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Project Summary

PROJECT TITLE

Improving Maternal, Sexual and Reproductive Health through the
Rights-Based Approach among Rural Communities in Uganda

SHORT TITLE

Maternal Health Project (MHP)

DURATION

Three years: 31st December 2010 to 31st December 2013

EXECUTING AGENCY

Uganda National Health Users’/Consumers’ Organisation (UNHCO)

IMPLEMENTING PARTNERS

9 members of Voices for Health Rights (VHR): HAG, UNHCO, AGHA,
THETA, SAU, JFSCU, RHU, MHU, ESAU

PROJECT SITES

19 sub-counties in the districts of Oyam, Nwoya, Mityana, Mubende,
Sheema, Hoima, Mayuge and Soroti (see Annex 1)

BUDGET

18m SEK

FUNDING PARTNER

Swedish International Development Agency (Sida)

RESULTS SUMMARY

PROJECT GOAL: Reduce maternal mortality in Uganda

PURPOSE:

To improve demand and utilisation of maternal Sexual and
reproductive health services at community level through the
rights-based approach
RESULT 1: AWARENESS AND DEMAND: Target communities aware
of their rights and demand quality MSRH services.
RESULT 2: MSRH SERVICES: Good access to and high utilization of
MSRH services in target communities.
RESULT 3: ACCOUNTABILITY: Key duty bearers held accountable for
delivery of MSRH services in target areas.
RESULT 4: VHR CAPACITY: VHR has institutional capacity to
effectively implement the MHP.

TARGET GROUPS AND BENEFICIARIES

Primary target group—female and male community members in
the reproductive age group (15 – 49 years)
Secondary target group—duty bearers namely; District Health
Teams, Health Unit Management Committees, Politicians (local
and national levels) and MSRH service providers namely; health
workers, Village Health Teams and Traditional Birth Attendants.
Intended beneficiaries — young and adult women, their children,
men, partners, and families particularly those unaware of their
rights and unable to secure their rights to MSRH

Report of MHP Mid-Term Review

6

Executive Summary

T

he ‘Maternal Health Project’ or MHP is a three-year
project funded by the Swedish Embassy. MHP is
implemented in 19 sub counties across 8 districts by
a coalition of 9 civil society organisation partners under the
umbrella of Voices for Health Rights (VHR).

other things, training VHTs and health workers,
engaging with TBAs, and using effective ways of
engaging with the community, e.g. drama, home
visits to pregnant women
•

The project’s goal is to reduce maternal mortality in Uganda.
Its purpose is to improve demand and utilisation of maternal
sexual and reproductive health services at community
level through the rights-based approach. MHP focuses on
four result areas: awareness and demand, MSRHR services,
accountability, and VHR capacity. To achieve these results,
the project is implemented at district and national levels.
In the target districts, activities include education and
awareness-raising about rights, mobilising and supporting
Village Health Teams and Health Unit Management
Committees, outreaches by health service providers, and
advocacy at the health facility and district levels. At national
level, the project set up a Secretariat, focused on overall
management and supervision of the MHP grant, capacity
building of partners (especially in maternal health, sexual
and reproductive health and rights, advocacy, and financial
management/systems), and undertaken IEC.

Overall, MHP appears to have significantly improved
MSRH information and dialogue at community level in the
sub-counties of implementation, and there are signs that
communities are becoming more able to demand for the
MSRH services they require.
Result 2 focuses on MSRHR services. To what extent has
access to MSRH services increased, why, and with what
impact? To what extent has service utilization increased,
why, and with what impact? Has the quality of MSRH services
increased, why, and with what impact? Key findings include:

The project’s mid term review took place between
September and December 2012. It was designed as a
participatory self-assessment exercise, led by a team drawn
from Implementing Partners, the Secretariat, Swedish
Embassy, and RFSU. MTR activities included analysis of
project data and reports, participatory workshops, site visits
and interviews.
Result 1 focuses on awareness and demand. In what ways
has MSRH information and dialogue improved at community
level due to MHP? Are communities better able to demand
for the MSRH services they require? Key findings include:
•

MHP has increased the number of people receiving
MSRH information and opportunities for dialogue
on maternal health and rights. Over 120,000
attendances have been recorded at over 2,500
community sensitisation meetings been held to
disseminate MSRHR information

•

The project has also improved the quality of MSRH
information and dialogue as a result of, among

DHTs, community members, HUMCs, health
workers, VHTs, and IPs report that community
members are increasingly using the language of
‘rights’ to articulate their demands. Illustrations of
such demands are cited in the report
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•

MHP is improving access to MSRH services in a
number of different ways, significant among which
are the integrated outreaches by midwives and
other health service staff which are financed and
organised by the project.

•

By the time of the MTR, MHP had supported 199
outreaches by 35 health facilities; outreaches have
significantly improved access for under-served or
hard-to-reach communities			
							

•

The project’s routine M&E system is not yet tuned
to provide clear data quantifying its impact on
utilisation. The main methodological challenges are
discussed in the report. However, local stakeholders
are unanimous that MHP is having a significant
impact on service utilisation at health facilities in
the target districts. This is backed up by data from
specific health centres. As the project progresses,
more emphasis will be given to collecting data in
the specific sub counties and at the specific facilities
where MHP is working.
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Similarly, more emphasis will be placed on the
national level advocacy required to ensure that
services continue to expand in order to meet
increased demand/utilisation.
•

•

•

making organs, such as the Health Policy Advisory
Committee, Maternal and Child Health Cluster.
Result 4 focuses on VHR capacity. Do VHR members have the
technical knowledge and capacity to implement MHP (i.e.
MSRHR and advocacy, organisational capacity)? Are there
signs of improvement in UNHCO organisational capacity?
Key findings include:

The MTR team heard many reports that the
project had supported or ensured quality
improvements in maternal health services,
such as reduced waiting times for service users,
upgrading or renovations to facilities, and
human resources decisions to ensure services
delivered by technically competent and
relevant staff
Unfortunately it seems that in some cases,
growth in demand generated by MHP may have
had some negative consequences for service
quality, as facilities and providers struggle to
cope with increased utilisation. This is to be
tackled in district and national level advocacy
A significant finding of the MTR is that MHP
is making a major contribution to general
health systems strengthening, primarily by
re-activating and capacity-building VHTs
and the VHT system, by re-activating and
capacity-building the Health Unit Management
Committees, and by making outreaches
possible.

One more challenging observation which links to results
1 and 2 is that there is an extreme degree of variation
in the activity results being posted by different MHP
sites and partners. Some degree of variation is to be
expected, but the current level of variation points to
the need for the Secretariat and IPs to swiftly move to
understand and address the problem.

•

At the local level, accountability and redress
is being strengthened through the HUMCs,
mechanisms such as suggestion boxes, and
by an increasingly empowered and informed
community. Observed changes include the
frequency of HUMC meetings, and HUMCs
operating with a better understanding of
their role and responsibilities. Also, the use of
suggestion boxes has taken time to settle down
in some locations, but is now almost ubiquitous
across the project sites and is being actively
used
At the national level, accountability and
redress has been pursued in a small number of
relatively high profile and successful ventures,
including Constitutional Petition 16, maternal
and peri-natal death audit committees, work at
the 126th Inter Parliamentary Union Assembly
2012, tabling of resolutions on maternal health,
health sector budget analysis, and membership
of many important health policy decision
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Technical capacity of implementing partners has
improved, in terms of the specific technical content
of the project – maternal sexual and reproductive
health rights. This has been achieved through RFSU
technical trainings, follow on training and support
from the Secretariat, and partnerships between
stronger and less experienced partners

•

General organisational capacity and functioning
of IPs has also improved, for example in areas
such as M&E, reporting, planning, and financial
management (prompted by the Kisaka systems
review conducted before project inception)

•

The capacity of the MHP Secretariat has also
developed significantly since project inception. The
Secretariat reports that RFSU management support
has been valuable in this regard

•

VHR capacity itself is harder to quantify, however
MHP implementing partners do believe that the
network is becoming more effective and working
with a clearer sense of its niche role.

After discussing each of the project’s 4 result areas, the MTR
report looks at project design and project management
issues. Key findings include:

Result 3 focuses on accountability. Are communities
better able to hold service providers and political
leaders accountable for MSRH services? Are effective
mechanisms for feedback and redress in place? Key
findings include:
•

•
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•

The relevance of the MHP project design is
revalidated

•

There has been significant progress in the
recent past to operationalise the district cluster
coordination system. Focal Persons now meet each
month on a quarterly cycle and actions at district
level (including approaches to DHT and local
government, radio shows etc.) are increasingly
coordinated and/or done jointly in the cluster
groups. Joint supervision by the Project Officers
of cluster partner IPs is widely used and greatly
valued. The biggest remaining challenge to the
cluster coordination mechanism appears to be
financial – providing sufficient funds to cover the
costs of transport to attend coordination meetings

•

The TORs for the mid-term review ask ‘Is the method
of working through an NGO network feasible?’
and ‘Is the method of working through an NGO
network giving added value in relation to added
cost and time of management?’ The answer to the
first question is clearly ‘yes’ - MHP is working and, as
has been seen, already delivering some impressive
results. The second question is difficult to answer,
though this report includes some discussion of
the issues: clearly the project set up includes
some duplication of roles and cost inefficiencies,
but partnerships are proving valuable in terms

of building capacity and horizontal learning and
approaches to district authorities are reported to
be more successful when made in pairs or groups,
rather than as individual organisations
•

•

•

There is consensus among IPs and also strong support
from the field (among implementers and DHTs,
HUMCs, health centre staff and VHTs) that the
project is valuable and should try to extend.
Therefore, in the first instance the MHP Secretariat
will discuss the options for the future with its current
donor. If a positive response is obtained, a detailed
plan will be developed for development of the
relevant proposals/budgets. If a negative response
is obtained, MHP will decide whether to approach
other potential funders or plan for project.

Project M&E presents a mixed picture. An impressive
baseline study was conducted and published. Since
then a lot of effort has been put into developing
and improving the M&E system. 			
						
The mid-term review provided the project its first
opportunity to collate and analyse the complete
data set of routine M&E. The verdict is that much
of the M&E system is working but some important
challenges remain, including: concerns over data
quality, delays in processing or communicating
data, the inadequacy of district level data to show
project effects, the need to improve the systems
and skills for collecting and processing qualitative
data.

2. Advocacy—MHP is committed to strengthening

advocacy at all levels of the project. This is designed
to improve MHP impact and sustainability. The
main focus of project advocacy will be maternal
health rights and the supply of maternal health
services, funding and personnel. To be successful,
the project will strengthen national level advocacy
and key strategic partnerships/alliances, local level
advocacy with district authorities, and increase the
use of MHP information and evidence to strengthen
advocacy (see draft action plan in Annex 7). There
will also be an adjustment to the project log frame
and M&E to ensure recognition of the increased
emphasis on advocacy.

In the analysis of financial issues, the MTR finds that
absorption of funds has not, so far, been an issue budget execution is basically on track at 95% for the
first half of the project (53% of total project budget
expended by MTR). However, the budget is clearly
very tight and this creates challenges should the
Secretariat or IPs wish to undertake any additional
activities or add to the budgets of existing activities

3.

Finally, the MTR looked at the project’s relationships
with Government stakeholders. At district level,
many good relationships are evident and yielding
results for the project and the communities
being served. At national level, relationships with
government
structures/officials
increasingly,
both through regular fora (such as participation
on Working Groups and Committees) and ad hoc
events or campaigns.

The conclusion of the mid-term review is that overall the
project is working reasonably well and staying within
budget. There are clear signs that MHP inputs are generating
outputs that contribute to project purpose, and signs that
the project is already contributing to achievement at the
goal level. This valuable contribution is already understood
by many important stakeholders, particularly at district level
where the effects are clearest, but also to a growing extent
at national level.

Variations—as an urgent priority, MHP partners

need to analyse and understand why there are such
significant variations in the activity results achieved
in different sub counties and by different IPs. This
is a potentially sensitive topic that requires careful
handling by the Secretariat and partners; however
the degree of variation is such that it cannot be
ignored. It is important for the Secretariat during
re-planning; to lead IPs through a self-reflection
exercise to identify the potential causes of the
variations and factor corrective actions into the
final project year plan. The M&E Officer should
subsequently analyse routine M&E data on a
quarterly basis to monitor the improvements and
stimulate action

4. Strategic partnerships—although MHP and

VHR have formed some strategic partnerships at
national level for their policy and advocacy work at
district level the project tends to work in isolation
from other initiatives. This is a lost opportunity.
Potential linkages that merit exploration include
PMTCT and child health programmes, family
planning (including the UNFPA work also funded by
the Swedish Embassy), bed net distribution projects,
and women’s empowerment groups. By forging
strategic partnerships and tapping synergies, the
project should be able to simultaneously improve
MHP impact and sustainability.

The project has made significant development and matured
considerably over the last 6 months. Project management
capacity – among the IPs and the Secretariat – has grown,
and a number of valuable systems and institutions have
been developed and operationalised. However, there is
room for improvement as identified in action points.
Strategic action points are those actions that require priority
attention by the Secretariat and IPs to strategically shift or
improve project performance or project results. In light of
the MTR findings, four strategic action points are identified.

The partners of the MHP will start to address all of these
strategic action points in the first quarter of 2013.
In addition to the strategic action points, a range of
operational action points are identified, which will be further
discussed and relevant actions planned with partners after
the MTR is completed.

1. Project future—with one year left of the current

Swedish funding, the project needs to swiftly
address the issue of continuation or exit.
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1. Introduction
1.1. Background

I

RESULT 2: MSRH SERVICES: Good access to and high

mproving Maternal, Sexual and Reproductive Health
through the Rights-Based Approach among Rural
Communities in Uganda’, known as the ‘Maternal
Health Project’ or MHP, is implemented by a coalition of
9 implementing partners under the umbrella of Voices
for Health Rights (VHR). The implementing partners
include: Uganda National Health Users’/Consumers’
Organisation (UNHCO) which is also the contracting
agent and secretariat for MHP; Reproductive Health
Uganda (RHU); Traditional and Modern Health
Practitioners Together Against AIDS and other Diseases
(THETA); Action Group for Health, Human Rights and
HIV/AIDS (AGHA); Health Rights Action Group (HAG);
Mental Health Uganda (MHU); Sickle Cell Association of
Uganda (SAU); Epilepsy Support Association of Uganda
(ESAU) and; Joyce Fertility Support Centre Uganda
(JFSCU). Technical and managerial support to the
project is provided by the Swedish NGO RFSU.

utilization of MSRH services in target communities.
RESULT 3: ACCOUNTABILITY: Key duty bearers held
accountable for delivery of MSRH services in target areas.

RESULT 4: VHR CAPACITY: VHR has institutional capacity to
effectively implement the MHP.

1.2. Project development and
activities					
1.2.1. Project development and inception		
					

T

he Maternal Health Project had a long gestation
period. It was developed by VHR partners themselves,
though with some significant inputs from the Swedish
Embassy and RFSU. The proposal was finalised in 2010 and
the embassy agreed to finance the project. The proposal
originally specified 14 implementing partners. By the time
the project started, however, the consortium was reduced
to 9:

MHP is supported by the Swedish Embassy in Kampala
and is being implemented in 19 sub counties across
8 districts of Uganda (Oyam, Nwoya, Soroti, Sheema,
Hoima, Mityana, Mubende, and Mayuge) (see Annex 1
for a list of sub-counties and details of implementation
clusters). The timeframe for the project is 2011-2013 and
the total Swedish contribution amounts to 18 Million
SEK.

• To prepare for a new financial contribution, the Swedish
Embassy commissioned a company of Certified Public
Accountants and Management Consultants (‘Kisaka’) to
conduct a risk analysis/systems review. The review’s findings
and recommendations resulted in three partners leaving
MHP						
• One partner experienced severe organisational
challenges and was removed from MHP on the decision of
the Project Steering Committee				
• On developing a deeper understanding of the project
and what would be required of it, one partner voluntarily
stepped down.

The project’s log frame is included in Annex 21. The
MHP results framework is as follows:

PROJECT GOAL: Reduce maternal mortality in

Uganda

PURPOSE: To improve demand and utilisation of

maternal Sexual and reproductive health services at
community level through the rights-based approach
RESULT 1: AWARENESS AND DEMAND: Target
communities aware of their rights and demand quality
MSRH services.

Funding for MHP started in 2011. For the first half of that
year, the project benefitted from a six month inception
phase which focused on finalising project design, tackling

1
Note, the log frame in Annex 1 includes changes planned as part of this mid
term review. Changes are identified by italic text and red font.
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between health service providers and community
members
• Dramas to raise awareness on maternal health and rights
and encourage accountability

the Kisaka recommendations, developing systems, work
planning, and capacity building of partners. Even after
inception, capacity building and systems development
continued for some while. Implementation in the target
districts finally took shape in July 2011 onwards.

• Installation of suggestion boxes at health facilities to
create feedback and redress mechanisms

1.2.2 Implementation in the target districts

• Advocacy at the health facility and district levels to
improve services and address bottlenecks or gaps in the
system.

At the project mid point, activities in the target sub-counties
and districts are up to speed and broadly on track. This has
been reached through the efforts of individual IPs and
with significant field support provided by the Secretariat.
Key activities that have occurred or which continue to be
implemented through MHP include:

1.2.3

Implementation at national level

• Re-energising and supporting Health Unit Management
Committees (HUMCs) through provision of allowances
and capacity building

At inception, for various historical reasons, the MHP project
focused almost exclusively on the district and sub-county
levels. There was a perception that other initiatives were
already active at national level and the gap was at the
lower levels. This analysis began to be questioned during
the inception phase, and the rationale for direct MHP
implementation at the national level has continued to
grow. It has become increasingly obvious that national level
advocacy (including linkages to other national advocacy
efforts) and effective linkages between local and national
levels are essential components of the MHP. To this end, the
project has begun to develop an advocacy strategy that
emphasises all levels, partners have begun to explore how
they can better link MHP to other advocacy initiatives in
the field of maternal health, and partners have increasingly
reported their wider advocacy initiatives in the field of
maternal health as part of their contribution to MHP.
Advocacy is discussed in more detail in sections 2.4 and 2.5
below.

• Orientation meetings with relevant stakeholders at the
district authorities, including District Health Team (DHT),
politicians, local councillors, and HUMCs

Other national level activities for MHP take the form of
project management by the Secretariat, capacity building
of partners, and some communications work:

• Integrated outreaches by health service providers,
especially midwives, to under-served/hard to reach areas
to provide maternal health information, advice and ANC

• Secretariat role—this is a complex project which has
required considerable determination and effort to
operationalise. UNHCO, the organisation providing the
project’s Secretariat, has had to ‘learn on the job’ the
skills of grants management, coordination, mentoring
and monitoring of its peers and partners within VHR.
The Secretariat’s role has focused on setting up systems
and procedures (such as M&E, financial reporting and

• Education and awareness-raising for practitioners and
community members on health rights, particularly
maternal sexual and reproductive health rights
• Education, training and awareness-raising for
implementers and health practitioners (health workers
and health facility managers) on the rights-based
approach, including gender equality
• Mobilisation of members of the Village Health Teams
(VHTs) through financial support, capacity building and
bicycles; VHTs then go door to door passing on MSRH
information and encouraging mothers to attend ANC and
delivery at the health centre

• Community dialogues to raise awareness of maternal
health and health rights, promote ante-natal care (ANC)
visits and the multiple benefits of delivery at health
facilities, and also to foster constructive engagement

11
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• The MTR team was familiar with the project
implementation and some of the emerging issues
(successes and challenges) that required further
exploration; this increased the speed and the focus of the
MTR
• It was hoped that the MTR process would contribute to
a wider capacity building process for MHP and VHR, in
this case building review/evaluation experience and
familiarity with self-assessment approaches
• The core team undertaking the review was selected so as
to ensure ownership of the process and the findings, but
also effective quality control.

disbursement arrangements, coordination mechanisms),
operating Secretariat responsibilities (such as M&E and
financial management), managing partnerships with and
among IPs, organising national events (such as workshops
or planning meetings), and donor liaison
• Capacity building—this is a specific aspect of the
Secretariat’s role. Capacity building has been a major
focus of the Secretariat’s work during the first half of
the project, covering both technical strengthening and
organisational development issues. Technical capacity
building has been conducted with support from RFSU,
focusing on maternal health, sexual and reproductive
health and rights (SRHR), male involvement, gender based
violence, and advocacy. Organisational development
of IPs has involved both generic trainings for all IPs and
specific tailored support for individual IPs; this approach
ensures that varying strengths and weaknesses are taken
into account. Topics have included M&E, financial and
narrative reporting, planning and support supervision
arrangements. Meanwhile, the MHP Secretariat has itself
benefited from ongoing management support from RFSU
and ad hoc financial expertise by a local firm of financial
consultants (Kisaka). Now that capacity has been built
and systems established, this aspect of the Secretariat’s
role is expected to gradually reduce

Overall leadership of the MTR process was the responsibility
of MHP M&E Officer Moses Mukuru and RFSU consultant
Tim Lee. The team involved in field work and interviews
included Moses and Tim, Sylveria Alwoch of UNHCO,
Denis Odwe from AGHA, Derick Kizza Mbuga from
MHU, Allen Kutesa from HAG, and Malin Krook from the
Swedish Embassy.
MTR activities included analysis of project data and reports,
participatory workshops, site visits and interviews.
Many different stakeholders were respondents in
these exercises, including: Implementing Partners; the
project’s funder; national level stakeholders, including
Government representatives; Members of Parliament;
district level officials; focal persons and volunteers at subcounty level, including VHTs; service providers at health
facilities in project sites; and community members/
beneficiaries in project sites(see Annex 5).

• Communications—the MHP Secretariat organised the
re-printing and dissemination of the key maternal health,
health rights and SRHR information products, as well as
promotional material such as calendars, T shirts, posters,
brochures and bags.

Fieldwork for the MTR involved visits to 6 sub counties:
Minakulu sub county in Oyam district; Koch goma
in Nwoya district; Myanzi, Nalutuntu and Kiganda in
Mubende district; and Kigarama in Sheema district. This
sample was selected after considering a range of factors
(see Annex 3 for details).

1.3. Mid term review

T

he mid term review took place between September
and December 2012 (see Annex 3 for MTR TORs and
Annex 4 for the MTR process Gantt chart).
The MTR provided an opportunity to explore the project’s
core performance questions (see MTR TORs) and issues
of relevance, effectiveness, feasibility, sustainability, risk
management, M&E and technical support. The specific MTR
objectives were to:

During the MTR, the following challenges were experienced:
• Time pressure—a relatively short time was allocated to
the MTR process, which placed extreme pressure on the
Secretariat’s M&E Officer, other Secretariat members and
others in the MTR team
• Data—delays in obtaining M&E data from IPs and district
health offices
• Availability—it proved difficult to secure meetings with
some respondents, especially government officials
• Language—some discussions were held in local
languages, which required translation so that all team
members could understand.

• Assess overall project progress against plans and budgets
• Assess whether the results being achieved are likely to
contribute towards achieving the project goal or not
• Review project management and implementation at
national and district levels
• Identify challenges, success stories and lessons learned
• Check that MHP remains supported by stakeholders and
in line with national and district plans and priorities
• Identify specific ways to improve MHP performance and
results.

1.4. Contents

The MTR was designed as a participatory self-assessment
exercise. This approach – agreed by the Project Steering
Committee, the IPs and the project’s donor - emphasised
wide involvement in the process of people who already
have an understanding of and attachment to the project.
This strategy was adopted for a variety of reasons,
including:
Report of MHP Mid-Term Review

This report contains the following sections:
• SECTION 2—this focuses on programmatic performance
focusing on each result and then broader issues of project
management
• SECTION 3—the final section presents the conclusion
and action points designed to improve the project.
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2. Project Performance

T

his section looks at project performance, based
on the analysis of progress in each result area, then
by looking at aspects of project management.
The analysis draws on diverse information, including
project monitoring data, information from interviews,
workshops and field visits, and routine project reports.
Routine M&E data shows high levels of activity and
rapidly increasing results in terms of service use. Data
gathered from government’s Health Information
Management System (HMIS) paints a diverse and
challenging picture for maternal health in project
districts (although, see later in the report for action
points regarding the sharpening of M&E based on
HMIS). Annex 6 contains the full set of MHP routine
M&E data.

2,594 community sensitisation meetings held to
disseminate MSRHR information

•

122,423 attendances at community sensitisation
meetings (groups or individuals)

•

63% all attendances are women (same proportion
for group sessions or sessions with individuals)

•

There are signs of the attendance numbers growing
strongly over time; 51% of all attendances recorded
in July to Sept (i.e. as many attendances were
recorded in Q3 as in Q1+Q2 combined)2.

Improvement
‘Before the project, many women were
of
MSRH
unaware
of the benefits of delivering at the
information
health centre’ VHT, Myanzi
and
dialogue
can also occur
‘MHP IPs participated in celebrations
by
increasing
for
the International Day of Midwives
the quality or
held
in
Oyam district. MHP community
relevance
of
resource
persons
from UNHCO, HAG and
the information
THETA
in
the
sub-counties
of Minakulu,
being shared. In
Aber
and
Acaba
mobilized
mothers for
MTR field work,
family
planning
services,
antenatal
check
DHT,
HUMCs,
up,
PMTCT,
health
education,
and
cancer
community
screening. To create further awareness
members
and
on
MSRHR, the implementing partners
health workers
conducted
a radio talk show on the role of
commonly
midwives
in
maternal health’ Semi-annual
r e p o r t e d
report January-June 2012
that
MSRH
information has
become much
better as a result of MHP. The main messages being covered
included maternal health ‘danger signs’, the benefits of
attending ANC and delivering at a health centre (HC), the
need to reduce reliance on traditional birth attendants

2.1. Result 1 – awareness and
demand
Performance questions:
• In what ways has MSRH information
and dialogue improved at community
level due to MHP?
• Are communities better able to
demand for the MSRH services they
require?
Data:
• Indicator data, MTR data from field
visits, IP interviews, project reports.

2.1.1.

•

Information and dialogue

One way of improving MSRH information and dialogue
is to ensure that more of the target population receive
information and more of the target population have
the opportunity to engage in dialogues about MSRH.
Project M&E data shows that a large number of people
attended MHP information and dialogue sessions.
Highlights are:

2
Note: some of this apparent exponential increase is due to underreporting earlier in the year, and improved accuracy of reporting as the year
progresses.
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Overall, MHP appears to have significantly improved
MSRH information and dialogue at community level in
the sub-counties of implementation, and there are signs
that communities are becoming more able to demand
for the MSRH services they require.

(TBAs), health rights, gender-based violence, male
involvement, and post natal care. It is reported that
MSRH information has become much better as a
result of MHP: training VHTs and health workers;
improving IEC; engaging with TBAs and encouraging
them to refer and pass on more accurate information;
and using more effective ways of engaging and
communicating with the community, e.g. drama,
home visits to pregnant women, targeting market
days, community radio programmes, outreaches,
dialogues, referrals by TBAs, and by encouraging
peer education, i.e. mothers and fathers sharing their
experiences with their peers.

2.2. Result 2 – MSRHR services
Performance questions:
• To what extent has access to MSRH
services increased, why, and with what
impact?
• To what extent has service utilization
increased, why, and with what impact?
• Has the quality of MSRH services
increased, why, and with what impact?
Data:
• Indicator data, MTR data from field visits,
IP interviews, national stakeholder
interviews, project reports.

To illustrate the project’s commitment to IEC
production and dissemination, including materials in
local languages, the January-June semi-annual report
2012 states that ’64,000 IEC materials were produced
and distributed in the districts of implementation.
They carry MSRHR and services messages; 32,000
were in English and 32,000 were translated in 5 local
languages namely; Luo, Luganda, Lusonga, Ateso and
Runyakitara’.

2.1.2.

Demand

The second performance
question asks whether
communities are better able
to demand for the MSRH
services they require. The
MTR team heard reports
from DHTs, community
members, HUMCs, health
workers, VHTs, and IPs
that
some
significant
changes were occurring
in the MHP locations.
Community
members
are apparently showing
a growing knowledge of
their
entitlements
and
are increasingly using the
language of ‘rights’ to
articulate their demands.
Illustrations
include
demands for: a midwife or
an additional midwife to be
allocated to a local health
centre, or for an unpopular
midwife to be transferred
(including one case of
women marching to the sub
county offices to protest);
outreaches to be conducted
in under-served areas; and
service
improvements,
such as making opening
hours more convenient,
improving staff behaviour,
or upgrading of facilities,
and demand for provision of
delivery beds at HC II.
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2.2.1.

‘In Waina A Parish, the
communities raised concerns
about one of the nurses who
had a bad attitude and as a
result, women were shunning
the HC II. This was openly
discussed and this nurse was
transferred. They reported that
they got a better nurse’ Project
Officer, JFSC
‘In Kiziranfumbi in Hoima,
community members engaged
with the district over a hard
to reach area and the need to
upgrade the health centre II to
III’ Semi-annual report JanuaryJune 2012
‘In Kamuda in Soroti,
communities demanded
disciplinary action against a
rude midwife and the DHO
undertook to personally
supervise her for three months’
Semi-annual report JanuaryJune 2012
‘In Mityana, community
members successfully
demanded for posting of a
second midwife at Maanyi
health centre III’ Semi-annual
report July-December 2011
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Access
Access issues are critical, especially for rural
or geographically dispersed populations.
MHP is reported to have improved access
to MSRH services in a number of different
ways. Integrated outreaches financed and
organised by the project have made a
significant contribution to widening access.
By the time of the MTR, MHP had supported
199 outreaches by 35 health facilities. This
data suggests the project is facing everincreasing demand for outreaches.
The outreaches are reported to have
significantly improved access for underserved communities, especially those
communities located far from their local
health centre. They are clearly in high
demand and the project is responding.
The only concern is the sustainability of
this activity; outreaches mainly happen
because the project funds them. Starting in
2013 MHP will look at how outreaches can
be increasingly mainstreamed into health
centre and district health plans and budgets
to ensure their continuation.
The work of the re-energised VHTs is also
increasing access, even to the extent of VHTs
physically transporting women to health
centres for deliveries.
Access has also been improved by other
means, including increasing the numbers
of health workers and by improving the
attendance/availability of existing health
workers, both of which enable more of the
service to be provided if people want it.

In some MHP districts such as Oyam, the district has decided
to deploy midwives at lower levels (HC II) in the project
areas. This is a result of the representations made through
the joint meetings organised by MHP, and is an attempt to
increase access in the project sites and also to decongest the
HC III in the wake of growing demand there.

ACCESS
‘we had a problem because the health centre was
not open at the weekends, when many people
wish to use it. We went to the HUMC and the
health workers and they supported us, and the
health centre is now open from 0800 to 1200 at the
weekends’ VHTs, Myanzi

These changes are reported as outcomes of improved
monitoring by HUMCs, lobbying and advocacy by the
project and community members, and the instigation
of accountability and redress mechanisms, such as the
suggestion boxes (see later).

‘the project is doing a good job of transporting
midwives to provide outreach to give everyone a
chance of quality services’ Community Member,
Myanzi

These changes are also reported as a sign of improved
communication and mutual understanding between
health workers and the community, with the re-energised
VHTs acting as an important conduit for information flow
between the parties.

‘I was unsure how to penetrate the community but
this project has solved the problem. They mobilise
the community to come to my health centre.’ InCharge, Kiganda Health Centre IV

While some health workers seem to be motivated by seeing
increased demand for their services (sometimes a positive
professional response to increased service usage and
demand or at others because pay and promotion decisions
are affected by service levels) it is clear that many health
workers are experiencing great difficulty keeping up with
ever growing demands placed upon them. As will be seen
later, one of the MTR strategic action points is to put more
emphasis on national level advocacy to address this supply
issue.

‘Originally in Baitambogwe, HCs would open late
but currently, they are opening early and closing late
after ensuring that every patient has been attended
to’ Project Officer, JFSC

The MTR notes that access issues are not always determined
solely by public health provision through government
services. In Oyam, for example, there are a number of
health facilities founded by the Catholic Church. These
facilities do not provide the full range of family planning
services, though they do sometimes refer beneficiaries
to government and private providers. This illustrates the
need for MHP to develop linkages with relevant civil society
initiatives in order to ensure Result 2 (i.e. ‘Good access to and
high utilization of MSRH services in target communities’) is
fully realised. In the case of Oyam this means linkages with
providers such as Marie Stopes and RHU that can help to
provide access to family planning and ensure service gaps
are filled.

UTILISATION
‘Before I didn’t know about the maternity ward. But
I heard about it from a VHT and when my wife was
to deliver we came here. The midwife acted very well
and we had twins. We returned happy!’ Community
Member, Myanzi
‘with this project we have seen a very big
improvement in the number of deliveries at health
centres and ANC attendance’ District Health Officer,
Mubende
‘I am on the district health team and we see that
utilization is lower in places where the project is not
working’ In-Charge, Kiganda Health Centre IV
‘we want this – it is very positive – but we are getting
overwhelmed’, Midwife, Kiganda

By the time of the MTR, MHP
had supported 199 outreaches
by 35 health facilities. This data
suggests the project is facing everincreasing demand for outreaches.

‘through the project more women are coming to the
health centre for deliveries, which is helping us but it
also causes us headaches because of understaffing’,
District Health Officer, Sheema
‘the health workers are now polite’ Community
Member, Kigarama
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2.2.2.

Utilisation

Unfortunately, the project’s routine M&E system is not yet tuned to provide clear data quantifying its impact on utilisation.
This is due to two methodological challenges.
First, because the M&E framework was built to use Health Systems Management Information System (HMIS) data aggregated
to the district level. Since the project is working in only small number of sub-counties per district (e.g. three out of 19 in
Mubende District), there is a potentially significant mismatch between District trends and trends in the MHP sub county sites.
Second, because the district level data is hard to interpret in
some cases. It can show large annual fluctuations or unusual
patterns over time (see opposite, for example: indicator 2.9
data for Soroti; Mubende data for indicators 2.7 and 2.9;
indicator 2.7 data for Oyam). It is unclear to what extent
these fluctuations represent real changes in the indicators
(perhaps due to government or civil society interventions
starting or stopping) or variations in the quality of data
capture.
Despite these methodological challenges with the M&E
system, it is important to note that local stakeholders are
unanimous that MHP is having a significant impact on
service utilisation at health facilities in the target districts.
This is recognised by DHTs, health workers, and VHTs. Linked
to this, it is reported that MHP is assisting communities to
move away from reliance on TBAs, and towards delivery at
health centres where this is possible. The evidence can be
very dramatic at some facilities, such as Kiganda HC IV in
Mubende District as shown opposite. (This increase cannot
be attributed solely to MHP. Other important factors include
the appointment of a dynamic new In-Charge. However,
it is argued – not least by the In-Charge - that MHP has
significantly contributed).
As the project progresses, more emphasis will be given to
collecting data in the specific sub counties and at the specific
facilities where MHP is working. Similarly, more emphasis
will be placed on the national level advocacy required to
ensure that services continue to expand in order to meet
increased demand/utilisation.
Although the MTR team heard that in some cases maternal
health services had been under-utilised before MHP (i.e.
increased demand has so far has taken up ‘slack in the
system’), it is clear that many facilities and service providers
are over-stretched and some significant movement to
increase supply is soon, if not already, needed.

2.2.3.

Quality

The third performance question focuses on quality issues –
are services qualitatively better than before? The MTR team
heard many reports that the actions of MHP implementers
had supported or ensured quality improvements in maternal
health services. This was reported by community members/
beneficiaries, DHTs, health workers, and HUMC members.
Examples of quality improvements included: reduced
waiting times for service users; upgrading or renovations to
premises or facilities: human resources decisions to ensure
services delivered by technically competent and relevant
staff (e.g. having a midwife now available for deliveries);
positive changes in the manner, politeness and behaviour of
health workers and the way they interact with service users;
community members receiving more accurate/relevant
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Despite these
methodological challenges
with the M&E system, it
is important to note that
local stakeholders are
unanimous that MHP is
having a significant impact
on service utilisation at
health facilities in the
target districts.
16

information from TBAs and VHTs; and better
referrals by VHTs and TBAs to community health
facilities and between health centres so that, for
example, women experiencing complications
are more likely to be referred and receive the
more specialist assistance they require.

changed after MHP brought them together for training and
joint activities. This had changed the relationship between
the VHTs working out in the community and the local health
centre and its staff. The project has also improved community
participation in the management of the health system. They
have become more vigilant and active in pointing out the
gaps and the areas that need to be improved from time to
time in a constructive manner.

One of the many benefits arising from women
delivering at health centres is that babies/
children also experience better service access
and improved quality of service in vital areas.
For example, for babies born at health centres
there is reported to be improved Prevention of
Mother to Child Transmission of HIV (PMTCT),
higher rates of immunisation (at health centres,
babies receive polio and TB immunisations at
birth), and fewer children with disabilities (as a
result of more professional deliveries).

The results of this systems strengthening is seen in terms of
increased utilisation for critical areas that are closely linked
to maternal health such as PMTCT, family planning, and child
health. However it is also seen in terms of utilisation of more
general health services, such as outpatients.

2.3. Variations between
implementation sites

Unfortunately it seems that in some cases the
significant growth in demand may have had
some negative consequences for service quality,
as facilities and providers struggle to cope with
increased utilisation. It is hoped that this is a
short-term negative consequence, however
the situation needs to be carefully monitored
and the implications and solutions need to be
discussed with DHTs. Equally, synergies and
linkages with other projects in the respective
areas also need to be investigated to see if there
can be clearer links between MHP and others
which may be able to boost the supply side.

MHP is a relatively complex project. It takes place in many
different sub-county settings and involves the actions of 9
diverse IPs. Given this, variations in activity levels and results
are to be expected.
However, it is a critical project management responsibility
for the Secretariat and individual IPs to analyse variations and
decide when and how remedial action should be triggered,
i.e. to establish what degree of variation is ‘acceptable’.
The mid-term review was the first time that the full project
data set had been collected and analysed, and so formed
the first opportunity to systematically explore variations
between implementation sites. The result is a picture of
extreme variation, as illustrated opposite and overleaf.

As it matures, MHP will increasingly look at
quality issues and how they can be more widely
and more rigorously integrated into project
M&E.

The MHP Secretariat and implementing partners have some
understanding of how and why such variations are or might
be occurring. Possible factors include: gaps in M&E data
or variations in M&E practice across the project (i.e. over, under-, or mis-reporting); differences in population size/
density per sub-county; rural or urbanised populations;
cultural and social differences; variations in the effectiveness
of the activities/implementers and activity levels of VHTs,
etc.; or variations in the capacity of IPs or the attention paid
to management of MHP.

2.2.4.
Health systems strengthening and
wider health impact
A significant finding of the MTR is that MHP is
making a major contribution to general health
systems strengthening, the effects of which are
felt way beyond maternal health itself. This is
achieved primarily by means of re-activating
and capacity-building VHTs and the VHT
system, by re-activating and capacity-building
the Health Unit Management Committees, and
by making outreaches possible.

Whatever the reasons for these variations, they are so
significant that action is required to address the issue. The
first step is to analyse the situation in more depth and
understand what is happening more fully. Interestingly,
perhaps the biggest challenge may be for UNHCO,
which operates both as the project Secretariat and as an
implementing partner. As shown in the final chart of the
sequence above, UNHCO sub counties have the distinction
of providing the lowest and the highest scores of all for
Indicator 1.2.

It is also about helping different components
of the health system come together or work
together more efficiently and effectively. For
example, implementers in one project site
described how the relationship between
midwives and VHTs had fundamentally

‘there are no HUMCs meeting as regularly as the ones you are supporting’ DHT
member, Sheema ‘even if their performance is not always excellent (the HUMCs
supported through MHP) are far ahead of other committees’ DHO Oyam
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2.4. Result 3 – accountability
Performance questions:
• Are communities better able to hold service
providers and political leaders accountable
for MSRH services?
• Are effective mechanisms for feedback and
redress in place?
Data:
• Indicator data, MTR data from field visits, IP
interviews, national stakeholder interviews,
project reports
2.4.1. Accountability and redress at the local level
At the local level, accountability and redress is being
strengthened through mechanisms such as HUMCs,
suggestion boxes, community dialogues, interface and
lobby meetings and by an increasingly empowered and
informed community.
The MTR found that at local level there is a significant change
in way HUMCs are now operating in the MHP sites. This is
reported by DHTs, health workers, community members,
and VHTs). Observed changes include:
•

The frequency of HUMC meetings (31 HUMCs are
reported to be sitting more regularly and more
frequently now, as opposed to pre-MHP)

•

HUMCs operating with a better understanding of
their role and responsibilities, and thus discussing
and acting on more relevant content

•

Improvement in HUMC effectiveness in their
management and oversight role with their agendas
bringing out prominently reporting, accountability
and consistent follow up on the actions of the
various meetings

•

Improved HUMC communication
engagement with community.

with

and

Across MHP, 40 health centres are reported to now have
at least one functional feedback/redress mechanism in
place. The use of suggestion boxes has taken time to settle
down in some locations, but is now almost ubiquitous
across the project sites and is being actively used. In some
cases, the procedures used for addressing suggestion box
contributions are not as good as they could be. There are
some concerns among health workers that complaints
against individuals are sometimes made public before
they are investigated and discussed with the individuals
concerned. However, overall the suggestion boxes seem
to have been a powerful tool for stimulating feedback and
prompting service improvements.

MHP is a relatively complex project. It takes
place in many different sub-county settings
and involves the actions of 9 diverse IPs.
Given this, variations in activity levels and
results are to be expected.
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In addition, the growing empowerment of communities and
their representatives, as well as the direct representations
made by MHP implementing partners has had an impact
on district level decision-making. The MTR heard numerous
success stories of districts acting to respond to communities’
maternal health needs and demands in terms of staffing
decisions, provision of equipment, being willing to change
opening times of health centres to improve access, etc.
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‘we are pushing for a by-law to use part of
the local levy to give some extra allowance
to the midwife and the doctor to encourage
them. We also have an agenda item at every
council meeting for the health centre to raise
health issues, especially maternal health’ Focal
Person, Kiganda

‘The petition was unique, probably the first
of its kind in Uganda. For the first time, CSOs
have taken government to court for failing to
meet its obligation over a health issue. This
uniqueness has attracted a lot of attention’
UNASO

‘In Kitagata, power and water had been
cut off to the health centre, but through a
community dialogue, the LC5 intervened and
both were re-installed’ Project Officer, UNHCO
‘Tap water in Dakabella HC III was closed for
over three months … The MHP implementing
partner caused lobby meetings at sub
county and district levels to discuss the
water problem where the sub county chief
was tasked to solve the problem within two
months. The sub county committed to clear
the bill and the tap water was opened’ Semiannual report January-June 2012
‘As a result of the MHP lobbying with Sub
County and district management done by
AGHA and its focal person, one more nursing
assistant has been posted to Alero HC III to
support services in maternity (and) as a result
of Nwoya cluster IPs advocacy for recruitment
of health personnel for Nwoya three doctors
have been given contracts … and a new
DHO has been recruited’ Semi-annual report
January-June 2012
IPs themselves report that the impact of their contact
with district officials is improved through coordination (to
avoid proliferation or duplication of demands) and through
joint approaches (i.e. project staff from more than one
implementing partner, sometimes joined by the members
of the project Secretariat).

•

Maternal and peri-natal death audit committees,
previously stated in policy but not operating, have
been now activated from Health Centre III upwards.
These committees have now been formed and
review maternal deaths that occur in health
facilities. However, since it is known that some
maternal deaths also occur in the community, MHP
is increasingly encouraging VHTs to actively report
these deaths to the committees so that they too
can be properly investigated

•

At the 126th Inter Parliamentary Union assembly
2012, MHP implementing partners led a panel
discussion on ‘Access to health as a basic right: the
role of parliaments in addressing key challenges to
securing the health of women and children’. This
was an opportunity to lobby for increased support
for maternal and child health care in Uganda,
maternal audits, and inclusion of the right to health
in the Ugandan constitution. The MHP Secretariat
chaired panel discussions focused on maternal and
child health. Three resolutions were secured from
the IPU namely:
o

Resolution 8 Urges parliaments to introduce
or amend legislation to guarantee the
right to health for all and equal access to
health services for all women and children
without discrimination, to provide health
services that are free at the point of use
for all pregnant women and obstetric care,
and to remove any fees payable by women
and children from the poorest households
to access essential services

o

Resolution 10 Calls upon parliaments
to use the oversight and accountability
tools at their disposal throughout the
budgetary process to ensure that adequate
domestic expenditures are allocated for
reproductive, maternal, newborn and
child health and nutrition, which should
include funding commensurate with the
gap between existing resources and those
necessary to achieve at the national level
MDGs 1c, 4, 5 and 6

o

Resolution 12 Encourages parliaments to
advocate that lines in the health budget
be earmarked for the provision of essential
maternal, newborn and child health and
nutrition services to vulnerable women
and children, including those in the poorest
households, those living in rural areas,

2.4.2. Accountability and redress at the national level
At the national level, accountability and redress has been
pursued in a small number of relatively high profile and
successful ventures. It is argued that the MHP has been
a vehicle for mobilising many voices for maternal health.
Activities and achievements here include:
•

Constitutional Petition 16 was reliant on evidence
generated from within MHP (Mityana District). The
petition created a critical mass of 50 civil society
organisations to jointly advocate for improvement
to maternal health services, though was ultimately
unsuccessful
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those who are members of indigenous
communities or minority groups, those
with disabilities, and adolescent girls
•

•

A memorandum of understanding was signed
between parliament of Uganda, MHP partners and
other CSOs and this resulted in the development of
a work plan which has detailed out all the activities
which will be executed by the coalition members.
In the build-up to the IPU, the MHP objective was
to ensure a motion on maternal health was tabled
in parliament and seven resolutions on maternal
health secured (see Annex 7)

As noted above, the project is committed to continue to
increase and sharpen its national advocacy work in the
future. Thus, as part of the MTR process an advocacy action
plan was drafted (see Annex 7).

ADVOCACY LESSONS

In taking this work forward, it may be necessary to make
clear among some stakeholders the distinction and overlap
between MHP, VHR, UNHCO, and specific campaigns by
other coalitions and actors.

National level
• Important to engage the media in
advocacy
• Giving maternal deaths a human face
has potential for causing change. It is
important to use the MHP evidence
to provide human stories that tell the
maternal health situation
• Working with other actors is critical for
national advocacy, because they bring
on board diverse skills, resources and
experience which are useful in the
change processes required, plus the
power of the numbers adds value to
advocacy
• Remaining consistent on issues and
persistent defines advocacy and
determines success.

Even within the project there exists some degree of lack
of clarity over how to report on wider maternal health
advocacy work that involves MHP actors.

2.5.

2.5.1. Technical capacity of implementing partners
As noted above, the MHP implementing partners form
a diverse group. Some are very large and established
organisations, others quite small and/or relatively new.
Despite these differences, all IPs report that MHP has helped
either individuals or organisations to build their capacity.
Capacity has been developed in terms of the specific
technical content of the project – maternal sexual and
reproductive health rights. This has been achieved through
RFSU trainings for Project Officers and Focal Persons
(advocacy and MSRHR), trainings for HUMCs and VHTs, follow
on training and ongoing support from the Secretariat, and
partnerships between stronger and less experienced IPs.

Findings from MTR advocacy
mini-workshop

MHP partners spearheaded the health sector
budget analysis for 2011/2012 in collaboration with
Parliament. Resulting from this, parliament passed
seven of the eight proposed maternal health
resolutions (See Appendix 2 of the Semi-annual
report July-December 2011) which had been jointly
developed by civil society organisations and the
Social Services Committee of Parliament
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Result 4 – VHR capacity

Performance questions:
• Do VHR members have the technical knowledge and
capacity to implement MHP (i.e. MSRHR and advocacy,
organisational capacity)?
• Are there signs of improvement in UNHCO organisational
capacity?
Data:
• MTR data from advocacy assessment, VHR capacity
assessment, IP interviews, secretariat observations,
review of RFSU support

Local level
• Advocacy should begin from the
lower levels to higher levels
• Advocacy is continuous process
• In advocacy the advocates must
endure the challenges and plan ahead
on appropriate response to the likely
outcomes of each process

•

MHP members argue that there has been
increased credibility and visibility of VHR through
membership of critical health policy decision
making organs (such as the Health Policy Advisory
Committee, Maternal and Child Health Cluster)
and participation in key national health forums.
VHR engagement with government and national
medical stores has resulted in some improvements
in medicines and other supplies availability for
maternal health.

A memorandum of understanding was signed
between parliament of Uganda, MHP
partners and other CSOs and this resulted
in the development of a work plan
which has detailed out all the activities
which will be executed by the coalition
members.
20

The table below shows IP self-assessments at inception and at mid-term in answer to the question: Does your
organization have the relevant technical knowledge to undertake this project?

Inception

1

2

3

A few people
know basic facts
about MSRHR, but
knowledge is not
widespread

Staff and volunteers
hold the knowledge
and skills needed for
their tasks

MSRHR issues well
understood, but
no regular ongoing
training/updates

AGHA, THETA

SAU

Mid-term

4

MSRHR issues well
understood, staff and
volunteers trained for
the work they do and
often provide training
and support to others

ESAU, HAG, JFSCU,
MHU, RHU, UNHCO
MHU, UNHCO

Capacity has also developed in terms of general
organisational functioning, for example in areas
such as M&E, reporting, planning. The Kisaka
systems review conducted before project
inception was a challenging experience for many
IPs, but proved important and valuable in terms
of helping partners identify and tackle challenges
of financial management systems and capacity in
their organisations.

HAG, THETA, AGHA,
JFSCU, SAU, RHU, ESAU

support to people with epilepsy or sickle cell, for example.
By taking part in MHP, these organisations committed
themselves to learning about maternal health and sexual
and reproductive health rights. Equally, it was thought that
the more MSRH-focused organisations could use the project
as an opportunity to learn about other social development
and health issues, and take part in a multi-sectoral approach
to addressing maternal health challenges in Uganda. These
opportunities for horizontal learning still exist and to some
extent peer education has occurred, however there are clear
opportunities to increase information exchange and cross
fertilisation. As an operational action point, the Secretariat
should raise this issue when next the Executive Directors of
IPs meet.

Furthermore the project has used its coordination
structure as a modality for pursuing Result 4.
The District Cluster Coordination set up involves
IPs having to work with and support each other
in order to take the project forward in any
particular district. In two cases in particular –
SAU working with UNHCO in Nalutuntu, and
JFSCU working with RHU in Baitambogwe - these
partnerships have been specifically designed to
provide ongoing mentoring between a more
established/bigger organisation and a smaller
or less developed partner. These support and
mentoring relationships are much appreciated by
the organisations concerned.

2.5.2. Capacity of MHP Secretariat
Before MHP, UNHCO had been acting as VHR Secretariat,
leading campaigns on policy and general health. When
UNHCO took on central responsibility for the management
of the maternal health project, this role broadened to cover
sub granting, and technical and financial management.
The development of MHP Secretariat involved recruiting
relevant staff, procurement, and systems development.

MHP is in many ways unusual (and thus
intriguing) because it is a maternal health project
implemented by some partners that did not
previously focus on MSRHR. Partners include
civil society leaders in the fields of mental health,

IPs report that over time the Secretariat has become much
better at its role. This progress relates to hard and soft systems,
i.e. development of systems and procedures (such as the
Secretariat Gantt chart, Project Implementation Guidelines,
and Planning Guidelines for Completion of Partner Plans),

A community in Mayuge district sharing project experinces with the implemeting partners
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project leadership, ensuring communication and
participatory decision-making (where appropriate),
actively bringing partners together for regular
information exchange and review and planning,
and fostered the practice of joint working,
including joint supportive supervision in the field.
The Secretariat has also adopted a commendable
approach to ensure ongoing risk awareness and risk
management; each semi-annual report contains
a section in which project assumptions/risks are
reviewed in detail. However, the Secretariat needs
to have a routine process for assessing and tracking
its capacity and progress.
UNHCO’s position and role is not an easy one.
This is first because the organisation has not
previously acted in such a capacity (i.e. as grant
and project manager to a number of implementing
organisations), second because it is both an
implementing partner and the project Secretariat,
whilst also being an equal/peer within the VHR
network from which the other implementing
partners are drawn. Although this is a complicated
position, UNHCO began with a clear understanding
of the IPs and how to partner with them because
of previous work through the VHR network, i.e.
UNHCO did not have to start by creating new
relationships. This was further complemented by
the fact that the IPs have a shared vision on the
rights based approach to health.

Clear and appropriate working agreements are
in place
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The network has strong links with, and accountability
to, beneficiaries

•

The network focuses on the essential

•

VHR is increasingly finding its niche in the wider health
advocacy field in Uganda

•

Members share with and learn from others

•

The network has a strong identity/brand

•

The network demonstrates a strong commitment to
learning

•

The network’s and individual members’ resources (staff
and finance) are adequate given the task of VHR

2.6.1. Relevance of project design
Maternal mortality remains a pressing problem in Uganda.
Reducing maternal mortality is a stated government
priority. This is to be achieved primarily by increasing the
proportion of women receiving appropriate ANC, skilled
assistance at delivery, and PNC. Ideally, such care is provided
at a suitably equipped health facility with sufficient suitably
qualified staff (and not in the community by traditional birth
attendants).
There are some positive trends to be seen in government
data – for example increase in some districts in the numbers
of mothers delivering at health centres. There are also
positive signs of renewed government commitment to
maternal health – for example, the MHP worked with the
social services committee of parliament to push Government
to increase the health budget in FY 2012/2013 and the
Government committed 49.2 billion Shillings for recruitment
and salary enhancement of health workers at Health Centre
III and IV where maternal health services are predominantly
provided. It was also the first time government lifted the ban
on recruitment and particularly for the health sector only.

At the Partners Workshop, MHP implementing
partners were asked to assess the capacity of the
VHR network. Participants’ assessments were
positive overall and there is a strong sense that
progress is being made to make the network more
effective, i.e.

•

•

2.6. Project design and project
management issues

2.5.3. VHR capacity

The network’s structure is appropriate given its
purpose

Network relationships are cooperative

VHR has a separate identity to MHP (VHR has no legal status
as opposed to MHP which is a contracted project of UNHCO),
it has a broader focus than just maternal health, and since
MHP began the coalition has grown to the extent that
there are now more VHR members that are not part of MHP
than there are members implementing the project. Thus
although MHP IPs are closely involved in VHR, the precise
contribution of MHP to ‘VHR capacity’ is a difficult thing to
quantify. However, the visibility of VHR has grown and now
it has engagements with Parliament and MoH as a reference
CSO group for the promotion of maternal health in Uganda.

In its work as Secretariat, UNHCO reports that
RFSU support has been valuable. This relates to
issues of advocacy and MSRHR, where RFSU staff/
consultants have provided strategic inputs and
support to local facilitators. It also relates to RFSU
management support, which has provided the
project, and especially the Secretariat, with reactive
and proactive technical support, backstopping,
assistance and mentoring in the role of a ‘critical
friend’. Particular focus has been given to the
inception phase, development of project M&E
and quality assurance, development of the cluster
coordination model, and strategic management.
UNHCO has also significantly supported IPs to
improve financial management through routine
follow-up and mentoring. The external audit has
also been used as opportunity for learning and
improvement.

•

•

Although there are optimistic signs, there remains a
significant gap between what is desired and what is being
achieved. Lack of information or inappropriate information,
often conveyed through cultural beliefs and traditional
leaders, undermines people’s ability to understand their
health rights. Lack of staff, equipment, and supplies is
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commonplace. Distance and lack of money for
transport remains a major barrier to accessing
maternal sexual and reproductive health services
for many.

their role in supporting and coordinating community level
activities in their sub-county, none seemed to understand
why coordination was necessary or how it should be done at
the district level. In response to this and gathering evidence
of delays in fully operationalising the M&E system (see
below), the project Secretariat has made major investments
of time and resources to provide field support to IPs and
clusters to address these shortfalls.

MHP seeks to address all these challenges,
operating primarily at district level but also
increasingly through national advocacy to link
the issues from community to government and
back again. The match between project objectives
and project design was reviewed as part of the
MTR. The fundamental project goal and purpose
remain as valid in late 2012 as they were when the
project was first conceived. As shown in sections
above, the activities employed by the project
are demonstrably relevant and yielding progress
towards project purpose.

By the time of the MTR, a much clearer and more positive
picture was discovered. The sub county and district
coordination system is now widely understood and operating
much more effectively. At District level, Focal Persons meet
each month on a quarterly cycle: month 1, planning; month
2, review; month 3, reporting. Actions at district level
(including approaches to DHT and local government, radio
shows etc.) are increasingly coordinated and/or done jointly
in the cluster groups; it is widely reported that advocacy to
district authorities is more effective when IPs go in pairs or
are accompanied by members of the project Secretariat. In
addition, joint supervision by the Project Officers of cluster
partner IPs is being widely used and is a process greatly
valued by the Project Officers and the Focal Persons.

2.6.2. District clusters and coordination
This project has a relatively complex arrangement
for implementation, involving: MHP Secretariat,
IPs, two types of Focal Person per district (the
Cluster Head who responsible for a sub-county
and for overall coordination in a district, and the
sub county Focal Persons who is responsible only
for a particular sub-county), community resource
persons, other community level activists, district
officials, and health service implementers.

The biggest remaining challenge to the cluster coordination
mechanism appears to be financial. In developing the
original budgets, neither the Secretariat nor the IPs included
sufficient budget to cover the costs of cluster coordination.
The MTR team heard reports of Cluster Heads and Focal
Persons using their own resources to pay for transport
to attend cluster coordination meetings. This is an issue
included in the operational action points in Section 3.

Add to this the fact that implementing partners
are a very diverse group in terms of their focus,
organisational capacity, and internal systems/
procedures and yet they are required to work
with their peers to ensure delivery of MHP in each
project district. In this complex set-up, effective
coordination is one of the keys to success.

2.6.3. Implementation through a network
The TORs for the mid-term review asked ‘Is the method
of working through an NGO network feasible?’ and ‘Is the
method of working through an NGO network giving added
value in relation to added cost and time of management?’
The clear answer to the first question is ‘yes’. MHP is working
and, as has been seen, already delivering some impressive
results. This is not to say that the set up has always been
easy to operate or painless. Decisions about inclusion
or exclusion of partners proved very difficult for some
members of the network and some members of the Project
Steering Committee. Also, it took time and in some cases
painful lessons for one partner (UNHCO) to learn how to
be the Secretariat and provide overall lead to the project,
and for the other partners to learn to be sub-grantees.
To a certain extent, the project partners still experience
challenges arising from the presence of two qualitatively
operating systems, one belonging to VHR (emphasising
democracy and activism but lacking formal structure/
systems), the other belonging to the organisation acting
as project Secretariat, i.e. UNHCO (characterised by formal
organisational management and governance arrangements,
and contractual obligations). Although some degree of
clarity has been gained, it is valuable to continue efforts to
clarify the relationships and distinctions between MHP (the
project), VHR (the network), and UNHCO (the Secretariat).

Clearly great progress has been made in six months
prior to the mid-term review. In May 2012, the
RFSU management support consultant had made
some field visits and in those sites had found that
although focal persons seemed to understand

Clearly great progress has been
made in six months prior to the midterm review. In May 2012, the RFSU
management support consultant
had made some field visits and
in those sites had found that
although focal persons seemed to
understand their role in supporting
and coordinating community
level activities in their sub-county,
none seemed to understand why
coordination was necessary or how it
should be done at the district level

The second question from the MTR TORs is much more
difficult to answer. It is hard to quantify both sides, i.e. the
‘added value of working through an NGO network’ and the
‘added cost and time of management’. Clearly the project set
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up includes some duplication of roles and cost inefficiencies.
More than one IP working in a district implies additional
travel and additional time so that two or sometimes three
Project Officers can plan and coordinate. However, these
partnerships are proving valuable in terms of building
capacity and horizontal learning (reference to Result 4) and
it is argued that approaches made to district authorities are
more successful when made in pairs or groups, rather than
as individual organisations. The same is also said in terms
of national advocacy – that the consortium of MHP partners
working together has a larger voice and greater impact on
duty bearers. In addition, it is unclear whether any one of the
current MHP partners could have delivered better project
results working on their own than achieved through the
current partnership.

•

Timeliness and quality assurance, i.e. whether IP
Project Officers are following up and ensuring the
completeness and quality of data before sending
their reports to the Secretariat

•

Obscuring the ‘MHP effect’, i.e. the HMIS data at
present focuses on ‘whole district data’, but this
macro level data obscures the signs of changes that
may be achieved at the lower levels – the specific
sub-counties – where the project is working

•

Further revisions needed – it is not always clear
which government HMIS data will and will not be
available. The review of the M&E framework in May
assumed that certain maternal health coverage
figures3 could be extracted annually from HMIS
at the end of the government financial year, thus
available for collation by the MHP M&E officer in
August. Unfortunately, in practice it appears that
not all districts calculate these data routinely.
Emphasis will now be shifted to ensure a full data
set is collected at project endline

•

Qualitative data collection, i.e. the project needs
to improve the systems and skills for collecting
qualitative data from the field, and the Secretariat
needs to improve its system for storing and
analysing the qualitative data it receives

•

Hands on / hands off – over the course of 2012
the Secretariat has played a very hands on role
in terms of driving the M&E process. This has
yielded positive results but there have been
opportunity costs. In the project’s remaining year,
the Secretariat M&E function needs to shift from
a focus on field support to a more strategic role
in terms of managing, analysing and interpreting
M&E, including statistical analysis and small scale
studies to clarify specific MHP impact.

2.6.4. M&E
The project conducted an impressive baseline study, which
has been published in a separate document. The project’s
routine M&E framework, however, took a relatively long
time to be developed and operationalised. Work on the
framework began during the inception period but the
original framework was over-ambitious and unworkable.
In May 2012 the framework was reviewed and simplified,
reducing the M&E work load for staff and volunteers at
district/community level as well as the Secretariat. The result
was a system of three distinct components:
•

‘Activity’ data – basically counting numbers of
events and numbers of attendances at events - to
be collected routinely by implementation teams
(coloured yellow in the project’s M&E framework
document)

•

‘Health’ data – information of service utilisation or
in some cases service impact – derived from the
government’s HMIS (coloured blue in the project’s
M&E framework document)

•

‘Research’ data –assessing knowledge and
preferences among the project’s target populations
- gathered through field research studies
commissioned by the project but only conducted
at baseline and endline (coloured green in the
project’s M&E framework document).

One innovation that has already started to help address
some of these issues is the Quarterly Meeting. In these
meetings, Project Officers meet to share their reports, open
them to the scrutiny of their peers, and look to share and
gather lessons and best practices. The Secretariat has done
well to ensure frequent opportunities for IP staff to meet
each other, discuss achievements and challenges, share
ideas and plan.

In May 2012, the Secretariat also started a period of intense
training and mentoring to those involved in operationalising
the M&E system. This process of capacity-building and
clarification focused on all levels, including IP Project
Officers, Focal Persons, and resource persons.

2.6.5. Project financial issues
Across the project, the system of disbursements and financial
reporting is reported to be working well overall. The Kisaka
process is acknowledged to have put the project on a firm
footing at the beginning, though it created considerable
work for some parties.

The mid-term review provided the project its first
opportunity to collate and analyse the complete data set
of routine M&E. This involved collecting data for 19 sub
counties and 8 districts covering community activities and
HMIS information.

3 Indicator 2.3 (% of pregnant women attending the 4th ANC visit),
Indicator 2.4 (% of women who deliver under skilled supervision and
in health facilities), Indicator 2.5 (Proportion of women who attend
postnatal services)

The verdict of the MTR is that the operationalisation of the
M&E system has been largely successful, though there are
some ongoing challenges that include:
•

Concerns over data quality, i.e. whether
implementers are collecting and cleaning data
appropriately
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Absorption of funds has not, so far, been an issue; budget execution is basically on track. As shown in the final column of the
table overleaf, by the end of September 2012 budget execution was over 90% for all partners. Overall, budget execution for
the first half of the project was 93%; 53% of total project budget had been expended.
The only comment to make on project finance is that the budget is clearly very tight. This means that any additional activities
or additional expenditure to existing activities (e.g. improving financial support for cluster or project coordination) will have
to be funded from reallocation within existing budgets.

Budget for 1/11
to 12/13 (total
project)

Budget for 1/11
to 9/12
(to MTR)

Amount spent
by MTR

Execution of
total project
budget

Execution
of budget to
MTR

1,803,063,160

1,062,497,676

986,536,651

54.71%

92.85%

AGHA

300,000,000

162,983,084

159,338,745

53.11%

97.76%

ESAU

250,000,000

151,212,850

129,204,078

51.68%

85.45%

HAG

350,000,000

229,117,777

209,229,477

59.78%

91.32%

JFSC

100,000,000

46,455,000

42,887,700

42.89%

92.32%

MHU

250,000,000

135,068,850

129,176,750

51.67%

95.64%

RHU

530,000,000

305,757,055

283,483,736

53.49%

92.72%

SAU

100,000,000

48,436,654

47,394,097

47.39%

97.85%

THETA

450,000,000

198,917,968

183,940,711

40.88%

92.47%

UNHCO (as IP)

530,000,000

290,850,200

279,919,160

52.81%

96.24%

UNHCO (as IP )

379,481,283

227,843,400

219,248,300

57.78%

96.23%

5,042,544,443

2,859,140,514

2,670,359,405

52.96%

93.40%

MHP Secretariat

1

TOTALS

2.6.6. Relationships with government stakeholders
At the district level, MHP implementation teams have forged many good relationships with government structures and
individual officials. This is the result of diverse factors, including the perceived value of the project in achieving positive
health outcomes for local populations, gratitude for the increased benefit derived from more active VHTs and HUMCs,
inviting district officials to participate in training events,
dialogue with community, demands from the community
members, and active efforts by focal persons and Project
Officers (supported when necessary by Secretariat staff) to
build and maintain relationships.
At national level, relationships between the project and
government structures/officials are less frequent but
potentially of strategic importance. Some contacts are
regular, e.g. UNHCO is a member of the MoH maternal
and child health cluster and the Supervision, Monitoring,
Evaluation and Research Technical Working Group, the
Quality Improvement Working Group, Health Insurance,
Private Public Partnership in Health Working Group and
the Health Policy Advisory Committee in which Ministry
of Health and partners meet monthly. Other contacts
are ad hoc, determined by the plans for specific events or
campaigns. For example, MHP Secretariat was part of the
team developing the Ministry of Health manual for Health,
Gender and Human rights.

•

Improving documentation and evidence to
support advocacy; increasingly using quantitative
and qualitative data from the project as ‘fuel’ for
advocacy

•

Identifying specific individuals and institutions in
government that need to be reached , and actively
cultivating those relationships

•

Achieving a better balance in project
implementation, with greater emphasis by the
Secretariat to the national level and – where
possible - less emphasis on direct support to IPs
and support to local level implementation in the
field.

Absorption of funds has not, so far,
been an issue; budget execution is
basically on track. As shown in the
final column of the table overleaf, by
the end of September 2012 budget
execution was over 90% for all
partners. Overall, budget execution
for the first half of the project was
93%; 53% of total project budget had
been expended.

As the project’s advocacy work develops, there is need
for clarity on priority issues and priority targets. In light
of the commitment to upscale advocacy, especially at the
national level, there is need to revisit the project’s advocacy
strategy and, where necessary, revise and update it. Among
ways of improving relationships with national government
stakeholders, MHP will prioritise:
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3. Conclusion And Action Points
3.1. Conclusion

3.2. Strategic action points

This mid-term review has been conducted by a wide
team of project stakeholders. It suggests that overall
the project is working reasonably well and staying
within budget. There are clear signs that MHP inputs
are generating outputs that contribute to project
purpose (i.e. ‘To improve demand and utilisation of
maternal sexual and reproductive health services
at community level through the rights-based
approach’). Given the progress made, it also seems
highly likely that MHP is already contributing to
achievement at the goal level (i.e. ‘Reduce maternal
mortality in Uganda’). This valuable contribution
is already understood by many important
stakeholders, particularly at district level where the
effects are clearest, but also to a growing extent at
national level.

Strategic action points are the actions that require priority
attention by the Secretariat and IPs to strategically shift or
improve project performance or project results. In light of
the MTR findings, four strategic action points are identified.
1.	Project future—with one year left of the current
Swedish funding, the project needs to swiftly
address the issue of continuation or exit. There is
consensus among IPs and also strong support from
the field (among implementers and DHTs, HUMCs,
health centre staff and VHTs) that the project is
valuable and should try to extend. Therefore, in
the first instance the MHP Secretariat will discuss
the options for the future with its current donor.
If a positive response is obtained, a detailed plan
will be developed for development of the relevant
proposals/budgets. If a negative response is
obtained, MHP will decide whether to approach
other potential funders or plan for project exit.

The project has made significant development and
matured considerably over the last 6 months. Project
management capacity – among the IPs and the
Secretariat – has grown, and a number of valuable
systems and institutions have been developed and
operationalised, such as M&E, cluster coordination,
the Quarterly Meetings, etc.

2.	Advocacy—MHP is committed to strengthening
advocacy at all levels of the project. This is designed
to improve MHP impact and sustainability. The
main focus of project advocacy will be maternal
health rights and the supply of maternal health
services, funding and personnel. To be successful,
the project will strengthen national level advocacy
and key strategic partnerships/alliances, local level
advocacy with district authorities, and increase the
use of MHP information and evidence to strengthen
advocacy (see draft action plan in Annex 7). There
will also be an adjustment to the project log frame
and M&E to ensure recognition of the increased
emphasis on advocacy.

Even with this positive conclusion, there is still
clear room for improvement. Building on lessons
that are being learnt, and in light of the challenges
being faced, a number of action points have been
identified. These action points are divided into
two categories: strategic and operational. All are
intended to be statements of commitment by the
project (not ‘recommendations’), since the MTR was
conducted by a team from within the project. Given
this, all action points are intended to be realistic and
achievable in the one remaining year of the project.
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3.	Variations—as an urgent priority, MHP
partners need to analyse and understand
why there are such significant variations
in the activity results achieved in different
sub counties and by different IPs. This is
a potentially sensitive topic that requires
careful handling by the Secretariat and
partners; however the degree of variation is
such that it cannot be ignored. It is important
for the Secretariat during re-planning; to
lead IPs through a self-reflection exercise to
identify the potential causes of the variations
and factor corrective actions into the final
project year plan. The M&E Officer should
subsequently analyse routine M&E data on a
quarterly basis to monitor the improvements
and stimulate action

e)

Qualitative data collection – steps required to
improve the systems and skills for documenting
qualitative data from the field, and the Secretariat
needs to improve its system for storing and
analysing the qualitative data it receives

f)

Secretariat M&E Officer to reduce field support and
pursue more strategic role in terms of managing,
analysing and interpreting M&E, including statistical
analysis and small scale studies to clarify specific
MHP impact.

g) Negotiate with RFSU and Swedish Embassy to
ensure RFSU support for 2013 to include SRHR
training (gender based violence, male involvement,
and the rights-based approach), advocacy support,
and management support.
h) All Project Officers and Focal Persons to ensure
HUMCs understand how to take up issues with
district level authorities

4. Strategic partnerships—although MHP and
VHR have formed some strategic partnerships
at national level for their policy and advocacy
work at district level the project tends to work
in isolation from other initiatives. This is a lost
opportunity. Potential linkages that merit
exploration include PMTCT and child health
programmes, family planning (including the
UNFPA work also funded by the Swedish
Embassy), bed net distribution projects, and
women’s empowerment groups. By forging
strategic partnerships and tapping synergies,
the project should be able to simultaneously
improve MHP impact and sustainability.
MHP will start to address all of these strategic action
points in the first quarter of 2013.

i)

Modify suggestion boxes to make them generic
and unattributed (i.e. not MHP, not naming IPs or
the donor)

j)

Renewed commitment by Project Officers and IP
management to timeliness and quality assurance
of project M&E data, including quality assurance in
the field before data submitted to Secretariat

k)

Ensure opportunities for greater horizontal learning
between IPs as a capacity building strategy
(Secretariat to raise this when Executive Directors
of IPs next meet)

l)

Continue to take steps to clarify the distinction and
overlap between MHP, VHR, UNHCO, and specific
campaigns by other coalitions and actors.

3.3. Operational action points
In addition to the strategic action points, a range of
operational action points were identified by IPs and
the Secretariat as part of the MTR process. These will
be further discussed and relevant actions planned with
partners after the MTR is completed.
a)

Revise log frame and M&E framework to
address a) renewed emphasis on advocacy,
and b) district level data issue (i.e. district level
data obscuring the ‘MHP effect’ at sub-county
level)

The project has made significant
development and matured
considerably over the last 6
months. Project management
capacity – among the IPs and
the Secretariat – has grown, and
a number of valuable systems
and institutions have been
developed and operationalised,
such as M&E, cluster
coordination, the Quarterly
Meetings, etc.

b) In developing 2013 work plans and budgets
pay heed to MTR findings: assume project
continuation (at this stage), maintain portfolio
of activities, scale up activities in sub counties
showing low activity levels, explore whether
focal person transport budgets can be
increased to assist district coordination, scaleup national level advocacy
c)

Review project core principles and ensure
alignment with national strategies/definitions

d) Use small studies of specific communities
or health facilities to explore and illustrate
project results and provide fuel for advocacy
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ANNEX 1: MHP IMPLEMENTATION CLUSTERS

Districts

Oyam

Nwoya

Mityana

Mubende

Sheema

Hoima
Mayuge

Soroti
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Sub County

Implementing Partners / Cluster
Members

Minakulu

THETA

Aber

HAG

Acaba

UNHCO

Koch goma

HAG

Alero

AGHA

Maanyi

MHU

Ssekanyonyi

RHU

Kiganda

UNHCO

Nalutuntu

SAU and UNHCO

Myanzi

UNHCO

Shuuku

ESAU

Kitagata

UNHCO

Kigarama

RHU

Kabwoya

UNHCO

Kiziranfumbi

THETA

Baitambogwe

JFSCU and RHU

Arapai

AGHA

Tubur

ESAU

Kamuda

MHU
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Assumptions
Government continues to allow MSRH advocacy
organizations to operate
Local service providers support feedback and
redress mechanisms

Performance questions
In what ways has MSRH information and dialogue
improved at community level due to MHP?
Are communities better able to demand for the
MSRH services they require?

Assumptions
Initiative supported by relevant authorities and
key partners (districts and other players in the
health sector)
Local service providers are able to meet increased
demand for MSRH services

Performance questions
Are communities better able to hold service
providers and political leaders accountable for
MSRH services?
Are effective mechanisms for feedback and
redress in place?

Performance questions
To what extent has access to MSRH services
increased, why, and with what impact?
To what extent has service utilization increased,
why, and with what impact?
Has the quality of MSRH services increased, why,
and with what impact?

Objectives:
1.1: Increase knowledge and awareness about
MSRH and rights in target communities
1.2: Increase capacity of individuals and groups
in target communities to demand for their MSRH
rights
1.3 Increase knowledge and awareness about MSRH
and rights among general public

Assumptions
Communities/groups willing and able to increase
their knowledge on MSRHR
Communities/groups willing to openly demand
MSRH rights
Service providers and duty bearers understand
MSRH rights

Objectives:
4.1: Increase MSRH capacity of IPs and
Secretariat
4.2: Increase advocacy capacity of IPs
and Secretariat
4.3: Increase organisational capacity of
UNHCO as the manager of the MHP and
VHR secretariat
4.4: Increase organisational capacity of
IPs through partnership, mentoring, and
horizontal learning

Objectives:
3.1: Increase capacity of individuals and groups in
target communities to monitor delivery of MSRH
services
3.2: Increase capacity of individuals and groups
in target communities to hold key duty bearers
accountable for delivery of MSRH services
3.3: Ensure feedback and redress mechanisms in
place and effective
3.4 Hold national duty bearers accountable for
maternal health policy, funding, and service delivery

Objectives:
2.1: Increase access to quality MSRH services in
target communities
2.2: Increase utilization of MSRH services in target
communities
2.3 Increase access and utilization through
advocacy in target communities
2.4 Increase access and utilization through
advocacy at national level

Assumptions
Key staff of IPs and Secretariat do not
leave IPs and Secretariat willing and able
to increase their knowledge on MSRHR
UNHCO role accepted by IPs and VHR
UNHCO willing and able to increase
organisational capacity and leadership

Performance questions
Do IPs and Secretariat have the technical
knowledge and capacity to implement
MHP (i.e. MSRHR and advocacy,
organisational capacity)?
Are there signs of improvement in
UNHCO organisational capacity?

Implementing partners and Secretariat
have institutional capacity to effectively
implement the MHP

Key duty bearers held accountable for delivery of
MSRH services in target areas

Good access to and high utilization of MSRH services
in target communities

RESULT 4: CAPACITY

Target communities aware of their rights and
demand quality MSRH services

RESULT 3: ACCOUNTABILITY

RESULT 2: MSRH SERVICES

Overall assumptions
Peace and stability in the relevant parts of the country. Conducive policy environment continues; Government undertakes major investments to improve
the efficiency of the health sector. Government allows MSRH advocacy organizations to operate freely. Initiative supported by relevant authorities and key
partners (districts and other players in the health sector). Implementing partners2 have capacity to effectively plan, budget and implement; UNHCO has
capacity to manage and lead MHP

RESULT 1: AWARENESS AND DEMAND

Overall performance questions
• Has maternal mortality been reduced?
• What, if any, has been the contribution
of the MHP?

GOAL: TO REDUCE MATERNAL MORTALITY IN UGANDA

ANNEX 2: MHP LOG FRAME (INCLUDING PROPOSED REVISIONS)

Accept changes
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ANNEX 3: MTR TERMS OF REFERENCE
Introduction

T

•

he Maternal Health Project (MHP) is supported
by Sweden and implemented by 9 NGOs in
the network Voices for Health Rights. UNHCO
(Ugandan National Health Consumers Organization)
has been chosen as the designated coordinating
lead agency of the project. Technical and managerial
support to the project is provided by the Swedish
NGO RFSU. Total Swedish contribution amounts to 18
Million SEK. The timeframe for the project is 2010-2013.
The results framework is as follows:

•
•
•

In conducting the MTR, attention will be paid to the project’s
performance questions:

PROJECT GOAL: Reduce maternal mortality in
Uganda

•

PURPOSE: To improve demand and utilisation
of maternal sexual and reproductive health
services at community level through the
rights-based approach
RESULT 1: AWARENESS AND DEMAND: Target
communities aware of their rights and
demand quality MSRH services.

•

RESULT 2: MSRH SERVICES: Good access to
and high utilization of MSRH services in target
communities.
RESULT 3: ACCOUNTABILITY: Key duty bearers
held accountable for delivery of MSRH
services in target areas.

•

RESULT 4: VHR CAPACITY: VHR has institutional
capacity to effectively implement the MHP.

Mid-term review purpose and objectives

•

The project’s mid-term review focuses on the period
from January 2011 to end of September 2012. The MTR
process is scheduled to take place before the end of
2012 with most of the work taking place in November.
A detailed Gantt chart is being developed to guide the
MTR process (see end of this document for the latest
version).

•

The objectives for the MTR are as follows:

•

•

To assess overall project progress against
plans and budgets
To assess whether the results being achieved
are likely to contribute towards achieving the
project goal or not
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Result 1 performance questions:
o In what ways has MSRH information and
dialogue improved at community level
due to MHP?
o Are communities better able to demand
for the MSRH services they require?
Result 2 performance questions:
o To what extent has access to MSRH services
increased, why, and with what impact?
o To what extent has service utilization
increased, why, and with what impact?
o Has the quality of MSRH services increased,
why, and with what impact?
Result 3 performance questions:
o Are communities better able to hold
service providers and political leaders
accountable for MSRH services?
o Are effective mechanisms for feedback
and redress in place?
Result 4 performance questions:
o Do VHR members have the technical
knowledge and capacity to implement
MHP (i.e. MSRHR and advocacy,
organisational capacity)?
o Are there signs of improvement in UNHCO
organisational capacity?

Also, the following issues will be considered in the analysis:

The purpose of the MTR is to summarise and review
obtained results in relation to the project objectives
and the result framework, analyse any deviation and
make recommendations regarding needs to refocus
the project for the remainder of the agreement period.
•

To review project management and implementation
at national and district levels
To identify challenges, success stories and lessons
learned
To check that MHP remains supported by
stakeholders and in line with national and district
plans and priorities
To identify specific ways to improve MHP
performance and results.

•
30

Relevance: What is the relevance of the project in
the current setting? Does the analysis made during
the project formulation still stand? How are the
issues of the rights/poverty perspective and gender
taken into account in practice?
Effectiveness and cost efficiency: How well is the
project partnership functioning? To what extent are
projects activities being coordinated at district and
national levels? Is the method of working through
an NGO network giving added value in relation to
added cost and time of management?
Feasibility: Is the method of working through
an NGO network feasible? Is the district cluster

•

•

•
•

coordination mechanism working?
Sustainability: How are funds being absorbed?
How sustainable are project results? Should the
project aim for phase out, continuation (e.g. no cost
extension), or a new phase after the three years
agreement? Has the project looked into seeking
other sources of funding? How are synergies with
other projects being pursued?
Risks and Risk Management: Have the main risks
identified at the start of the project materialised
and if so how have they been mitigated? Other
unforeseen risks that have come up and how do
these impact on the project?
M&E: Review of how this has developed, problems
identified and solutions?
Support: How effective has RFSU support to the
project been? Has it been targeted on priority
areas? Has the level of support (volume and
technical level) been appropriate?

from project implementers at all levels as well as relevant
external stakeholders. This is designed to validate
their experiences, build capacity, and increase project
ownership. Triangulation between different types of data
and viewpoints will help to ensure the validity of findings.
Activities undertaken for the MTR are grouped under five
main headings:
•
•
•
•
•

As noted above, a detailed Gantt chart is being used to
guide participants through the activities involved under
each heading.
A range of data collection activities will be used:
•

Team

•

The MTR process will involve many stakeholders in different
ways. Overall the process will be led by the MHP M&E Officer,
Moses Mukuru, and RFSU consultant, Tim Lee (overall lead).
Field work will be conducted by a wider team comprising
Moses and Tim, Malin Krook from the Swedish Embassy and
up to three colleagues from MHP Implementing Partners
(visiting sub-counties where their organisation is not
working). A half day mini-workshop reviewing advocacy
will be led by Moses Mukuru with support from consultant
Leonard Okello. Interviews with national level stakeholders
will be conducted by staff from the MHP secretariat
partnered by IP colleagues.

•

•

•

•

Collection, collation and analysis of routine M&E
data and routine financial data
Participatory assessment / self-assessment by the
MHP Secretariat, Implementing Partners and other
key stakeholders (e.g. Swedish Embassy and RFSU),
including:
o Partner workshop (to assess progress,
identify challenges and lessons, clarify
issues for exploration in the field)
o Field visits to sub-counties
o Results workshop (to discuss findings and
action points)
Stakeholder interviews at national and district
levels.

Detailed guidance for these activities, and tools to be used,
are under development.

This approach emphasises wide involvement in the process
of people who already have an understanding of and
attachment to the project. This strategy is for a variety of
reasons, including:
•

Preparation and planning
Data collection
Analysis
Report
Dissemination

Fieldwork for the MTR will involve team members visiting
the following districts and sub-counties:
•
•
•
•
•

The MTR team is already familiar with the project
implementation and some of the emerging
issues (successes and challenges) that require
further exploration (in a relatively short period of
involvement, there would have been a danger that
an external consultant might not have had time to
understand the workings of the project)
If successful, the MTR process is part of a wider
capacity building process for MHP and VHR, in this
case building review/evaluation experience and
familiarity with self-assessment approaches
The composition of the team undertaking the
review should ensure/increase ownership of the
process and the findings, hence increasing the
likelihood that findings will be implemented
Quality control in the process can be provided by
the involvement of Swedish Embassy staff and
consultants from RFSU who have been working to
provide long-term management support (a role
emphasize close understanding of the project and
critical analysis in search of project improvement).

Oyam – Minakulu (THETA)
Nwoya – Koch goma (HAG)
Mubende – Kiganda (UNHCO)
Mubende – Nalutuntu (UNHCO, SAU)
Sheema – Kigarama (RHU)

This sample was selected after considering the following
factors:
•
•

•
•
•
•

Diverse geographical and cultural contexts
Different ways of working, e.g. sub-county in which
only one implementing partner works, and subcounty where two implementing partners work
together
Variations in project implementation performance
of the different sub-counties
Mixture of ‘maternal health specialist’ and ‘nonmaternal health specialist’ partners
The need for MTR fieldwork teams to be able to
visit sub-counties that illustrate different levels of
performance
Travel times (given the short period for fieldwork).

Data will be collected and collated by the individuals
involved in each activity, then discussed as a group during a
‘results workshop’. This workshop and the process of drafting

MTR Activities
In undertaking the MTR, the emphasis will be on a
participatory approach, encouraging inputs and insights
31

Report of MHP Mid-Term Review

and finalising the report will provide MHP partners with the
opportunity to explore, identify, and own the findings of the
review and the recommendations that emerge from it.
Outputs
The expected outputs of the MTR are as follows:
•

•

•

MTR report (@25 pages excluding annexes)
for project staff, IPs and the Swedish Embassy.
Proposed contents as follows:
o Introduction
o Project performance (including portfolio
of activities, M&E data, progress on
performance questions)
o Project management (including: capacity
and performance, finance, stakeholder
relations, ownership, RFSU support)
o Action points/recommendations.
Information from the review will guide decisionmaking for the future of the project; proposed
changes for MHP implementation will be
incorporated into 2013 plans and budgets.
Information from the review will feed into end of
project evaluation.

Budget
Funds to cover the MTR are drawn from three main sources:
•

•
•

The MHP project budget, held by UNHCO, contains
provision of UGX 90million for the mid-term review.
A detailed activity budget will be developed as
planning progresses.
The RFSU contract with InDevelop to provide
support to MHP contains resources to cover RFSU’s
participation
The Swedish Embassy will cover costs of their staff’s
involvement in the MTR process.

Reference material
•

•
•
•
•
•
•
•

Project proposal on “Improving Maternal, Sexual
and Reproductive Health through the Rights-Based
Approach among Rural Communities in Uganda
(MHP)” by VHR, dated 12 November 2010.
Addendum to project agreement (covering
inception period)
Agreement between Sida and UNHCO.
The
VHR
members’
individual
project
implementation plans and budgets for MHP.
MHP progress reports
Minutes from Project Steering Committee meetings
Monitoring and Evaluation framework
RFSU trip reports
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29/10

5/11

12/11

22

Results workshop - discuss/agree findings

E: Dissemination (TBD)

Finalize report

Review of first draft

First draft of report

D: Report

21

20

19/11

Preparation for results workshop

Analysis of data

C: Analysis

14-

22/10

Field work at district/sub-county level

15/10

13

8/10

MTR workshop for IPs and Secretariat

1/10

9

24/9

Mini-workshop assessing advocacy

17/9

8

10/9

2012

Review of RFSU support (MHP<>Swedish Embassy)

Secretariat interviews with individual IPs

Interviews with national stakeholders

Collate financial data (by 26 October)

Collate routine M&E data (by 26 October)

B: Data collection

Develop detailed field visit programme

Explain process to IPs & stakeholders

Develop tools

Preparation and monitoring of MTR budget

Develop TORs, team, roles, report, sample

A :Preparation and Planning

3/9

ANNEX 4: MHP MTR GANTT CHART
26/11

3/12

10/12

17/12

ANNEX 5: FIELD TRIPS AND RESPONDENTS
Field trips schedule
Team 1
Derick Kizza, Malin Krook,
Moses Mukuru

Team 2
Allen Kuteesa, Sylveria Alwoch,
Tim Lee

15/11

Meetings with Koch goma
focal person, VHTs, community
members, HUMC, health
workers, Nwoya DHT

Meetings with Myanzi focal
person, VHTs, community
members, HUMC, health
workers. Meetings with
Nalutuntu focal person, VHTs

16/11

Meetings with Minakulu focal
person, VHTs, community
members, HUMC, health
workers (Minakulu HC III & II;
Acime HC II), Oyam DHT

Meetings with Kiganda focal
person, VHTs, community
members, HUMC, health
workers (Kiganda HC IV and
Musozi HC II), Mubende DHT

Team 3
Moses Mukuru, Tim Lee

Meetings with Kigarama focal
person, VHTs, community
members, HUMC, health
workers, Sheema DHT

19/11

National stakeholder respondents
•

MPs on social services committee of parliament—Hon. Bitekyerezo, Hon. Nemabidde Sylvia

•

MoH/MCH Cluster—Dr. Martin Sendiyona, Dr. Mariam Ssentongo, Dr. Sarah Byakika

•

Maternal health coalition/Petition 16—Patrick Aliganyira, Balam Namanya

•

Health policy advisory committee—Dr. Lydia Mungerera.

Implementing Partner interviews
•

AGHA—Denis Odwe, Claire Mugisha, Ariya Kamya

•

ESAU—Mugarura Augustine, Dickson Ndyahika and Justine Engole

•

HAG—Allen Kuteesa and Faridah Nanyonjo

•

JFSCU—Nancy Okecha and Rita Ssebunya

•

MHU—Derick Kizza and Julius Kayiira

•

RHU—Doreen Kansiime, Jackson Kyekweko and Dr. Peter Ibembe

•

SAU—Ruth Mikiibi Ssempa and Edward Sentamu

•

THETA—Dr. Joseph Baguma and Kwizera Christopher

•

UNHCO—Moses Kirigwajjo, Mable Kukunda and Robinah Kaitiritimba

Swedish Embassy interviews
•

Malin Krook

MHP Secretariat interviews
•

Sylveria Alwoch, Adiah Nantege, Moses Mukuru & Robinah Kaitiritimba
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ANNEX 6: ROUTINE M&E DATA
Data table
MHP M&E data falls into three main categories:
B/E
A
HMIS

= data collected only at project Baseline and Endline.
= Activity data collected by project implementers
= data derived from government Health Management Information System data sets

The table below identifies the data category for each project indicator. Any proposed changes are highlighted by red italic
font.
For activity data, the table also includes the total recorded by the time of MTR.
The next section then presents HMIS data.
Baseline data was presented in a separate report published by the MHP Secretariat.

Target or indicator

Category

Indicator G1: Maternal mortality ratio (per 100,000 live births)

Total

B/E

Indicator R1.1: Number of community sensitisation meetings held to
disseminate MSRHR information

A

2,594

Indicator R1.2: Attendances at community sensitisation meetings (groups)

A

80,942

Indicator R1.3: Attendances for individual information and dialogue with
MHP community resource persons (individuals)

A

41,481

Indicator R1.4: % of the target population who know where MSRH services
are provided

B/E

Indicator R1.5: % of the target population with knowledge of at least 3
danger signs in pregnancy and child birth.

B/E

Indicator R1.6: % of target community members who know their MSRH
rights

B/E

Indicator R1.7: Signs of positive change in key audiences’ at national and
district levels in support of actions geared towards improving maternal
health.

A

Indicator R1.8: % of target population who feel it is necessary to be
supervised by a skilled health worker during Pregnancy

Qualitative

B/E

Indicator R2.1: Number of outreaches conducted

A

199

Indicator R2.2: Number of health facilities supported to conduct MSRH
service and information outreaches

A

35

Indicator R2.3: % of pregnant women attending the 4th ANC visit.

35

B/E
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Target or indicator

Category

Indicator R2.4: % of women who deliver under skilled supervision and in
health facilities

B/E

Indicator R2.5: Proportion of women who attend postnatal services

B/E

Total

Indicator R2.6: Number of new ANC attendances.

HMIS

See HMIS

Indicator R2.7: Number of pregnant women attending the 4th ANC visit.

HMIS

See HMIS

Indicator R2.8: Number of women attending Postnatal visits

HMIS

See HMIS

Indicator R2.9: Number of women who deliver in health units

HMIS

See HMIS

Indicator R2.10: Number of new family planning users

HMIS

See HMIS

Indicator R2.11: Maternal deaths

HMIS

See HMIS

Indicator R2.12: Number of deliveries in HIV positive women who swallowed
ARVs

HMIS

See HMIS

Indicator R2.13: % of the target population satisfied with the MSRH services
provided by the health facilities

B/E

Indicator R2.14: Health workers know MSRH rights

B/E

Indicator R2.15: Perceptions of target community members on the Maternal
health services provided by the service providers

B/E

Indicator R3.1: Number of health unit management committees sitting at
least 4 times a year.

A

313

Indicator R3.2: Signs of positive change at district level with actions that
respond to maternal health needs of communities

A

Qualitative

A

Qualitative

A

40

Indicator R3.3: Signs of positive changes at national level (MoH,
Parliament and general political leadership) in response to maternal health
improvements proposed by the MHP partners.
Indicator R3.4: Number of health facilities (Health Centre 3 or 4) with at least
one functional feedback/redress mechanism in place (i.e. Complaint desks,
suggestion boxes, disciplinary committees, meetings etc).
Indicator R3.5: Patients know about the existence of the redress
mechanisms.

B/E

Indicator R4.1: Number of MHP partners who score above 3 in the capacity
assessment areas.

B/E

Report of MHP Mid-Term Review

36

37

Report of MHP Mid-Term Review

539

35

385

30

22373

6883

5437

10847

43467

2010/11

526

24

26242

8319

2925

8452

32806

2011/12

Mubende

554

25

1115

7637

2415

3784

14257

2010/11

403

16

2756

7845

1125

3903

13159

2011/12

Mityana

See section 2.6.4 for explanation of gaps in indicators G1, 2.3, 2.4, 2.5

511

Indicator R2.12: Number of
deliveries in HIV positive
women who swallowed
ARVs

4

27

Indicator R2.11: Maternal
deaths

11650

9842

13749

14688

4323

1190

6642

28001

6349

25393

2011/12

Hoima

2010/11

Indicator R2.10: Number of
new family planning users

Indicator R2.7: Number of
pregnant women attending
the 4th ANC visit.
Indicator R2.8: Number of
women attending Postnatal
visits
Indicator R2.9: Number
of women who deliver in
health units

Indicator R2.6: Number of
new ANC attendances.

Indicator G1: Maternal
mortality ratio (per 100,000
live births)
Indicator R2.3: % of
pregnant women attending
the 4th ANC visit.
Indicator R2.4: % of women
who deliver under skilled
supervision and in health
facilities
Indicator R2.5: Proportion
of women who attend
postnatal services

HMIS data4

302

4

10023

4232

1483

4957

19106

2010/11

363

4

9853

4709

1166

4805

9313

2011/12

Sheema

136

1

2035

1627

379

953

4262

2010/11

135

2

2954

2073

271

1498

4128

2011/12

Nwoya

407

14

2743

4653

4899

3642

10418

2010/11

355

10

7746

7504

3930

5570

15710

2011/12

Oyam

175

31

7447

6160

6867

5331

21325

2010/11

195

16

11229

7655

10740

5115

25354

2011/12

Mayuge

117

21

4053

6425

5654

958

13172

2010/11

661

28

3894

12432

4318

5885

20485

2011/12

Soroti

ANNEX 7: ADVOCACY
This annex contains details of:
•

Parliamentary resolutions

•

Advocacy self-assessment scores by implementing partners

•

Draft advocacy plan.

Parliamentary Resolutions
Parliamentary resolutions on the maternal health motion moved by Hon. Nambooze on 29th November 2011:

Resolution 1. That Parliament urges government to carry out maternal deaths audits annually, to establish the
causes and publish its findings.

Resolution 3. That government undertakes to reform the midwifery training curriculum by enhancing the duration
of training in maternal and child health modules.
Resolution 4. That Government re-centralises the recruitment of medical personnel and addresses the critical
shortage of medical professionals particularly, through recruitment of more 2,000 well trained, motivated and
equitably deployed midwives, in order to reverse the current rate of deaths resulting from preventable maternal
related causes.
Resolution 5. That Government empowers the community and enhance their capacity to get involved in the fight
against maternal and infant mortality by requiring that all local council 1s in the country do maintain a register of
pregnant women in the village, indicating the outcome of the pregnancy, and make returns to the sub-county
quarterly which in turn should compile half-yearly reports to be transmitted to the District.
Resolution 6. That Government compiles and tables to Parliament annual reports on the status of maternal health
in the country with a full National maternal mortality audit report and that Parliament. Shall dedicate a particular
day to debate this report and propose the way forward.
Resolution 7. That Government provides free HIV testing services and free ARVs for every HIV positive woman in the
reproductive age, as a strategy to secure an AIDS free generation and also does scale up the accessibility to family
planning services throughout the country.
Resolution 8. Government convenes a national convention for the dominant voices to reconcile their stand on
family planning with a view of harmonizing family planning messages.
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Score at mid-term

Score at inception

your organization possess people with the
personality and communication skills to
influence others?

c) (Charisma and communication skills) Does

Score at mid-term

Score at inception

organization have the relevant technical
knowledge in to undertake this project?

b) (Technical knowledge) Does your

Score at mid-term

Score at inception

advocacy activities to influence those in
power to change conditions or policies
that form barriers to your work in M&SRH?

a) (Strategic approach) Do you carry out

(ISSUE) QUESTION

Staffa and volunteers
lack confidence and/or
communication skills

AGHA, THETA

A few people know basic
facts about maternal, sexual
and reproductive health
(M&SRH), but knowledge is
not widespread

SAU

Little or no targeted
advocacy work done in the
past

1

AGHA (2+3), ESAU,

Some people at the
organization able to reach
and influence local decisionmakers

SAU

Staff and volunteers hold the
knowledge and skills needed
for their tasks

Have only mobilized
general public for support
or awareness raising, but
nothing targeted at key
people or institutions in
power

MHU, AGHA, UNHCO, RHU, ESAU

MHU, SAU, THETA

AGHA (2+3), HAG, JFSC, RHU,
UNHCO
HAG, THETA, JFSC, SAU

Many at the organization have
the charisma and communication
skills to reach and influence
others at all levels

HAG, THETA, AGHA, JFSC, SAU,
RHU, ESAU

M&SRH issues well understood,
staff and volunteers trained
for the work they do and often
provide training and support to
others

HAG, MHU, AGHA, JFSC, UNHCO,
SAU, RHU

HAG, MHU, RHU, UNHCO

Have done convincing evidenceor consultation-based advocacy,
mobilizing allies and using
many different communication
methods

4

Some people at the
organization able to reach and
influence national decisionmakers

MHU, UNHCO

ESAU, HAG, JFSC, MHU, RHU,
UNHCO

M&SRH issues well understood,
but no regular ongoing
training/updates

THETA, ESAU

AGHA, ESAU, JFSC, THETA

Have developed targeted
activities towards certain
groups or policies but have
lacked evidence, community
voice, or strength of numbers

POSSIBLE ANSWERS / CAPACITY SCORES
2
3

This table shows the self-assessment scores that implementing partners gave themselves at project inception and at the point of the mid-term review.

Advocacy capacity assessment
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HAG, THETA, MHU, JFSC,
UNHCO, SAU
ESAU

AGHA, RHU

Systematic approach to
gathering and sharing
information about policies,
actors and activities

JFSC, RHU

HAG, THETA, MHU, AGHA,
UNHCO, SAU, ESAU
Good understanding of
situation but no systematic
approach to scanning and
staying updated

RHU

Maintain meticulous records of
the outcomes of your planned
activities and unplanned /
unexpected outcomes

HAG, THETA, UNHCO, RHU, MHU

HAG, MHU, RHU, UNHCO

Develop or adapt own materials
and ensure their effectiveness by
pre-testing or involving targeted
groups in the production process

4

AGHA, HAG, THETA, UNHCO

Keep an ongoing record of all
results for our own, planned
activities

AGHA, JFSC, SAU

AGHA, SAU, THETA

Use materials or activities
aimed at specific groups with
specific messages, sometimes
developed within the
organization

Score at mid-term

Some knowledge of
government policies and of
other organizations

ESAU, JFSC

Record major outcomes of our
own, planned activities

ESAU

JFSC

Use some printed pictures or
posters to illustrate messages
and keep the attention of a
group

POSSIBLE ANSWERS / CAPACITY SCORES
2
3

AGHA, ESAU, HAG, JFSC, MHU,
RHU, SAU, THETA, UNHCO

No knowledge of policies,
strategies, or other actors

MHU, SAU

Do not document results in
a systematic way

ESAU

Do not use any materials,
tools or activities

1

Score at inception

organization stay abreast of the situation?
(i.e. media reports and policy changes
on relevant matters (local, national,
international), changes in personnel
among decision-makers, activities of
others active in this field)

f) (Ongoing scanning) Does your

Score at mid-term

Score at inception

records of the outcomes of your
planned activities, as well as unplanned/
unexpected outcomes?

e) (M&E) Does your organization maintain

Score at mid-term

Score at inception

to raise awareness or change people’s
thinking?

d) (Messages) How do you create messages

(ISSUE) QUESTION
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Score at mid-term

Score at inception

organization work with others to achieve
your goals?

i) (Teamwork and trust) Does your

Score at mid-term

Score at inception

management) Do you continually review
and revise advocacy plans in light of your
M&E findings?

h) (Flexibility and using M&E data in project

Score at mid-term

Score at inception

people in your organization have the skills
and experience to undertake practical
advocacy activities? (i.e. activities such as
analyzing policies or legislation, preparing
a briefing paper or press release,
delivering a presentation, organizing a
press release or public meeting)

g) (Practical activity skills) Do the relevant

(ISSUE) QUESTION

Work in isolation.

MHU, JFSC

Project management does
not take account of M&E
data

ESAU,

Lack of skills and experience
in practical advocacy
activities

1

Some relationships with other
actors, who are mainly seen
as ‘competitors’

ESAU

HAG

Advocacy plans reviewed and
changed at least annually

THETA, ESAU

MHU, JFSC, THETA

Some basic skills and
experience in practical
advocacy activities

JFSC

HAG, SAU, RHU, UNHCO,
THETA,AGHA,JFSC,MHU,ESAU

AGHA, ESAU, HAG, MHU, RHU,
SAU, THETA, UNHCO

Have effective ongoing
partnerships working together
and sharing resources

HAG, AGHA

THETA, JFSC, UNHCO, SAU,
RHU, MHU
Have personal contacts or
do some ad hoc work with
relevant people / organizations

ESAU, RHU

Advocacy results and plans
reviewed/revised as and when
required in an evolving situation.
Organization able to redirect
personnel and resources
activities if required

Advocacy plans reviewed as
demanded by the evolving
situation but organization
lacks the human and financial
resources to frequently adjust
plans and activities
AGHA, SAU, THETA, UNHCO

AGHA

Staff and volunteers well trained
for the practical advocacy
activities they do and often
provide training and support to
others

4

HAG, JFSC, UNHCO, SAU, RHU,
MHU

AGHA, HAG, RHU, SAU, UNHCO

Staff and volunteers have
relevant skills and experience,
but no regular ongoing
training/updates

POSSIBLE ANSWERS / CAPACITY SCORES
2
3
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Start Jan 2013 and ongoing

Start Jan 2013 and ongoing

Constitute multi-stakeholder advocacy teams to carry out ongoing advocacy at district level
• The district teams under the MHP should host quarterly
advocacy meetings with district stakeholders

Transform the district cluster teams (focal persons and community
resource persons) into grass root Civic action groups for
sustainable advocacy
• Build capacity in grass root advocacy
District cluster leaders

District cluster leaders

District cluster leaders

Start Jan 2013
Start Jan 2013

Periodically disseminate MHP successes and best practices to
strategic audiences

Strategically engage with the media to amplify maternal health
challenges and MHP successes

Advocacy team

Advocacy team

Moses Mukuru Documentation team

Derrick – advocacy team

Identify health journalists and engage them with
maternal health and media tours.

Use M&E data to disseminate successes and best
practices

Build it around what has already been done

The strategy should link grass root to national level
advocacy

Link them to the maternal audit committees and local
leaders

Link this with the quarterly joint support supervision
feedback meetings at the district

Link the last focal persons’ meetings with the Joint
supervision visit to ensure participation of the project
officers

Comments

(Footnotes)
1
This separate line refers to the budget formerly allocated to NACWOLA before that organisation left the partner consortium.
2
Any proposed changes are highlighted by red italic font.
3
This number refers to ‘number of HUMCs now meeting quarterly’; have not yet had a 12 month period in which to sit 4 times

Dec 2012 and on-going

Dec 2012 – Jan 2013

National level actions

Build capacity for evidence based advocacy (using M&E data for
advocacy at all levels)
• Build capacity among IPS to document MHP successes (focal
persons, POs) and lessons learnt
o Document what has already been achieved
o Document progressively
o Set up national level documentation team

Develop a clear national advocacy action plan

Develop a clear national maternal health advocacy strategy

Start November and
on-going

Improve cluster coordination
• Provide transport to focal persons to hold monthly planning
and review meetings

Who
District level actions

By when

Key action

Draft advocacy action plan (developed as part of MTR)
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