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May 15, 2009 

African Commission on Human and Peoples’ Rights 

Re: Supplementary information on Uganda scheduled for review by the African Commission  on 

Human and Peoples’ Rights during its 45th Session 

Dear Honourable Commissioners:  

This letter is intended to serve as a supplement to the report submitted by Uganda to the African 

Commission on Human and Peoples’ Rights as per Article 62 of the African Charter on Human and 

Peoples’ Rights [African Charter],
1
 which will be reviewed by the African Commission in its 45th 

Session.  The Center for Reproductive Rights [CRR], an international non-governmental organization, 

hopes to further the work of the African Commission by providing independent information concerning 

the rights protected in the African Charter.  This letter also refers to the African Charter on the Rights and 

Welfare of the Child [Children’s Charter],
2
 which Uganda has ratified,

3
 and the Protocol to the African 

Charter on Human and Peoples’ Rights on the Rights of Women in Africa [Maputo Protocol]
4
 where 

these instruments can give further content to these rights.  Uganda has signed, but not ratified, the Maputo 

Protocol.
5
   

This letter highlights abuses several areas of concern relating to reproductive rights and HIV in Uganda, 

including : inadequate access to reproductive health care services and health care services for HIV-

positive women; violence and discrimination against HIV-positive women; and troubling provisions 

contained in the HIV and AIDS Prevention and Control Bill, 2008, currently before the Ugandan 

Parliament.  

A government’s commitment to ensure reproductive rights should receive serious attention because these 

rights are fundamental to women’s and girls’ equality and health.  The African regional system has 

offered the most explicit recognition and protection of these rights through the Maputo Protocol.  While 

Uganda has not yet ratified the Protocol, its signature obligates it not to act in a way that undermines “the 

full realisation of the rights [t]herein recognized.”
6
  Furthermore, the key human rights provisions that 

protect the sexual and reproductive rights of women – the rights to life, health, dignity and non-

discrimination, among others – are included in the African Charter.  The African Charter requires states to 

take appropriate measures to ensure that discrimination against women is eliminated and that women’s 

health is protected.
7
  It also obliges states parties “to ensure the protection of the rights of the woman and 

the child as stipulated in international declarations and conventions.”
8
  The Children’s Charter similarly 

protects girls in this manner.  

Despite the human rights protections contained in these regional charters and protocols, and in the 

international treaties Uganda has ratified, the reproductive rights of women and girls in Uganda continue 

to be neglected and, at times, blatantly violated.  An area of particular concern is the rights of those 

affected by HIV/AIDS, particularly women living with HIV.  Notwithstanding the fact that the Ugandan 

government has implemented several policies aimed at preventing the spread of HIV/AIDS, Uganda still 

faces a severe HIV epidemic.
9
  While the proposed HIV Bill includes some positive language, it also 
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contains discriminatory and dangerous provisions that could result in further rights violations against 

people living with HIV.  

We wish to bring to the African Commission’s attention the following areas of concern, which affect the 

reproductive health rights of women and girls.  

I. THE RIGHT TO REPRODUCTIVE HEALTH CARE (ARTICLES 2, 4, AND 16 OF THE AFRICAN 

CHARTER) 

Article 4 of the African Charter guarantees the right to life, while Article 16 recognizes the right to enjoy 

the best attainable state of physical and mental health and obligates states parties to take necessary 

measures to ensure the health of their people.
10

  Existing international human rights standards on the right 

to life have been interpreted to require governments to take “positive measures” aimed at preserving 

life.
11

  Such measures should respond equally to the needs of men and women in keeping with Articles 2 

and 3 of the African Charter, which guarantee equality before the law and equal enjoyment of the rights 

and freedoms recognized in the Charter.
12

  

 

These clauses of the African Charter obligate the Ugandan government to ensure women’s access to 

reproductive health services.  In the absence of these services, women may experience unsafe 

pregnancies, possibly resulting in death or illness due to inadequate maternal health care.  In cases of 

unplanned or unwanted pregnancies, women may seek unsafe illegal abortions that could also cause 

serious complications or death.  

 

A. MATERNAL HEALTH 

 

Maternal death is defined as any death that occurs during pregnancy, childbirth, or within two months 

after birth or the termination of a pregnancy.
13

  Maternal mortality levels and trends serve as indicators of 

the health status of women and may point to violations of civil and political rights, as well as economic, 

social, and cultural rights.  High rates of maternal mortality could be linked to violations of women’s 

rights to life, personal liberty and security, freedom from inhuman and degrading treatment, health, 

education, information, and freedom from discrimination.  The African Charter, the Children’s Charter, 

and the Maputo Protocol all guarantee these rights.   

 

The committees that monitor compliance with the International Covenant on Economic, Social and 

Cultural Rights [Economic, Social and Cultural Rights Covenant], the International Covenant on Civil 

and Political Rights [Civil and Political Rights Covenant], and the Convention on the Elimination of all 

forms of Discrimination Against Women [CEDAW] have framed the issue of maternal mortality as a 

violation of women’s right to health and right to life.
14

  The Human Rights Committee, the monitoring 

body of the Civil and Political Rights Covenant, has noted that the inherent right to life should not be 

understood in a restrictive manner and that states should take positive measures, particularly to increase 

life expectancy.
15

  

 

The recognition of maternal mortality as a human rights issue has been underscored by the United Nations 

Special Rapporteur on the Right to Health:  

 

Maternal mortality is not just a health or humanitarian issue – it is a human rights issue.  

Avoidable maternal mortality violates women’s rights to life, health, equality and non-

discrimination.  The human rights community should take up maternal mortality just as 

vigorously as it does extrajudicial executions, disappearances, arbitrary detention, and prisoners 

of conscience.
 16
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Reduction of maternal mortality is also one of the major goals of several recent international conferences 

and has been included in Goal 5 of the Millennium Development Goals agreed to by Uganda.
17

  

 

The government of Uganda has repeatedly expressed its commitment to improving maternal health.  With 

the goal of “reduc[ing] mortality, morbidity, and fertility and the disparities therein”,
 18

 the 1999 National 

Health Policy commits to ensuring access to a “Minimum Health Care Package” which includes essential 

antenatal and obstetric care, family planning, adolescent reproductive health, and programs that address 

violence against women.
19

  In 2008, the Ugandan government launched the Road Map for Accelerating 

the Reduction of Maternal and Neonatal Mortality and Morbidity, which aims to improve the Ugandan 

healthcare system in the areas of maternal and newborn care.
20

  However, according to the Ugandan 

Delegation’s April 2009 statement to 42
nd

 Session of the Commission on Population and Development, 

the road map is still “awaiting budgetary provisions for implementation.”
21

      

 

Although the Ugandan government has identified maternal health as a priority issue, complications with 

pregnancy and childbirth are still one of the leading causes of morbidity and mortality among Ugandan 

women.
22

  According to the government’s 2006 figures, there are approximately 435 maternal deaths per 

100,000 live births each
23

. This translates into approximately16 women dying from pregnancy-related 

causes every day.
24

  Ministry of Health officials have indicated that because of underreporting of maternal 

deaths this figure could be higher.
25

  The majority of these deaths were due to obstetric complications 

including hemorrhage, sepsis, eclampsia, obstructed labor and unsafe abortion.
26

   

 

The overall weakness of the health sector is a major contributing factor to this high rate of maternal 

deaths.  The Uganda Human Rights Commission has identified inadequate funding, mismanagement of 

existing funds, and inadequate human resources in the health sector as key problems and noted that 

“increased investment in the health sector is needed including getting more trained health workers and 

improving the infrastructure, if Uganda is to succeed in combating and averting maternal deaths.”
 27

  

 

While the percentage of women receiving at least some prenatal care is relatively high,
28

 the 2006 Uganda 

Demographic Health Survey [2006 UDHS] concluded that the ante-natal care [ANC] services provided in 

Ugandan health facilities are inadequate.
29

   According to the 2007 Uganda Service Provision Assessment 

Survey [2007 USPAS], of the seven out of ten health care facilities in Uganda that offer ANC services,
30

 

fewer than one-quarter of those facilities have all of the essential equipment and supplies necessary to do 

so. Many facilities lack blood pressure machines, foetoscopes, iron and folic acid tables, or the tetanus 

toxoid vaccine, which protects against neonatal tetanus.
31

  At some facilities, ANC clients frequently do 

not receive counseling about family planning, delivery plans, exclusive breastfeeding, nutrition, or risk 

signs and symptoms during pregnancy.
32

  The lack of these services places pregnant women at greater risk 

for complications and infections that may cause death or serious illness for the mother, baby, or both.   

 

Problems abound with both access to and quality of delivery services as well.  In the five years preceding 

the 2006 UDHS, only 41 percent of all deliveries occurred in health facilities.
33

  Of these deliveries, 29 

percent occurred in public facilities and 12 percent took place in private facilities.
34

  Approximately 63 

percent of the women who accessed health facilities were from urban areas of Uganda.
35

  Rural births are 

more than half as likely as urban births to be assisted by health care workers (37 compared with 80 

percent).
36

  Only about 50 percent of health care facilities in Uganda offer normal delivery services
37

 and 

fewer than half of these have all the necessary infection control supplies (soap, running water, sharps box, 

disinfecting solution, and clean latex gloves).
 38

  The most commonly missing item is water.
39

  

Furthermore, only one-third of these facilities have the basic equipment and supplies needed for 

conducting normal deliveries (such as scissors or blades and cord clamps or ties), while only one-tenth of 

the facilities have all of the instruments to ensure that delivery equipment is properly sterilized.
40

  

Moreover, these supplies are more likely to be available at private, as opposed to government, health care 

facilities.
41
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Caesarean sections are available at only 5 percent of all facilities in the country, with private facilities 

more than twice as likely as government facilities to offer the procedure.  This presents a significant 

obstacle to women who seek to access quality and comprehensive care.  Many women are unable to 

afford treatment at private health facilities because, unlike public facilities, private facilities charge user 

fees to patients.
42

   

 

While the 2007 USPAS indicates that more comprehensive delivery services are more likely to be 

available at hospitals rather than smaller health care facilities, the state of those hospitals can also be poor.   

Mulago Hospital in Kampala, a national referral hospital and the largest hospital in the country, suffers 

from a dearth of staff, supplies, and space.  During a March 2009 visit from Ugandan Parliamentarians, 

the labour ward which was designed to handle 20 women, held more than 100 new mothers.
43

  Some 

mothers who delivered were lying on the floors with their babies.
44

  The head of the maternity department 

explained that due to understaffing, “some times medical students are called in to attend to delivering 

mothers”.
45

  Hygiene is a serious issue with personnel not having the time to clean beds before they are 

used again for other women to deliver
46

; the hospital often lacks gloves and the floors are spattered with 

blood and strewn with dirty needles.
47

 

 

B. ACCESS TO FAMILY PLANNING SERVICES AND INFORMATION 

The 2006 UDHS shows that only 20% of all Ugandan women are using some form of contraceptive
48

 and 

a high unmet need for family planning among Ugandan women.  In the five years preceding the survey, 

33 percent of the births to women between the ages of 15 and 49 were mistimed, and 13 percent were 

unwanted at the time of conception.
49

  

Contraceptives may be inaccessible to a number of Ugandan women because they are unable to access 

private health care facilities due to the user fees that these facilities charge for family planning services.  

According to the 2006 UDHS, "[t]he most common single source of contraceptives in Uganda is private 

hospitals and clinics, which supply 43 percent of all users of modern methods.”
50

  Although any 

government-supplied contraceptive method should be free of charge, whether or not it is provided in a 

public or private facility, 51 percent of private facilities charged a user fee for their family planning 

services.
51

   

Public facilities, such as government hospitals and health centers, each only supply 16 percent of users of 

contraceptives.
52

  Of the remaining contraceptive users, eight percent receive their methods from shops, 

while seven percent obtain them from pharmacies.
53

  Furthermore, the 2006 UDHS reports that “[t]he 

contribution of private medical sources in the provision of family planning supply has continued to 

increase since 1995, as public sources continue to decline in use.”
54

   

The presence of user fees, in addition to other obstacles to obtaining contraception, such as the 

unavailability of a preferred contraceptive method
55

, improper counseling services
56

, lack of information 

about contraceptive methods
57

, and absence of supplies necessary to insert certain methods
58

 may 

contribute to the low prevalence of contraceptive use in Uganda.   

 

C. ABORTION 

 

Unsafe abortion is one of the most easily preventable causes of maternal death and disability.  Where 

death does not result from unsafe abortion, women may experience long-term harms, such as uterine 

perforation, chronic pelvic pain, or infertility.  Despite Uganda’s stated commitment to reducing maternal 

mortality, its abortion law is among the most restrictive in the world, permitting abortion only to save the 
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life of the pregnant woman.
59

  As in most African countries, it has its origins in the laws of colonial 

predecessors—nations that have since reformed their own laws.  

 

The committees that oversee compliance with the International Covenant on Civil and Political Rights, 

International Covenant on Economic Social and Cultural Rights, Convention on the Elimination of All 

Forms of Discrimination Against Women, and the Convention on the  Rights of the Child have all 

characterized high rates of maternal mortality caused by abortion as violations of the rights to health and 

life, and have explicitly asked states parties to review legislation criminalizing abortions.
60

   

 

Restrictive abortion laws also discriminate against women on the basis of sex, age, and economic status, 

violating the right to be free from discrimination as elaborated in Articles 2, 3, and 18(3) of the African 

Charter and Article 2(1) of the Maputo Protocol.
61

  Denying access to a medical procedure that only 

women need exposes women to health risks not experienced by men, because only women incur the 

direct physical and emotional consequences of an unwanted or dangerous pregnancy.  Such laws also 

discriminate against young and low-income women who are less likely to have the resources to access 

safe abortion in Uganda or abroad.  Poorer women are forced to have clandestine abortions, often in 

unsanitary conditions at the hands of untrained practitioners, greatly increasing the risk of abortion-related 

complications.
62

  Girls are also less likely to be able to access and afford safe abortion services and may 

feel additional pressure to terminate a pregnancy because of the social stigma of pregnancy and the 

difficulties of continuing their education.   However, even abortions performed by trained health care 

providers may still be unsafe because, as one doctor at Makerere University explained, “Many of our 

doctors have not been well trained to offer safe methods or are working under unsafe conditions.”
63

  

 

Each year an estimated total of 297,000 induced abortions (both legal and illegal) are performed in 

Uganda with approximately 1200 women dying each year from unsafe abortions
64

 and nearly 85,000 

women treated for complications.
65

  The most common complications include severe abdominal pain, 

fever, weakness, anemia and death.  Women who experience complications from abortions often treat 

themselves with herbal medicines because they cannot afford to seek treatment in a health facility, or they 

want to conceal the fact that they underwent an abortion.
66

  Furthermore, a survey of Ugandan women 

also suggests that women do not seek medical treatment for abortions or related complications because 

they fear negative reactions and judgment from health care providers.
67

  Even when women do seek post 

abortion care, “the drugs, equipment, and skills are insufficient” noted an Assistant Commissioner for 

Reproductive Health in the Ministry of Health.
68

  The lack of access to safe abortions increases the burden 

on the Ugandan health care system, particularly public hospitals which treat the most severe abortion-

related complications,
69

 and places Ugandan women at risk of long-term disabilities or death.   

 

II. RIGHTS ABUSES EXPERIENCED BY WOMEN LIVING WITH HIV/AIDS (ARTICLES 2, 3, 4, 5 AND 

18 OF THE AFRICAN CHARTER) 

 

Accurate information on prevention and treatment of sexually transmitted infections (STIs) is a key 

component of sexual and reproductive health.  The failure to inform women about prevention and 

treatment of STIs, particularly HIV/AIDS, is an infringement on their rights to life and health.  Article 

14(1) (d) of the Maputo Protocol expressly articulates that women have the right to self-protection and to 

be protected against STIs, including HIV/AIDS.
70

  The Maputo Protocol also expresses a state’s duty to 

protect girls and women from practices and situations that increase their risk of exposure to HIV, such as 

child marriage.
71

   

 

Existing international human rights standards on the right to equality, to the highest attainable standard of 

heath, and to life have all been interpreted to guarantee women’s rights in relation to HIV/AIDS.  The 

CEDAW Committee has acknowledged that inequality and discrimination against girls and women, such 
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as sexual violence or membership in a disadvantaged group, play a role in making women more 

vulnerable to HIV infection.
72

   

 

A. HIV/AIDS RATES 

 

Despite the praise that Uganda has received as an example of a country that successfully implemented a 

campaign against HIV/AIDS throughout the 1990s, Uganda still faces a severe HIV epidemic.
73

  By 2007, 

a cumulative total of approximately 2.6 million people in Uganda had contracted HIV.
74

  Of these people, 

approximately 1.6 million have died and roughly 1 million are living with HIV.
75

  In addition, about 1.2 

million children have been orphaned by AIDS.
76

  The current HIV prevalence rate in Uganda is estimated 

to be 6.4 percent
77

 with prevalence higher among adult women (7.5 percent) as compared to men (5 

percent).
78

  Additionally, prevalence rates are higher among young women aged 15 – 24 (3.9 percent) 

than young men of the same age (1.3 percent).
79

  These statistics show that HIV/AIDS is a virus that 

disproportionately impacts women.  However, the measures that the Ugandan government is taking to 

combat the spread of HIV fail to address this reality.  

 

Recently, Uganda has experienced an increase in the number of new HIV cases reported.
80

  This increase 

in new HIV/AIDS cases may be partially attributable to the government’s emphasis on abstinence-based 

prevention programs, which are detrimental to Ugandan women.
81

  Prior to 2003, the Ugandan 

government’s HIV prevention strategy included encouraging abstinence from sexual activity until 

marriage, advising sexually active persons to be faithful to one partner, and lastly, encouraging condom 

use.
82

  Since 2003, the Uganda government has accepted funding from the United States government for 

programming that places a greater emphasis on “abstinence-only” prevention strategies, which 

exclusively promote abstinence at the expense of the multi-pronged approach described above.  An 

emphasis on abstinence until marriage is both flawed and dangerous since women are often forced into 

non-consensual sexual relations and marriage itself can actually be a risk factor for contracting HIV.
83

   

 

Stephen Lewis, the former UN Special Envoy for HIV/AIDS in Africa, stated that an emphasis on 

abstinence at the expense of condom distribution is a “distortion of the preventative apparatus and is 

resulting in great damage and undoubtedly will cause significant numbers of infections which should 

never have occurred.”
84

 

 

B. INADEQUATE HEALTH CARE AND DISCRIMINATORY TREATMENT OF HIV-POSITIVE WOMEN 

 

Just as Ugandan health care facilities are ill-equipped to provide the reproductive health care services 

discussed above, they are also inadequately equipped to provide HIV care and counseling.  Only about 

three out of 10 health facilities in Uganda have an HIV testing system,
85

 while only about six out of 10 

facilities provide care and support services for HIV/AIDS patients.
86

  Roughly eight percent of facilities 

prescribe ARVs and/or provide medical follow-up for HIV/AIDS patients.
87

 

 

Specifically, Ugandan health facilities lack services for women living with HIV, particularly in the area of 

reproductive health.  Although women living with HIV require specialized care and counseling 

throughout their reproductive lives, Ugandan health facilities are unable to provide this specialized care.
88

  

In fact, health care workers in some Ugandan districts have not received any training specific to HIV-

positive women.
89

  Furthermore, prevention of mother-to-child transmission[PMTCT]  services are 

available in less than one-third of Ugandan health care facilities and concentrated in hospitals and 

facilities in Kampala, Central and North Central regions.
90

   

 

Moreover, the Ugandan government has failed to develop policy guidelines on reproductive health care 

for HIV-positive women.
91

  The lack of reproductive health guidelines for women living with HIV 
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demonstrates that the Ugandan government is neglecting to address the unique needs and rights of this 

group.   

 

C. SEXUAL AND DOMESTIC VIOLENCE AND ITS IMPACT IN THE CONTEXT OF HIV 

 

Article 5 of the African Charter provides for respect of dignity and prohibits torture and inhuman or 

degrading treatment.
92

  The Charter also guarantees the rights to life and health.
93

  All these rights are 

violated when women have no protection from rape, domestic violence, and other forms of violence.  

Furthermore, Articles 2, 3 and 18(3)—which provide for the equal protection for both sexes of the 

Charter’s rights and prohibit discrimination against women—are violated where governments fail to enact 

and enforce laws protecting women’s physical safety and integrity.
94

  Several provisions of the Children’s 

Charter and the Maputo Protocol also protect women and girls from physical and emotional violence.  

Article 27 of the Children’s Charter requires states parties to take measures to protect the child against all 

forms of sexual abuse, exploitation, torture, and inhuman and degrading treatment, including physical and 

mental injury and sexual abuse.
95

  Further, Article 21 requires states parties to take action to eliminate 

harmful social and cultural practices.
96

  Similarly, Article 3(4) of the Maputo Protocol requires states 

parties to take measures to protect women from all forms of sexual violence.
97

    

 

Sexual and domestic violence against women occurs frequently in Uganda.  Such violence compromises 

the ability of these women to practice safe sex and protect themselves from HIV/AIDS, and other STIs.  

The 2006 UDHS reports that 68% of ever-married women experienced some form of violence from their 

husband or intimate partner.
98

 According to the same survey, approximately 24 percent of women aged 15 

to 49 reported that the first time they engaged in sexual intercourse was against their will.
99

  Additionally, 

about four in ten Ugandan women experience sexual violence during the course of their lifetimes.
100

  Of 

those women who do suffer sexual violence, approximately 66% experience such violence at the hands of 

a current or former husband or partner.
101

  Victims of sexual violence, particularly in the form of rape, are 

exposed to the possibility of contracting HIV from their assailant.  But weaknesses in the health care 

system mean that survivors of sexual violence have difficulty accessing the post-exposure prophylaxis 

(PEP) necessary to prevent contracting HIV from sexual assault.
102

  This problem is particularly acute in 

remote areas of Northern Uganda where doctors are reluctant to work; as the staff member of one 

women’s rights organization explained, “PEP could be available in health units, but when we refer the 

survivors there for medication, they find no one to help them.  There is a shortage of doctors….”
103

 

 

Not only does violence increase women’s chances of becoming HIV-positive, but HIV-positive women in 

Uganda are also victims of violence because of their HIV status.  People living with HIV suffer stigma 

and discrimination in many countries, including Uganda.
104

  Despite the existence of HIV/AIDS programs 

which aim to fight such attitudes and to encourage those living with HIV to seek treatment and support, 

attitudes have been slow to change in Uganda.  Generally, only about 26 percent of women, and 36 

percent of men, have positive attitudes towards persons that are living with HIV or AIDS.
105

  As a result 

of this persistent stigma and a fear of violence, many women who demonstrate HIV/AIDS symptoms 

refuse to undergo testing and seek treatment for this virus.  These women fear that if their partners learn 

that they are HIV-positive, they may accuse them of bringing HIV into the home, evict them from the 

home, or subject them to domestic violence.
106

  In 2008 alone, five cases of women being murdered by 

their husbands once they learned that their wives were HIV-positive, were reported.
107

   

 

One HIV-positive woman in Masindi described her experience as follows:  

 

I have experienced a lot of suffering ever since I tested HIV positive.  

My husband beats me accusing me of having brought the disease to the 

home.  He refused to go for testing and he does not want me to go for 

treatment.  When he learns that I went to the health centre for 
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medication, he beats me saying that I am embarrassing him … that I am 

showing everybody that we are sick.  Now I fear going to services.  

When I manage to go to the health centre, there are things I do not accept 

to take, like for PMTCT, I cannot take drugs [to] my home, I just get the 

nevirapine.  I cannot take with me things given in the basic care package 

because he will ask me where I got them from.  When it comes to sex, I 

have no say, health workers tell us that we should use condoms to avoid 

re-infection but I cannot ask him to use condoms to prevent re-infection[.  

H]e would beat me.”
108

 

 

The Constitution of the Republic of Uganda codified the right to non-discrimination, equal protection and 

equality before the law, the right to privacy, and the right to medical treatment.  In addition, Uganda 

enacted an Equal Opportunities Act and is in the midst of developing a Domestic Relations Bill.  

However, this legislative network lacks effective enforcement in part due to “complacency of law 

enforcement agencies” and corruption.
109

   

 

D. PROBLEMS WITH THE HIV AND AIDS PREVENTION AND CONTROL BILL, 2008 

 

In order to provide greater protections to people living with HIV in Uganda, the Ugandan Parliament is 

currently considering a draft bill titled the “HIV and AIDS Prevention and Control Bill, 2008” [the HIV 

Bill].
110

  This bill addresses various aspects of care, prevention and other matters related to HIV/AIDS.  

The Ugandan parliament introduced this legislation in response to research findings that demonstrated 

that Uganda’s HIV prevalence rate had stagnated at around 6.5 percent, and indicated that an increasing 

number of infections occurred among married couples.
111

  However, the HIV Bill contains several 

problematic provisions and there have been complaints about inadequate engagement with civil society, 

people living with HIV, and other groups that are directly affected by the HIV Bill’s provisions.
 112

   

 

Several of the HIV Bill’s provisions threaten to negatively impact HIV-positive women living in Uganda 

including provisions that criminalize transmission of HIV/AIDS, permit non-consensual disclosure of 

one’s status, and allow mandatory HIV testing without the consent of the patient in certain circumstances.  

 

Article 41 of the HIV Bill criminalizes the intentional transmission of HIV and AIDS and provides for 

both civil and criminal penalties.
113

  In its current form, Article 41 risks subjecting HIV-positive women, 

who are already vulnerable to human rights violations, to further abuses.  First, women are more likely 

than their partners to receive HIV tests and learn of their sero-status because HIV testing is routinely 

provided as part of prenatal health care.  Therefore, since women are more likely to know of their sero-

status, men may be more likely to charge their female partners with the intentional transmission of HIV.  

Additionally, imposing civil and criminal penalties on the intentional transmission of HIV and AIDS 

further stigmatizes people living with HIV, who may choose to forego HIV treatment and care for fear of 

incurring civil and/or criminal penalties in this process.  Thus, the criminalization of HIV transmission is 

ineffective in combating the spread of HIV, and it threatens to undermine HIV prevention efforts and 

exacerbate the stigma and discrimination already experienced by people living with HIV, particularly 

women, when they seek access to health facilities.  

 

Articles 15 and 16 of the HIV Bill allow health care providers to release the results of an HIV/AIDS test 

to a patient’s spouse without the patient’s consent.
114

  Nonconsensual disclosure of women’s status 

exposes them to stigma, discrimination, and violence.
115

  This is particularly the case when a woman’s 

status is disclosed to her spouse.  If women fear that health care providers will disclose their HIV sero-

status to their partners without their consent, they may be discouraged from seeking health care services, 

which could undermine the government’s public health initiatives around HIV and reproductive health.
116
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Finally, Article 7 and Article 13 of the HIV Bill, which allow for HIV/AIDS testing without the consent 

of the individual being tested, are likewise problematic.  Article 7 subjects pregnant women to 

compulsory HIV testing.
117

  Presumably, the HIV Bill requires testing of pregnant women so that they are 

able to seek PMTCT treatment if HIV-positive.  However, this non-consensual testing of pregnant women 

has grave public health and human rights implications.   

 

Mandatory testing can diminish women’s confidence in the health care system and undermine the 

government’s efforts to improve maternal health and curb the HIV epidemic.  The International 

Guidelines on HIV/AIDS and Human Rights recognize that the compulsory testing of pregnant women is 

a coercive measure that is ineffective in combating the spread of HIV and restricts the human rights of the 

individual.
118

  According to these guidelines, “[m]any HIV programmes targeting women are focused on 

pregnant women but these programmes often emphasise coercive measures directed toward the risk of 

transmitting HIV to the foetus, such as mandatory pre- []natal testing.”
119

  Ultimately, these programmes 

“result in reduced participation and increased alienation of those at risk of infection”
120

 and “these 

coercive measures drive people away from prevention and care programmes, thereby limiting the 

effectiveness of public health outreach.”
121

  Thus, compulsory testing of pregnant women may discourage 

Uganda women from accessing the public heath care system, which in turn, would undermine the 

Ugandan government’s ability to prevent the spread of HIV and make improvements in available 

maternal health care. Furthermore, PMTCT treatment is only available in one-third of health facilities 

throughout Uganda and as indicated above only 41% of all women deliver in health care facilities, where 

they can best receive the services necessary to prevent HIV transmission during delivery.  Rather than 

focusing on compulsory testing of pregnant women, efforts would be better directed at strengthening the 

delivery of maternal health and PMTCT services and increasing women’s confidence in maternal health 

services. 

 

In addition to the harmful public health consequences, compulsory testing of pregnant women violates a 

range of their human rights. The Maputo Protocol prohibits performing medical experimentation, such as 

HIV testing, on women in the absence of their informed consent to such procedures.
122

  This objective 

also seriously curtails the autonomy and privacy of women living with HIV.  One scholar in this field 

noted,  

  

[m]andatory HIV testing in any situation is the most problematic of any testing  strategy 

. . . it involves very significant limitations of individual autonomy and  deep incursions 

into the domain of individual privacy. In pregnancy . . .  mandatory HIV testing threatens 

to create a situation where [the woman’s] moral  value is secondary to that of her yet-to-

be-born-child. The most serious objection to mandatory testing schemes is the denial of 

dignity.
123

 

 

 

III. QUESTIONS FOR THE GOVERNMENT OF UGANDA 

 

On the basis of this information, we respectfully request that the Commission raise the following issues 

with the government of Uganda: 

 

1.  When does the Ugandan government intend to ratify the Maputo Protocol?  Does it plan to do so 

without reservations?  What steps is the government taking to ensure that its reproductive rights 

obligations under regional and international human rights law are domesticated and implemented 

at the national level? 

 

2. What measures is the government taking to comprehensively address maternal mortality and 

morbidity and to ensure that women have access to safe and affordable quality maternal health 
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services?  What is the government doing to address the key service provision gaps identified in 

the 2007 Uganda Service Provision Assessment Survey?  When and how much money will be 

allocated to implementing the Road Map for Accelerating the Reduction of Maternal and 

Neonatal Mortality and Morbidity?  What steps is the government taking to meet its commitment 

to allocate 15% of its national budget to health? 

 

3. What measures are being taken to ensure that women have consistent and affordable access to 

family planning methods and information?  What efforts are being taken to create greater access 

to and familiarity with the female condom, which allows women to protect themselves from 

HIV? 

 

4. What measures are being taken to review the existing abortion laws, health policies, and 

guidelines and bring them in line with the international and regional human rights standards 

binding Uganda, and to remove provisions regarding abortion from the penal code?  What 

measures are being taken to promptly address the issue of unsafe abortion, which is one of the 

major causes of maternal mortality?  What measures are being taken to ensure access to 

respectful and comprehensive post-abortion care for women and girls who have complications 

resulting from unsafe abortion? 

 

5. What measures is the government taking to address the problem of rampant domestic and sexual 

violence?  When will the Domestic Violence Bill become law and how much funding will be 

allocated to ensure implementation of the law, including providing shelter and redress for victims 

of domestic violence?  What steps is the government taking to address the problem of rape within 

marriage?   

 

6. How is the government addressing the risks of domestic violence faced by HIV-positive women 

and the complications this creates for seeking needed health care services?  How is the 

government responding to concerns raised by civil society regarding provisions of the HIV Bill 

which expose those living with HIV to further stigmatization and rights violations, particularly 

women through mandatory testing of pregnant women and nonconsensual partner disclosure?  

 

 

A significant gap remains between the provisions of the African Charter and the reality of women’s 

reproductive health and lives in Uganda.  We hope that the information is useful during the Commission’s 

review of the Ugandan government’s compliance with the provisions of the African Charter.  If you have 

any questions, or would like additional information, please do not hesitate to contact the undersigned.  

 

Sincerely, 

 

 
 

Elisa Slattery 

Legal Adviser, Africa Program 

Center for Reproductive Rights 
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