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Implementation challenges in preeclampsia care:
perspectives from health care professionals in
urban Uganda
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BACKGROUND: Sub-Saharan Africa bears the burden of 70% of maternal deaths worldwide, of which »10% are attributable to hyperten-
sive disorders of pregnancy, primarily complications of preeclampsia. In other global settings, outcomes of pregnancies affected by preeclampsia
are improved with timely and effective medical care.
OBJECTIVE: This study aimed to explore the perspectives of local health care professionals on how preeclampsia care is currently delivered in
the study setting and what challenges they experience in providing prompt and safe care. We identified specific objectives of exploring stakeholder
perceptions of (1) recognizing preeclampsia and (2) timely intervention when preeclampsia is diagnosed. We also explored the wider system fac-
tors (eg, cultural, financial, and logistic challenges) that health care professionals perceived as affecting their ability to deliver optimal preeclamp-
sia care.
STUDY DESIGN: Individual semistructured interviews were conducted with health care professionals and stakeholders. The findings were
analyzed using thematic analysis.
RESULTS: Thirty-three participants contributed to the study, including doctors and midwives with varying degrees of clinical experience and
external stakeholders. The following 5 key themes emerged: delayed patient presentation, recognizing the unwell patient with preeclampsia, the
challenges of the existing triage system, stakeholder disconnect, and ways of learning from each other. Health care professionals referenced an
important psychosocial perspective associated with preeclampsia in the study setting, which may influence the likelihood of seeking care through
traditional healers rather than hospital-based routes.
CONCLUSION: We identify the key barriers to improving maternal and neonatal outcomes of preeclampsia, described at both the institutional
level and within the wider setting. The study provides invaluable contextual information that suggests that a systems-based approach to health
care quality improvement may be effective in reducing rates of maternal and neonatal morbidity and mortality.
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Why was this study conducted?
Preeclampsia is a life-threatening obstetrical condition for which prompt and
appropriate care can improve maternal and neonatal outcomes.

Key findings
The following 5 key themes emerged from the study: delayed presentation for
care, recognizing the unwell patient with preeclampsia, the challenges of robust
triage, stakeholder disconnect, and ways of learning from each other.

What does this add to what is known?
We identify the key barriers to improving maternal and neonatal outcomes in
preeclampsia, described at both the institutional level and within the wider
setting. The study provides valuable contextual information that suggests that a
systems-based approach to quality improvement may be effective in reducing
rates of maternal and neonatal morbidity and mortality.
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Introduction
Sub-Saharan Africa bears the burden of
70% of maternal deaths worldwide, of
which approximately 10% are attribut-
able to hypertensive disorders of
pregnancy, primarily complications of
preeclampsia.1 Compared with women
in other global settings, African women
are more likely to experience pre-
eclampsia, which affects up to 10% of
all pregnancies.2 In urban Uganda, pre-
eclampsia contributes to 25% of mater-
nal deaths3 and is a key determinant of
fetal growth and survival.4

In other settings, prompt and effec-
tive recognition and treatment of
preeclampsia significantly improves
maternal and neonatal outcomes.5

However, the time-sensitive nature of
preventing complications of preeclamp-
sia presents a significant challenge,
especially in very high-acuity maternity
settings. We have previously demon-
strated that timely acute obstetrical
interventions are difficult to achieve
within the study setting,6 which is one
of the busiest maternity units in Africa,
delivering >25,000 infants annually. A
wide range of strategies have been
adopted elsewhere to address the diffi-
culties of achieving timely intervention
in preeclampsia. These include, for
example, early-warning systems,7 new
clinical management guidelines,8 and
educational interventions.9 However, it
is currently unclear which strategies
would be most effective when integrated
into a systems approach to preventing
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maternal deaths from preeclampsia in
urban Uganda.

We aimed to explore the perspectives
of local health care professionals on
how preeclampsia care is currently
delivered in the study setting and what
challenges they experience in providing
prompt and safe care.

Materials and Methods
Reflexivity statement
The study team consisted of an interna-
tional partnership of clinical academics
with expertise in maternal health in
both Uganda and the United Kingdom.
The study objectives were informed by
their personal and clinical experiences
and the wider experience of maternal
care in Uganda. The research questions
were framed within a biopsychosocial
paradigm, and thus the study design is
informed by a context-specific under-
standing of Uganda from both emic and
etic perspectives.

Recruitment and sampling
The study was conducted in a national
maternity referral center in Kampala,
Uganda, as part of a wider project
examining maternal mortality in urban
Uganda (August 2021 to January
2022).10 Participants were encouraged
to participate in the study through word
of mouth and additional advertisement
in the referral center. Purposive sam-
pling occurred initially, followed by
snowball sampling. All participants were
provided with an information leaflet
about the study and were given up to 2
weeks to consider their participation.
Eligible participants were health care

professionals working in the study cen-
ter or representatives of the Ugandan
Ministry of Health. Participants were
informed that their responses would
not identify them personally and they
could withdraw from the study until
fully anonymized data were collated.
The data were collected by a Ugan-

dan clinician (I.N.), and the findings
were transcribed verbatim. Consent was
obtained in person at the time of inter-
view by the research team. All inter-
views were audio-recorded. Participant
personal data were linked to research
data using an anonymized alphanu-
meric key and were stored indepen-
dently of primary research data.
The study was approved by the Mak-

erere University School of Medicine
Research and Ethics Committee (SOM-
REC; 2018-001) and by the Uganda
National Council for Science and Tech-
nology (UNCST; SS4797). The data col-
lection process was continued until data
saturation11 was reached at 33 interviews.
Saturation was determined by reflective
conversations among the research team
during data collection when new inter-
views failed to generate new codes.

Interview methodology
A topic guide was used to conduct the
interviews.10 Information on participant
demographics (age, occupation) was
collected, and open-ended questions
were posed regarding the participants’
perceptions of factors affecting pre-
eclampsia care. A phenomenological
perspective was taken, based on analyz-
ing respondents’ subjective experiences
to make generalizable statements about
the recognition and timely management
of preeclampsia in Uganda. The inter-
view guide was trialed with a Ugandan
obstetrician with extensive experience
of working in the study context to
ensure participant acceptability. Indi-
vidual interviews (lasting 30−60
minutes) were conducted to enable par-
ticipants to voice their thoughts freely
without the effect of perceived power
dynamics between different stakeholder
groups.
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TABLE
Participant demographics

Job title Age range Mean age

Sex

TotalFemale Male

Specialist doctors in obstetrics and gynecology
(referred to as Consultants)

34−56 41.7 3 7 10

Midwives 32−55 42.2 6 0 6

Junior doctors 29−44 33.2 3 4 7

Ministry of Health representatives 35−54 43.6 2 8 10

Total 29−56 40.9 14 19 33

Namagembe. Preeclampsia care in urban Uganda. Am J Obstet Gynecol Glob Rep 2024.
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Data analysis
The findings were anonymously col-
lated using NVivo 9 (2010; Lumivero,
FIGURE
Major themes identified from reflexiv

Namagembe.
Denver, CO) for thematic coding, and
analyzed using phenomenologically ori-
ented reflexive thematic analysis.12 This
e thematic analysis of study data

Preeclampsia care in urban Uganda. Am J Obstet Gynecol Glob
analysis structure constituted the fol-
lowing: (1) familiarization with the data
set, (2) generating initial codes, (3)
identifying themes within the codes, (4)
refining the themes, and (5) defining
the themes. This structure was applied
as an interactive and iterative process
moving between the different stages.

Results
Themes were derived from analysis of
the entire hermeneutic unit of 33 inter-
views. Participant characteristics are
described in the Table. The identified
themes (Figure) are presented as a nar-
rative describing the clinical pathway of
preeclampsia care and the wider factors
identified as influencing the trajectory
of care.
Rep 2024.
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Theme 1: challenges of late
presentation
Several participants commented that
women may not recognize that their
pregnancy is medically complex and
therefore may not appreciate that they
are at increased risk of hypertensive dis-
ease in pregnancy.
“The patient comes from a house-

hold. The other members of the house-
hold may take a long time to identify
that this is a complicated pregnancy.”
(Consultant #1)
Women with possible preeclampsia

may not seek medical attention imme-
diately when they recognize that they
are unwell, but instead consult with a
non−health care professional first.
“Sometimes they go to the nearest

health facility where the attendant is
not skilled, and that may delay recog-
nizing a complicated pregnancy.” (Con-
sultant #1)
Midwives explained that the signs

and symptoms of preeclampsia may be
misinterpreted by patients.
“Patients don’t even see their symp-

toms as preeclampsia and then get help
in the community with the healer before
coming to the hospital.” (Midwife #1)
Addressing the idea that women did

not recognize preeclampsia symptoms,
several health care professionals
explained that good antenatal care can
increase awareness of pregnancy-associ-
ated complications and would therefore
encourage women to attend the hospital
for assessment.
“We need to educate mothers on why

they should attend clinics to avoid com-
plications.” (Midwife #2)
Addressing the wider contextual fac-

tors associated with late presentation for
care, participants explained that there
were significant difficulties with the
local transport system, and expressed
their frustration with the challenges that
women experienced in reaching the
hospital.
“The ambulance system in Kampala

is weak. Some are traveling on boda-
bodas, others in taxis, others in special-
care cars.” (Consultant #2)
Health care professionals expressed

the opinion that late presentation for
care was mainly due to factors outside
4 AJOG Global Reports May 2024
of their influence, but emphasized the
impact of these challenges on their abil-
ity to provide safe care.

Theme 2: ineffective triage system
All clinicians identified the existing triage
system as a barrier to providing timely
assessment and care for women with
suspected or confirmed preeclampsia.

The concept of an effective triage sys-
tem was discussed in relation to ensur-
ing that all women presenting to the
hospital have a blood pressure reading
done upon arrival. The participants
identified efficient blood pressure mea-
surement as a key step to enabling rapid
preeclampsia treatment. This would
also facilitate a timely medical review
and reduce the delay to diagnosis.

“BP should be taken in triage on
arrival, and if raised, a doctor can see
them straight away.” (Midwife #3)

However, although some staff felt
confident to commence early therapy in
the acute setting, others described a lack
of awareness and uncertainty around
current clinical guidelines. This was
cited, particularly by midwives who are
usually responsible for triage, as a
barrier to recognizing and therefore
promptly managing preeclampsia in the
hospital setting.

“Most people do not know how to
manage preeclampsia, as they rely on
outdated knowledge.” (Midwife #4)

The lack of qualified staff available to
manage emergency presentations and
the high turnover of patients were fre-
quently mentioned as factors affecting
the assessment of patients with sus-
pected or confirmed preeclampsia.

“The manpower should be enough to
handle high numbers of patients.”
(Doctor)
“The turnover of the patients is high
and staffing is low.” (Doctor #1)

Several participants noted that daily
uncertainty about available supplies can
impact rapid clinical decision-making.

“Sometimes, supplies are in short
stock. Sometimes, decisions take a long
time to be made.” (Midwife #1)

Several participants commented on
how supplies were organized and avail-
able in the emergency setting. There
was recognition that teamwork is criti-
cal in treating severe preeclampsia. The
role of the “emergency team” was dis-
cussed to facilitate safe management for
those with preeclampsia.
“Emergency teams are needed. But,

when you don’t have an emergency trol-
ley, you can lose life. People need to
have a specific role in this emergency
too.” (Midwife #5)
The importance of ensuring that the

most appropriately qualified health care
professional reviews each patient was
widely discussed in the interviews.
There was no mention of how critically
unwell patients are escalated between
health care professionals, whether from
a midwife to a doctor, or between doc-
tors with differing levels of experience.
However, there was recognition that
immediate medical decisions made at
triage by recently qualified health care
professionals (for example, interns and
residents) should later be reviewed by
those with more experience.
“A regular senior doctor ward round

should happen. If the juniors are not
supported, then it can lead to near-
misses or deaths.” (Doctor #2)

Theme 3: recognizing the gap
between identifying an unwell
patient and commencing treatment
Some doctors explained that “mild pre-
eclampsia” is not always viewed seri-
ously by clinicians and that these
patients are overlooked following initial
admission to the hospital. Several expe-
rienced doctors discussed that health
care professionals risk underestimating
the speed of progression from mild to
severe preeclampsia, especially when
there are competing priorities on their
time. Participants referred to an
increasing awareness that mild pre-
eclampsia can progress and lead to
maternal death and felt that there
should be an ongoing review pathway
for these women.
“Last year we identified that most

deaths were from mothers with mild
PET. These women were on the ward
for so long, and so we started to eventu-
ally see even the mild PET patients on
ward round, which we didn’t before.”
(Doctor #3)
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Clinical pressures in managing the
workload and the vast number of
patients presenting to the hospital also
contributed to the challenges in recog-
nizing and managing preeclampsia. The
available skill mix within the multidisci-
plinary health care team was also recog-
nized as an important factor in
providing safe care.
“The high numbers of patients is a

risk, but the skill mix of the health care
professionals also needs to be looked
at.” (Doctor #3)
“Too much work and then failing to

prioritize.” (Junior Doctor #4)

Theme 4: stakeholder disconnect
Both clinicians and managerial stake-
holders agreed that ensuring that clini-
cal areas are well resourced is a crucial
aspect of improving patient care. How-
ever, different stakeholder groups had
varying perspectives on the pathways to
achieving this.
“The ED and the hospital administra-

tor need to understand that most solu-
tions are not costly.” (Junior Doctor #1)
“If we could have independent-

minded leaders who can make decisions
for the good of the patients, then we
will achieve better.” (Midwife #1)
“The government is committed to

having facilities equipped.” (Govern-
ment stakeholder #1)
However, there was awareness among

all stakeholders, including nonclini-
cians, that preeclampsia is life-threaten-
ing to the mother and the neonate, and
can lead to maternal death if not man-
aged appropriately.
In terms of coordinating patient care

with external stakeholder institutions,
such as lower-level health care facilities,
participants commented how they did
not always have a clear understanding
of the referral pathways between various
institutions. Health care professionals
reported that it was crucial that patients
be cared for in the appropriate medical
facility to meet their care needs, but
identified the lack of a well-connected
referral network as detrimental to
achieving this.
“We need national referral guidelines

in place so that you know what each
facility can offer.” (Doctor #4)
“We need to have proper guidelines
and we need to disseminate them.”
(Midwife #5)

Staff members in more direct patient-
facing roles tended to discuss specific
logistical problems, often citing exam-
ples related to particular equipment or
medications. By contrast, those in man-
agerial roles and those whose work was
further removed from clinical practice
tended to discuss the competing
demands of resourcing services overall.

Theme 5: learning from each other
The final element that participants
strongly agreed on was the need for a
reflective clinical service that can learn
from cases with poor outcomes. An iter-
ative approach to refining care for
women with critical illness, including
severe preeclampsia, to improve out-
comes was considered critical. The
importance of a nonblame culture was
discussed by participants as essential to
allow this approach to be developed.

“We need a nonblame environment,
and only then will we be able to change
things.” (Midwife #5)

Clinicians explained that after a sig-
nificant event, such as a maternal death
in the context of preeclampsia, any rec-
ommendations made should not be
generic, but specific to the precise prob-
lem to inform realizable improvements
in care.

“Recommendations are generated,
but sometimes they are not specific
enough to enable change.” (Doctor #3)

The importance of discussing any les-
sons learned from significant medical
events was mentioned by several partic-
ipants. In particular, the way in which
learning was disseminated was consid-
ered important.

“After identifying the gaps, the
recommendations need to be actually
disseminated to everyone so we can
learn from it.” (Junior Doctor #1)

Discussion
Principal findings
Several themes were identified in rela-
tion to the barriers in providing effec-
tive care for women with preeclampsia.
Health care professionals discussed the
psychosocial perspective associated
with preeclampsia in Uganda and the
influence of this on health-seeking
behaviors.

Clinical implications
The “three delays” model13 has been
used to understand pregnancy-related
mortality as a function of delays in the
following: (1) seeking help, (2) reaching
an appropriate facility, and (3) receiving
adequate care. However, this linear
model does not fully explain how care
may not be appropriate and timely
within complex health care systems. We
identified barriers to prompt and effec-
tive care for women with preeclampsia
in urban Uganda. Health care professio-
nals tended to focus on elements that
were present within the clinical setting,
such as issues with triage, but there was
also a widespread appreciation that pre-
eclampsia care is influenced by the
cultural context in which it occurs.
Participants discussed factors such as
community recognition of pregnancy
complications, resourcing of health
care, and transport infrastructure in
Kampala as influencing the clinical out-
comes of the population.
Participants recognized the impor-

tance of having an effective triage sys-
tem for rapidly identifying patients with
preeclampsia. Our previous studies sug-
gest that delays in effective care after
reaching the hospital contribute to 64%
of all maternal deaths in the study con-
text, and that >80% of maternal deaths
from hypertensive disorders are consid-
ered preventable by local clinician
review panels.3 Participants identified
barriers related to organization of
resources, acuity on the clinical front-
line, and an appropriate mix of skills
and experience within the health care
team on shift. The concept of a dedi-
cated emergency team with specific
allocated resources was referenced in
interviews with several participants as
needing further development within the
clinical context.
Prompt initial triage was considered

crucial, particularly because many
maternal deaths occur shortly after
arrival at the study center.3,14 However,
we also identified issues with postemer-
gency care. Participants referenced the
May 2024 AJOG Global Reports 5
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value of experienced clinical input
beyond the initial presentation of pre-
eclampsia, and spoke of the risk to
women whose condition at presentation
was not severe. Deterioration in pre-
eclampsia is unpredictable,15 and par-
ticipants perceived that strengthened
systems for ongoing review could result
in better outcomes. This challenges the
three delays model given that a woman
may seek care at an appropriate facility
in a timely manner, and yet receive care
that is not sufficient for the severity of
her underlying condition. Our focus
may need to shift toward strengthening
systems to deliver quality care.16

Participants also spoke about detailed
cultural factors that influence complex
health care−seeking behavior among
local mothers. These included compet-
ing demands on resources and logistical
issues, but also cultural expectations of
health in pregnancy and previous health
care−related experiences.17 Health care
professionals referenced an important
psychosocial perspective associated with
preeclampsia in the study setting, which
may influence the likelihood of seeking
care through traditional healers rather
than hospital-based routes. Research in
other African contexts has revealed a
significant mythology in relation to pre-
eclampsia, including themes related to
“witchcraft, ghost attacks, and stress
from strained relationships.”18 Our
results suggest that further qualitative
research should be developed to explore
the perception of preeclampsia in urban
Ugandan communities.
Our findings suggest that a health

care systems-based approach could be
effectively applied to providing pre-
eclampsia care in urban Uganda. A sys-
tems-based approach considers the
wider context of providing health care
in complex clinical environments.19 A
striking finding within our study are the
multiple levels at which participants ref-
erenced challenges for care provision,
from community health engagement to
high-level health care policy. A recent
systematic review of approaches to
health care quality improvement sup-
ported the application of systems-based
methods to target effective interven-
tions.20 This is particularly important in
6 AJOG Global Reports May 2024
low-resource settings, where multiple
levels of highly context-dependent
issues must be overcome.21 Our work to
understand the challenges of delivering
preeclampsia care within the context of
a very busy maternity unit in sub-
Saharan Africa is an important first step
toward applying a systems-based
approach and refining care pathways
for women with preeclampsia in this
context (Figure).

Research implications
Future work should involve a construc-
tivist study of women and their care-
givers across Uganda to understand the
complex reasons for these systemic
issues and how they differ within and
between regions and subcultures.

Strengths and limitations
Our study adopts a postpositivist stance
to understand preeclampsia, grounded
in an international scientific discourse.
Respondents were interviewed in
English, and all held technical or profes-
sional appointments. Despite this, key
cultural and psychosocial issues were
identified. Many of our respondents are
likely to have personal experiences of
childbirth, and we did not explore the
tension between these and their profes-
sional experiences. The key strength of
our sampling method is that it integrated
the expert purposive knowledge of the
research team with the broader perspec-
tives provided by interviewees. However,
we acknowledge that a limitation of this
study is the potential for missing stake-
holders who fall outside this scope.
Examples of groups that could be
explored further include health care pro-
fessionals who refer patients to the study
center, and a broader range of associated
health care professionals within the
study center. One potential limitation of
our study design is that differing per-
spectives might have been expressed had
the participants been engaged via other
methodologies (for example, a survey-
based study). However, the face-to-face
interviews we conducted provide rich,
detailed, and nuanced insights, which
are a major strength of the study.
Indeed, we did not explore the different
ideas around preeclampsia care that
might be articulated in different lan-
guages. Instead, we sought to make an
objective contribution to understanding
the current clinical systems around pre-
eclampsia management in Kampala and
extrapolate these to the broader Ugan-
dan context.
Conclusions
Hypertensive disorders of pregnancy
contribute to approximately 1 in 4
maternal deaths in urban Uganda.3 Our
results provide important insight into
the challenges that stakeholders face in
providing timely and effective pre-
eclampsia care described at both the
institutional level and within the wider
setting. The study provides invaluable
contextual information that suggests that
a systems-based approach may be effec-
tive in reducing rates of maternal and
neonatal morbidity and mortality. &
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