoH [M&E] unit Routine&Non UPHIA Survey 5 years Continued roll out of Option
g routine data HMIS Annual B+
Reduced % of mothers initiating breast feeding within 1 | 62% 80% MoH [M&E] unit Nortroutine data | UDHS 5 Years Maybe scale up of BFHI
Neonatal hour sources
g Mortality Rate o, cases of Severe Neonatal Infection M 0% 85%  MoH [M&E] unit Routine &N UDHS 5 Availability of facil
o from 27 per 6 Cases of Severe Neonatal Infection Manage 0% () oH [ ] uni outine &Non years vailabi ity of faci w
S p routine data, HMIS Annual amenities (water, light and
2 1,000 live sanitation)
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Life Objective verifiable indicator Means ofverification
SK:ISZ Outcome Indicator Description Baseline ‘ '(I'Za(;gg; Responsible person = Collection method Source Frequency Assumption
births to 10 % Districts implementing district wide Kangaro( 10% 60% MoH [M&E] unit Routine &Non HMIS Annual Available space and trained
per 1,000 live | care for LBW routine data HFA Annual health workers
births by 2020
Reduced % Facilities with IM@ained clinicians 39% 90% MoH [M&E] unit Routine & Non HMIS Annual Staff retention in peripheral
Under 5 routine data units
Mortality Rate | % Districts with >80% futhmunisation coverage| 0% 90% MoH [M&E] unit Routine & Non Immunization | 3years Improved cold chain
from 90 per routine data Survey management
1,000 live HMIS Annual
births to 53 Prevalence of malaria in U5s 30% <25% MoH [M&E] unit Nonroutine data | MIS 2-5years Sustained LLIN distribution
per 1,000 live (2015
births by 2020 | o children fully immunized 55% 80% MoH [M&E] unit Routine & Non UDHS 5 years Improved cold chain
routine data Immunization | 3years management
Survey
% Undei5 children that slept under LLINs 62% 90% MoH [M&E]unit Nonroutine data | UDHS 5 Years Sustained LLIN distribution
- sources at ANC
§ % HIV+ children accessing ARVs 52% 90% MoH [M&E] unit Routine & Non UPHIASurvey | 5 years Option B+ scale up
2 routine data HMIS Annual
o) % children with fevetreated with ACF 52.1% 85% MoH [M&E] unit Nonroutine data | UDHS, MIS | 5years VHT strategy
sources implementation
% children with fever treated within 24 hours | 42% 80% MoH [M&E] unit Nortroutine data UDHS, MIS 5 years VHT strategy
sources implementation
% children with ARI treated with antibiotics 47 4% 85% MoH [M&E] unit Nonroutine data | UDHS 5 years Policy on antibiotics at
sources community level
% Children with diarrhoea receiving Zinc 40% 85% MoH [M&E] unit Nortroutine data | UDHS 5 years Increased private sector
sources contribution
% Undei5 that receive vitamin A 54% 80% MoH [M&E] unit Routine & Non UDHS 5 years Sustainable partnerships;
supplementation routine data longterm funding
HMIS Annual
% childrerUnder5 that take ORT/Fluids for 47% 85% MoH [M&E] unit Nortroutine data | UDHS 5 Years Sustainable partnerships;
diarrhoea sources longterm funding
To end % DHOs with capacity to analyse data, plan an Baseline | 95% MoH [M&E] unit Routine & Non HMIS Annual ADHOs (MCH) per district
preventable implement RMNCAH programs routine data
maternal, Prevalence of stunting among children UrBler | 29% <20% MoH [M&E] unit Routine & Non UDHS, 5 years Minimal social disasters
newborn, years routine data
child and % Anaemia in pregnancy Baseline | 20% MoH [M&E] unit Routine & Non UDHS, MIS | 5years Sustainedgocioeconomic
adolescent routine data growth
deaths and % Households with improved sources of drinkir 74.8% 85% MoH [M&E] unit Routine & Non Household 2-3 Years Sustained socioeconomic
@ improve the water routine data Survey growth
g health and % Girls married by age 18 46% 10%
o quality of life | 94 households wittmproved sanitation 33.8% 50% MoH [M&E] unit Routine & Non Household 2-3 Years
£ of women, routine data Survey
§ adolescents o P - : - -
@ and children % facilities holding MPDSR 128% 90% MoH [M&E] unit Rou.tlne & Non HFA 5 years Incentivised QI
8 in Uganda routine data HMIS Annual
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