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1 See illustration on the milestone achieved in institutionalizing MPDSR in Uganda (Appendix IV)
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The Response  Story

10/14 MoH Regions shared MPDSR Success
stories and challenges with National MCH
stakeholders
National MPDSR Meetings were accredited for
Continous Medical Education for all Health
Care Workers [ Doctors, Nurses, Midwives] 

COLLABORATIVE LEARNING & ADAPTATION

These were born from the National
Weekly meetings to address facility
specific challenges at HC IVs and HC IIIs
as a measure of reducing Maternal and
perinatal mortality 
KCCA has adopted the MPDSR Weekly
meetings to address MPDSR issues in
complex urban settings

84/ 100,000 deliveries. Improvement from
92.1 (FY 2020-21) and 99.7 ( FY 2019-20)

Institutional Maternal mortality ratio: 

10 Health Center IVs in 8 districts
across 7/14 MoH regions 

at Regional Referral Hospitals e.g.
at  Kabale RRH 

10 Functionalized Health Center IVs

Re-functionalization of Blood
Collection Centres 

The country made effort to meeet WHO 's
recommendation of  MPDSR quarterly
monitoring and progress reports.
3/4 quarterly reports were disseminated
to stakeholders

Partner support towards provision of
essential commodities. For example:

Blood Refridgerator donated by
UNFPA
Operating Beds, sundries and tools
provided by USAID in Kampala

52 MPDSR Weekly Infographic Reports
52 Interactive MPDSR Dashboards
52 Detailed Action-focused reports from
facilities 

 Various Data Analytics disseminiated to key
stakeholders and Partners  nationally 

May 2022 was PET awareness month, and
registered the least number of PET cases
throughout the FY 2021-22
Launch of the Essential Newborn Clinical
Care Guidelines for Uganda

AWARENESS FOR ECLAMPSIA/PRE-ECLAMPSIA 

CEmONC
FUNCTIONALIT
Y 

QUARTERLY
REPORTS

CLA &
CME
Credits

ESSENTIAL
COMMODITIES
& SUPPLIES

NATIONAL
ADVOCACY
EVENTS

22 NATIONAL
WEEKLY
CONFIDENTIAL
INQUIRIES FOR
HC IV & III

The main MPDSR target has been sustaining 100% Maternal Death reviews across all health
facilities in the country. 
The country hit 100% Maternal death reviews for 8 weeks out 52 . 
Perinatal Death Reviews have improved but still remain low across the country.
There has been a notable increase in percentage of reviewed perinatal deaths , with one of
the weeks reporting 45% perinatal deaths reviews. 

DATA
DEMAND
& USE

IMMR

IPMR
IPMR of 18.5/1,000 [FY 2021-2022] total
births. A reduction from 20.2/1,000 [FY
2020-2021] total births registered in the
previous year.

Institutional Perinatal Mortality Rate 



 

Figure 1: Stakeholder Collaboration Figure 1: Stakeholder Collaboration

In this year’s annual MPDSR report, we build on the previous FY 2020/21 efforts around creating functional 
MPDSR committees nationally, sub-nationally and across health centres, to accelerate MPDSR 
implementation in Uganda. The goal is to use the already well-established and coordinated committees in 
the health facilities and in the different regions to strengthen implementation of the recommendations 
arising from the reviews.



Figure 2: Ten Re-functionalized HC IVs in FY2021/2022 
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Table 5: Shared success stories from the weekly National presentations 
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Figure 4: Map showing Institutional Maternal Mortality Ratio per 100,000 deliveries 
by district 



 

Figure 5: Map showing the proportion of maternal deaths reviewed by districts 
(FY2020/21 and FY2021/22) 

 



 

Figure 6: Institutional Maternal Mortality Ratio by Health facility level FY2019/20, 
FY2020/21 and FY2021/22 
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Figure 9: Five Leading Causes of death by maternal age category FY2021/22 

Table 9: Breakdown of indirect causes of maternal death by age 
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Figure 10: Showing five leading causes of maternal deaths by Health Facility level, 
FY2021/22 

 

Figure 11: Parity of maternal deaths reviewed, FY2021/22 
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Figure 12: HIV and Syphilis testing cascades status among maternal deaths reviewed in 
FY21/22 

 

Figure 13: Mode of delivery and birth outcomes of the Maternal deaths reviewed 
FY2021/22 
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Figure 14: Birth outcomes of the Maternal deaths reviewed FY2021/22

Figure 15: Average duration of stay (Hours) between admission and death
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Table 10: Duration of stay, between admission and death, by health facility level 

 

Figure 16: Labour experience and Partograph use among maternal deaths reviewed in 
FY21/22 
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Figure 18: Perinatal death type contribution 

Figure 19: Trends in Perinatal Death Notifications and Reviews (FY2016/17 to FY20 

21/22) 
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Figure 20: Trends in Institutional Perinatal Mortality Rates (per 1000 births) in Uganda 
(FY16/17 to FY21/22) 

 

29.1

25.9
23.6 23.8

20.2
18.5

10.2 9.4 8.8 8.9
7.7 6.8

11.1 10.0 9.0 8.9
7.5 6.8

8.0 6.6 5.9 6.2 5.0 5.0
0.0

5.0

10.0

15.0

20.0

25.0

30.0

35.0

FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 FY 21/22

IP
M

R/
1,

00
0 

to
ta

l b
irt

hs

PMR/1000 total births FSBR/1000 total births
MSBR/total births) ENMR/1000 livebirths
Linear (PMR/1000 total births  )



 T
ab

le
 1

2:
 S

ho
w

in
g 

th
e 

IP
M

R
 b

y 
R

eg
io

n 
be

tw
ee

n 
FY

20
20

/2
1 

an
d 

FY
20

21
/2

2 



 T
ab

le
 1

3:
 S

ho
w

in
g 

th
e 

Pe
ri

na
ta

l D
ea

th
 N

ot
ifi

ca
ti

on
s 

an
d 

R
ev

ie
w

s 
by

 R
eg

io
n 

be
tw

ee
n 

FY
20

20
/2

1 
an

d 
FY

20
21

/2
2 



 



 

Figure 21: Showing Institutional Perinatal Mortality per 1000 births during FY2021/22 



 

Figure 22: Map showing the proportion of perinatal deaths reviewed and reported by 
districts 



 

Table 14: Showing Perinatal mortality rates by level of Health Facility 

Table 15: Perinatal Deaths Reported and reviewed FY2021/22 



Table 16: Perinatal Deaths Reviewed by Birth Weight (BWT)

Figure 23: Causes of Reviewed Early Neonatal Deaths during FY2021/2022 (n=4558)
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Table 17: Trends in the leading causes of Neonatal deaths over the past 4 years (FY 
18/19-FY21/22) 

 

Table 18: Showing maternal characteristics associated with perinatal deaths reviewed 
(n=11403) 
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Table 19: Mother’s Parity by Age 

 

Figure 24: ANC Contact visits of Mothers whose Perinatal deaths were reviewed, 
(n=11,403) 
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Figure 25: Showing HB Testing during ANC for mothers with reviewed perinatal deaths 
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Figure 26: Showing Partograph use among reviewed perinatal deaths by type 

 

Figure 27: Mode of Delivery by Perinatal Death Type (%) 
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Figure 28: Showing Decision to Incision Interval among perinatal deaths delivered 
through C/S by Facility Level 

 
Table 21: Referral status 
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Table 22: Showing avoidable/modifiable factors by the level of care 



 



maternal outcomes. Specifically, the region continued to grapple with the dysfunctional community 
to health facility referral services, rapid gentrification from the oil prospects, and inadequate 
implementing partner support in the region among others. 

In Acholi, despite the consistently high IMMR in the past 3 years different schools of thought 
attributed it to improved notification and reporting in the region, more implementing partner 
involvement in community to health facility linkage MNCH programs, increased community maternal 
deaths reported through the facilities, and more focus to address cultural-specific male partner 
involvement amongst others that could have been masking community maternal deaths that could 
have been undocumented in earlier times. 

The Kampala region continued to contribute the highest IMMR nationally. K  demographic 
picture mimics the complexities of other rural-urban major cities globally.  Kampala identifies as a 
region, a district, and a capital city with the greatest number of private and public facilities providing 
CEMONC services. It also houses the National Referral point for all complicated cases from nearby 
towns and districts and this combined with improved reporting rates, renders Kampala as the 
greatest contributor of maternal deaths. The National Referral Hospital serves a way higher client load 
than it was planned to serve. This constrains the resources allocated to the hospital for essential 
medicines and supplies, and human resources (patient: health worker ratio is high). Over the last two 
(2) years, there have been concerted efforts by the Ministry of Health, implementing partners, private 
sector, and KCCA to understand the unique challenges and map out solutions but the IMMR for 
Kampala highlights that these challenges still exist.  

During 2021/2022 efforts have been focused on improving maternal death reviews across the 
country. As a result of these, we have registered great improvement in maternal death review rates 
of 89.4%. Consequently, 83 districts achieved the annual MOH Strategic plan (2020/21-2024/25) IMMR 
target of 63/100,000 deliveries. About 53 districts were unable to meet the target. 

The top ten amongst those with the highest IMMR include Masaka, Hoima, Mbarara, Gulu, Arua, Lira, 
Mbale, Soroti, Moroto and Jinja (refer to table 1 of districts showing IMMR in the Appendix V). It is 
apparent that districts with regional referral hospitals had the highest IMMR indicating that these 
districts receive referral cases from the surrounding districts. This highlights that the referral system 
is working, however, there are still gaps in timeliness of referral, referral coordination, quality of care 
at both the referring and referral sites. 

Eight districts (Alebtong, Bukomansimbi, Butebo, Gomba, Kibuku, Kitagwenda, Lwengo and 
Namayingo) reported zero maternal deaths.  

However, there were 10 districts that did not review any of their reported maternal deaths. These 
districts/maternal deaths reported included Bugweri 3, Kamwenge 6, Nakasongola 3, Kyegegwa 6, 
Kyankwanzi 2, Buvuma 1, Namisindwa 4, Buyende 2, Terego 1 and Manafwa 1. 
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A boda boda rider transporting 
a mother and her care take to a 

health facility



A midwife at Kirumba HCIII, Kyotera District receiving a mother who has 
been transported under the Mama Rescue Project

Taxi drivers and a care take 
supporting a mother referred 

using the Mama Rescue System
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1998
• Initial Introduction by 
WHO, UNFPA,AOGU

• Project attempts at MDR, 
Verbal Autopsy

2002
•MDR Guidelines

2002-2006
•Slow Progress

2008
• Presidential directive on 

notification & auditing 
maternal &perinatal 

deaths
• National MPDR 
committee formed

2009-2012
•National maternal and perinatal death 

review policy (MoH 2009)
•Training of Health workers
•Standard Tools developed

2012
•1st National MPDR 

report

2013
•Standardizing training 

materials
•Establishing web-based 

reporting

2016
• Perinatal Death Surveillance 

included in MPDSR
• Drafting of the National MPDSR 

Guidelines

2017
•National MPDSR 

Guidelines disseminated 
& Adopted

2018
•MPDSR Guidelines 

Disseminated
•2nd Annual MPDSR 
Report  (FY 2017/18)

2019
•3rd Annual MPDSR 
Report (FY 2018/19)

•NASMEC Secretariat 
instituted

2020
4th Annual MPDSR 

Report (FY 2019/20)
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